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Comparison of Al and Resident Doctors in Diagnosing and Managing Acute

Respiratory Cases: A Retrospective Study
A. Manga, S.Sultan', A.Yasmeen', F.Khan

'‘Glenfield Hospital, University Hospitals of Leicester NHS Trust Leicester — United Kingdom

Introduction

Artificial intelligence is gaining interest in clinical medicine for
supporting diagnosis and treatment decisions. Real-world
performance of Al compared to resident doctors remains
unclear.

Acute respiratory medicine requires timely, accurate
decisions that impact outcomes.

This study compares diagnoses and management plans by
resident doctors and an Al model (ChatGPT 4.0) against a
consultant-defined gold standard.

Retrospective analysis of 45 patients admitted to the
respiratory admissions unit was conducted.

Clinical data were input confidentially into ChatGPT 4.0 to
generate diagnostic and management plans.

Plans from resident doctors and ChatGPT were assessed by
blinded respiratory specialists against a consultant gold
standard.

A 5-point Likert scale measured concordance with a
consultant-defined gold standard.

Analyses included IQRs, Wilcoxon signed-rank test, and
Cohen’s Kappa for agreement.
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+  We found no significant difference between
ChatGPT and resident doctors for diagnosis (p =
0.35) or management (p = 0.14).

« Resident doctors had a median diagnostic score of
4.00 (IQR 4-5); ChatGPT scored 5.00 (IQR 4-5).
(Figure 1)

. For management, resident doctors scored 4.00
(IQR 3-4); ChatGPT scored 4.00 (IQR 4-
5).(Figure 2)

+  ChatGPT achieved higher perfect agreement with
consultant plans in both diagnosis (51.1% vs.
42 2%) and management (40.0% vs. 24 4%).

Conclusion

+ ChatGPT’s diagnostic and management plans
performed comparably to those of resident doctors
whilst showing higher perfect agreement

+ Al has potential to support diagnostic accuracy and
assist resident doctors; further research is needed to
guide safe clinical integration.



Smoking Cyclone:

A 2 cycle QIP to improve compliance of Nicotine Replacement Patch Prescription in Hospitalized Patients

INTRODUCION:
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University Hospitals

Bristol and Weston
NHS Foundation Trust

SMOKING Still remains a public health problem all around the world. All the healthcare professionals along with the government have shown their contribution towards tackling this
problem and success has been achieved at different levels across the globe. Still this remains a significant issue and Nicotine Replacement Patches have been helping patients
admitted in hospital in overcoming their smoking habit and promising their progress to a better, smoke-free life.

OBIJECTIVE:
Our goal was to assess and improve the
Patch prescription in hospitalized patients.

compliance of NRT
Though a little step,

but we wanted to be a part of the Government’s commitment
to create a smoke-free generation by 2030.
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METHOD:

Data was collected over two cycles across all of the wards across
Weston General Hospital. 1%t cycle involved 19 patients and 2" cycle
involved 18 patients. Both cycles were conducted over 3 days. In
between the cycles a poster was made to raise awareness among
the healthcare members.

In comparison to the 15t cycle of QIP, the 2" cycle of the QIP showed marked improvementand compliance

P value of the study: 0.006
Power of the study: 70-80%

Compliance of NRT prescription improved
to 77.6% from 31.6% and prescription
within 24 hours also improved to 50% from
16%.

The improvement is statistically significant
with p value of 0.006, determined by
Fisher’s Exact Test.

The power of the study is around 70-80%

Audit Mentor: Dr Abdul Bhat
Presenting Author: Mustain Jawad
Lead Author: Shovan Rahman

1st Cycle 2nd Cycle Co-authors: Shayekh Ferdoush
Abir Aijaz
M Prescription of NRT in hospitalized smokers M Precription within 24 hours Tonmoy Dey
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GETTING THE CODE RIGHT: IMPROVING THE FREQUENCY & ACCURACY OF NHS

CODING PRIMARY +/- SECONDARY DIAGNOSES ON DISCHARGE SUMMARIES

Frances Steele, Abdul Bhat, Abir Aijaz, Alice Erlander Milne, Victoria Clarke, Kimberley Arme

Background:

The Purpose of Discharge Summaries: They communicate
key information  such  as diagnoses, treatments,
investigations, and follow-up plans. This information is
conveyed from the hospital admission to GPs, future care
providers and patients themselves [1].

The Importance of Accurate Coding: Only confirmead primary
and secondary diagnoses should be coded (in order), while
unconfirmed diagnoses must 20 in free text., This ensures
reliable documentation and supports safe, effective
continuity of care [1].

The Role of Clear Documentation: Clear Discharge
Summaries reduce the need for clinical coders to seek
clarification, improving coding accuracy and efficiency. This
benefits patient outcomes and ensures high-quality data for
audits, research and funding [2].

Aim:
To improve the Consistency and Accuracy of Diagnosis Coding in
Weston General Hospital Acute Medicine Discharge Summaries.

Methodology:

6. Ag-audit

Results:
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uture Priorities:

Identify Barriers: Use a questionnaire and re-audit to understand gaps in
diagnosis coding.

Sustain Training: Deliver coding education at the start of each junior doctor
rotation.

Embed in Curriculum: Promote coding awareness in medical training.
Enhance Collaboration: Strengthen feedback between clinicians & coders.

Impact assessment: Track improvements in accuracy and clinical coder
efficiency; have we contributed to fewer clarifications neaded?

€

onclusions & Discussion:
Lack of Coding Exposed: The initial audit
revealed low diagnosis coding rates.
Action Taken: QIF launched with training,
visuals, and real-time feedback.
Primary Coding Boosted: Statistically
significant improvement achieved
(p=0.035).
Secondary Coding Slips: Frequency decrease
noted—this requires deeper investigation.
Accuracy Remains Strong: 96-37%
correctness confirms effective use of clinical
notes.
Rotation Risk: Staff turnover threatens
sustainability—induction training is key.
MNext Step is to Listen & Learn: Questionnaire
and re-audit planned to uncover barriers.
Better Coding = Better Care: Clearer
documentation strengthens patient outcomes
and system-wide data quality.
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Just another tablet? Identifying barriers to statin uptake in patients living with HIV

Adam Darnley, Aarzoo Bhatia, Evelyn Ikekpeazu, Chitra Babu, Anna Garner, Orla McQuillan, Andrew Tomkins, Chris Ward, Clare Wood
The Northern Service, Manchester University NHS Foundation Trust, UK

Introduction

People living with HIV (PLHIV) are at increased risk of
cardiovascular disease.

The Randomized Trial to Prevent Vascular Events in HIV
(REPRIEVE) demonstrated benefits of statin therapy for
this population.t

In response, the British HIV Association (BHIVA) issued
guidance recommending statin therapy for PLHIV =40
years.2

Aim

To assess the proportion of patients recommended a statin

during clinic visits,

whether these recommendations

translate into prescriptions in primary care, and the
barriers to statin uptake.

Methods

Random sample of PLHIV 240 years who attended an
HIV appointment since March 2024 was selected.

Data collected from electronic patient record including
QRISK3 scores, previous statin use, and statin
recommendation in clinic.

Statin prescribing was assessed at the next clinic visit or
in GP records.

Exclusions: Patients with statin advice within 4 weeks
of data collection or if GP records unavailable.

Patients not taking statins after clinic recommendation
were invited to complete a questionnaire on:

— Information received about statins
— Reasons for non-initiation

— Concerns about statin use

— Strategies to improve uptake

Results

* 271 cases were reviewed. [ Total patients included (n=271) |
* 26% were female and the mean |
age 53 (range 40-84). [ Patients not on statins (n=203) |
* Mean QRISK3 score was 10.4%. I
* Of the 203 patients not already
on statins, 111 (54.7%) were
recommended a statin in clinic.
* QRISK3 >5% correlated with
recommendation (x2, p<0.001).

| Recommended a statin (n=111) [
/7 N
[ Declined a statin (n=28) | | Did not decline (n=83) |
Ve N

| Prescribed a statin at follow-up (n=19) | | Excluded (n=11) |

* 72 were included for follow up;
only 19 (26.3%) were prescribed

_ Figure 1: Flowchart of patient progression
a statin.

through recommendation and prescribing stages.

Patient Perspective

* 24 patients completed the survey. 22 (91.7%) recalled receiving advice on statinsin
clinic, but only 11 (45.8%) recalled being informed about both the benefits and risks.
* Reasons for non-initiation and concerns are listed in Figure 2.

Suggestions from patients
to improve uptake:

Patient concerns regarding statin uptake

Not fully informed

“better discussions _
R e Unable to obtain GP appointment
in clinic

Tablet burden

Side effects

“honest conversation
about side effects

Negative information

Prefer lifestyle modification

“more specific
information”

Interaction with antiretroviral

Figure 2: Frequency of concerns and reasons for non-
initiation of statins as reported by patients.

“leaflet with clear
information”

NHS|

Manchester University
NHS Foundation Trust

Discussion

There are many misconceptions about the benefits and risks of
statins, which can make recommendations challenging. While
BHIVA suggests prioritising recommendations for those with
QRISK3 >5%, ftraditional scoring tools are likely to
underestimate cardiovascular risk in HIV. Therefore, all PLHIV
>40 years should be given the opportunity to discuss whether
statin therapy may benefit them. Clinicians must take the time
to explain the benefits in a personalised way, considering the
increased risk while also accounting for the patient’s existing
tablet burden. It is important not to underestimate the impact
of this decision for the patient, who may already be on
multiple medications with high side effect profiles. Transparent
discussions around side effects can help dispel misinformation
and support decision-making. Lifestyle modification remains a
crucial factor and should be encouraged alongside these
discussions. Empowering patients with this information, along
with clear communication to GPs, will support prescribing.

Conclusion

This study highlights the disparity between statin
recommendations and prescriptions in PLHIV. A multifaceted
approach is needed: enhanced patient counselling with
individualised discussions, patient information leaflets to
support informed decision-making, and stronger coordination
with primary care, including educational sessions for GPs.
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uction

ed expression of Calcitonin Gene Related Peptide (CGRP) in

es was first identified by Goadsby et al (1988).

monoclonal antibodies (MABs) targeting the ligand CGRP
ezumab, fremanezumak and galcanezumak) and one targeting
RP receptor (erenumnah) have been developed to try and

ent migraines (Lentsch et al., 2022).

P iz glso found in blood vessels having a vasodilatary effect
cequently by blocking the CGRP receptors there is a theoretical risk
ausing hypertension with MABs.

ly trials deemed MABs safe

ow et al. (2019) Study:

Four, double-blind, placebo-controlled trials to assess cardiovascular,
cerebrovascular and peripheral vascular safety of erenumab

They compared the use of placebo to 70mg to 140mg Sub Cut
monthly (n=1400).

Determined that patients on erenumab had no significantly
increased risk in cardiovascular, cerebrovascular or peripheral
vascular disease.

However....

Croteau et al. (2021) investigated 61 cases which were reported to the
FDA Adverse Event Reparting System database of patients who had been
started on erenumab and subseguently developed hypertension (HTH)
19/61 — worsening of pre-existing HTH

28/61 — HTN within 1 week of starting erenumab

27/61 — needed treatment for HTN

7/61 — required hospitalisation for BP contral.

Effect of CGRP Monoclonal Antibodies on Cardiovascula

Dr Adam Sinker and Rebecca Town (tACP)

Our study

+ Investigated if there was a link between the use of MABs and an
increased risk of HTN, ischemic heart disease (IHD) and stroke.
+ 245 patients were identified as having received MABs between 25
April 2019 — 227 August 2024
+ Patient demographics:
+  Apgerange 20 to 73 years old
+  Median age 45 years old
+  B4% female and 16% male
*+  Prior to starting MABS:
+ 13/245 had pre-existing HTN
+ 1/245 had IHD
+ 0 patients had a previous history of stroke
+  Following treatment with MABs & patients (all female) had a new
diagnosis of HTN

= before = after MABs

Humber of patients
=

1 1
S =

IHD Stroke

0 0

Graph 1. Cardiovascular disease prevalence pre and post MABs

Those who deve

+ 2 patients stopped taking P4
+ 1 of these patients nag
candesartan 2 mg BD

+ The other patient takes

* The other 3 patients continue taki
antihypertensive therapy

* The agez of the patients who develo
62 and 63

Conclusion

+  5/245 patients who started on MABs deve
having to stop taking MABs due to Hyperte

+  Qur study failed to identify any patients whe
IHD or stroke following MABS.

+  Patient who are now on MABS have six montf
warned that HTN is a potential side effect of
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:ﬂ: CABOZANTINIB C

Used in the treatment
of medullary thyroid cancer

PROFOUND
HYPOCALCAEMIA

Requires high-dose calcium

& vitamin D

=

Monitoring &
Titration critical

* (Cabozantinib is a tyrosine kinase
inhibitor which specifically targets
the MET, VEGFR2, and RET
pathways.?

* Commonly used first-line in
medullary thyroid carcinoma, and
renal cell carcinoma (RCC).2

(E.G. DURING
HOLIDAYS)

HYPERCALCAEMIA
()

Abdominal pain

Cardiac arrest fnllnwing unopposed calcium replacement for

ESSATION PROPOSAL

FOR PREVENTION

Commission
additional serum
electrolyte monitoring

Can cause
REBOUND

Focus:
Patients on high-risk
antineoplastic agent

Symptoms:
Confusion,

CARDIAC ARREST
in severe cases

-

Adj. Ca (2.2-2.6)

Urea 25.3 (2.5-7.8)

Creatinine 511 (62-115)
CRP 183 (<5)

Contact

Adithya Sreenivas, Fyl Doctor
Uniwversity Hospitals of Morth
Midlands

Adithya. Sreenivas@uhnm.nhs.uk
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Table 1. Relevant admission blood tests

Case Presentation

A 47-year-old gentleman presented to hospital with confusion and abdominal pain.
Background: Cessation of cabozantinib for 3 weeks, while on holiday. On high dose Adcal-D3® (10/day).
On examination: febrile, tachycardic, visible oral ulceration (prior dental infection).
Admission bloods (see Table 1) demonstrated severe hypercalcaemia and stage 3 AKI.

* Pamidronate, IV fluids and empirical antibiotics initiated.
Despite this, developed cardiac arrest on day 3 of admission. ROSC achieved after 3 shocks.
ITU: rebound hypocalcaemia (Adi Ca 1.68), careful titration of alfacalcidol (0.5mcg) + Adcal-D3® QDS.
During follow up, switched to palliative selpercatinib with twice-weekly bloods and monthly ECG.

Multikinase inhibitors known to cause electrolyte disorders.
2024 pharmacovigilance analysis in RCC?
* 33 cases of hypocalcaemia — while mechanism unknown in this drug, sorafenib proposed to
cause calcium mobilisation due to endoplasmic reticulum stress.
* 10 cases of hypercalcaemia
Likely cause of hypercalcaemia in this case was unopposed calcium replacement.
Bone metastasis considered as differential. CT TAP suggestive, notably no significant difference reported
in cabozanitib-induced hypercalcaemia with and without bone metastasis.*

Conclusions

Patients may need to pause their antineoplastic treatments for several reasons, including pre-operative
(28 days), severe haemorrhage and hypertensive crisis.®

If this period is prolonged, it is imperative to monitor serum electrolytes closely (fortnightly or weekly)
with concurrent ECG and avoid unopposed supplementation resulting in iatrogenic adverse outcomes.
Patient counselling is also paramount, so that patients are aware of when to seek assistance (red flags).
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NHS Venous Thromboembolism Compliance in a Tertiary Cardiothoracic Centre in the United

: Kingdom
Royal Papworth Hospital R 8 e :
MNHS Foundation Trust Ahmed A Abdulelah, W3 azsan, Aleander Da n, Sandra I:-'Iulrer! nan, LEI.JIE ccony, Paul Bambrough
Royal Fapworth Hospital NHS Foundation Trust, Cambridge, United Kingdom

*  Venous thromboembelism (VTE) imposes + Compliance in VTE assessments for patients + The overall compliance in the cardiology department in November 2024 and December 2024 was found
significant national health and sociceconomic admitted to the cardiology department at a to be 93.1%. 24 patients were found to have non-compliant VTE assessment.
burden due to the associated morbidity and tertiary cardiothoracic centre in the United
mortality. Kingdom was reviewed for the months of B

Mon-compliance was most noted in admissions under the interventional cardiology team, followed by
- Evaluating VTE assessment compliance for Movember and December 2024, structural cardiology team, and lastly by electrophysiology team.
patients admitted to hospital is of paramount
significant to ensure that VTE events and the Factors leading towards non-compliance were evaluated. The most prevalent factors were weekend
associated burden are minimized. performed within 24 hours of admission were admissions (30.9%), late-night or overnight admissions {21.4%), unexpected admissions from day-ward
flagged as non-compliant. or overnight stays for treat and return patients (11.9%), and non-prescribing clerking team members
{38.1%) (Figure 1).

* Patients whose VTE assessment was not .

* Factors leading to the non-compliance were
evaluated and analysed. .

Interventions towards the identified factors have been planned and introduced (Figure 2).

Factors Leading to Non-Complliance
9 P +  Accordingly, and following these interventions, the overall compliance in the cardiology department in

January 2025 and February 2025 were determined to be 95.6%.

Weskend admissions 309% Educational

sessions regandin
Late-night ar cwemight \'TEI:'T.FENP
admissions ance T
=
Unexpected admissions fr at the beginning . . o .
day-ward or averreght sta n9% of each rotztion Overall, evaluating the key factors towards VTE non-compliance are of paramount significance in regard to
for treat-and-return patie patients' safety and care as they enable effective introduction of interventions to tackle the resultant non-
Mon-prescribing clerking compliance.
team members a1 @ P
0% 0% 20% 0% 0% 40%
Percentage : - .
H» @ O
Figure 1: Factors leading to non-compliance in VTE assessment

Figure 2:Intarventions introduced to tackle the non-compliance

Contact details

Ahmed A, Abdulelah

Reyal Pagworth Haspital MHS Faundation Trust
Cambridge

United Kingdem

Ahmed Abdulelah@nhs.net




Point-of-care ultrasound (POCUS) Programme 2024-2025 NHS

Dr Ahmed Mohammad Shamsul Hoaue University Hospitals of Leicester
Dr Beghum Masud NHS Trust

INTRODUCTION ) ' SURVEY

Point-of-care ultrasound (POCUS) is increasingly recognized as a T —

critical skill in the management of acutely unwell patients. The To evaluate the effectiveness of the programme, surveys were conducted at three stages:
POCUS = :

Programme, at Leicester Royal Infirmary (LRI} is a structured, year- - i 1. Initial response at registration— assessing participants' prior ulirasound experience and
long training initiative designed to equip doctors with proficiency in = z expectations.

uttrasound techniques aligned with FAMUS (Focused Acute Medicine ‘0 2.Interim response during the programme —capturing progress, challenges, and feedback on
Ultrazound) and FUSIC-Heart accreditation pathways. This training quality,

rt: et development | ult d .
mr&m;;p;‘;g:ns?;:; de:]?gal deci sinn—:;king rasoun 3. Final evaluation (pending) — measuring overall competency, accreditation success rates,
and perceived impact on clinical practice.

METHODOLOGY r=y reras oL Initial data analysis reveals that a significant proportion of trainees had minimal prior
The POCUS Programme employs & blended leaming approach, integrating experience with POCUS, with most aiming for FAMUS or FUSIC-Heart accreditation. Interim
theorstical instruction, bedside practical training, supervised and mentorad . results indicate an improvement in confidence and skill application, particularly in lung and

asassions, and online paar discussions. B

Teaching sessions are conductad 1-2 times weekly over 12 months, covering PR cardiac ultrasound.
lung, abdominal, vascular, and cardiac ultresound applications. Participants
engage in supervised scans, formative sssessments, and sccreditation !
examinations to ensure skill scquisition and competency. E el Interim feedback after 3 months

FAMUS impact

FUSIC Haart impact

RESULT Initial Feedback before staring of course

Echa impact
Participation and Compliance:
- Cnver 80% of enrollees consistently sttended theoratical and practical
sessions.

Skill Developmeamnt:

A marked improvement in scanning technigue and pathology identification was . R ik,
observad, with a 70% increase in diegnostic confidence. :
Accreditation Progresa: Teaching Cuafity
Preliminary deta show that 60% of participants heve complated the required ! Struchars Cuality
supervised scans .
S ——— | Bodskde Duaity
Participants highlighted the structured mentorship end bedside scanning Thaary Cuaity
el e . i e : Menoned Gusity
GGNCLUSIDN Agyngsmant Quality
L Communicaion Ouality
The POCUS Programme at LRl has demonstrated effectiveness in Rusource Foider Qualty
I Lung Sl R, Ty Vi Thiky

training doctors infocused ultrazound, aligning with national
accreditation standards. Early survey data suggests positive outcomes
in skill acquisition and diagnostic confidence. Future iterations of 5l it ey
the programme will aim to enhance accessibility and refine
assessment strategies to optimize learming outcomes.

Lung Impact
Alpicrmn impact

DNT Impact
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Q GIG | swrdd techyd Prifysgo Lymphoproliferative Disorders and Renal Dysfunction: A Case of CLL-Related AKI

f‘ etsi Cadwaladr
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A Tomy* A Balakrishnan,5 Shrikanth?, .M John! C Gregory®, T Dewan?

(1)Betsi Cadwaladr University Health Board

Introduction

Materials and Methods

Results

Conclusion

—=

* 81-year-old male, March 2024, presented with
AKI|Creatinine 296 pmol/L, eGFR 18). His past medical
history includes glaucoma, hypercholesterolemia, and
chronic lymphocytic leukaemia (CLL).He was initially
admitted for symptoms of diplopia and headache. Past
CLL history (2019),under wait and watch approach,
progressed to low grade B-cell NHL{2020).

* Recent scalp biopsy(February 2024), indicated
CLL/SLL.CT head ruled out stroke. This case highlights
lymphoproliferative infiltration as a cause of AKl in this

subset of patients as seen in Table 1.
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[chncthy selated ko choowic hmphooytc leakemin
Theombotic marsangpelts Bl b Tk (1
Mdeawies acnle inlersiital sephits 1 i H1L
Infection-related (0N 1 il L
AN ssocidind panet immase (0N 1 I (HL
Unsslated o chromic berpbooyic akern
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Dbsesati-refaled focal segmeatal ghnerthsckeess 1 i i U]
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* The patient’s clinical assessment revealed normal
cardiovascular, respiratory, and abdominal examinations, with
no neurological signs. Blood tests showed anaemia (Hb 93 g/L),
a white cell count of 123 x 1019/1, and a platelet count of 179 x
1079 /L. A blood film confirmed CLL, with no evidence of
haemolysis. Renal function was significantly impaired(Creatinine
296 pmol/L, eGFR 18).

*  Urine analysis showed red blood cells [RBCs), white blood cells,
and negative culture. An ultrasound revealed a complex cyst in
the left kidney and splenomegaly (14.8 cm).

+ A renal biopsy was performed, showing a prominent
lymphocytic infiltrate with evidence of mild chronic renal
damage 1. Immunochistochemistry identified small lymphocytes |
with lambda light chain restriction 2.

* Patient was started on acalabrutinib after discussions with the
All-Wales Lymphoma panel.

———

CREAT

All May 17

* A renal biopsy revealed
lymphocytic infiltration without
blast cells or casts was
consistent with CLL/SLL. This
infiltration caused the mild
chronic renal damage and
contributed to AKI.

* Imaging showed widespread
lymphadenopathy and
splenomegaly, indicating
systemic lymphoma progression.

DISCUSSION

B —

* Renal Involvement in CLL/SLL,
although uncommon, can
cause kidney dysfunction
through direct infiltration by
neoplastic lymphocytes or
immune-mediated damage.

* Targeted therapy with
acalabrutinib, a BTK inhibitor,
was initiated following specialist
review to address both the
lymphoma and renal
involvement.

* This case highlights the
diagnostic challenges in an
elderly patient with indolent
lymphoma presenting with
AKI and systemic
lymphadenopathy?.

* A comprehensive diagnostic
approach, including renal
biopsy and close collaboration
with a multidisciplinary team,
was essential in guiding
appropriate treatment * .

* The decision to initiate
acalabrutinib® represents a
targeted therapeutic approach
for managing CLL/SLL-related
renal disease and lymphoma

progression.
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EMPOWERING EXCELLENCE: TRANSFORMING GIRFT ACCESSIBILITY THROUGH

A CENTRALISED TRUST INTRANET PORTAL,
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INTRODUCTION
Context:
The GIRFT (Getting It Right First Time) programme is
aimed at improving patient care by using data and service
reviews to highlight best practices across specialties.
Problem Statement:
Access to GIRFT-related resources and tools was
fragmented and inconsistent across the Trust, limiting its
effectiveness.
Objective:
To centralise GIRFT resources into a single, accessible
intranet portal to streamline access, improve
communication, and increase engagement with GIRFT
initiatives.

GIRFT Intranet Engagement: Pre vs Post Redesign (4-week comparison)
Pre-Redesign (Mar 9-Apr 5)
120} = Post-Redesign (Apr 6-May 3)
100}
80
w
@
E
2 6ot
40}
20}
0

ge iews New ysers

10‘1"3‘?a
o Page views and new users increased, showing wider
engagement across the Trust after the launch
o Unique users jumped by 39%, indicating that more new staff
discovered and accessed the page

Figure 2: Graph illustrating ganalytics of the webpage (via google analytics report)

METHODOLOGY

« Collaborative Approach:

o Worked with residents, GIRFT Academy, IT, Service
Improvement, and QIP teams.

o Key drivers and interventions identified in a Quality
Improvement Project (QIP) drivers diagram.

+ Webpage Development:

o Designed on Frank CMS and integrated into the
Trust’'s broader Service Improvement page. Pages
created include ‘Introduction to GIRFT’, ‘Find a
Specialty’, ‘Teaching & Education materials’

o User experience (UX) and user interface (Ul) were
redesigned to be more intuitive and user friendly,
with the aim of increasing engagement.

CONCLUSION

Feedback from clinical and managerial staff
revealed that 83% felt the webpage improved
access to GIRFT resources. Navigation and
accessibility scored well (avg. 3.6/5), while
integration into clinical practice and resource
relevance scored moderately (avg. ~3.0). The
Teaching section had the lowest engagement (avg.
2.5), identifying a key area for future focus.

Impact: The centralised GIRFT intranet webpage
has significantly improved resource accessibility,
engagement, and awareness across specialties,

helping clinicians better access tools for service
improvement and patient care.

IWY//& Northern
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1
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Figure 1: QIP Drivers

Understanding GIRFT and the GIRFT Find A Specialty

Clinical Fellowship Programme

You are here: Home > Programmes & Projects > Gettin

1 Right First Time (GIRFT) NCA

> Find A Specialty

Explore the Getting It Right First Time (GIRFT) specialties at the Northern Care Alliance, This page provides access to best practic

What is GIRFT?

medical and surgical specialties.

(GIRFT) programme, led by Professor Tim Briggs, s & key initiative within the NHS England ¥ Medicine:

e A nd General Medicins O]

GIRFT is supported by

nsuring Best Practice Pathways:

Specialty peer reviews

National Specialty Report: Acute and General Medicine

Urgent & Emergency Care

Adult Critical Care
Data curation and analysis

Anaesthesia and Perioperative Care

GIRFT specialty reviews and national reports

. national support to best practice
auisence

Cardiology

‘Community MSK

data
gathering

Figures 3 & 4: Two snapshots illlustrating elements of the redesigned GIRFT webpage on the trust intranet

Dermatology

pathways, national specialty reports, and key recommendations to support clinical excellence and service improvement across v

¥ Surgery

Breast Surgery
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Ear, Nose and Throat Surgery

General Surgery

Hand Surgery

Obstetrics and Gynaecology

Opthalmology

Oral and Maxillofacial Surgery

Trauma and Orthopaedics



pertension to Heart Failure: The Missed Clues o

[ Case Study ]

An 31year-old woman with o history of hypertension and hypothyroidism was
referred to the cardiology clinic due to worsening shortness of breath. She was
an independent individual who lived alone and managed all daily activities. Her
symptoms had been present for several years but had progressively worsened
over recent months. She was recently evaluated in the emergency department
for acute dyspnea and treated for an upper respiratory tract infection.

Time Line

2009:

: Treated with bilateral carpel tunnel syndrome with steroid injections
: Treated with carpel tunnel release surgery
Reviewed in cardiology again with shartness of breath high NT BNP 547ng/1
: Reviewed in respiratory, Mild COPD, discharged
Referred to cardiology for dyspnea and LVH on echo; NT-proBNP 1204 ng/L.
Referred to NAC, diagnosed with TTR wild cardioc amyloidosis

2017
2018:
2018

2024:
2024:

Year:

ith mild LVH 2019

tlmmrm'ogmm: Apical 4chamber

Presented with dizziness and shortness of breath

2018: NT Pro BNP: 549ng/1L

Year: 2024:NT Pro BNP: 1024ng/L

iogram: Apical 4 chamber
iew with severe LVH 2024
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I!Z LEAD ECG 2024 with PR interval 272 mmt'
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[ Discussion J

Cardiac amyloidosis is a disorder caused by
amyloid fibril deposition in the extracellular
space of the heart [1].

Amaong the different types of amyloidosis, nearly
all cases of clinical cardiac omyloidosis (=95%)
are caused by light chain amyloidosis (AL) and
transthyretin amyloidosis (ATTR) [2].

# The infiltrative process in the heart leads to

¥ v

>

progressive dysfunction of the cardiac muscle,

while the conduction system of the heart is also
affected .

Amyloid cardiomyopathy is emerging as an
important and often underdiognosed cause of
heart failure and cardioc arrhythmias, especially
in ofder adults [3].

characteristics, imaging findings, and/or cardiac
biomarkers, it is paramount to either confirm or
refute the diagnosis of ATTR-CA.
Echocardiogrophy may reveal several
abnormalities, including left ventricular
hypertrophy and abnormal left ventricular global
longitudinal strain, typically with apical sparing.

Cardiac biomarkers [natriuretic peptides, cardioc
troponins) are commonly elevated in patients
with amyloid cardiomyopathy. Serum
kappa/lamda free light choin ratio analysis,
serum protein immunaofixation and urine protein
immunafixation shold also be performed. If
monocional protein is identified by one or more
of these fests, referral to o haematologist is
recommended for evaluation and further
assessment.

Bone tracer cardiac scintigraphy is o hallmark
test for identifying ATTR amyloidosis,

Transthyretin Cardiac amyloidosis

l Concluding points ]

* This case underscores the
importance of recognizing
cardioc amyloidosis, often
overlooked in clinical practice.

# Patients usually

experience diagnostic
delays of four to five years,
resulting in missed opportunities for
early intervention. [4]

# A high index of suspicion is
essential, particularly in elderly
patients with unexplained heart
failure symptoms, progressive
LVH, and autonomic
dysfunction.[5]

# Enhanced clinical awareness and
a comprehensive approach to
unexplained heart failure
symptoms are crucial, as early
recagnition and treatment can
significantly improve patient.

# This patient’s red flags—
longstanding dyspnea despite
controlled hypertension, o
history of bilateral carpal tunnel
syndrome, rising NT-pro BNP
levels, echocardiogram with LVH
could have facilitated an earlier
diagnosis

Author: Dr Ambreen Gul
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Variability in anticoagulation duration and follow-up for deep vein thrombosis
Adam Darnley, Thomas Knight, Jecko Thachil. Manchester University NHS Foundation Trust.

Results Discussion

Patient cohort

« 145 patients  underwent
ultrasound for suspected DVT.
52 had OVT confirmed on
imaging; 43 were included for
analysis.
13 had previous documented
thromboembolic  events; 1
had concurrent PE.
8 had provoking factors for
DVT (4 were transient, 4
persistent).

Introduction

+ Deep vein thrombosis (DVT) is increasingly managed in
ambulatory  care, with  direct-acting  oral
anticoagulants (DOACs) as first-line treatment.
Guidelines recommend a minimum of 3 months of
anticoagulation, followed by reassessment.!

Our Trust lacks a structured follow-up pathway,
potentially leading to inappropriate treatment
duration and increased risk of recurrence or bleeding.

Aim
To evaluate anticoagulation duration, follow-up

practices and clinical outcomes in patients diagnosed
with DVT in ambulatory care.

Anticoagulation duration on discharge

3 maonths

Determining the optimal duration of anticoagulation for DVT is
complex, influenced by individual risk factors, bleeding risk, and
patient preference. At diagnosis, long-term risk of recurrence is
often uncertain, underscoring the importance of timely
reassessment by a clinician experienced in DVT management.
This study highlights the consequences of an unstructured
follow-up pathway. Inconsistent documentation and lack of
reassessment led to wariable treatment durations and
discrepancies between hospital and GP records.

Motably, many patients without identifiable risk factors were
discharged with only 3 months of anticoagulation. Given
recurrence rates of up to 36% at 10 years, this group requires
review to discuss the benefits of extended therapy—especially
considering the low bleeding complication rates observed.? In
contrast, some patients with clearly transient risk factors

& months Lifelong Unspecified

m Provoked  m Unprovoked

Figure 1: Anticoagulation duration documented on

Anticoagulation duration discharge for provoked and unprovoked DVTs.

Anticoagulation duration at discharge varied, as illustrated in Figure 1. A discrepancy between
duration on discharge prescriptions and GP records was observed in 21/43 (453%), primarily due

Methods

Retrospective analysis using electronic patient records
from two ambulatory care units in Manchester.
Identified patients who underwent lower limb
ultrasound for suspected DVT owver a three-month
period.
Exclusion criteria:

¥ No confirmed DVT on ultrasound

¢ Died within 3 months of diagnosis

 Already receiving DOAC therapy

¥ No GP records available
Data were collected on the use of bleeding risk scores,
anticoagulation duration, secondary care follow-up,
and subsequent thrombotic or bleeding complications.
Patients were pgrouped into ‘provoked” and
‘unprovoked’ DVWT according to the International
Society on Thrombosis and Haemostasis definition of
unprovoked venous thromboembolism.?

to ongoing treatment beyond six months.

Follow up
Despite recommendations for reassessment, only 12 of 43 (28%) received follow-up in

-

secondary care (Figure 2).

All patients followed up in
secondary care had their
DOAC therapy extended
beyond 3 months.

Clinical outcomes

4 patients (9.3%) developed
recurrent DWT within 2 years.
Of these, 3 had no transient
risk factors identified.

No patients with recurrence
had follow-up to discuss
DOAC duration,

No major bleeding
complications were reported
in the cohort.

SECONDARY CARE FOLLOW UP

| Mot Followed Up - m Haematology W PE Clinic
m General Medicine m Ambulatory Care

Figure 2: Secondary care follow up {n=12) versus those

without (n=31). Follow-up shown according to type of clinic.

remained on DOACs beyond the 3-month period, unnecessarily
increasing bleeding risk. Patients reviewed in secondary care
uniformly had anticoagulation extended, while several without
follow up experienced potentially preventable recurrences.

Conclusion

A standardized follow-up pathway is needed to support shared
decision-making and ensure safe, consistent and individualised
anticoagulation management. Further research should assess
the impact of such frameworks on long-term outcomes.
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Evaluating Modified Early Warning Score Compliance to Minimize Unnecessary ICU Admissions: A Needs

Assessment for Quality Improvement Implementation in Resource-limited settings.

o Key Results Key Drivers of Non-Compliance

34.2% compliant (41/120 patients) vs. 0

N

65.8% non-compliant (79/120). Ei Ei *
- v Physician Reliance on *
ICU Beds in LMICs= 0.7/100,000 population. v y Lack of step-down
v Clinical judgment in units (HDUs)
’ MEWS predicts deterioration but 65.8% Compliant Group: 26  Non-compliant: 22 trauma/surgery

Non-compliance in triaging deaths (OR 0.247) deaths T

VL e Departmental Non-Compliance

Does MEWS compliance reduce mortality in

LMIC ICUs, and why do 2/3 of admissions . 5
bypass protocols? £ 4
E Descriptive Cross-Sectional =120 Patients » —— o
5 h Quality Improvement Triad Needed

ICU Logs :
mu:;' Svn::;'l:eh;tllgm Major Surgery Can:lr."hlln:uslc m
Reason for Admission .

—» Patient Medical Records \_/

Number of Admissions

Consecutive \ Age # Priority: Digital  Simulation  Specialty-
Sampling : e’ ' o . . I
Hospital Databases Disease severity > chronological age Integration Drills Specific Modifiers

Authors: Amir Hassan*, Mazhar Khalil, Malik W.Z Khan, Touba Azeem
Presenting Author Affiliation*: Doncaster and Bassetlaw Teaching Hospital NHS Foundation Trust, Worksop, United Kingdom



Compliance with RCP Standards in Medical Documentation: A Retrospective Audit at
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Effective medical documentation is essential for patient safety, quality of
care, and compliance with information governance. This study
investigates whether clinicians at University Hospital Wales (UHW)
adhere to Royal College of Physicians (RCP) standards in medical
documentation

= To introduce posters to raise awareness for all healthcare
professionals and to remind clinicians of the significance of precise
recordkeeping.

=improved documentation facilitates better communication among
cliniclans, ensuring patient safety, and helps the Institution meet legal
and professional standards.

*The goal is to adhere to GMC and RCP guidelines when it comes to
patient medical data.

The medical records of 200 patients were Iinvestigated in
retrospective audit 1st cycle during morning ward rounds in wards
Al North and A1l South in UHW between October 10th and
November 9, 2024.The audit aimed to evaluate adherence to
important RCP recommendations and exclusion criteria was new
patients whose notes were recorded on the same day. The second
cycle of audit, which was conducted between 5th to 20th March
2025 and which showed significant Iimprovement Iin all
documentation areas the following the implementation of
recommendations.

Supervised by: Dr. Amlan Bhattacharya

Comparison of D ion Compli 1st vs. 2nd Cycle Audit
et mecordine | oo

Patient identification — ‘ . ”‘ 9a%

bl i
Chronological Entries
Location Recording 5 2 B = 6%
[al Name & Desl (! N - T2%
Advanced Decisions (Refusals/CPR) W 76%
0% 20% aos 6O0% B80% 100% 120%

W Cycle 2 WCycle 1

Overall Impr Signifi gains across all key documentation criteria after implementing

recommendations

= Yes « No

Figurel. A pie chart show the location recording in Figure 2. A pie chart illustrates how location
1st cycle recording has improved in 2nd cycle after the
recommendations

Authors: Maryam Pervez and Hina Bahadar (Both contributed equally)

The audit highlights deficiencies in the medical documentation
practices at UHW. This showed obvious need for betterment,
specifically in time and location recording and confirming that all
entries include the responsible clinician detaills. We recommend
implementing educational initiatives for clinical staff, reinforcing
documentation training during teaching rounds and increasing
awareness through departmental forums. Furthermore,
continuous observing and compliance with best practices will be
essential in promoting a culture of accountability and enhancing
overall patient care.

* We would attain nearly 100% compliance with medical
documentation with continued training and awareness initiatives.
* Frequent audits will assist In tracking advancements and
highlighting areas in need of more development.

* Maintaining high standards requires consistent work and team
participation. All things considered, we expect a considerable
improvement in the completeness and quality of documentation.

= Ebbers, T,, Kool, R. B,, Smeele, L. E., Dirven, R, den Besten, C. A,

Karssemakers, L. H. E., Verhoeven, T., Herruer, J. M., van den Broek,
G. B. and Takes, R. P. (2022) ‘The impact of structured and
standardized documentation on documentation quality; A
multicenter, retrospective study.” Journal of medical systems, 46(7)
p. 46,

= Dawood, S., Alsalim, Saud Alanazi, W., Sahw Almutairi, M.,

Alakroosh, A., Al-Jabri, I. and Alruhaymi, A. (2020) Accurate and
Detailed Clinical Documentation is Essential for Quality Patient
Care.

* Gkiala, A. (2022) ‘Assessing the correct documentation of time and

physician information on medical records in the emergency
department of Queen’s Hospital: An audit and re-audit.’ Cureus,
14(12) p. e33000.



Reducing Unnecessary Blood Tests in the Elderly Care: A Quality Improvement

Project

Dr Anavi Prakash,! Dr Theik Oo," Dr Soe Aye,! Dr Carmen Carroll,’ Dr Jonathan Cullis’
1Salisbury District Hospital

* Excessive blood testing is a widespread
phenomenon in geriatric medicine, which is
associated with numerous disadvantages.t

*  Examples include bruising, infection, disrupted
sleep, negative environment impact from
single use materials, overdiagnosis leading to
longer hospital stays, and acquired anaemia
due to frequent blood tests during an
extended admission.?

* [Ffforts to reduce unnecessary blood tests are
often obstructed by clinician habit,
institutional culture and a fear of complaints.?

* Data was collected over 14 days from the laboratory, which
included the number of blood tests and sets ordered. The
blood test and sets requests were reviewed and the
number of tests with a sufficient justification was counted.

*  An educational infographic was created and widely
displayed on the elderly care ward and presented at a
departmental meeting. (Figure 1).

* Following these interventions the same data was collected
over a second period of 14 days and compared with the
first cycle using unpaired t-tests.

1. Reduction in unnecessary blood requests
far elderly care patients extended hospital stays.

e Reduction in unnecessary SEtS_ ordered per the second cycle, 169 tests with 907 sets were ordered.
blood test for elderly care patients

3. Improvement in indications provided for

=0.01).
each blood test p )

REDUCING

UNNECESSARY

BLOOD TESTS Iﬂtﬂl'l' =
ELDERLY CARE A°m'a®a

[RSAIVANTAGES [F UNMECESSARY
B0 TESTS N THE ELDRLY
FOPULATION

CAEST PER BUODS TEST AT 50H

£3.15

WUUBR OF INPATIEST BIOOD TESTS
0% M) A6 TORAL COBT

106,298 = £334,839

8% INCREASE IN IKPATIENT
[BLODD TESTS FROM Z015-2016

* Inthe first cycle, 158 blood tests were performed, with 914 sets ordered within these tests. In

*+  Although there was no significant reduction in the absolute number of blood tests and sets
ordered, the number of targeted blood tests containing one set only increased from 4 to 13

*  The number of sets with a sufficient justification provided by the requesting clinician also
increased from 50 to 94, but this was not statistically significant (p=0.2).

salisbury [TE

WHY?

SUALL SIEPS TO IMPRINVE

deeniima 1!
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1ACEATY O RSN Ch B 1

Figure 1

* Datawas collected from 40 patients in the pre-intervention cycle as well as the post-
intervention cycle. Five patients were included in both cycles of the QIP due to their

NHS

Salisbury

NHS Foundation Trust

Conclusions

This project demonstrated high levels
of blood testing seen in geriatric
medicine.
Although the intervention failed to
achieve a reduction in the number
of blood tests performed, the
significant increase in the number of
single test orders suggests that
these were more specific and
targeted.
There was an improvement in the
justification of tests, suggesting that
clinicians were considering the
necessity of the tests prior to
requesting.
Although this QIP was perfarmed
over a short period, the
intervention may have resulted in
some behavioural changes in
clinicians requesting blood tests.
Further educational interventions
and continuous reminders will be
required to overcome clinician
habits and achieve a meaningful
reduction in unnecessary blood
tests in elderly care.
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Doctors' perspectives of the suggested key shifts in NHS healthcare delivery

Dr Angharad Flower FY2, Dr Chloe Doan ST5 Geriatric Medicine, Dr Chris Bell Consultant in Community Geriatrics

Introduction

Lord Darzi's independent investigation into the NHS in England was published in
September 2024 and found that the health service is in a “critical condition”.! The
government will be publishing its 10-year health planin spring 2025 to address this. It
will centre around three key shifts in healthcare delivery:

1. Moving more care from hospitals to communities

2. Making better use of technology

3. Focusing on preventing sickness.?

Methods

We designed an online survey to assess doctors’ perspectives on the proposed shifts
in healthcare delivery to identify any key areas of training and development needed to
fulfil these changes. We distributed the survey amongst doctors across all gradesin
Southwest London using snowballing sampling over a one-month period.?

0% 20% 40% 60% 80% 100%

% Respondents

m Strongly disagree Disagree Agree m Strongly agree

Figure 1: Do respondents agree with the planned shift of more NHS care from
hospitals to community settings?
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We received 72 responses from doctors across a range of hospital
(85%0) and community specialties (15%). Of the respondents 46% were
consultants and 54% were resident doctors across different grades.
86% of doctors who responded agreed with the proposed shift away
from hospital care to more provision in the community (figure 1).
Respondents said that the top challenges in delivering more care in the
community were insufficient funding (76%) and lack of community
waorkforce (67%). Only 38% of respondents feel adequately trained to
support community-based care and 33% have had no training at all in
community medicine. Respondents said they would benefit from
dedicated full time community placements during rotational training
and many reported poor understanding of the role of community
SErvices.

Al support tools - -
Telemedicine (telephone consultf I -

video consult)

0% 20% 40%

Electronic patient records |

60% 80% 100%

o Respondents

H Unconfident Mot so confident Confident mVeryconfident

Figure 2: How confident are respondents using digital healthcare tools?

Reassuringly, 99% of respondents are confident using electronic
patient records and most (70%) felt confident with telemedicine (figure
2). This reflects the current use of digital tools in clinical practice with
98% of respondents using electronic patient records (nationwide, at
least 90% of NHS Trusts have electronic patient records).* However,
only 30% of respondents are confident using Al support tools (figure 2).
The biggest barriers to digital change identified were poor IT
infrastructure (81%) and lack of joined up IT systems (80%). There were
a wide range of comments about frustrations with the current IT
systems.

Results and discussion

65% of respondents regularly incorporate prevention-
focused interventions into patient care. The biggest
barriers to including prevention in routine clinical
practice were lack of time during consultations (729%),
lack of access to preventative services (57%) and low
patient engagement/motivation {(50%). Respondents
think that the key areas that should be prioritised for
future training and development are prevention and
public health interventions (72%), delivering
community-based care (69%) and digital skills and Al in
healthcare (519¢).

There was general consensus from respondents with
the proposed shifts towards more community-based
healthcare delivery, making better use of technology
and focusing on prevention. However, to support these
shifts we need to consider the training needs of
doctors, including developing systems literacy in
community services and dedicated full time community
rotations. Additionally, we need infrastructure to allow
joined up technology and reconfiguration of clinical
models to facilitate a stronger focus on prevention.

"Better integration between hospitals and primary care"
"Focus on preventative medicine instead of being so
reactive. Training staff to take risks of managing patient
in community. "

"More defined scope of community practice, better
understanding of role of community medicine, bigger
community workforce, more training in community
medicine"

Figure 3: Quotes from respondents suggesting areas for
NHS workforce to focus on to align with future health
needs.



A NOVEL APPROACH IN MANAGING IDIOPATHIC GASTROPARESIS:
A QUALITY IMPROVEMENT PROJECT NHS| -

Dr Anisha Roy?, Dr Rachel Perry®, Dr Melanie Lockett3, Dr Susanna Meade3, Miss Bridie Watson?

- United Lincolnshire
. North Bristol Teaching Hospitals
Gastroenterology Department, North Bristol NHS Trust(1,3) NHS Trust
Gastroenterology Department, United Lincolnshire Teaching Hospitals NHS Trust(z2)

Dietetic Department, North Bristol NHS Trust(4)

INTRODUCTION: RESULTS CONCLUSION

* ldiopathic gastroparesis(IG) is delayed * Data were collected on 13 patients and compared with the prior cohort Ea rh‘lr access to the MDT
emptying without mechanical obstruction. (1) Compari F . .
. X parison of mean IR
*  Between 2018-2019, we collected data on Comparison of tube feeding Mean number of admissions ) ; was associated with a
. . ) . tube insertions ducti : t f
consecutive patients with |G presenting to L0 requcuon Inrates o
2 bigh perchologiea b wore dentited, s0% Follow-up data == 0.8 Follow-upData st 0.5 admission, length of stay,
&1 Py ® . Baseline data —— 2.4 Baseline data E—— 1.3 radiation exposure, and
Consequently, the IG pathway was designed 0% — — ] ]
involving MODT referral to dietitians, ) 0 05 1 15 invasive tube-related
X . Enteral Tube Endoscopic Tube .
psychologists, and the pain team. Feeding Feading procedures. Tube feedlng
* A re-audit was planned to assess the ' Graph 4: Comparison of Length of Stay can be associated with
effectiveness of the pathway. B EBaseline Data M Follow-up data 1oo . )
iatrogenic harm and may
' not improve symptoms.
80
METHODS Table 1:Baseline characteristics = We have demonstrated
We erfD[’med 3 retms ectiue [’EVTEW Baseline variables Baseline Follow-up E that eal"l‘\,lII MDT
data(n=18 data(n=13 - . . .
P P 2teln=18) staln=13) 7 involvement with holistic
between 31/05.,’2022 and 1.;’06;'2023. sversge Age (years) - a3 s care plans was associated
Data collected included patient _— £ . .
. ; Female sex predilection 92% 94% B 40 with a reduction in the
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> Introduction: \

Stroke ranks third in terms of its combined impact on
mortality and disability. Ischemic strokes
approximately 87% of all strokes and occur due to blood vessel
blockage. Previous studies have found higher NLRs to be
associated with post-stroke complications.

=) Objectives:

Evaluating the predictive power of NLR and SII in
Ischemic Stroke patients stratified on the basis of
NIHSS Score

Assessing the reliability of markers such as SII and
NLR in clinical settings

account for

\
-

=) Materials and Methods:
159 Patients of Acute Ischemic Stroke stratified into
two groups:
> Mild Stroke(NIHS5<8)
# severe stroke (NIHSS>8)
Data was not normally distributed; we calculated:
# Median

# Inter-quartile Range (IQR)
W Threshold for statistical significance (p-value <o0.05) //

Spearman’s Correlation (To
assess the relabionship between
two)

ROC Curve Analysis (To assess
the diagnostic accuracies)

=Sl and NIHSS
«NLR and NIHSS

=» Results:
159 Patients: 107 (67%) male and 52

(33%) females

[~ Prevalent Comorbid Conditions (Fig.4):
# Hypertension (76%)
# Diabetes Mellitus (41%)
# family history (32%)
# Ischemic Heart Disease (25%)
f~ Median and IQR:

# SII = 7.83x105(3.79%105-1.38x10°) _
» NLR = 3.75(2.18-6.83) ’

=) Figures:

ROC Curee

[ as
1 - Specificity

Fig.2: ROC of NLR

s [T]
1 - Specificity

Fig.1: ROC of SII

SIl: 0.624 (95% CI: 0.530—

SIl with NIHSS: {p =
0.738, p = 0.033)

0.212, p = 0.007)

NLR: 0.499 (95% ClI: 0.352— NLR with NIHSS: (p
0.646, p = 0.993) =0.170, p = 0.032).

ROC Analysis (AUC) (Fig. 1,2}
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LI

=
Fig.3: Spearman’s Correlation Fig.4: Co-morbid Conditions

# Predictive
Power

Conclusion
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1. Background

In hospitals, environmental factors such as
noise from alarms, frequent medical
checks, and disturbances from staff and
patients can cause sleep disturbances.
Poor sleep in hospital may be linked to
delayed recovery and impact the length of
stay.

This study examines the implementation
and effectiveness of a new structured sleep
intervention, termed ‘SLEEP’ (Silencing
machines, Lights off at 11 pm, Eye masks,
Ear plugs, and Promoting sleep hygiene), in
enhancing sleep duration and quality.

2. Objectives

The study aimed to assess whether
structured sleep interventions could
increase sleep duration and quality in
hospitalised patients.

It measured changes in sleep duration
before and after intervention, time taken to
fall asleep, and frequency of nighttime
waking.

3. Methods

The study was conducted across three hospital wards: surgical,
gastro/general medicine, and geriatric. Patients were surveyed using
online questionnaires about their sleep patterns at three stages:
before hospital admission (at home), in hospital before the
intervention and in hospital after the intervention. The intervention
was rolled out through posters, staff training, and the distribution of
sleep aids across the three hospital wards. A total of 29 responses
were collected across several days on the second cycle where
SLEEP was developed and implemented. Statistical analysis was
performed to compare mean sleep duration before and after

intervention, with significance setat p <0.05.

4. Results

Prior to the intervention, hospital sleep length was reduced by 3 hours
and 25 minutes compared to at home. Following the intervention, sleep
duration in hospitalincreased by 1 hour and 23 minutes (p < 0.03). An
additional finding was that patients fell asleep 33 minutes faster post-

intervention compared to pre-intervention.

Average hours of sleep before admission vs after admission pre- and

Hours of sleep
(S - I T -]

post intervention
M Before admission [l Fre-intervention

B Fostintervention

SLEEP

5. Limitations

S ilence machines

L ights outs at 11pm

*Frequent awakenings persisted due to noise from
staff activities and disruptive patients

*Silencing machines was challenging due to medical

E ye masks needs.
E ar plugs *There was mixed feedback on sleep aids: earplugs
effectively blocked noise but were uncomfortable, eye
P romote good sleep masks were of poor quality.
Sleep poster on wards
6. Conclusion

The sleep intervention led to a significant increase in patient sleep duration.
Challenges remain in fully optimising sleep quality in the hospital setting. Future
cycles should explore further strategies to minimise disruptions, improve the
comfort of sleep aids, and increase staff awareness of sleep-promoting practices to
shorten hospital stays and increase patient well-being.

Overall impact of each intervention

mcmné%"‘-fm
my sleep

LIGHTS OFF
improved my sheep

UkPﬂEYEm

tha EAR PLUGS
mpraved my sleep

The SLEEP POSTER
nelped promate and

improve my sheep
OVERALL, the sleep

changes
|I!|:Iﬂl‘ll’f sleap
-2 -1 o 1 2

= = Stronply disagres and 2 = Strongly agres
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From Uncertainty to Confidence

Improving Safety Netting in Discharge Summaries

_.¢,_

A Quality Improvement Project

02/06/2025 - 03/06/2025

Introduction

- Research <

Conclusion

Background

Safety netting is a vital component of safe patient
discharge, ensuring patients understand red flag
symptoms, when to seek help, and what to expect
from their condition. Despite its importance, safety
netting in discharge summaries is often inconsistent,
vague, or missed entirely—frequently due to time
pressures and a lack of confidence'. Doctors often feel
uncertain, underprepared, and concerned about
medico-legal risk when providing safety netting
advice.

This Quality Improevement Project (QIP) aimed to
tackle these issues with a simple, structured, and
scalable intervention to standardise safety netting
across common presentations.

Objectives

1. Standardise the guality, clarity, and consistency
of safety netting advice in discharge summaries

2. Improve junior doctor confidence and peace of
mind

3. Reduce time spent drafting or rewording safety
netting

4. Minimise variability in discharge documentation

Methodology

Cycle 1: Baseline Assessment

= Surveyed doctors on confidence, satisfaction, and perceived safety when giving safety netting advice.

= Evaluated the anticipated benefits of a standardised template for patient safety, time-saving, and documentation quality.

= (Collected feedback on common challenges: inconsistency, time pressure, and fear of missing red flags.

Intervention:
- Creation of a standardised safety netting template for 12 common presentations? E o IE
+ e.g.chest pain, seizures, dizziness, S0B, hyperglycasmia —
= Template hosted at timyurl.com//GPAUSH for easy copy-paste use
Cycle 2 (Post-Intervention):
= Repeat survey evaluating changes in: E a
+ Confidence Fig 1. OR cade linking to the
+ Satisfaction & peace of mind Safety Netting Template Hub

# Time efficiency in discharge summaries

Chesi Fain  Piosrsn sk wrgoni mesdical sisenson (o g, ASE or csll 559 § you saponsnce soy of e folowng. 08

S i P

Fig 2. Screenshat of
the wafety netting
template hub

(tinyur L comfGPALISH,

Showing some of the
comman conditions
covered.

(Shortness of Breath)

Results (Post Intervention)

= Confidence in Safety Netting

+ Bh% of doctors rated their confidence as 5/5

+ Reported reduced uncertainty and fewer omissions of red flag advice
= Professional Satisfaction

+ 71% rated satisfaction as 5/5

# Cited improved structure and consistency in discharge summaries
= Time Efficiency

+ Bb&% rated the template as saving time (5/5)

# Described as “a massive time-saver™ and useful during busy ward rounds
= Qualitative Feedback

+ “| use it daily now. | know I'm not forgetting anything.”

+ “It’s helped me discharge patients faster and more safely.”

Discussion

Standardising safety netting advice in discharge
summaries proved to be a low-cost, high-impact
intervention. The introduction of structured templates
significantly improved junior doctors’ confidence,
reduced the time burden of discharge documentation,
and enhanced the clarity and consistency of safety
netting advice. Doctors found the templates easy to
adopt and appreciated how they supported safer, more
efficient communication with patients.

This project demaonstrates how small, well-targeted
interventions can address a common pain point in
clinical care and create tangible improvements. The
cuccess of the templates highlights their potential for
scale-up across other specialties and trusts. This single-
page, freely accessible tool has shown that small
changes can create meaningful, system-wide
improvements in patient safety.

Future Considerations

= Expand templates to cover more presenting
complaints and specialties

= Collaborate with IT to integrate drop-down options
in electronic discharge summaries

=+ Promote a culture of safety netting by creating
hospital-wide campaigns to raise awareness and
encourage use of the template

References
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Management — A Single Centre Study
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Background: Anaemia is a common condition observed in
inflammatory rheumatic diseases. The presence of anasmia
negatively influences a patient’'s physical activity and might
aggravate the severity of symptoms of the underlying inflammatory
disease'. The diverse aetiology of the anaemia may be attributed
to the underlying disease activity therefore may be neglected to be
investigated and treated thoroughly. Historically anaemia of
inflammation is a more common cause of anaemia in rheumatic
diseases; however, a UK study found iron deficiency anaemia
(IDA) to be more common in their cohort of patients with
rheumatoid arthritis (RA)?.

Objectives: Our aim was to determine the spectrum of anaemia
observed in our cohort of rheumatology patients. We looked into
whether appropriate relevant investigations were organised and
analysed the extent of the involvement of the rheumateology team in
the management of anaemia.

Methods: This is a retrospective ohservational study from a
single centre, Basildon University Hospital, England UK. We
identified patients under the care of the rheumatology department
who are anaemic from January 2024 until September 2024,
Exclusion criteria were patients who developed anaemia before the
diagnosis of their rheumatic diseases. Data on diagnoses,
medications, co-morbidities, disease activity and investigations
were collected via hospital database. The involvement of the
rheumatologists was determined based on the electronic
documentations. We recorded the eventual diagnosis for the
anaemia and its management.

Results: 248 rheumatology patients were identified to be anaemic
in the time period. 148 were excluded as they had existing anaemia
well before the diagnosis of their rheumatic diseases. 100 patients
were included in the study. 84% were female; with average age of
63.7 (youngest 22 and oldest 92).

Result (2): 66% have the diagnoses of inflammatory arthritis, 21%
connective tissue diseases (CTD), 2% wvasculitis; and 11% others
including polymyalgia rheumatica, adult onset Still's disease,
sarcoidosis and non-inflammatory rheumatic diseases. The mean
duration to develop anaemia was 63.5 months (range from 1 month to

g/L for male).

The spectrum of anaemia and eventual diagnoses are elaborated in
Table 1.0. Note 60% received a diagnosis for the anaemia; 40% did not.

(IDA) at 38%. Dissecting the |DAs, 53% were documented to have active
disease at the time of anaemia diagnosis; 43% inactive disease; 2% not
documented. 47% of the |DAs were diagnosed by rheumatology. 98%
were treated accordingly for the IDA. Across all 60 cases that received a
diagnosis, 22 cases were by the rheumatology team.

Microcytic Mormocytic Macrocytic

24 cases 69 cases 7 cases
. 17 IDAs . 211DAs - 2 B12-deficiency
. 1ACD . 8 bleeds and post- . 1ACD
. 6 no diagnosis . 1 medication
2ACD related
1 B12-deficiency 3 no diagnosis
2 chronic renal
disease related
4 dizsease activity
related
31 no diagnosis

DA —iron deficiency anaemia, ACD- anaemia of chronic diseases

Results (3): In terms of the rheumatologists® involvement in the
investigations, they acted in 58% of those cases — 49 cases
where they had written to primary care general practitioners
(GPs) to either

investigations, offer a diagnosis, ask for primary care to
investigate further or ask for initiation of anaemia treatment. In 9
cases, they generated a referral to other specialists including

on by the rheumatologists.
Conclusion:

of patients is normocytic anaemia in nature. IDA was the
commonest reason for the anaemia across those with

diseases (ACD) was minimally observed in our cohort . None of
the ACD was diagnosed by the rheumatologists.

Our study confirmed we must not assume the anaemia in
rheumatic diseases to be attributed to anaemia of inflammation
without evidence and thorough investigations. In terms of the
involvement of the rheumatologists in management of the

diseases and raise the need for recommendations and
guidelines in approaching such complex yet common condition
in our patients with rheumatic diseases.

References:

Hamilton J, Kelly
CA. Anaemia in rheumatoid arthritis: can we afford to ignore it? Postgrad Med L.
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Continuity of care and follow-up duration in interstitial lung diseases outpatient clinics
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INTRODUCTION RESULTS DISCUSSION

+ Continuity of care (CoC) implies the delivery of + A total of 62 patients were included in the audit. * Continuity of care is considered a vital part of modern healthcare provision
services in a coherent, logical, and timely + EKey findings included: and is included as an indicator of quality of care in national health policy in
manner. -57% of patients were seen by the same physician in follow-up the United Kingdom and internationally.(2)(3)
In cutpatient settings, seeing the same physician clinics. * The continuity of patient care, where care is both coherent over time and
in follow-up clinics ensures familiarity with -T0% of patients were followed up without delay. across settings, 1s a critical feature to ensure high-cuality outcome (4). The
patient history, leading to more efficient and -The average follow-up duration was 3—6 months and up to 9 findings suggest good adherence to recommendations of continuity of care
effactive care months in non-urgent cases, aligning with clinical guidelines. in outpatient follow-ups.(1)

Percentage of Patients

This andit aims to assess whether patients

* Ensuring that patients consistently see the same physician can improve

* Communication and fluency of clinical decision-making.

* The audit highlights the effectiveness of current practices in maintaining
continuity.

* Potential areas for improvement include further optimizing clinic scheduling
systems to maintain high adherence rates.

* Future audits could explore patient perspectives on continuity and the
challenges of maintaining consistent follow-up with the same physician.(3)

followed up with the same physician and whether CONCLUSION
the duration between follow-ups adhered to Same Physician Different Physiciar Lo
recommended standards. (Figure 1: percentage of patients with consistentFgure 2: Distribution of follow-up intervals) This audit confirms that ILD outpatient clinies generally follow

physician follow-ups)

METHOD

* A retrospective audit was conducted in the ILD outpatient clinic by randomly

selecting patients over a three-month period.
* Inclusion criteria included patients requiring follow-up for interstitial lung
diseases.
* Data were extracted from electronic health records, focusing on:
-Whether patients saw the same physician for follow-up.
-The duration between follow-up visits.
-Compliance with recommendations of continuity of care.

recommendations for continuity of care and follow-up duration. Further efforts
should focus on sustaining and enhancing adherence to these guidelines to
support efficient patient management.

REFERENCES
1. Cabana MD, Jee 8H. Does continuity of care improve patient outcomes? | Fam Pract 2004;53(12):974-80.3.
Vanselow NA, Lohr KN, Yordy KD, Donaldson MBS, editors. Primary care: America's health in a new era.
Washington, DC: National Academies Press.
3. Puntis 8, Rugkasa ], Forrest A, Mitchell A, Burns T. Associations between continuity of care and patient
4 Van Servellen G, Fongwa M, Moclkus D'Errico E. Continuity of care and quality care outcomes for people
experiencing chronic conditions: a literature review. Nurse Health Sci1 2006;58(3):185-93.
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INTRODUCTION

Dr Athira Warrier, Dr Victoria Bardsley, Dr Kevin W. Loudon
Addenbrookes Hospital, Cambridge University Hospitals NHS FT

Distinguishing between benign and inflammatory vascular disorders can be particularly difficult when clinical and laboratory findings overlap. One such challenge lies in differentiating Epithelioid
Haemangioma (EH)—a rare, benign vascular tumour that typically affects the head and neck, involving the skin and small vessels {"'—from eosinophilic granulomatosis with polyangiitis (EGPA), a rare but
potentially life-threatening small-vessel vasculitis. EGPA often presents with asthma, sinusitis, and peripheral eosinophilia, features that may also be seen in EH. Notably, both conditions can exhibit marked

eosinophilic infiltration ?). Misdiagnosis of EH as EGPA may result in the initiation of unnecessary and potentially harmful immunosuppressive therapy.

CASE

* 44-year-old Caucasian male with a history of well-
controlled asthma, eczema, and recurrent sinusitis.

* Presented with a tender swelling over the LEFT temple.

« He was noted to be hypertensive.

INITIAL INVESTIGATIONS

* Peripheral eosinophilia was noted (0.62 x 10%/L) with
weak positivity for p-ANCA and ANA.

* Inflammatory markers (ESR, CRP) were within normal
limits.

* Renal function was normal, with bland urinary
sediment.

* Doppler ultrasound of the swelling revealed a
pseudoaneurysm of the left temporal artery.

* CT aorta showed no evidence of medium or large
vessel involvement.

= Other causes of eosinophilia, including parasitic
infections, were excluded.

* PET-CT demonstrated no signs of medium or large
vessel vasculitis.

CONCLUSION

Purely intravascular Epithelioid Haemangioma (EH) is an exceptionally rare entity, with only a limited number of cases documented in the literature ¢7). This case presented a unique diagnostic
challenge due to overlapping clinical features with EGPA. The definitive diagnosis hinged on the histopathological findings, particularly the identification of the characteristic epithelioid,
vacuolated endothelial proliferation typical of EH. Timely and accurate diagnosis is essential to prevent unnecessary immunosuppressive therapy, which would typically be initiated for EGPA (€,

A Temporal artery pseudoaneurysm on Doppler. B Excised left temporal artery
pseudoaneurysm. C PET-CT showing no evidence of metabolically active
vasculitis. D Temporal artery with near-occlusive intimal thickening, intra-mural
and periarterial inflammation (eosinophil-rich) and periarterial lymphoid tissue.
E Eosinophils infiltrating arterial media. F Epithelioid endothelial proliferation
within the intima. Intracytoplasmic lumina appear as vacuoles (black arrows).

HISTOLOGY

» Temporal artery with surrounding lymphoid tissue including
reactive follicles. Eosinophil-rich inflammation present in
adventitia and extending into arterial media and intima

= Marked, near-occlusive arterial intimal thickening containing
an endothelial proliferation (CD31 and ERG positive),
characterised by an epithelioid morphology and
intracytoplasmic vacuoles - consistent with a
predominantly intravascular variant of Epithelioid
Haemangioma (EH)

= Fragmentation of the internal elastic lamina and minor
extension of the endothelial proliferation into the media

* No vascular necrosis, no granulomas

» Tertiary opinion sought from Dr Eduardo Calonie, St Johns
Institute Dermatology: diagnosis of intravascular EH
confirmed

FOLLOW-UP

* EHis a benign vascular tumour typically managed with
surgical excision, so no additional treatment was necessary.
At 12 months, the patient remained asymptomatic, with
complete resolution of eosinophilia.

References
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Background

B Hypoglycaemia is a common, potential medical emeargancy
that can lead to severe outcomes if it is not managed
immediately and effectively.’

B "Hypo boxes' were introduced by the Joint British Diabetes
Societies for Inpatient Care (IBDS-IP). They contain all the
equipment required to treat hypoglycaemia. They provide
standardised and efficient management.

B Since its implementation, the appropriate management of
hypoglycaemia has improved from 42% to 82%.°

JBDS-IP guideline’s ‘hypo box’ content recommendations:
¥ Copy of hyposlycaemia algerithm (inside of lid)

2% 200ml carton of pure fruit juice
2x packets of dextrose tablets

1x mini pack of biscuits
carbohydrate)

3x tubes (1 box) 40% glucose gel
20% glucose IV solution (100ml wvial) with infusion set

1x green cannula 18G

1x grey cannula 16G

1x 10ml sterile syringe

3x 10ml sodium chloride 0.9% ampoules for flush

1x green sterile needle 21G

Chlorhexidine spray/alcohol wipes

1x IV dressing (cannula cover)

10% glucose for IV infusion {S00ml bag) with infusion set
Audit form

Instructions on where to send audit form and replenish
supplies

1x Glucagon pack- to be kept in the nearest drug fridge or
labelled with reduced expiry date of 18 months if stored at
room temperature

ANANEN

(source of long-acting

A N N N N N NN
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Aim: To measure the compliance of the ‘hypo boxes’ in
Peterborough City Hospital’s (PCH) general medicine
wards against the JBDS-IP guidelines.

We Assessed...

If five ward staff can
correctly identify the
function of the "hypo
hox', list at least three
contents items.
correctly and report its
correct location.

The colour of the *hypo
box' — preferably a
bright colour.

7 The presence of ‘hypo boxes’ ?
on all general medicine wards.

?  The presence of all the
contents in the box as outlined
by the JBDS-IP guidelines and
whether these are in-date.

? If the "hypo box' is located on
the resuscitation trolley. ?

? If the "hypo box’ is checked
daily by a staff member.

Methods

»  All general medicine wards in PCH were sampled (n=13).

* Prospective data was collected between 10/12/24-31/01/25.

* Data was collected by four Doctors (first and second authors).

* Random selection was usad to select the five ward-staff to interview, one
of which had to be the Deputy Nurse. Staff were randomly selected based
on their time availability due to ward pressures.

References
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Results:
13/13 wards had a hypo box present...
Compliant \ ..and 12/13 wards checked

B Non-Compliant their hypo boxes daily.

Figure 1. Compliance with Daily "Hypo Box’ Checks

Figure 2. Location of 'Hypo Box' on Ward but...
5 wards had all JBDS-
IP recommended
I I ‘hypo box' contents
0 ]
Zh e 5, by, Re, present and had all
g, e "ba?%  Rap, g % the contents in the
"J‘.-'J? "':’45, iy iy e X
©0p, a3 box in-date.

* 5/13 wards (38%): all 5 members of staff could correctly define the
function of the "hypo box'.

= 1/13 wards (8%): all 5 members of staff could correctly list at least 3
contents of the "hypo box'.

*=  3/13 wards (23%): all 5 members of staff could correctly provide the
location of their ‘hypo box'.

= 3/13 wards (23%): had a brightly celoured ‘hypo box'.

Final audit outcome: non-compliant.

*  All audit standards, apart from the presence of ‘hypo box' on sach ward,
require areas of improvement. There is an overall incorrect maintenance
of the box: ward staff knowledge of the 'hypo box’ is also lacking.

* A Standard Operating Procedure (SOP) and awareness poster for
checking, restocking and maintaining the ‘hypo box' was created. It is
awaiting approval from Trust's Clinical Governance Team and key
stakeholders.

+  Are-audit will commence in 2025726,
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Background

Clinical fellows, many of whom are International Medical
Graduates (IMGs), play a vital role at Wales' largest
teaching hospital. This quality improvement project
introduced a work buddy system to enhance their
onboarding experience. IMGs face unigue challenges in
adapting to a new healthcare environment; this project
aimed to ease their transition, increase support, and
improve performance.

Aim

To improve the onboarding experience and support for
International Medical Graduates (IMGs) by 70%.

Methodology

Act Plan

- Refingd buddy system - ldendify challanges
based on feedback. - Developed a focused
- Planned wider  Induction and buddy system
imglamentation

Results

Perceived helpfulness of IMG Induction
(2024 Cohort)

4

# Helpful = Unsure ® Unable to attend

Did you find the buddy system
beneficial?
20
.E 80
o 0
2 B0
g 80
&5 40
o 30
G 20
& 10
0 L L
Yes No Maybe

2024 Cohort

Figure 1. Perceived helpfulness of focused
induction

Figure 2. Benefit of the buddy system
(intervention group)

Rate your satisfaction with the buddy
program

% of Respondents
;' I

Percentage of fellows feeling
supported

1 .l

&£ &
& T

W 2023 Cohort 2024 Cohort

% of Respondents

Figure 3. Satisfaction with the buddy
program

Figure 4. Feeling of support at role
commencement

Key takeaway: Participants in the buddy system reported improved
confidence, better integration, and stronger peer support.

PDSA cycle used (total N = 34; 2023 cohort: N = 16, 2024 cohort: N = 18).

Ayoade Adesanya', Siobhan Lewis? - Department of Integrated Medicine, University Hospital of Wales

Conclusion

The work buddy system and
focused induction significantly
improved onboarding for IMGs at
Wales' largest university
teaching hospital. High
satisfaction rates and
enthusiasm from fellows to serve
as future buddies suggest the
program is sustainable and
beneficial long-term.
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Background

NSTEACS are associated with significant
morbidity and mortality. Current guidelines
recommend early invasive strategy
particularly in high-risk patients, as delays can
prolong inpatient stays, potentially impacting
patient outcomes and increasing healthcare
costs. Identifying and addressing factors
contributing to extended hospitalization is
essential to improve patient flow, optimize
care delivery and ensure adherence to
guidelines. We aimed to investigate the length
of stay and potential factors leading to its
increase for NSTEACS inpatients awaiting
invasive angiograms in our hospital.

Retrospective  analysis on  patients
presenting with ACS then underwent
coronary angiography (5/2021- 5/2023) to
Oxford University Hospitals

Obtained demographic data, cardiac risk
factors, chief complaint and initial
diagnostic investigations of ACS (Table 1).

Recorded initial presenting hospital site and
date and time of admission to John Radcliffe
Hospital, invasive angiogram and discharge.

Calculated door-to-needle time in hours
and days, total length of stay in days, and
HEART score.

Invasive
angiogram
(1/5/2021-

QNo emergencies
: 89 patients

c
e,
]

(&)
2

(D]
(7]

No weekends or

'bank holidays
: 198 patients

647
patients

Diabetes

IDDM

Non-IDDM (OHA) 111
Diet-controlled 12
Pre-diabetic 19

Hypertension

Hypertensive 354 54.7%

Hyperlipidemia

High Cholesterol

Smoking

Current 127
Ex-smoker 120

Significant Family History 161

17.1%
1.8%
2.9%

29.4%
24.9%

19.6%

Ischaemic Heart Disease

Previous history 166 25.6%
17

Previous MI 3 27.2%
Previous Revascularization

P 19%

Cl 123
CABG 20 3.1%
14

PCl + CABG 2.2%

Typical cardiac chest pain 612 94.5%

Classic angina >24h 346 53.5%

ECG findings

5T segment deviation 2 33.2%

15
T wave changes 206 31.8%

i 460 patients
! No external

referrals

E 57 patients
“No electives

31/05/2023)
1479 patients

All patients had invasive angiogram, n=647

PCl
n=468
(72.3%)

Medical management

n=97 (14.99%)

Surgical pattern anatomy
n=32 (12.67%)

L ®
AGE

w ﬁ 67 (30-93) years

73%|27% old

Jil_ — f Z 37 hours (IQR 21, 66)
Jil_ — Jil_ E 5.93 days (IQR 2.23, 6.25)

llll Mean(SD) HEART score was 6.9(1.6)

Plaque
event

Surgical turndowns n=17 Too SCAD Takotsub

] MINOCA
frail o

Demographics
Length of stay
+ HEART Score

JR|HGH

82.84%|17.15%

Conservative

Complex
management

PCl n=12

The length of hospital stay of NSTEACS patients pending an invasive angiogram is more than 3 days, and
this prolongs total hospital stay to nearly 6 days.

Mearly a third of these patients do not end up having PCI, so invasive angiography (and the delays related
with it) could had been avoided if non-invasive diagnostic methods like coronary CT angiography were
introcduced on the day of presentation.

Median door-to-needle time 1.89
Mean HEART score 5.86 with SD+1.7




Clinical Audit /QIP Report: Rhythm Checks for Patients Admitted to the Hyper Acute Stroke Unit (HASU)

1ginisha Joshi, Taba Ismael, *Paul Bolaji
1Dorset County Hospital

Background

Stroke is a leading cause of death and disability. Atrial fibrillation
(AF) and other arrhythmias are significant contributors to stroke
risk. Early detection through continuous cardiac monitoring is key
to improving outcomes by guiding timely anticoagulation and

management.

Methodology

Sample & Period: Retrospective review of all patients admitted to HASU
from December 2024 to January 2025.

Data Collection: Reviewed electronic patient records, discharge
summaries, and telemetry reports.

Key Data Points: Patient demographics and admission dates, types and
duration of ECG monitoring (12-lead, telemetry, 72-hour continuous
monitoring), Documentation details (notes, discharge summaries, digital
records), Actions taken based on rhythm findings (e.g., initiation of
anticoagulation, cardiclogy referrals) , Frequency of outpatient Holter
maonitoring requests

Aim & Objectives

1. Assess compliance with HASU rhythm monitoring protocols and
ECG documentation.

2. Evaluate effectiveness of 72-hour inpatient monitoring vs.
outpatient Holter.

3. Identify common arrhythmias and their link to cardiac history
and stroke type.

4. Improve ECG documentation and ensure clear follow-up for
detected arrhythmias.

Standards

NICE Guideline NG196 (Published 27 April 2021; Updated 30 June
2021)
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Results

Monitering Duration: 100% of HASU admissions received 72-hour ECG
monitoring.

Arrhythmia Detection: 32.7% of patients had AF; 18.1% were previously
diagnosed and treated. 14.5% had new arrhythmia findings, with 75%
detected after >24 hours of monitoring. 67.27% showed no ECG changes.

(Fig 1)

Documentation Issues: 25% had complete documentation in both

standard records. No patients had documented evidence of cardiac
monitoring on patients notes{ Compared to our standard of 100% ) (Fig 2)

Outpatient Monitoring: Approximately 31% required additional
outpatient 24-hour cardiac monitoring.

Recommendations

- Standardized Sticker for Notes: Introduce tick-box stickers to prompt and
confirm telemetry review in physical records.

records for consistency and clarity.

- Centralized DPR Access: Create a specific telemetry section in DPR for
easier access during handovers and audits.

- Reaudit Plan: Reaudit February data to measure the impact of
implemented improvements on documentation quality.

Conclusion

Implementing standardized documentation and dedicated data fields for
telemetry findings will improve the timely detection of arrhythmias and
ensure better continuity of care. This, in turn, can reduce unnecessary
outpatient tests and enhance secondary prevention efforts for stroke
patients.




Medical On-Call Handbook for Foundation Doctors:
A Quality Improvement Project at Barts Health NHS Trust, London, UK

Dr Carola Maria Bigogno and Dr Francesca Bladt, Dr Amy Edwards, Dr Priyanka Sivakumaran, Dr Lamin King (1)

Background

Newly qualified doctors face numerous challenges when
starting the Foundation Programme, even more during busy
medical on-call shifts in large district general hospitals. In
fact, Foundation Year 1 (FY1) doctors are expected to
manage handovers, bleeps and medical emergencies with
limited prior experience and support, as well as lacking
confidence in making clinical decisions and managing
deteriorating patients. This project aims to improve
confidence and knowledge amongst newly qualified
doctors, through a structured on-call handbook of common
medical presentations and emergencies.

Methods

A comprehensive Medical On-Call
Handbook was developed in collaboration
with senior registrars and consultants,
covering common presentations and
emergencies.

A survey before and after implementation
allowed evaluation within the frust,
assessing confidence levels, overall and
across specific scenarios.

HANDBOOK

\;Q._-! Barts and The London

School of Medicine and Dentistry

(1) Barts Health NHS Trust

Results

Pre-handbook survey revealed a significant proportion of FY1
doctors feeling unfamiliar with their responsibilities and lacked
confidence in managing common medical emergencies (n=22,
Figure1).

<M
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The post-handbook survey revealed that all doctors found the
handbook useful. An average confidence increase of 72% was
noted across all topics, with greatest improvements observed in
conducting comfort reviews and understanding the role of FY1
during emergency calls (Figure 2).

Conclusion

The quality improvement project demonstrated that a

structured handbook can significantly support and enhance

FY1 doctors’ confidence in managing emergencies, directly

improving patient care and safety.

Future developments will focus on

(1) creating a mobile app for easier accessibility,

(2) tailoring handbooks to specifically to the different
hospital sites, and

(3) introducing a teaching series to supplement learning for

more complex topics.
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An initiative to improve the diagnosis, management and prevention of Hospital Acquired

Pneumonia on the RBH Elderly Care wards
Authors: Charles McLaren, Apu Chatterjee, Shabnam lyer, Thanuja Manayakkara, Ruhel Miah

Intrud uction

* Hospital acquired pneumonia (HAP) is common and associated with significant mortality and
increased length of stay®.

Royal Berkshire

NHS Foundation Trust

* In 2019 a departmental audit showed that HAP incidence was 5% across Royal Berkshire Hospital’s
five elderly care wards significantly exceeded the national average of 0.5%-1.5%.

* In response, the Mind the HAP initiative was launched with the objective of reducing the monthly

incidence of HAP cases throu.gh .improved diagnosis, the imglsementatiun of prevention measures Figure 1: Educational poster highlighting HAP Figure 2: Educational poster highlighting HAP
across the wards and standardisation of treatment approaches®. prevention measures. diagnostic criteria, investigations and treatment.
Methods Results

*  Formation of a multidisciplinary steering group. *  HAP monthly incidence now consistently <2% (fig 4).

* Targeted awareness raising and multidisciplinary education campaign including face-face teaching, *  Reduction in HAP associated mortality on the elderly care wards compared to trust-wide figures (fig 5).
online induction module and posters (fig 1 and 2) , and training in nurse-led swallow assessment.

* Reduction in tazocin utilisation across the elderly care department (fig 6).

* Nominated ‘HAP champions’ on each ward and high-risk patients highlighted in daily nursing safety

huddle. * Development of a database of micro-organisms associated with HAP.
0N
* HAP prevention measures integrated as part of standard care. Tem
0%
S0
*  Physiotherapy supporting sputum culture collection. som
0%
* Repeated audit and development of HAP virtual dashboard to monitor effectiveness of preventative .o« ‘ | I I | I | I I | I | | | | | | I | 1l I il
interventions and departmental performance (fig 3). SI853§ES5255S335Ei IS 558 ' .
— AP incdenon WAP Exstritastion ba [iderly § are Wty % of MAP Incidence  =————Target

R e ) | ™ Figure 4: HAP incidence on EC wards 2023 — Feb 2025, Figure 5: HAP associated morality EC wards vs trust 2019-2024.
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Implementing a Multicentre Surveillance System to Standardise Hyperosmolar
Hvperglvcaemic State (HHS) Care: Development, Outcomes and Lessons Learned

Sawlani, Abigail Hallum, Angelica Sharma, Amar Mann, Lakshmi Rengarajan, Joseph Dalzell,
Sulmaaz Qamar, Alexandra Lubina Solomon, Elena Armeni, Gerry Rayman, Ketan Dhatariva,DEVI Collaboration, Punith Kempegowda

E - Higher mortality ¢ -Abespoke »n - Establish

@ Wwith HHS despite O surveillance g surveillance
3 guidelines- 7 poor '5' system for HHS ‘> across centres
O guideline adherence 5 8 - Measure

B. - Audits provide wn 'S’ adherence

limited insights O
> >
Results

+ HHS diagnosis in
discharge coding
* Fixed-rate insulin
infusion treatment

Patient
Identification

+ Osmolality = 320
Eligibility * Glucose = 30 mmol/L
Screening * Ketonemia 3.0

+ pH 27.3,HCO3 =15

* Demographics

+ Pracipitating Cause

+ Biochemistry

+ Management metrics
+ Qutcomes

Data
Collection

* Hospital Comparison
Analysis & + Adherence Metrics
Reporting + Qutcome measures
* Feadback to teams

= Update guidelines
+ Address barriers

* Enhance training

= System refinement

Quality

Improvement

Number of HHS cases (Jan 2021-Nov 2024)

Median age of patient

Median HHS Duration

Quantity of fluid given

Units of Insulin for resolution
Adherence to glucose monitoring
Adherence to ketone monitoring
Mortality

ITU admission

Hypoglycaemic episodes

- 12 hospitals

-Jan 2021-Nov 2024
- Dataon
demographics,
management, and
outcomes

Methods

Whole cohort

218

77 (1QR 64-85)

48.2 hours (IQR 24.9-74.15)
6.5L (IQR 4.0-9.7)

69.0 (IQR 30.8-116)

65.9 % (IQR 47.5-88.0)

28.9 % ( IQR 14.9 — 49.7)
16.1%

55%

14.7%
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m Alcohol related

0 50 100 150 200

® [ntercurrent illness
Suboptimal compliance

= First presentation

Aetiology

® |nfectious disease
Dehydration/poor oral intake
= Steroid induced

m Unknown.

Adherence to
glucose monitoring

Adherence to
ketone monitoring

Total fluid given

Total insulin given

Mortality rates

Conclusion

86.3% (68.6-105) 64.9% (52.5-74.6)

21.5%(13.0-31.9)  27.9%(9.53-41.0)

6.5L(4.5-10.1) 7L {5.3-8.0)

107 units (50-
161.7)

65 units (27-101)

2.3% 16.3%

*DEKODE helps |dentify good practices and areas of
improvement and can provide real-time feedback with

existing resources

References 1. Pasquel Fl, Umpierrez GE. Diabetes Care. 2014
2. Thomas L, et al. Future Healthe ). 2020

3. Mustafa OG, etal

,DEKODE



Bridging the Gaps in Inpatient Tobacco Dependency Management: A Quality Improvement Project /=

A

Chaw Hsu, Myvat Thin, Muhammad Arif West Hertfordshire
Sesatees S s Teaching Hospitals
Watford General Hospital, West Hertfordshire Teaching Hospitals NHS Trust MHS Trust
Introduction \ Result / Discussion & Implications \
Tobacco smoking is leading cause of esuiis O Targeted interventions led to
preventable deaths, hinked to cancers, . improved smoking status
respiratory, and cardiovascular diseases. Interventions Implemented documentation, VBA delivery, and
. Hospital admissions offer a unique <+ Staff education sessions on smoking cessation and BTS guidelines NRT initiation
"teachahl& mcmmt“ fﬂf addressi_-ng mbaccc ‘z' Dlsp]ﬂyed i.ﬂfDrma.‘tiVE pcstefs i.ﬂ Clm.lca]. dreds D FJJE_UIIE‘: rﬂtﬂﬂiﬂﬂd bﬂlﬂ“' BTS tEIgcts,
dependency. <+ Provided enhanced training support, including drop-in session. indicating room for further pro gress
Despite this, inpatient support for tobacco %+ Ensured alignment with the updated BTS guidance on tobacco O Staff rotation and lack gf a dedicated
: . : dependency manasement. cessation team hindered consistent
dependency remains inconsistent. cp ¥ g practice and follow-up

cessation efforts. e R
# Integrated clinical pathways
EMale MFemale # Structural support across the

Aims HNon-

These gaps undermine the effectiveness of/ O Sustainable impact requires:

Y ey

Assess_the impact of targeted_ interventions on: smokers organisation
Smoking status documentation Fx-
Delivery of Very Brief Advice (VBA) el
Initiation of Nicotine Replacement Therapy ] / Conclusion \
;N?T} | L _ . smokers + Targeted interventions improved key
eterral to smoking cessation services Gender Distribution Among Current Smokers practices but fell short of BTS standards
Conduct two audit cycles to measure ™ =33) * Sustained progress relies on dedicated
improvement. Smoking Status Among Documented Patients cessation teams, engaged staff,
Improve compliance with British Thoracic (N =178 out of 298) and integration of smoking cessation
Society (BTS) guidelines. / - into routine care
e o B 1st Cycle (%) 2nd Cyele (%) e
= organisations must address system-level
Methods =t barrers and invest i ongoing staff
Retrospective audit of electronic patient records training and support
198 inpatients reviewed in May 2024 (pre- s ﬁ * Embedding tobacco dependency
intervention) E: % %\_i' o treatment into standard mpatient
100 inpatients reviewed in September 2024 - - 4 & workflows 1s essential for lasting
(post-intervention) . . - change.
Assessed the following metrics: o References-
Smoking status documentation SMOEKING STATUS OFFERED NRET VBA ADVICE ADVISED TO . —
_ ) - Agrawal 5, Evizon M, Ananth §, et al. Medical management of
Very Brief Advice (VBA) delivery DOCUMENTED GIVEN REFER inpatients with tobacco dependency. Thorax, 2024:79(suppl 1):3-
Nicotine Replacement Therapy (NRT) initiation Bar Chart showing the smoking status documentation, initiation of NRT, VBA given and referral to smoking . _ _ . _ -
Referrals to smoking cessation services cessation team by clinicians in First and Second cycle of data collection B e

improvement/andit-reports national-smoking-cessation-audit-
2021- management-of-tobacco-dependency-in-acute-care-trusts/
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Improving Medical Night Handover: Strengthening Teamwork,

Moran D, Ng AYKC, Barclay A, Ghouse S
East and North Hertfordshire NHS Trust

Efficiency and Critical Patient Care

Introduction
Handover between teams is crucial for ensuring safe care during
overnight shifts.

A structured handover process not only helps to identify critically ill
patients early but also fosters improved collaboration between medical
and intensive care teams.

As part of the Royal College of Physicians Chief Registrar program we
initiated a Quality Improvement Project (QIP) aimed at enhancing the

medical night handover process - specifically to streamline handover

and incorporate the Critical Care team.

Materials and methods
This QIP was implemented at a large district general hospital where the

night medical team consists of two registrars, three SHOs, and two FY1s.

Two key changes were introduced:

* The acute take and inpatient wards were divided into two smaller
handover sessions, each led by a registrar - this provided registrars
with improved oversight of the acuity and volume of tasks

* The overnight Critical Care Outreach Team (CCOT) was involved in
both handover sessions — this was designed to improve two-way
communication about unwell patients

Surveys were distributed to doctors working in Medicine and ICU both
before and after the modifications.

Key measures included team cohesion, communication and
accessibility between Medicine and ICU, and time efficiency.

Has the new structure helped with knowing who the team is OOH and making it easier to handover?
14 responses

® ves
® No

Not sure

Is the new structure better at ensuring unwell/sick patients are highlighted and helped with triaging
if jobs need to be done OOH?

14 responses

@ Yes
® No

Not sure

Figure 1

Table 1. Scores before and after handover structure changes (scale from 1=poor to 10=extremely well)

Measure Median Score Median Score Difference
Before After

Cardiac arrest team cohesion 6 7 +1
Awareness of the members on the other team 25 5 +2.5
(ICU/Medicine)
Confidence in calling the other team 7 7 0
(ICU/Medicine)
Helpful advice from other team - management 7 8.5 +1.5
of unwell patients
Helpful advice from other team - escalation 7 8.5 +1.5

discussions

Contact: Dr Daisy Moran, Internal Medicine Trainee

daisy.moran2@nhs.net

Results and discussion
92.9% felt that the new structure:
* Improved the running of handover
* Used time more efficiently
* Helped to highlight who the out-of-hours team were

100% felt that the new structure:
* Improved the identification of unwell patients
* Improved the triaging of jobs

* There was felt to be improved cardiac arrest team cohesion

* Respondents felt more aware of who team members were
on each shift

* Greater feeling that Medical/ICU collaboration was helpful
when making escalation decisions

* ICU team attendance also felt to provide valuable learning
opportunities for junior colleagues

Conclusion
Separating the acute take from the inpatient ward handover in
this large DGH enhanced time efficiency and task prioritisation.

Incorporating the ICU/CCOT team was widely regarded as a
positive change, particularly in fostering collaborative
communication and early patient escalation.

This project demonstrates that simple adjustments to handover
structure can enhance team dynamics and improve patient
care.

This handover model is one that could be implemented across
other hospital trusts.



Ward Round Documentation In Gastroenterology; Can We Improve Patient Safety?

Deborah Charlesworth-Benedict (lead author), Rahavei Ragunathan (co-author)

Background and Objectives

The effectiveness of ward round documentation is often
affected by challenges like clinical priorities, a lack of
staff and inadequate planning. Within the
gastroenterology unit ward rounds can proceed rapidly
and patients are often located in various outlier wards.
Aim to introduce a structured ward round auto-text
template to improve ward round documentation within
the gastroenterology department using the parameters
laid out in the RCP guidance @,

Aim to improve patient care and safety.

Results

Improved overall adherence to the RCP guidance checklist
was seen (pre-template = 23% vs post-template 38%).
Following auto-text implementation, documentation of
VTE improved from approx. 20% to 40% as seen in figure

2.

Following auto-text implementation, documentation
regarding infection control/antibiotics increased to 45% as
seen in figure 1.

Documentation of investigations (results, scans) reviewed,
improved from approx. 55% to 85% post auto-text
implementation, as seen in figure 3.

Reference

Comparison of patient documentation using ward round standard checklist

%%
60%
30%
40%
30%
20%
. .
o I

Review of lines and pain evaluatiom Observation Chart Reviewed Fluid balance and nutrition Infection control /antibiotics

mInitial Audit W Audit Post-Ward Round Template

Figure 1.

Comparison of patient documentation using ward round standard checklist
120%

100%
80%
60%
40%
II O
0%

Time, Date, Identifiable Author Speech and Swallow Impairment VTE plan Drug Chart Reviewed

m Initial Audit  m Audit Post-Ward Round Template

Figure 2.

Comparison of patient documentation using ward round standard checklist

80%
70%
60%
50%
40%
30%
20%
10% .
o | |

Scan and Resuts Reviewed Allergies

Figure 3.

Drips and catheters needed Falls, skin care, pain, mobility

minitial Audit  m Audit Post-Ward Round Template

Methods

Gastroenterology inpatient ward round documentations
were reviewed, in accordance with guidance laid out by
the RCP “Ward rounds in medicine best principles for
practice” @,

Ward round entries (20 patients) were analysed against
the 12 parameters from the RCP checklist.

An auto-text was created on CERNER to form the ward
round documentation template. A poster outlining this
template, with instructions on how to use it, was created
and attached to the walls and computers on the ward.
Two months post-template, 20 different patient ward
round entries were re-assessed.

Discussion and Conclusion

+¢+ Overall improvement in ward round documentation.

¢ Few categories remained unchanged — reflective of the
function of CERNER.

«+ For the majority of the patients, it was noted that
although VTE risk assessment and plan was not
documented within the ward round, they were on some
form of VTE prophylaxis.

«+ Potential for auto-text to be implicated across all medical
specialties.
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The Dudley Group
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Frail elderly patients from residential and nursing homes
frequently attend the Emergency Department (ED)
following falls, many of which are unwitnessed making it
difficult to determine if a head injury was sustained.

The current NICE guidelines for assessment of head
injuries! state that all patients taking anticoagulants
should be considered for a CT head scan within 8 hours
of the injury. This results in many care home residents
having repeated CT head scans due to recurrent
attendances to ED with falls.

Itis uncertain as to whether this practice results in an
increased pick-up rate of intracranial bleeds and
therefore whether these scans are necessary for all
patients on anticoagulants.

Materials & Methods

All patients from residential and nursing homes who
presented to ED in an acute hospital trust following a fall
were identified between 15t December 2022 and 315t May
2023. Their medical notes were reviewed manually, and
data was collected as to whether they were on
anticoagulation before their fall, whether a CT head was
performed, the result of the CT head and the outcome of
any neurosurgical discussion if a bleed was identified.
Data was also collected regarding whether they were
admitted to hospital, their length of stay, 28 day
mortality and 28 day reattendance rates.

Emergency Department following a fall

Dr. Russell Taylor & Dr. Shams-Ud Duja
The Dudley Group NHS Foundation Trust

Introduction Results & Discussion Conclusion

406 patients were identified who attended ED
from care homes with a fall in the six month
period. Theirdemographics were as expected
for an elderly cohort (59% female, 75%
between the ages of 80 and 99).

37.4% of these patients were on
anticoagulation before their fall (30.8% on a
direct oral anticoagulant, 6.4% on warfarin and
0.2% on therapeutic enoxaparin). Of the
cohort on anticoagulation, 69% of these
patients had a CT head performed, compared
to 30% in the cohort not anticoagulated.

300
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178, 70%

47,31%

Number of patients
=
U
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100

Anticoagulation No Anticoagulation

B CT head No CT head

Figure 1: CT head scans performed for
patients on anticoagulation vs no
anticoagulation

4.8% of CT head scans performed on patients
with anticoagulation showed a bleed,
comparable to 3.9% of those performed on
patients not anticoagulated.
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Figure 2: Results of CT head scans for
patients on anticoagulation vs not

All of the bleeds in both cohorts were not for
neurosurgical intervention.

Admission rates were similar in both groups
(61% admitted on anticoagulation, 58%
admitted not on anticoagulation. Length of
stay was comparable between the two
groups. 28 day mortality rates were also
similar (8.6% in anticoagulated group; 9.8% in
group not anticoagulated). However the
readmission rates with a fall were
significantly higher in the anticoagulated
group (64.1% vs. 46.3%).

The value of CT head scans for patients from care homes presenting to the

These results show that a significant proportion
of our care home residents presenting with falls
are on anticoagulation (37%).

Substantially more CT heads were performed in
the anticoagulated cohort (69% vs. 30%), with
no significant difference in the pick-up rate of
intracranial bleeds between the two cohorts
(4.8% vs. 3.9%).

We therefore suggest that the routine
undertaking of CT head scans on all patients
with falls from care homes is not necessary,
and instead use clinical judgement to request
scans for patients where there is clinical
concern of a possible bleed.

This practice would significantly reduce the
number of CT head scans performed, and help
to ease pressure on ED by increasing the speed
of discharge.

References
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Soups, Shakes and other Slimming Strategies: GLP-1 Agonists vs. NHS Type 2 Diabetes Path to Remission Programme
in the Battle against T2DM & Weight Management.

D Trivedi
Cranham Health Centre, BHRUT NHS Trust

Background

Excess body weight increases the risk of cardiometabolic complications, morbidity, and mortality in
patients with T2DM1 (type 2 diabetes mellitus). Effective management should prioritise medications that % VVeight change aver 10 months on a GLP- 1 agonist % Weight change after completion of the 3 month total Meal
promote weight loss or remain weight-neutral to improve insulin sensitivity and blood glucose control. 2000 17.12 Replacement Programme

GLP-1 (glucagon-like peptide 1) agonists are well-established in T2DM treatment. They mimic the incretin

hormone GLP-1, enhancing insulin secretion, suppressing glucagon release, and slowing gastric emptying.
These actions lower HbAlc, improve insulin sensitivity and promote weight loss. Beyond pharmacologic
options, dietary interventions have been studied for weight loss and glycaemic control. NHS England, in
collaboration with Diabetes UK, launched the Type 2 Diabetes Path to Remission Programme (T2DR) for
individuals diagnosed with T2DM for less than six years and above a specific healthy weight. The
programme replaces all anti-diabetic medications with a 12-week meal replacement diet, leading to an
average weight loss of 16 kg, with one-third of participants achieving remission 2 . This project compares
the effectiveness of GLP-1 agonists and the T2DR programme in improving weight loss and HbA1lc levels
to determine the superior approach for T”2DM management.

25.00
15.00
21.09

2000
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Zweight change (negative values indicate weight gain)
3
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Patient Population Patient Population
Methods

% Change in HbA |c after completion of 12 week % Change in HbA | c after commencement of GLP| Agonist

programme 1500

29.70

Retrospective analysis of 5,650 patients from a single GP surgery using SNOMED-coded data to identify

patients commenced onto GLP-1 agonists or T2DR. Patients on GLP-1 agonists via private prescription 6000 5200
were excluded. This analysis was conducted by filtering patients using keywords such as “T2DM, T2DR, 5000

and drug names such as semaglutide, liraglutide and dulaglutide”. 4000

Results and Discussion

Results and Discussion: Within a singular GP surgery, nl = 7 patients with T2DM and raised BMI (>30) had
begun treatment with a GLP-1 agonist in 2024 (86% initiated onto Semaglutide). Comparatively, n2 = 15
patients, were deemed eligible and enrolled on the T2DR programme. Analysis showed that patients who
started treatment with a GLP-1 agonist had a maximal weight reduction of 17% and maximal weight gain

of 10% across an average of 123 days. In contrast, patients completing the 12-week T2DR course 2000 , s R . . . B 2000 | 2 3 a 5 6 7
experienced a maximal weight reduction of 21%. No patient gained weight while on this programme. On Seriesl 794 5200 | 435 | 1400 526 2245 | -I569 Sertesl| 0.0 e e o wn o oo
review of improvements with HbAlc, the GLP-1 agonist caused a maximal reduction of 11 mmol/l in Padient Population

HbA1c. The total meal replacement programme achieved a drop in HbAlc by 59 mmol/I. Conclusion
References Conclusion: GLP-1 agonists have gained significant media attention as an effective weight loss treatment. This

o . ] ] . ] o ] ] study suggests that the T2DR programme may offer a more accessible and sustainable alternative, delivering
Wilding, J P H. "The importance of weight management in type 2 diabetes mellitus.” International journal faster and more substantial weight loss and HbAlc control. Further research is needed to evaluate the long-

of clinical practice vol. 68'_6 (2014): 682-91. _ . _ o term impact of T2DR, including weight maintenance and HbA1lc changes as patients transition back to a regular
NHS ‘soups and shakes’ diet study shows one third of people with type 2 diabetes enter remission. diet, as well as a comparison with long-term GLP-1 agonist therapy
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How serious are "Serious Non-Specific Symptoms (SNSS)"?: Evaluation of the introduction of a local

SNSS Pathway, and the pick-up rate of cancers, within this population?

NHS |

Maxfield, D; Hickey, A; Ade-Onojobi, T; Sinha, R; Painter, JE; Dunn, S

Introduction

The NHS Long Term Plan aims for an extra 55,000 patients to
survive a minimum of 5 years following a cancer diagnosis from
2028 through earlier detection.

"SNSS" pathways were developed to aid referral of patients
with vague, but concerning symptoms, that may not fit a pre-
existing cancer referral pathway (1).

Within our SNSS pathway, GPs refer for urgent CT Chest,
Abdomen and Pelvis, which is reviewed in a weekly MDT
Patients are either discharged back to their GP with advice, or
referred on to appropriate cancer pathways.

Benign disease is highlighted to GPs for further action.

To date, there is little published within the UK, although one
Danish study detected a cancer pick-up rate of 11-20% (2).

Table 1: Percentage of referrals per symptom, and cancer diagnosis within this symptom sub-group

Symptom Referrals Cancer Diagnosis

Aims and Methods

Retrospective audit of all patients referred via our local SNSS
pathway between February 2023 and September 2023.
Electronic notes were reviewed

We looked at referral indications, inappropriate referrals, cancer
pick-up rate, primary site, metastatic vs. non-metastatic disease
and incidence of benign pathology.

RESIIS

502 patients were reviewed over 30 MDT meetings

Patients were equally split between sex (Male 45%)

Average (mean) age of referral was 71 years old

The most common referral symptom amongst patients was
weight loss, 74.1% (See Table 1)

Overall cancer pick up rate was 8.6%, most commonly being of

Figure 1: Incidence of Metastatic vs. Non-Metastatic disease, depending on cancer primary

South Tyneside and Sunderland

NHS Foundation Trust

Upper GI
25%

Haematology
12%

Figure 2: Incidence of cancers based on primary site of diagnosis

Overall cancer-pick up rates in our audit, were similar to
existing “two week wait” suspected cancer pathways (~7%).
This pathway presents as a valuable tool for GPs, in picking
up patients with vague but concerning symptoms where high
incidences of cancer still exist.

Areas for improvement include the number of inappropriate
referrals, potentially highlighting a lack of awareness of pre-
existing cancer referral pathways.

Further national analysis of long-term patient outcomes, and
effectiveness of SNSS pathways, including 5-year overall

an Upper GI primary (Figure 1) I l I I I I I I I

Metastatic disease was present in 37.2% of patients (Figure 2) Upper 61 tung — Hasmetology  Ranal cur freast Blodger - Lower 61 oer
Almost 6% of referrals were inappropriate, meeting pre-existing o Motestiie - mHon Metes atie
cancer referral pathway criteria (according to NICE) —

EXCIUdmg these pat|ent5, cancer p'Ck up rate remamed at 8.4%. i, NHS Cancer Programme: Faster Diagnosis Framework (2019) , www.england.nhs.uk/cancer/faster-diagnosis [accessed 21 March 2025]
A H H = H 0, i 2. Grgnnemose, R.B., Hansen, P.S., Worsge Laursen, S. et al. Risk of cancer and serious disease in Danish patients with urgent referral for serious non-specific symptoms and signs of cancer in Funen 2014-2021. Br J Cancer
Incidental benign pathology was identified in 65% of patients. 130, 13041315 (3004), hitbessjdol.oro/ 10, L036/SA1416-004-026200y

cancer survival rates, is recommended given this is such a
novel pathway.




Optimisation of COPD Exacerbation Management and Follow-up: A Clinical Audit
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INTRODUCTION

Chronic obstructive pulmonary disease (COPD) exacerbations
are the second most common cause of emergency hospital
admissions, often leading to repeated presentations and poor
patient outcomes.! Evidence-based guidelines (NICE, GOLD,
and BTS) provide recommendations for the management of
COPD exacerbations including assessment, diagnosis, acute
and long-term management, and appropriate follow-up.2-4

This audit aims to assess compliance with current guidelines in
the management and follow-up of COPD exacerbations at
University College Hospital (UCH), London, to identify areas
requiring an intervention for improvement.

METHODS

A retrospective analysis of COPD exacerbation cases
presenting to ED and AMU in UCH was conducted over a two-
month period. 37 patients were initially identified for analysis.
Data on pre-admission, inpatient management, and discharge
practices were collected from electronic patient records and
benchmarked against national guidelines. Once areas of poor
compliance were identified, educational sessions were
designed and presented to resident doctors to highlight these
areas. Additionally, an electronic "COPD checklist® smartphrase
was created and presented to the resident doctors to serve as a
prompt within documentation (Figure 1). A re-audit was
conducted over a two-week period, identifying 20 cases for
analysis to assess the impact of the intervention.

References

COPD Checklist:
1. Smoking cessation advice & management | Yes/No/Declined/NA ~ |

2. Is the patient up-to-date with their vaccines? l.e. Pneumococcal, Flu, COVID [Yes/No - details below = J

Further info: \:_"}
3. Patient referred for routine Respiratory follow-up for
Further info: \EJ
4. GP to follow-up within 2 weeks |Yes/ No ~ |

[] Pulmenary rehab
[[] Spirometry

[] Inhaler optimisation

GP to please follow up within 2 weeks but not > 4 weeks
OP Respiratory referral within 12 weeks

Figure 1: “COPD checklist” smartphrase. Created to help remind
doctors of the three target areas of poor guideline compliance
(smoking cessation, vaccination status and outpatient referral)

90%

80%

70%

60%

50%

40%

30%

20%

10% .
0%

Combined GP Respiratory
Vaccination status Out-patient referral

documentation

Smoking cessation

m Pre-intervention  m Post-intervention
Figure 2: Pre intervention and post-intervention audit results.
Chart demonstrates post-intervention improvements in guideline
adherence in the areas of smoking cessation advice/referral,
vaccination status and follow-up referrals.
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RESULTS AND DISCUSSION:

The first cycle of data collection revealed poor compliance in 3
principal areas. Smoking cessation advice/referral was offered in
62% of cases, vaccination status was documented in 14%, and
outpatient follow-up referrals were requested in 38%. Following
intervention with educational sessions and smartphrase
introduction, smoking cessation advice/referrals increased to 67%,
vaccination status documentation to 50%, GP follow-up referrals
to 85%, and respiratory follow-up referrals to 50% (Figure 2). The
“COPD checklist” smartphrase was adopted in 35% of cases.

The cause of the initial poor compliance is likely multifactorial but
could include a lack of awareness of national guidelines in
resident doctors and inconsistent documentation. Literature shows
that providing educational interventions contributes to continuing
professional development and improves patient outcomes.> Whilst
adherence to the smartphrase use remained suboptimal,
adherence to documentation of its components in accordance with
guidelines significantly increased during the re-audit period
following educational sessions.

Limitations of this audit include case identification through search
criteria due to varied terminology for respiratory conditions, a
short re-audit period, inconsistent documentation amongst
clinicians and often restricted access to full pre-admission patient
information.

CONCLUSION

COPD exacerbations are frequently encountered in acute care
settings, but guideline adherence remains challenging. This audit
demonstrates that targeted interventions such as staff education
and structured checklists are effective ways to standardise
documentation and improve compliance with COPD guidelines.
The marked improvements observed at UCH are likely indicative
of gains achievable across other UK hospitals.


https://transform.england.nhs.uk/key-tools-and-info/digital-playbooks/respiratory-digital-playbook/digital-service-to-manage-high-risk-chronic-obstructive-pulmonary-disease-copd-patients/
https://transform.england.nhs.uk/key-tools-and-info/digital-playbooks/respiratory-digital-playbook/digital-service-to-manage-high-risk-chronic-obstructive-pulmonary-disease-copd-patients/

Enhancing Confidence and Skills in Ultrasound-Guided IV Access:

Ultrasound-guided intravenous (USG-IV) access is an
essential skill, particularly for patients with difficult
venous access. Studies show that USG-IV improves first-
pass success rates, reduces patient discomfort, and
minimizes complications [1,2]. Despite its benefits, many
clinicians lack confidence and experience with the
technique.

Increase the confidence and proficiency in USG-IV
cannulation, for resident doctors, physician associates,
and medical students.

Assess the impact of a hands-on ultrasound training
program on healthcare professionals' confidence and skill
in IV access.

* A presentation covering

=/ LA U ultrasound principles, machine
S operation, and IV cannulation
TeaChlng techniques.

* Supervised practice using
S L ultrasound models to develop
SN technical skills.
Training

Assessment: Participants completed pre- and post-training
questionnaires using a Likert scale to measure confidence in:
U 1. Using ultrasound for IV access

Q 2. Selecting the correct probe

U 3. Identifying anatomical structures

A Quality Improvement Project

Tariro Chikwanha, Elpis Pola, Dawood Sohail ,Suneeta Teckchandani

NHS

Chesterfield

Rovyal Hospital
NHS Foundation Trust

 Participants: 23 attendees divided over 2 sessions

* Opverall increase confidence level across all three assessment parameter

* Baseline Confidence: beginner-novice level before training, mean
confidence score 2.05 rising to 3.73 (Graph 1)

* All participants improved from their individual perceived baseline
confidence level after training .

* Qualitative Feedback: Participants valued the hands-on practice, with many
expressing increased confidence in applying USG-IV techniques in clinical

settings
AVERAGE CONFIDENCE LEVEL (N=19)
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USING US FOR IV ACCESS SELECTING CORRECT PROBE IDENTIFYING ANATOMICAL STRUCTURES
Graph 1
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Clinical Relevance & Impact

Improving USG-IV skills has direct benefits for patient

care, including:

» Higher Success Rates: Reducing failed IV attempts
and patient discomfort.

» Fewer Central Line Insertions: Minimizing risks of
infection and complications.

» Better Resource Ultilization: Decreasing the number of
IV cannula packs used due to improved first-pass
success.

Limitations :

Due to the resident doctors rotating it is difficult to get
a full impact of the teaching sessions being put into
practice in a clinical setting.

* Continue training new cohorts and assess long-term
confidence retention.

* Compare IV cannulation success rates before and after
training.

* Advocate for integrating ultrasound training into
standard medical education.

This project demonstrates that targeted ultrasound training
significantly improves confidence and skill in IV access.
Ongoing evaluation will help refine teaching strategies and
support broader implementation in clinical practice.



Efficiency in Stress Echo service delivery without compromising on diagnostic accuracy —

QIP on the need for advice of cessation of rate controlling medication prior to Dobutamine Stress Echocardiography

E. John1, L. Hariharan1, M. Amjad1, A. Kardos
(1) Milton Keynes University Hospital NHS Trust, Milton Keynes, United Kingdom of Great Britain & Northern Ireland

Background: Stress Echocardiography (SE) has been identified as
an established non invasive cardiac imaging for the detection of
suspected myocardial ischaemia.

SE protocols are variable across hospitals and countries in the
recommendation of the cessation of rate

controlling medication (RCMx) prior to SE. There are
recommendations advising the cessation of beta-receptor blockers
(BB) and rate controlling calcium-channel blockers(CCB) 48 hrs prior
to SE to improve diagnostic accuracy of the test.

However, this approach may have implications for the efficient
management of SE waiting lists and the abrupt cessation of these
medications could lead to a hemodynamic

rebound effect, potentially precipitating exacerbated angina or
hypertension complications.

Method:

* 227 consecutive patients - Dobutamine Stress ECHO from Jan 2022 to Jan 2023

+ Dobutamine
* IV atropine (max 1.2 mg)

*» Top up handgrip exercise — at cardiologist's discretion
Protocol

>

» DSE outcome (positive vs negative),

Outcome —in the
two groups RCMXx
and No RCMx

MACE of death, non-fatal MI, stroke, admission with angina, unplanned
revascularisation

~

« target (85% of maximum age predicted) heart rate (THR) and the achieved peak
HR

» We analysed the patients’ characteristics and 12 months outcome of a combined

M

Results:
Patients ON RCMIX Patients with NO- RCMrX Total Patients:
Total THR THR not ) o | THR | THRRot ) 227
achieved achieved achieved | achieved J
n 93 | eaqramy | 24(26%) 134 (;02;} 13 (10%) 410/| [ |
o ONn . .
7 8 B RCMx(88% on 599% were on No- F;]acﬂerre‘gc‘;]"hTngd
Age . coe | 00T 55.8- | ooss R 0
@2s770)| o575 op [98€7S BB ar(l)ctjhg) % on RCMXx 41% (15/37) had
Male Sex 54 | 41(542) 13(504) | 0853 | 57 | sty rsasy [ oaes positi_\/e
Hypertension (%) Dobutamine SE
DN 38 | 270384) 110453 | 0585 | 28 [2615 | 2054 [ osor ' _ THR achieved in compared to
Smoker 16 | 11(159) 5(20.8) 0ssa | 28 |zrze3| agn | ozs .| THR achieved in 90% in 36% (69/190)
Obesity 39 | 33478 8 (25.0) 0.051 g2 |3spes| suez | o0z 74% in RCMx | NO-RCM who reached
FH 17 | 13¢188) 4(16.7) 081z | 36 |asese| ign | oam 0- X groups THR (p=0.626).
Medications p<002
BB 52 | 62(89.9) 20(83.3) 0.394 i 17.7) | oy | o2
Rate controllng CCB [ 4(5.8) 2(8.3) 1.663 0 00.0) | op.) 1 Positive —
ACE-UARB =5 41(59.4) 15(82.5) 079 | a2 [arces)| s@es | oz Dobutamine SE - Positive
Anti-platelet 51 47(68.1) 14(58.3) 0385 | 52 | 470388)[ si385) | os7e | "499% (46/93) in Dobutamine SE -
Nitrate 35 28(40.6) 7(29.2) 0.32 29 | 2815 | sy | oess .| 28% (38/134) in
g;l::-er a::iffﬂa,': 11 8(13.0) 2(8.3) 153 | 6 55.0) | ooy | oan RCMx NO-RCMx
N°'p:f pis wih 6 | sseen | mess | oss | 38 |3a@any| 4o | oswm (p<0.02).
Posttive for ischaemia S(07) (458) ) (281)] 4(208) )
Bi[:‘ha.'rilcEI .r:;pp::;:n[:iable M
ischaemic) S I I I e I Bl Il This retrospective analysis of Dobutamine Stress
T - \ T Echocardiography (DSE) data demonstrated comparable
Vieble monechaeic 2 101.5) 1(42) 042 |1 [10ezey | 1om | osa efficacy in patients
WS at rest median(IQR) . . . .
ot restmedan(GR) 1 1 0478 1 1| oos with and without rate-controlling medications (RCMx)
WIS  peak median(OR) 106 13 [ oss [ [ BED during evaluation for suspected coronary artery disease
e of TR achieved * oy o0 (CAD). The findings indicate that patients undergoing
median(IQR) (87.0-82.0} | +q . O faan (a5 ) ) i
' 8 T[7ese0B20) 0001 88 ) 933) | gyq | <0001 Dobutamine SE while on RCMx can proceed without
compromising test accuracy, while also avoiding the
69 BE 74 68
HR at rest S . ;su‘ 0.082 Ges | @15 | 02m adverse effects associated with discontinuing RCMx,
LR I thereby enhancing the overall safety and tolerability of
MACE (death, non-fatal M|,
unplanned revascularization, 16 8(11.6) 8(33.3) 0.015 6 4(3.3) | 2(15.4) 0.045 the procedure'
Stroke, Admission with angina)



Digitizing the On-Call Medical Team’s Patient List System: A QIP

DR FAHAD-BIN ZAHID, ST6 ACUTE INTERNAL MEDICINE

BACKGROUND LQI BASELINE ISSUES WITH PAPER- PDSA CYCLES EVALUATION

The paper-based referral
system was inefficient and
prone to error. To improve
handovers, | developed a
simple digital solution using
SharePoint and Excel.

AIM @

A~
‘

To implement a cost-effective
digital patient list that enhances
safety, efficiency, and

sustainability in on-call care.

METHODOLOGY

* Excel-based patient list

* Hosted on Share Point

* Accessed via Microsoft teams
* NHS email

o 5
.. XLS

BASED SYSTEM

Initial Survey
100 4

90 1
80
70
60 -
50

86.7%
40 80.0%

66.7%

20 41.0%

10 1

Series 1

Dissatisfied

Noted lost/incomplete info

Lost lists

Found handovers time-consuming/error-prone

™ During handover- Avg. 10-30 mins spent rewriting
patient details.

Cycle 1: Improved prioritisation by
removing the "low" category,
highlighted SDEC patients, and
reminded staff to regularly update
MSS.

Cycle 2: Removed low-use columns,
enhanced post-take tracking, added
clerking doctor details, and improved
spreadsheet navigation.

Cycle 3: Created a login video guide,
addressed timestamp issues, and
securely archived past lists in the W-
drive.

Cycle 4: Replaced clerking time
column with MSS status, finalised
column structure, and highlighted C56
ward patients.

Cycle 5: Introduced automatic

timestamping and published clear
usage guidelines.

Clear information
Paperless
Time-saving
Colour coding
Accessible.

RESULTS

1. Efficiency:

Handover time cut by 13.5 mins;
73% saw improved workflow.

2. Sustainability: 100% paper

use eliminated. “Toowd

3. Satisfaction: 91% preferred the
system; 73% rated usability 8-10.

4. Equality: No adverse impacts; improved
accessibility for dyslexic users.

SUMMARY

Method: Used PDSA to develop a live Excel list
on SharePoint with real-time updates and MS
Teams access.

Engagement: Co-designed with clinicians and
the Digital Innovation Team, using existing
tools at no cost.

Impact: Reduced handover time, improved
usability and satisfaction and eliminated paper
use.

Outcome: Safer, clearer, and more efficient
handovers with secure digital archiving.




THE IMPORTANCE OF BONE HEALTH IN PARKINSON’S DISEASE PATIENTS

™ Royal Coll A Project focused on improving investigation and management in Hinchingbrooke Hospital
oyal College
of Physicians

Background

Parkinson's disease (PD) significantly worsens bone health, increasing the risk of
osteoporosis and fractures due to several risk factors including reduced bone
mineral density, postural instability, polypharmacy and increased fall risk (1).
Currently there are no existing NICE guidelines detailing investigation and
management of osteoporosis in PD patients (2).

The aim was to improve awareness and investigation by ensuring bone health
testing and utilising FRAX scores for fracture risk evaluation and management.

~

Overall results post interventions

(aph showing confidence levels in diagnosing
osteoporosis in PD patients after teaching

Pre-Teaching | Post-teaching

? 5 25% improvement in vitamin D

0 testing on admission

({///5 35.7% improvement in bone
profile testing on admission

Vivekananthan S, Hamdani F, Mustafa R, Khan A, Daud N, Bashford S
Hinchingbrooke Hospital, North West Anglia NHS Foundation Trust

Data collection

The project
comprised of three
cycles. Baseline data
were collected on
patients' mobility,
assistive device use,
fracture history,
osteoporosis testing,
and current calcium
and vitamin D
supplementation.

Intervention 1

The first interventions
focussed on
education. Teaching
sessions were held to
educate resident
doctors about bone
health in PD and
posters were created
and dispersed to
promote bone health
testing.

Intervention 2

The next intervention
focussed on creating
individualised
treatment plans with
recommendations to
clinicians for vitamin
D testing, FRAX score
calculations, and
DEXA scans.

I
RESULTS

K FRAX score

Baseline data
showed significant

gap in vitamin D,
bone health testing
and the use of

An 18%
improvement in bone
health testing, but no

progress in Vitamin
D testing or use of
FRAX tool

Further 18% rise in
bone health testing
and 44% rise in

Vitamin D testing.
No improvement in
use of FRAX tool

20

0 | Noimprovement in use of

. i |l FRAXscoring tool

\Jukcomdent Slightly confident  Moderately Very confident Extremely /
confident confident
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Education sessions were successful in improving awareness and confidence
in diagnosis osteoporosis in PD patients

The use of personalized treatment plans were the most successful
intervention in increasing investigations for osteoporosis
The next intervention will focus on improving use of the FRAX tool




CARDIFF Parental Awareness of Minimising Added Sugar Intake during Complementary Feeding

UNIVERSITY
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CAE RDY@ Cardiff University!, Department of Nutrition and Dietetics of Children’s Hospital for Wales?, Dental Hospital of Wales3, Children’s Hospital for Wales*

18. Select all the food which you believe

(el contain added sugar * [1}
To maintain oral health the NHS recommends children aged under 4 2 Frequency of using store bought baby food for Only 25% of parents
years old to avoid any food and drinks with added sugar. We audited fa > &y Rl complementary feeding felt they had all the
parental awareness of added sugar intake during complementary feeding. Lj_.‘____m b 0% information  needed
= about complementary
[ ] Farley's mini [ ] Ella's Kitchen's Sl feeding.  55%  of
& Blueberry 10?’ . . . l source of information
A survey was created with 21 questions covering the child’s Baby Rice 0% ) ) about complementary
demographics, advice parents were given, source of information, daily ~ fewtimes oncea oncea  never feeding is  health
importance of minimising sugar, use of store-bought baby food, e aweek weekor monthor visitors, followed by
identifying food with added sugar and dental questions. A pilot survey B less less websites and online

Fig. 2: Bar chart of frequency of using store bought baby resources (22%).

food for complementary feeding

was done with 5 parents to achieve clarity and the revised survey was ‘
used in person by one administrator (FC).

D Kiddylicious D Organix Banana
Tiddlers Sugar intake when introducing solids
128 parents with children under 5 years old were approached, of - Most parents described added sugar as “extra artificial sugar not originally present in
these 12 declined, 15 did not complete the survey and 1 could not — food”. Half (43%) said reducing sugar intake was a very important factor to them.
speak fluent English. Of the remaining 100 children: @Hgmﬂ - Almost all (90%) stated they were aware of “added sugar” and that they should avoid
- 50 were male and 50 were female. it during complementary feeding.
- 38% of the children were the first child. — - Some parents (14%) use store bought baby food daily whilst 33% used it a few times
- Ages were: < 1 year old = 21, 1-year-old = 20, 2-year-old = 19, (] HiPP Organic [ None of the a week.
3-year-old = 22 and 4-year-old = 18. Banana Yogurt above

- 33% were breast fed, 33% were formula fed, 32% combination

fed and 2% selected other methods. .
o ) Conclusion
Fig. 1: Survey question on baby

Complementary feeding products containing added sugar

Most parents were given advice on when to start (80%).

- 31% started <6 months.

- 63% followed the recommended age to start complementary
feeding at 6 months old.

- 6% started >7 months.

- Parents with multiple children have better complementary feeding knowledge

- Most parents claimed to know what added sugar is and to avoid it during complementary
Most parents (89%) failed to feeding, however most are unable to recognize products with added sugar.
identify the products with added - Parents had a wide variety of sources of information about complementary feeding.
sugar from Fig. 1.
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Introduction

dysfunction without an underlying precipitant.

» Challenges in managing a patient with FGN.

Background

significant systemic impact.

and thyroiditis), or Hepatitis C3.

» FGN is widely, not universally recognised to be distinct
from immunotactoid glomerulonephritis (ITG)4.

Clinical Presentation

Nausea, vomiting & generalised weakness.
History of alcohol dependency & cannabis use.
Vital signs — within normal physiological limits.
Blood results on presentation:

» Urea 67.1 mmol/L

» Cr 2502 umol/L

» K+ 7.5 mmol/L
Chest X-Ray — clear lung fields.
Critical care for haemofiltration.
Prepared for native kidney biopsy.
ANA, ANCA, and anti-GBM — Negative.
Complement levels — Normal.
Serum electrophoresis — No monoclonal bands.

VVVY

VVVVVVVYVY

Following 6 months, admissions with breathlessness
complicated by large pleural effusions.
Maintained on haemodialysis (HD).

Progressive LVSD on interval echocardiograms —
(40% to <20% in 6 months).

Y V

Fibrillary glomerulonephritis (FGN) is a rare glomerular disease with

Associations — Malignancy, autoimmune diseases (RA, SLE, Sjogren’s,

Biopsy

58-year-old male with renal insufficiency & rapidly progressive cardiac » Congo red stain, negative in the glomerulus (Fig 1).

» DNAJB9 immunostaining, positive in glomerulus (Fig 2).

Recurrent hospitalisations for congestive symptoms with pulmonary = » IgG4 immunostaining, strongly positive in glomerulus (Fig 3).
oedema secondary to left ventricular systolic dysfunction (LVSD).

Hep B, Hep C, HIV, CMV, EBV, Adenovirus — Negative.

>
>
>
>
>
>

Treatment & Prognosis

1st Line — RAAS modifiers/ Haemodialysis/BP control3.
Immunosuppression— Inconsistent, no proven benefit®.
IVIG/Plasmapheresis — Limited Data.

Renal Tx — Recurrence 20-50%, favourable outcomes3.
Nearly half of patients — ESRF3.

Median survival rate - 2-5 year3.

Outcome & MDT

» Cardiology — Referral to Complex Heart Failure clinic in tertiary centre,
4 pillars of heart failure treatment. Gadolinium limited use of Cardiac MRI.

Dietician — High calorie supplements, vitamins/mineral
supplements, low potassium/phosphate diets.

Palliative care — Symptom management, psychological

Mental Health — Support with "panic attacks", chronic

Fig 1 > Respiratory — Long term oxygen therapy, lower target saturations.
: - === > Vascular — Arteriovenous fistula for HD.
~ Fig2 | Fig3 ¢ o >
\ 1
o » Community — Physical rehab
| 1 ‘i s support, Hospice referral.
: >
illness counselling.
- Discussion
References >

3 — Nasr SH, Fogo AB. New developments in the diagnosis of fibrillary
glomerulonephritis. Kidney Int. 2019;96(3):581-592.
doi:10.1016/j.kint.2019.03.021

4 — Sabatine MS, Aretz HT, Fang LS, Dec GW. Images in cardiovascular
medicine. Fibrillary/immunotactoid glomerulopathy with cardiac
involvement. Circulation. 2002;105(15):e120-e121.
doi:10.1161/01.¢ir.0000016155.44486.59

5 — Nasr SH, Vrana JA, Dasari S, et al. DNAJBg Is a Specific
Immunohistochemical Marker for Fibrillary Glomerulonephritis. Kidney Int
Rep. 2017;3(1):56-64. Published 2017 Aug 8. doi:10.1016/j.ekir.2017.07.017
6 — Erickson SB, Zand L, Nasr SH, et al. Treatment of fibrillary
glomerulonephritis with rituximab: a 12-month pilot study. Nephrol Dial
Transplant. 2021;36(1):104-110. doi:10.1093/ndt/gfaao65

Y V V

DNAJB9 immunostaining allows for rapid, accurate
diagnosis on light microscopy®.

Highlights importance of recognising alternative causes of
rapidly progressive LVSD in differentials.

FGN & ITG are both non-amyloid glomerulopathies
characterised by randomly-arranged Congo red-negative
fibrils, however ITG is always DNAJB9-negatived.

Cardiac biopsies have not been reported in either ITG
nor FGN patients with concomitant cardiac failure.
Extrarenal manifestations are mechanistically hypothetical.
Is the LVSD a phenotypical extension of the FGN?
Suggestive of a systemic phenotype beyond isolated renal
pathology.



TRENDS IN DEATHS FROM ALCOHOLIC LIVER DISEASE OVER THE
PAST DECADE IN ENGLAND AND WALES: A GROWING CONCERN

Presented by Gopika Biju Pillai, Co-Authors: Dr Vedamurthy Adhiyaman, Prof Peter Hobson

Female deaths Female deaths

1524 2365
Deaths from Alcohol Liver Disease are steeply ascending in England
and Wales, despite persistent, multifaceted government policies aimed 2013 2023
at reducing consumption. Although ALD related mortality has
ale deaths ale deaths
historically shown a male preponderance, there is a sharp increase M3000 " asoa
among females as well. Graph | Graph 2
2013 2023
7000 ?}:
6000 kY
Data on deaths due to ALD was extracted from 2013-2023 using ICD 5000 .
code K.70 from Office of the National Statistics, to compare the trends 400 *
over time and the difference between men and women over the time. ZZZZ 3
1000
Total deaths Death in males Death in females
Graph 3
Deaths due to ALD(Alcohol Liver Disease) has raised with
I a notable acceleration of 50% over the past decade. « Risk Analysis:Alcohol poses a greater risk to women’s physical
health, even at lower rates of consumption.
oo Although men are twice as likely to die from ALD as « Public Health Implications:Early detection through screening
[B—P @ Compored to women, it is Worrying that the rate of recommended, a|ong with risk stratification and YOUfh
increase among women in the past decade is higher. education. There is a need for gender specific and targeted

interventions and awareness, including policies like increasing

There is evidence of targeted alcohol marketing towards taxation, price regulation and restrictions on advertising.

women, perpetuating gender stereotypes.



"REG REFLECTIONS": BUILDING A CULTURE OF
COLLABORATIVE WORKING THAT TRANSCENDS CLINICAL

SPECIALISM

BACKGROUND

Registrars form the backbone of hospital care, often bearing
significant responsibility in high-pressure environments. This role is
inherently stressful and can lead to feelings of isolation, particularly
within rotational resident doctors. Evidence shows that wellbeing of
doctors has a direct relationship on patient outcomes®. Furthermore,
collegial relationships are essential in fostering a culture of
professionalism, safety, and quality within healthcare?.

Spurgeon and Klaber? highlight that developing a culture of learning
and feedback in ward settings is critical to both personal growth and
effective  teamwork. Leadership within medicine requires
collaborative efforts to deliver and enhance services, which is
dependent on the development of interpersonal relationships and

professional networks.

. 4
structured registrar-led ; x

meetings. These were designed w
to focus on pastoral elements of . .

registrar training to improve

This initiative
impact of hosting  semi-

explores the

communication, collaboration,
and overall workplace culture
among middle-grade doctors in
a busy district general hospital
(DGH).

A CHANCE FOR DISCUSSION,

LEARNING AND SUPPORT Tuesday 6th May

Tuesday 3rd June
1-2pm, LR5, Med Ed Building

References:

1.Schmutz JB, Meier LL, Manser T. How effective is teamwork really? The relationship between

analysis. BMJ Open 2019;9

2. Spurgeon P, Klaber B. Working with others on the wards. Medical leadership: a practical guide for tutors and trainees. BPP Learning media, 2011:39-43

METHODOLOGY

A cohort study of registrar grade
doctors at Barnet Hospital,
London. The intervention was
monthly semi-structured meetings
open to registrar grade doctors of
all specialties.  They  were
facilitated by the Chief Registrars
to enable

semi-structured discussions on key themes

20

Attendees and Specialty
Presence

Attendees === Specialties

including; registrars in

leadership, the use of language in clinical settings and training challenges

(see below).

Data was collected via attendance numbers, informal discussions and
structured surveys, utilising the Short Warwick-Edinburgh Mental Wellbeing

Scale (SWEMBS).

KEY TOPICS

Helping
Trainees in
difficulty

Registrars in
Leadership

teamwork and performance in healthcare teams: a systematic review and meta-

3. Black C. Why healthcare organisations must look after their staff. Nurs Manag (Harrow). 2012 Oct; 19(6):27-30.

AUTHORS: Dr H Costelloe, Dr C Ainscough, Chief Registrars
AFFILIATION: Medicine & Urgent Care, Barnet Hospital, Royal Free
London NHS Foundation Trust

Some of the time

# None of the time Rarely

RESULTS

¢ Challenges faced by registrars

transcend clinical specialism

* Dedicated space for discussion

resulted in improved sense of wellbeing amongst registrar doctors,

100% surveyed felt it reduced sense of isolation in the workplace

* Dedicated safe space for group discussion allowed registrars to
voice concerns and seek peer support (>87%)

* “RegReflections” improved cross-specialty collegiate working and
reduced incidence of incivility (>87%)

¢ Group discussion highlighted importance of middle-grade
leadership in shaping positive workplace culture

* RegReflections showed a quantifiable increase in staff wellbeing
using the SWEMBS (increased optimism, closeness and feeling
relaxed)

CONCLUSION

“RegReflections” has displayed that simple, targeted interventions
can result in significant improvement in the working lives of senior
decision makers in the clinical hospital setting. The promotion of
collegial working to reduce friction between specialty teams has
shown to be a beneficial method of improving wellbeing among
residents and has a subsequent beneficial impact on patient
outcomes.

The initiative has addressed the professional isolation of registrars,
improved communication and teamworking, and promoted a more
compassionate leadership ethos.

By creating an inclusive and supportive environment, registrars feel
better equipped to navigate the challenges of their roles. This
ultimately enhances patient care and safety 3. Our work suggests
similar initiatives could be easily implemented elsewhere to
strengthen professional relationships, improve interdisciplinary
communication, and support leadership development within clinical
training.

Often  ® All of the time



Benign Combined Myelolipoma and Adrenocortical Adenoma with Mild Autonomous Cortisol Secretion in an
Adrenal Incidentaloma - A Case Report

Haritha Anilal, Naina Skariah!, Arun Batral, Wael Elsaify!, Sonali Natu?, Ahmed Hanafy?!, Sath Nag!, Mona Abouzaid?
1South Tees Hospitals NHS Foundation Trust ; 2North Tees and Hartlepool NHS Foundation Trust

DISCUSSION

Adrenal myelolipomas are rare, benign, and typically
non-functional tumors composed of adipose and
hematopoietic tissue, often found incidentally.
Adrenocortical adenomas may be functional or non-
functional; in this case, the adenoma exhibited mild

INTRODUCTION

Adrenal incidentalomas are increasingly being identified due to the widespread use
of cross-sectional imaging. We present a unique case of co-occurrence of two
distinct adrenal tumors (adrenal collision tumour): a myelolipoma and a mild
autonomous cortisol secreting (MACS) adrenocortical adenoma.

CASE DETAILS A0 1 ¥ W : autonomous cortisol secretion (MACS).
A 67-year-old female was referred to the endocrine clinic following the incidental O C e hMAC? is linked go l_ncreijaselc_j r_:;sks of i;yptirtensmn,
detection of a left adrenal mass on CT imaging performed as part of a targeted lung —— — yperglycemia, obesity, dyslipidemia, fractures,
Figure 1 (A-C) Adrenal washout study with images presented in an oblique cardiovascular events, and mortality.

g?!:(hgggﬁ%: sagittal plane. Pre contrast phase (A) shows a mixed attenuation adrenal mass Adrenal collision tumours are extremely rare, with
Chronic back pain, Irritable bowel syndrome (IBS), 50-pack-year smoking history showing the adenoma component (1, arrownheads) with a density of < 10HU, and very few cases reported. :

a larger component (2, arrows) showing presence of macroscopic fat (star), This case highlights the complexity of adrenal
Clinical Assessment: correlating with gross pathology specimen (2A). Subsequent portal venous phase pathology and the importance of a multidisciplinary
= BMI: 24.1kg/m2 (B) and delayed 15-minute phase (C) show washout of contrast from the approach for accurate diagnosis and management.
* No signs of Cushing’s syndrome adenoma (1) and the non-enhancing macroscopic fatty component of the

= No metabolic comorbidities ( hypertension, diabetes, dyslipidaemia) otherwise eterogeneous myelolipoma.

REFERENCES

Song JH et al. AJR Am J Roentgenol. 2008;190(5):1163-8.
Al-Brahim N, Asa SL. Endocr Pathol. 2007;18(2):103.
Manassero F et al. Int J Urol. 2004;11(5):326-8.

Fassnacht M et al. Eur J Endocrinol. 2023;189(1):G1-G42.

Endocrine Evaluation

= Qvernight Dexamethasone Suppression Test (ONDST): Cortisol 97 nmol/L
(consistent with MACS)

= ACTH: 15ng/L

= 24-hour Urinary Free Cortisol: Normal

= Plasma Metanephrines: Normal

’Myelolipomatou =
component .

Management and Outcome

= Case discussed at the Adrenal MDT

= Laparoscopic left adrenalectomy recommended due to uncertain nature and
malignancy risk

= Procedure performed uneventfully with perioperative steroid cover due to

potential risk of adrenal crisis B : . S ‘. e, 222
= Postoperative short synacthen test: Normal adrenal function T e Senel M, gland m
= Postoperative ONDST: Normal (cortisol 19 nmol/L) Figure 2 (A-C) Histopathology of the adrenal tissue showing a benign combined North Tees and Ha rt|eﬁbo|
= Hydrocortisone safely discontinued and discharged from endocrine clinic myelolipoma with adrenocortical adenoma (adrenal collision tumour) NHS Foundation Trust

NHS

South Tees Hospitals
NHS Foundation Trust




HOW EXCESSIVE INTERNAL MEDICINE COMMITMENTS ARE COMPROMISING GROUP 1 SPECIALITY TRAINING ACROSS THE UK

Findings and Implications from a 3-Year Audit on the Crisis Facing Group 1Specialty Training in A Large UK Deanery

100%

0%

*« In 2022, the Shape of Training reforms were 80%
introduced. 3?,:’5
Yo" The aim: to balance generalist breadth with o

specialist competencies.

* All Group 1 specialities lost one year of training in
favour of an extra year of IM (Internal Medicine).

* IM and speciality curricula introduced a 75:25 time
split between specialty and IM for all Group 1
medical specialties. i

* The reality: this balance is not being delivered. 0%

* Our 3-year deanery-wide audit warns stakeholders
of training time being systematically diverted from
specialty development to IM service provision.

* Complete annual rotas analysed: All 14
hospitals in the deanery (11 DGHs, 3 university w

50

#

40

B

30%

20

=

=

&

-

-

hospitals) - each year from 2022-2024.
* IM time: Acute unselected take, GIM ward
cover, mandatory IM clinics & IM teaching. .

* Specialty time: All specialty activity. 4
* Data adjusted for leave.

* Validated with medical staffing departments.
* No DGH met the 75:25 training target in any year

il

TIME SPENT IN SPECIALITY VS INTERNAL MEDICINE COMMITMENTS

= GIM
W Speciality

DGH1 DGH2 DGH3 DEGH4 DGHS DGH& DGH7 DGHE DGHY DGHIODGHT UH1 UHZ UH3

With this consistent shortfall in specialty training time, skill
dilution risks becoming the norm — not the exceptlon
I Many trainees will require:
« Time out of programme (OOPE)
* Training extensions .
* Post-CCT fellowships — as a necessity to reach minimum
standards.
This raises serious concerns about the deliverability and
sustainability of the current dual training model.

. 2 L
generation of consultants,

" Gastro (BSG survey): As of 2022, Only 22% achieved colonoscopy
accreditation (| since 2018)

Over 70% say GIM significantly impedes specialty training
Just 10% feel 4-year training is realistic

* Only 1university hospital achieved the benchmark.
Y . y . P . o 84% feel unready for consultancy at CCT
— * In 2024: Mean specialty time: 55.4% Mean IM time: .
o o “ Cardio (BJCA survey):
44 6%. :
« Trainina ti lost: 9.5 ks/ M * 87% expect to need at least one post-CCT fellowship.
YEARS raining time lost. 7.9 weeks/year overall. * Endocrinology, nephrology, and respiratory trainees all report

DGH deficit: 10.5 weeks/year.

I Over 4 years, trainees lose the equivalent of
2 full years of focused specialty training.

reduced specialty time in national surveys.

Or Hasaan Rafique, Dr Sadaf Hasaan, Dr Neil Fisher

“~. GMC's National Training Survey and the RCP:

Trainees are burning out, GIM satisfaction is low, many are
seeking career breaks or alternative routes.

+ We're asking trainees to do more in less time, while also
covering more rotas.

* 1 Ongoing NHS funding cuts may reduce LED posts, increasing
reliance on specialty trainees for service delivery.

“~ RCP 2023 Workforce Census:
* 52% of consultant physician posts (Acute medicine: 58% unfilled;
Gastroenterology: 47%; Geriatric medicine: 44%).
I We face a systemic mismatch: too few trainees, trained

too shallowly, to fill too many jobs.

[ 2 ] 5 years X
C= YT R x
% =] years

We are not just losing training time.
We are risking the quality and readiness of the next

* 1 This will ultimately affect
patient safety.
This is not just unsustainable Wiy

« Stakeholders should act now:
* Increase National Training Numbers

/ (NTNs) to reduce rota burden
/ Enforce the 75:25 specialty:IM split .
specialty _?41:' i)

<" Introduce ringfenced
immersion blocks

+ Expand the non-training workforce (e.g.
SAS, ACPs, LEDs, Trust fellows)

* Decouple training from service delivery Citalions



THINK DNAR: A QIP

|.Potter, Cardiff and Vale University Health Board

Background:

- Advanced care planning (ACP) is the process of making decisions
about future care.’-?

- In Wales, there are no consistently used ACP documents.

- Patients with no documented ACP are at increased risk of unwanted
investigations and unnecessary hospital admissions.?3

Aims:
* Improve the communication of resuscitation discussions had in
hospital to GPs.

Method:

Process X .
. e Do: Act:
« Stake holder identification: * Baseline « Interpretation of

enagement Measurements results

¢ Fishbone diagram ¢ Implementation of  Reflection on

posters sustainability and
improvements for
next cycle

Problem
identification:

Results:

* Asimilar number of people had DNARs (Do Not
Attempt Resuscitation orders) - 45% compared to a
previous 44%

More patients had DNAR decisions communicated
in their DALS (40% compared to 26% previously).

Reflections:
v a
Strengths: Next time:

A dynamic PDSA design Promote increased
sustainability through
education as opposed to

Conclusions: prompts

« Ongoing work is needed to continue to improve
communication of resus status to GPs.

* Asecond PDSA cycle is ongoing using teaching as
the intervention

A reflexive approach



https://www.england.nhs.uk/wp-content/uploads/2022/03/universal-principles-for-advance-care-planning.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/03/universal-principles-for-advance-care-planning.pdf

Standardising the Administration of Joint Injections Across the Wolverhampton NHS Trust — A Service
Improvement Project through the Lens of Medical Education

Dr. Hirushi S. Jayasekera (Project Lead)!, Dr.Tamaraudubamo Agunbiade?, Dr. S. Venkat Chalam? (Project Supervisor) The Royal Wolverhamlrs)ﬁm

A IRl I [ RESULT HIGHLIGHTS: === =W S_STAINABILITY MEASURES

The Rheumatology Junior Doctors’ forum (JDF) ‘ A
highlighted that doctors were keen to perform - ' " ‘ Al 3 "y || Experiencewith Joint Injections: ' Sustainab'iuty
steroid injections but limited by individual levels of hae | : ; e T v B e El T I e Ema g s 15

. . . . 0% had ever injected a shoulder.
2 conﬂc!epce and access 1o guided - , ; Confidence in Consenting Patients:
learning opportunities. There is a clear gap A Ll « Pre-Course: Only 14.29% strongly agreed to have
in knowledge around decision making on when/ | e "l confidence. Post-Course: 100% confidence in
el var® \ Uﬁgrgz’:‘::gin Medications for Joint Injections: Clinical
Upskilling doctors in this area showed ; ; 4 | 3 ] : : : inica%

. . * Pre-Course: 64.29% had only heard medication
potential to enhance service development by names, 28.57% unsure of evidence-based practice.

reducing patient waiting lists and improving s © 4 _ Post-Course: 100% confidence rate

Senior..;

( Behavi...
YNIVE * Pre-Course 42.9% were not confident in making
: : —— A Doctors’ Survey identified knowledge gaps and learning needs, followed by these decisions, post course 100% improvement CONCLUSION
To standardize the practice of joint injections across || the recruitment of teachers/Registrars. Driver diagrams were used to break (42.86% strongly confident, 57.14% confident).
the Trust by empowering doctors with the skill-set, down tasks, while process mapping determined the best intervention points.
knowledge and confidence required for safe practice || Consultant insight, PDSA discussions, and Fishbone analysis guided course o . .
in line with Trust values and guidelines design, supported by regular MS Teams meetings. Room booking, advertising, IMPROVEMENT RADAR: successfully enhanced confidence
sponsorship, and equipment were arranged. Following implementation, and upskilled the competency
v S (Specific): Improved doctors' Dreyfus learning feedback collection, post-course discussions, and feedback analysis were o= Pre Coursaem o Lo s s s s
level from novice to competent conducted. Improvement radars assessed progress, and Poral diagrams Post Course
v M (Measurable): Assessed learning quantitatively identified areas for further enhancement. Findings were presented at the
(DOPs) and qualitatively (confidence levels). Rheumatology Departmental Meeting to drive continued improlvements. Participants demonstrated

v A (Achievable): Implemented four interventions—
lectures, small group teaching, interactive sessions,
and one-to-one procedural teaching with manikins,

Experience injecting improved skills in obtaining
Knee joints ; consent, understanding injection
safety, and selecting appropriate

Process Map

SeNIor abte 10 Understanding

O SRR e medications, while also gaining
delivered by four Rheumatology doctors experienced Summethol which Steroid ' formal portfolio recognition.
in Intra-articular injections to administer E)fpferlt:pceSh y

v . . o . New doctor 0% Injecting oulaer
R (Relevant): Ensure_d safe practice in line V\'IIFh 05) 10 e I p D attond Joi o8 joints
Trust values, all candidates achieved recognition of RS fio=ct oo =) rimal input _QIP sustainability analysis
skill in portfolios, upskilling doctors could potentially Rhoumstololill  essessmente assessment highlighted project strengths in

i it ti LW (T s s idence credibility, adaptabilit
reduce patient wait times et beginners 2l 189, COED Y
. L o and training.

v T (Time-Bound): Completed within 6-month Vet e, ]

timeframe with structured interventions. R e e I Confidence Confidence
S i Deciding Safety for Consenting

Injection i
y patients As aresult, the intervention was

integrated into the Rheumatology

Departmental Induction, ensuring
ongoing training and service

enhancement for the department

Acknowledgments: Dr. Ajibade Adenitan, Dr. Saima Almas
1The Royal Wolverhampton NHS Foundation Trust



An Audit on the Death Certification Process in
Wa | e S Betsi Cadwaladr

University Health Board
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Dr. Indrajit Nair
Dr. Vedamurthy Adhiyaman

Introduction

Before the reform

After the reform

Independent medical scrutiny and reforms to death certification became Average No. of Days (Range)
statutory in England and Wales in S.eptembelt 2024. Currently, all deaths July 2024 Feb 2025 12
are reported to the Medical Examiner Services (MES) for them to be ’ Interpretation of Results:
scrutinised by an independent Medical Examiner (ME). This process has led Death to availability 1.6 (1-3) 2.3(1-9) 10
to delays in securing death certificates and there have been reports of long of notes 8 e Delay in ME scrutiny has risen
waiting times before funerals could take place, causing tremendous ME scrutiny 1.4 (0-4) 5.6 (1-8) % by a staggering 300% after the
anguish to families. - Q 4 September 2024 reform.
ME scrm_my to 2.1 (0-6) 1.9 (0-5) 5 * Delay from the date of death to
comﬁgggn of S 4 the registration of death has
risen by 110%.
Delays due to Did not collect data 3(1-7) 2
Met h o d s mistakes in MCCD 5
Date of death to 5.1 (3-10) 10.75 (6-15) Date of death to registration
registration
We did the initial audit in July 2024 during which MES was not statutory Figure 3: Comparing the total delay
and not all deaths were scrutinised. We calculated the number of days it July 2024 February 2025
took for each step of death certification, from death to funeral, to be
completed. We then re-audited in February 2025, and compared the data.
Notes to ME Discussion

Our results show that there are considerable delays following the
Death Notes to ME ME scrutiny ME Sorutiny implementation of the statutory system. There are delays in every step in
the process and the longest delay was for ME scrutiny. This confirms the
media reports about bereaved families having to wait for a long time for
funerals. To minimise the delay, we should address the issues in every
step. Notes should be made available immediately after death, clinicians

Registration of Completion of Scruting to MCCD should propose the cause of death before ME review, ME scrutiny should
Funeral death mMccD be timely and proportionate, and MCCDs should be completed without
delay. These issues should be addressed in order to make the death
0 1 9 3 4 5 é certification process more efficient and streamlined.
MCCD = Medical Certificate of Cause of Death No. of Days

Figure 1: Steps involved in the death certification process Figure 2: Comparing the delay in each step




Embracing Innovation to Drive Positive Change to Clinical Practice in Stroke Care

Indira Natarajan, Clinical Director Neurosciences University Hospital of North Midlands & Clinical Director Stroke, West Midlands Integrated Stroke Delivery Network.
Sini George, Senior Clinical Fellow Neurosciences, University Hospital of North Midlands, Royal Stoke Hospital.

Background & Rationale

The introduction of new technologies into clinical practice is
essential to addressing unmet medical needs and improving
patient outcomes. Clinicians bear the responsibility of identifying
these gaps and ensuring that proposed solutions are both safe and
effective. The National Health Service (NHS) prioritizes the
adoption of innovations that either offer superior alternatives to
existing treatments or cater to patient populations for whom current
options are inadequatel.

Case Study 1: Al-Enhanced Stroke Diagnosis

One such example is the Royal Stoke University Hospital’s
successful integration of artificial intelligence (Al) decision-support
tools to enhance stroke care. By significantly reducing the time
required to process and interpret brain scans, Al enables clinicians
to make faster treatment decisions, thereby improving access to
life-saving interventions such as thrombolysis and mechanical
thrombectomy. This case underscores the critical role of leadership
in implementing change within clinical practice.

References:

1. NHS England: https://www.england.nhs.uk/publication/the-innovation-ecosystem-programme/ 4.

Case Study 2: Neuromuscular Electrostimulation (NMES) for
VTE Prevention

A particularly impactful instance of innovation addressing an unmet
need is the adoption of a neuromuscular electrostimulation

(NMES) device to prevent venous thromboembolism (VTE) in
immobile stroke patients. VTE is a significant risk for individuals
with reduced mobility, and existing preventive measures, such as
Intermittent Pneumatic Compression (IPC) sleeves, are not viable
for approximately 30% of acute stroke patients due to discomfort or
contraindications2.

To address this gap, Dr. Indira Natarajan and his team conducted a
real-world 1,000-patient observational pilot study to evaluate the
efficacy of a neuromuscular electrostimulation (NMES) technology.
The NMES device stimulates a nerve in the leg to activate the calf
and foot muscle pumps, increasing blood flow in the deep veins of
the calf, thereby reducing the risk of VTE3. Results showed a 2.4%
incidence of VTE in patients treated with standard of care,
compared to a zero VTE incidence in patients prescribed the
NMES device alone*.

2. Dennis M, et al. Lancet. 2013; 382(9891):516-24.
3. Nicolaides A, Griffin M. J Int Angiol. August 2016-04.

Natarajan I, et al. https://www.gekodevices.com/wp-content/uploads/2020/06/VTE-Prevention-Stroke-%E2%80%93-Royal-Stroke-Poster-1000-

NHS!

University Hospitals

of North Midlands
NHS Trust

Implementation Strategy & Multidisciplinary Collaboration

The successful adoption of this technology was facilitated through
leadership and a structured, multidisciplinary approach involving
key stakeholders. Governance bodies, including Directorate,
Divisional, and Trust Governance, ensured regulatory compliance.
The hospital pharmacy department incorporated the NMES device
into treatment protocols, while the stroke unit's multidisciplinary
team collaborated on study design, patient recruitment, and data
collection.

Training programs were implemented to familiarize staff with the
technology, and a database was established to monitor patient
outcomes and assess long-term efficacy. The observed success of
the NMES intervention has prompted its expansion to additional
stroke centres across the UK?®,® and internationally.

Conclusion: A Model for NHS-Wide Innovation

The Royal Stoke Hospital's experience highlights several key
factors in the successful introduction of clinical innovations:
identifying unmet clinical needs, rigorously evaluating new
technologies, fostering multidisciplinary collaboration, and
systematically integrating novel solutions into routine practice. This
case serves as a model for broader NHS adoption of
transformative medical technologies, demonstrating how
leadership and evidence-based practice can drive meaningful
improvements in patient care and healthcare system savings.

The dissemination of successful interventions across healthcare
settings ensures that innovative solutions continue to address
critical gaps, ultimately enhancing health outcomes on a larger
scale.

Patients-1.pdf

5. Nihara D, et al. https://www.gekodevices.com/wp-content/uploads/2020/12/Poster-%E2%80%93-VTE-prevention-LD.pdf

6. Fowler et al. https://www.gekodevices.com/wp-content/uploads/2025/04/Electronic-NMES-vs-IPC-for-the-prevention-of-venous-thromboemb
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& Evaluation of 4AT Delirium Screening Compliance in Pre- and Post- NHS|
Operative Hip Fracture Patients: An Audit Mid and

q r u Anglia Ruskin Inés Da Silva Correial?, Julia Clarke2, Emma Stevenson? So uth Essex
ol &AL | University 1School of Medicine, Faculty of HEMS, Anglia Ruskin University, Bishop Hall Lane, Chelmsford, UK NHS Foundation Trust

2Broomfield Hospital, Mid and South Essex NHS Foundation Trust, Chelmsford, UK

Introduction m Discussion

L In 2024, around 70,000 people in England, Wales, and v/ 4AT Compliance: 75% of patients had pre- and post-operative 4AT
Northern lIreland sustained hip fractures, making this a assessments, although 46% were completed by the audit team (Fig.1).
major burden on the healthcare system. Replacing AMTS with 4AT in A&E would provide a more consistent

= Delirium is one of the most critical complications, leading Pre-Operative 4AT Post-Operative 4AT baseline.

i i i b Sample: 40 patients, average .. . . . )
to increased mortality and length of stay (LOS), with two Completed Completed P pat & v' Delirium Rates: Post-operative delirium at Broomfield (17.5%) is lower

. R . . ; age 84 (range: 67-96
thirds of patients showing signs preoperatively. g (rang ) than the national average (34%), indicating effective prevention

strategies, such as timely surgery and effective pain management (e.g.
FIBs) (Table 1).

- Early detection using the 4AT (Rapid Clinical Test for
Delirium) pre- and post-operatively is essential to identify at-
risk patients, improve recovery, and reduce hospital stays.

A&E Stay: Average of 10.75

hours (range: 4-21)

v’ Consent and Documentation Gaps: Only 3 patients consented to delirium
risk, highlighting a need for better education. Also, the lack of MCA
documentation suggests inconsistent capacity evaluations (Table 1).

Aims

I.  Primary: Assess the consistency of pre- DELIRIUM
and postoperative 4AT assessments
and identify contributing factors to _

v Secondary Factors: Additional risks such as polypharmacy (62.5%),
constipation (67.5%), infections (37.5%), and prolonged NBM periods
(17.5%) underscore the need for holistic multidisciplinary management.

delirium.
1. Alertness v’ Environmental Improvements: Enhancing the hospital environment by
I. Secondary: Determine if early 4AT 2. AMT4 (Age, DOB, Place, adding visual aids such as clocks and calendars could reduce delirium risk.
assessments are associated to lower Year) Figure 1. Completeness of 4AT assessment I -
delirium rates and align with the Conclusion

. ) 3. Attention (Months
National Hip Fracture Database (NHFD) backward . T
target of 66% non-delirious patients. ackwards) Contributing Factor Finding Broomfield Hospital demonstrates strong adherence to the NHFD and

v th d 4. Acute Change in Cognition No Fascia lliaca Block (FIB) 17.5% (7/40) NICE standards. Key factors include effective delirium management, early
ethoas

surgery, pain control, and early mobilisation. However, improvements are
Significant Comorbidities 77.5% (31/40) needed in pre-operative assessments, patient consent and orientation aids
to continue and further reduce delirium risk.

Patients with incomplete

records or elective Frailty Score 25 65% (26/40)
Conduct an audit of emergency Deliri " surgeries were excluded - - .
hip fracture patients aged +65 a:allr\;::'j :i f;::iir:to Not Consented for Delirium Risk 92.5% (37/40) Recommendations
admitted to Broomfield . .
Hospital of Mid and South Essex 4AT completion and Missing post-op 4AT Inadequate MCA Completion 45% (18/40) &=8 Standardise the use of 4AT assessments and ensure proper documentation;
contributing factors assessments were -
;E)uzsi e 2 el e LAl (O conducted by the audit No Visible Clock/Calendar 77.8% (28/36) &=8 Improve dementia care with “This is Me” sheets and minimise A&E stays;

team of medical

students Table 1. Key Factors to Pre and Postoperative Delirium &=8 Enhance ward environments with visible clocks and calendars for orientation.



Complex Lupus Management: When Multiple Organs Demand Precision

Dr. Hirushi S. Jayasekera (1), Dr. Aymen Askari(?, Dr. Sourabh Chand("
(The Shrewsbury and Telford Hospital NHS Trust; ()The Robert Jones and Agnes Hunt

Intreduction

Systemic Lupus Erythematosus (SLE) is a complex autcimmune
disease with a wide spectrum of severity, ranging from mild
manifestations to life-threatening aorgan damage'= (Figure 1.0).

The Systemic Lupus Erythematosus Disease Acfivity Index 2000
(SLEDAI-2K} is a widely used tool to assess disease activity. A score
above 12 indicates severe disease.* However, studies esfimate that only
15-20% of patients present with severe manifesiations at diagnosis.®

One of the most serious complications of SLE is lupus nephritis, which is
classified into six  classes by the Intemational Society of
MWephrology/Renal Pathology Society (ISN/RPS), ranging from Class |
(minimal-mesangial lupus nephritis) to Class VI (advanced-sclerosing
lupus nephritis) ®

Methodology

=

Skin biopsy was consistent with SLE

HI

i\ ) Renal biopsy confirmed lupus nephritis (ISN/RFPS Class 1)

|CT—TAF imaging showed axillary lymphadenopathy without

Skin

|-

Mislar rmst
Drisaidl] Flnally

g/

CHE

Figure 1.0 -
S22
) -

Bilooa

\ o oroicot darriacs
A,

il disoried

—a

Andf L rrmtion

= ol =
O
IFR Bigratune
Panma binsis
A
Ty T i

Sarum

&

Aaki-rpshene anbitcion Kidney

e

Glomawrulonaphritis 22
Arthiritis

Mild 5LE (Mon-organ-threatening) SLEDAl<6

- Hydroxychloroguine (HCQ)
= Methotrexate (MTX)
« Short courses of NSAIDs for symptom control

= Aim to avoid/reduce steroids - Low-dose prednisolone
(27.5 mg/day) if needed

Moderate SLE (SLEDAI 6-12)

- Methotrexate (MTX)

= Azathioprine (AZA)

= Mycophenolate mofetil (MMF)

« Ciclosporin / Calcineurin inhibitors

» Belimumab or Rituximab (for refractory cases)

= Prednisclone up to 0.5 mg/kg/day - IM or IV
methylprednisolone if needed

Severe 5LE (Organ-threatening: Renal,
Meuropsychiatric, etc.) SLEDAI=16

- Mycophenclate mofetil (MMF) or Cyclophosphamide
(CYC) for lupus nephritis & severe disease

= Belimumab or Rituximab (if refractory)

« IVIG or Plasmapheresis for severe complications

» High-dose steroids: - IV methylprednisolone or oral
prednisolone (up to 1 mg/kg/day)

Figure 1.1- Summary of B5R Lupus guideline

Splean

The Robert Jones and Agnes Hunt

Hospital

NHS

The Shrewsbury and
Telford Hospital

MNHS Trust

NHS|

Orthopaedic Hospital

NHS Foundation Trust

o Pros (Considerations  Cons (Reasons Against
_

Treatment options for Lupus were discussed between the
Renal and Rheumatology teams (Figure 1.1- 1.3) SLEDAI
scoring and renal biopsy results were key elements driving
management  decisions.  Therapeufic  options  were
systematically evaluated to balance efficacy and safety.

Azathioprine, suitable for mild renal involvement, was ruled
out because of liver dysfunction ®

Mycophenolate mofetil (MMF), effective for lupus nephriis,
was excludad due to its potential to worsen pancytopenia®
Cyclophosphamide, typically used for severe SLE, was
contraindicated due to its hematologic and hepatic toxicity.?
Tacrolimus was considered for renal SLE, given the biopsy
Class of I, but was unsuitable for non-renal lupus without
MMF. 12

Belimumab, an FDA-approved agent with steroid-sparing
effects and a favourable safety profile, was considered but
deemed challenging due to its slower onset of action and
approval barriers.”

Hydroxychloroquine (300 mg daily) and corticosteroids (40
mg prednisolone) were ultimately chosen as the safest and
most effective initial therapy.

Class  Histology
' | Minimal

1 i Ho treatment; monitor only
- mesangial |

IManaaement

t Low-dose steroids if proteinuria;
lmurrimr

Masangial
| proliferative

Induction: stercids + mycophenolate or IV
cyclophosphamide

Maintenance: mycophenolate or
azathioprine

Focal (<50%
Iglomerl.lli}

Diffuse (=50%

| glomeruli) I Same as Class Il but more aggressive

Hephrotic: mycophenolate # sterpids
| Membranaus Non-nephrotic: ACEi/ARE £ manitor

Sclerotic (>90%

Iglomeruli}

Supportive Care; no iMMmunosUppression

Figure 1.2 -Biopsy ISN/RP% Class & Bx recommendations

Suitable for mild renal  Unsafe due to liver
imvolvement dysfunction

Can be considered for  Unsuitable for non-renal
renal SLE (Class | lupus without
l'.lq]S]'] COMCH ent MWF

Hydrosoychloroguine +
Predmisolone

Figure 1.3- Multidiciplinary Di

Conclusion & Key Points:

1)

2)

When treating multi-system lupus, it 1S important
remember that interventions targeting one organ syste
may inadvertently impact another.®

Treating multisystemic lupus requires understanding the
degrees of individual organ involvement to determine
immunosuppressive needs.®

Management decisions should balance efficacy and
toxicity, guided by interdisciplinary input® and renal biopsy
findings to inform immunosuppression.!?
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Leveraging Colonoscopy Findings to Predict Panenteric Capsule Endoscopy Outcomes with FIT

as a Triage Tool - Interim Analysis of the CLEAR IDA Multicentre Study

Kiara Mc Donnell (presenting author), lan lo Lei, Nicola O’Connell, Michael Adu-Darko, Jessiya Parambil, Vishnupriya Suresh, Jessie Newville, Kirsten Chaplin, Deekshi Siyambalapityage, Asad Khan, Usman Muhammad, John
Emil, Merali Abbas, Zia Kanji, Omar Khalil, Hamza Alam, Amelia Bennett, Hannah Soanes, Adrija Bhattacharyya, Karl Frey, Rosie Meakins, Archit Singhal, George Pack, Melike Gerrits, Harry Paterson, Vincent Cheung, Sue

BACKGROUND

Colon capsule endoscopy (CCE) or pan-enteric capsule endoscopy (PCE)
provides a less invasive alternative to conventional colonoscopy for
patients with iron deficiency anaemia (IDA), with the added benefit of
small bowel visualisation. High rates of conversion to conventional
colonoscopy (CCC) following capsule procedures limit efficiency, reduce
cost-effectiveness, and affect patient satisfaction.

Optimising the faecal immunochemical test (FIT) threshold may improve
stratification and reduce unnecessary CCC in the IDA pathway. Small
bowel investigations for patients with recurrent IDA are recommended.
Capsule endoscopy has a high diagnostic yield in patients with occult Gl
bleeding, supporting its possible use as a first-line investigation.

AlM

To evaluate the accuracy of the FIT in predicting colorectal cancer and
polyps in IDA, and to determine an optimal FIT threshold to reduce CCC
and guide the cost-effective use of CCE or PCE as a first-line
investigation.

METHOD

° Multicentre, retrospective observational study (n = 1531)

° 12-month period: 15t September 2023 — 15t September 2024

° Patients referred on the 2WW cancer pathway for iron deficiency
with or without anaemia

° Inclusion: patients who had OGD + CT colonography or
colonoscopy
° Exclusion: non-IDA, unfit for colonoscopy, opted out of national

audit data collection
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RESULTS

° 1531 patients — 18% of IDA patients did not have FIT

71.8% colonoscopy and 24.8% CT colonography

1.8% of patients had an incomplete colonoscopy

Only 1.6% had subsequent small bowel capsule endoscopy

13.8% had advanced polyps and 6.3% had colorectal cancer

(CRC)

° The diagnostic accuracy of FIT in predicting CRC, polyps, and
CCCyields AUCs of 0.78, 0.58, and 0.69 respectively

° Threshold-based analysis identified FIT = 15 ug/g as the lowest
level at which CCC rates significantly increased
Maximum net benefit at FIT = 17.6 pg/g (decision curve)

° FIT = 9 pug/g most cost-effective (simplified model)
FIT threshold of 10 pg/g could cost a net loss of —£294.4 per
patient

Top 5 Sharpest Net Benefit Drops by FIT Threshold

— Model
Top 5 Drops

0 100 200 300 400

Figure 4

FIT Value (pgig)

CONCLUSION & IMPLICATIONS

While FIT is a suboptimal predictor of colorectal cancer and polyps
(CCC), optimising FIT thresholds may enhance cost-efficiency, improve
patient selection, and guide the appropriate use of CCE or PCE in
patients with IDA. Local threshold selection should be tailored to local
colonoscopy availability and waiting times.



Systematic Meta-Review: Diagnostic Accuracy of Colon Capsule Endoscopy for colonic neoplasia with umbrella meta-analysis.

lan lo Lei, loanna Parisi, Anirudh Bhandare, Francisco Porras Perez, Thomas Lee, Chander Shehkar, Mary McStay, Simon Anderson, Angus Watson, Abby Conlin, Rawya Badreldin, Kamran Malik, John Jacob, Andrew Dixon, Jeffrey
Butterworth, Nicholas Parsons, Anastasios Koulaouzidis, Ramesh P. Arasaradnam; CESCAIL study group

H . Study Specificity 95%Cl1
Introduction: Results

colon capsule endoscopy (CCE) has increasingly contributed to o - 9 systematic reviews including 28 unique
primary studies with 3472 participants.

the diagnostic workload for colonic diseases, serving as a second- i
- Only 81 patients were diagnosed with CRC
(sensitivity= 96 (95% Cl: 0.73-1.00). Only 2

Schoofs 2006
line investigative modality in endoscopy services. Recent g Segm 2000

CRCs were missed after excluding incomplete
procedure.

Sacher- Huvelm 2009
systematic reviews and meta-analyses provide compelling ot S arez 2010

- The pooled per-patient sensitivity and
specificity for polyps of any size were 0.79

evidence supporting the diagnostic accuracy of CCE in polyp S oy poty size
detection. However, scepticism persists and remains one of the Blnkim G0g) Y7 S e
primary barriers to widespread implementation. Shade (Gl aon
¥gf\k3u‘§2u1n\}czoug
Sacher-Huvelin (2009)
Ao Boenanak 51
alluis _ r_;um“eo Y (95% Cl: 0.69-0.86) and 0.77 (95% Cl: 0.71-
To ;onducc;t a Sybstelrlnatlc Stuios ramoved barore ﬁf??&'&i 0.82), respectively, with an AUC of 0.81 (95%
review and umbrella Dupicata records rmovec Cl: 0.47-0.96).
meta—analySIS Qf existing e i - For polyps =26mm, the pooled sensitivity,
systematic reviews and I Kopaek dgragn G010 & specificity, and AUC were 0.80 (95% Cl: 0.72-
n;etg-analyses to evaluati e fmégm{w | 0.86), 0.87 (95% Cl: 0.82-0.91), and 0.81 (95%
the diagnostic accuracy o n=2s) fn= ) Ronconaly 010 Cl: 0.48-0.95), respectively.
CCE for polyp and CRC | o - Detection of clinically significant polyps
detection. St sencnec for oAy Studes excuded 8D 0= 1) . = (210mm) showed a sensitivity of 0.88 (95% Cl:
Methods | 03,055 04 0145 05 055 08 065 07 075 08 085 00 05 1 ’ 0.79-0.95), specificity of 0.095 (95% CI: 0.92-
PUBMED, EMBASE, and s v S . - g e
Meta-analyses included (n = 8) aggﬁ?;gm
2006, to December 31,
2024
Systematic reviews with
or without meta-
analyses evaluating the
diagnostic performance
of CCE in polyp and CRC
detection.
Diagnostic accuracy
encompassed sensitivity,
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Discussion:

CCE2 demonstrated a high sensitivity of 0.90 for
any polyp size and 0.87 for polyps 26mm, both of
which showed low heterogeneity (P >0.05, I2
<25%). For CCE-2, the AUC for detecting polyps
>6mm increased to 0.92 while maintaining a high
AUC of 0.94 for polyps =10mm compared to CCE1
model. This improvement was primarily driven by
a statistically significant increase in sensitivity,
with a relative sensitivity CCE1/CCE2 of 0.76 (95%
Cl: 0.67-0.86, p <0.001).

Gor\zalezt Sua}r}ez (2020)
Systematic Reviews included in Citation search: (n = 1)
MEDLINE from January 1,

y Van Gossum 2009

Sieg 2009

Duplicate primary studies: Sacher.Huvelin 2009
(n=51) Halleran 21

included Systematic Reviews Gonzalez- s.mgz 2010
(n=82) Piiz 2010

Primary studies within the
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Spironolactone for treatment of hyperandrogenic symptoms of polycystic
ovary syndrome - A systematic review

A

Irene Karderinis, Xinrui Ma, Telma Martins Viveiros, Neha Deshpande, Sophie Clarke, Vikram Talaulikar, I

Bassel Wattar

Introduction

Polycystic ovarian syndrome (PCOS) is a
common endocrine disorder in women of
reproductive age, often presenting with
hyperandrogenic symptoms?. The
combined oral contraceptive pill is the current
mainstay of treatment?, but there are many
side effects and
contraindications. Spironolactone, an off-label
anti-androgen, is frequently used, though its
efficacy remains uncertains4.

This review evaluates the effectiveness of
spironolactone compared to other non-
hormonal treatments for hyperandrogenism in
PCOS.

Methods

Comprehensive literature searches were
conducted across MEDLINE, EMBASES,
PUBMED and SCOPUS. Abstracts were
screened against inclusion and exclusion
criteria.

Studies were assessed for risk of bias using
using Cochrane Risk of Bias assessment tool
2.0 by two reviewers, a third reviewer was
recruited when discrepancies occurred.
Meta-analysis was conducted using a
random-effects model, reporting as
standardised mean differences and 95%
confidence intervals.

Results 1: Risk of bias

Randomisation bias

Deviation from intended
outcomes

Adtrition bias

Measurement of outcome

Reparting bias

0 1 H 3 4 5

High unclesr [l Low

Figure 1: Risk of bias for the trials evaluating spironolactone use for PCOS that
were included in the systematic review (n = 5)

Results 2 & 3. Spironolactone vs metformin &
spironolactone + metformin vs metformin

Spironolactone vs metformin Spironolactone + metformin vs metformin
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Figure 2: Forest plots comparing Spironolactone alone to metformin across
and Spironolactone with metformin compared to metformin (n=3). Outcomes
compared are: a) modified Ferriman-Gallwey score (mFG), b) total
testosterone (TT) and ¢) BMI. Values are expressed as standardised mean
difference (SMD) and 95% confidence interval (C.1.)

Mean Diference

Results

Electronic search identified 3378 potential relevant citations.
After the final review, in total 5 RCTs were included in our final
review - of these, 3 studies were used for the purpose of
meta-analysis.

Summary of findings

» The overall quality of the studies included in this systematic
review was moderate

* In spironolactone vs metformin and in spironolactone +
metformin vs metformin: No significant differences were
noted between the two medications for improvement in
hyperandrogenism, total testosterone levels and BMI

Conclusion

Currently, there is a lack of randomised evidence available
that supports the use of spironolactone, either alone or in
combination with metformin, for women with PCOS. Additional
trials are necessary to determine its benefits before routinely
recommending it as a treatment.
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Effectiveness of NEWS 2 in identifying acute deterioration in older adults. NHS

Dr Isaac Akinduro, Dr Rishi Patel, Dr Janahan Ragunathan | Bolton NHS Foundation Trust, U.K Bolton

NHS Foundation Trust
Background Results

e NEWS 2 (National Early Warning Score) was developed to assist Last Recordeiﬁﬁ?%ﬂ‘;rtﬁgfms Receiving bast Rec:riii:fzi:m D;Iffere:::jiuse; of Death
the early detection of clinically deteriorating patients
e Validation came from studies involving the general adult
population, with limited focus on older frailer adults NEWS234
e Objective: evaluate the effectiveness of NEWS 2 in identifying
acute deterioration amongst older adults in a hospital setting.

NEWS 1 or less

5
NEW score , Clinical risk | Response NEWS > 4 o —— .
Aggregate score 0-4 Low Ward-based response NEWS Lorless NS N>
Score of 3in u:;dmsc?i(\)/ﬁual parameter Lo?/—mednum SR Wc-fcombu] ARspiovaet .
Aggregate score 5-6 Medium Key threshold for urgent response* C O n Cl u S I O n S
PR e o b scheoeblind b e bl A significant proportion of older adults who died in hospital had a last recorded NEWS 2
score that was deemed ‘low clinical risk’. This effect was more notable in patients who
Method had a documented ‘non-respiratory’ cause of death than a ‘respiratory’ cause of death.

This study highlights that low NEWS 2 scores are not necessarily reassuring in an older

e Retrospective review of the notes and electronic vital signs of a hospital population. The authors would suggest that these scoring systems should not

randomised selection of 100 patients aged 80 and over who died be relied upon solely to exclude deterioration and the broader clinical picture remains
whilst inpatients in a district general hospital. crucial when making decisions regarding both escalation of care and advance care
e Extracted data: age, clinical frailty score, cause of death, hours planning

between last NEWS 2 and death.

} ] ) o - Whilst this study was focused on older adults in a hospital setting this raises questions
e Chi-squared analysis was carried out for statistical significance.

as to the applicability of NEWS 2 scoring in community/virtual frailty settings.

References:
e Vardy ER, Lasserson D, Barker RO, Hanratty B. NEWS2 and the older person. Clinical Medicine [Internet]. 2022 Nov 1;22(6):522—-4.

e Hodge SY, Ali MR, Hui A, Logan P, Gordon AL. Recognising and responding to acute deterioration in care home residents: a scoping review. BMC Geriatrics. 2023;23(1).
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DVT - Is it really an SDEC pathway?

A retrospective review of SDEC DVT demand and outcomes across Surrey Heartlands ICS

Kitchlew, Jalal; Clayden, Natalie; King, Natalie; Subbian, Visalakshi; Niven, William; Baker, Kelly; Lisk, Radcliffe
Ashford and St Peter’s Hospitals NHS Foundation Trust; Surrey and Sussex Healthcare NHS Trust; Royal Surrey NHS Foundation Trust

Introduction

Deep vein thrombaosis (DVT) is a prevalent condition
requiring timely intervention to prevent life-threatening
complications. Few patients require admission, so
DVT management in SDEC consumes valuable
resources for minimal bed-day savings.'

Aims
To review the current demand and practices of different
DVT pathways across three acute trusts in Surrey
Heartlands ICS

To standardise pathways, reduce demand and create
internal capacity within SDEC

Materials and Methods

A retrospective review of DVT referrals to SDEC from
January 2025 was conducted, reviewing the following:
¢ Source of referral

* Pre-referral Well’s score

* D-Dimer

* Number of scans/rescans and scan outcomes

In Hours In Hours ED walk in flow
All GP and ED patients with GP and/or ED telephone SDEC  Seen by minors and referred to
lower limb pain and swelling go to book dedicated scan slot- DVT slot - scan first then

to SDEC SDEC team book the scan for  review in SDEC after scan
GP can send patient to ED GP patients but ED are asked  ED heralded

front door or direct to SDEC to request the scan Seen or advised to attend by
Out of Hours Out of Hours GP. Reviewed in minors then
Assessed in ED with Well's ED refer to medical SpR and referred to DVT slot followed
score and d-dimer if necessary. the SDEC team book the slot by review in SDEC after scan
Referred to medical registrar next day and contact the GP direct

who can add to SDEC TCl list  patient Referred in for a scan slot then
for next-day scan and review  ED have point of care d-dimer  seen in SDEC after

DVT pathways in respective trust

ASPH SASH RSCH

Total no. of referrals 150 89 7
Source of referral

ED/NAVI 34 56 32

GP/UTC 93 27 42

Others 23 6 3
Well's Score with referral

% ED/NAVI 2.6 73

% GP/UTC 6 70

% Others 0.6 33

% Total 9.3

Total documented

14/150%(9%)

*only notes, not requests

62/89 (70%)

65/77 (84%)

D-Dimer with referral

% ED/NAVI 6.7 94

% GP/UTC 2 40

% Others 0 0

% Total . 57
Total documented 122/150 (81%) 72/87 (83%) 44/77 (57%)
No. of scans (% of total 74.7 100 83
referrals)
% Positive rate of scans

ED/NAVI 294 21 15.6

GP/UTC 14.0 18 2.3

Others 21.7 0 33

Total 153 21 11

% Total rescanned

23

32

% Positive 2nd scan

ASPH

GP/UTC

93

15.3% positive
for DVT

21% positive
for DVT

Conclusion/Discussion

Most scans for suspected DVT are negative due to
referral practices not following NICE guidance.
Patients have multiple interactions across primary and
secondary care providers through this process,
incurring significant costs and time, potentially leading
to a poorer experience and clinical risk if the wait for a
scan while on anticoagulation exceeds 24 hours.
Admissions for DVT are rare, with only certain positive
cases requiring further review in secondary care.

Recommendations

* Clinician education on the value of robust Well's
scoring and clear documentation for referrals for
scans could reduce scan burdens

* Quantitative Point of Care Test (POCT) for D-Dimer
to reduce inappropriate referrals

* Consideration of DVT as a one-stop CDC pathway
condition for community-based workup closer to the
patient's home to free-up capacity within SDEC to
deliver admission avoidance.?
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A3 Project Title: Acute Medicine Discharge Lounge Utilisation Ql

1. Background:

Length of stay in the Adult ED department above 6 hours is associated with increased 30-day mortality (Jones et al, 2022). In order to reduce ED
length of stay of medical patients, AMU must have capacity to admit medical patients. The current 4 hour performance for AMU is approx. 20%
for this financial year. The NHS 4 hour target is 78% (NHS England, 2025).

Problem Statement:

» AMU capacity currently sits at 98% daily with an average discharge time of 15:24. Therefore, there is limited capacity to admit patients
through the ED within 4 hours. In order to reduce the average discharge time, AMU should transfer all eligible patients to the discharge
lounge once discharge is agreed. This will create capacity earlier in the day for medical referrals and reduce overcrowding within the ED
department. The current discharge utilization for AMU is 19% and discharge by noon is 13%.

Organisational and Strategical alignment:

Driver Diagram:

Aim Primary Drivers

Mode of communication between AMU and discharge IV CR o T e o]
lounge:

AMU Portering availabilty and fime between | cision (o (el kil
transfer Dist

available fo maximize. charge Lounge
‘capability

Effective Ieadership and oversight from AMU Ward
Ma

Secondary Drivers Change Ideas
Efftciiv and aflcinnd Safe and effective handover 1o the discharge lou. e from [ILCESEE NS
communication befween AU
MU and Discharge:
Loung

AMU BT Ops on escalation

nagers

 Shared vision and

"mm“’ Appropriate education to AMU nurse in charge staffto s 1= Tl P47 o) 8
e, increase knowiedge and awareness of patient

Ensuring palients are aware of their discharge plan
including transfer o discharge lounge in advant

Patient information sh

eet

Soy———

oulcomes
C o8
are ready 10 transfer post WR (transport, TTA, Depart,
, NOK).

ing
T T T Y PR | TTA Drafls sent to phammacy.

Paorter collects
Portes lndge Porer picka wp RIS pasem
allacated job Job
AMU Porter used for Discharge Lounge

AMU Porter collects patient

7. Primary Measurements for
Improvement:

Outcome Measure:

- Discharge Lounge Usage (%) T

Balancing Measures:

- Discharge by Noon (DBN %) T
- 4 hour performance (AMU) T
- 12 hour performance (AMU) T

Initial Outcome / Analysis

. . . 0, . . . . Efemuepmnssln
The Trust aim is to discharge 33% of patient by midday, to ensure patients can flow through the hospital safely. LT TN vt s s e v [ RSN
Social, Diagnostic Escalati
2. Current State: - E—
Discharge Unit Utilisation (%) AMU Discharge Discharged before Noon (%)
*Mean and Control Limite calculated on full dataset within recalculztion windaw, higher iz :E':@ Lounge utilisation *Mean and Control Limits calculated on full datazsst within recalkculation window, higher is bett Current |.‘f.,u.:;.':'p'|'ur:;5
= o _ ) Do improved from 19% - [31 . Process n Change
o N to 27% N
Y 5
2 2
& = .
5 I hA R ﬂ £ " Proposed | Consatun
E - M.ﬂ 4y (27.95%) AMU Discharge - 15.3%) Process o Change
E W V before Noon =a—
g improved from E
z 13% to 15% =R .
RS ’—f—‘ . 4 5. PICK / Change ideas / Future State:
o . - (0.15%) - - - (-8.75%)
» ¢ A ;
& & = & & & Staff Diagnostic Reverse - fi:ﬂ;:on
WEEK_ENDING_DISCHARGE el Escalation ( Handover e
4 4
L — ) i o AMU 4 hour e Challenging Implement
: performance is = - 7~
. / w Iy MDT Utilise AMU
approx. 20% T / \'. ‘./'/1‘-‘ AT Bloods Whiteboard J Porters
(April = Nov 2024) A i\ | 1 4 7
i ?\ ,'/ \'_/ | Ea!hl B7 Ops on
i . )/ / \ Speciality =
. AMU Patients /‘.\ R § o— Escalation
waiting over 12 . \ / \ z >
N -~ ] N . /| 1 . bt
. y - hours in ED is 56 a7 . / ‘ b Patient
i y th si \ \\ J/ Flow Co- MS Teams
a | per month since oS ordinator Channel
= . . . . April 2024. PDSA1 Role

3. Vision: AMU SMH to increase discharge lounge utilisation to reduce ED length of stay, thus improving patient experience and

outcomes.

SMART Aim: AMU to increase average Discharge Lounge utilisation to 40% for AMU within 6 months.

- PDSA 1 found to be effective in
improving all outcome and
balancing measures.

Project Authors — James Larsen, Nasrin Moatamedi, Kaenat Mulla, Shahin Barati, George Tharakan (St Mary’s Hospital, Imperial College Healthcare NHS Trust).

‘The Kings Fund (2024). What's Going on with A&E Waiting Times? [online] The King’s Fund.
ilabl y kingsfund. ight d- i

with-ae-waiting-times.

Jones, S. Moulton, C., Swift, S., Molyneux, P., Black, S. Mason, N. Oakley, R. and Mann, C. (2022).
Association between delays to patient admission from the emergency department and all-
cause 30-day mortality. Emergency Medicine Journal, [online] 39(3), pp.168-173.
doi:https://doi.org/10.1136/emermed-2021-211572.
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Results

- 720 participants recruited under the NHS England CCE referral criteria
through the LGl symptomatic (with a f-Hb <100 pg/g) or post polypectomy

surveillance pathways.

- The CCC cases were 326 (54.1%), within which colonoscopy accounted

on Capsule Endoscopy to Conventional Optical Endoscopy - findings fror

ras Perez, Thomas Lee, Chander Shehkar, Mary McStay, Simon Anderson, Angus Watson, Abby Conlin, Rawya Badreldin, Kamra
istasios Koulaouzidis, Ramesh P. Arasaradnam; CESCAIL study group

for 198 (32.9%) of follow-up investigations, followed by flexible

sigmoidoscopy at 128 (21.2%).

- Pathology detected during CCE alone accounts for 145 cases (24% of all

CCE procedures), making it the primary contributor to CCC.

- The accuracy of f-Hb test in predicting CCC: AUC = 0.59 (95%Cl 0.55-

0.64). (see Figure 1)

- Table 1 summarises the statistically significant factors predicting CCC
and all intra-procedural outcomes, including capsule battery depletion

before excretion, bowel cleansing quality, and pathology detection (polyp

size and number).

Table 1. LASSO, Univariate and Multivariate analysis of factors predicting CCC and Intra-procedural Factors

Factors associated with CCE to further endoscopy procedure conversion

2d data from the CESCAIL study: a

Factors LASSO Univariate analysis Multivariate analysis with LASSO
(n=247) coefficient variables
0dd 95% ClI ‘ p-value Odd ’ 95% Cl p-value
ratio ratio
Log(f-Hb) 0.0081 1.47 1.20-1.81 <0.001*** 1.48 1.18-1.86 <0.001***
Smoking -0.2925 15 1.05-2.17 0.034* 1.44 1.01-2.11 0.047*

Jracy study (from November 2021 to
detection using the machine learning

Factors associated with Incomplete Capsule Excretion

Factors LASSO Univariate analysis Multivariate analysis
(n=385) | coefficient | Odd 95% CI p-value odd ‘ 95% CI ‘ p-value
ratio ratio
Age - 0.99 0.97-1.00 0.010** 0.99 0.96-1.01 0.209
Sex - Male - 213 1.36-3.38 0.001** 2.22 1.10-4.58 0.024*
Creatinine - 1.01 1.00-1.03 0.035*% 1.00 0.98-1.02 0.796

Factors associated with Bowel Cleansing

Factors LASSO Univariate analysis Multivariate analysis
(n=338) | coefficient | Odd 95% CI p-value 0dd 95% CI ‘ p-value
ratio ratio
Age - 0.99 0.97-1.00 0.020* 0.98 0.97-1.01 0272
Sex - Male - 1.46 1.05-2.04 0.023* 1.72 0.93-3.22 0.084
Diabetes - 0.54 0.31-0.93 0.028* 0.40 0.18-0.87 0.022*

Factors associated with Significant Pathology (Polyp >=10mm or >=5 polyps)

Linear regression Polyp Size Linear regression Polyp Number

Factors Reiir:ss Regnrnessi

(n=221) coeffici 95% Cl p-value coefficie 95% ClI p-value
ent nt

Alcohol 0.27 -0.58to0 1.11 0.628 0.79 0.41t01.16 0.023*
Smoking 0.88 0.13to 1.64 0.301 0.76 0.42t01.09 0.025*
Psychological conditions 0.57 -0.37to 1.51 0.632 1.05 0.63 to 1.47 0.013*
Antidepressant (Yes) 2.16 1.18t03.13 0.028* -0.47 -0.90 to -0.04 0.278
Beta Blocker -4.55 -6.22 to -2.88 0.008** -0.72 -1.46 t0 0.02 0.339
Haemoglobin 0.02 -0.01 to 0.04 0.460 -0.02 -0.04 to -0.01 0.046*

Abbreviations: Cl, Confident Interval, f-Hb, faecal haemoglobin; FIT, faecal immunochemical test; LASSO, least
absolute shrinkage and selection operator.
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Normal Creatinine-Kinase Levels in Post-COVID Myositis: Insights into Localised Muscle Involvement

Dr. Hirushi S. Jayasekera (), Dr. Aymen Askari®?, Dr. Mahmoud Elshehawy (,Dr. Johnson Olarewaju (1) INHS| INHS

The Robert Jones and Agnes Hunt fiThe Shrewsb d
MThe Shrewsbury and Telford Hospital NHS Trust; 2The Robert Jones and Agnes Hun’r Orthopaedic Hospital " Kooert pobr ::aedg";;s pﬁ’t’;‘, ® Telfard How pai;‘al

NS Foundation NHS Trust

Introduction Methodology & Results

Skin signs key (e.g..

A 41-year-old previously healthy male presented with severe diffuse back and leg pain, muscle cramps, and f
low-grade fever for two weeks after confirmed COVID-19 infection. Examination revealed proximal thigh _____ Amyopathic ‘ o TR VR AN O

o . . . . . |
weakness (MRC Grade 3/5) and tenderness without neurological deficits. Despite progressively worsening ositis (ADM): 1 et T i case:
weakness, his Creatinine Kinase levels remained normal. Extensive workup led to a diagnosis of localised .
post-viral myositis, managed successfully without immunosuppression—highlighting the importance of clinical n " :
vigilance even when CK is normal O Inclusion Body Myositis Clkler age. cayrimekic
9 2 4 | O (1BM): weakness, slow onset; CK
'E often normal. !
N e — 5 . Stiffness (not weakness)
olym 1 Ollc v D
m g P yo%ﬁ;‘? L raised CRP/ESR, rapid
) . — : steroid response.
Diffuse back and Elevated S LINnbar; A Disgnosis: ansipesia Resolution of fever o
leg pain inflammatory soagjaj SPIQ $: Localised post- 3 Significant
markers (CRP, A3 pesoma o virsl myositis ~Vitamin D i i o
Muscle cramps b e A posterior paraspinal -Suppartive improvement in Post.viral Common post-COVID;
Low-grade fever , neutrophils) muscles (FQUre 1.0) _ = muscle pain 0 Losi-veal may resolve with simple
Proximel thigh Normal CK Infection excluded realment Normalisation of '~ Myalgia/Myositis: 5
weakness (MRC Mildly raised ALP CT Thorax- — Antibiotics -No inflammatory -— supportive care.
315) and GGT :::;'“0" Palvia stopped immunosuppres || (| markers O
No ological Empirical IV i sion required -
deﬁgiet: s antibiotics ;alu:(::ulrlm.l g N sl acon Huctuating weakness |
(Piperacillin- proximal thigh o e ey e without myalgia or
Tazobactam) muscles = systemic symptoms.
started
Autolmmune screen:
ANA weakly positive, 3 <
ENAANCA. :;;;;LZ } Chronic, systemic features
Echocardlogram Me'obollc/Endocnl\e (e a ihy’oid vitamin D-
Normal | Myopdhm' ] 8o A »
Blood cultures: No | related).
growth
EMG: Myapathic
patiern in right
‘\ shoulder L 4§ T
KEY LEARNING POINTS:
Referances ) b-. = S A e , :
Saha A, Ahmed S. Disgnosis and imafing in COVID-19 — Y/—/m . - Differentiate from ADM: Look for skin signs — absent here —to rule out
induced myositis. fol Adv Pract. —— i 1
2023,7(2)rkad0d \ — _ | amyopathic dermatomyositis.

Oidroyd A, Lillaker J, Chinoy H, et al BmSoclety
Rhawnamlogy guideline on managament of p tric,
adolescent and adult patients with idiopathic
inflammatory myopathy. Rhewmatoiogy.
2022,61{4):1420-31.
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Diagnostic Accuracy of Computer Aided Detection (CADe) Assisted Reading Versus Clinician Reading for Polyp Detection in Colon Capsule Endoscopy: A Multicentre Study

lan lo Lei, Nicholas Parsons, Cristiana Huhulea, Hagen Wenzek, Elizabeth White, Pablo Laiz, Charlie Noble, Alexander Robertson, Anastasios Koulaouzidis, Ramesh P. Arasaradnam, CESCAIL study group.

Introduction: Table 3: Per-Patient Outcome Summary (3 different endpoints) (n = 673)
In the UK, the COVID-19 pandemic highlighted the need for Clinical Presence or Absence of Polyp (Per- Polyp size> 6mm or >3 Polyps (Per-Patient) Polyp size> 10mm or >5 Polyps (Per-Patient)
alternatives to colonoscopy, leading to the adoption of colon outcome Patient)
capsule endoscopy (CCE) as a non-invasive alternative. However NHS England Colonoscopy (Tier 1-3) vs no follow-up Polyp size> 6mm or >3 polyps (Tier 1-2) vs Urgent Colon (Tier1) vs Other Outcome (Tier
CCE has not fulfilled its potential in alleviating the burden on Gl % (Tier 4) Polyp size <6mm or <3 (Tier 3-4) 4
services. Limitations s.uch.as lengthy read!ng times, rgader fatigue, ESOE euidiine . ESGE 2012 guideline: Colonoscopy vs 5- .
inability to pgrform biopsies or .therapeutlc interventions, and car surveillance
Fhallgnge; with bO.Wel.preP‘?rat'on ar?d completion rates ha\_’? . Performance Standard Al-assisted P value Standard Al-assisted P value Standard Al-assisted P value
impaired its adoption in clinical practice. In recent years, artificial TN CARM  Arm (95%Cl)  Arm (McNemar ~ Arm (95%Cl)  Arm (McNemar’s  Arm (95%  Arm (McNemar’s)
intelligence (Al) has revolutionised the field of capsule endoscopy. (DTComPair) (95% CI) ’s) (95% CI) ) o)) (95% CI)
However, its use remained limited in colon capsule endoscopy. Sensitivity 0.88 0.96 <0.001***  0.87 0.96 0.004** 0.90 0.96 0.004**
Aims: (0.85,0.91)  (0.95,0.98) (0.84,0.90) (0.94,0.98) (0.87,0.93)  (0.93,0.98)
T | he di . f Al-assisted d : ¢ Specificity 0.99 0.96 0.058 0.99 0.96 0.035* 0.97 0.97 0.81
0 evaluate the diagnostic accuracy of Al-assisted detection of (0.97,1.00)  (0.93,0.99) (0.98,1.00)  (0.94,0.99) (0.95,0.99)  (0.96,0.99)
polypoid lesions in CCE compared to standard CCE readers, using an PPV 1.00 0.98(0.97, 0.071 1.00 0.98 0.043* 0.97 0.98 0.72
expert paneli as the gold standard across multiple UK centres with (0.99,1.00) 0.99) (0.99,1.00) (0.97,0.99) (0.96,0.99)  (0.96,0.99)
real-world clinical data. NPV 076(0.71- 091 <0.001%**  0.80 0.92 <0.001%**  0.90 0.95 0.004%*
To assess the impact of Al-assisted reading on CCE reading time 0.82) (0.88,0.95) (0.75-0.85) (0.86,0.95) (0.87-0.93)  (0.93,0.97)
compared to the standard manual analysis. Diagnostic 0.91 (0.89- 0.96 <0.001***  0.91 0.96 <0.001** 0.94 0.96 0.017*
Methods accuracy 0.93) (0.95-0.98) (0.89-0.93) (0.94-0.97) (0.92-0.95)  (0.95-0.98)
720 partiCipantS were recrUItEd across 14 tertiary and Secondary Centres Comparison of Per Patient Diagnostic Yields: Al-assisted vs Standard Pathway Results . . . F Y
in the UK. AiSPEED™ is the Al algorithm used in polypoidal lesion . - The Al-assisted arm is superior in Sensitivity, NPV, and
. . o e e p=<0. . . o e
detection. Al-assisted arm versus Standard clinician arm ﬁ Diagnostic accuracy across all three clinical outcomes.
T0.6% =<0.0001 . . . epe . .
Both the CCE referral threshold (FIT > 100 pg/g) and the criteria for follow- T - Standard arm is superior in specificity and PPV using ESGE.
up colonoscopy were based on NHS England and ESGE guidelines. - - - Al-assisted arm demonstrated statistical superiority in
w p=0.024 diagnostic yield.
_ _ o - The reading time was reduced from 47.3 minutes to 8.7
g
Al-assisted Arm 9 Fs . .
e e s o SR T minutes, a 5.4-fold reduction.
o A Ta £ 0 Reading Type - Factors prolonging standard reading time included patient
“”‘“"‘;”‘“ """"" _— A ey X H Standard age, polyp size>10mm or presence of >5 polyps, video
Figure 1. The E * oy - £ duration and right colon bowel preparation.
g CNALLIAE 3 2 g prep
standard arm and the - - The lack of full-video reviews by Al-assisted clinicians made
Al-assisted arms in A ﬂ“““"’"“ 2 accurate polyp counting challenging.
the study . RN - Al-assisted arm detected more small polyps than large
R polyps.
el o- Conclusion
Colonoscopy ve Noollow-up. ESGE Guideline Urgent v Routing Al-assisted reading using AiISPEED achieved both non-inferior
and superior diagnostic accuracy in detecting polypoidal lesions
- Figure 2. Per-Patient Diagnostic yields: Standard vs Al- compared to standard clinician reading at a per-patient clinical

assisted arms across clinical outcomes. outcome level while significantly reducing CCE reading time.



Getting a seat at the table:
What are the factors impacting the wellbeing of internal medicine trainees and

how do they view currently available support?

Dr Ruth Austin', Professor Indranil Chakravorty', Dr Dan Bailey?
1.St George's University Hospitals NHS Foundation Trust, 2.King's college Hospital NHS Foundation Trust

Introduction Results - factors impacting wellbeing and views on available support
* 32% of IMTs in South London are at high risk of burnout’. Key themes: factors negatively impacting wellbeing
 Burnout and wellbeing are intrinsically linked but there is no agreed measurement for the wellbeing of « 46% do not think the physical work environment is adequately equipped to do their job.
doctors?. »  48% have been unwell because of workplace stress within the last year.
» The wellbeing of doctors in training is impacted by a range of individual, organisational and wider factors?®.
» Hospital have created local wellbeing teams aiming to support staff in response to the 'NHS people 1in 3 respondents ‘rarely” 95% are ‘always’ exhausted
promise’. There is little research into resident doctors’ awareness of and views on this available support. have an appropriate chair at the end of an on-call shift
_ on which to sit on during a Exhaustion is the most common reason
Methodology normal working day. for sick leave during or after an on-call
* Internal Medicine Trainees across South-West London participated in focus groups to identify key factors Shift.
impacting their wellbeing. Key themes: available wellbeing support
+ Data on these factors, overall wellbeing and experiences of available wellbeing support were collected *+ 28% know how to access local psychological support.
anonymously via questionnaire. * 52% agree they have access to appropriate peer support.

» Wellbeing questions underwent piloting prior to dissemination.
» Twenty-seven doctors responded to the wellbeing questionnaire across six hospitals with a response rate 8 O/ Agreed trust wellbeing 72 O/
of 21%. This relatively low response rate of self-selecting responders is a potential limitation of this work. O initiatives apply to them. o

would like someone, not directly
related to their training, available to go
to for wellbeing support.

i
R esu |tS - M easu rl n g we | | b e | n g I feel lachieve a good balancelil;:tween my work life and home T D |

Ieel a sense of belonging in the IMT programme S s The majority of responding IMTs in SW London do not agree to feeling valued or a sense of belonging. There are

Most ‘agreed’ wellbeing measure Ifeel a sense of belonging within the hospital/trust Hwork in NI S specific issues impacting their wellbeing including the physical work environment and exhaustion related to on-
* Feeling competent I feel valued in my role as an IMT | R . call shifts.
+ Work is meaningful el competentinmy role asan 17— » Future wellbeing interventions should be focused on value and belonging whilst tackling specific issues raised
* Sense of autonomy locally.

iy . . Ifeel I have autonomy in mywork asan IMT R .
Most ‘disagreed’ wellbeing measure N " IMTs do not think trust wellbeing initiatives apply to them but would like access to local support, preferably
eelthe vork | do's meaningfel - I

* Feeling valued provided by a person unrelated to their training.
. H eel positive about my role as an [ e | B q 0q B q q o q 0 g

Sense of belonging e poste sy ol s T The ‘wellbeing fellow’ is a new role aiming to bridge this gap in wellbeing provision locally through targeted
* Good work-life balance (7% 10 20 0% A% SO G0 0% B0% 507 100% projects, sign posting and near peer support. Further research is required into the impact of the new role.

mStonglyagree  mAgree  m Neither agree nor disagree  m Disagree  m Strongly disagree

References: 1. GMC National Training Survey: 2024 Results. https://www.gmc-uk. di national-training-survey-summary-report-2024_pdf-107834344.pdf [Accessed 6™ March 2025]).
2.Emery A, Acharya J, Fox O, Rowlandson E."What is ‘wellbeing’ to doctors in training, and how do we improve it? Results of a itati yand i is of internal medicine trainees. Future HealthcJ. 2025 Mar;12(1).
B 3BRaldwinD O’'Neill A Sinclair ] Simons G Mental wellbeinein doctors: the measure matters! develonment of 3 core outcome set for measurine wellbeine in doctors. BJPsvch Open 2021

Figure 1: Wellbeing measure responses
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The potential cost of hospital bed-days saved over 6 months for management of patients with

hypomagnesaemia via Same Day Emergency Care unit

Ryoon Wha Kang?!, Channa Nadarajah' NHS

Hampshire Hospitals
NHS Foundation Trust

1. Basingstoke and North Hampshire Hospital, Acute Medicine

Method Discussion & Conclusion

Introduction

The role of Same Day Emergency Care
(SDEC) is to provide same day medical
assessment for acutely unwell patients
for diagnosis and treatment to avoid
hospital admission and to reduce waiting
time, hence improving their medical
journey and treatment experience

Aim
What is the 6-month cost savings per
hospital bed-days if patients with

hypomagnesaemia were seen in SDEC
rather than being admitted?

e Retrospective cohort study

 01/02 to 31/08/2024

* Trust SDEC referral criteria used

e £800 per medical bed-day advised
by management team

Result

e Patients with hypomagnesaemia n= 81

e Patients admitted under Medicine n=75

e Patients managed in SDEC n=3

* Patients suitable for SDEC: 26 out of 75

* Average length of stay of the 26
patients suitable for SDEC: 4.7days

* Approximate cost saved over 6 months

with SDEC involvement: £97710

Potential bed-days saved over 6 months:

122 bed-days

Management of patients with magnesium
deficiency via SDEC allows effective use of
resources, focused care from staff,
hospital admission avoidance and length
of hospital stay reduction

Limitations of the study: short duration,
small patient cohort

Significant financial benefit to the trust
Next step is to establish SDEC referral
pathway for hypomagnesaemia
Subsequent studies may involve analysing
readmission rates and satisfaction surveys
of patients with magnesium deficiency

References



Asymptomatic ocular candida: a case outside the guidance INHS|
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Introduction

- Candidaemia carries a high inpatient mortality rate!

- Ruling out deep-seated infection guides both source
control and treatment length?

- We present a case of patient who developed
candidaemia and was found to have chorioretinitis in
the absence of visual symptoms

Guidelines

- Royal College of Ophthalmologists: Routine eye
examination is unnecessary where patients have
systemic fungal infections but are awake and
asymptomatic due to the low overall prevalence of
significant fungal eye disease requiring invasive
treatment3

- American Academy of Ophthalmology: decisions
should be made on a case-by-case basis*

- Infectious Diseases Society of America: all patients
with systemic candidiasis should have an ophthalmic
examination at the beginning of treatment >

The Case

70-year-old man admitted to a general medical ward in a District General Hospital

- Presenting features: Reduced consciousness after a three-day history of fever, diarrhoea and vomiting

- Co-morbidities: Type 2 diabetes mellitus, recent surgery for Charcot foot and a long-term urethral catheter

- Findings: Acute kidney injury, hyponatraemia. Blood cultures: positive for group B streptococcus & candida albicans. No source of the candida or deep-seated
infection initially identified. Ophthalmology review: despite the absence of visual symptomes, bilateral chorioretinitis found suggestive of ocular candidiasis

- Management: Linezolid and a four-week course of fluconazole

- Follow-up: Three weeks after completion of treatment the chorioretinal lesions had resolved and an associated intraretinal haemorrhage was resolving

Colour fundus photographs courtesy of Mr. Avi
Gurbaxani, Consultant Ophthalmologist, Moorfields Eye
Hospital, London

References: 1: Koehler, P. et al. (2019) ‘Morbidity and mortality of candidaemia in Europe: an
epidemiologic meta-analysis.’, Clinical microbiology and infection : the official publication of
the European Society of Clinical Microbiology and Infectious Diseases. England, 25(10), pp.
1200-1212. doi: 10.1016/j.cmi.2019.04.024. 2:Whitney, L. C. and Bicanic, T. (2014) ‘Treatment
principles for Candida and Cryptococcus.’, Cold Spring Harbor perspectives in medicine. United
States, 5(6). doi: 10.1101/cshperspect.a024158. 3:Lightman, Sue; Montgomery, Hugh; Larkin,
Genevieve; McHugh, Jim; Hingorani, M. (2020) Eye Care in the Intensive Care Unit (ICU).
London. Available at: https://www.rcophth.ac.uk/wp-content/uploads/2021/01/Eye-Care-in-
the-Intensive-Care-Unit-2020.pd 4:Breazzano, M. P. et al. (2022) ‘American Academy of
Ophthalmology Recommendations on Screening  for Endogenous Candida
Endophthalmitis’,  Ophthalmology. Ophthalmology, 129(1), pp. 73-76.  doi:
10.1016/J.0PHTHA.2021.07.015. 5: Pappas, P. G. et al. (2016) ‘Clinical Practice Guideline for
the Management of Candidiasis: 2016 Update by the Infectious Diseases Society of
America’, Clinical Infectious Diseases. Oxford Academic, 62(4), pp. el-e50. doi:
10.1093/CID/CIV933. 6: Oude Lashof, A. M. L. et al. (2011) ‘Ocular manifestations of
candidemia’, Clinical infectious diseases : an official publication of the Infectious Diseases
Society of America. Clin Infect Dis, 53(3), pp. 262—268. doi: 10.1093/CID/CIR355.

Discussion

- Candidaemia is increasing in incidence

- Candidaemia with ocular involvement warrants at least 1
month of treatment with consideration of drug used?®

- Guidelines are contradictory as to whether to screen everyone
for ocular candida

- Link between severity of candida chorioretinitis and
progression to endophthalmitis yet to be established®

Benefits: sight preservation for the patient; evidence of deep-

seated infection to guide treatment duration

Risks: Overtreatment, over-investigation, economic burden

Learning points

1. Tailor your strategy to the patient in front of you

2. All patients with visual symptoms should have an
ophthalmology review

3. MDT discussion with microbiology and ophthalmology should
be sought if any uncertainty about whether to investigate for
deep-seated infection in the eyes

Figure 1. Bilateral retinal images prior to treatment demonstrating intraretinal
haemorrhage and occasional candida (Top image)

Figure 2. Bilateral retinal images post-treatment demonstrating resolved
chorioretinal lesions and resolving intraretinal haemorrhage. (Bottom image)
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Acute Severe Hypertension in the Emergency and Acute Medicine Departments:
Developing a Same Day Emergency Care (SDEC) Hypertension Pathway

James Steckelmacher'?, Barbara Onen’, Abubaker Eltayeb'?, Dawud Masieh'?, Carmen Maniero™2, Dakshitha Hettiaratchi', Gillian Fox", Ajay Gupta'=?

"Royal London Hospital, Barts Health NHS Trust, London, UK

“Clinical Pharmacology and Precizion Medicine, Qusen Mary University of Londan. William Harvey Ressarch Institute, London, LK

Criteria
Any patient with 1° issue of hypertension presenting to acuie services with

Background

* Hyperiension affects approximately 1 in 3 adults in England’

» Approximately 50% are either unireated or uncontrolled’

* Leading risk factor for CVD

* Mumbers of those presenting fo hospital with hyperiension is increasing with great wvariability in
management?

= Operational Pressures Escalation Level (OPEL) 4 becoming the norm across NHS trusts

» Sirategies such as SAMEDAY and novel collaborative initiatives are vital®

Initial Emergency Department (ED) audit

Of patients whose primary presenting issue was BP>160/90 mmHg (excluding hyperiensive emergency) | * Weekly ‘one-stop” CPT consultant-supervised senvice delivered by a CPT SpR
* =50% screened for hypertensive mediated organ damage (HMOD) * Owerview from acute medicine consultant
= <40% received treatment for raised BP * Admin and nursing support from acute medicine services

BP>1801M10mmHg
or
BP>160/100mmHg with new HMOD
(=50% of patients from initial EC' audif would be eligible)

SDEC Hypertension Pathway

= 9.2% admitted to hospital Operations: evaluation of 2° causes + HMOD, develop treatment regimen
After evaluation, destinations: discharged with plan to GP or HTN clinic referral

Service evaluation

* Data collected from first 36 patients seen in the SDEC hyperiension pathway.
* Mean age 46 (55% female)
* 64% had additional HWOD (e.g. renal impairment, LVH, refinopathy) or secondary
. cause of hypertension identified (e g. O5A, endocring cause)
Alms Servi luati It
1) tidentification of HMOD and 2° causes S isonlie olines e
2) Early intervention of BP contral
3) |re-attendance/admissions .
4) Bridge between ED and OP clinics (wait=6 months) [ GP

- Reduce CV risk .

Hean BP trends (mmHg) through SOEC HTH patient journey

Acute Medicine
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Comparison between pre- and post- SDEC hypertension pathway cohorts: ED re-attendance rate comversion to acute admission rate and
reason for admission (within 6-manth period from initial ED attendance)

Pre-SDEC Post-SDEC

Mumber of patients (n) 36 36

ED re-attendance rate (nfe) 31{22) 3(8)

Conversion of re-attendance to 3(38) 1(33)

acute admission rate [nv/%)

Reasons for admission STEMI (1) Psychosis (hypertensive
Stroke (1} emergency or CW syndrome ruled

Left ventricular failure (1) out)

These preliminary findings show the positive effect of having sub-specialties services working in conjunction with SDEC to
provide alternatives pathways to admission resulfing in improved patient care, reduction in re-admission and morbidity.
Further data to show long term effects will be required.

Moving forward we plan to integrate more sub-specialist pathways into SDEC by festering posifive collaborative approaches.

Raferances
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o Hhe oyt =R th Survey ol England 1994-2019, Eurapean Heart Joursd, Volume 25,
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Decoding the Rigour of Artificial Intelligence in Colon Capsule Endoscopy: Diagnostic Accuracy of Per-Polyp Detection from the CESCAIL Study

lan lo Lei, Nicholas Parsons, Cristiana Huhulea, Hagen Wenzek, Elizabeth White, Pablo Laiz, Charlie Noble, Alexander Robertson6, Anastasios Koulaouzidis, Ramesh P. Arasaradnam, CESCAIL study group.

Introduction:

As healthcare increasingly embraces artificial intelligence (Al), its

potential to transform workflows has gathered significant

attention. In CCE, Al algorithms for the automated detection of

polyps have proliferated. Despite these advances, critical

knowledge gaps remain. Current literature lacks granular analysis
of Al-assisted performance compared to standard clinicians

across clinically relevant polyp characteristics, such as size,

morphology, and anatomical location. These attributes are vital as
they often correlate with malignancy risk and inform the urgency

of respective interventions.
Aims:

1. To assess the diagnostic accuracy of Al-assisted per-polyp
detection compared to standard clinician assessments

2. To examine factors influencing Al-assisted diagnostic accuracy at
the per-polyp level, including polyp size, morphology, and location,
alongside patient-specific and procedural variables.

Table 3: Comparison of diagnostic yields of standard and Al-assisted readings at per-Polyp

analysis (non-inferiority and superiority analysis)

Non-inferiority Analysis (Sensitivity & PPV)

All size <5mm 6-9mm
cut-off (mm)
Sensitivity 0.174 0.222 0.161
difference (Al-

[ p-value | <0.001*** <0.001*** <0.001***

Established Established Established

-0.0002 0 -0.002
Al-ST

[ p-value | <0.001*** <0.001*** <0.001***

Established Established Established
Sensitivity 0.174 0.222 0.161
difference (Al-

[ P-value | <0.001%** <0.001%** <0.001***

Al-assisted arm is  Al-assisted arm is Al-assisted arm is

superior superior superior

-0.0002 0 -0.002
(AI-ST)

[ P-value | 0.936 N/A 0.317

Conclusion

No superiority No superiority No superiority

210mm
0.027
0.003**
Established

0

<0.001***
Established

0.027

0.340
No superiority

N/A
No superiority

Methods:

720 participants were recruited across 14 tertiary and
secondary centres in the UK.

Al algorithm: AISPEED™ (Artificial intelligence) for
polypoidal lesion detection (pre-read). Followed by the
pre-readers’ analysis before the final clinician’s validation.

Expert panel as the reference standard. Each polyp was
matched using the polyp matching criteria. McNemar's
test for proportions, non-inferiority, and superiority

analyses were applied using paired contingency tables.

Table 1: Distribution of Polyps by different reading arms, Size, Location, and Morphology

Characteristics Standard Arm
Detected Missed

Left sided colon

Panel
Detected (all)

Al-assisted Arm

Detected Missed

345 (60%) 233 (40%) 519 (90%) 59 (10%) 578 (32%)
m 364 (76%) 115 (24%) 407 (85%) 72 (15%) 479 (27%)
59 (89%) 7 (11%) 59 (89%) 7 (11%) 66 (4%)
_ 4(80%) 1(20%) 3 (60%) 2 (40%) 5(0.3%)
1(100%) 0(0%) 1(100%) 0(0%) 1(0.1%)
7 (100%) 0(0%) 7 (100%) 0(0%) 7(0.4%)
m 0 (0%) 0(0%) 0(0%) 0(0%) 0(0%)
2 (100%) 0(0%) 2 (100%) 0(0%) 2(0.1%)
1(100% 0(0%) 1(100% 0(0%) 1(0.1%)
hyperplasia
1(100%) 0(0%) 1(100%) 0(0%) 1(0.1%)
443 (64%) 260 (37%) 613 (87%) 90 (13%) 703 (39%)
m 235 (73%) 87 (27%) 281 (87%) 41 (13%) 322 (18%)
106 (92%) 9(8%) 106 (92%) 9(8%) 115 (6%)
784 (69%) 356 (31%) 1000 (88%) 140 (12%) 1140 (63%)
2(33%) 4(67%) 6 (100%) 0(0%) 6(3%)
m 386 (65%) 205 (35%) 487 (82%) 104 (18%) 594 (33%)
33 (85%) 6 (15%) 34.(87%) 5 (13%) 39 (2%)
_ 5 (56%) 4 (44%) 6(67%) 3(33%) 9(0.5%)
1(100%) 0(0%) 1(100%) 0(0%) 1(0.1%)
LST 6 (86%) 1(14%) 6 (86%) 1(14%) 7(0.4%)
m 2(100%) 0(0%) 1 (50%) 1 (50%) 2(0.1%)
1(100%) 0(0%) 1(100%) 0(0%) 1(0.1%)
4(100%) 0(0%) 4(100%) 0(0%) 4(0.2%)
hyperplasia
0(0%) 0(0%) 0(0%) 0(0%) 0(0%)

Size (right-sided)

<=5mm 162 (64%)
160 (60%)
118 (83%)
440 (66%)

1224 (68%)

93 (36%)
105 (40%)
25 (17%)
223 (34%)
579 (32%)

208 (82%)
215 (81%)
125 (87%)
549 (83%)
1547 (86%)

47 (18%)
51(19%)
18 (13%)
114 (17%)
256 (14%)

255 (14%)
265 (15%)

143 (8%)

663 (37%)

N = 1803 (100%)

>=10mm
Total (left-sided)
Left and Right Total

Comparisen of Per Polyp Diagnostic Yields: Al-assisted vs Standard Pathway

100

p=<0.0001

w

75

50

Diagnastic Yield (%)

25

p=<0.0001

p=033

<0.0001
is [

T

Reading Type
Al assisted
Standard

All size

5 6-9mm

Sim
Polyp Size Categories

210mm

Figure 1. Per polyp diagnostic yields between the standard
arm and the Al-assisted arms

Results:

- 1,803 polyps were identified in 494 patients.

- Standard arm: 1,224 polyps (67.9%) in 324 patients, while the Al-
assisted arm detected 1,547 polyps (85.7%) in 437 patients.

- 722 discordant polyps between the two arms, including 448
polyps <5mm, 221 polyps 6-9mm, and 53 polyps =10mm.
The standard arm missed 579 polyps (353 polyps <5mm, 192
polyps 6-9mm, 34 polyps =210mm), while the Al-assisted arm
missed 256 polyps (137 polyps <5mm, 92 polyps 6-9mm, 27
polyps =10mm).

- The miss rate: standard arm (31.9%) compared to the Al-assisted
arm (14.1%) (McNemar, p<0.001). For polyps =10mm, the
standard arm detected 224 out of 258 polyps (86.8%), while the
Al-assisted arm detected 231 out of 258 polyps (89.5%).

Conclusion:

This study highlights the strengths of Al-assisted reading with
superior sensitivity, particularly for detecting smaller adenomas
and hyperplastic polyps in the left colon. Future Al advancements
should focus on refining differentiation between clinically
significant, diminutive polyps, as well as sessile serrated polyps.
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Corridor care in the National Health Service (NHS) refers to providing
medical care to patients in hospital corridors due to a lack of available
clinical bed space. This often occurs during periods of increased
demand, such as winter months or when there are delays in patient
discharges causing bed blockages in the Emergency Department (ED).
It highlights the increasing pressures within the NHS, including
overcrowding, staff shortages and subsequent increased demand on
stretched resources.

Corridor care can negatively impact patient dignity and safety. Despite
these issues, corridor care provides a broader challenge in healthcare
capacity and planning. Addressing it requires systemic improvements
in hospital infrastructure, patient flow management and additional
resources to ensure patients receive the quality of care they deserve
in a safe and supportive environment.

The benefit of a Frailty Clinician within the

y Department to eliminate corridor care

J Acharya, A Manzoor, R Lisk

Figure 2
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90%

of respondents say patient safety
is being compromised
by corridor care

Royal College
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One such intervention made was a trial of the addition of a Frailty
Clinician joining the triage nurse when taking handovers from
Paramedics conveying patients to the ED.

Here the emphasis was early identification of suitable patients for
referral to Frailty team direct from triage and transfer of these patients
from ED to dedicated Frailty Unit to decongest the ED corridor.

The trail took place for 4 consecutive days (Tuesday-Friday) in August
2024 between 08:00 and 16:00pm.

Existing Acute Frailty Pathway

TRIAGE ED MAINED f
QUEUE £ INVESTIGATION 'WAIT RESULTS

@3—. -»@-g—.-u
}

Patients in ED corridor (10:00 and 15:00pm) compared to
total number of ED patients

REFER FRAILTY 14
OPAL (OR HOURS
.4 == DISCHARGE)
LU=
Proposed Acute Frailty Pathway
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smmhf:.u Ll :mg N D:c?f:{ss @
T 27
Figure 1

The average number of patients seen in dedicated frailty unit
increased from 7 daily to 13 daily during the trial.

During the trial period, there were 0 patients in the ED corridor
between 08:00 and 16:00pm with usual mean average 5 patients pre-
trial.

ED attendances were still at a baseline average of approximately 220
patients during trial days compared to average non-trial days showing
no data bias to quieter ED days in terms of patient volume during trial
days.

On average 4 patients were admitted and 9 patients discharged daily
from Frailty Unit during trial.

Conclusion

Data for admitting a >75-year-old patient shows average ED time at 20

Trial days

hours, therefore 80 hours saved per day of patient time in ED via trial.

Average of 8hrs for >75-year-old for discharging patient from ED
equates to 72 hours saved per day (SAPIT data >70-year-old).

Therefore, total 152 hours saved per day in ED.

If on average patients stay for 4 hours, this would feel like 38 patients
daily NOT in the ED.

Eliminating corridor care is vital. Patients” health is compromised
when treated in corridors and further exacerbated for our frail cohort
for whom delays in timely interventions increases their risk of
deterioration.

Frailty triage is our ambition with better staffing.

By addressing both frailty and corridor care, the NHS can ensure safer
and more efficient care for all patients, ultimately leading to improved
health outcomes and reduced strain on the ED.
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OPTIMISING CLINICIAN WORKFLOW: ENHANCING
Bedfordshire HospitalsEFFICIENCY IN SDEC (SAME DAY EMERGENCY CARE).

Jayesh chopra, Yakut Khan, Shaun Trussell, Rajeev Kumar

IMPROVING THE HUMAN FACTOR IN SAME DAY CARE

INTRODUCTION

SDEC is a relatively new care model under
which patients presenting to hospital can be
rapidly assessed, diagnosed and treated?.

New doctors rotating through the unit can find
it challenging as the workflow differs
significantly from their usual shifts and work
patterns due to the emphasis on same-day
assessment and treatment.

OBIJECTIVE

This quality improvement project aimed to
address specific workflow bottlenecks and
enhance clinician confidence by creating a
reference tool for matters relating to clinical
practice and workflows in the Same-Day
Emergency Care Department (SDEC).

METHODOLOGY

Pre- and post implementation questionnaires were
used to assess the need and impact of the SDEC
guide.

The questionnaires contained objective
questionnaires to gauge knowledge of workflows ang
subject questions to measure clinician confidence.

RESULTS

The data from the two surveys were compared and
showed a significant improvement in not only the
knowledge of protocols, but also that clinicians felt
more confident whilst working in SDEC.(Guide and

tabulated results in QR codes. )

Graph 1: Percentage of correct responses to workflow
questions before and after guide tool release

QR code to questionnaire with

1 Stronglydisagree @ @ @ 5@ Strongly agree

| FEEL CONFIDENT TO MANAGE PATIENTS IN SDEC

| FEEL PREPARED FOR VARIETY OF CASES IN SDEC

| FIND WORKING IN SDEC LOW STRESS COMPARED TO NORMAL

| AM AWARE OF THE SCOPE OF PRACTICE AND CONDITIONS
MANAGED IN SDEC

0 20 40 60 80 100 O 20 40 60 80 100
Graph 2: Pre-implementation answers 94 Graph 3: Post '!mp.\ementativon answers to
to subjective questions subjective questions

CONCLUSION

The QIP and the guidetool led to increased confidence level and

knowledge of workflows amongst clinicians working in SDEC.

o

REFERENCES: 1.SAME DAY EMERGENCY CARE
HTTPS:/WWW.ENGLAND.NHS.UK/URGENT-EMERGENCY-CARE/SAME-DAY-
EMERGENCY-CARE/[ACCESSED 16 MARCH 2025]

QR CODE TO BEDFORD SDEC GUIDE [ |

resutts
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A Review of Delirium Screening Adherence in Elderly Care Settings — A Quality Improvement Project

The Dudley Group

NHS Foundation Trust

Background:

¢ Delirium is common but under-recognized in elderly patients.,
which is associated with poor outcomes if undetected.

* NICE recommends screening for?!:
* Aged 65 years or older
* With cognitive impairment, dementia, or history of

delirium

* With severe illness
» Undergoing surgery, especially hip fracture surgery

* A formal cognitive assessment and history of acute onset of
symptoms are necessary for diagnosis?.

* In patients who were delirious at the time of post-acute care
admission, persistent delirium was a significant independent
predictor of 1-year mortality3.

Objectives:

* Evaluate adherence to the trust guidelines, mandating delirium screening
within 24 hours of admission using structured tools such as the Confusion
Assessment Method (CAM) or the 4AT.

» Identify barriers to effective screening and propose actionable strategies
to enhance adherence.

Methodology:

* Three cycles were carried out.

Conclusions:
* Delirium screening improved but remains

¢ Clinical notes of 31 patients with suboptimal.
delirium were reviewed in 1%t cycle,  Critical diagnostic investigations often
31in 2" cycle and 60 were missed.

reviewed in 3 cycle.
* Data was collected retrospectively.

* Early screening can reduce mortality,
hospital stays, and cognitive decline.
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Recommendations:

References:
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* Education — Regular training on 4AT/CAM.
* EHR Integration — Automate prompts for screening.
* Teamwork — Encourage multidisciplinary collaboration.

* Regular Audits — Reassess and refine strategy every 6 months.

1. National Institute for Health and Care Excellence (NICE). Delirium: Diagnosis, Prevention, and Management. NICE guideline CG103, 2010.
2. Inouye, S.K., et al. (2014). Delirium in elderly people. The Lancet, 383(9920), 911-922.
3. Kiely, D.K., et al. (2009). Persistent delirium predicts greater mortality. Journal of the American Geriatrics Society, 57(1), 55—61.




Phantom Tumor — Inflammatory Pseudotumour of the Liver.

Royal College Jesheen Mann — Clinical Fellow, George Eliot Hospital NHS Trust
Akash Shukla — Head of Department, Hepatology, H.N Reliance Hospital
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2. Reliance

Foundation Hospital

Introduction

A rare benign lesion characterised by chronic infiltration of inflammatory
cells & an area of fibrosis that closely mimics a malignant tumour.
Inflammatory Pseudotumour (IPT) most commonly occur in the lungs.
Other locations include CNS, Kidneys, Ovaries and Liver.

Case

A 60-year-old female, with no relevant past medical history presented
with intermittent fever, vague abdominal pain, and malaise.

Tests revealed hyperbilirubinemia, leucocytosis and raised liver
enzymes & inflammatory markers.
Ultrasound & CECT showed a hypodense hepatic lesion with septations,

initially suspected as a liver abscess.
Despite empirical antibiotics, the lesion persisted and progressed.
CA 19-9 levels were elevated raising suspicion for malignancy.

Further evaluation with MRI demonstrated a targetoid enhancing
lesion, prompting a CT-guided biopsy.

Histopathology confirmed a diagnosis of inflammatory pseudotumour
with xanthogranulomatous inflammation.

The patient was managed conservatively with corticosteroids.
Follow-up imaging at 6 months showed gradual regression of the lesion.

Discussion

» |PTs are mistaken for malignancies due to their imaging findings & nonspecific presentation.

« They typically appear as hypoechoic lesions with heterogeneous enhancement on CT and MRI.

» The definitive diagnosis relies on histopathology which reveals mixed inflammatory infiltrates,
fibrosis and foamy macrophages characteristic of xanthogranulomatous inflammation.

Conclusion

* Hepatic IPTs are a diagnostic challenge which can closely mimic malignancies.

» They have potential for spontaneous regression and respond to corticosteroids.

+ Radiologically guided liver biopsy is recommended in such cases to prevent unindicated hepatic
resection.

References 1. Balabaud C et al. Inflammatory pseudotumor of the liver: a rare but distinct tumor-like lesion. Gastroenterol Hepatol (N Y). 2012 Sep;8(9):633-4.
2. Zhao J et al. Hepatic Inflammatory Pseudotumor: An Important Differential Diagnosis in Patients With a History of Previous Biliary Procedures. ACG Case Rep J. 2019 Feb 13;6(1):e00015.
3. Rosa B et al. Ghost tumor: an inflammatory pseudotumor of the liver. Gastroenterol Hepatol (N Y). 2012 Sep;8(9):630-3.



An expedited cardiology
investigation service helps to
bridge the gap between
emergency and outpatient care

Jun Yu Chen, Hibba Saeed, Jemimah Joseph, Mostafa Sallam, Joe Bradley and Vinay Reddy-Kolanu
Queen Elizabeth Hospital Birmingham, University Hospitals Birmingham NHS Foundation Trust, Birmingham, UK

Key concept: Expedited ambulatory ECG and
echocardiogram investigations bridge the gap in

cardiology care, improving diagnosis and

Background
[

Cardiovascular diseases account for 25% of deaths in the UK[1]. Delays in diagnostics
and management may negatively impact on patient outcomes.

Same day emergency care provides a flexible management service for
ambulatory patients with acute and stable presentations that do not require
admission. However, patients often face prolonged outpatient waiting lists
despite potentially higher clinical needs for earlier intervention.

To address this gap within cardiology diagnostics, we implemented a novel

expedited cardiology investigation service in SDEC in a major tertiary hospital.

Objectives
To investigate whether an expedited cardiology investigation service leads to timely
investigation and improved patient outcomes.

Methods
* In February 2024, an expedited cardiology investigation service was introduced,

offering five echocardiography and three ambulatory electrocardiography (ECG)

slots, three times a week.
» Allinvestigations were performed by a Band 8 cardiac physiologist.

« Aretrospective analysis was conducted on all patients referred between February and

March 2024.

1) Time to investigation

2) Non-attendance rates

3) Significant findings

4) Subsequent management

Results

Variables All patients
Female 78 (54.2)

Sex, n (%)
Male 66 (45.8)
Afro-Caribbean |7 (4.9)

Ethnicity, n (%) |Asian 42 (29.2)
Caucasian 89 (61.8)
Not known 6 (4.2)

Age, median

y 57.0 [36.5,71.0
[QLQ3] [ ]

3

Number of Patients
a
3

20

Figure 2: Attendance by procedure.

Figure 1: Baseline table.

144 patients: 74 had echocardiograms, 42 had ambulatory ECGs, 28 had both
179 booking slots: 106 echocardiograms and 73 ambulatory ECGs
Most ambulatory ECGs were 24-hour recordings

Patients waited a median of 6 (4-8) days. Echocardiograms had a shorter median
waiting time (5 (4—7) days) compared to ambulatory ECGs (6 (4—8) days)
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Figure 3: Proportion of significant findings by procedure type.

» Non-attendance rates:
o Ambulatory ECG — 21.9% (16/73)
o Echocardiogram — 10.4% (11/106)

Proportion of significant findings:
o Ambulatory ECG — 22.8% (13/57)

Admitted?

s

* Admission rates:
o Ambulatory ECG — 1 patient
o Echocardiogram — 7 patients

Ambulatory ECG
Pracedure Group

Figure 4: Admission rates by procedure.
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Figure 5: Outcomes in patients with significant findings by procedure.

Cardiology investigations resulted in 22 changes: 5 hospital admissions, 11 specialist
referrals, 4 new prescriptions, and 2 additional tests, demonstrating meaningful
downstream clinical actions.

In March 2024, 30.9% of NHS patients waited over 6 weeks for an echocardiogram,
despite a 6-week operational standard[2,3].

Median wait time was under 4 weeks, but delays persist.
Our expedited service significantly reduced waiting times.

Non-attendance wastes clinical resources, underscoring the need for improved patient
engagement.

We enabled earlier management for 22 patients with confirmed significant disease.

Patients without significant findings were safely discharged with appropriate safety
netting, avoiding unnecessary admissions.

This service supports rapid, outpatient-based diagnostics and enables ambulatory
management for cardiology patients.

This has also been demonstrated in an emergency department in the UK[4].

Conclusions

* An expedited cardiology investigation service bridges emergency and
outpatient care, improving patient flow.

« |t facilitates safe discharge and early detection of cardiac pathology.

* A dedicated cardiac physiologist

 Future directions include referral from inpatient wards and general practitioners.
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Exceptional Outcome: Relapsed EATL (Enteropathy-Associated T-Cell Lymphoma CD30 Positive)

Treated with Brentuximab Vedotin Alone, Improving Weight and Albumin in RCD Type Il

Kainat Memon', Cathy Burton?

Department of Haematology, Leeds Teaching Hospitals

Introduction

-Enteropathy-associated T-cell lymphoma (EATL) is a rare, aggressive
lymphoma linked to type Il refractory coeliac disease (RCD Il). EATL has a
very poor prognosis with median survival of 7 month and 5-year survival
in the RCD Il group was only 8% after developing EATL, With 79%
relapsing within 1 to 60 months of diagnosis. Malnutrition is central in
the poor prognosis of RCD II.

BV is an anti antibody-drug-conjugate directed against CD30 antigen ,
used in treatment of Anaplastic Large cell Lymphoma.

Case Description

-2017: A 44-year-old male was diagnosed with type Il refractory coeliac
disease (RCD Il) and treated with 3 cycles of Cladribine. He showed a partial
response, but clonal T-cell receptor (TCR) rearrangement persisted.

-2019: Presented with worsening diarrhoea, falling albumin, and suspected
progression to EATL. CT and biopsy confirmed CD30-positive EATL
involving the jejunum and mesenteric lymph nodes.

-Initiated treatment with BV-CHP (based on the ECHELON-2 trial), but it
was poorly tolerated and switched to Brentuximab Vedotin monotherapy
for the final 2 cycles.

-2022: End-of-treatment CT showed no evidence of lymphoma, but
persistent bowel wall thickening remained.

-2024: Patient relapsed with abdominal pain, diarrhoea, and weight loss.
Retreated with BV monotherapy (16 cycles from January to September

2024)
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Conclusion

-Following retreatment with Brentuximab Vedotin
monotherapy, Gastrointestinal symptoms resolved,
indicating clinical remission of relapsed CD30+ EATL.

He had an excellent clinical response as demonstrated in
the graph.

-The patient’s nutritional status improved, contributing to
his survival with a better quality of life, despite the poor
prognosis typically associated with relapsed EATL.

Weight and Albumin Over Time
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Brentuximab started on January 2024 and completed 16
cycles in September 2024. Graph showing significant
improvement in albumin level and weight.

Discussion

-Brentuximab Vedotin (BV) monotherapy
resulted in exceptional remission in a patient
with relapsed CD30-positive EATL, a rare
lymphoma with a historically poor prognosis.

-The patient’s marked improvements in weight
and albumin played important role in survival.

-Although there are no standardised treatment
protocol for this rare disease, this case illustrate
an area of research and novel treatment
delivery including the role of BV in managing
Relapsed EATL.
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Assessing the suitability of ChatGPT and DeepSeek Al for patient education on common
rheumatological disorder

Amruth Akhil Alluri 1, Kalyan Kumar Reddy Annapureddy?, Zakiya Munawara Ayub Khan?, Krithika Venkatasubramanian3, Maira Jalil4, Gayathri Dantu?®

Background - Resus Discussions and_Limitations

Systemic  lupus  erythematosus,  systemic  sclerosis  and
Dermatomyositis are common rheumatological conditions requiring
effective patient education to improve understanding, treatment
adherence, and outcomes. Al tools like ChatGPT and DeepSeek offer
personalized, accessible, and interactive educational support. They
enhance patient engagement, promote shared decision-making, and
improve health literacy. ChatGPT aids in simplifying complex medical
terms and offering real-time responses, while DeepSeek supports
reasoning-based guidance. Despite these benefits, Al may spread
misinformation and faces accessibility challenges due to the digital
divide. Hence, human oversight remains essential. Al shows promise
as a supplementary tool in rheumatology patient care.

Research Objectives

To assess and compare ChatGPT and DeepSeek Al's effectiveness in
generating understandable, accurate, and reliable patient education
guide for three rheumatological conditions: Systemic Lupus
Erythematosus, Systemic Sclerosis, and Dermatomyositis.

ChatGPT 4.0 and DeepSeek Al were asked to write a patient education
guide for " Systemic Lupus Erythematosus”, " Systemic sclerosis,"
and " Dermatomyositis”. These materials were assessed using
validated readability scores (Flesch-Kincaid). grade level, ease score),
linguistic complexity analysis (average syllables per word, words per
sentence), and similarity metrics to standard rheumatological
resources. Finally, the reliability was rated using " discern score, a
structured evaluation framework formed on the basis of evidence-
based guidelines from the British Society of Rheumatology and the
American College of Rheumatology.
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Graph 1 Shows: . ChatGpt - DeepSeek Al

SLE- Systemic lupus erythematosus, SS- systemic sclerosis
DM- Dermatomyositis

P values
Grade level- 0.193 Similarity Percent- 0.481
Ease Score- 0.097 Reliability Score- 0.742

The study shows there is no significant difference between ChatGPT and
DeepSeek Al for patient education on common rheumatological disorders.

DM

«Comparable Al Performance: ChatGPT and DeepSeek Al
showed no significant differences in word count, readability
scores, grade level, similarity percentage, or reliability
(DISCERN) scores.

*Room for Improved Readability: Both tools produced
content above the recommended reading level for patient
education, suggesting a need for simpler, more accessible
language.

*Plagiarism Concerns: Similarity scores were relatively high
(46.13% for ChatGPT, 36.43% for DeepSeek Al), highlighting
the importance of plagiarism checks for Al-generated materials.
*Moderate Reliability: Modified DISCERN scores (3.33 vs.
3.67) indicated moderate reliability, reinforcing the need for
expert oversight to ensure clinical accuracy.

+Study Limitations: Limited to two Al tools, three
rheumatological conditions, and an older version of
ChatGPT—suggesting the need for broader, updated research

1.Future research should include a broader range of Al platforms

to establish comprehensive conclusions regarding their suitability

in patient education.

2.The study evaluated only three specific rheumatological
disorders, necessitating broader analyses encompassing diverse
diseases to better understand the general applicability of these Al
tools



The Integrated Respiratory Physician Associate fellowship:
improving respiratory patient outcomes across primary care and secondary care

Introduction

The Integrated Respiratory Physician Associate (PA) Fellowship
aimed to improve asthma and COPD care by bridging primary and
secondary services. Based at The Willows Practice and Primary
Care Network (PCN), this pilot fellowship introduced a cross-
system PA role to support disease management. Monthly
multidisciplinary (MDT) meetings, with a consultant, nurse, GP,
and PA, were held to optimise treatment, enable timely
interventions, and reduce avoidable secondary care referrals.

Aims & Objectives

1. Demonstrate the value and impact of a cross-systems PA role,
in improving respiratory care.

2. Improve coordination between primary and secondary care
through structured integrated MDTs.

3. Enhance asthma and COPD outcomes via:

- Annual patient reviews

- Medication compliance assessments

- Increased referrals to pulmonary rehab and smoking

cessation services

Methods

Over nine months, the PA reviewed 382 asthma and COPD
patients across ~100 clinics. Data collected included appointment
type, Asthma Control Test (ACT) score or Medical Research
Council (MRC) dyspnoea score, referrals, medication changes, and
MDT discussions. 34 patients were reviewed in seven monthly
MDTs, with outcomes tracked.

Kavita Desai PA-R, Dina Bateman PA-R
Supervised by Dr Onyeka Umerah, Dr Shamsa Naveed & Professor Fahad Rizvi

Results

Figure 1: Pie chart showing percentage of patients reviewed by
appointment type in primary care.
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Figure 2: Bar chart showing number of patients per MDT
outcome
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Conclusion

Of the 34 patients discussed in the integrated respiratory MDTs, 8
had incorrect diagnoses removed and 15 were referred for
further investigations. Long-term integration of a Physician
Associate (PA) in respiratory care has the potential to reduce
secondary care referrals and support PCNs in meeting annual
Quality and Outcomes Framework (QOF) targets. Key benefits
include improved coordination between primary and secondary
care, optimised treatment management, and enhanced education
and knowledge-sharing within primary care teams.

Discussion

Feedback from a post-fellowship colleague questionnaire
indicated significant improvements in asthma and COPD
outcomes due to the PA role. The PA contributed to better care
coordination, more effective management plans, and improved
patient follow-up. Identified challenges such as limited awareness
of the PA role, continuity of care issues, and clinic booking
difficulties can be addressed through continued role
development, clearer pathways, and team integration.

Future scope of work

To better assess the impact of the integrated PA role, further data
collection is needed, including validated patient outcome
measures. Tracking emergency department admissions and
exacerbation rates will also provide insights into healthcare
resource utilisation and long-term patient outcomes.



Audit of Immunoglobulin Monitoring and Hypogammaglobulinaemia After B-Cell Targeted Therapy
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Secondary hypogammaglobulinaemia is an under-recognised complication of B-cell
targeted therapies (BCTT) in autoimmune diseases (AID) and haematological malignancy.

1) To describe IgG monitoring and [oRT in our paediatric

Pharmacy records were screened for patients, aged 0-18 years, receiving
BCTT at Sidra Medicine between 2016-24. Frequency and results of IgG
testing were extracted and audited against monitoring guidance.

In 2019, UK recommendations were published for hypogammaslobulinaemia in BCTT!,
while in 2022 the American Academy of Allergy, Asthma, and Immunology? (AAAAT)
produced guidance. Both publications recommend baseline immunoglobulin G (IgG)
measurements, regular post-BCTT IgG monitoring; and describe indications for Ig
replacement therapy (IgRT). There is high regional prevalence of primary
immunodeficiency disorders (PID) due to consanguinity and large family sizes.

cohort receiving BCTT.

guidance.

2) To audit practice agamst 2019 UK and 2022 AAAAT

Hypogammaglobulinaemia was defined as IgG below the lower limit of age-
related reference range. Values of IgG and prevalence of
hypogammaglobulinaemia were recorded at baseline and during follow-up.

Use and indications for IgRT were assessed.

Fioure 1. Sankev Diagram of Pre- and Post BCTT

Pre-Treatment M Ponit-Praatment

96 patients (49 male, 47 female); median age 10 years (range 0.5-17 years).
Pre-BCTT measurements available in 89.6%.

Baseline IgG low in 22 1%.

Post-BCTT measurements available in 78.1%.

Range of follow up between 1-14 timepoints over 1-72 months.

Adherence to guidance varied between specialties, highest in Rheumatology.
IgRT given mn 5 patients, of which 3 noted to have underlying PID, rather than
secondary immunodeficiency alone. All were in Haematology-Oncology.

Table 1. Demographic and Immunological Characteristics of Patients
~ Nephrology Rheumatology  MNeurology = Oncology
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1) Protocol-driven approach to standardise IgG testing across specialties.

2) Automation of IgG monitoring through inclusion in a combined Pharmacy-Pathology
BCTT order set.

3) Clinical Immunology review if persistent hypogammaglobulinaemia or severe
infections, for management of IgRT and evaluation for underlying PID.

Overall, baseline IgG measurements followed guidance more strictly than follow-up.
Baseline and follow-up timepoints are clinically important to unmask underlying disorders,
and to identify BCTT-related hypogammaglobulinaemia and PID. Variation in IgG
monitoring and IgRT use between specialties indicates a pressing need for standardisation.

"Wijetilleka S, Jayne DR, Mukhtyar C,..._ . Karim MY. Recommendations for the
management of secondary hypogammaglobulinemia due to B-cell targeted therapies in
autormmune rheumatic diseases. Rheumatology (Oxford) 2019;58:889-896

2Otani IM, Lehman HE, Jongco AM, ........Barmettler $. Practical gmidance for the
diagnosis and management of secondary hypogammaglobulinermia: A Work Group Report
of the AAAAT Pri Immunodeficiency and Altered Immune Response Commuttees. J

Allergy Clin Immunol. 2022 May;149(5):1525-1560

Mohammed Yousuf Karim | mkarim@sidra org




Case report: Hyponatremia in Wolfram Syndrome

Dr Khadijah Tukur (Lead author), Internal Medicine Trainee Year 1

Dr Zakari Sani (Co-author ), Internal Medicine Trainee year 1

Nottingham University Teaching Hospital.

Results and Discussion

Sodium Levels Over Time

Introduction Materials and Methods

Wolfram Syndrome (DIDMOAD) is a rare
autosomal recessive neurodegenerative
disorder involving diabetes insipidus,
diabetes mellitus, optic atrophy, and
deafness. It may include cognitive and
psychiatric symptoms.

¢ Prevalence: ~1in 770,000 in the UK
e Carrier frequency: ~1 in 354 (UK), up
to 1in 100 (Europe/US)

This report highlights presentation of
hyponatremia in Wolfram Syndrome.

¢29-year-old female presented with seizure and
reduced consciousness.

eMedical history: Wolfram syndrome, premature
ovarian failure, gluten sensitivity, OCD.

*Medications: Desmopressin, HRT, Tresiba, closed-loop
insulin pump.

*Recent issues: Ear infection, poor oral intake,
headaches; treated with ear drops

*ED findings: Sodium 120 mmol/L, glucose 6.8 mmol/L,
normal CT and inflammatory markers.

elnitial management: Hypertonic saline for
hyponatremia; desmopressin withheld.

eComplication: Developed DKA during admission.

Inpatient management:

Both DKA and hyponatremia managed concurrently
with insulin, IV fluids, titration of desmopressin based
on sodium levels and strict fluid balance

Hyponatremia is a common clinical
problem in patients with Wolfram
syndrome that requires careful

management as most patients have
concurrent diabetes mellitus and bladder
dysfunction3.

Arginine Vasopressin Deficiency — a
component of Wolfram syndrome, leads
to polyuria. This is managed with
desmopressin, which is an analogue of
ADH. When administered, patients will
have unsustainable ADH activity leading
to inability to excrete excess water
normally. This would lead to fluctuations
in sodium levels, hence serum sodium
levels need to be measured after 1-2 days
and when levels have stabilized then
measured once or twice yearly. Dose
titration of desmopressin is thus crucial
and requires input from endocrinologists.
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Conclusion

Hyponatremia can complicate diabetes insipidus
management in Wolfram syndrome, especially with
desmopressin treatment

Proper dose titration, fluid management, endocrinology
input, and patient education are essential for effective
management.
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nderstanding health inequalities: how does socioeconomic deprivation impact on mortality for interstitial lung disease-

related hospital admissions?
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Background Main research question Postcodes converted to 2019 English Indices of

Interstitial lung diseases (ILDs) are group of disorders affecting the lung tissue,

causing inflammation and/or scarring.

ILDs have an unpredictable disease course and patients live with significant unmet

needs.!*

Are frequently admitted to hospital due to respiratory decompensation: termed

an interstitial-lung diseasze related admizsion. |2

Higher socioeconomic deprivation has been associated with reduced survival in a

national UK ILD database.!®
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Methods
Multi-Centre Retrospective Cohort Study
from real-world dataset in the North West
of England
Inclusion criteria:
Adult 218 years old
Primary admission |CD-10 codes
for ILD
between 01.01.2017 and
31.12.2015

Data obtained from:
Coding
Medical records review

Primary outcome:
Days from start of hospital
admission to death

What is the mortality associated with interstitial lung disease-related

admissions?

M
'

A

Secondary research gquestion

What is the impact of sociceconomic deprivation on mortality outcomes

of interstitial lung disease-related admissions?

vy
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A

Deprivation Deciles {DDs) were used to determine
sociceconomic deprivation status.

Decile 1 = most deprived
Decile 10 = least deprived

Grouped into quintiles for analysis
[5*h quintile representing DDz 1 and 2, the most

deprived) _./
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b |

g from DDs 3 and 10,

Results

of admissions were

gy fromDDs 1land 2,

" the mast deprived

of admissions were

" the least deprived

Fomioiome b i

v, overall inpatient all
cause mortality

beamian o g e e s sl

. owerall 30-day all Summ ary ressfis from Tigars 12

Primary cartcoame: Kaplan Maler sunsival analysis of mortality following
ILD-related hospital admission, comparing deprivation quistiles.

o walpui. saampas ey s L g s e o s 3 e
- e e :

\

cause mortality Fanh gl

b Jiks miaet Seprived | masn vkl 652 days [#5%
@ qubaie (e et wel | s kel 40D dagn [55%

(==~ B RP P ]
[=BEEELHL

Eifarencs in srdss | soross groups: g e LIGL

Savondary oatcome: multivariate cox regression analyss reported
as hazard ratios of all-cause Inpatient mortality

ERERGENR

PHEEEE

Samimary reuits from figurs

Shatiatically ug et snncinti
e ooy U |HE 2. vam

w it I patieni
vd maperie

riwiity: Pra-admission laog
i an AT (W8 150 |

Depriution decbanfad o WR of 1 agpeating fowsr deprisation wa
#kth Iscomaned roria by risk - Fartcil 8 rumet sakttice sigrificarce

_/

Interstitial lung disease-related admissions are associated with universally high mortality.

In this study, higher socioeconomic deprivation was not associated with increased risk of mortality from acute interstitial

lung disease-related admissions. Larger scale studies from more populations are required to validate these results.

i Saarkard, Ha
awsisTsat 2l tha knasct of welal depriation, dit
warwival i ilapathic pakraasry Abnmi

References

pthic pakmararny Sbrous JFFL PLoS Ore
briaryel-22

iwr kL o st
g1 of ramoradiien
P 1 P o
oda M, Clark AE, Asr

of paisain wiik
DR L1, Th]

———— v ic dlagaceis on
Feuplr bed fiarnat]. 2024 Jar 137107612
4. UK Gassirarsnt. Engl b incbices of depriastion [Inisrasi] 13

HIHR Tor the protsched ressrch s s ety collasgs s who ssdissd is

Intsresind in e Snel el or collsboryting? Dol me wis the OE cods. i

Acknowledgements and Contact Details
Thank pea io tha Rorihers Cars Allnce for sgonuring e tudy, te

tists collsction {n kil thiyresasich project.

Lancaster Ez3
University © ¢

NHS

Northern Care Alliance
MNHS Group
[Funpio o |

NIHR

Mational Institute for
Health and Care Research




Evaluating the impaCt Of implementing additional I:‘:\:_H:::::L:nniis,ElizabefhC{ark,EmmaTuckandDebomhMuyne
hours of Frailty Services in the Emergency Department 5

South Tyneside and Sunderland
NHS Foundation Trust

INTRODUCTION KEY FINDINGS
Due t.o .the. in.creasingly frail nature of :che g(?neral.population, garly id?ntificat.ior.i and 1. Asignificantincrease in the number of CGAs 2. Asignificant reduction in length of stay for those
multidisciplinary management of frail patients in acute care is a national priority: - performed during additional operational hours admitted <7 days with a CGA compared to those
Frailty services operate across the UK to provide these services at the earliest (p<0.05) without (P=0.04).

opportunity in admission. The aim was to quantify the impact of frailty services in

OAC NS

Sunderland Royal Hospital have a dedicated frailty service who operate daily 08:00-20:00

on the Emergency Assessment Unit (EAU) and Emergency Department (ED) January 2024 January 2025 Lengthofstay (6ays)
* They initiate Comprehensive Geriatric Assessments (CGA) for patients =65 years with a 3. Asignificant increase in the number of 4. Asignificantincrease in the number of

clinical frailty score =5 patients discharged directly from ED (35.2% admissions direct to elderly care wards (p<0.01),
* Mornings are dedicated to reviewing overnight admissions to EAU which often results in vs 42.4%, P=0.02) bypassing EAU.

delays to CGAs in ED on arrival to hospital.
* The pilotinvolved additional frailty presence in ED 08:00-12:00, alongside the existing EAU January 2024 _

presence from December 2024-February 2025
METHODOLOGY -

. . a 10 20 30 40 50
A trust-based database was used to collect retrospective data in the months of January 2024 3 discharges direct from ED
and January 2025 for comparative analysis CONCLUSIONS January 2024 January 2025
All patients attending ED in January
2024 and January 2025 were identified Access to frailty services in  Additional ED frailty presence Initiation of.u .
ED has been proventfo  enabled significantly more comprehensive Further investment
Patients 265 years vyith CFS>5 were bosttivaly Impdok patisnt QGM to take pEcce. > geriatric assessment into the expansion of
identified silfcomes by dllowing leading to a reduction in the on arrival to hospital acute frailty
‘ access to numberof adwmissonsiond| |1 o improve hospital services will improve
3 5 : X 5 earlier access to o )
Screenlr;g_ to I|E r:)cg.lde only thf)se E;tlents comprehensive geriatric apeciolised core for fril efficiency by the quality of care to
attending etween 08:00-12:00 GSstsmeﬂ* at fhe individuals requiring improving patient frail individuals
earliest opportunity adm saon ow
Patient outcomes were individually Patients who had already been identified for
reviewed * dr::::grg: :; i:;:\:h;::;::;ywu?:rl:;(ec:_lzt;r Refgrences: 1. NHS England. The NHS long term plan. Version 1.2. NHS England; 2019. p. 22-24. Available from: https://www.longtermplan.nhs.uk/wp-content/uploads/2019/08/nhs-long-term-plan-
version-1.2.pdf 2. NHS England. FRAIL strategy [Internet]. NHS England; 2024 [cited 2025 Mar 22]. Available from: https://www.england.nhs.uk/long- read/frail-strategy/ 3. Getting It Right First Time

(GIRFT). Geriatric medicine report. NHS England; 2021. p. 41-43. Available from: https://gettingitrightfirsttime.co.uk/wp-content/uploads/2021/09/Geriatric-Medicine-Sept21h.pdf
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Is National Early Warning Score (NEWS) effective in elderly populations with acute illnesses?

Luke Oakes, Ella Riley, Radhiya Bakth, Amna Riaz, David Goldsmith, Zahra Nejad, Sarah Md Faud, Vibhor Barve, Kausik Chatterjee

The Countess of Chester Hospital NHS Foundation Trust

The National Early Warning Score (NEWS), introduced by the
Royal College of Physicians in 2012, is widely used across the
NHS to monitor patient deterioration using six vital signs.

* It stratifies patients into risk categories (low, medium, high) to
guide escalation, with NICE recommending an urgent doctor
review for NEWS =5, or a score of 3 in any parameter (MIB205).

* The effectiveness of NEWS in elderly patients (>65 years),
especially in rehabilitation settings, remains under-investigated.

* This project evaluated both compliance with NEWS protocols

and assessed the appropriateness of escalation thresholds

for older adults.

ROC Curve for Gradient Boosting, Random Forest,
and Logistic Regression\

1.0

————
———

True Positive Rate

. = Gradient Boosting (AUC = 0.78)
7 == = Random Forest (AUC = 0.75)

Logistic Regression (AUC = 0.49)
- Chance (AUC = 0.50)

0.4 0.6 0.8

0.2 1.0
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This retrospective audit included elderly patients transferred
from a District General Hospital (DGH) to a nearby
Rehabilitation Unit.
Data were collected from Cerner electronic health records (Nov
23 - Sept 24), including demographics, NEWS values, escalation
actions, staff responses, length of stay, and outcomes.
Escalation actions were categorised:
o For nurses: Monitoring, Minor intervention, Escalation
o Fordoctors: No action, Monitoring, Minor
intervention, Referral to another specialty
Statistical analyses (Kendall’s tau-B, Chi-square, logistic
regression) were used to explore associations with frailty
scores and other patient characteristics.

Feature Importance Across Models
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Figure 1: ROC curves comparing the performance of gradient
boosting, random forest, and logistic regression models in

predicting escalation from patient characteristics and NEWS
parameters. Gradient boosting performed best overall.

Figure 2: Relative percentage contributions to gradient boosting,
random forest, and logistic regression models. Age is a key
contributor across all models, while frailty and SpO, had greater

influence in logistic regression.

Countess of Chester Hospital m

NHS Foundation Trust

11,871 NEWS alerts were studied across a cohort of 94
patients (mean age 84 + 7 years). Alerts peaked at 10-20 days
post-admission, suggesting delayed recognition of
deterioration. 73% of patients were discharged, 23% were
transferred to care facilities, 3% died in hospital.

* Nurses responded with continued monitoring (59%), minor
interventions (9%), or escalation to medical teams including
Critical Care Outreach (32%).

* Nurse escalation correlated with higher frailty (scores 6-

7;p <0.001), while physician responses were delayed and not
frailty-dependent (p > 0.05).

* NEWS thresholds showed moderate sensitivity (73-87%)
but low specificity (37-48%).

* Machine learning models identify age, oxygen saturation,
respiratory rate, and temperature as key predictors.

* Incorporating frailty may enhance predictive accuracy of nurse

escalation (Fig 1 & 2).

Current NEWS protocols may be unsuitable for frail
elderly patients, with delayed escalation and inconsistent
interprofessional responses.

* Low specificity and nurse-physician
disconnection necessitate revised thresholds and clearer
communication pathways.

* Incorporating frailty scores and machine learning may
enhance risk prediction and guide timely, appropriate
intervention.

* Furtherresearch could validate frailty-adjusted NEWS

models to improve patient outcomes.

Disclosures: None

Contact: Luke Oakes (luke.oakes4@nhs.net)




Development of an algorithm to improve on the National Early Warning Score 2 (NEWS2) system’s accuracy
in predicting critical outcomes using additional patient data and amendments to the scoring process

Background

NEWS2 is a widely used tool with evidence
showing that using it is effective at
reducing inpatient mortality, facilitating
team communication and improving
outcomes from acute deterioration

MEWS2

But.. NEWS2 has limited positive and
negative predictive accuracy beyond
24 hours.

NEWS was created with limited data
from older adults

Since 2017, there is far greater use of
digital technology for healthcare
delivery, so we feel its time to look
again at NEWS ...

Lynsey Threlfall, Edward Meinert, Cen Cong, Madison Milne-lves, Chris Plummer.

What are we
aiming to do?

Use machine learning to create an
algorithm to improve on the
predictive accuracy of NEWS2

We will use routinely collected physiological
observation data and additional variables to
develop an algorithm to predict the risk of
key clinical outcomes including mortality, ITU
admission, sepsis and cardiac arrest. This
will be used to generate a proof of concept
for a modified early warning score system

We have collected

8 years of retrospect.ive | [INHS|
(2017-2024) anonymised  REEE TN
patient data from the bty
Newcastle upon Tyne

Hospitals NHS Foundation

Trust
People who have opted
000 out of the use of their
de-identified data for
0110 §0] ® research either locally or

nationally, children (age
olle <16 years old) and
maternity admissions
were excluded
The deidentified data set comprises:

192,047 patients
380,198 admissions

9,800,775 observation records

This will be divided into training and testing subsets

Newcastle
University

By summer 2025 we will have created a
new tool trained and tested on
Newcastle upon Tvne Hospital data sets

' WE NEED YOU

To be of national and international importance, we
need to test this algorithm in other NHS trusts.
Please scan the QR code below to get in touch if
you are interested in collaborating

FUNDED BY

NIHR ES:Z?QE?:S&“:?F"‘"



Improving the understanding and interpretation of myeloma screening among resident doctors and physician

Introduction

Myeloma, the second most common
blood cancer in the UK, often
presents with vague symptoms.

We observed uncertainty among
resident doctors and physician
associates regarding which tests to
include in a myeloma screen and
how to interpret them. This led to
unnecessary specialist referrals.

Materials and methods

An online survey was distributed to
doctors and physician associates.
They were asked to select tests for a
myeloma screen and rate their
confidence in interpreting results.
Standards were based on the British
Society of Haematology
recommendations.

associates: A quality improvement project

Mahmoud Gouda , Hannah Hunter

Results

A total of 34 responses to the survey were collected. Our results revealed significant
variability in the participants’ understanding of which tests should be requested for a
myeloma screen. The results also revealed a lack of confidence among participants in
interpreting myeloma screen results. Specifically, 16 out of 34 (47.1%) participants rated
their confidence as 3/5, while 8 out of 34 (23.5%) rated their confidence as low, scoring
1/5.

Which tests would you request if you are asked to do a myeloma screening for your patient (Please

select all that apply including the basic tests)
34 responses

FBC

CRP

Urea & creatinine
Serum electrophoresis
Calcium
Immunoglobulins

Urine Bence Jones protein
CT TAP

Serum free light chains
Skeletal survey

ANA

ANCA

LFTs

C3 and C4

17 (50%)
24 (70.6%)

11 (32.4%)

11 (32.4%)
6 (17.6%)

o 10 20 30

Figure 1: First question of the online survey

How confident are you at interpreting results of myeloma screening?
34 responses

20

15 16 (47.1%)

10
8 (23.5%)

4 (11.8%) 4 (11.8%)

1 2 3 4

Figure 2: Second question of the online survey

30 (88.2%)
28 (82.4%)

29 (85.3%)

27 (79.4%)

32 (94.1%)

30 (88.2%)

40

2 (5.9%)

N

NS |

University Hospitals

Plyvymouth
NHS Trust

[Conclusion \

Our findings revealed that resident doctors
and physician associates often lack
knowledge about the correct tests for a
myeloma screen, leading to unnecessary
testing and referrals.

To address this, two teaching sessions were
held, an accurate electronic order set was
introduced, and a new hospital protocol
was developed to guide appropriate test
ordering and interpretation.

- J
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Improving patients’ understanding about pleural effusion management options

Maimuna Adamu?; Tammy Greenway?; Jennifer Nixon?

1Shrewsbury and Telford Hospital NHS Trust

NHS

The Shrewsbury and

Telford Hospital
NHS Trust

introduction - methos W Reus

Various treatment options are available for * Design : Quality improvement project conducted in 2 cycles using the Plan-Do-Study-Act (PDSA) methodology.
managing recurrent pleural effusions, each with * Sample/Population: Patients attending weekly outpatient pleural list within a 3-month period, who already had a
its merits: diagnosis of MPE or if the clinical details (history, examination or imaging) were highly suggestive of MPE.
a) symptomatic control with medication; * Cycle 1: A telephone-based questionnaire was administered, assessing how much patients understood and retained
b) ambulatory repeated pleural aspiration; information about the different options for pleural effusion management.
c) in-patient chest drain and talc pleurodesis; * Intervention: Designed a patient information leaflet about pleural effusion management options (figure 1), with input
d) home-based indwelling pleural catheter. from the health literacy team. Once approved, the leaflet was given to clinically appropriate patients attending the
* British Thoracic Society (BTS) guidelines pleural list.
recommend that for malignant pleural * Cycle 2: The same questionnaire was repeated after the leaflet had been in use for 4 months, and pre and post-
effusion (MPE) "decisions on the best intervention results were compared.

treatment modality should be based on

patient choice" . Figure 1: Patient Leaflet Cover messauuy s Figure 2: Patient responses pre and post - intervention

100% 95%
90% 90%

* In our trust this information was given to

Information for Patients 90%

patients in an unstructured verbal context,

85% 85%
N N Pleural Effusion 5%
with variation between each practitioner.
33%

Management o
48%
Objective 38% 38%
0%

60%

50%

Options

40%

Proportion aware of %

30%
The objective of our project was to provide 20%

information about the different pleural effusion 10%

management options in a standardized written 0%

Different methods  Symp ic Rep d Chest drain and Indwelling pleural  Satisfied with
. of managing management with therapeutic pleurodesis catheter information to
format, asa tOOI to help patlents reaCh an recurrent effusion medications aspiration reach decision
informed decision about their preferred option. P 2 oo cycle 1 (pre-intervention) B cyele 2 (post-intervention)
= é:;l;}rlgaus Jur Vision: To provide excellent
‘. R care for the communities we serve

Figure 2 summarizes the findings:

* The intervention significantly
improved patients’ understanding of
pleural effusion management options.

* At baseline, only 48% of patients
surveyed felt that they had enough
information to choose their preferred
management option. This increased to
95% after introducing the patient

information leaflet.

Conclusion

This project demonstrates the benefits of
providing structured, written information
to patients with recurrent pleural effusion
to helped them make informed choices
about their treatment, in alignment with

the British Thoracic Society guidelines.
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() Queen Mary
HYPERTENSIVE PATIENTS WITH GREATER GENETIC RISK RESPOND LESS EFFECTIVELY TO TREATMENT AND

University of London

" Queen Mary University of London, UK 2 5t Bartholomew's & Royal London Hospital, London, UK 2 Imperial College London, UK

ARE MORE LIKELY TO BE TREATMENT RESISTANT

Marianna Danielli'-2, Tatiana Garofalidou’, Ajay Gupta'-2,

Peter Sever?, Patricia Munroe!, Helen Warren'

AIMS & OBJECTIVES DATA FROM ASCOT !
¥ Are BP genetic risk scores (GRS): + 18,342 hypertensive European patients
¥ associated with Resistant-HTN (RHTN)? *+ 5,266 patients with genetic data
¥ influencing BP drug response? + 3,103 RHTN cases (uncontrolled BP; =3 drugs)

# Are those with greatest genetic risk of HTN also
more likely to be:
# resistant to treatment? (tmt)
¥ poorer responders to treatment?

+ 1,518 on rﬂcc:unother.snr.v,-r Beta-Blocker [BB‘,I drugs
+ 1,780 on Calcium-Channel Blockers (CCBs)

vs 3,163 controls (BP<140/30 with =3 drugs) [2]

GENETIC RISK SCORES (GRS)

BP Genome-Wide Association Study (GWAS) in
=1M individuals (incl. N~450k from UK Biobank) [3]
# 2,103 independent BP genetic signals
# included in GRS
#* weighted by BP-specific effect
estimates from UKB-GWAS
GRS constructed on ASCOT patients for systolic
(SBP), diastolic (DBP), pulse pressure (PP)

ANALYSES

RHTN ~ BP-GRS + sex + age + BM| + diabetes +
BBvsCCB + left ventricular hypertrophy +10 PCs
Logistic regression adjusting for known
non-genetic RHTN predictors [2]

ABP response ~ BP-GRS + sex + age + BP-baseline
+ baseline-meds (yes/no) + dose + 10PCs
Trait specific linear regression

RESULTS: RHTN

Lowest | ‘Otect your privac] Highest
20% genetic|oint has blocked aut] 20% genetic
risk group lad of this picture. | fiskgroup

1.24 (1.17-1.30)

6.73 x 10713

b]:1 B 110 (1.05-1.16) 2.86x10* 1.78 x risk

of RHTN

n 1.27 (1.20-1.33) 3.12x107®

Each BP-GRS significantly associated with RHTN

Higher score = greater genetic risk of RHTN (P=6.90x10"")

previous anti-hin tmt
untreated at baseline
SEP Response to BBs vs SBP-baseline

RESULTS: BP DRUG RESPONSE

BP
| sep |

Effect
mean BPA

Q5vsQl

95% CI

ponse (mmHg)

3.79 mmHg (1.67-5.91) 4.9 x 10 :
1.96 mmHg (-0.16-4.09) 0.07
“ 3.94 mmHg (1.76-6.12 ) 4.2 =104

BP-GRS only significantly associated with
BP response to CCBs

Patients with higher baseline BP

CONCLUSIONS: RHTN
Qur results confirm a genetic contribution to RHTN.
BP-GRS is significantly associated with RHTN.
Patients whose HTN is driven more by genetic factors may be the ones who are
more susceptible to being treatment resistant.
# Genetic risk profiling could aid the clinical challenge in management of RHTN patients.
# Results need further validation in other studies.

CONCLUSIONS: BP DRUG RESPONSE

BP-GRS also influence BP drug response to CCB drugs.
Patients with greater genetic risk of high BP respond less effectively to CCB drugs,

» In ASCOT, data suggests that the genetic contributions to BP drug response are drug-
class specific: there may be different genes influencing response to BB drugs instead.

References: " Sever et al, Hypertension (2012);

Gupta et al, Hypertension (201

G} Keaton et al, Maf. Genet (2024)
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Effects of hormone replacement therapy (HRT) in midlife women with type 2 diabetes: a retrospective cohort study
Matthew Anson!2, Angela Paisley?, Rupinder Kochhar?, Uazman Alam?!, Annice Mukherjee*®

(1) Diabetes & Endocrinology Research, Institute of Life Course and Medical Sciences, University of Liverpool and Liverpool University Hospital NHS Foundation Trust (2) Division of Diabetes, Endocrinology and Gastroenterology, Faculty of

Biology, Medicine and Health, University of Manchester (3) Department of Endocrinology and Diabetes, Salford Royal Hospital (4) Centre for Intelligent Healthcare, Coventry University (5) Department of Endocrinology, Spire Manchester Hospital

The prevalence of
post-menopausal
women with type 2
diabetes (T2D) is
increasing. There is
a lack of outcome
data relating to
HRT in midlife
women with T2D
particularly
concerning
cardiovascular and
malignancy risk,
but large-scale
randomised
controlled trials
using modern
formulations of
HRT in women with
diabetes are
unlikely to be
funded.

METHODS We performed an Zlai\-Reelyi LIl M VAT g 514y, [(Sige ole il Heelslelgdstudy using

the TriNetX platform, a global federated database of electronic health records. All
women must have been on a statin

Analysis 1

1:1 Propensity score

matched for age and

ethnicity
Outcomes
of interest
Follow up 5
ears

/
| 1:1Propensity score matched for Gg€, EERRIGIEY
HBATEE, BVl and history of ESSEntialhypertension

Pulmonary Deepvein Ischaemic  Cerebral

embolism

thrombosis

heart
disease

Breast,
infarction ovarian and
endometrial
carcinoma

n=8316;
Age 59.4 + 10.4y

Transdermal HRT + T2D
vs Transdermal HRT
without T2D

HR 1.90
U1 (95% Cl1.35-
LI 2,68, p=0.002)

HR 1.77
(95% CI 1.52-
2.05, p<0.001)
7\ HR 1.89

0/ (95% CI 1.46-
2.47, p<0.001)

\\\\\\\

RESULTS

T2D + Transdermal HRT
vs non-users of HRT
with T2D

HR 0.75
(95% C1 0.67-

0.86, p<o.001))

No difference in rates of breast,
ovarian or endometrial carcinoma in
any of the three analyses

Oral HRT + T2D vs
Transdermal HRT + T2D

HR 1.21
‘ (95% Cl 1.06-
1.38, p=0.004)

YN HR2.01
700 (95%C11.37-

\ A J 2.96, p<0.00y

* Midlife women with T2D using HRT have a greater cardiovascular risk
compared to HRT users without T2D.

* Transdermal, but not oral HRT use in T2D is associated with no additional
PE/DVT/IHD/ischaemic stroke risk compared to non-HRT users with T2D.

*  Up to five years of regulator approved doses of transdermal HRT appears
safe in a large cohort of midlife women with T2D. Oral HRT is less safe in
a cohort of women with T2D.



A Case of Acute Anti-Mi-2 Antibody-Positive Dermatomyositis

Dr Matthew Lewis, Dr James Bailey, Dr Syed Mashood, Dr Asghar Khan

Acute Medicine, Good Hope Hospital, UHB NHS Foundation Trust

Introduction

Myositis is a term which brings together a
group of inflammatory diseases that affect
skeletal muscle and other organst. One such
disease is dermatomyositis (DM). DM itself can
present on a spectrum, with implications for
morbidity and mortality, so there is a need for

practical clinical tools to aid diagnosis?.

Myositis-specific autoantibodies
Several autoantibodies have been identified as
highly specific to myositis® 4. Anti-Mi-2 is ass-

ociated with DM with the following featuress3-:

1. Typical skin lesions (V)
2. Muscle involvement

3. Good prognosis.

Figure 18.

Gottron’s papules.
Other typical signs:
Gottron’s sign and

heliotrope rash.

Case

A 43-year-old male presented to the emergency department with a 12-hour history of bilateral calf pain
which had come on suddenly whilst descending stairs. There was no history of trauma, recent illness,
weakness or skin changes. His past medical history was notable only for hypertension (on ramipril,

amlodipine and doxazosin). Clinical examination revealed calf tenderness, but no rash or weakness.

Initial blood tests showed: creatine kinase 10,691 (30-200 U/L), alanine transaminase 92 (<50 IU/L),
C-reactive protein 9 (<5 mg/L), white cells 14.6 (3.3-11.2 x10%L). Renal and thyroid tests were normal.

The initial impression was rhabdomyolysis, possibly due to a viral myositis. Respiratory and bloodborne

viral screen was requested (negative), plus myositis blot. MRI of the lower limbs was performed (V).

Figure 2.
MRI of lower limbs demonstrating muscle and subcut-
oedema affecting lateral and anterior compartments of

legs suggestive of inflammatory myopathy.

Over three days, pain and mobility worsened significantly. He spiked a temperature of 38.4°C. Creatine

kinase (CK) rose to 28,790 and C-reactive protein 337 (»). He was treated with fluids and antibiotics.

Thereafter he symptomatically and biochemically improved, although on day seven he developed an

erythematous rash to the legs; antibiotics were rationalised for cellulitis.

On day 10, myositis blot returned positive for anti-Mi-2 antibodies, consistent with DM. A CT TAP was

normal. He was discharged on day 11. CK had normalised by week six but bilateral foot drop persists.

University Hospitals
Birmingham

NHS Foundation Trust
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Figure 3.
Change in CK over time (first CK level same

day as onset of symptoms, peak at day three).

Discussion

In this case muscle involvement predominated
and was unusually acute. A corresponding
rapid improvement was then seen without the
need for immunosuppression. However, some
weakness persists suggesting the myositis in
anti-Mi-2 DM is self-limiting but severe. This
ties in with studies showing similar®. The lack
of a need for immunosuppression does not

therefore automatically imply a good prognosis.
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Background

* Heart failure (HF) is a complex clinical syndrome that is associated with
high levels of morbidity and mortality and reduced quality of life [1].

* In 2019, 2.4% of the population in England was diagnosed with HF [2].

* Despite the high prevalence rate, we have identified the lack of
adherence to national guidelines in diagnosing and managing HF.

Aim

To evaluate the completeness and accuracy of HF diagnosis and
management in General Medical wards in Leicester Royal Infirmary (LRI) .

Methodology

* Prospective audit conducted over one and a half months in General
Medical wards in LRI.

* Data collected on key performance indicators (KPls) that are associated
with lower first year mortality rate [3]:

o Documentation of HF type & aetiology.

o Diagnostic assessment with BNP and ECHO.

o HF specialist team involvement.

o Adherence to guideline - directed medical therapy for HFrEF.
References:

QIP Approach to Improving Quality of Diagnosis and Initial Management
of Heart Failure for Inpatients on General Internal Medicine Wards

Dr Mazin Alhussein, Dr Vickie Wong, Dr Raunak Singh, University Hospitals of Leicester

Results

1. Documentation HF types and aetiology:

Clear aetiology of HF was documented in 8.6% of patients. The remaining 91.4%
of patients had unclear reasons on the cause of HF or the cause of
decompensated HF.

2. Use of B-type natriuretic peptide (BNP) testing and echocardiography for
diagnosing heart failure:

Graph 1.1 illustrates
the percentage of BNP

Use of BNP testing ECHO performed

= testing requested for

§ 100 77.1 . 100 %0 patients with

g 50 X suspected HF as

o 50 @ 50 371 compared to NHFA

2T <] standards.

7 _g . Graph 1.2 illustrates

i 0 . a:) 0 . the percentage of

o N X~ e N o patients who received

% F %Qi( N ézi( an echocardiogram

prior to official HF

Graph 1.1 Graph 1.2 diagnosis as compared

to NHFA standards.

3. Access to specialist HF care:
26.7% of patients were referred to a member on the heart failure specialist
team.

4. Adherence to guideline-direted medical therapy (GDMT) for heart falure

with reduced ejection fraction (HFrEF) patients:

Medical management
with BB, ACEI/ARB and
MRAs

Documented reason for not
starting BB, ACEIl/ ARBs, MRAs

Considered for Considered for
dose optimisation SGLT2

13.3% 6.7% 13.3% 20%

1.  Savarese G, Becher PM, Lund LH, Seferovic P, Rosano GMC, Coats AJS. Global burden of heart failure: a comprehensive and updated review of epidemiology. Cardiovasc Res. 2023 Jan 18;118(17):3272—-87.

2. Bellanca L, Linden S, Farmer R. Incidence and prevalence of heart failure in England: a descriptive analysis of linked primary and secondary care data — the PULSE study. BMC Cardiovasc Disord. 2023 Jul 26;23(1):374.
3. National Institute for Cardiovascular Outcomes Research. London: NICOR; Available from: https://www.nicor.org.uk/~documents/route%3A/download/3649
4,

Docherty KF, L CSP, Rakisheva A, Coats AJS, Greenhalgh T, Metra M, et al. Heart failure diagnosis in the general community — Who, how and when? A clinical consensus statement of the Heart Failure Association of the European Society of Cardiology. Eur J Heart Fail. 2023 Aug 17;25(8):1185-98.

Discussion

14.3% of patients were diagnosed with HF solely based on clinical
judgement. In one-third of patients, the classic signs of HF were absent [4].

The National Heart Failure Audit (NHFA) recommends at least 90% of
patients to undergo echocardiography before an official HF diagnosis, which
is not practiced as identified in our audit [3].

NHFA recommended that at least 80% of patients admitted acutely with HF
should be assessed by a specialist HF team member [3]. The number of
referrals identified in this audit was below the national standards.

At least 90% of HFrEF patients should be started on a combination of BB,
ACEI/ ARB and MRA and 90% of eligible patients should receive SLGT2
inhibitors in combination with standard guideline-directed medical therapy
(GDMT) [3]. Our audit has identified that these national standards were not
met.

Conclusion

Our audit highlights significant gaps in HF documentation and management
that fall short of national guidelines. Our audit also offers targets for
interventions to improve on the quality of diagnosis and initial management
of patients with HF in a general medical inpatient population.

To address these gaps, we recommend standardised documentation
templates, continuous clinical education and training of HF diagnostic
pathways and GDMT and regular feedback and re-audit cycles to ensure

adherence to national standards.
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Cardiology specialty registrars (SpRs) in District General Hospitals
(DGHs) play a crucial role managing complex inpatient referrals
and clinical decision-making. However, rising admissions and
referral volumes have escalated their workload, potentially
compromising training quality and patient safety.!

High workloads, frequent interruptions, and multitasking are
associated with cognitive overload, decision-making fatigue, and
increased risk of medical errors.23® Additionally, heavy workloads
and associated stress have been linked to substantial burnout
rates (76%) among UK cardiology trainees.* This growing issue
raises concerns about registrar well-being, workforce
sustainability, and care quality, prompting calls from professional
bodies for urgent intervention.>

This study aims to quantify referral workload, examine its impact
on registrar well-being, and identify specific challenges affecting
service efficiency.

This mixed-methods study was conducted over two weeks in
October 2024 at Northwick Park Hospital. All inpatient cardiology
referrals were audited for total referral volume, weekday versus
weekend patterns, and referral method (electronic vs. bleep-
based). Detailed data on referral source and consultation mode
(face-to-face or remote) were collected from 120 consecutive
referrals during the initial five days.

A structured survey was distributed to 12 cardiology registrars,
achieving a 92% response rate, assessing workload perception,
stress, exhaustion, bleep volume impact, consultant support, and
training limitations. Descriptive statistics were employed to
summarize findings. Chi-square tests and non-parametric
correlation analyses evaluated relationships among workload
perception, stress, and exhaustion.

The Impact of Referral Workload on Cardiology Registrars in a High-Volume District
General Hospital: Implications for Workforce Well-being and Service Efficiency

Authors: Md Imran Hossain?, Jaymin S Shah?!

1 London North West University Healthcare NHS Trust, London, UK
No conflict of interest

During the two-week audit, cardiology SpRs managed an average of
60 inpatient referrals per weekday, decreasing notably to 24 on
weekends. Detailed analysis of 120 referrals showed 59% originated
from acute medical wards. Despite an established electronic referral
system, SpRs experienced high volumes of bleep-based interruptions
(average 29 per shift, increasing to 34.5 on weekdays), disrupting
workflow and increasing cognitive load.

Electronic Referrals Bleep Referrals

Weelday  RASSRSES
Weekend - RSRRNINEISRSNN
Overall  RSRSN—

0 10 20 30 40 50 60 70

Graph 1: Average Daily Volume of Electronic vs Bleep Referrals

A survey among SpRs highlighted persistent workload challenges:
46% described their workload as unmanageable, and only 27% found
it manageable. This burden significantly affected well-being, with 91%
reporting frequent stress and 27% consistently feeling overwhelmed.
Correlation analysis indicated a possible association between higher
workload and increased stress (p = 0.55, p = 0.077).

How often do you feel overwhelmed
by the referral workload?

How manageable do you find the current

Registrar Grade volume of referrals during a typical shift?

Manageable
27%

Chart 2: SpR Survey Results

2 - 3 June

Additionally, 64% experienced moderate-to-severe physical exhaustion
by shift end, with 18% rating fatigue as severe. Furthermore, 82%
reported insufficient time for breaks, limiting rest and recovery during
demanding shifts. Despite these challenges, 91% acknowledged the
educational value of managing acute referrals.

Consultant support was generally positive, with 82% rating it
adequate. While no significant association was found with workload
perception (x? p = 0.569), a non-significant trend (p = —0.55, p = 0.082)
suggested that greater support may enhance workload manageability.

Conclusion

This study highlights significant workload pressures faced by cardiology
registrars managing inpatient referrals in a high-volume DGH setting,
negatively affecting their well-being and increasing risks of stress and
exhaustion. Despite generally positive consultant support, findings
underline the need for targeted improvements in referral processes,
workload management, and registrar support systems. Addressing
these issues is essential to safeguard training quality, ensure patient
safety, and promote long-term workforce sustainability.

References

1. Royal College of Physicians. The medical registrar: workload
challenges. London: RCP; 2017.

2. Sloane JF, Donkin C, Newell BR, Liang LL. Managing interruptions
to improve diagnostic decision-making. J Gen Intern Med
2023;38(6):1526-31.

3. Johnson KD, Alhaj-Ali A. Using simulation to assess triage
interruptions. J Emerg Nurs 2017;43(5):435-43.

4. Jenner WJ, Brown Ol, Moore A, et al. Health, burnout and well-
being of UK cardiology trainees: insights from the British Junior
Cardiologists’ Association survey. Heart 2024;110(17):1327-35.

5. Brown OIl, Morgan H, Jenner WJ, et al. Joint British Societies'
position statement on cardiology training in the United Kingdom.
Heart 2025;111(6):e2.



Never Forget the Adrenal Glands:
A Case Report on Ibrutinib and the Endocrine System
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Case

o * 83-year-old, male

* Living with wife

* Mobilises with a frame

* Wife also assists with activities of daily living
* Has mantle cell ymphoma

Initial presentation to Emergency Department:

* Generally unwell

* Reduced mobility N
* Pedal oedema

* Puffy face

* Feeling cold + hypothermic (34°C)
* Bradycardic

Initial investigations: Initial management plans:

Venous blood gas + Stat 100mg Intravenous
e pH7.31 (IV) hydrocortisone

* PaCO2 7.58 mmHg « Oraland IV glucose

* Lactate 1.44 mmol/L replacement

* Na 117 mmol/L * IV normal saline
* Glucose 2.8 mmol/L

Thyroid function test
* Normal TSH-1.76mU/L
* Low free T4 —<5.4 pmol/L

Initial differentials:
1. Progression of mantle cell lymphoma
* Lymphoedema
* Poor oral intake
* Hypoglycaemia
* Hyponatraemia
2. Adrenal insufficiency?

CT scan of neck, chest, abdomen and pelvis (done on
Day 2): stable disease

Haematology review: unlikely related to lymphoma
Due to worsening drowsiness, overall poor prognosis
— unlikely to survive.

Focus = possible heart failure leading to hyponatraemia
+ fluid overload state; furosemide given
Day 4: continued to have episodes of hypotension and
hypoglycaemia

* Team reconsidered adrenal insufficiency

* Restarted on IV hydrocortisone
Day 5: started showing signs of improvement
Subsequently had short Synacthen test confirming
adrenal insufficiency
Referred to Endocrinology — advised levothyroxine & MRI
pituitary
MRI pituitary: pituitary haemorrhage

* Referred to Ophthalmology & Neurosurgery

* (Case discussed in multidisciplinary team meeting

NHS

James Paget

University Hospitals
NHS Foundation Trust

Final diagnosis:
* Ibrutinib (used to treat mantle cell ymphoma) caused
pituitary haemorrhage, leading to:
* Hypothyroidism
* Adrenal insufficiency
Outcome:
* Made good recovery after being in hospital for 28 days,
subsequently discharged home
* Still under Endocrinology follow-up
* Ibrutinib continues to be on hold
* Not on any lymphoma treatment but still followed-up by
Haematology
* Last heard, going on holidays overseas!

Ibrutinib

* Tyrosine kinase inhibitor — type of targeted cancer drug?
* Tyrosine kinases are involved in angiogenesis and

cell proliferation?

* Useful for cancer when cell proliferate uncontrollably3

* However, relatively new drug — side effect still studied

* Sofar only 1 case report (2020), reported ibrutinib

causing endocrinological side effects*
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Improving follow up imaging practices for patients with
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Aim: To optimise imaging protocols for Community-Acquired Pneumonia

[ Background ] Chest X-ray Follow Up [ Conclusions ]
M Pre-intervention M 1st intervention 2nd intervention
o Incidence of lung cancer in individuals presenting 100% o Simple interventions have led to a significant
with Community-Acquired Pneumonia (CAP) is up 0% o 90% improvement in imaging follow up for patients
109.2% [1] with Community-Acquired Pneumonia
80%
o BTS guidance states that high-risk CAP should be 70% 64% o The majority of patients now have a CXR
followed up with a 6-week repeat chest x-ray 60% arranged on discharge
(CXR) to exclude underlying malignancy [2] S0%
10 = o Improved follow up should improve
[ MV ethOdS ] 0% identification of patients with persistent CXR
30% changes to facilitate early detection and
20% treatment of lung malignancies
Three cycle audit including two intervention stages at 10% 10% 6%
Royal Sussex County Hospital Respiratory oo - o Further interventions required to improve
Department. Each audit cycle analysed patients o Eligible patients followed up with CXR Patients incorrectly not followed up patient attendance to CXR follow up
discharged with CAP in a 2-month period (Nov-Dec
2023, Jan-Feb 2024 and Nov-Dec 2024) Figure 1: Comparison of follow up arranged by hospital in each audit cycle [ Refe rences ]
First Intervention: Total eligible CXR ordered Attended [1] Mortensen EM et al. Diagnosis of pulmonary
1. Information sheet created for patients PEUIEE malignancy after hospitalization for pneumonia. AmJ
Second Intervention: Pre-intervention 101 36 27 Med (2010)
1. Creajcion of poster fOl’ Doctors’ Office Post st intervention Iy 97 20 [2] Lim WS et al. BTS guidelines for the management
2. Reminder on morning handover proforma of community acquired pneumonia in adults: update
3. Update to Trust Standard of Practice for CAP Post 2nd intervention 52 47 34 2009. Thorax (2009)

ischar
discharges Table 1. Number of patients attending follow up CXR



THE ‘WHY’ AND ‘HOW’ OF
T.E.D. STOCKINGS

DR MERIN ANNASSERY, DR ARAVIND RAMAN

A CLINICAL AUDIT ON EVALUATING COMPLIANCE WITH PROPER APPLICATION OF COMPRESSION
STOCKINGS IN SURGICAL PATIENTS

AFFILIATIONS

BEDFORDSHIRE HOSPITALS NHS FOUNDATION TRUST

03. Methodology 05. Recommendations

An audit tool was constructed for the recording of
information on a variety of parameters relating to the correct
fitting and wearing of anti-embolism stockings, following
which a cross-sectional audit was conducted in February and
March 2025 across surgical wards. Fifty adult surgical
inpatients were assessed for stocking application, focusing
THROMBOSIS on correct sizing, position, and observable issues (e.g.,
bunching, rolling, folded fabric, or toe constriction). Patient
understanding of usage
instructions was also evaluated. In parallel, 25 registered X X -

o ) . X We aim to implement the changes over a period of 1-3 months. A re-audit will be conducted to assess
nurses pammpated in a survey explorlng their awareness of if there has been change in practice post introduction of change.
best practices including limb measurement, fitting protocols,
and patient instruction.

*ENSURE CORRECT FIT - educating staff on the importance of leg measurement prior to issuing
compression stockings and regular reminders/checking to reinforce compliance

*IMPROVE PATIENT EDUCATION - preparing a patient information leaflet on how and why to wear the
stockings properly

Figure 1

Figure 6

01. Introduction 04. Results

Deep vein thrombosis (DVT) is a serious but largely preventable

complication following surgical procedures, particularly in non-ambulant
patients. Mechanical prophylaxis using anti-embolism compression STOCKINGS === LACKIOREATIENTEDUCATION
stockings significantly reduces the risk of DVT, with studies demonstrating a

60-80% reduction in relative risk. However, the prophylactic effectiveness of

these stockings is contingent upon correct sizing, fitting, and patient O @jiYes
adherence. Misapplication can lead to ineffective prophylaxis or even e o A
iatrogenic harm. National guidelines from NICE and local Trust protocols
emphasize proper use, frequent monitoring, and patient education as
essentialcomponents of effective thromboprophylaxis. 6':;;“
Common problems identified-
+Lockof potient edutation
02. Aim and Objective
Figure 2 Figure 4

AIM

INCORRECT SIZING

Assess compliance with proper use of compression stockings and identify Yes
127

STAFF KNOWLEDGE

areas for improvement.

OBJECTIVES

1.Evaluate how many patients wear stockings correctly.
2. Identify the most common mistakes.
3. Assess staff knowledge on sizing, fitting, and patient education.
4. Compare current practice against evidence-based guidelines (NICE &
Trust).

No
88%

Figure 3 Figure 5

06. Conclusion

Anti-embolism stockings for the prevention of DVT
continue to be widely prescribed and

applied with limited attention to possible
contraindications or complications, poor provision of
education and information and poor monitoring of its
use. Guidelines for the prescription and use

of anti-embolism stockings must be strictly followed
for this health care intervention to be

effective, and patients and staff to be confident and
educated regarding evidence-based practice

for VTE prophylaxis.



Introduction

A QIP aimed at improving the recording of Discharge BodyweightS of Heart Failure patients in the Acute

Cardiac Unit (ACU)

Diuretic therapy has an important role in the management of fluid
overload in patients with decompensated heart failure (HF)

Further to this, having a previous dry weight available aids cardiologists
and community heart failure nurses in optimising diuretic therapy at the
Acute Cardiac Unit in Colchester General Hospital.

Subsequently, a project was devised with an aim to record the dry weights
of patients in discharge letters to promote awareness and reporting.

This project was supervised by a consultant cardiologist and the hospital’s
heart failure nurse was involved

A baseline audit had shown that only 8 discharge letters out of 85 with
HF had a dry body weight included in their discharge letters (9.4%).

Materials and Methods

Two interventions were implemented to promote the reporting of dry
weights in discharge letters.

The first (PDSA |) was to draft and distribute a cardiology induction
handbook with an excerpt highlighting the need for dry weight recording
in discharge letters for newly rotating resident doctors at ACU in
December

Second intervention (PDSA 2) consisted of an in-person presentation to
the newly rotating resident doctors in April.

All discharge letters for patients with HF were examined for compliance
throughout the duration of this project

Results and Discussion

Following PDSA 1, 25% (6/24) of discharge letters had included a dry body

weight.
Subsequently, in the period after PDSA 2 this had increased to 38%. (3/8)
In all, an overall improvement was noted in reporting rate (Figure 1)

Dr Minesh Patel, Dr Chie Katsura.

40.0%
38.0%

30.0%
[} 25.0%
5
(4
2
5 20.0%
o
o
Q
o

10.0% 9.4%

0.0%
Baseline Audit PDSA | PDSA I

Figure I: A graph illustrating the reporting rates at each stage of the QIP. The reporting rate is
defined as the percentage of discharge summaries from HF patients with a documented dry body
weight in their letter.

Conclusion

* To conclude, we report that the proportion of discharge letters with
recorded dry body weights had risen modestly to above 35% following our
quality improvement project.

* More broadly, the community HF nurses found this work to be useful in the
follow-up of their patients.

* Additional methods of distributing dry bodyweights includes incorporating
them into clinic letters in the future.



CONFUSION AND SEIZURES

Fayed M, Munir I, Nayyar M

Introduction:

CT head is readily utilised in patients presenting with confusion and seizures.
NICE have published detailed guidance on the use of CT head in patients with
seizures or head trauma. It is not recommended to perform a CT head in patients
with epilepsy who present with a typical seizure®2. CT head has a low yield in
patients presenting with confusion without neurological symptoms®).

Aim of work:

Despite the published guidelines, the overuse of CT head remains an ongoing
concern®, We are looking to identify patients that are most likely to benefit from
a CT head when presenting with seizures or confusion.

Methods:

We randomly selected 100 patients over a one-month period who presented to the
emergency department with seizures or confusion and proceeded to have a CT
head. Data including demographics, history of trauma, presenting complaint,
home medications and CT findings were collected.

ISACT

Results

TABLE 1: POSITIVE CT

Figure 1: Clinically relevant associations in
FINDINGS IN SEIZURE

patients presenting with seizures (with or

without confusions) and had a positive CT PATIENTS.

_ 1
History of Recurrent _ 5 Meningioma 12.5%
Seizures (62.5 %)
1
- 1 SDH/SAH 12.5%
! (12.5%)
1
SAH
12.5%
) . 3
Anticoagulation ‘ (37.5%) 3
SIDIs 37.5%
Loss of Consciousness _ S
(62.5%) . 2
Brain metastases 25%

AYS REQUIRED?

TABLE 2: POSITIVE CT
FINDINGS IN
CONFUSION PATIENTS

Figure 2: Clinically relevant
associations in patients presenting
with confusion without seizures and

had a positive CT

Neurological signs ‘ 1(33.3
& Trauma %)

Space
itk M occupying 1
Headache ‘ %) lesion 33.3%
, 1(33.3
sepsis |G SRl |schaemic 1
stroke 33.3%

Discussion:

51 patients presented with a seizure (with or without confusion),
42 (82.4%) of which had previous seizure history. 13 (25.5%) had
neurological signs. 15 (29.4%) had trauma and 4 (7.8%) were on oral
anticoagulation.

8 (15.7%) CT head scans showed an acute abnormality. 5 (62.5%) of
these patients had loss of consciousness, 1 (12.5%) had trauma and 3
(37.5%) were anticoagulated. 5 patients (62.5%) had seizure history,
4 of them had additional symptoms either Loss of consciousness,

neurological signs or trauma. Only 1 had no other associated
features.

1 CT scan (12.5) showed combined subdural haemorrhage (SDH) and
subarachnoid haemorrhage (SAH) due to trauma. 3 (37.5) showed
subdural haemorrhage. All 3 patients received oral anticoagulation
and reported loss of consciousness. 1(12.5%) revealed subarachnoid
haemorrhage. 2(25%) scans highlighted brain metastases; both of
these patients had history of cancer. Additionally, 1 (14.3%) detected
a meningioma.

NHS

Calderdale &
Huddersfield

46 patients presented with confusion without a seizure. 15
(32.6%) had neurological signs, 24 (52.2%) had trauma, 14 (30.4%)
were on oral anticoagulants, 8 (17.4%) had history of cancer, 9
(19.6%) had hyponatraemia and 12 (26.1%) had an infection.

Only 3 (6.5%) scans showed an acute abnormality. 1 (33.3%) had
subdural haemorrhage due to trauma and manifested as confusion
with neurological deficit. 1 (33.3%) showed a space occupying
lesion in a patient with headache. 1 (33.3%) showed an ischaemic
stroke in a septic patient.

Overall, 21 patients had an infection. Only 1 of these had an acute
abnormality on CT head.

Conclusion:

Clinicians should adopt a low threshold for performing CT head in
patients on oral anticoagulants when there is history of trauma or loss
of consciousness.

CT head is unlikely to show an acute abnormality in patients
presenting with confusion alone.

Confusion and seizures are common manifestations of infection and
may not, in isolation, warrant a CT head. Careful selection of
patients can avoid unnecessary radiation exposure and reduce the
costs to the NHS.
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Dr El lahawi’s NeuroTube : 10 years of online neurology teaching Experience@
Mohammed El lahawi consultant Neurologist — SKMC - Abu Dhabi , UAE - Inas ALHassan Medical Specialist

The need for online neurology teaching :

1- Increase in number of medical schools worldwide
2- More junior doctors and fellows on training

3- Neurology is difficult for most of the doctors

3- Not enough neurologists for teaching

Work achieved :

1- More than 500 Zoom lectures were delivered
2- > 3050 slides and photos

3- 254 video

4- 1668 voice messages

Dr El lahawi NeuroTube

INVITATION

Live Zoom Lecture
Title: Neurological emergencies (2)

Date: Sunday, 16/03/2025

Mission of the NeuroTube :

@ Deliver free online neurology teaching for medical
students and junior doctors across the globe

@ Make neurology as easy as it can be

@ Encourage doctors to take neurology as specialty to
Increase the number of neurologist globally

5- More than 700 MCQs
6- Clinical Neurology courses :

- 8 courses in Sudan
- 4 courses in UAE
-1 course in Somali

Time : Sudan :08:30 - PM
Dubai :10:30 - PM
UK :07:30 - PM

ALL ARE WELCOME

The Story of the NeuroTube :
- Established in 2015 in Telegram,

- Members are from different countries including :
UK, Sudan, Saudi Arabia, UAE, Egypt, Somalia,......

- Materials are strictly encrypted

- Social media and advertisements are prohibited

- Activities will be advertised one or two days before
- The time of the lecture will be chosen to suit most
of the members in different countries

- Live Interactive discussion

- MCQs and questions after every lecture

- Lectures will be recorded and uploaded in the tube
for those who were unable to attend live

Members in 2015 : 265
Members in 2025 : 3,135

Other activities of the Tube :
1- Career advice

2- Online neuro clinics : to discuss difficult neuro cases ,images,......
3- Medical ethics and good clinical practice (applying GMC guidelines)
4- Neuro Quizzes and competition

5- Neurology for different Board Exams

5- Mock exams : for medical students and post graduate doctors
6- Help in audits , case presentation, graduation projects, ..........

https://t.me/+INRXSZrSRCANWEX [(O)]

Challenges :

@ No internet access in some areas

@ Problems with electricity supply @ Difference in time
@ Some doctors don’t have computers or smart phones

-

Tube

1- Expand the Tube , > members
2- Continue the activity

3- Publishing the Tube materials in
small booklets

4- Share the recent updates in
neurology at regular basis

5- Encourage colleagues to do
online teaching

RCP- London - 2025

DR.LAHAWI's Neurotube Group,...

3,137 members

& Neurology As Easy As It Can Be&yw

Description

Notifications

3050 photos

254 videos

266 files ‘
10 audio files ' '
364 shared links "

1668 voice messages

Future Plan




Optimising Asthma Inhaler Prescribing to Improve Health Outcomes and Lower Greenhouse Gas Emissions NHS

Kingston and Richmond
NHS Foundation Trust

Dr Ali Rajani & Dr Monika Bhardva, Dr Lola Lowenthal, Dr Natasha Nwosu, Dr Sam Maisey, Dr Siva Mahendran

BACKGROUND CONCLUSION
In the UK, there is an urgent clinical need to improve outcomes in asthma, for which it has amongst the highest prevalence and one Over a 3-month period, patients discharged from ED with acute
of the worst mortality rates in Europe. A leading cause of poor asthma related outcomes is the underuse of preventer (inhaled p asthma or wheeze were very unlikely to be prescribed preventer
corticosteroid (ICS)) and over reliance on reliever inhalers (short-acting beta agonists (SABA))®. In the UK, SABA alone account for = - inhaler therapy and no patients received combination
70% of the Greenhouse Gas effect of all inhalers used in the NHS.? = ~ ICS/formoterol therapy in line with current guidelines. This was
i associated with a 19% re-presentation rate, highlighting an

The latest NICE/BTS/SIGN asthma guidelines recommend combination ICS/formoterol inhalers in favour of separate preventer and
reliever therapy. As part of a sustainability QIP at our hospital, we assessed the prescribing of TTO (to-take out) inhalers in ED in
acute asthma patients, and the potential clinical, environmental and financial impact of aligning practice in line with guidelines.

important missed opportunity for better prescribing.

If annualised, we estimate that if all eligible patients were instead
prescribed an ICS/formoterol inhaler, the reduction of

METHODOLOGY DATA ANALYSIS greenhouse gas effect would be 3,332kgCO2e - equivalent to
The pharmacy team provided an initial list of 198 patients 65 patients met the inclusion/exclusion criteria. 46% (30 patients) driving 8,485 miles (London to Japan) or charging 269,381
who had been discharged with inhalers from ED over a 3- had either a known diagnosis of asthma or newly suspected one. smartphones.*
month period (01/09/2023 to 01/01/2024). Retrospective 54% had symptoms due to other airways disease e.g. post-
data analysis was completed to determine which inhalers infectious wheeze. PLANET When replacing SABA with combination ICS/formoterol inhaler,

had been prescribed, with review of the environmental

the increased unit cost is £26.54 (£6157.28 annually). This is likely
impact related to pMDI therapy.

to be offset by improved patient outcomes including reduced
representation rates and associated hospital admission costs, and
reduced frequency of reliever medication use.

10%  Figure 1:Inhalers prescribed

3%
. — B Salbumatol pMDI
Inclusion criteria:

1. Discharged from ED within 24 hours of arrival

2. Diagnosis of "asthma" or unspecified "wheeze"

Beclometasone pMDI
Improving inhaler prescribing of acute asthma in ED may lead to

3. TTO issued from on-site pharmacy H Both ) ; =
POUNDS improved patient outcomes, reduced greenhouse gas emissions,
i iteria: and better value healthcare.
Exclusion criteria: Majority of patients were discharged with salbutamol pMDI. No
L g <1l s ad combination inhalers were prescribed. 71% were also prescribed ACTION PLAN

2. Diagnosis of chronic obstructive pulmonary disease (COPD)

) . ) TTO oral prednisolone. Only 9.2% of patients were offered
3. TTO issued from the pre-pack supply available in A&E

: . Proposed solutions:
respiratory clinic follow up.

1. To update local ED guidelines (Blue book) and reinforce best-practice

A case note review was set against this criteria and patients All inhalers prescribed in this study used HFA-134 propellants through ED education sessions
with wheeze due to non-airways disease (e.g. pulmonary with a cumulative greenhouse gas burden of 889kgCO2e, and 2. To supply Symbicort turbohaler in the ED pre-pack TTO cupboard ~
embolism, heart failure) were excluded. cumulative cost of £280.3 3. To create and provide patients with bespoke self-management packs

REFERENCES (1) Asthma + Lung UK. (2023) Asthma care crisis: Charity sounds the siren as asthma death toll rises. Available at: . . . .
https://www.asthmaandlung.org.uk/media/press-releases/asthma-care-crisis-charity-sounds-siren-asthma-death-toll-rises (Accessed: 14/05/25) Second cycle of analysis to assess the impact of quality improvement actions
(2) Alzaabi, A., Bell, J.P., Montero-Arias, F., Price, D.B. et al. (2023) ‘Greenhouse gas emissions from respiratory treatments: results from the SABA CARBON on prescribing practices and associated re-presentation rate and GHG burden,
international study’, Advances in Therapy, 40(11), pp. 4836—4856. doi: 10.1007/s12325-023-02663-2. with inclusion of data on paediatric patients.

(3) PrescQIPP. (2022). Bulletin 295: Inhaler carbon footprint. PrescQIPP. Available at: https://www.prescqgipp.info/our-resources/bulletins/bulletin-295-inhaler-

carbon-footprint/ [Accessed 09/05/25].

(4) U.S. Environmental Protection Agency (EPA), 2023. Greenhouse gas equivalencies calculator. [online] Available at: https://www.epa.gov/energy/greenhouse-gas-

equivalencies-calculator#results [Accessed 09/05/2525]
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Background

In 2023, Scotland had one of Europe's highest
alcohol-related death rates at 22.7 per 100,000
people.l!l In comparison, Greece recorded the
lowest rate at 0.35 per 100,000 people,
reflecting vast differing socioeconomic and
cultural factors.2l Alcohol withdrawal (AW)
(Table 1) treatment, costs NHS Scotland £5-10
billion annually, highlighting the significant
public health challenge posed by alcohol
misuse.B!

Table 1: Symptoms and onset of alcohol withdrawal.

6-12 hours Tremors, anxiety, sweating.
12-24 hours Irritability, hallucinations
24-48 hours Tonic clonic seizures
48-96 hours Confusion, hallucinations,
agitation
Wernicke’s  Encephalopathy (WE) is a

neurological emergency caused by vitamin Bl
deficiency occurring during or after AW.
Presenting as a triad of confusion, ataxia and
oculomotor dysfunction, it is treated with high
dose IV vitamin B1.51 In NHS Lothian, IV
Pabrinex- containing vitamins B1, B2, B6, B3 and
Cis used, and its protocol outlined in Figure 1.

Adherence to Guidelines: Assessing and Treating Wernicke’s Encephalopathy in

Patients with Alcohol Withdrawal

Aims

This audit aimed

to evaluate
adherence to the WE risk assessment and
treatment for AW protocol implemented

in August 2023 (Figure 1).

Does the patient have a FAST
score of 23 AND any of:
« Malnourished or poor diet

« Decompensated liver disease

* Memory Disturbance

* Previous history of Wernicke's
encephalopathy

o Peripheral neurgpathy

 Weight loss or BMI <18 kg/m2 |===p| 1)

Any of the following Wernicke's
encephalopathy symptoms:

Ophthalmoplegia
2) Nystagmus
3) New confusion

the

an

Low risk of Wernicke's
encephalopathy:

Oral thiamine 100mg three
times a day.

4) Ataxia
l No l Yes
of Treatment of
Wernicke’s V\;"ernu;]kels .
encephalopathy: | |SMeePNaOPatny:
IV Pabrinex 1 pair v F’ali:next?
once daily for 3-5 LTI
aday for 3-5
days.
days.

Figure 1: IV Pabrinex prescription protocol

Methods

A retrospective review of hospital
electronic patient records and
prescriptions was conducted for all

patients prescribed IV Pabrinex in the
Acute Medical Unit at the Royal Infirmary
of Edinburgh from 01/12/24 to 15/02/25.

The measured parameters were:
symptom documentation,

dose and treatment duration.

WE

IV Pabrinex

Results

In this study, 803 doses of Pabrinex were
prescribed for 86 patients, 93% of whom
were treated for AW. WE symptoms varied
(Figure 2), though 23% of cases lacked

documentation.
Percentage of WE Symptoms Documented
Nystagmus -
Opthalmoplegia M
Ataxia
New confusion

No signs of WE

Symptoms

I

I

L]
Notdocumented IEEEEEEEEE——

Percentage (%) 0 10 20

Figure 2: WE symptoms documente::l0
All 86 patients received Pabrinex at the WE
treatment-dose. Thus 56% of doses did not
adhere to prescription guidelines. Patients
with WE symptoms received a mean of 4.4
days; 50% received under the recommended
3-5 days, while 22% were treated for >5
days. Those without symptoms of WE
received a mean of 2.3 days.

Mean Duration (Days) of Pabrinex Administration

40

30

Number of Days
BN N
& 8 &

™
5

o
|

1

Duration of Pabrinex Use in Patients with
Documented WE

Duration of Pabrinex Use In Patients without
Documented WE
WE Symptomology

Figure 3: Pabrinex treatment (days) in WE patients and
without WE. Red line marks correct duration.

NH
Lothian

Assuming this group was at high risk of WE,
on a once daily dosing regimen a maximum
of 5 days, 515 excess doses were prescribed.
Therefore, 807, 50% of the prescribed doses
were unnecessary.

Conclusions

This audit indicated that despite clear

guidelines for assessing and treating WE,

many prescriptions were inappropriate.

Commonly:

 Those with WE symptoms received
insufficient Pabrinex treatment duration.

« Those without WE features received more
doses than recommended

It further underscored the variability in
documentation of WE clinical features which
can affect the subsequent prescribed dose
and duration of Pabrinex treatment.
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Health literacy associates with clinical, treatment and work status in people with inflammatory arthritis: Results from a national cohort
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Figure 1: Nine domains of the HLQ Figure 2a-h

* Health literacy is “the ability of individuals to gain access to, b Ne é o 6 — __a) Self-reported disease activity in last 2 weeks b) RDCI
- — = 04
understand and use information in ways which promote and W 1 —« g
maintain good health”. LTS eootnd P A Al g e 3 s ! | i
. . . - * AMH
* Health literacy is central to prevention and control of 6 @r 6 @ 5 l 0 e | s
noncommunicable diseases, including inflammatory arthritis (I1A), @‘@ g l ' Te o < AE
e-g. rheumatoid arthritis (RA). 58: Social support for health CA-ADDm\salnal\h information . ly engage with § N l ! 1283 . ::;.3
6 6 @ i -2 UHI
Objectives % 5:5 ] N
, X . ~ N ‘ N > ; . A ) N N
« To determine the association between health literacy, defined by v | | oo | [ LS €8I gTyes
the Health Literacy Questionnaire (HLQ), social determinants of Table 1: D hi d HL — °, I d) o
health, clinical and non-clinical outcomes in people with IAin the EL2l0 18 DEMIEEET B0 Ee MEE | 40y SE0ren g [ 2] « HPS
National Early Inflammatory Arthritis Audit (NEIAA) in England. : Total (n=995) Bt e - ks
Age (median, IQR) 59.0 (50.0-67.0) T el Ly 4 low -
Gender (n, %) & ) N L 1 soa
Female 657 (66.0%) S 1= o v
* NEIAAis an observational cohort of adults with IA recruited since Ethnicity (n, %) @ | N
2018. White 943 (94.8%) "'2'5) d F 2 F € £ & & & &( F F 5 F £ &S
* Patients with IA were identified from NEIAA and invited to complete Black 5(0.5%) o Unilersity ve Non-university Edcation Employment status
H 2
an online survey (March-May 2024), comprising the 44-question Asian 21 (2': %) _ f)
Health Literacy Questionnaire (HLQ), Work Productivity and Mixed 2(0.2%) O 4 * HPS
Activity | ) L G lised Anxiety Disorder (GAD-2). Patient Other 22 (2.2%) £ s b
- h * AMH
ctivity mpal'rmen', eneralised Anxie y_ isorder ( ), Patien Not known 2 (0.2%) 8 a
Health Questlonnalre (PHQ-'2), and questions on employment, HLQ domain and scale (mean, SD) 9 . | o
education, treatment and joint symptoms. 1.HPS (1-4) 2.7 (0.6) g 1 1 e nHs
. . . 1.5 : :
* Survey distributed to 3300 individuals, with those responding 2. HSI (1-4) 2.8(0.5) § 13 Ul
matched to original records within NEIAA. 3.AMH (1-4) 3.0(0.4) ! — 5
 Multivariable linear or logistic regression analyses were conducted 4.8S (1-4) 2.8(0.5) £ & F F F F £ 8§ T oEF &y
. - . 5.CA (1-4) 2.7 (0.5) Absenteeism Presenteeism
to determine associations between each of the HLQ domains 6. AE (1-5) 3.4(0.8) g)s1 h)
. . . . . . . = . . iy 0
(Figure 1), socmec‘:onomlc and clinical variables. 7. NHS (1-5) 3.2(0.7) S 1\3 . s
* Analyses were adjusted for age and gender, then further for 8. FHI (1-5) 3.6 (0.6) g % 173 17 s
10 *
educational attainment. 9. UHI (1-5) 4.0 (0.6) % . ;g o5
: 0. . . .G_) -14.78 « AE
* Low health literacy associates with poorer physical and mental health in people with IA, and higher absenteeism and § § o o
presenteeism, especially in HSI domain. Employment associates with higher health literacy, especially FHI and UHI. o] 7 7 7 @,
* Thisis the largest and richest IA cohort exploring health literacy and its associations, using a robust and validated tool. S T & & F ¢ F F o F oL

e
. . . . . .. . Forest plots of odds ratios with 95% confidence intervals (Cl) for logistic regression analyses, and B coefficients
Results highlight unmet need to assess health literacy when formulating management plans and shared decision-making, With 95% Cl for linear regression analyses, adjusted for age and gender. No significant differences noted on

at the individual and population level. controlling for education. RDCI= Rheumatic Disease Comorbidity Index.
This study is generously funded by a Foundation for Research in Rheumatology (FOREUM) Early Career Grant awarded to EN and funding from King’s College Hospital Charity awarded to MD.



Remote Monitoring using Virtual Wards for the Management of Febrile Neutropenia in
Solid Tumor Patients; a Service Evaluation
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Introduction Results In-Patient Stay (Graph 1)
o Febrile neutropenia (FN) is a sterious oncologticall o 30 patients were managed on the virtual 5
emergency eauring prompt mansgemert | wards (median age-d5 years). 21 matched ¥
approach. physical wards patients (median age 52 =
o Remote virtual wards offer a novel strategy to years) were included in comparison group. Q 3
reduce hospital burden while ensuring patient o The mean in-patient stay before being £ )
safety. admitted to virtual wards was 1.2+1.7 days, §
Aims compared to 4.8+2.5 days for those oy 1
. This service evaluation aimed to evaluate the managed entirely on physical wards o 0
efficacy and safety of a virtual ward model for (p<0.005) Virtual Wards Physical Wards
managing low-risk FN patients, focusing on . Mean stay on remote monitoring was
hospital stay duration and readmission rates. 5.3+2.1 days. Readmission Rate (Graph 2)
Methods . Readmission rates were low for both 25.00%
e A retrospective analysis was conducted, groups (3.3% vs 0%) 20.00%
comparing patients managed on virtual wards ~ Conclusion o '
with those receiving traditional inpatient care. e  Virtual wards represent a feasible approach g 15.00%
e  Patients were matched based on key clinical for managing low-risk FN, offering reduced § 10.00%
characteristics (age, primary cancer site, hospital stays with acceptable safety. E
chemotherapy regimen, MASCC index 2), and . Further large-scale studies are needed to 5.00%
outcomes were assessed, including hospital stay validate these findings and assess cost- 0.00%
duration and readmission rates. effectiveness. Virtual Wards  Physical Wards
" 1 Klastersky J, de Naurois J, Rolston K, Rapoport B, Maschmeyer G, Aapro M, et al. Management of febrile neutropaenia: ESMO Clinical Practice Guidelines. Annals of Oncology: Official Journal of the
> European Society for Medical Oncology. 2016 Sep 1;27(suppl 5):v111-8.
Leeds Cancer 2. Klastersky J, Paesmans M, Rubenstein EB, et al. The Multinational Association for Supportive Care in Cancer risk index: A multinational scoring system for identifying low-risk febrile neutropenic cancer

Centre

patients. J Clin Oncol [Internet]. 2000;18(16):3038-51.



Aide Memoire on Sedation Reversal: Knowing your way in and out!

Dr Naomi Earl & Dr Burhan Khan, Respiratory Medicine, Darent Valley Hospital

Introduction

Conscious sedation is commonly used
in a number of interventional
Pulmonology procedures. Knowledge
and familiarity with sedation and its
reversal is essential, but
unfortunately is  both poorly
understood and remembered and
thus poses a potential risk.

Aim

* Quantify usage of reversal agents

* Assess understanding of sedation
and antidotes amongst respiratory
trainees

Materials and Methods

* Audit of amount of sedation and
reversal agents dispensed

* Survey of KSS Respiratory trainees
on knowledge concerning sedation
and antidotes

* Create an Aide Memoire to
reference in an emergency

What is the reversal agent for
Midazolam?

X

= Correct dose range = Aware

Midazolam

= Unsure/incorrect
= Unsure of dose /

Flumazenil:
Initial dose Supplementary dose  Correct drug preparation

000

= Correct

= Unsure/incorrect

Fentanyl/alfentanil What is the reversal agent for

opiods?

99

= Correct dose range

= Aware
= Unsure of dose/Incorrect dose = Unsure/incorrect
Naloxone:

Initial dose Supplementary doses  Correct drug preparation

= Correct = Unsure/incorrect

Graph 1: Results of trainee survey depicting poor knowledge of sedation reversal

To reverse
Midazolam

Figure 1: Sedation Reversal Aide Memoire

NHS

Dartford and Gravesham
NHS Trust

Results

In the last 5 years 68,160ml of
Midazolam and 50,094ml of Fentanyl
was dispensed compared to only
350ml of Flumazenil and 30ml of
Naloxone.

29 trainees completed the survey.
Midazolam was used first line by 97%.

96% thought an Aide Memoire would
be useful in clinical practice. Only
10% had access to a local reversal
policy at their hospital.

Conclusion

Though the need for sedation reversal
is fortunately infrequent, it is an
emergency event when both prompt
recollection of knowledge and
process of sedation reversal is crucial
for patient safety. An Aide Memoire
may be invaluable in such events.
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Thyroxine (T4) is a synthetic hormone widely prescribed for the
management of hypothyroidism. Food and certain medications
can significantly reduce its bioavailability.

\

{ /.
I
Current guidelines recommend taking thyroxine on an empty

stomach, ideally 30 minutes before food intake, to maximize
gastrointestinal absorption.

/‘/—> —_

OBJECTIVES

Assessing the patient compliance with Thyroxine timing
Evaluating patient knowledge on the recommended timing

Determining the impact of concurrent medications on compliance

MATERIALS AND METHODS

o King’s Mill Hospital 26/08/2024 - 09/09/2024

I ;'. Allin-patients prescribed with thyroxine (n=51)

Potentially interfering
concurrent medications
with thyroxine

Details on medication adherence
and awareness

Inpatient Compliance with Levothyroxine Timing:
A Clinical Audit of Administration Practices and Patient Knowledge

Nadia Ibrahim, Bilal Rauf Kahara, Kamal Naser (Consultant & Audit Mentor), Hafiz Nasir, Nehmiea Melese

INTRODUCTION RESULTS

Number of Patients

30

25

20

15

10

Comparison of Thyroxine Timing: Pre-Admission vs In-Hospital

=3 Pre-Admission

=3 In-Hospital
21.6%

compliant pre-
admission;

13.7% during
admission

0
Before Meals (Compliant) With Meals After Meals Unknown
Timing of Thyroxine Administration
Interacting Medications: Prescribed vs Taken with Thyroxine (Final)
3 Prescribed

25

20

>
[

Number of Patients

=
o

PPIs

Adcal-D3
Medication

)

[ Taken with Thyroxine

-

81.5% of
those on PPIs
took them
concurrently
with thyroxine

Antacids (Peptac/Gaviscon)

NHS

Sherwood Forest Hospitals

Patient Awareness about Thyroxine timing:

4% Patients informgd by a 4%
healthcare provider

Patients with sufficient
knowledge

Hospital Routines emerged as another potential barrier, as
medication schedules aligned with meal service may not support
optimal thyroxine timing. This is evidenced by an increase in patients
taking thyroxine after meals during hospitalization.

INTERVENTIONS
Li Enhanced Patient

Improved pharmacy

Education labelling
— —_—
EPMA default time Annual medication
setting at 6:00 AM & reviews

Nurse briefings

Medication interaction "‘
alerts er
CONCLUSION

Systemic and educational gaps lead to non-compliance. Interventions
across technology, workflow, and education are essential to improve
outcomes.

Acknowledgement: We are deeply grateful to Dr. Kamal Naser for his
unwavering support, insightful guidance, and encouragement throughout
this audit. His mentorship has been invaluable.



Impact of the Al based CariHeart risk score, using cardiac CT angiography, on the stratification of
patients with suspected coronary artery disease — Insight from the NHS England Pilot Study

Sanfeliu Garces, Nerea'; Barnfather, Tracy'; Cooley, Lynne'; Kardos, Barbara; Alsinbili, Ahmed'; Pashler, Mike'; Chattopadhyay, Sudipta?; Kardos, Attila’ &‘j TCRG bt
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Results:

Introduction:

The Al-based CariHeart Risk calculator has been developed using cardiac CT angiography _

(CCTA) assessment of the peri-coronary artery inflammation (FAI) and conventional

No or Mild CAD FAI Score 3.5% (4) 14% (16) 82% (94) <0.00001
cardiovascular risk factors to predict 8 years fatal and non-fatal cardiovascular events. (n=114)
As one of the 5 chosen Hospitals in the United Kingdom we have performed and interim CariHeart Risk 3.6% (4) 41% (47) 55% (63) 50,0001
Score
analysis to assess the impact of the proposed new chest pain pathway on the risk
Moderate CAD (n=13) FAIl Score 0% 38% (5) 62% (8) 0.025
stratification of patients referred for suspected angina to the Rapid Access Chest Pain
Clinic (RACPC). CariHeart Risk 0% 8% (1) 92% (12) <0.007
Score
Severe CAD (n=3) FAI Score 0% 0% 100% (3) —

.. CariHeart Risk 0% 33% (1) 67% (2) —
Methods: Category Definition i

* No/mild: <50% stenosis

* Moderate: 50-70% Conclusion:
referred to the RACPC are « Severe: >70% < The Al-based new chest pain pathway utilising CCTA images has identified higher

135 consecutive patients CAD Severity

part of this analysis. 2 patients proportion of at-risk patients particularly those with non-obstructive CAD.

* Low: <50th percentile

had no contrast CCTA images FAI Score « Intermediate: 50-75th (LAD/RCA), + FAI score and CariHeart risk score seems to perform similarly in the combined
at patient request and were 50-90th (LCX) intermediate and high-risk groups.
excluded. ¢ Righv=agiEARCA) =i L Ca)  Further research into understanding the value of initiation of cardiovascular preventive

Risk stratification was defined CariHeart Risk * Low: <1Z° 8-year CV mortality therapy to reduce perivascular inflammation and hence cardiovascular death would be
* Intermediate: 1-5%

in ries: - i
into 3 categories « High: 5% essential.




Evaluating the Role of Al-Simulated Patients Compared to Peer-To-Peer Learning Models in the
Enhancement of Medical Education: Is It Beyond Theoretical Functionality? ™, S. P ‘I'

Pegin Poulose! David Bourne?

Wrightington, Wigan and Leigh Teaching Hospitals NHS Foundation Trust!

SIMPAT?

PURPOSE [/ OBIECTIVES

This research study evaluated the effectiveness of ulilising patients simulated through
artificial intelligence for medical education, and ifs role as a leamning tool compared fo
traditional peer-to-peer formats. A medical education platform, SIMPAT, that generates
timed clinical scenarios of Al-simulated patients with preset clinical backgrounds ranging
across a varnety of medical specialities, was incorporated in this study. The aim of this
study was to understand how this learning style impacted their clinical confidence and
knowledge acquisition, and whether it was a time-efficient alternative. Furthermore, the
study also obtained the paricipants perceptions of the platform’s realism, convenience,
and intuitiveness.

MATERIAL & METHODS

Medical students and recent medical graduates (FY1 level) from diverse gecgraphic and
academic institution backgrounds used SIMPAT over a 2-month peried (13 January
2025-13 March 2025) to practice responding to Al-generated patients through clinical
scenarios at a difficulty level in keeping with final year medical school exams. The
participants, 40 in fotal, were encouraged to take a medical history from the simulated
patients, who have been programmed fo respond in @ humanlike manner. At the end of
the time limit, users were asked to answer medical questicns relating to the clinical
scenarios, similar to the format in an OSCE style exam. Users are able fo see instand
feedback and percentage score on completion. Post completion, A feedback form was

simulated patient cases are available for mest common clinical scenarios seen in medical
school exams. Participants highlighted how this is limited practically when studying with
peers. Furthermere, pardicipants noted how the instant feedback feature fostered better
engagement when addreszing mistakes which allowed for faster leaming. 30% of
participants rated the platform’s intuitiveness 4 or higher, while realism ratings were
moderate (55% scored 3, 30% scored 4). Participanis highlighted the platform’s strengths
in providing challenging but relevant gquestions, immediate feedback, identifying knowledge
gaps, and boosting confidence. Compared to peer-to-peer leaming, one trend was that
SIMPAT was perceived as more ftime-efficient. Although, reduced realism in patient
interactions and limited empathy training and scering in the Al models, along with few

This study demonstrates how Al-simulated patients can transform clinical preparation by
addressing two  persistent gaps in medical education:  efficiency  of
leaming and personalised feedback. Existing literature establishes similar findings such as
by Zidoun, ¥, Mardi (20247 which acknowledged Al-based simulators can maich or
surpass simulated patients in teaching history taking skills. Furthermore, De Mattei et al
(20247121 established Al simulaied patients baseline efficacy for allied healthcare
professionals, our results reveal nuanced insights about medical student's perspectives.
The striking 95% endorsement rate underscores that leamers priortize immediate
feedback and case diversity—even when Al interactions lack perfect realism. This
suggests that clinical education may be entering a paradigm where Al's functional
utility {e.g., time savings, knowledge reinforcement) outweighs idealised notions of human-
like inferaction, at least for early-stage fraining. However, pariicipant critiques about
emotional depth—particularly the call for nonverbal communication training—hint at Al's
next frontier. Rather than viewing these limitations as weaknesses, they map a clear
trajectory. SIMPATs success in knowledge acquisition, positions Al as the foundational
layer of clinical training, freeing instructor and peer time for higher-order skills like empathy
and communication. Lateefs framework supports this staged appreach, but our efficiency
metrics provide the first concrete evidence of how Al could restructure medical curricula.
Future investigations could explore how fime efiicient exactly this method of study is for
participanis (ge.g saves 2.5 hours per week). Advanced simulation models could handle
pattern recognition where common participant erors are noted to further personalise
usage experience.

responses, is vital to ensure successful adjunction with conventional strategies within
medical education.

Did the Al simulations allow you fo identify Did you find it is faster and more
mistakes or knowledge gaps that might not efficient to rectify mistakes and fill
have been apparent in peer-to-peer n knowledge gaps with the Al
leaming? simulations?

N

provided to the user electrenically, which included guantitative ratings fer intuitiveness and e . ot Mt ALE e A s R e et et N o bt et
realism of responses (scores graded frem 1-5, with 5 being the maximum grade) and Yo i, Bl ecion Bscadens, 241} Go 1L 1BV EROG IR, T progeemie sl & St
TFBE".- tem 'EEdbac}c on the plarrﬂrrn g Stre nglhs WEEKHESSES lECDmI’I’IEﬂdatIDI’IS. and th Elr Flw M, Lot ml {3034 ‘A e i el igencs el s mokiied pasents (AEYSP) @ vkl machieg modsity for esth prolessiossl sudents T, Gl S slaton is
experiences in comparisen to peer-based leaming. Mursing 52, . 101598, dei-10. 10184 aere 714, 101538 ) ) )

CONCLUSION
RESULTS
The involvement of Al-simulated patients in medical education and continuows learning is

Participants highlighted that leaming through Al-simulated patients had many advantages, more than just a Ihgnretical fool for improving clini-:l:a.l l:clmmunicalﬂic_m skills, particularly in

a common theme being the ability to study a large quantity of clinical scenarios with ease. areas such as efficiency of study, knowledge acquisition, and building confidence. Further
Many menfioned how effective this method is in reinforcing knowledge, as various advancements in this technology can improve the functionality of medical education in the

i i i ini ; —_— i modemn age, although addressing its limitations, namely realism and lack of empathy in Al
technical errors, were noted as drawbacks. Despite this, 95% of paricipants I I I \

recommended the platform, with the majority viewing it as a supplement to tradifional peer-

to-peer methods rather than a replacement. Website Intuitiveness ) Reaallsréﬂ : Feedback Quality
| | | | | |

nYes mNo = Maybe nYes shNo = Maybe




Permanently Stationed Bacteriobots for Surveillance and

Elimination of Nascent Tumors

Problem (1] KNGligss-ras7
SN A

Patients who : Engineered Lacticaseibacillus S T 100
paracasei is stationed within "

Began treatment within . : : e ‘M
62 days of urgent breast of high-risk patient Q(L
referral =9/ C3f1304-R1320
LA l (4]

Praneshwar Eswaran

72%

X
2]
()
= =
£
: L
>
O 0
21 80

Age (years)

C I
intervention

. With

bacteriobot

. Did not begin 67% Ny, \ Certain peptides Peptide binds
treatment within 62 are overexpressed to modified
days of urgent referral Newly formed ® receptor on

BRCAl-mutant bacteria

cancer cell

Figure 1. Timeliness of cancer treatment in
England, Feb 2025

Each month of delay in cancer treatment is

EELeEL S R0 increase in mortality rate?.

Systematic cancer therapy is associated

\WRziglelity adverse effects.

Figure 4. Cumulative lifetime risk of breast
cancer in BRCA1 mutation carriers with and

Two-component without bacteriobot intervention (simulated)®.

system (

Production of anti-CD47 nanobody
is triggered in L. paracaseti

+ Simulate gene circuit expression.
» Model bacteriobot behavior in tissue.

- . Optimize receptor specificit .
Eﬂ y
CD47 blockade

causes » Engineer L. paracaseti
5 _ h is of : P : ‘
BRCAL-mutant breast cancer was selected as the p i‘g;cg’rtzsélﬁ o » Validate sensing and expression.
use case. + Confirm lysis and nanobody release.

» A literature review identified Lacticaseibacillus
paracasei as a suitable chassis (naturally present in
breast tissue?, genetically modifiable); highlighted

+ Test colonization and stability.
* Assess detection and therapeutic
tumor-specific peptide biomarkers? for detection e

efficacy.

CD47
nanobody

and CDA47 blockade as an elimination strategy. e © oVo © o pnpR-
di di Amp#
« The L. paracasei genome (from NCBI) was Anti-CD 4:k%° OO ZP promoter ’ References
analyzed to identify two-component e ‘ o/l
rece)pl)torS' pnps fghistidine kF:nase with a PAS nanobodies . ' repl_1 1. NHS England. (2025). 2. Hanna TP. (2020). BMJ.
sensor domain (u’sing InterPro), was selected are released Bacteria undergo Fi 2. Molecul 371. 3. German R. (2023). Breast Cancer Res. 25. 4.
: : @ synchronized . _ 1gure 2. Molecular Fan J. (2016). J Proteome Res. 15(5). 5. Chowdhury S.
- Molecular docking (using Protenix) of PAS with quorum lysis Figure 3. Plasmid for ~ docking of KNGly,. (2019). Nat Med. 25(7). 6. Kuchenbaecker KB. (2017).
cancer peptides revealed non-specific binding; ® anti-CD47 na}nogody ras7 and PAS gomam of JAMA. 317(23). Icons by Freepik. Graphics from
receptor optimization is ongoing. production pnp Servier Medical Art. Visualizations using PyMOL.




From Inconsistency to Sustainability: ICU Night Huddle Compliance Improvement

Through a Structured QI Approach

INTRODUCTION

* Night handovers in ICU were ¢ A structured ICU Night Huddle
occurring separately between  was introduced to improve
doctors and nurses. coordination and compliance.

* This led to inconsistent

ICU Night Shift Briefing

communication, unclear roles,
and missed safety-critical R
tasks. -

AIMS & OBJECTIVES

=  Toimprove communication and teamwork

=  To reduce treatment delays

= To enhance patient safety by ensuring all members are
aligned on care plans

= To ensure sustainability of night huddle process by

integrating it into ICU workflow.

METHODOLOGY

* This QI project followed a Plan-Do-Study-Act (PDSA) cycle
over two phases:

* Initial QIP (September 2023 — March 2024): A Night
Huddle checklist was introduced, and compliance was
monitored.

* Re-Audit (September 2024 — December 2024). Targeted
interventions were implemented to address compliance gaps

«»» compliance measured via checklist completion rates

4

Compliance (%)

RESULTS

Baseline Compliance (QIP): 32.8%
Post-Intervention (Re-Audit): 70.7% (1 37.9%)
Trend Graph

ICU Night Huddle Compliance Trend with Interventions
§ weekly Compliance (%)
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Fig 1: Compliance trend graph with interventions

®,
0‘0

Key Observations:

WhatsApp reminders improved awareness.
Message of the Week created routine.

Nursing engagement improved sustainability.

DISCUSSION

1. Phase 1: Doctor’s Hub Checklist (22/09/24): Initial
compliance was low, with adherence being inconsistent.
2. Phase 2: WhatsApp Group Reminders (01/10/24):
Compliance improved to 57%, although some nights were
still missed.

3. Phase 3: Daily reminders included in the morning
Huddle message of the week (14/10/24): Compliance
increased to 71%.

4. Phase 4: Direct involvement of the Nurse In-charge
(15/11/24): Compliance was sustained at 75%.

CHALLENGES

Noncompliance persisted (did not reach 100%) due to:
=  Workload pressure

=  Forgetting/Skipping

= No Direct Accountability

= Staff rotation issues

=  Nursing-Doctor Coordination Issues

CONCLUSION

. The re-audit showed a significant enhancement in

compliance levels.

. The use of structured reminders and active leadership

participation greatly boosted adherence.

. To maintain this improvement, it is essential to formally

incorporate it into the ICU workflow.

. A re-audit is scheduled for six months from now to

verify ongoing compliance.

Dr Prasobh P V Mukundan, Dr Alisha Karki



Enhancing Learning in Medical Same Day Emergency (MSDEC):
A Bite-Sized Teaching Program Approach

Sadaf Sadaf, Nnamdi Emekekwue, Rachel Lai, Prajakta Pradhan
Acute Medicine Department, Royal Derby Hospital

INTRODUCTION

Teaching in MSDEC is challenging due to lack of protected teaching time,
time-pressure and high workload.

We implemented a structured " Bite-sized teaching" programme with the

aim to instate regular concise teaching sessions.

METHODOLOGY

A pre-programme questionnaire was distributed to resident doctors and
ACPs working in MSDEC. The questionnaire included questions related to
teaching style, mode of delivery, and the relevance of the teaching

programme.

22 weekly, interactive sessions limited to 30 minutes were conducted over

6 months between July 2024 to January 2025.

Post-teaching feedback was distributed after each session.

RESULTS

Figure 1: Session Feedback

Sessions under 30mins
Delivered hy SPR/Cons

Rated 'Excellent’

0% 20% 40% 60% 80% 100%

Figure 2:Preferred Style of
Teaching

11.10%

11.10%

77.80%

B Case-based discussions M Problem-based learning

B Others

RESULTS

Figure 3: Self-reported Clinical Confidence by Topic

syncope |
I —
Deep Vein Thrombosis |
Hyponatraemia | —
Headaches |

0 0.5 1 15 2 25 3 35 4

M Pre-teaching M Post-teaching

CONCLUSION

Bite-sized teaching models can be replicated and successfully implemented in a

busy clinical environment.

NHS

University Hospitals of
Derby and Burton

NHS Foundation Trust

MSDEC BITE SIZED

Interactive sessions are found more engaging than long power point

presentations.

Short teaching sessions in busy settings can effectively improve clinical

knowledge and drive change.

Our next steps include expanding topics and an online interface via MS Teams
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The Hillingdon Hospitals

NHS Foundation Trust

A Novel Acute Medicine Virtual Ward Managing Multiple Acute Medical Pathologies:
A Pilot Study in the District General Hospital Setting

Caroline Dawson, Rahul Sethi, Rosemary Ho, Usman Ahmed, Tahira Adnan

Background and aim:
*  Virtual wards have been increasingly used in clinical settings to deliver specialist care remotely via telehealth?!

*  NHS virtual ward operational framework suggests potential to reduce patient time in hospital and improve overall experience!
*  Study designed to describe feasibility and safety of a novel acute medicine virtual ward in a district general hospital setting managing multiple acute medical pathologies

j

Methods & key results:

Pilot study overview:

* Avirtual ward was set up at a district general hospital for various acute medical * Retrospective data collection for all patients enrolled in first 6 weeks of virtual
problems using a remote observations monitoring platform; personalised ward pathway being launched
escalation criteria were created when a patient was discharged from hospital * Data included demographics, primary acute medical problem, length of stay on
and admitted to the virtual ward the virtual ward, number of contacts and any requirement for care escalation

*  Discharge from the virtual ward once discharge criteria were met * The mean number of contacts per patient was 13.0+5.7 across conditions

Table 1: Number of patients for each primary acute medical problem and the number

. . Figure 2: Patient escalation overview (n;%)
of those requiring escalation of care. Values are n (%)

Figure 1: Patient contact overview (n;%)

Primary Acute Medical Problem ‘ Frequency Required Escalation s 1
Community Acquired Pneumonia 13 (30 3(23 1;, 2% . .
Otherlnfet:’tionq | 10 $23; 2:20; 12% 2% Remote monitoring 2; 5% No escalation required
Arrhythmia including Atrial Fibrillation 9(21) 3(33) equipment 5;12% Escalated to medical registrar;
Hypertension 4(9) 0(0) symptoms resolved with remote
| Anaemia/ Low-Risk Gastrointestinal Bleeding 2 (5) 0(0) Telephone medication adjustment
Syncope 25 0{0) - 35; 81% Attended and discharged from
Electrolyte Disturbance 1(2) 0{0) 86% Discharged as unable the emergency department
Headache 1) 0(0) to contact Hospital admission required
Post-Anaphylaxis 1(2) 0(0)
Total 43 (100) 8(12)

Conclusion: The acute medicine virtual ward provides a potentially feasible and safe method to reduce length of hospital admissions, with further
patient recruitment required to validate and verify preliminary findings and to analyse scale of potential cost savings

Reference: 1) NHS England, Virtual wards operational framework [Internet]. England.nhs.uk. 2024. Available from: https.//www.england.nhs.uk/long-read/virtual-wards-operational-framework/#benefits-of-virtual-wards
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NBM patients were not consistently assessed

o Design: Retrospective audit &
QIP

Reasons for NBM documented 95%

for hydration and nutrition. This caused: o .
1X2 Sample: 20 patient records

(HIVE system)
+* Collaboration: SALT & dietitian

L)

X Dehydration

Malnutrition

o,

NBM start date and time documented 70%

X/
A X4

NBM stop date and time documented T7.8%

°, .
** Delayed recovery and discharge
teams Referral to SALT team within 24 hours 90%
IV fluids started it NBM > 6-12 hours 50%
Dietician referral within 24 hours 80%
Resumption of oral intake within 24 hours 55%
Document reason and timing for
N 1 1 Daily assessment of dehydration 5%
%* Increased risk of malnutrition NBM clearly
o . . . Daily assessment of malnourishment 10%
Start IV fluids if NBM >6—12 hrs Daily review of NBM status 47 4%

Prolonged hospital stays

) )
0‘0 0‘0

Patient taking sufficient fluids 65%

%

%

R/ . o .
o3

recovery Use escalation flow for decision-

making
Consider End-of-Life (EOL) care

needs Author: Rajbardhan Singh Rajpoot

Co Author: Dr.Abdurrahman Nagjar

Monitor hydration and nutrition daily Dr. Ibrahem Dokali




Ql in Ambulatory Care at Barnet Hospital- Making AAU Hub Paperless

Ratnadeep Ghadge ST6 AIM, Lauren Farber(Consultant), , Chris Scott(Service Manager), Abdulmalik Muhammad(Admin)

Results obtained from Data collection
1. Annual Paper consumption reduced by 95%

2 trial runs -
1st on 6th March
2nd on 1st March

Background-

AAU hub at Barnet was using a system of paper

and folders for patient flow.

- Consultant documented plan on papers for
nurses to follow

- Patients folder's were keptin slots to pick up
as per their arrival time.

Methods:

1. Cerner capability used to eliminate
unnecessary paperwork and co-ordinate patient
data in real time used.

Paper

Consumptio

Final rollout from 22nd April 2024

— 2. Admin time saved upto 3 hrs/day

OUTCOME: 3

= : Clinc Check

This increased workload for admin staff
And caused delay in patient care .
Leading to higher operational costs and
reduced efficiency.

Lack of uniform
awareness of
plan

Risk to
confidentiality

Communication
gap

Excess paper
consumption

QIP undertaken from November 2024

With Aims and Objectives:

1. Making patients plan and reviews transparent
2. Avoiding risk to confidentiality

3. Improving communication between doctors and

2. Surveys pre and post rollout - Focused on ease
of use, confidentiality and communication.
3. Teaching sessions- for Doctors, Nurses and

Admins

4. Posters- shared electronically and physical
copies kept in department for visual cues

ROLES FOR NEW AEC CHANGES
Admin

1-To patients o arrival
2- Enter number 1,23 . as per check in sequence in notes and Add patients on
Online Job List next to their number and give respective token o patients.
3-Inform new patients added o ist 1o consultanUSpR 10 add pian in notes.

4-To see plan post check out and act. Close koop with reply- * FIU booked"

5- i patient s for direct review { does not need tests, imaging) change status

o ‘once checked in.

6- Specy TREAT and AEC patients on Virtual st in "Notes'

7- Clear Virtual Job List at the end of the day or start on next day

Doctor/ ANP
1) Document plan in notes for all patient- at the start of the day- Be specific-
Diagnosis/indication- Tests i patient can be reviewed drectly without tests then
to write ‘For Review only’
2) Pick up pafient in status  Returned from test as per their sequence number
mentioned by admin on check in.
3) Change siatus to” Seen when
picked up 1o see.
Add Note - Name of Doctor/ANP seeing patient and extention at the same time.
4) if any jobs needed post review- Write on Online Job List (Also mention i notes).
Flag to nurse if urgent.
5)To do the Outcome as usual
6) Mention Discharge! Follow up pian in notes. Be Specific
‘Discharged’ If no lu needed If for U then "F/U f2fitele on date, time.

AAU Hub Workflow

 Dothar 1o a4 plan in Motes- B¢ specific- Diagnos siindication- Tests.
DoCTOR ar “For Review only

1) Admin o Check i patient-
2) Enfar rmdar 1,2,3 . 88 D8 €NSCK I 88quence in Nows”
ADMIN - 3) Adk patient cn Job list acrass number

80 pian n Notes

 Nurse o s pationt a3 per rmser s by Agrn i Job
NURSE ListNetes for Triage.

1) To changs stalus "Seen by OPD Nurse’ when|
2)

3
NURSE )1t patent = fr cirect review (does nol need lests) change s(afus to 'Returned from

Teat'aor oo
5) To check Job List for any Post review jobs.

1) Daclor 10 pick U Ealieni &8 pex their nurmber meatianad i notes wilh alkiwing
seguence

Tost> Sent For
. T Seen by
DOCTOR * Lirkec up 1 see. 4 i hote - Name and Extention
3)11Any Jobs post review, documert in Job List
3 e 2 usial ared Check Dut Every Patient
) Booumnt pian in Hotes Discharged' or F/U F2F/Tel With DateTime"

0 be considered
when

Adiin 1o ook Filip as per plan in “Notes' and
ADMIN : respond as U Booked

For Telephane Clinic
1) i 12 et TREATI AEC i Mok 10 specify I o1 e shart of e dty
2) During. nclade o

 Notms'
3) OUICEmS 10 58 505 43 USUB Check ul Bveey Patient

2} DosloniAN 2 dacument pin in Notes ‘Discharged, ‘Book TellF2F, DataTims'
5} min 2 ction lan and respnd F1U Bauked

General Tips Resourca/Clinkc Locatiuns on Schadulng’

1) Make sura you have right ciric selectad for you.
3) Cick an Status at the top fa sort patents A GENM CON 1| ACM SDEG

Participants

Ease of Use

Accessible patien

t plan

Confidentiality at

risk

Communication
between Nurses

and doctors

Results obtained from Survey

1. Ease of use with online system

was comparable with preexisting paper system
and all grades of staff could easily adapt to new

15 (10 Junior
Doctors, 5
Nurses)

EasytoUse 13
Complicated 2

Easily 8
Not so easily 7

Yes 7
No 4
Maybe 3

Clear and
timely 4
Clear but with
delay 6
Unclear5

16 (11 Junior
Doctors, 4
Nurses, 1 ANP)

EasytoUse 13
Complicated 3

Easily 14
Not so easily 2

Yes 0
No 16
Maybe 0

Clear and
timely8
Clear but with
delay 6
Unclear 2

system with training and guidance.

2. Confidentiality
risk

3. Communication between nurses and doctors
became clearer and timely with less ambiguity.

4.

out

Reducing financial loss of nearly100000£/yr
4. Increased clinic capacity with reduced
wait time by 50%

Carbon

Footprint

Discussion:

Initial survey and feedback from nurses and
doctors used to formulate plan for
implementation of the new online systemin
stepwise manner. Personalised teaching to
admin staff, nurses and doctors was helpful
to address individual queries and concerns.
All staff (nurses, admin staff and doctors)
irrespective of their roleplayed a crucial
partin the success of this project.

Use of Online system is very efficientin
saving paper, manpower and improving
patient care.

Ongoing troubleshooting of Cerner with IT
support and further plan to remove
negligible paper uses are keptin place.

nurses e BEE e Data accessibility

Slmlmnmmmusnmmm‘fhlnw
4. Reduce paper consumption to minimum =

and transparency

41 Jeb List locatian- Aamin Desk: AR andt TREAT Telnphons-
B2 GENM CON 1YW Huts




Enhancing Communication in Medical Student Placements:
A Quality Improvement Project on the Use of WhatsApp for Cardiothoracic Placements

AUTHORS

Harefield Hospital (Part of Guy’s and St Thomas’ NHS Trust)
Imperial College School of Medicine

Dr Raunaq Chaudhry
Brunel University (PG Cert)

Seamless Communication for Enhanced Student Placements: The WhatsApp Advantage

03. Our Approach: A Two-Cycle Ql “This was one of the most organized placements I’ve had.
Project (PDSA . . i i “
roject ( ) 04. Results/Flndmgs Everything was communicated clearly.

« Cycle 1 (Baseline & Intervention):
-Collected baseline data on email response
times over 2 cohorts (1 month).

-Gathered student feedback on current
communication effectiveness.

-Intervention: Introduced a WhatsApp group
including all students and relevant staff.

« Cycle 2 (Evaluation):

+ The introduction of WhatsApp significantly improved
communication efficiency and student engagement in this
cardiology placement setting.

« The substantial reduction in response times (12 hours to “Everyone was very supportive. | felt there was always

<1 hour) highlights the practical benefits. someone approachable.”
High student preference (85%) for WhatsApp underscores

its suitability for the dynamic nature of clinical

Collected dat i . placements.

-Collected data on response times usin

T 2 calh prt 1 ! etht; ng « The findings are consistent with existing literature on the "High quality
ats over 2 cohorts (1 month). i K - ) .

PP . utility of mobile messaging in medical education . @ . teachin ith
-Measured engagement levels via WhatsApp Very engaging Ing wi
logs. placement” lots of
-Assessed placement satisfaction with student opportuinities”
feedback surveys.

o Ll Limitations:

~QUEmiEE: Com e fespemse fine *Privacy & Professionalism concerns: Although WhatsApp is

i " : . . .
improvements. ey pteaNconce At ndler areesonallPoundarieandldata Excellent teaching, friendly team. Staff in hospital were
01. The Challenge: Inefficient Communication in -Qualitative: Assessed student satisfaction p\;otec::)ilon mfafy still arise. - e Whaten very welcoming to students and involved us wherever
K from feedback. *Variable staff engagement: The success of the WhatsApp group ossible."
Med’cal P’acements relied partly on how actively staff participated, which may vary P
across departments.
- Effective communication is vital for medical student engagement and coordination *Distractions and Lack of Formal Structure

during clinical placements.
« Traditional methods (e.g., email) often result in: Delayed responses, Reduced student 05 AnaIysis
engagement, Difficulties in receiving timely information

« This QI project evaluated WhatsApp as a solution for Year 6 medical students on 2- Email Communication: WhatsApp Communication: lusi
nmunic sAchioved 5 75% reduction . 06. Conclusion
week cardiology placements at our tertiary hospital. *Showed inconsistent and delayed responses. chieved a /5% reduction in response times.
*60% of students reported difficulties in receiving timely replies. *Median WhatsApp response time improved to under 1
*Median email response time: 12 hours. hour. » This QI project demonstrated that WhatsApp is a highly effective tool for

*85% of students favoured WhatsApp over email for real-

N I enhancing communication efficiency and student engagement in
12 time communication.

) cardiology placements.
Related literature 10

02 Objective + Key Outcome: Based on these positive results, the WhatsApp group has
1.Lee CE, Chern HH, Azmir DA. WhatsApp Use in a Higher Education 8 . . : :
Learning Environment, Educ Sci, 2023:13:244, been permanently integrated into the induction module for future
2.Tamil Selvan K. Systematic Review on Utilization of WhatsApp in 850/0 600/0 education fellows at HH

y ; N 6 .
H Education. Preprint (Version 1) Research Square. 2023 Nov 09.
Toim prove response rates, student 3.Windram JD, Neal A, McMahon CJ. The Role of WhatsApp in Medical * Future Directions:
. . Education. BMC Med Educ. 2022;22(1):93-102. 4 . L .
engagement, and placement satisfaction | amaucsiey g, Tayior b, Alam 0, et al. A BEME Systematic Review. Med o Further refine the use of WhatsApp within this placement.
0o (2 L2 2 o Explore expanding its application to other clinical placements and
1 1 1 5.Sekandi JN, Murray K, Berryman C, et al. Ethical, Legal, and P p 9 PP p

by com pa rl ng WhatSApp communi CatIO n Sociocultural Issues in Mobile Technologies. Interact ) Med Res. 0 specialties.

2022;11(1):e35062. Student End of Placement Student End of Placement Email Response Times WhatsApp Response Times

tO tra d |t|0na | emal I . 6.Coleman E, O’Connor E. The Role of WhatsApp in Medical Education. Feedback: Feedback:
BMC Med Educ. 2019;19(1). 85% favoring WhatsApp 60% difficulties with email Comparison of Median Response Times



Non-Invasive Ventilation at the Front Door — a Service Improvement

Rehab Haider, Lewis Pitchford, Anisha Bandyopadhyay, Omar Aldroubi, Raziya Sarwari, Indrajit Sau

[ Background ] Results
. . . _— . Figure 1: Time from ‘door to mask’ Figure 2: Reason for delay
Commencing non-invasive ventilation (NIV) promptly at front door is )
crucial in patients presenting with acute exacerbations of COPD 17% 8% 17%
complicated by acute hypercapnic respiratory failure. It reduces 17% 0 25%
. . 1_2 410/ o 41/0
mortality and shortens the length of hospital stay. 0 50%
17%
British Thoracic Society Guidelines: 17% 58% 42% 25%
= Door-to-mask time <2 hours °
= Arterial blood gases (ABGs) at 1 and 4 hours after initiation of 25%
NIV.3 . ) o Cycle 1 Cycle 2 Cycle 1 Cycle 2
However, national data showed poor compliance with this N/A : d)
. not documente <2 hours ici
guidance.* N/A (lack of documentation) RezoLiEs G el
1-2 hours 2-3 hours Delav in decisi i (bed + CCOT)
Project aims: 2-4 hours 3-5 hours Delay in decision ma ”;g d Delay in decision making
* Assess the timely initiation of non-invasive ventilation >4 hours 5+ hours elay reason not specifie Delay in ED referral
* Identify factors !eadlng to any delays ) Figure 3: ABG at 1 hour Figure 4: ABG at 4 hours
* Improve compliance through staff education. 8%
0
0,
) . n 9% 42%
© NO
n Methodology 1 e — S —
0,
/ Study type: Two-cycle Quality Improvement project \ 33% b - 67%
()
Data collection: Retrospective Yes 83% 8% Yes
Timescale: Cycle 1 (six months, n=20), Cycle 2 (three months, n=15) ?
Factors assessed: See Figures 1-4 Cycle 1 Cycle 2 Cycle 1 Cycle 2
Interventions: r - N
= Education of ED and Medical Registrars CO“C'_USlon
7 FEEUEER IEIe S e trglnlng . Early recognition and timely initiation of non-invasive ventilation are vital to improving patients’ outcomes. However, medical
= Hot week consultant involvementin-hours . - s . . . - . . .
. . . registrars in other specialties do not receive any relevant training. Enhancing education and confidence with hands-on practical
= Early involvement of Medical Registrar and Outreach teams . S L S - . . .
K / training of front-door clinicians is vital to service improvement and providing our patients with best possible care.
J
/References: 1. Lightowler JV. Non-invasive positive pressure ventilation to treat respiratory failure resulting from exacerbations of chronic obstructive pulmonary disease: Cochrane systematic review and meta- N
analysis. BMJ [Internet]. 2003 Jan 25;326(7382):185-5. Available from: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC140272/ 2. Plant P, Owen J, Elliott M. Early use of non-invasive ventilation for acute
exacerbations of chronic obstructive pulmonary disease on general respiratory wards: a multicentre randomised controlled trial. The Lancet. 2000 Jun;355(9219):1931-5. 3. Davies M, Allen M, Bentley A, Bourke SC,
Creagh-Brown B, D’Oliveiro R, et al. British Thoracic Society Quality Standards for acute non-invasive ventilation in adults. BMJ Open Respiratory Research [Internet]. 2018 Apr [cited 2019 Dec 4];5(1):e000283.
Available from: https://bmjopenrespres.bmj.com/content/5/1/e000283 4. National COPD Audit Programme COPD: Working together National clinical audit report [Internet]. 2018 [cited 2025 Mar 6]. Available from:

\httos://www.hqio.or,q.uk/wo-content/uoloads/201 8/04/Chronic-Obstructive-Pulmonary-Disease-Secondary-care-clinical-audit-2017-Working-together.pdf /



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC140272/
https://bmjopenrespres.bmj.com/content/5/1/e000283
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A rare differential for myalgia and fever associated with cervical and axillary lymphadenopathy presenting via same day emergency care

(SDEC): A Case Report
By Robert Baxter, Corinne Russell and Katharine Benedict

Introduction Investigations Biopsy findings
I 7 TR T

*Kikuchi-Fujimoto Disease (KFD) is a rare and under-recognised form of
necrotizing lymphadenitis, with very few reported cases in the UK.
*KFD has a nonspecific presentation and many overlapping features with
malignancy (lymphoma), viral and autoimmune conditions (SLE).
*Diagnosis is confirmed by histopathological examination via a fine
needle aspiration, and management remains primarily supportive (with

non-steroidal anti-inflammatory’s and/or steroids).

*KFD most commonly presents in young women of Asian descent.

* Common signs and symptoms: fever, myalgia, night sweats, weight loss,
hepato-splenomegaly, rash, lymphadenopathy.

23 year-old Caucasian female with a past medical history of Hashimoto’s
thyroiditis (on levothyroxine).

9/4/24- Presented to Same Day Emergency Care after being
referred in via GP due to abnormal blood tests. Six-week
history of multiple systemic symptoms- myalgia, arthralgia,
fevers, weight loss (5kg), macular rash on hands. Blood tests
revealed normocytic anaemia, leukopenia, abnormal LFTs,
raised ESR. Differential diagnoses included: viral/autoimmune
hepatitis, Still's disease, SLE, lymphoma.

Initially treated with antibiotics and blood transfusions. Liaised
with hepatology, rheumatology and haematology colleagues.

11/4/24- CT imaging revealed bulky lymphadenopathy in the
axilla and further enlarged lymph nodes in the retroperitoneum
suspicious for lymphoma, prompting plans for a transfer to a
specialist haematology oncology inpatient bed.

12/04/25- A lymph node biopsy performed; initially reported
some large histiocytic cells, reminiscent of Hodgkins lymphoma.
Case referred to UCLH for further assessment.

22/04/25- Received UCLH supplementary report which
confirms Kikuchi’s lymphadenitis.

23/04/25- Discharged with NSAIDs and a tapering course of
prednisolone following a 14-day inpatient admission.

White cell count (10%/L)
(4-11)

Haemoglobin (g/L) (115-
160)

C Reactive protein (mg/l)
(0-9)

ESR (mm/hour) (1-19)

Alkaline phosphatase
(U/L) (309-130)

Alkaline transaminase
(U/L) (10-49)

Lactate Dehydrogenase
(U/L) (113-225)

ANA Elisa (units) (0-0.9)

Extensive respiratory viral screen
EBV IGG and IGM
CMV IGG and IGM

Leptospira serology, Anti-HBC
Centaur, Hepatitis C antibody,
Hepatitis B surface antigen, HIV
antigen/antibody

Immunoglobulins

DNA antibody ELISA, ENA
centromere, Complement C3 &
C4, Rheumatoid factor

5.9

125

90

28

95 100
4.8 2.1
94 =
353 350
381 133
1146 =
1.3 -

Negative
Detected
Not detected

Negative

Polyclonal rise, no monoclonal
bands visible by electrophoresis

Within normal range

Conclusion

Focal collections of histiocytic cells with prominent apoptosis.

CD3 and CD5 show background T cells and CD40 demonstrated loose
collections of B cells.

Scattered CD30 positive cells are present but appearances are not those
of Hodgkin disease.

CD11c and CD68 confirm collections of histiocytes.

CD123 showed admixed plasmacytoid dendritic cells and there is an
associated population of CD8 positive T cells.

MPO shows granular cytoplasmic positivity in many of the histiocytes
present.

The aetiology of KFD remains debated. Hypotheses include viral
infections, an autoimmune process and a genetic predisposition.

An inflammatory cascade takes place, resulting in the activation of T
lymphocytes and histiocytes causing tissue necrosis within lymph
nodes.

A significant diagnostic challenge in cases of KFD is the timely
differentiation from lymphoma. The hallmark histopathological
findings seen on biopsy are what distinguish KFD from lymphoma.

The relationship between KFD and SLE is complex but there are many
cases where SLE is reported to have presented before, at the same
time, or after KFD.

The notable aspects of this case include the large range of non-specific
presenting symptoms, a coexisting EBV infection, an underlying
autoimmune disorder (Hashimoto's thyroiditis) and a diagnostic
delay of 13 days with a long inpatient admission.

This case underscores the diagnostic challenges posed by KFD
highlighting the importance of early histopathology for diagnosis
confirmation (timely lymph node biopsy).

A greater awareness amongst clinicians is required to facilitate early
diagnosis. Early recognition of KFD will help minimise patient distress
and prevent undue diagnostic delays and unnecessary investigations.
An early multidisciplinary approach involving haematology,
gastroenterology and rheumatology colleagues is crucial to aid the
diagnostic process.
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APPLICATION OF T1IRHO MRI IN TAKOTSUBO CARDIOMYOPATHY

Robert Kelly, Liene Balode, David Gamble, James Ross, Dana Dawson

BACKGROUND

Takotsubo cardiomyopathy, also known as stress-
induced cardiomyopathy or "broken heart
syndrome," is characterized by transient left
ventricular systolic dysfunction.

Typically presents with chest pain and ECG changes,
but obstructive coronary artery disease is absent
angiography.

Takotsubo cardiomyopathy has been shown to have
a similar long-term mortality to myocardial
infarction.

Cardiac MRI with Late Gadolinium Enhancement
(LGE) is a useful imaging technique but requires
contrast agent.

T1Rho (T1p) is a newer CMR imaging sequence,
that requires no contrast agent. It detects cellular
changes based on protons interacting with the
macromolecular environment.

AIM

This study aims to assess the diagnostic potential of
Tlp CMR, in the acute phase of takotsubo
cardiomyopathy.

MATERIALS AND METHODS

Takotsubo cardiomyopathy patients (n=51) and healthy subjects (n=16) underwent CMR,
inclusive of native T1, T2 and T1p sequences. Baseline scans for the takotsubo cohort were
done within three weeks of symptom onset. Follow-up scans were carried out on average nine
weeks later after. The analysis of the T1p maps was performed using the Philips IntelliSpace
Portal software. The regions of interest were selected manually by defining the endocardial and
epicardial borders of the myocardium and using the American Heart Association 17-segment
model.? Cardiac function and T1p maps of basal, mid, and apical segments were analysed.

Healthy controls Baseline Follow-up

Basal Mid Apcal Basal Apical Basal Apical
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Figure 1: Quantitative T1p, T2, and native T1 maps of basal, mid and apical segments. Maps are

200
acquired from a healthy volunteer and a patient with takotsubo, at baseline and follow-up

T2

RESULTS

T1p relaxation times were obtained for fifty-one patients (96% female, mean age 69) diagnosed
with takotsubo cardiomyopathy. Figure 2 shows a significant increase in T1lp relaxation time in
mid and apical segments for the takotsubo baseline cohort compared to takotsubo follow-up
cohort (p=0.0006, p=0.0011, respectively). Figure 2 also shows a significant increase in relaxation
time in mid and apical segments for the takotsubo baseline cohort compared to a control cohort
(p<0.0001, p<0.0001, respectively). Basal segments showed non-significant changes in Tip
between the baseline and follow-up cohort (p=0.2780) and between the baseline and healthy
control cohort (p=0.5703).

Contact details: Dr Robert Kelly — robert.kelly3@nhs.scot

T1 rho (ms)

T1 rho values for takotsubo and healthy subjects
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Healthy volunteers Takotsubo baseline Takotsubo follow up
Figure 2: T1p measurements of basal, mid and apical segments
from takotsubo and healthy volunteer cohorts

CONCLUSION

Takotsubo  cardiomyopathy patients demonstrated
significantly increased Tlp values in segments with
myocardial oedema. Native T1 and T2 mapping were
shown to be more sensitive at detecting the oedema, most
notably being able to detect oedema in the basal segment.
However, our findings still validate T1p as a diagnostic tool,
for the acute phase of takotsubo cardiomyopathy. We
endeavour to carry out further research, exploring Tip
values in the long-term follow up of takotsubo patients.




An Enigma of Hypocalcaemia: Unveiling the Interaction Between Denosumab and Intravenous Iron when co-administered

Denosumab Denosumab

Background Antibody

*Denosumab is an anti-RANKL antibody,
inhibiting osteoclast formation, thus reducing
bone resorption and potentially causing
hypocalcaemia.

*IV iron (especially ferric carboxymaltose)
exacerbates hypocalcaemia via increased FGF23,
causing phosphate depletion and impaired
calcitriol synthesis.

Case Presentation

*An 84-year-old female with steroid-induced osteoporosis and
polymyalgia rheumatica (PMR) admitted with acute heart failure
managed with IV diuretics.

*Clinical symptoms included progressive fatigue, muscle cramps, and

confusion.

*Severe biochemical abnormalities:

. Hypocalcaemia: Adjusted calcium 1.78 mmol/L (Ref: 2.2—

2.6 mmol/L)

. Hypophosphataemia: 0.36 mmol/L (Ref: 0.80-1.50
mmol/L)

. Elevated PTH: 418 ng/L (Ref: 15-68 ng/L)

. Vitamin D insufficiency: 52 nmol/L (Ref: 50-220 nmol/L)

J CKD stage 3a

*Recent history included Denosumab administration (60 mg s/c, 3.5

months prior), previous bisphosphonate therapy, and frequent IV iron

infusions coinciding closely with denosumab use.

HYPOCALCAEMIA PREVENTION
WITH DENOSUMAB AND IV IRON

Denosumab

Reduces
Calcium
Release
from 1’

l bone Phosphate
PTH Loss

Calcitriol
Production

PREVENTIVE Separate by Prefer
MEASURES >4 weeks low-risk iron

Avoid close
co-administration

Optimise Ca &
vitamin D status
Monitor

L8
4 weeks

mEmE
S E posttreatment
Fig:2

Risk Factors and Pathophysiology

*Risk increased by concurrent CKD, low vitamin D, high-dose
denosumab, and IV iron therapy administered within 1-4 weeks of
denosumab.

*|V iron elevates FGF23, exacerbating phosphate loss and impairing
vitamin D-mediated calcium correction mechanisms.

*Loop diuretics, phosphate binders, and acute illness further
compound risks.

Table:1 Incidence

Normocalcemia or Mild Effects 9.7% PMC Study on Denosumab {1096 injections)
Denosumab-induced Hypacalcemia 53% Same as above
Severe Hypocalcemia 1% Same &s above

IV Iron-Induced Hypophosphatemia Variable (Higher with FCM) SpringerOpen, PubMed Meta-Analyses

Severe Hypocalcemia + Hypophosphatemia

[Co-dministration) Rare Case Reparts| PHC Case Reports

Management

eImmediate IV calcium infusion, transitioning to oral calcium
supplementation.

*Phosphate replacement and magnesium monitoring.

*High-dose vitamin D therapy (cholecalciferol 40,000 IU daily for 7
days).

*Regular biochemical monitoring leading to gradual electrolyte
normalization.

Preventive Strategies

*Ensure adequate calcium and vitamin D status before initiating
denosumab (target vitamin D >100 nmol/L).

*Avoid co-administration of denosumab and IV iron within close
proximity (>4 weeks apart recommended).

*Consider using iron sucrose instead of higher-risk ferric
carboxymaltose.

*Close biochemical monitoring of calcium, phosphate, and
magnesium levels post-treatment (minimum 4 weeks).

Conclusion

Clinicians should be aware of the significant interaction between
denosumab and IV iron, which can lead to severe and persistent
hypocalcaemia. Appropriate patient selection, biochemical
optimisation, and timing of infusions are critical for preventing this
potentially serious complication.

References (selected key references)

*Anastasilakis AD, et al. Ther Adv Musculoskelet Dis. 2019.
*Cosman F, et al. N Engl J Med. 2016.

*Makras P, et al. J Clin Endocrinol Metab. 2013.

*Barros X, et al. Rev Bras Reumatol Engl Ed. 2016.
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1 Aims

The aim of this QIP was to improve the
proportion of hospital patients in acute
medicine with a valid oxygen prescription
over a period of 4 months to 50%, in line with
the British Thoracic Society (BTS) guidelines.

2. Objectives

» The goal is to increase the number of
patients who receive a correct oxygen
prescription.

» The goalis to identify interventions that
can be sustained over time.

» The goal is to increase awareness of
oxygen as a drug and the importance of
appropriate oxygen prescription

3. Methodology

Data collection was done retrospectively
from Cerner. First cycle of the audit was
done with the data of all admitted patients
between 03-09 July 2024. Intervention was
implemented throughout the months of
August and September 2024 & re-audit was
conducted on 22-28 October 2024.

4. Results of Cycle 1

38 out of 145 patients admitted in Acute Medicine
between 03-09 July 2024 required O,.

32% (12 out of 38) patients who required O: were
prescribed within 48 hours.

CHANGES IN PRACTICE BEFORE AND AFTER
INTERVENTION

02 prescription

Oct-24

® 02 notprescribed w02 prescribed

5. Intervention

Results of the first cycle was presented in a
poster. Posters were circulated in emergency
dept area, acute medicine wards and other
medical wards.

6. Results of Cycle 2

39 out of 146 patients admitted in Acute
Medicine between 22-28 October 2024

required Oa.

51% (20 out of 39) patients who required O:
were prescribed within 48 hours.

7. Conclusion

Following poster circulation and campaign to
prescribe Oz, 59% (51% from 32%) Quality
improvement was noted over a period of 4
months.

There is still room of improvement.

Results of the second cycle and improvement
found will encourage the doctors in acute

medicine to prescribe O: as per Trust
guidelines.
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» Diabetic ketoacidosis (DKA) as an initial presentation of
undiagnosed Type 2 diabetes (T2D) is uncommon,
particularly in younger adults.

» The co-occurrence of DKA, severe hypertriglyceridemia
(HyperTG), acute pancreatitis (AP), and morbid obesity is
exceedingly rare, complex and carries significant morbidity
and mortality.

» Triglyceride levels >11.3 mmol/L increase the risk of acute
pancreatitis. However, TG levels are omitted in ~70% of
pancreatitis patients.

» This case highlights the diagnostic and management
challenges posed by the complex presentation of
metabolic disease in young adults.

CASE PRESENTATION

» 27-year-old male, BMI 40 kg/m?2.

» Presented with acute onset abdominal pain, vomiting,
polyuria, lethargy.

» Past medical history: asthma and depression (on

citalopram); family and social history unremarkable.

Lab findings :Hyperglycemia, Metabolic acidosis, High

Amylase and elevated HbAlc (Table)

Abdominal imaging: acute pancreatitis with no gallstones.

Initial diagnosis: DKA and pancreatitis.

Treatment: IV fluids, insulin infusion, and antibiotics.

Given the presentation with DKA at young age, type 1

diabetes was initially presumed and discharged on insulin;

Autoantibodies (GAD, IA2, ZnT8): neqgative.

Clinical features were consistent with insulin resistance

leading to reclassification as type 2 diabetes.

v
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Missed Diagnostic Insights: Rare case presentation of Undiagnosed Type 2 Diabetes Presenting as Diabetic
Ketoacidosis with Hypertriglyceridemia-Induced Acute Pancreatitis in a Young Morbidly Obese Adult

Veluchamy Rathakrishnan, Sangeeth Priyadarshan; Kochhar, Rupinder Singh
Salford Royal Hospital, Northern Care Alliance NHS Trust ;

INTRODUCTION RESULTS DISCUSSION

Investigations
Parameter | Reference Rangel Baseline | Discharge | 6-Month Follow up
General Parameters
BMI [ 185-249kgm* | 40kgm: | [ s8kgm
Metabolic Parameters
Sodium 135-145 mmaol/L 128 mmael/L 136 mmollL 137 mmolL
Potassium 3.5-5.0 mmoliL 4.8 mmol'L 3.0 mmoliL 4.2 mmal/L
Creatinine B60-110 pmoliL 78 pmolll 39 pmolil 43 pmolL
Blood Glucose 3.9-5.8 mmollL 22 6 mmolll | 9.6-12.3 mmal/L
HbA1e <48 mmolmol  § 116 mmolimel 73 mmol/mol
Inflammatory & Pancreatic Markers
CRP <10 mglL 273 mglL 180 mg/L
Amylase 40-140 WL 309 WL 34 UL
Lipid Profile
Total Cholesterol <5.2 mmoliL 15.8 mmol/L . 6.2 mmaol/L
HDL >1.0mmoll [ 081mmatl | /- N\ [ 069 mmoiL
Non-HDL <38mmoll | 152mmoll [/ - \! 5.5 mmoliL
Triglycerides <t.7mmolL || 41.5 mmoliL - | 15.0mmonL |
Cholesterol/HDL Ratio =4.0 259 9.0
Hematolegy
Hemoglobin 130-170 g/L 185 g/L 141 giL
WBC 4.0-11,0 = 10%L 17.5 = 10%L 11.9 = 10%L
Neutrophils 2.0-7.5 = 10%L 15.4 = 10%L B.8 = 10%L
Acid-Base Status
pH 7.35-7.45 7.24 7.39
Bicarbonate 2226 mmoliL 11 mmol/L
Base Excess -2to+2mmolll | -14 mmolL
Lactate <2.0 mmol/L 2.0 mmaollL
Immunology
Anti-GAD Antibodies <1.0 Negative
InTE <2.5 MNegative
1A-2 Antibodies <10 Negative
Islet Cell Antibodies Negative

Critical Oversights:

» Severe HyperTG (41.5 mmol/L, 4 times the pancreatitis risk
threshold) was not identified or adequately addressed until
a routine outpatient review six months post-discharge.

Missed Opportunities:

» Delayed Diagnosis resulted in missed management
opportunities of Dietary fat restriction, lipid specialist
referral and lipid lowering therapy

Diagnosis of HyperTG-induced pancreatitis was made
retrospectively

* Repeat TG levels showed TG levels (15.0 mmol/L)
* Suggesting that the critical oversights led the patient to
remain being high risk of developing potentially fatal

pancreatitis.

CONCLUSION

» This case highlights the complexity of metabolic
emergencies in young adults.

» A systematic approach is essential: routine triglyceride
testing in all pancreatitis cases with acute pancreatitis,
aggressive inpatient severe HyperTG management, and
prompt multidisciplinary follow-up are crucial to prevent
recurrence and reduce mortality




Incidence of underlying CAD in chest pain patients with intermediate risk for ACS - a retrospective analysis:

Coutinho, Abigail; Williams, Faith Oluwaseun; Ogunbowale, Ibukunoluwa; ElImetwali, Mohamed Azmi Kasmi; Malik, Abdul Basit; Castaneda, Francis; Rojo, Marifel; Roy, Sayak; Singh, Pradeep ; Ikuesan, Taiwo; Vuyyuru, Ramabala

Coronary artery disease (CAD) is a leading cause of mortality throughout the world if not
detected early and treated properly. When patients present with chest pain, finding the
right candidate for further cardiology workup is a major challenge.

Patients who met the eligibility criteria, had normal troponin, a history suggestive of
cardiac-sounding chest pain, and had risk factors were referred to the Telephone Chest
Pain Clinic for further rapid outpatient evaluation.

Baseline characters of continuous variables

Parameter Mean with 95% CI
Age (years) 60.65 £3.03
Value of first troponin (ng/L) 9.8361 £1.806

Total cholesterol (mmol/L) 4.53+0.35

Low density lipoprotein (mmol/L) 2.43+0.29

High density lipoprotein (mmol/L) 1.56£0.22

Triglyceride (mmol/L) 1.86 +0.35
Systolic blood pressure (mmHg) 135+5.99
Diastolic blood pressure (mmHg) 83£3.55

StUdy in Summary Total referrals from ED and SDEC —

135 (partly extracted from the main
data sheet)

DNA (N-18)

m Accepted for work up (N-61)

| Positive findings (N-20)

Baseline characters of categorical variables

Conclusion: Our study showed a significant burden of underlying CAD (32.78%)
in patients with normal troponin, and intermediate risk.

We need robust highly specific cardiac markers in the future, and new strategies to make
sure that we do not miss significant CAD.

Parameters Percentage (%) of occurrence
History of smoking 39.65% (23/58) - data not available for 3 out of 61
patients
History of diabetes mellitus 19.29% (11/57) - data not available for 4 out of 61
patients
History of peripheral arterial disease 3.85% (2/52) - data not available for 9 out of 61
patients
Family history of ischemic heart disease <65 years 42.85% (24/56) - data not available for 5 out of 61
patients
Estimated glomerular filtration <15 1.64% (1/61)
rate (ml/min/1.73m?) 45-59 6.56% (4/61)
60 — 89 54.1% (33/61)
>90 37.7% (23/61)
HbA1lc (%) 6.6-7 72.73% (8/11)
71-8 18.18% (2/11)
>10 9.1% (1/11)
Male population 50.82% (31/61)
Female population 49.18% (30/61)

NHS

Intermediate risk factors used are: 1) 0 and 3 hours troponin either
</= 14 ng/L, or difference less than 10 ng/L; 2) ECG — longstanding
LBBB, non-specific ST-T changes, flattened T-waves; 3) chest pain
radiating to arms, neck or jaw; 4) > 2 risk factors — increased
cholesterol or on treatment, increased blood pressure or on treatment,
family history of CAD, diabetes mellitus with atypical chest
symptoms, peripheral vascular disease.

King's College Hospital  princess Royal University Hospital, King’s College Hospital NHS Foundation Trust

NHS Foundation Trust



Introducing an abdominal paracentesis procedure box in the acute gastroenterology NHS|

ward environment: a quality improvement and audit project of Liverpool

Introduction

Asgciies is the most common complication of liver cirrhosis. (1)

Diagnostic and therapeutic paracentesis is an important step in the
investigation and management in these patients.

Delays in performing paracentesis can lead to delayed symptomatic
relief, delayed diagnosis and an increased length of siay.

nnnnnnnnnnnnn

arizen from a framewerk document produced by NHS England’s
Patient Safety Domain to promote safe practice for invasive
procedures. (2]

Objectives

+  Evaluate the utilization LocSSIP documentation tools

*  |dentify education and fraining needs among medical and nursing
stafi.

*  Improve fraining opportunities for rotational resident doctors

Pre-Intervention Methods

Refrospective analysis and audit of electronic patient records to
evaluate trends in large-volume paracentesis (LVP) performed during
acute admissions in January 2024.

Time and motion study and qualtative survey of resident doctors in

the gastroenterology department to identify barriers to timely
paracentesis.

References; 1. Chiaiing & o), Azscites. 2 Foculty of intensive Cove Medicine, LocSSIP
e e R

Pre-Intervention Results

14 LVP performed. 70% in the afternoon. 2 delays in discharge

Documentation adequately completed in 73% of pre-inserion
LocSSIPs versus 27% of post-insertion.

Survey revealed multiple barriers to timely paracentesis, including
difficulties in locating equipment and unfamiliarity with procedural

Time and motion study showed an average of 14 minutes 57 seconds
to collect equipment.

Intervention

Ascitic drain procedure box and checklist implemented on in-patient

Education delivered at local inducfion to all rotational doctors and
practical training programme inifiated.

medical and nursing staff.

& i

University Hospitals

Group

Post-Intervention Results

Time and metion study with different resident doctors showed if
now took an average time of 2 minutes 9 seconds to collect
equipment.

100% of survey respondents felf more confident finding egquipment
and that drains were able to be inserted earlier in the day.

Operators praised the logical layout and standardizsed process,
and their feedback led to the incorporation of cytology forms in the
drain box for ease of access.

Time to collect equipment
decreased by 85.6%

Conclusion

The intreduction of a paracentesis procedure box significantly

reduced operator time pre-procedure, improved procedural
efficiency and improved rotafional resident dector safisfaction.

Areas for improvement highlighted were the further embedment of
LocSESIP documentation tools.

We recommend the adoption of a procedure box by similar units to
standardise invasive procedure ingserfion and documentation for
clinical governance and quality assurance purposes.
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. X Discriminatory ability of standard cut-offs of NT-proBNP and Hs-cTnT

Background: Chronic kidney disease (CKD) is Baseline quartiles of NT-proBNP and Hs-cTnT eGFR and UACR with all cause mortality, MACE and ESKD
associated with high risk of cardiovascular disease ‘ : " e : i All-cause mortality MACE ESKD
(CVD) including mortality, partly because of shared - g - | i Harrel’s C-Statistic | Harrel’s C-Statistic | Harrel’s C-Statistic

: ‘ i | 95% ClI 95% CI 95% CI

NT-proBNP + Hs-

Hs-Troponin-T (ng/L)
8
NT-proBNP (pg/mi)
=1
=

h rtension and o it n ue to inherent trait
ypertension and obesity, and due to inhere S : i - | cTnT + FRS 0.713(0.695,0.731)  0.697 (0.673,0.721)  0.680 (0.658, 0.703)
consequent upon CKD. Due to these links between " . Il H Jod IS ‘ eGFR + UACR + Hs
. . . s | t . n | | -
CKD and CcVD aetiology, it may be intuitive to use X - — B = : cTnT 0.682 (0.661,0.696)  0.650 (0.624,0.673)  0.791(0.774, 0.808)
CVD biomarkers in CKD risk prediction o == —— - ‘ o == eGFR + UACR + FRS +
and vice versa ‘ - NT-proBNP ’ ! ‘ cuntes of HS-Trwonin] ) Hs-cTnT + NT-
proBNP 0.705 (0.692,0.743)  0.661(0.647,0.682)  0.892 (0.776, 0.919)
0,
Methods @ G “MACEHR(%/"CI) ESKD HR (95% Cl) All cause mortality HR (95% Cl)
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g 2nd- e @ 2ng- — 2 2nd- =il
o 1 g | ¢ |
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He.T T el et st s e Associationsof NT-proBNP, hs-cTnT, eGFR and uACR in predictingsiskefdeath, ESKD and MACE
s-froponin Major adverse cardiovascular
NT-proBNP = In CKD stage 3-5, higher NT- MACE Auca".se MACE Auca".se
1946 CKD events (MACE, n=553) roBNP and Hs-cTnT quartiles are AT Al
: P ; nd _quartiles g sHR (95% Cl) sHR (95% CI) HR (95% CI) sHR (95% Cl) sHR (95% Cl) HR (95% Cl)
patients associated with are significant risk [ e e
for mortality and MACE, while
eGFR and UACR was associated m Ref. Ref. Ref Ref. Ref. Ref.
with 2-4 fold increased risk of m 1.81(0.78, 4.18) 1.35(0.76,2.37)  1.26(0.77,2.06)  2.44(1.62,3.67)*  1.16(0.89,1.50) 1.14.(0.93, 1.40)
ESKD or renal replacement
therapy BEEN 290(1.31,6.42%  1.88(1.10,3.22)  1.90(1.20,3.00)  4.87 (3.31,7.15)* 1.33(1.03,1.72) 1.69(1.38, 2.06)
End stage kidney 11.23(5.17,24.39)*  1.76(1.03,3.01)* 2.78(1.77,4.36)  8.38(5.76, 12.17)* 1.31(1.00, 1.72) 1.68(1.37, 2.07)

disease (ESKD, n=554)
Conclusions: In NDD-CKD patients, NT-proBNP and Hs-cTnT are predictors of all-cause mortality, MACE, and ESKD, independently of RBMs. Combining NT-
proBNP and Hs-cTnT with RBMs outperformed risk prediction for ESKD compared to RBMs used alone or in combination.
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Background

significant global health concern,

associated with high morbidity,

mortality, and substantial healthcare
costs. [

» Although many etiologies of AKI can
lead to severe outcomes, some forms
are reversible, and a thorough
understanding of the underlying
pathology is crucial for guiding
treatment strategies and prognosis.

» This audit evaluated adherence to

national (NICE NG148) and local trust

guidelines for AKI management,
aiming to identify strengths, and
critical deficits, and propose targeted
interventions for enhanced clinical
outcomes. [23]

NICE
NG148

Methodology

P Study Design: Retrospective

» Data Collection Period: August 1-

October 31, 2024
P Sample Size: 154 (n) patients
» Data Sources: Electronic Patient

Records (EPR), Sectra PACS, iLab

Audit
Questionnaire

» Acute kidney injury (AKI) is a

Assessing Adherence to Standard Guidelines in Acute Kidney Injury (AKI) Management: A Compliance Audit

Authors: Rahman, Shadman Sakib?'; Nazneen, Kazi Subrinal; Kamal, Sumaiyal; Rezwanuzzaman, SM?

Positive Highlights

AKI diagnosis was properly
documented for most
patients (85%)

More than 3/4th (81%) of
patients received IV fluid
when indicated.

Renal function was regularly
monitored in approximately
9 out of 10 patients (86%)

Medication review was
completed for over three-
guarters (73%) of patients.

Areas for Improvement

Aetiology of AKI should be
addressed and treated
accordingly.

Mandatory maintenance of
intake-output (I0) or fluid
balance chart

Refer to Nephrology for
expert review when
indicated

Urine analysis should be
performed routinely

e

Affiliation: Medway Maritime Hospital, Gillingham, Kent, UK

HYes uNo

Figure-1: Positive highlights from the Audit

mYes No

mYes iNo

Figure-2: Areas requiring further emphasis

Refer to
Nephrology

Vasculitis/
glomerulonephritis/tu
bulointerstitial

nephritis/ myeloma

Strengthen AKI management @
through departmental (W
education [C27)]

Display key audit findings
and protocols on posters

Re-audit in 3—6 months to
track progress

Conclusion

P Key strengths included timely senior

reviews, appropriate \V fluid
administration, and consistent renal
function monitoring.

» AKI management adherence needs
improvement, particularly in

documentation of aetiology, and input-
output charting

P Standardised documentation, protocol
compliance, training, reinforcing clinical
reminders, and re-audit are crucial for
continuous quality improvement
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Knowledge, Attitude, and Practices (KAP) Regarding Dengue Infection: A Community-Based Study in Rural Cox’s Bazar
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1. Context

The aim of this community-based cross-
sectional study to assess the levels of
knowledge, attitude, and practice (KAP)
towards dengue infection (DI) among 484

adult rural people in Cox's Bazar, Bangladesh.
2. Problem

Dengue Infection (DI) poses a serious threat to
public health, especially in tropical and
subtropical areas where dengue virus vector,
the Aedes aegypti mosquito, is abundant.

Dengue can cause severe conditions such as
haemorrhagic fever, dengue shock syndrome,
Respiratory  symptoms,  gastrointestinal
disturbance, low platelet count and deranged
liver function tests.

Bangladesh is severely affected by DI, largely
due tropical climate, dense population,
unplanned urbanization, inadequate vector
control, and low-literacy rates.

Bangladesh experienced its major dengue
outbreak in 2023, with a total of 1,705 dengue-
related deaths and 321,179 cases (the highest
since its first outbreak in 2000) followed by the
second-largest outbreak in 2024, with 575
deaths and 101,211 cases.

3. Intervention

Despite ongoing advancements in dengue research globally,
ensuring effective treatment and preventive measures
remains challenging in Bangladesh. Therefore, this study
was conducted to assess the KAP measures regarding DI
among rural residents of Cox's Bazar which would be a
reference for other areas in Bangladesh.

4. Strategy for change

From July-October 2023, a pretested, face-to-face semi-
structured questionnaire was utilized to interview 484 adults
aged 18 years and older to assess their KAP regarding DI.

Medical students from Cox's Bazar Medical College (CBMC),
Bangladesh were involved to gather answers on
qguestionnaire included sections on the participants' socio-

demographic profiles and KAP practices.
5. Methodology

Data was entered, curated, and analysed using IBM SPSS
Version 23(New York). Descriptive statistics were expressed
as frequency (percentage) and mean (*standard deviation,
or SD) for categorical and continuous data, respectively.

The chi-square test and Fisher exact test were used to
assess the significance of associations between two
nominal variables. Participant’s levels of knowledge,
attitude and practice were assessed by 26, 9 and 10
questions respectively [incorrect answer: ‘0’ and correct
answer: ‘1]

The results showed that the participants mean
knowledge score was 14.9 (SD: 4.1; range 0-26),
indicating that the majority (84.3%) possessed
an average level of knowledge about DI.

Regarding attitudes, the mean score was
6.8(SD: 1.3; range 0-9), with a significant portion
(63.0%) demonstrating a good attitude towards
DI.

In terms of practices, the mean score was
7.1(SD: 1.7; range 0-10), with the majority
(57.2%) exhibiting average practices in
preventing DI.

7. Lessons learned

The main challenge has been identified that
despite having proper knowledge on DI, people
are reluctant to adopt necessary practices to
prevent DI.

Through the interviews, while answering the
questions asked the participants realized the
importance of having proper KAP towards DI.

This highlights the urgent need for expanded
educational outreach to raise public awareness
about dengue and promote preventive practices
in rural communities of Bangladesh.




Infectious Pulmonary Tuberculosis patients who inadvertently had Spirometry in a
Tertiary Care Pulmonary service
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INTRODUCTION Spirometry Testing Pathway

Tab 1

~ 16,000

Physicians

e Spi I i Fi 1 Initial Assessment [m Screened patients
pirometry is a routinely used test to assess g Y r——
pulmonary function. l PTB Status - Positive _ .
* Infectious pulmonary tuberculosis (PTB) patients Infective PTB patients 42 (0.26%)
creates droplets and aerosols that could potentially g kol i (+/-1 month of spirometry)
expose healthcare workers and other patients to TB, if | Before
done u-nknOWIngly. . . . (-) TB Suspiscion l (+) TB Suspiscion Spirometry 4 (0025%)
» Following effective screening protocols in high TB , v Positive - (<1 month)
burden countries like India, where an estimated one- Pulmonary Function Lab Referral TB Screening and diagnostic testing PTB test
third of the population has TB infection, becomes ' i) After
imperative 4 Note to defer Spirometry testing until spirometry 38 (024%)
« Our spirometry testing pathway integrates TB [ Proestvertcaten | |_ ol i i (>1 month)
screening within a coordinated physician-therapist —|

approach (Fig.1). > Decsonpom  je——— St Perdngo [TB dia??;i?ﬂn'zeesnp"m] ROOT CAUSE ANALYSIS

» This study aims to evaluate the efficiency of these

screening protocols in preventing infectious TB l * 4 patients were either diagnosed or had ambiguous
patients from undergoing spirometry in a tertiary care v PTB diagnosis at the time of spirometry (Tab 1)
pulmonary service. PRSI o pencing Hegs > TestAdministration » Current infection control pathway failed to identify

these patients — 0.025% error rate

METHODS :

+ Retrospective study [ e raie ] [TB diagnosgu-aespiratow] o _
« Screening all patients referred to the pulmonary iscanilinic » To our knowledge, this is the first large-scale study

. . . lobally to assess the reliability of infection control
function lab for spirometry testing from January 2022 RESULTS ?neasu);es in spirometry for TByscreening, based on

to February 2023 (14 months) ~ 16,000 patients

. . . : , . . e * Mean age 48.69 years (SD - 16) Presenting Symptoms data from 16,000 patients.
T(.) |;|ent|fy po(tjenftlally mfec:lr\]/ z TfB patlenftts V\;'rt]h'n a + 30 males and 12 females. « Cough (76.2%), » This protocol demonstrated high effectiveness and
window period ot one month betore or atter ine * BMI<185-17% + SOB (55%), may serve as a model for infection control in other
spirometry. |+ Type 2 diabetes - 38% + Weight loss (35.7%) TB-endemic regions

* Data collection was done from the pulmonary function | . 219, PTB History, 19% asthma & * Chest Pain (26.3%)
lab database, and the results of TB tests were 10% COPD * Sputum (41%) and Lung Limitations: Single-center study & Lack of a

collected from the institution's clinical workstation. + 31% current smokers Biopsy (33%) — Diagnosed | comparative group




DISSEMINATED TUBERCULOSIS IN A PATIENT ON ANTI-TNF INHS |
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We present the case of a young female with Crohn’s
disease on Anti-TNF therapy who developed
disseminated tuberculosis (TB). This case highlights
the risks of biologic therapies and the complexity of
diagnosing opportunistic infections in this growing
patient population.

Case presentation

» Young female with ileocolonic Crohn's disease
managed with Infliximab then Adalimumab for 3
years presented with 3-week history of dyspnea,
fever, abdominal pain

» CXR showed right basal consolidation and
treatment for community acquired pneumonia was
initiated

» Hypoxemia and CT images markedly
worsened which progressed to respiratory failure
requiring ICU admission

» Sputum sample grew Mycobacterium tuberculosis
after 6 weeks and Anti-TB therapy was commenced

» Her 6-month ICU stay was complicated by ventilator
dependence, acute renal failure, IRIS, and drug-
induced pancreatitis

» She was subsequently discharged home
successfully on oral therapy

» Diagnosis in immunocompromised patients is
challenging--traditional tests have reduced
sensitivity, and even Interferon-Gamma Release
Assay (IGRA) may yield false negatives. Delayed
culture results further complicate management.

= TB treatment requires specialist input to optimize
drug levels and manage complications.

= TB reactivation risk is significantly higher in this
population due to factors like comorbidities,
immunosuppressive therapy, and local TB burden.

= This case highlights the possibility of TB
reactivation in individuals taking biologics, even with
initial negative work up, and demonstrates the
limitations of current investigative medalities in
reaching a definitive diagnosis

Conclusion

The management of TB reactivation in
immunocompromised patients requires a multifaceted
and timely approach. This case highlights the
complexities of management and the need for
multidisciplinary teamwork which is crucial

in achieving positive clinical outcomes in such
complex cases.
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different groups of immunacompramised patients Chest. 2009 Jul; 136(1):198-204.
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Med 2015 Sep 1152(51.605-17. doi: 10. 1164/rem.201412-21410C. PMID: 26030344,

PMCID

PMC4595688

34805 G, Arnvieux C, Cuzalets C, et al. Facteurs dimmunodépression chez des patients

tuberculeux [Factors of immunadepression it patients with twherculosis]. Presse Med.
05 War 26,34{6).420-4. French. doi 10.1076/50755-4982(05)83935-1. PMID:

Diagnostic findings

» Sputum and bronchial washings for acid-fast
bacillus testing, were all negative

» Arepeat QuantiFERON-TB Gold test returned
positive, contrasting a negative result from 3 years
prior

» Bone marrow aspirate and biopsy done to

i : ; : 1590287
|nVeSt|gate pancytope_nla Conf"med _granU|oma.s 14) Skodric-Trifunovic V. Faklor rizika za cbolevanie od lubevk.uluzevlﬂisk factoes for
and grew Mycobacterium tuberculosis along with a Image 1.and 2 : CT Chest comparison over a 2-week period showing marked worsening of develoging tuberculosis). Med Pregl. 200457 SUppl

6 weeks sputum sample lung findings 1:53-9. Seshian. PMID: 15686223




The iron need: utilisation of intravenous iron in an east London
ambulatory care unit to prevent inpatient admission
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Egan.S, Parry.A, Asardag.N, Onen.B. Department of Acute Medicine, Royal London Hospital, Barts Health NHS trust.

Introduction:

The local population in Tower Hamlets is 77%
non-White British, with 34% Bangladeshi [1].
This community has a higher prevalence of
iron deficiency anaemia (IDA) [2].

First line treatment is oral (PO) iron
replacement, with intravenous (V) iron used
if not tolerated or poorly absorbed [3].

IDA is an ambulatory care sensitive condition,
but results in preventable admissions [4].

Aim:

To assess the provision of IViron in the
ambulatory care unit (ACU) to prevent avoidable
inpatient admissions.

Methods:

Data were collected retrospectively at four time
points over an eighteen-month period (Oct 2022,
Feb 2023, Jun 2023 and Apr 2024).

Interventions included:

(@)

(@)

Consultant vetting process introduced
between the first and second time points.
Departmental teaching between the second
and third time points.

Results:

In total 111 patients were reviewed in ACU; 78.4% were
female, and 48.8% were Bangladeshi.

Over the four time points, there was an increase in
documentation of the indication for IV treatment (6.3%,
8.3%, 29.6% and 53.6%).

Following the first intervention, there was an increase in
referrals from the emergency department (ED) and
medical take from 18.8% to 37.5% (Graph 1) which was

sustained at time points three (40.7%) and four (35.7%).

2.7% required admission from ACU.

Graph 1: Source of referral to the ACU for IV Iron

B ED/Medical Take GP Medical Specialties W Surgical Specialties

Unknown

Oct 2022 Feb 2023 Jun 2023 Apr 2024

Discussion:

(@)

Improved documentation of indication for IV
treatment suggests greater consideration of
resource allocation.

Following intervention, referrals from the ED
and medical take increased; without a
robust ACU this cohort may have required
admission.

ED attendance could be avoided via direct
referrals to ACU in certain circumstances.
Greater availability of IV iron may prevent
unnecessary use of blood products.
Limitations include:

= Some data based only on
documentation, which may be
confounding.
No data on oraliron adherence.

Conclusion:

Greater availability of outpatient IV iron
services is essential to prevent admissions
in areas with high prevalence of IDA.
Future projects could include creation of a
centralised service with a protocolised
referral process.

Refe rences: [1] New Tower Hamlets census data. (2022). Available at: https://www.towerhamlets.gov.uk/News_events/2022/December-2022/New-Tower-Hamlets-census-data-released.aspx. [2] NHS Health Research Authority. (2016). NEON: Nurture Early for Optimal Nutrition. Available at: https://www.hra.nhs.uk/planning-andimproving-research/application-summaries/research-summaries/neon-nurture-early-for-optimal-

nutrition-2 [3] Goddard, A. F., James, M. W., MclIntyre A. S et al. (2011) Guidelines for the management of iron deficiency anaemia. Gut. 60(10):1309-1316. [4] NHS England. (2014) Emergency admissions for Ambulatory Care Sensitive Conditions — characteristics and trends at national level. Available at: https://www.england.nhs.uk/wp-content/uploads/2014/03/red-acsc-em-admissions-2.pdf
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Once-daily low-dose prednisolone has lower cardiovascular risk than conventional hydrocortisone
replacement therapy in adrenal insufficiency: A double-blind randomised controlled trial

Dr Sirazum Choudhury, Dr Katharine Lazarus, Dr Angelica Sharma, Dr Kavita Narula, Cara Go, Dr Suzie Cro, Dr Thilipan Thaventhiran, Dr Bernard Khoo, Prof Tricia Tan and Prof Karim Meeran

Introduction
Adrenal Insufficiency (Al) is associated with significant mortality despite improvements in oral glucocorticoid replacement regimens. Multiple daily dose regimens of hydrocortisone is first line treatment. Low-dose once
daily prednisolone is an alternative. With a longer half-life, prednisolone offers replacement that is more physiological, better mirroring the circadian cortisol rhythm. Previous studies have evaluated prednisolone at doses
above 5 mg. This is the first clinical trial comparing low-dose prednisolone (2-5 mg once daily) to standard hydrocortisone regimens.

Methods Results

IScreened (n= 7zj

Period 1 2 weeks Period 2 |Enrolment:\ Of 47 participants, 16 were diagnosed with primary Al. One participant withdrew on
washout Randomised (n 47) Day 2, without taking any study medication (Figure 2). Another participant withdrew
4 months of . in the second period, hyponatraemia was noted. There were no differences in
Ml Prednisolone peD“nOd baseline data.

F'redmsolone st Ii Hydrocomsone st
(n= 24) 1st Study Period (n=23)

Completed Period 1(n= 24) Completed Period 1(n= 22)
Lost to follow up in Period 1 (n=0) Lost to follow up in Period 1 (n=0)
Withdrew in Period 1 (n=0) Withdrew in Period 1 (n= 1)

I I

There were 3 serious adverse events. These included hyponatraemia, viral
gastroenteritis and food poisoning. All three occurred when the participant was
receiving prednisolone.

baseline
therapy

4 months of
Prednisolone

o -

Figure 1: Study design. Participants were randomised to Arm 1
or Arm 2 | Washout .

- al—_ : "
Hydrocortisone 2" 274 Study Period Prednisolone 2™

by (n=lz4) (n=22)

| The mean treatment group difference for prednisolone versus hydrocortisone for
weight was -1.87 Kg (p=0.002) and for HbA1c was -1.23 mmol/mol (p=0.001), in
favour of prednisolone treatment at Day 120 (Figure 3). BMI showed a change of

-0.52 Kg/m2 (p=0.035), and waist circumference was -2.3 cm lower (p=0.010) in

This double-blind, two-arm, two prednisolone followed

period, randomised crossover
study recruited 47 participants
from endocrinology outpatient
clinics. Individuals between 18-
70 years with a diagnosis of
primary or secondary Al for at
least 6 months, were recruited.

hydrocortisone three times or

placebo at noon and afternoon,
at their individual tailored dose
to ensure blinding. Each dose
was a single tablet.

Data was collected on Day 1
(baseline), Day 30 (interim) and
Day 120 (endpoint) during each

collected.

Completed Period 2 (n= 24)
Analysed (n=24)
Lost to follow up in Period 2 (n= 0)
Withdrew in Period 2 (n= 0)

Completed Period 2 (n= 22)
Analysed (n= 22)
Lost to follow up in Period 2 (n=0)
Withdrew in Period 2 (n=1)*

Figure 2: CONSORT diagram of trial profile

80.07 [—— |

Day

.

Day

association with prednisolone. There was no significant difference in lipids or blood
pressure between the two arms

Bone turnover markers were significantly suppressed in association with
prednisolone treatment after 120 days (Figure 3). No differences were seen in
subjective health questionnaire outcomes (SF-36 and Addi-Qol).

All “were on stable hormone ,eri6q. Opservations (including 0 Em i | Figure 3: Cardiovascular risk
replacement therapy, including weight, waist-hip 3 E 33/ ~45 and bone marker profiles.
glucocorticoids for at least 3 circumference, blood @79'5 % E E Panels showing the trends of
months. Patients with diabetes pressure), biochemical data for 5790 E%_s 536' an weight and HbA1c in the
were  excluded. Participants ., 4iometabolic health, bone || £ e = 34 z study. All data is shown as
were randomised to either Arm v, over, and subjective health %8s 3 S “35 mean. * denotes P<0.05.
1orArm 2 (Figure 1). data (SF-36 and Addisons £ .

. . . - . . = ® Prednisolone
Participants received either Quality of Life (Addi-Qol)) were 78.0 30 20 3805 0 T @ 20 30— 120 g Hydrocortisone

Day Day

Conclusion

Once-daily low-dose prednisolone is a safe alternative to standard-regimen hydrocortisone and may provide better cardiovascular outcomes without compromising subjective health. Future studies are needed to explore

longer term outcomes such as bone-mineral density and real-world mortality.
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ADVANCING CONFIDENCE AND COMPETENCE IN JUNIOR DOCTORS :

I SPECIALIST MEDICINE WEEKEND TEACHING PROGRAMME

aring af ke best
C ing ot i

INTRODUCTION

The University Hospitals of Leicester Specialist Medicine Weekend
Teaching Programme supports postgraduate doctors in maintaining
high standards of medical practice, as outlined by the GMC. It was
designed to help postgraduate doctors better manage acute medical
presentations. With a primary focus on acute medicine, this
voluntary ongoing programme provides doctors working in Specialist
Medicine at UHL with essential clinical and non-clinical skills.

\

METHODS

spread across 10 months, covering various clinical topics alongside
non-clinical skills like leadership, communication, and medical
education. It employs a combination of flipped learning and
blended learning approaches. Sessions are delivered via Zoom/MS
Teams and complemented by asynchronous learning through social
media groups.

Additionally, all sessions are recorded and uploaded to a dedicated
link, ensuring accessibility for those who missed them. Doctors
below ST4 levels were eligible to enrol. Programme effectiveness
was assessed via surveys, with most questions ranked from 1 to 10
\ (1 being the lowest) and some open-ended responses.

The programme consists of 45 online sessions (60-90 minutes each) )

Authors: Sooraj Mannil, Masooma Hussain, Jay Patel, Sonali Katti, Latif Rahman

oo RESULTS

22 people successfully completed the
programme - and had an average 2 yrs
of experience in the NHS.

Overall Programme Rating: Average 9.7/10

7

\
Flipped learning is an instructional approach
where learners review foundational content
independently (often through videos or
readings) before engaging in interactive,
application-based sessions.

Blended learning combines traditional face-
to-face teaching with online digital
resources, offering a flexible and integrated
learning experience.

Confidence in
handling
difficult

conversations

increased.

Understanding
of the IMT/HST
application
points system

Teaching skills
improved

Preparedness
for an IMT/HST
interview

Affiliation : University Hospitals of Leicester NHS Trust

Improvement in Confidence Levels

Ability in
leading and
conducting an
audit ora QIP
increased

satisfaction as
a doctor

Confidence in

presenting a
poster at a
conference

Confidence in

working within

the NHS
system

Neurology increased from 4.91 to 8.7 (77.39%), Haematology from 4.76 to 8.4 (76.47%), Toxicology
Confidence in  from 4.9 to 8.3 (69.39%), Cardiovascular from 6 to 9 (50%), Respiratory from 6.2 to 9.1 (46.77%), and
Managing Acute  Gastroenterology from 5.54 to 8.9 (60.65%). Dermatological conditions showed a modest improvement

Medical Conditions  from 6.1 to 6.5 (6.56%).

n CONCLUSION

healthcare system.

The survey demonstrated the significant impact of the programme in enhancing participants' :
confidence, skills and overall preparedness for their roles as doctors by the rise of 54.8%in non- @ ................. REFERENCES
clinical skills and 62.56%in clinical teachings. 5 Participants reported increased confidence, job :

satisfaction, communication, and leadership. Significant gains were seen in audits, conference 1.
presentations, and specialty training applications. Overwhelmingly positive feedback highlights |

the programme's effectiveness in professional development, benefiting both doctors and the P2
i 3. Vallée Aetal. Blended vs traditional learning in medical education: a meta-analysis. J Med Internet Res.

2006;28(6):497-526.

J i 2020;22(8):e16504.

----------------------------------- @  Overall, confidence in managing acute medical conditions improved by approximately 53.2%,
N i highlighting the programme's substantial impact on clinical preparedness.

2

Steinert Y et al. Faculty development to improve teaching in medical education: BEME Guide No. 8. Med Teach.

Hew KF, Lo CK. Flipped classroom in health professions education: a meta-analysis. BMC Med Educ. 2018;18:38.



THYROTOXIC ENCEPHALOPATHY WITH SERONEGATIVE THYROIDITIS m
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| NTRO D U CT' O N TI [\f\ E LI N E Parameters Admission 1 Admission 2 Admission 3 Follow-up 1 Follow-up 2 r::gf:r(i:;:s)

* Admitted with 3 weeks history and lassitude, lethargy ) Free T3 6.4 15.4 52 29 52 3.5-
and intermittent fever 6.5(pmol/L)
*Pain and tenderness over anterior part of neck 11.5-22.7
Elevated * ?Thyroiditis — symptomatic treatment and discharge ) Free T4 22 63 30.2 7.1 13.5 ( ‘moI/I;)
Hashimoto anti- P
or Grave’s .
: thyroid 0.38-
disease antibodies e Alert but confused with no focal neurology N TSH 0.4 <0.01 <0.01 324 3.08 5.33(mlIU/L)
* Weak positivity for cytomegalovirus (CMV) IgM with
norma| brain |mag|ng TRAb <0.03 <0.03 <0.03 0.0-0.9
. Carblmgzolg 60mg/day started — stopped following TPOAD Negative Negative Negative )
Corticosteroids further imaging

Table 1. Showing thyroid function and antibody tests
Ima

HIRCHC S D|SCUSSION AND CONCLUSION
= i Thyrotoxic encephalopathy is a rare occurrence
secondary to Hashimoto’s thyroiditis and Grave’s
disease. Based on this case of seronegative
thyrotoxicosis that caused profound thyrotoxic
encephalopathy and settled following treatment of
thyrotoxicosis, non-autoimmune causes of thyroiditis

¢ Worsening confusion, disorientation and behavioral
changes

e Weak CMV IgM positivity with a negative PCR and
normal brain imaging / CSF analysis

e Empirical treatment for encephalitis and carbimazole
20mg per day

CASE REPORT

* Broken sleep, loss of hair and constipation

¢ Biochemically hypothyroid + thyroglobulin antibodies
negative

_ : . Figure 1 Figure2 should also be considered when investigating
Thyrotoxic Ser.o_ o C.arblmazole stopped and levothyroxine started at 25 N ] encephalopathy of unknown cause.
picture negativity micrograms per day " o
. W It is important to rule out other causes of
* No ongoing symptoms encephalopathy and conduct relevant investigations
* Euthyroid on blood tests at the first instance to avoid delays in diagnosis or
Anti-thyroid * Levothyroxine continued and further follow- institution of appropriate treatment. Treatment
drugs up arranged involves optimization of thyroid activity with anti-

A thyroid medications and its vital to be aware of
Figure 3 Figure 4 relapses.
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Confidence and Competence in Parkinson’s Examination NHS Foundation Trust
Dr Sophie Lansley (1,2), Dr Aditya Maney (1,2), Ms Ailish Fountain (1)
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The Impact of Patient Educator Teaching on Medical Students’ NHS/

Background/Aims Results
Medical students often struggle to develop clinical skills 91% of students reported improved clinical knowledge and 81% felt more prepared for their exam immediately post-session.
in specialised areas like Parkinson’s, so having effective 96% of students wanted more patient-educator teaching in other specialities. 37 out of 45 students (80.4%) who completed the post-
teaching strategies are crucial. OSCE survey reported the session improved their exam performance. No students reported that the session led to worse performance.
Patient educator teaching has been shown to improve
student’s communication skills, facilitate learning of the “It was insightful to interact with patients
patient’s experience and promote patient-centred care. in different stages of Parkinsons” Self-Reported Performance Post-OSCE:
Research has mostly focused on the patient’s experience,
with any reported student experience not being 80.43%
o, =
anonymised. There was a call for longitudinal studies to Really nice to be able to speak to
explore whether patient educator teaching can enhance patients about their own experiences”
clinical performance (1).
0,
“Try to get longer 13.57%

This study evaluates the educational impact of a patient
educator-led teaching programme in Parkinsons in self-
reported scores. | performed better as a result | performed the same as a

of the teaching session result of the teaching session

sessions with patients”

Method Conclusion
Thek'Feachlng wa§ T' monthly struct;c‘ur_ed ssssmn Iej by a Pa';lent—led tegf:hmg 5|Ep|f|cantly eryhances ‘studen.ts kngwledge ' We created a Podcast with our patient educators, please take
Par |pson sspega ist nurse, combining theory an . ar‘l _exam re§ iness. This supp_orts_mtegrat{ng pat{ente gcatorsm the time to listen to this here!
practical experience. The students had the opportunity clinical teaching. Further longitudinal data is required to improve
to take a history from and examine 3-4 patients with reliability and validity of results.
Parkinsons.
- Scan here for

References .
Anonymous surveys via Microsoft Forms assessed our Parkinsons
students' confidence and preparedness immediately post- 1 - Dijk SW, Duijzer EJ, Wienold M. Role of active patient Podcast!
session and another form was sent to students post-OSCE involvement in undergraduate medical education: a systematic
to assess self-reported performance. review. BMJ Open 2020.
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Introduction
Stroke is a leading cause of morbidity and mortality worldwide, and while commonly associated with older adults, it also affects younger individuals in their most productive years. In this population,
stroke is more likely to result in long-term disability than death, significantly impacting quality of life, employment, and independence. One important yet under-recognized cause of ischemic stroke
in young adults is cervico-cerebral arterial dissection, which accounts for up to 25% of cases. Vertebral artery dissection, in particular, may occur spontaneously or after minor trauma, and is
associated with risk factors such as migraine, smoking, hypertension, and recent infection.

Case Summary
A 38-year-old female with a background of migraines presented with a 2-
day-h!story o.f right-sided stabbing headache, localized to forehead and Absent Right Left Vertebral
occipital region. Vertebral artery
> Associated factors: Facial numbness, photophobia, diplopia, dizziness,
and balance issues. LS

> Risk factors: 15 pack-year smoking history.

> Examination: No neurological deficits, with normal vital signs.

»> Investigations: Blood tests, ECG, and CXR were normal, with a normal CT
head. However, MRI showed multiple small infarcts in the right
cerebellum. Aspirin 300mg was started.

> Further workup: Including telemetry monitoring, thrombophilia
screening, and a bubble echo, were performed and were unremarkable.

> Day 2: While on telemetry, she developed atrial flutter, which was
treated with digitalization and anticoagulation. Her rhythm reverted to
normal sinus rhythm the next day.

> Day 6: She reported persistent neck and shoulder pain, and gabapentin
was initiated for pain control.

» CT angiogram: Revealed a right vertebral artery occlusion, likely due to a
recent dissection.

> Supportive management: Physiotherapy for balance and mobility, and
the smoking cessation team was involved due to her smoking history.

Learning points

> Young stroke patients may present with atypical symptoms, such as
headache, dizziness, and visual disturbance, complicating the diagnosis.

> Vertebral artery dissection should be considered in young individuals
with stroke.

» Early imaging, including MRI and CT angiography, is essential for
diagnosing vascular events.

» A multidisciplinary approach, including physiotherapy, and smoking
cessation, is vital in managing complex stroke cases.

Reference
Vertebral artery dissection from etiopathogenesis to management therapy: a narrative review with
neuroimaging’s case illustration | The Egyptian Journal of Neurology, Psychiatry and Neurosurgery

| Full Text
Adams and Victor’s Principles of Neurology (11t Edition)
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The impact of insulin resistance on long-term outcomes in heart failure: A Systematic review [ [+\
Soumya Sri Pichuka- Medical student, Norwich Medical school

Introduction

Insulin resistance (IR) is associated with Type 2 diabetes mellitus (T2DM) as
well as cardiovascular (CVD) disease progression’.
Heart failure is highly prevalent in the UK:

-

S
HF contributes to 5% - —_ [ QL HF contributes to 2%
emergency admission? NHS hospital bed stays?
HF is an established T2DM complication. HF occurs in patients with IR

independent of diabetes®. The systematic review assesses IR’s role on
long-term HF outcomes,.

Methods

Adhered to PRISMA guidelines? and used databases including PubMed
and Ovid Medline.

Searched using Mesh terms (insulin resistance, heart failure, Mortality,
hospitalisation) and Non-Mesh terms (Long-term outcomes)

Inclusion criteria: Exclusion criteria:
* Studies assessing IR in patients » Studies focusing solely on T2DM
with HF (both preserved and without IR analysis
reduced ejection fractions * Studies with an extremely small
* Studies that report long-term sample size (<50)
outcomes (>= 6 months) * Studies with high methodological
addressing: mortality, bias
hospitalisations or functional * Studies without an appropriate
decline follow-up period.
> Screening: v
Records excluded

Study Type

Follow-Up
Duration

Results

IR Index
Used

Main
Outcomes

Key Findings

Higher METS-IR score

University of East Anglia

Limitations

Eligibility:
Full-text articles assessed = 12
Full-text articles excluded = 7

bases on
title/abstract = 18

Identification:
Database total = 33
- Ovid MEDLINE = 20

- PubMed =13
Duplicated = 3
Final records = 20

Included:
Studies included in analysis = 5

o

Metabolic Retrospecti linked to increased Retrospective; no
Score for IR P 3,248 4.2 years METS-IR Mortality - baseline insulin
in HFpEFS ve Cohort mortality in HFpEF (HR = measurements
2.48; p <0.001)
Association Retrospecti TyG, TyG- ?:Inpcﬁfalit TyG index linked to Single-centre;
of IR Indices ve Cth:)rt 8,693 2.56 years BMI, AlP, hos itaIiZéti higher MACE risk (HR = limited
in HFpEF® METS-IR on)p 2.1; p<0.001) generalisability
IR & Higher IR (lower eGDR) Small sample size;
Myocardial Cross- 26 LV strain, . & .p ’
. . 92 eGDR linked to worse LV cross-sectional
Dysfunction sectional months 6MW test strain/function desien
in HFpEF? g
Prognostic Cohort Mortality, lr:;lr:';ﬁ? t;)nlgcreased Single-centre;
Implications 682 1.4 years HOMA-IR  hospitalisati 'y L limited
of IRin HF® Study on rehospitalisation (HR = generalisability
1.91; p < 0.0001)
Prediabetes . IR and prediabetes
. 9 . HF severity . .
& IRin HF Prospective 26 linked to more severe Regional, low BMI
. 190 HOMA-IR (NYHA, NT- . ..
(Vietham Cohort months roBNP, EF) HF (higher NYHA, lower participants
Study) P ' EF)
Conclusion References

IR is strongly
associated with
adverse outcomes in

HF

IR could potentially be

incorporated into risk stratifying
tools and considered for NICE

guidelines inclusion

Multicentre prospective studies
are needed to further evaluate

prognostic value of IR and to
support its clinical care integration




Endoscopic Surveillance in patients with Oesophageal varices in Alcoholic Liver Cirrhosis

Sharma Paudel, Subodh 1, Baines, Simon 2, Arnold, Jayantha3

INTRODUCTION

Oesophageal varices affect .50% of cirrhosis
patients. Bleeding risk is 10-15% annually.
Endoscopy is the gold standard. This study
evaluated guideline adherence, related
barriers leading to non-compliance, and links
to disease outcomes.

DISCUSSION

Stable/improved outcomes were more

common in those following guidelines.

Disease progression & severity predicts
mortality.

CONCLUSION

Surveillance adherence directly linked to
disease progression.

Mortality is driven by disease severity.
Improving compliance improves patient
outcome halting the disease progression.

METHODS

Retrospective study on alcoholic liver
cirrhosis patients at Ealing Hospital.
Guideline adherence (Baveno VI & VII)
analyzed using chi-square and logistic

regression.
Study reg number: St.M.EH.24.200.

Sex

Other Medical Conditions

Immigration/Legal Barriers

Sex distribution of a population

REFERENCES
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RESULTS

177 patients (77% male).

57.6% followed guidelines.
Non-adherence causes missed
appointments (26.7%), mental health
(16.7%), maortality/split care (15.6%).
Adherence linked to disease stability
(p=0.007).

Causes of Non-Compliance

26.7%

‘ 16, 7%

| 15.6%

| 15.6%

| 12.2%

i 11.1%
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Enhancing locally employed doctors (LEDs) support and integration by introducing buddy programme - A quality

improvement project (QIP)
Sumaira Malik, Shifa Puri, Sidra Shah, Ayesha Farooq, Tamar Saeed

Division of medicine, Russells Hall Hospital, The Dudley Group NHS Foundation Trust

Figure 1 Figure2

BACKGROUND
* Integration of new staff into the NHS is critical
to ensure well-being, confidence, and
effective functioning.
Newly appointed doctors in NHS often face:
* Insufficient orientation or guidance
* Limited peer support.
» Difficulty adapting to a new workplace
culture
These challenges can result in anxiety, low
morale, and slower productivity.
To address this, we introduced a buddy
programme in Medical division pairing new
staff with experienced colleagues before they
join the hospital for the duration of at least 2
months.

DISCUSSION:

* Abuddy scheme is a structured support system within learning environments where individuals are paired together to provide assistance,
guidance, and friendship.!
By creating a supportive working environment, the trust can better support retention of LEDs which helps create a more stable, longer-term
workforce of LEDs.?

AIM & OBJECTIVE

* The primary objective was to set up a
structured buddy programme which will
create a safe and welcoming environment for
the resident doctors who are new to NHS.

RESULTS: RECOMMENDATIONS:

* In the 2" cycle 100% of the residents felt confident in approaching the buddies for queries (figure 1). All the LEDs felt «  To expand the programme to surgical division as well.
welcomed in the internal culture as compared to 40% in the 1<t cycle (figure 1). «  Continue the buddy program with regular surveys with each
84% of LEDs felt adequately supported by the buddies in 2" cycle as compared to 50%in the first cycle (figure 1). In 2d cycle of new recruitment of LEDs.
cycle 53% LEDs felt the buddy programme helped in smooth transition into their new role (figure 2).

References:

1. https://www.hee.nhs.uk/our-work/in-your-area/midlands/ahp-midlands/news-events/ahp-buddy-scheme-evidence-based-guide-2/implementation-plan

2. https://www.nhsemployers.org/case studies/supporting_retention_locallyemployeddoctors#:~:text=Buddies%20for%20new%20starters&text=The%20initial%20buddy%20contact%20starts,UK%20and%20within%20the%200rganisa
tion

METHODOLOGY:

Two-cycle study using pre- and post-
implementation survey was done
and electronic questionnaires were
sent to the newly appointed
resident doctors.

1st cycle was carried out in June
2024 and data collected from 20
doctors retrospectively who were
not assigned buddies.

2nd Cycle was carried out between
July and Dec 2024 from 20 doctors
prospectively after implementation
of the buddy program.

CONCLUSION:

Our buddy programme has been a
success as new doctors who felt well
supported, helped them settle in a
new culture.

100% of those assigned buddies
agreed that having a buddy made
their transition in NHS smooth and
recommend this program to every
new-comer

NHS

The Dudley Group

NHS Foundation Trust
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Predictive Model for Necrotising Fasciitis (NF) Outcome

Introduction: Necrotising fasciitis (NF) is a rare, rapidly progressive
soft tissue infection with a high mortality rate (20-40%) in the UK.
Predicting outcomes remains challenging, especially early in
admission.

Objective: To develop & validate a predictive scoring model for
mortality & morbidity among NF patients, forming the basis of an
evidence driven management pathway.

Methods:
Study Design : Retrospective review (2019-2024) at Ashford & St
Peter’'s Hospitals NHS Trust.

Inclusion : Adults with confirmed NF diagnosis.
Exclusion : Cellulitis, diabetic foot ulcers.
Data Sources : Cerner and Evolve.
Analysis : a. Five ML model tested.
: b. Random Forest selected (accuracy : 81.8%).
c. Logistic regression used to weigh top
predictors.
. d. Model evaluated with ROC (AUC : 0.71).
Amputation F 8.82%
Extensive debridement 76.47%
Reconstruction 11.76%
Morbidity F 82.35%
Mortality F 29.41%

Pre-op Erythema 14.71%
Pre-op Abscesses
Pre-op Necrotic wound
Pre-op 02 requirement
Pre-op hypotension
Pre-op tachycardia
Pre-op fever | 23.53%
Soft tissue emphysema
Erythema at admission 20.59%
Abscesses at admission 14.71%
rotic wound at admission 64.71%
equirement at admission 14.71%
{ypotension at admission | 38.24%
Tachycardia at admission
Fever at admission 55.88%
Previous Nec Fasc il 2.94%
Heavy Alcohol Drinker 47.06%
Smokers 47.06%
T2DME 47.06%
Abx preadmission 35.29%

8.82%
76.47%
5.88%
20.59%

32.35%

88.24%

55.88%

0 20 40 60 50
Percentage (%)

Fig 1: Descriptive Analysis : Patient Characteristics & Outcomes

S.Kalakeri (1)*; U.Balar (2); G.Abdelkhlek (2)

Scoring Table

NHS

Ashford and
St. Peter’s Hospitals

MNHS Foundation Trust

False Positive Rate

Fig 2-ROC Curve for morality prediction using clinical score

Performance:
Co- Points (range 1-21) 1. AUC - 0.71
- SISO 2. Sensitivity 1 80%
Pre-op Tachycardia 0.82 3 3 Specificit .57 6%
Pre-op wound appearance -0.82 Mecrotic: 3, Abscess:2, - 9P y D 0 )
Erythema:1 4. Score Threshold : 10 = High Risk
Pre-op 02 requirement 0.79 3 —
Pre-op SIARI >3 -0 61 2 Clinical Impact :
Abx pre-admission -0.47 2 1. Quick beds!dfa tool. B
Wound appearance at -0.35 Necrotic:2, Abscess: 1, 2. Supports clinical decisions.
admission Erythema:0 3. May improve early intervention and outcomes
Type 2DM (Diabetes) 0.31 2
Tachycardia at admission 0.24 2 Conclusion: The model facilitates early risk stratification, enabling
Alcohol consumption -0.24 Heawy: 1, Social: 0.5, more informed decisions regarding patient management and
Non-drinker. 0 resource distribution. Further research with larger sample sizes is
Age =60 years 0.2 1 recommended to refine the model and improve predictive accuracy.
Table 1
References:
1.0l https://www.rcemlearning.co.uk/reference/necrotising-fasciitis//
Necrotising Fasciitis-RCEMLearning
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E
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0.0 —— ROC curve (AUC = 0.71)
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Reducing Inpatient Falls:
A Multi-Cycle Quality Improvement
Project in Medical Ward

Talha Arfan Butt NHS Lothian, UK

Introduction Aims & Methodology

Falls reduced from
12 to 6/month

Fall risk assessment compliance
improved from 72% to 98%

Patient safety is key focus in healhcare.

Preventing Inpatient falls
is a key factor in maintainaig
a safe hospital environment @

Results and Conclusion
Discussion 60% : e A structured, multi-cycle PDSA
= =l - approach led to a significant reluction

| in inpatient falls and improvement
Inpatient falls reduced by 60% in fall prevention compliance
and fall risk assessments rose to 98%
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Revolutionizing Young Adult Diabetes Care: A Patient-Centred Transformation to Improve Mersey and West Lancashire
Access, Engagement, and Outcomes in One of England's Most Deprived Areas Teaching Hospitals

Dr T Balafshan, Mrs S Keigan, Mrs A Wilson, Mr | Oyedeji, Dr H Sullivan
Mersey and West Lancs Teaching Hospitals NHS Trust, St. Helens Hospital, St. Helens, United Kingdom Mental Health
e Screening: Accredited
Strategic S EAMOGRAGHIES mental health screening
Collaborations: . tool (CORE 10) .
Partnerships with ; implemented, to assess | ... Diabetes
Digibete and Diabetes & St. Helens and Knowsley and monitor wellbeing —7—— Technology: Expand
UK enhance patient Young Adult Diabetes and prompt access to advanced
education through service provides care to 18- psychological diabetes technologies,
intervention. empowering patients

digital resources and 25 year olds with diabetes in to better manage their

= ) Pre-Appointment .
TANT I Interventions: Patients the 34th most deprived diabetes.

. - -
are contacted via phone authority nationally. Over
before their appointment, three transformative years,
reducing new patient non- we have embarked on a
attendance rates from : .
multifaceted project to

ARE Y03 AGED 1125 MO LIVE WITH TYPE 1 UBETES?

50% to 18%, improvin : .
attendance ang \?\,aitg revolutionise our care Patient Feedback:
times. provision. Criniers s P
feedback questionnaires v ——ae
Patient support to actively incorporate o
Transition Clinic: All accessibility: feedback from young
patients between 16 and 18 We have setup a adults, fostering stronger
now attend a newly designed o (dedicated email relationships between
transition clinic, led by the Key Care Processes: Pre-Clinic inbox and urgent patients and clinicians.
paediatric service and T Questlonna_lre: A_toplc access clinic
attended by a member of the been created, to led questionnaire
designed to enable

young adult team, to facilitate monitor the 9 key care . ) i 5 : .
: Emergenc LT T : B
a seamless shift from Tt 9 ) D'yb . processes, initiating cgr?gjlrt];icl)iid TV?;L%vgst R Conclusion
paediatric to adult care, missions. Diabetes further project to . EXS it These initiatives have redefined our young

: . ; i . ] selections including, i .
monltorglcjjrz?y?edback er;?;gaeun;zz Z?:::E:;ns :gf::l)git%ugcnoargg;;; weight loss, food andgdiet J adult dllabetes care, setting new benchmarks
: _ standards - and mental health. : : for patient-centred care, elevating standards,
ensuring appropriate N improving patient engagement, support and
follow-up and interventio P el i clinic satisfaction.
for these patients.




Improving Frailty Documentation from Admission to Discharge: A Quality m

Improvement Project in an Elderly Care Ward Chelsea and Westminster Hospital
T Kirwin, C Halevy, Y Hatahet, | Soteriou, M Geyer, R Mizoguchi, | Safiulova NHS Foundation Trust
BaC kg rOU nd Cycle 1: April 2024 (n = 34) DNAR Discussions Resu Its
Retrospective review of documentation for TEP, UCP, AMTS in clinical notes
» The British Geriatrics Society advocates for 100% » A total of 148 patient’s patients were included in the
the development of local protocols to _Interventions: Frailty admission checklist audit
address frailty (1). A Cochrane Review on T s e - « Documentation of frailty parameters in clinical notes
the use of Comprehensive Geriatric *  Posters , Clinical fraity score: 80% remained stable following initial interventions,
Assessment (CGA) has shown improved * Cemer documentation shorteut s demonstrating  sustained improvements. TEP
survival and fewer admissions to nursing ' documentation remained high (100% in cycles 1 and
homes at one year (2). Cycle 2: June 2024 (n = 24) 65000 2, decreased to 80% in cycles 3 and 4).
* Early identification of frailty allows timely Retrospective review post intervention ’ * UCP documentation remained low across all cycles
intervention, optimising patient care and - « AMTS documentation saw a substantial and
. K Cycle 3: October 2024 (n = 55) . . . . .
Improving outcomes. Expanded to include discharge summary documentation ) sustained improvement, increasing from 15% in
« Key components of CGA, including 40% cycle 1to 62% in cycle 4.
Treatment Escalation Plans (TEPs), . h'nterventionfrl_ | * For discharge summaries, documentation of TEP
Universal Care Plans (UCPs), and the codng e e and AMTS improved following targeted
Abbreviated Mental Test Score (AMTS), * Wider teaching sessions 20% interventions. CPR decisions were recorded in 50%
. . . . including frailty team in ED . . . . .
play pivotal roles in recognising frailty, . Re-distribute Cerner shortcut of discharge summaries in cycle 3, increasing to
guiding appropriate management, and M 74% in cycle 4.
ensuring holistic care from hospital to Cycle 4: February 2025 (n = 35) 0% AR et beeer peaees |* HOwever, UCP inclusion remained low (3% in
H Final review pot-lnterventlon completed  with patient with relative H
community. P . cycle 3, 2% in cycle 4).

M ethOdS Number documented in patient’s notes (%) Number documented in discharge summaries (%) ConCI USIOﬂ
- A retrospective analysis of documentation of | .—\._. v * Sustained improvements in documentation of TEP
; nd AMTS with key interventions, including staff
three CGA parameters (TEP, UCP, AMTS) in 80 60 / and S y g

. N education, use of visual aids and documentation
clinical notes on admission to a Care of the

Elderly C d ducted f % shortcuts
Iery 1 T s CONCHEEd Over T 40 + Discharge summary documentation improved after
(I;y?c'e&t included d 65 Id d N 20 targeted interventions
sjr\l/(ie:e(sj I::)Cglisgha\:vgeéeggges throereoane;jr %r:” 20 —_— ——————— * UCP documentation remained low throughout, likely
extended the project t£) assess whether frailty 0 L ° due_ _t(_) tlmejlnte.nswle conversations  being
i 0 Cycle 3 Cycle 4 deprioritised. This highlights the need for further
iechargs summari o QOcumeqteq o oot rees cveles cveled interventions, such as education or frailty nurse-led
discharge summaries, ensuring continuity of =0 TEP AMTS et UCP —o—TEP AMTS — —e=UCP discussions, to promote early UCP completion and

holistic geriatric care in the community. improve continuity of care for frail patients.

. British Geriatrics Society. Fit for frailty — Developing, commissioning, and managing services for people living with frailty. London: BGS; 2014.
2. Ellis G, Whitehead MA, O'Neill D, Langhorne P, Robinson D. Comprehensive geriatric assessment for older adults admitted to hospital. Cochrane Database Syst Rev. 2011;(7):CD006211.
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Enhancing Clinical Skills in Geriatrics: High-Fidelity Simulated Scenarios for

Fourth-Year Medical Students

Dr Sophie Lansley (1,2), Dr Aditya Maney (1,2)
1 — Manchester University NHS Trust, 2— University of Manchester Medical School

MANCHESTER
1824

The University of Manchester

Background/Aims

Results

Older people represent two thirds of acute admissions
(1) and 85-89 year-olds have the highest consultation
rate in primary care in the UK (2). It is predicted that in
the future there will be more older people being
supported by a smaller number of working age adults.
Therefore, it is essential our future doctors are
prepared to manage this ageing population with an
emphasis on co-mobility, determining risk-benefit and
working in an MDT (3). Simulation has been identified
as the new approach to do this, with a Northumbrian
study finding it outperformed traditional ward-based
teaching due to the ability for students to make
mistakes in a risk-free setting (4).

This study aimed to identify whether a simulated
teaching session, focusing on a patient with Parkinson's
disease, is effective at improving student’s clinical
management.

138 students completed the form. 95% of participants found the teaching effective, and 96% reported an increased awareness of
managing complex geriatric cases. 99% found the topics relevant to their practice. Instructor engagement was highly rated by 96%, and
95% felt debriefing sessions effectively identified areas for improvement.

“There’s no better .

way to learn than X
experience”
Agree NG - 429 V4

Neutral | 3.05%

" -
i ’ i £ Disagree | 1.53%

. “I liked how useful these scenarios are at preparing me
for FY1 and clinical practice, rather than just exams”

The teaching was effective

“It was a comfortable
environment to make
mistakes and learn”

“We need these on
every placement”

“Maybe to have a

Conclusion

short break between

Method

The programme includes four high-fidelity simulated
scenarios, each representing a different phase of
patient care: community, A&E, Acute Medical Unit, and
inpatient ward. Simulations cover managing an unwell
patient, prescribing and navigating end-of-life
discussions. Students provided feedback via an e-form.
Data has been collected from September 2023 to April
2025.

High-fidelity simulations are an effective tool for enhancing medical students' competence in managing
complex geriatric cases. The positive feedback highlights the programme’s impact on student learning and
engagement. Further feedback will guide ongoing improvements.

cases”
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Histological Assessment of Inflammatory Infiltrates in Interstitial
Cystitis/Bladder Pain Syndrome (IC/BPS): A Comparative Study

LABORATORIES
ADVANCED DIAGNOSTICS

Background

Interstitial Cystitis / Bladder Pain Syndrome (IC/BPS) is a

chronic

bladder

condition of unknown aetiology,

characterised by pelvic pain and urinary symptoms’.

Despite its prevalence, there are no universally accepted
clinical or histological diagnostic criteria.

Urothelial inflammation and mast cell activation have been
consistently observed in IC/BPS cases?,3.

However, there is no standardised method for evaluating or
reporting inflammatory markers in bladder histology.

Aim

To assess and grade bladder inflammation in IC/BPS, compare
mast cell detection methods (toluidine blue, Giemsa, CD117),

analyse

lymphocytic subset profiles,

and explore the

diagnostic relevance of inflammatory cell infiltrates.

(. )
Haematoxylin &
Eosin staining

 Teluiding Rlua )
Toluidine Blue,
Giemsa (Artisan),

and CD117
\_(1:500) staining )

Methods

(" Inflammation categorised as acute,

chronic, or mixed based on predominant

cell types (neutrophils, lymphocytes
plasma cells and eosinophils).

~

.

/" Mast cells quantified per high power\
field (HPF) and graded: 0: <5 (negative),
1: 6-10 (suspicious), 2: 11-20 (positive),

3: >20 (high-positive)

Sensitivity (%) calculated based on

mast cell detection rate

J

(& 4

(D3 (1:100) and )
CD20 (1:100)

\ staining

=

e . p
T- and B-lymphocyte predominance
assessed in detrusor muscle in cases

Lwith moderate-to-severe inflammation.)

of Mast Cell Quantification Techniques
Tunch Akmandor!? and Alex Freeman?

!Department of Cellular Pathology, University College London Hospitals NHS Foundation Trust
2Advanced Diagnostics, Health Services Laboratories

Results

ARl
L

RS

neutrophils (yellow arrows), lymphocytes (dark blue arrows), and plasma cells (white arrows), observed in
96.2% cases. (B) Eosinophilic infiltration (black arrows) identified in 76.9% of cases. (C) Mast cells visualised
using toluidine blue stain (black arrows). (D) Mast cells stained with Giemsa (Artisan) (black arrows). (E)
Mast cells detected using anti-CD117 immunostaining (black arrows). (F) T-lymphocytes identified by CD3
immunostaining (white arrows) and (G) B-lymphocytes identified by CD20 immunostaining (black arrows).

A B C 104

25+ *

Overall Total Cases (n=26)

Lymphocyte Infiltration (n=18)

~
S
1

£ All positive for eosinophil presence
e b it
ikt ion of mix acute and.

I
1

Mast cells / hpf
H
1

@
1

1
T-lymphocytes  B-lymphocytes

B T-ymphocytes

B-lymphocytes Definite Mast Cell Positive® IC/BPS cases (n=12*)

Toluidine Blue CD117

Giemsa (Artisan)

Figure 2: (A) Quantitative comparison of mast cell detection using three staining techniques: toluidine blue,
artisan Giemsa, and anti-CD117 immunostaining, in IC/BPS cases (n=26). Mast cell positivity was observed
in 46.2% of cases. Anti-CD117 immunostaining demonstrated the highest sensitivity (73.1%, P=0.002). (B)
Analysis of lymphocyte subset predominance (T- vs B-lymphocytes) in cases exhibiting moderate-to-severe
inflammation (n=18) showed T-lymphocyte predominance in 83.3% of cases. (C) In mast cell-positive IC/BPS
cases (n=12), all were eosinophil-positive, and T-lymphocyte predominance was observed in 83.3% cases.
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University College

London Hospitals
NHS Foundation Trust

Discussion
Chronic inflammatory infiltrates comprising
lymphoplasmacytic, eosinophilic,c, and mast cell

components were confirmed in bladder histology of
IC/BPS cases, aligning with existing literature’>.

This is the first study to compare mast cell detection
techniques in IC/BPS and revealed significant variation
in staining sensitivity. Among the methods used, anti-
CD117 immunostaining was the most sensitive for
mast cell identification.

Importantly, all mast cell-positive cases were also
eosinophil-positive, and the majority exhibited T-
lymphocyte predominance in areas of moderate-to-
severe  chronic inflammation. These findings
underscore the diagnostic value of detailed
inflammatory cell profiling in IC/BPS.

Conclusion

This study highlights the importance of integrating
inflammatory grading, mast cell quantification, and
lymphocyte subset analysis into routine
histopathological reporting to enhance diagnostic
precision and guide clinical management of IC/BPS
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Introduction Materials and methods Results and discussion
e May Measurement Month (MMM) is a  Cross-sectional study. Opportunistic participant recruitment at three sites across Lagos, * 1455 study participants with an average age of 47.53+13.8 years;
global campaign run by the International Nigeria. 4963% being females. . .
Society of Hypertension. « Participants were 18 years and older, and data was collected from May to July 2023. * 49% of mgnhwere hyp(ﬂ:tenswle corn[%ared fo 52.4% of women (p
o Established in 2017, it aims to raise Demographic data, information on lifestyle and comorbidities and, three blood pressure = 0.201), with an overall prevalence of 50.7%.

« Prevalence of hypertension increased with age, with the 60-69

awareness of hypertens.ion and generate readings', were collected into the .design.ated questionnaire (blood pressure readings were age group having the highest prevalence (72.8%, p<0.001).
evidence intended to drive health policy taken using the OMRON M7 Intelli IT AFib). « Among the 738 individuals with hypertension, 18% were newly
change at a national level.  Hypertension was defined as systolic BP >/= 140 mmHg and/or diastolic BP >/= 90 mmHg diagnosed through blood pressure measurement during the
« This study presents the results from the and/or taking antihypertensive medication. screening, roughly half (363) had their blood pressure
2023 MMM campaign in Lagos, Nigeria,  Among participants diagnosed as hypertensive, coné_rollgd, whilst 32.8% were uncontrolled on their current
and provides valuable insights into the o Awareness of hypertension was defined as a previous diagnosis of hypertension by a I;Iw ICALON LEgIen. iated with tob ~
trends of rehypertension and health worker and/or the self-reported use of antihypertensive medication * Hypertension was associated ‘with. fobacco use (p=0.013),
. prehyp . o yp : history of heart attack(p=0.004), renal failure (p=0.013),
hypertension prevalence, awareness, and o Control of hypertension was defined as systolic blood pressure lower than 140 stroke, heart failure, irregular heartbeatand diabetes (all
control amongst this population. mmHg and diastolic blood pressure lower than 90 mmHg in a participant receiving P<0.001).

treatment for hypertension.

Results Conclusion
400 » Diagnosis and control
StUdY 1455 of = hypertension in
population Nigeria is suboptimal.
o Implementing
o [ I measures aimed at
S Diagnosis of e St regular blo?d pr_egsu;e
c hypertension (100%) 717 screening to aid in
g early diagnosis and
g = 363 control of
& 24.9% 31 hypertension  should
% N .
Lk Awareness of Yes n=605 Bl be a _plI_l\]b.hC. health
: (81.98%) n=133 riority in Nigeria.
. hypertension e priority in Nig
133 l—l—\
9.1%
Control of Yes n=363 Non=242 o
’ Controll Uicontrilled  Newly dsgnosed  Pre'h ; N hypertension el \ Royal C?'!ege
lly::::n:i:n h;;::::si:n ;;'dp);nel;inn o one Y Of Phy sicians

Figure 1: Prevalence of prehypertension and hypertension among respondents Figure 2: Hypertension care cascade among the study participants
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NHS Foundation Trust

INTRODUCTION

Osteoporosis reduces bone density, increasing fracture risk (1=3)_ Fragility neck of femur (NOF) fractures are treated with IV Zoledronic Acid (IV Zol) to reduce future fractures by increasing bone mineral
density, lower bone turnover, aid in bone healing and overall recovery (1-4) However, delays in treatment impact hospital stay duration and consequently patient outcomes .

OBJECTIVES KEY FINDIRGS PROPOSED SOLUTIONS
Mean Vitamin D Delays: Prescribed at 3.03 days, administered at 3.77 days -
* Investigate IV Zol administration delays in
fragility NOF fractures Mean IV Zol Delays: Initiated 9.46 days post-admission, with discharge at \ ‘
* Identify contributing factors 19.8 days, 7.8 days after IV Zol. Faster . Potentially
. . X . . Earlier IV
* Propose interventions Vitamin D } 7ol } shorter
METHODS Discharge Delays: 18 patients discharged within a day of IV Zol. Mean Vitamin loading hospital stays
- D loading started 4 days post-admission, with a further 3.47 days before IV Zol.

Study of 85 patients (Oct-Dec 2024) from the acute hip
fracture unit and surgical ward outliers. Treatment
timelines were analysed for vitamin D loading and IV Zol.

IV Zol delays were quantified as failure to administer on X ) £
the day post vitamin D loading. Factors: Surgical vs Medical wards, admission day, pre-treatment SHO/F1 training sessions (quarterly)

inefficiencies, post-operative complications, lack of formal consent

Treatment Delays by Admission Day: Thursday had the longest delays for Vitamih D oxdiugiifrtocolss Earlier |V Zol initiation

both Vitamin D loading (4.75 days) and IV Zol (13.25 days). BPP sticker & pathway poster for clinical visibility

Proactive calcium monitoring upon admission

TREATMENT COHORT REPORTED REASONS FOR IV ZOLEDRONIC ACID DELAY
20.9% ~ A o Stage 2 QIP cycle planned 6 weeks post-intervention to
A assess impact
3.5%
75.6% A TR ey e gL
M QR code references, abstract
= NO DELAYS LISTED = MISSED DOSES OF VITAMIND = INFECTION inktevall and more information
NO BONE PROTECTION = DENOSUMAB & IV ZOLEDRONIC ACID HEs
= DELAYS LISTED ACUTE KIDNEY INJURY IV ZOL CONSENT DELAY
TREATMENT INITIATION TIMELINE: VITAMIN D VS. IV ZOLEDRONIC ACID CONCLUSION
. 20
x B ® vitaminD ® vzol Treatment delays correlate with longer hospital stays
5z 10 o . .
o = I Early Vitamin D loading could accelerate discharge & recovery
% g 0 - I Il i k. I I 0 s _ - 0 _ ®w - ®m - - Clinical awareness and structured interventions leads to better
=z patient outcomes
0 1 2 3 4 5 6 7 8 9 10 1N 12 13 14 15 16 17 19 21 22 24

DAYS FROM ADMISSION



Atypical Presentation of Celiac Disease: Long-Term Infertility Without

Gastrointestinal Symptoms

Author: Dr. Usman Ghani MRCP UK
Affiliation: Div. HQ-Teaching Hospital Mirpur AJK / MBBS-MC-Mirpur
Background Email: sabzadaughani@gmail.com

Celiac Disease (CD) is primarily known to cause digestive complications, though it can also manifest in variegated ways which are not typical. For example, one of these atypical presentations is
infertility, a condition that can remain undiagnosed for a long time. In this report, we describe the case of a thirty-four-year-old woman who suffered from primary infertility of seven years duration before

being diagnosed with CD even when she had no bowel symptoms at all.

Case Presentation

A 34-year-old woman presented to medical OPD at DHQ Teaching Hospital, Mirpur AJK with an infertility problem that has continued for a long time. The patient reported that her periods were regular, there
was no history of recurrent abortions, and no abdominal distension, bowel movements, or appetite changes were mentioned. Despite undergoing multiple evaluations, hormonal and ovulatory tests, as well as
radiological exams, did not explain the issue. Her spouse's sperm analysis was normal as well. However, routine blood work showed mild anemia (Hb: 11.2 g/dL) and low iron levels, even though her thyroid
function and hormone levels were normal. Given these findings, her doctors decided to test for celiac disease. Surprisingly, her celiac serology came back positive, showing elevated anti-tissue
transglutaminase (tTG) IgA and endomysial antibodies. A biopsy of her small intestine confirmed celiac disease, despite her complete lack of gastrointestinal symptoms. Following her diagnosis, she adopted a
strict gluten-free diet. Over the next six months, her iron levels improved, and within a year, she conceived naturally—without needing any fertility treatments.

Discussion & Conclusion

This case illustrates that the absence of conventional symptoms does not exclude the disease. In this case Infertility without symptoms of celiac disease anemia should be considered as a possible
manifestation of celicina le celiac disease. The aim of the case helps to make the diagnosis of celiac disease timely and not delay it until severe forms of the disease progress. The Spanish medicina cuts a
masterpiece on celicini disease relatively tends it to women whose disease remains unknown without traditional symptoms. Since celiac disease can impact fertility through chronic inflammation,
malabsorption, and immune dysfunction, early screening and dietary changes can significantly improve reproductive health. This case serves as a reminder that sometimes, the root cause of infertility isn’t

where we expect to find it.
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Compassionate Leadership - A Resident Doctor’s Perspective  manchester universit
Dr Victoria O’Flaherty msche ssc, Dr Leah Argus mschs mges pecertmeded

A reflective testimonial, informed by personal experience and supported by literature, on the lessons learnt from a compassionate leadership training course
consisting of five half-day small group sessions.

Transitioning from university to becoming a doctor is a testing period. Doctors aim to flourish in a new workplace, work 60-hour weeks and stay abreast of the
hidden curriculum. Compassionate leadership emphasises attending to, understanding, empathising with, and taking intelligent action to alleviate these hardships.

Attending Understanding Empathising Intelligent Action
Paying attention to self and others The situation, challenges, difficulties to be Acknowledging the situation Taking action to alter the situation
faced
’ Noticing what Is occurring, naming - * Acting to encourage dialogue - * Accounting for yourself or situation - * Modelling leadership
= ;7;10“0"5 P D * Reducing judgement in order to hear * Sit with the issue and not have the *  Focus on both outcomes and process
e.re S * Making deeper enquiry to build answer * Act to address difficulties and distresses
. :\nv(;::';i:::v;dj)ur own judgements understanding of self and context * Not offer false help by rescuing or * Demonstrate awareness of person and
4 e * Awareness of needs colluding context

about yourself

Take Home Points

* Compassionate leadership is underpinned by acting with integrity - you might not always get things
right, but if you’re attending, understanding, empathising and taking intelligent action, you can be
confident you are on the right path

* Compassionate leadership training to address hidden curriculum, enhance workplace dynamics,
psychological safety and resident doctors’ overall experience by fostering self-compassion

* Transitional period during foundation years is an optimal opportunity

Source: West, M. (2021) Compassionate Leadership: Sustaining Wisdom, Humanity and Presence in Health and Social Care. The Swirling Leaf Press.
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Nitrofurantoin-Induced Lung Fibrosis: A Clinical Misstep e st

Introduction Case study Conclusion

Nitrofurantoin is an antibiotic with a broad range A 76-year-old frail patient with COPD, vascular This case highlights the critical need for close
of efficacy, often prescribed for urinary tract dementia was on long-term  prophylactic monitoring of patients, especially elderly and frail
infections (UTI). Its prolonged use can lead to nitrofurantoin for recurrent UTI. patients on long — term nitrofurantoin therapy,
uncommon but serious side effects, including for any new or worsening pulmonary symptoms
pulmonary and liver damage. The patient was admitted with shortness of breath, (MHRA guidance, 26 April 2023).

cough and fever. A chest X-ray (CXR) showed
Nitrofurantoin-induced lung injury has a varied bilateral reticular pattern and consolidation, Its vague presentation often leads to
presentation ranging from acute hypersensitivity leading to a pneumonia diagnosis (Figure 1). misdiagnosis, causing delays in treatment and
to insidious fibrosis and Interstitial Lung Disease subsequent mortality.
(ILD). This case underscores the dangers of missed Four months later, the patient had a similar episode
recognition, and stresses the importance of with worsened CXR, but nitrofurantoin was Discontinuation of the offending drug is a key
vigilance for drug toxicity. continued without consideration of potential lung step in the management.

fibrosis.

L
A third presentation with recurrent infection and el

radiological decline (Figure 2) queried the
possibility of lung fibrosis secondary to
nitrofurantoin. Previous spirometry results showed
severe restrictive pattern. Considering the patient’s
frailty, further tests were felt to be inappropriate,
and nitrofurantoin was discontinued.

Follow-up respiratory reviews suggested drug-
induced fibrotic lung disease as the likely cause,
confirmed by progressive changes on subsequent
CXR.

Authors: Dr Vishalini Venkatachalam, Dr Elaine Tang

Figure 1: Chest X-ray during first admission North Manchester General Hospital Figure 2: Chest X-ray during third admission
Manchester University NHS Foundation Trust




Improving flow of patients with hyperglycaemia (non- DKA/non-HHS) from _
%uuwmm Emergency Department «?r#?r'g\‘fement&

HHS Foundation Trust o - i : Innovation
Vithiya R Umaipalan, Sophie Harris, Omar G Mustafa

Department of Diabetes, King’s College Hospital, Denmark Hill, London

1. Problem

Length of stay for hyperglycaemia (non- DKA/non-HHS) in the Emergency Department(ED) is longer due to inadequate insulin treatment, lack of pathways to mobilize patients to ambulatory
care-units(ACU) and poor awareness of clinicians regarding availability and access of existing guidelines.

2. Quality improvement methods and results A B 3. Conclusion

Onsite (ED) Guidelines Acute medicine teaching — A-%of readmission This Ql project improved length of stay for
ED bite Size opportunistic reviewed to Resident doctors and B-%of appropriate patients being admitted to ED with
teaching teaching include pathways consultants insulin doses hyperglycaemia with no readmissions.
Fornurses| ep jynjor IMT ~ of movement of o Elad?czes \rA;eub page Jan 7
clinal fellows | Teaching patients to ACUs Guidelines Update, group 4. Lessons learned

teaching ratified emails, Eolas
) by EDPOG mobile app and
smart phrases Mar 20

Feb 8 Planned health care professional education in
the ED was difficult due to unpredictable work
load and time pressures.
PDSA 1 —Education for doctors and nurses Apr 10 Bedside opportunistic teaching and dedicated
v __ v teaching hours out of ED were more effective.
PDSA 2-guidelines PDSA 3- 25

review Dissemination . Next steps

o o o AL To develop a sustainable inpatient diabetes

ED median length of stay 20 education plan.
To Implement blood glucose check for all
diabetes patients on arrival to ED.

Minutes

ED mean length of stay 10

Glucose check to first dose of insulin 13 References:
Diabetes — Initial management of hyperglycaemia in

20 adults in the ED - GIRFT - Pathways [Internet]. GIRFT -
Pathways - GIRFT - Interactive Pathways. 2022.

Feb Mar Apr Ma Jun Jul Au Se Oct Nov Acknowledgement: Dr Eleanor Jones, Dr Simon Calvert,
P Y g P Georgia Noble Bell, Dr Vivek Sharma, Mariam Issac

2024 Rebekah Bowen,
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END OF TREATMENT
OUTCOMES OF PHARMACIST-
LED COpAT FOR BONE AND
JOINT INFECTIONS:

A COMPARATIVE ANALYSIS
WITH OVIVA STUDY DATA

Weiyi Xia, Megan Cain, Jacqueline Gregson, John Widdrington

Centre for Clinical Infection, James Cook University Hospital,
Middlesbrough, UK

1 BACKGROUND

Bone and joint infections (BJIs) are associated
with significant morbidity and healthcare costs.
The OVIVA trial demonstrated that oral antibiotics
are non-inferior to intravenous (IV) therapy,
reducing hospital stays and complications [1].
Building on this evidence, Complex Outpatient
Antimicrobial Therapy (COpAT) programs,
particularly those led by pharmacists, have
emerged as a promising approach to further
optimize the management of Blls by enhancing
adherence, monitoring, and patient-centered
care [2].

? However, the end of treatment

outcomes and patient satisfaction of
pharmacist-led COPAT programs remain
underexplored.
This study evaluates the efficacy and
patient-centered outcomes of a pharmacist-
led COPAT clinic compared to OVIVA trial
data.

2 METHOD

Retrospective cohort

Study Design COPAT clinic (2020-2024)

N=112

Patient Selection Data from EHR/Written Record

Comparison OVIVA Trial data

Demographics
Adverse Drug Reaction
1-year outcomes
Infection type
Antimicrobials

Data Collection

® Osteomyelitis

= Septic Arthritis

6. Fluoroquinolone
5. Rifampicin

4. dindamycin

3. Amoxicillin

2. Ciprofloxacin

T 1. Doxycycline
SRS

10 20 30

1

0% 50%

3 RESULTS

W OVIVA Trial (n=1054)
m COpAT Clinic (n=112)

| 2%
| 3%

1 = lost to follow up

2 = Hospital readmission

3 = 1-year Recurrent Rate

4 = Adverse Drug Reactions
5 = Combination Therapy

6 = Gender (male)

7 = Patient satisfaction

8 = Cure/Improvement Rate

ll 6%
| 1%

14%
| 2%

MO 379

MDIIINIII 4106

[N sos
55%

JUCIITITIIIIAI 8%
- @ 9

JIIIIIITIIIIIIIN 575
95%

QAT TUIIIN 94%
96%

100%

4 CONCLUSION
Pharmacist-led COPAT clinicis

Compared to OVIVA:

Superior end of treatment outcomes

Higher patient satisfaction

These findings support the broader
implementation of COpAT programs,
highlighting the critical role of
pharmacists in optimizing antimicrobial
therapy and reducing healthcare costs.

5 FUTURE DIRECTIONS

1. RCT study to compare this model to
traditional care

2. Future multicenter studies are needed
to validate these results and explore cost-
effectiveness

3. Moving towards implementing a new
trust guideline
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Electronic Health Record = HER , Prosthetic Joint Infection =PJI
Complex Out patient Antimicrobial Therapy =COpAT



Direct Anticoagulant (DOACs) Vs Warfarin In Inflammatory Bowel Disease (IBD)
Patients with Atrial Fibrillation: A Comprehensive Analyses of Efficacy and safety
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§ 4 Royal College
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Introduction & background

‘“\n
Q4 IBD + AF Confers Hight 7
Thromboembolic risk
U Anticoagulation is required \/\
o\
U Uncertainty in choice due to
differences in efficacy and ‘:J &

safety outcomes ~ “h -

Compare used of DOACS vs Warfarin in
Patients with AF and IBS in terms of :

U Efficacy : Reducing thromboembolism risk

U Safety profile : Conferring lower Bleeding
risk

STUDY DESIGN
Retrospective cohort study
using TriNetX global research
network

Propensity matching produced
balanced groups

Je

POPULATION

Patients aged > 18 years with IBD
Crohn's disease
Ulcerative colitis

INTERVENTION
DOACs

Rivaroxaban
(n=2480)

Apixaban

Outcome

Stroke

VTE

ICH

Gl Bleeding

All-Cause
Mortality

Results

Result Summary

QD No significant
difference

Higher risk
with Warfarin

Higher risk
with Warfarin

=) No significant
difference

Higher risk
with Warfarin

Hazard
Ratio (95Cl)

1.085
(0,815-1,445)

1.310
(1,005-1,708)

1915
(1,230-2,984)

0.913
(0,730-1,142)

1.693
(1,510-1,889)

p-value
0,574

0,045

0,003

0,427

<0,001

=

COMPARATOR
Warfarin n =2 480

A R

Consistent Across IBD Subtypes

DOACs were associated with
lower ICH and mortality in both
Crohn's disease and Ulcerative

OUTCOME

Assessed over 5-year period for
o cerebral infarction (stroke)
 venous thromboembolism (VTE)
e intracranial hemorrhage (ICH)

Colitis groups

&

« gastrointestinal (Gl bleeding, mortality \; o

Conclusion

U DOACs are safer alternative to warfarin
in IBD patients with AF, particularly in
reducing the risk ICH and mortality.

U DOACSs should be considered as the
preferred anticoagulant in this population,
given their comparable efficacy and
superior safety profile.

Q Further studies are warranted to confirm
these findings and assess long-term
outcomes.
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A Rare Complication of DRESS Syndrome in the Treatment of Cardiac Device Related Lead Thrombus and NHS|
Infective Endocarditis

Royal United Hospitals Bath
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Rivaroxaban
—_——

.
K
— —p==1

=

Vancomycin

Dr James Tomlinson?, Dr Anil Gurung?, Dr Oliver Watkinson?,

History
65-year-old male collapses after consuming 8 pints of beer.
PMH: Dual-chamber PPM for heart block, IDDM, COPD.
WCC 14.8, N 10.2, CRP 7, Hb 157, Troponin 323, Cultures -ve
Treated for IE COPD and Type 2 Ml

4

15t week of Admission
CTPA shows mass formation around the pacing lead. (Figure 3)
Transthoracic ECHO and TOE demonstrates large masses attached

to the ventricular pacing lead within the right atrium (Figures 1, 2).

PET CT shows no abnormal uptake.

4

3rd week of Admission
MDT recommendation for culture negative IE antibiotics
(Vancomycin, Gentamicin, Rifampicin), oral anticoagulation
(Rivaroxaban) and device extraction.

5th week of Admission
Develops widespread macular rash (Figure 4, 5, 6), fever, and new
eosinophilia consistent with DRESS.
Evolving multi-organ failure despite cessation of antibiotics and

Rivaroxaban.

Post-mortem (PM) examination confirms non-infective thrombus
associated with the pacing lead measuring 5mm x 4cm.

Allergic reaction evidenced by findings of dermatitis, highly
elevated PM mast cell tryptase levels and atypical lymphocytosis.

1Royal United Hospital, Bath

Figure 1

Figure 2

No conflict of interest

Discussion

* DRESS is a rare, serious adverse drug reaction (ADR) marked by an extensive
morbilliform rash, involvement of visceral organs, generalised
lymphadenopathy, eosinophilia, and atypical lymphocytes.!

* Despite stopping the offending drug (Table 1), disease flares may persist,
and the disease course is typically prolonged between 2-8 weeks.?
* Corticosteroids can be considered in severe cases of DRESS.

Medications associated with DRESS (Table 1)

Highlighted in Red are more common

Drugs category Drugs

Anticonvulsants Phenytoin, Lamotrigine, Carbamazepine, Valproic acid, Gabapentin

Antidepressants Fluoxetine, Bupropion

Antihypertensives Amlodipine, Captopril

Antimicrobials Amoxicillin, Tazocin, Vancomycin, Sulfonamide, Ciprofloxacin,
Metronidazole, Rifampicin, Streptomycin, Terbinafine, Isoniazid

Antivirals Abacavir, Nevirapine, Zalcitabine
Biologics Efalizumab, Imatinib
NSAIDS Celecoxib, Ibuprofen, Diclofenac

Proton Pump Inhibitors Omeprazole, Pantoprazole, Ranitidine

Miscellaneous Allopurinol, Amiodarone, Epoetin alfa, Mexiletine

* The prevalence of intracardiac thrombi on transvenous leads from cardiac
implantable devices varies widely, ranging from 1.4% to 30%.

* Most of these thrombi are found incidentally during lead extraction or on
intracardiac echocardiography during ablation procedures.?

* Anticoagulation therapy is the mainstay of treatment for most intracardiac
pacemaker lead thrombus.

* Lead extraction is generally recommended due to the risk of recurrence.®
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INTRODUCTION PATIENTS’ SURVEY AND PERPSECTIVES RESULTS (n=51)

- Regular patient updates and involvement of family members in updates could impact How often do the patients want their How often do the patients want their
patient’s outcome and quality of care in a beneficial way*. family members to be updated? family members to be updated if they
- Assuring proper and structured family involvement will improve quality of care for both 100.0% do not have capacity?
patients who have capacity and under Deprivation of Liberty Safeguards (DoLS). 54.9% 37.3% 76.5%
50.0% . 7.8% 100.0% 53 59
0.0% - 0.0% - _
. . . . . . Daily Every 2-3 Weekly s )
- 100% of patients, with and without capacity, to have their families involved and updated at days Daily Every 2-3 days

least twice a week within 12 months.
AUDIT RESULTS (n=46)
METHODOLOGY

Family members who were updated Family members who were updated within

- A survey was distributed across medical and surgical departments to explore patients’ . within 48 hours 1 week
perspectives on patient and family updates of clinical progress 7 19 80.0% 75.0%

. (o] o,

- Following this, patients’ data was collected from the electronic system on these variables: 0.8 71.8% ) 54.3%
Family members who were updated within 48 hours, Family members who were 06 60.0% 45.7%
updated within 1 week, Information provided during family updates 40.0%

. 9 ' 25.0%
- Two PDSA cycles were conducted over a period of 6 months. 0.4 22.9% 28.2% ’
20.0%
0.2
PATIENTS’ SURVEY AND PERPSECTIVES RESULTS (n=51 I I I
0 0.0%
Do patients get updates by the Have the patients been asked by 1% cycle Yes No Yes 2nd cycle Yes  No
doctors regarding their clinical i i i
gardl g il Ib I .L the df)ctors if they would like thilr Number of patients who are under DOLS who had their relatives updated
progress on a daily basis? family members to be updated? 60.00% 52.20%
11.8% 40.00% 31.80% 26.10% 31.80%
S B -
51.0% 49.0% 0.00%
1% cycle Within 48 Within one 2" ¢ycle Within 48 Within one
hours week hours week
88.2% CONCLUSIONS
= Daily = Every 2-3 days Yes m No This project highlights the need to ensure patients and family members are being updated regularly

especially the patients who lack capacity as family involvement will improve patient’s satisfaction.



Vitamin D deficiency: Prevalence and Risk Factors in Hypothyroid patients of
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Introduction Email: sabzadaughani@gmail.com

Hypothyroidism is a prevalent endocrine disorder, often linked to various metabolic imbalances, including vitamin D deficiency. This study aims to assess the prevalence of vitamin D deficiency among
hypothyroid patients in the Kashmiri population of Mirpur and identify associated risk factors.

Methods

A total of 150 hypothyroid patients aged between 18 and 70 years were recruited in Mirpur, Kashmir, for a cross-sectional study. The diagnosis of hypothyroidism was entertained on the basis of thyroid-
stimulating hormone and free thyroxine. Serum 25-hydroxyvitamin D [25(OH)D] levels were measured to categorize vitamin D status as deficient (<20 ng/mL), insufficient (20-29 ng/mL), and sufficient
(=30 ng/mL). Data on demographic details, dietary intake of food items, sun exposure, and lifestyle factors of the respondents were collected using a semi-structured questionnaire. Chi-square tests were
performed, as well as multivariate logistic regression, to ascertain which of the risk factors in the study were significant.

Results

Vitamin D deficiency was common, 76% with 18% insufficiency, while only 6% had sufficient levels. Females, 83%, were more affected than males, 68% (p < 0.01). Significant risk factors for deficiency
included limited sun exposure (OR: 3.2, 95% CI: 2.1-4.8), high BMI (OR: 2.8, 95% CI: 1.7-4.2), and a sedentary lifestyle (OR: 2.5, 95% CI: 1.6-3.9). Dietary pattern showed low consumption of food items
rich in vitamin D, which are fish and dairy products. So, high TSH had a higher risk of vitamin D deficiency with a significance of p < 0.05.

Conclusion

In the Kashmiri population of Mirpur, the common entity among hypothyroid patients is Vitamin D deficiency, especially the female sex. In this relation, modifiable risk factors are to a great deal related to
sun exposure, obesity, and dietary habits. All these results bring into focus the need for routine vitamin D screening and selective interventions to enhance nutritional and lifestyle practices in this high-risk
population. Further research is needed on how the addition of vitamin D could affect thyroid function and overall health outcomes.

References
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2. Vitamin D and the Thyroid: A Critical Review of the Current Evidence - PMC
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Temporal Trends in the Burden of Chronic Obstructive Pulmonary Disease in the United

NHS
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* Chronic obstructive pulmonary disease
(COPD) imposes a significant global
health and socioeconomic burden due to
the resultant morbidity, diminished
quality of life, and mortality.

* Accordingly, evaluating the temporal
trends in the incidence and Disability-
Adjusted Life Years (DALYs) of COPD in
the United Kingdom (UK) is of vital
importance as it enables risk
stratification and introduction of health
policy measures

Kingdom Over the Past 3 Decades

Zaid A. Abdulelah?, Ahmed A. Abdulelah?
1)Addenbrooke’s Hospital, Cambridge University Hospitals NHS Foundation Trust, Cambridge, United Kingdom
2)Royal Papworth Hospital NHS Foundation Trust, Cambridge, United Kingdom

Introduction Methods and Materials

Data was retrieved from the Global
Burden of Disease database.

Evaluating the temporal trends in the age-
standardized incidence rate (ASIR) and
age-standardized DALY rate (ASDR) in the
UK, and across the 4 nations (England,
Northern Ireland, Wales, and Scotland)
over the period 1990-2019.

Joinpoint analysis software was used to
calculate the Annual Percent Change
(APC) and Average Annual Percent
Change (AAPC).

Wulipls Jaimpoint Modais

Figure 1:Temporaltrends in the ASIR across the UK during 1990-2019.
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Figure 2:Temporaltrends in the ASDR across the UK during 1990-201

Mattiple Joinpoint Models

* Over the period 1990-2019, an estimated total of 7,135,764 COPD cases with a 54.2% female
predominance was reported in the UK.

* A statistically significant increase in the ASIR was noted across the UK with an AAPC of 0.190
(95%C1 0.186 t0 0.191, p<0.001).

* Interestingly, a variation in the trends was noted across the 4 nations. England and Scotland
encountered a statistically significant increase in the ASIR with an AAPC of 0.24 and 0.16,
respectively, whereas Northern Ireland and Wales encountered a statistically nonsignificant
decline in the ASIR (Figure 1).

* Across England, a statistically significant increase was noted across all regions, with East of
England encountering the highest increase with an AAPC of 0.280 (95%CI 0.278 to 0.281,
p<0.001), followed by South West England (AAPC 0.275, 95%CI 0.273 to 0.277, p<0.001), and
South East England (AAPC 0.275, 95%CI 0.273 to 0.277, p<0.001).

* Across the UK, a statistically significant decline in the ASDR was noted with an AAPC of -0.614
(95%CI -0.687 to -0.538, p<0.001).

* Asimilar trend was identified across the 4 nations, where a statistically significant decrease in
the ASDR was noted, with England encountering the highest decline (AAPC -0.671, 95%CI -
0.743 to -0.593, p<0.001), followed by Northern Ireland (AAPC -0.594, 95%CI -0.719 to -0.467,
p<0.001), Scotland (AAPC -0.512, 95%CI -0.648 to -0.406, p<0.001), and Wales (AAPC -0.339,
95%CIl -0.451 to -0.219, p<0.001) (Figure 2).

* Across England, a statistically significant decline in the ASDR was also observed across all
regions, with Greater London encountering the highest decline (AAPC -0.966, 95%CI -1.03 to -
0.886, p<0.001), followed by West Midlands (AAPC -0.729, 95%CI -0.817 to -0.635, p<0.001),
and North West England (AAPC -0.688, 95%CI -0.777 to -0.588, p<0.001).

Conclusions

Over a span of 3 decades, the UK observed a significant increase in the incidence of COPD while
also encountering a significant decline in the disability-adjusted life years. These findings present
a worrisome trend in the incidence and thus requires prompt recognition to evaluate the factors
contributing to such findings.
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INTRODUCTION

Unnecessary hospital admissions strain
resources and disrupt patient flow. The COVID-
19 pandemic worsened outpatient backlogs,
resulting in 612 month waits for specialty
reviews at Basildon University Hospital.[1]
Semi-urgent referrals that don’t meet urgent 2-
week criteria but need timely specialist input
often lead to admissions due to a lack of
alternatives. To address this, we developed an
Integrated SDEC pathway, allowing direct
specialty reviews for semi-urgent primary care
referrals. This pathway provides timely input for
suitable cases and does not replace routine
outpatient clinics.

METHODS

U Collaborated with specialty leads to
establish SDEC integration

U Inclusion criteria :NEWS <3, already
reviewed by GP and referred as semi-
urgent

U Assessments were conducted by
consultants or specialist registrars from the
relevant specialty. (Figurel)

U Data was collected to evaluate the number
of patients reviewed through SDEC
specialty review pathway ,its effectiveness
and cost savings over 3 months in year
2023 and 2024.

INTEGRATED SDEC PATHWAY: STREAMLINING SPECIALTY REVIEWS FROM PRIMARY CARE

AT BASILDON UNIVERSITY HOSPITAL

Hadeel Bashir, Sarah Nafea, Andrea Barros, Tasmia Farooq, Fawad Ali

1. GP identifies semi-urgent referral

2. SDEC TRIAGE & VALIDATION

=Does patient meet the following inclusion criteria:
aMEWS<3, Seen & assessed by GP, referred to SDEC for
specialty review

DOES NOT MEET CRITERIA

Stable but needs

£ L Unstablefrequires
specialty input

immediate care

3. FORWARD TO SPECIALTY TEAM

Pt to be seen in SDEC by speciality+
discharge plan

‘ Re-directed to routine
ischarge with Ir;;u:q:_;\ Outpatient Referral
specialty routine

follow up mks I

Urgent Inpatient
Disc Admission
with GP

follow-up

Fig1: SDEC integrated pathway Flow chart

RESULTS

In 2024, specialty reviews via the SDEC pathway rose by 28.4%. Average wait time
dropped to one week, compared to the usual 3—6 months.[2] This avoided 24-48-hour
inpatient stays, saving an estimated £76,145-£152,290 over three months, with
projected annual savings of £304,580.

nnnnnnn

Fig2:Increase in SDEC Specialty Reviews (Left-Blue) & Estimated cost savings (Right-Orange) (2023 VS 2024)

INHS

Mid and

South Essex
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DISCUSSION

This pathway shows that structured
triage and collaboration between
primary and secondary care can improve
outcomes and reduce unnecessary
admissions. It was first piloted with high-
demand specialties—neurology,
dermatology, and rheumatology—
chosen through data analysis to target
areas where outpatient delays often led
to admissions.

Strict inclusion criteria ensured
appropriate patient selection and
avoided system overload.[3] While early
results are promising, continued
evaluation of outcomes and resources is
key to long-term success. Future plans
include expanding to more specialties
while maintaining manageable capacity.

CONCLUSION

The Integrated SDEC Specialty
Pathway enables timely reviews,
easing outpatient backlogs, avoiding
unnecessary admissions, and saving
costs.
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 Adverse drug reactions - 16.5% hospital Figures: 1 — Patient characterlstncs TIME TO * Significantly younger female population
admissions. 1 ' (‘ SPECIALIST Paracetamol OD remains common &

In-reach clinical pharmacology and toxicology service at a tertiary

Acknowledgements: Dr. Stephen Yu (data collection)

* In-patient medical toxicologist service PEULN affects morbidity/ mortality
reduces length of hospital stay & A 5-day service would reduce time to

improved outcomes 24 14 hrs 23 mins specialist review
v)
30 (69.8%) Emergency (1QR 8hrs 39mins — 33hrs 11mins) © L€Ngth of stay is lower compared to 2023

Length of stay: | Table: 1 /24 Cardiff acute admissions (8 days) °
q 1 day (0 - 3 days) ' . * Adverse drug reactions — under-
y Case presentations .

¢ Service commenced October 2024 with

) " q Discharge: recognised/ overlooked/ better managed
twice weekly rounds 12 (27.9%) DRESS/ TEN 1(2.3) by other specialties
* Specialist input on overdose (OD), - Mortatlity:

adverse drug reactions (ADRs), complex E— 1(2.3%) -Sepsis  Hypertension urgency (2.3} Conclusion
hypertension and drug allergies ACE-i angioedema 1(2.3)
* Prospective data collection from Fig: 2 — Age distribution Smoke inhalation injury 1(2.3) * In-reach service feasible with a scope to
emergency department & medical 701 *P<0.05; Mann-Whitney Utest | Single OD — Paracetamol 12 (27.9) increase the service days
assessment unit on secure MS Forms 100 , * Service integration with ED/ MAU
* Screened through in-patient electronic o Mixed OD - Paracetamol 8 (18.6) facilitates early reviews/ discharges
-

80 4
lists & verbal handover Single OD - Psychotropics 6 (14)
* 43 pts reviewed over 24 service days

604 References:
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Background and Aims

/R

Autoimmune hepatitis (AIH) can cause high
morbidity and mortality; around 30% of patients
present with cirrhosis at diagnosis!.

Prompt initiation of appropriate management
and early identification of remission can
prevent complications, including those
associated with steroid use?.

Aim: to evaluate the standard of care provided

to confirmed AlIH patients managed at Wexham
Park Hospital (WPH) against EASL guidelines,

to identify opportunities for improved practice.

Methodology

Medical records for AIH patients managed at
WPH were retrospectively reviewed.

Data, as of November 2024, were collected for:

Baseline characteristics

Presentation and work-up at diagnosis
Steroid provision and immunosuppressives
Achievement of biochemical remission

Results

27 patients were included: 85% female, mean age of 59 years old (range 19-88).

Several patients were diagnosed outside of WPH (non-UK, private and other Trusts).

37% of patients were symptomatic on presentation, of which only 4% also had deranged liver
function tests (LFTs). A separate 26% presented only with deranged LFTs and no symptoms.

Figure 1 (right) demonstrates overall presenting complaints, with the most prevalent symptom
being jaundice. 14% presented acutely unwell as inpatients.

Table 1: Percentage Achievement of Diagnostic Tests in the Total Cohort

Diagnostic Test Ig Levels | Auto-Ab Levels | Liver Imaging

Achieved in (%) 100

Biopsy was discussed in 89% of cases and successfully conducted in 74% overall. 60% of
biopsy reports were deemed appropriate, with a mean wait of 41 days from date of biopsy to
report. Of those biopsied, 35% had cirrhosis, 20% are known to have had steroids pre-

biopsy and 75% had seen a Hepatologist. Post-biopsy, the latter rose to 95%. Mean simplified
AlIH score was 4.94 (range 3-7).

In all, 85% were managed solely as outpatients: Hepatology 52%, Gastroenterology 48%.
48% and 15% of cases were discussed in local and regional multidisciplinary meetings
(MDM) respectively. Figure 2 shows combinations of pharmacological management in AlH.

Only 48% of patients had achieved biochemical
remission; reasons for persistently active
biochemistry include superimposed viral
hepatitis, drug toxicity causing hepatic injury,
suboptimal medication dosing and the need for
further assessment of overlap syndromes under
tertiary centres.

Medications Used in AIH Management

Steroid Weaned

Few patients poorly engaged with outpatient
services, and some were empirically
commenced on steroids in primary care or prior
to biopsy with subsequent loss to follow-up.

Current Steroid Azathioprine

HYes mNo Not applicable

Figure 2: Medications Used in AIH Management

Presenting Complaints

4

u Deranged LFTS m Jaundice m Ascites m Pruritus m Not Known

Figure 1: Presenting Complaints of Patients with AIH

Conclusion

For WPH AlIH patients, a holistic work-up prior
to diagnosis is well-achieved.

However, we can improve clinical practice with:
Consistency in documenting disease course
Appropriate and timely reporting of biopsies
Referring for multidisciplinary discussion
Organising early and ongoing Hepatologist
review
Closely monitoring for other liver disease,
including drug-induced injury

Achieving better biochemical remission with:

+ Careful titration of pharmacological
management

+ ldentifying and treating other precipitating
causes for deranged liver function tests
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Prescribing with Precision: Fluids,

MNHS Trust

Introduction: Fluid prescription is a critical
aspect of patient care, especially among
inpatients aged over 65years, who are more
susceptible to fluid and electrolyte imbalances
due to aging and comorbidities (1). Studies show
significant patient harm from inappropriate fluid
management, with NICE reporting that one in five
patients receiving IV fluids suffer complications,
including pulmenary cedema in 67-89% (2). The
West Midlands Better Training Better Care pilot
demenstrated that 47% of resident doctors would
prescribe 3L/24hrs maintenance fluids for a 70kg
patient, exceeding NICE recommendations of 2.1L
(3) and 22% of patients made nil by mouth (NEM)
remained without oral intake for =72 hours without
reassessment plans (4). This study examined fluid,
nutrition and diuretic prescribing practises within
the elderly medical patients.

Methods: This retrospective study examined
electronic and paper records of individuals over 65-
years admitted to medical wards. Data collected
included patient demographics, weight
documentation, rationale for NBM status or
maintenance fluids, prescribed fluid volumes and
types, electrolyte abnormalities and corrections,
and renal function (including community and/or
hospital-acquired AKI). Accuracy of fluid balance
documentation and MNBM resolution processes
were assessed.

Results: 37 patients (mean age 80.9 £9.1 years)
were included. Key results are summarised in (Table
1). There was a negative correlation between
total IV fluid administered and longer length of stay
(LOS) (Figure 1).

R Al-Assadi’, R Jackson, H Trippe', H Mahmoud:

Besults: The study population was small and revealed trends rather
than statistical significance. NBM patients had longer LOS (16.4 + 14.2
days) than non-NBM (9.62 + 7.34 days), p=0.2. NBM patients received
more [V fluids (0.76 L/day) than non-NBM patients (0.46 L/day), p=0.19.
Furthermore, higher volumes of fluid administration and greater
changes in weight were associated with 90-day mortality (Figures 2 & 3
respectively).

Variable Value

Total Patients (n) ar
Mean Age (years) 80.9+ 9.1
NBM Patients (%) 27%
Median NBM Duration (days) 35
Diuretics Appropriately Withheld (%) a7s
SALT Assessment in NBM Patients (%) 10%
Final Weight Missing (%) 514
Mean Weight Loss (kg) 256 +4.24
IV Fluids (NBM, Liday) 0.76

IV Fluids (Non-NBM, Liday) 0.46
Length of Stay (NBM, days) 164 £14.2 (p=10.21)
Length of Stay (Mon-NBM, days) 9.62+7.34
Fluids in 90-day Mortality Group (Liday) 0.79(p=0.19)
Fluids in 80-day Survivors (Liday) 0.37

Table 1: Summary of Patient Characteristics, Fluid management and outcomes

Conclusion: This study highlights notable deficiencies in fluid
management for elderly inpatients, including excessive fluid
administration, poor documentation, and prolonged NBM status
without timely SALT review. Preliminary survey data from Resident
Doctors showed inconsistent adherence to prescribing guidelines.
These gaps increase patient risk and contribute to extended hospital
stays. Targeted education, clearer protocols, and improved access to
clinical information are needed to optimise fluid management and
patient safety.

T re—— -

Figure 2: Average Daily Fluid Volume by Mortality status

Walsall Healthcare NHS Trust, Moat Road, Walsall, WSS9 2PS

Correlation bebween Total IV Fluid Volume and Length of Stay
R = 0.55, R* = 0.30, p-value = 0.000&
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Figure 1: Average daily fluids by length of stay.
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Figure 3: Weight change by Mortality Status
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Temporal Trends in the Burden of Multiple Sclerosis in the United Kingdom Over the Past 3
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* Multiple sclerosis (MS) imposes a
significant global burden due to the
associated morbidity and progressively
diminishing quality of life.

* Evaluating the temporal trends in the
incidence and the Disability-Adjusted
Life Years (DALYs) of MS in the United
Kingdom (UK) is of paramount
significance as it enables risk
stratification and introduction of health
policy measures to tackle the associated

* Temporal trends in the age-standardized
incidence rate (ASIR) and age-
standardized DALY rate (ASDR) in the UK,
and across the 4 nations (England,
Northern Ireland, Scotland, and Wales).
Over the period 1990-2019.

Evaluated by retrieving data form the
Global Burden of Disease database.

The Annual Percent Change (APC) and
Average Annual Percent Change (AAPC)
were calculated using Joinpoint Analysis

Over the span of 3 decades, an estimated total of 75,126 MS cases with a female
predominance of 63.9% were reported across the UK.

A statistically significant increase in the ASIR was noted across the UK with an AAPC of 1.03
(95%CI 1.02 to 1.04, p<0.001).

A statistically significant increase in the ASIR was also noted across all 4 nations with England
encountering the highest increase (AAPC 1.10, 95%CI 1.09 to 1.11, p<0.001), followed by
Wales (AAPC 0.84, 95%CI 0.83 to 0.85, p<0.001), Scotland (AAPC 0.82, 95%CI 0.80 to 0.82,
p<0.001), and Northern Ireland (AAPC 0.61, 95%CI 0.61 to 0.62, p<0.001) (Figure 1).

Similarly, a statistically significant increase in the ASIR was noted across all regions in England
with East of England encountering the highest increase (AAPC 1.23, 95%CI 1.22 to 1.24,
p<0.001), followed by South East England (AAPC 1.23, 95%CI 1.22 to 1.24, p<0.001), and North

software.

East England (AAPC 1.19, 95%CI 1.18 to 1.20, p<0.001).
» A statistically significant increase in the ASDR was noted across the UK with an AAPC of 0.90
(95%Cl 0.85 to 0.95, p<0.001).
L temonse -0 st e s * Astatistically significant increase was noted across all 4 nations with Wales experiencing the
= B : = highest increase (AAPC 1.29, 95%CI 1.24 to 1.32, p<0.001), followed by Scotland (AAPC 1.18,
o : et et [ i 95%CI 1.13 to 1.22, p<0.001), Northern Ireland (AAPC 0.90, 95%CI 0.79 to 0.99, p<0.001), and
o P < - England (AAPC 0.85, 95%Cl 0.80 to 0.90, p<0.001) (Figure 2).
a0 - " w4 — Smaron - * Across England, all regions encountered a statistically significant increase in the ASDR with
u— — sz North East England encountering the highest increase (AAPC 1.12, 95%ClI 1.05 to 1.19,
T p<0.001), followed by East Midlands (AAPC 1.09, 95%CI 1.03 to 1.15, p<0.001), and Yorkshire
and the Humber (AAPC 1.03, 95%CI 0.98 to 1.09, p<0.001).

Conclusions

Overall, the UK witnessed a significant increase in the incidence and disability-adjusted life years
of multiple sclerosis over the past 30 years. These worrisome findings warrant prompt
recognition and introduction of measures to effectively tackle the associated burden.

burden.
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Figure 1:Temporaltrends in the ASIR across the UK during 1990-2019. Figure 2:Temporaltrends in the ASDR across the UK during 1990-2019.
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Figure 1

Predictors of Haspital Martality in Patients with Insulin Dependent Diabetes and Myocardial Infarction

Association Between
Insulin Pumps and
Hospital Mortality in
Patients with Myocardial
Infarction: Insights from .
the Myocardial Ischaemia I n S u | | n p u m p u Se rS
National Audit Project

(MINAP)
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Joseph John, MBBS, MD.
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Introduction
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multi-dose insulin therapy.

Multivariable Logistic Regression Results

* Insulin pump therapy indication is now

Variable Odds Ratio [OR) Confidence Interval (C1) Paalue

extending to Type 2 diabetes.

Inaudin Pump 175 185-210 <ac01

sge 103 103- 108 <0001

* Does insulin pump therapy influence

hospital mortality in patients with

myocardial infarction?

Method A
+ 32,575 patients with insulin-treated —
diabetes in the MINAP (Myocardial Results Conclusion ”
Infarction National Audit Program) ) . ) . . ) ] ) ) ) o ) ) 0
from 2012-2022 * Insulin pump users had a higher in-hospital mortality rate Insulin pump use in Ml patients is associated with higher in-hospital o o038 oss
«  Comparison between patients with Icomlp?ared to non user§ (1$.4A.v.zl. 5.9/:2I p<0.00(?. . ! mo}:talltr\]/, likely :ieflectmifthe c?r’r;]plex met.abol:clcTrrl]sks c;f pdtfmp users
and without insulin pump therapy nsulin p.ump use remained an independent predictor of mortality  rather t. an an adverse effect of the pump itself. These |r.1 ings - -
(3,321 vs 29,254) after adjustment (OR: 1.75, 95% Cl: 1.45-2.10, p<0.001). emphasise the need to carefully manage pump users during acute w
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VF ARREST SECONDARY TO IMMUNE CHECKPOINT INHIBITOR (ICl)

ASSOCIATED MYOCARDITIS

Dr Victoria Floyd-Ellis, Swansea Bay University Health Board, Wales

A 74 year old female was treated with PDL-1 ICl, Pembrolizumab, for stage 2 malignant melanoma.

Relevant past medical history included hypertrophic cardiomyopathy and a 50 pack year smoking history.

Day 24 Day 25

Day 1
Day 0 19.00
|
Cyc:'le 2 Assessed in AOS unit;
Pembrolizumab investigations NAD.
administered. Discharge considered but

admitted overnight for
further investigation.

Telephone call to acute oncology
service (AOS) regarding nausea and
lethargy interrupting ADLs.

Fulminant ICI-myocarditis
diagnosed,
Methylprednisolone plus
Mycophenolate initiated.

VF arrest, 2 x DCCV shocks delivered
and ROSC achieved within 7 minutes.

10%

% of 238 IC|-Myocarditis cases

Presenting symptom group

Presenting symptoms of 238 ICI-

Myocarditis cases'
* Cardiac Symptoms

* Neuromuscular Symptoms

* Non-specific Symptoms

1 Zotova L. Immune Checkpoint Inhibitors-
Related Myocarditis: A Review of Reported
Chnical Cases. Diagnostics (Basel). 2023
Mar 25,13(7):1243.

® ®

| |
ICD implanted. |
|
|
I

1
Discharged home, well and able
to manage ADLs as per pre-
admission. ICI discontinued.

Maintaining a high clinical
suspicion for ICI toxicity in
patients who report non-specific
symptoms can significantly
improve patient outcomes.



The Frequency and Palterns of Neonatal Mortality in Maternity and Childhood Ho:
in Mukalla, Hadhramaut Governorate (2020-2021)
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Alobathani, Raghad; Binalshaikh Abobaker, Ibrahim; AL-thybani, Aseel; Ba Musa, Mohammed; Alsakkaf, Mohammed; Al-aidroos, Mohammed; Obied, Sadeq; Baabbad, Abdulrahman; Alawbathani, Jana; Al-obady, Osama; Al-
Ammari, Sahar; Bin-Ghouth, Abdullah

Introduction
The neonatal period is defined as the first 28 days of life; it is a core
indicator of neonatal health and well-being, and it is becoming a

Results

35

Conclusion
Most of the deaths occurred in the early neonatal period. RDS,
prematurity, and LBW were the major causes of neonatal mortality.

30
prominent component of overall under-five mortality.1 Children face Upon these findings, intensive efforts are needed from the Ministry of
the highest risk of dying in their first month of life at an average = Public Health and Population to improve neonatal care during the first
global rate of 17 deaths per 1,000 live births in 2020.2 Since there is 20 week of life.
#

one case-control study done regarding neonatal mortality at
Maternity and Childhood Hospital.3 There is a pressing need for

10
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Materials and methods

A cross-sectional study was carried out on 221 medical records of
neonates admitted to Maternity and Childhood Hospital during the
period from January 2020 to December 2021. Data was obtained
from neonates’ medical records using a checklist adapted from the
World Health Organization guideline on neonatal mortality review and
audit.4 Then, the collected data was checked for accuracy and
completeness, organized and entered into SPSS software (version 25)
to summarize the data frequency and percentage.
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Enhancing Clinical Shock Management: Integrating Point-of-Care Ultrasound in Internal Medicine Wards:
a quality improvement project

Lead author: Alaa Elbestawy, SCF, a_elbestawi100428@alexmed.edu.eg
Co-author: Mohamed Alsaman , senior medical officer, Mohamed.alsaman@moh.gov.bn

Infroduction ___ Methods |

Number of clinicians using 0 14

*Two PDSA cycles (3 months each) conducted POCUS
Clinical shock is a life-threatening Clinician confidence in RUSH Not applicable 100% ( n.14) confidence
condition that requires urgent *Cycle 1: Baseline data (n 43 / mean age 49 years) — sean
identification and intervention to admitted with clinical shock - no routine POCUS Need of advanced imaging in Common Reduced via bedside POCUS
prevent organ failure and reduce diagnosis during 1st 24-48 (23 CT scans, 3 MRI, 5 (20 CT scan, 2MRI, neither
mortality, which ranges from 20-50% Cycle 2 Intervention: hours of admission ultrasound, 5 TTE) ultrasound or echo needed)
depending on the underlying cause. ¢! 2 CME sessions on RUSH protocol
Traditional diagnostic tools may be * %» 12 bedside training sessions (internal medicine Early objective diagnosis of ~ Often delayed till getting ~ Made promptly using POCUS
delayed or limited in internal staff) underlying pathology (e.g., departmental scan in 23 cases (out of 40)
medicine wards, where immediate .. 3-week radiology rotation for skill reinforcement 2 20T 2l EEIGIE,
access to imaging is not always @ Deployed 2 handheld ultrasound devices Fig. 2 tabulated main QIP outcomes
available. Despite widespread ¢ start FAMUS accreditation providers
adoption in emergency and ICU *Re-audit: POCUS used on 40 new shock cases ((mean . o
sett:ongs POCUS E;emasgns age 46 years) in Cycle 2 ( The use of point-of-care ultrasound (POCUS) in internal

medicine wards shows significant benefits in expediting
diagnosis, improving patient outcomes. We aim to expand
FAMUS-led training / accreditation program, maintain
POCUS as routine bedside tool and scale project to other
departments and hospitals.

References

- Diagnostic accuracy of point-of-care ultrasound for shock: a systematic
review and meta-analysis. doi: 10.1186/s13054-023-04495-6.

underutilized in general medical
wards. The aim of this QIP is to
implement POCUS in internal
medicine wards as a standard
diagnostic tool for shock, improve
clinician confidence, and enhance
patient outcomes through earlier,
targeted interventions.

~FREEZE 160/100 - Goal-directed resuscitation for patients with early septic shock. N EnglJ

Fig.1 POCUS showing acute cholecystitis with large GB stones in shocked Med. 2014 Oct 16;371(16):1496-506. doi:10.1056/NEJMoa1404380.
SN patient in cycle 2 — informed consent attained
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Burnout among hospital doctors working at a West Midlands Major Trauma Centre: a cross-sectional study

or: Mr Alexandro Basso, Supervisor: Dr Amy Attwater

T — Reas ]

The National Health Service (NHS) is currently experiencing a workforce crisis among its doctor cohort who are now more likely than ever
to leave the United Kingdom (UK) medical profession (General Medical Council, 2024a) and a risk of burnout that has steadily increased
since 2018 which peaked in 2023 (General Medical Council, 2024b).

The GMC looks at risk of burnout in trainee doctors and trainers but does not look at burnout across socio-demographic variables such as
different age groups, gender identities, or professional grades, and does not explore whether there is an association between those at
highest risk of burnout and who are contemplating leaving the UK profession.

The GMC uses a subset of the Copenhagen Burnout Inventory (CBI) consisting of seven questions to determine risk of burnout and
measures the extent to which exhaustion is a result of work burnout (Kristensen et al., 2005).

The Oldenburg Burnout Inventory (OLBI) is a widely validated tool (Halbesleben and Demerouti, 2005; Khan and Yusoff, 2016; Tipa, Tudose,
and Pucarea, 2019) that can be used to measure burnout.

The OLBI has two primary advantages over the CBI:

The OLBI consists of 16 questions and captures burnout across its two core dimensions, exhaustion and

disengagement.

The OLBI contains both ively and negal y phrased whilst the CB\ contams only positively phrased
question, and this reduces the infl of bias by introdi 'speed bumps’ (Podsakoff et al.,
2003).

Use the OLBI to determine prevalence of burnout among doctors working at University Hospital Coventry, a major trauma centre located
within the West Midlands.

Investigate the association between socio-demographic variables, including thoughts on leaving the profession or the NHS, and the two
dimensions of burnout

Investigate the association between socio-demographic variables, including thoughts on leaving the profession or the NHS, and burnout

Examine the potentially predictive relationship between socio-demographic variables and burnout.

. Categorise statistical
o?l'ne . Z> into burnout Z:> = St"fa
questionnaire R analysis

Table 1: Burnout group criteria

156 participants total - mean exhaustion score of 2.82 and mean disengagement score of 2.47. The distribution of scores is seen in Figure 1.

" -

Figure 1: Fi distrib of mean and di: scores

8

Number of respondents

Number of respondents

] 200 200 500 0 100 200 200 400 500
Mean exhaustion score Mean disengagement score

« Significant differences in scores ing to p grade (F = 3.74, p = <0.05) and thoughts of leaving the profession or the NHS (F = 30.87, p < 0.001)
* Signif diff indi cores. ding to professional grade (F = 5.34, p < 0.001) and thoughts of leaving the profession or the NHS (F = 31.95, p < 0.001).
= No statistically significant differences in either exhaustlon or disengagement scores according to gender, ethnicity, age, or specialty.

* Resident doctors in lower training have a ly higher exh. ion and scores than
= Foundation doctors and locally employed doctors/locum/SAS were found to have a significantly higher di: score than
* Those that answered ‘strongly agree’ to thoughts of leaving the pi or the NHS showed significantly higher mean

Tukey's

post-hoc:

and di to all other

scores

Table 2: Pearson correlation table of socio-demographic variables, including thoughts on leaving the UK profession or the NHS, Figure 2: Percentage of participants by burnout group

Burnout group Mean exhaustion score Mean disengagement score
Burnout 22.25 2210
Exhausted 22.25 <21
Disengaged <2.25 2210
Non-burnout <2.25 <21
References
General Medical Council (2024a) National training survey 2024 report. Available at:  https://www.gmc-uk.ol
[medi its/national-training-survey-summary-report-2024_pdf-107834344.pdf d: 26 ber 2024)

General Medical Council (2024b) The state of medical education and practice in the UK. Workplace experiences 2024. Available
at https://www.gmc-uk.org/-/media/documents/somep-workplace-report-2024-full-report_pdf-107930713.pdf (accessed: 26 November
2024)
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translation of the Oldenburg Burnout Inventory’, Work & Stress, 19(3), pp. 208-220. doi: 10.1080/02678370500340728.

Khan, A. and Yusoff, R. (2016) 'Psychometric Testing of Oldenburg Burnout Inventory among Academic Staff in Pakistan', International
Review of Management and Marketing, 6, pp. 683-687
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and mean exh and di scores
Variable 1 2 3 4 5 6 7 8 10%
1. Mean exhaustion score 1 Burnout
2. Mean disengagement score 0.76"" 1
14%
3. Gender 00064  0.052 1 Exhausted
4. Ethnicity 0.12 0.075 0.064 1
5. Age group 0200 023" 0031 -0.25" 1 5% 1% Disengaged
6. Specialty -0.14 -0.045 0.2 -0.0074 023" 1
7. Pre | grade -0.26"  -0307  -0.068  -0.28" 0.67"" 0.22"" 1 .
8. Thoughts on leaving the profession or the 0.67"" 0.65™ 0.019 0.087 -0.22" -0.017 -0.37" 1
NHS
* Correlation is significant at the 0.05 level (2-tailed).
** Correlation is significant at the 0.01 level (2-tailed). Table 4: Binary linear regression results between socio-demographic variables and burnout/non-burnout

Table 3: Association between socio-demographic variables, including thoughts on leaving the profession or NHS, and burnout Variable B SE Odds Ratio [95% CI] p value

group, using Fisher-Freeman-Halton test Gender identity 0.09 0.32 1.09 [0.58, 2.05] 0.78
Variable Value p value Ethnicity -0.15 0.39 0.86 [0.40, 1.87] 0.71

Gender identity 591 0.44 Age group -0.32 0.23 0.73[0.47, 1.15] 0.17

Age group 2048 0.11 Specialty 0.01 0.13 1.01[0.78, 1.30] 0.96

Ethnicity 7.60 0.37 Professional grade -0.32 0.21 0.73[0.49, 1.10] 0.13

Professional grade 12.39 0.29 Model X*=11.39 (DF =5, p < 0.05)

Specialty 14,51 0.20 Model Hosmer-Lemeshow test X* = 6.87 (DF = 8, p = 0.55)

Thoughts of leaving the profession or NHS 68.42 <0.001 Ikerke R? = 0.10

Burnout is a persistentand prevalentissue that affects doctors across all societal and demographic groups working at University Hospital Coventry.

Doctors who were earlier in their careers were found to have statistically significant higher scores in both burnout dimensions compared to more senior doctors.

Those experiencing burnouthad a or the NHS.

lly strong with thoughts of leaving the prof
Socio-demographic variables, collectively, are predictors of burnout, but only 10% of the variation in burnout is accounted for by these variables. Given the statistically strong association between burnout and thoughts on leaving the profession or NHS, this may indicate factors not

captured in this study such as those external to a doctor's locus of control play a key role in burnout.
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Introduction

» Group B Streptococcus (GBS), is a gram-positive, beta-
hemolytic bacterium that was identified as a cause of fatal
peripartum infections in 1938.

Streptococcus agalactia is associated with life-threatening
infections in the adult population such as blood stream
infections, necrotizing fasciitis, and toxic shock syndrome.

Streptococcus species are associated with 10-15% of
continuous ambulatory peritoneal dialysis or CAPD-
associated peritonitis,

» Only scarce data about GBS peritonitis exists in the
literature.

Materials and Methods

* We reviewed the literature for culture-proven GBS CAPD
peritonitis. Databases searched included PubMed, Google
Scholar, and Scopus. Articles involved in the review
originated from multiple geographic locations including the
USA, Europe and Brazil.

Schroder et

al. months
1991

Schroder et 5 years
al.

1991

Borra et al. 52 years
1992

Yinnon et al. 63 years
1993

Pagniez et al. 25 years
1995

Scanziani et 23 years
al. 1999

Liakopoulos 27 years
et al. 2004

de Los Santos 52 years

etal. 2010

Table 1. Summary of GBS peritonitis case reports with author information,

Yes

Yes

No

No

No

No

No

No

Yes

No

No

No

No

No

Tobramycin (IP)
Cephalothin (IP)

Tobramycin (IP)
Cephalothin (IP)

Vancomycin (1V)
Amikacin (IM)

Vancomycin (IP)
Gentamicin (IP)

Piperacillin (IP)
Cephalothin (IP)

Netilmicin (IP)
Cephalothin (IP)

Tobramycin (IP)
Ceftazidime (IP)
Vancomycin (IV)

Tobramycin (IP)
Ceftazidime (IP)
Vancomycin (IV)

patients’ characteristics and antimicrobial treatment with route of
administration. IP: intraperitoneal, IV: intravenous, IM: intramuscular.

Royal College
of Physicians

Results and Discussion

We found publications of culture-proven GBS peritonitis in the
form of case reports describing eight cases.

Five cases were reported between 1991-1995 including
pediatric and adult patients.

The course was complicated by septic shock in three of them.
While one case was complicated by pleuroperitoneal fistula,
two cases were complicated by bacteremia. One patient did
not survive the infection. Presentation was similar to other
forms of peritonitis and included fever and abdominal pain.

Table 1 summarizes the discussed cases.

In the presence of limited data, no wide-scale conclusions can
be made on CADP-associated GBS peritonitis. More research
is needed to identify the epidemiology, complications and
mortality rate of CADP-associated GBS peritonitis.
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INTRODUCTION

* Myositis is an autoimmune disease marked by weakness, fatigue, and pain, which significantly impair

patients' quality of life, howewver there are no validated questionnaires to assess quality of life in

patients with myositis

* This study aims to assess the utility of the short form (5F) 36 in quality-of-life evaluation of myositis
patients

METHODS

* FORWARD is a U.5 databank containing patient-reported data on rheumatic diseases. Information
include quality of life, treatments, and hospitalizations biannually

* The 5F-36 produces two scores: Physical and Mental Component Summary (PCS and MCS), ranging
from 0 tol00 each. Higher scores indicate better health

* Floor/ceiling effects were calculated as proportion of patients scoring 0-5 and 95-100, respectively.
Discriminant and construct validity were assessed using proportion of a priori hypotheses.
Responsiveness was assessed using a linear mixed models

RESULTS

* Data from 168 patients with myositis was included (77.3% female, 78.5% White) with an average
age of 54.3 £ 13.8 years. Mean PCS and MCS were 36.5+ 11.2 and 47.0 £ 12.0, respectively

* Distribution of PC5 and MCS did not show floor and ceiling effects (Figure 1)

UTILITY OF SHORT FORM 36 (SF-36) HEALTH SURVEY QUESTIONNAIRE IN HEALTH-
RELATED QUALITY OF LIFE ASSESSMENT IN PATIENTS WITH MYOSITIS

Almurtada Razok (Cook County Health), Ethan Ritz {Rush University), Jasmin Taylor {Rush Medical College), Kristin Wipfler
(FORWARD, The Mational Databank for Rheumatic Diseases), Kaleb Michaud (University of Nebraska Medical Center},
Didem Saygin [Division of Rheumatology, Rush University Medical Center)

Royal College
of Physicians

S5F-36 PCS
A Priori Rho A Priori
Hypotheses Hypotheses

Symptom duration Weak -0.05 Yes Weak 011 Yes
|Age Weak 012 Yes Weak 0.21 Yes
Body mass index Weak -0.25 es Weak -0.01 Yes
Education level Weak 017 Yes Weak 021 Yes
Annual income Weak 0.24 Yes Weak 0.28 Yes
Pain level Moderate -0.56 Yes Moderate -0.43 Yes
Fatigue level Moderate -0.66 Yes Moderate -0.49 Yes
Patient global disease activity Moderate -0.66 Yes Moderate -0.43 Yes
HAC-II Strong -0.79 Yes Moderate -0.30 Yes
PAS-II Strong -0.77 Yes Moderate -0.44 Yes
Rheumatic disease comorhidity Moderate -0.27 Mo Moderate -0.27 Mo
index

Hezlth satisfaction Moderate 0.66 Yes Moderate 0.42 Yes

« After controlling for age, sex, and obesity, all parameters including pain level, fatigue level, patient global

disease activity, HAQ-II, PAS, and PSD were found to be significantly associated with changes in PCS5 and
MCS over time (Table 2}

Table 2. Longitudinal relationship between change in 5F-36 PCS and MCS and other outcome variables

* Majority of a priori hypotheses for construct validity were met for both PCS and MCS (Table 1) L 5F-36 PCS 5F-36 MCS
' Beta [Cl] P value Beta [CI] P value

Pain level -168 [{-188) - (-147)] | =0.0001 -0.64 [{-0.51) - {-0.36)] <0.0001
= SF-36 Physical component score —  SF-36 Mental component score Fatigue level -131[(-151)-(-111)] | <0.0001 -129[(-1.54) - (-1.04)] =0.0001
& 40— 2 s0- Patient global disease activity -1.22 [[-1.42) - -1.02)] | =0.0001 -1.01 [(-1.28) - {-0.76]] <0.0001
= HE % Frequency = % Freguency
g . g HACHI -B.16[[-8.93) - -7.39)] | =0.0001 -2.50[(-3.61) - {-1.38)] <0.0001
2 a PAS -311[{-3.37)- (-2.86)] | =0.0001 -1.43 [(-L.80}) - {-1.05)] <0.0001
E 20+ § 20 Polysymptomatic Distress Scale -0.56 [(-0.65) - (-0.47]] <0.0001 -0.55 [(-0.66) - (-0.43)] <0.0001
£ 101 £ 10- CONCLUSIONS
£, £ o * 5F-36 was able to distinguish patient subgroups and had significant correlations with pain, fatigue, disease
E 0 10 20 30 40 50 &0 TO B0 90 100 E 0 10 20 30 40 S0 &0 TO BO 90 100

activity, physical function and health satisfaction in myositis
* 5F-36 has adequate discriminant and construct validity and responsiveness for health-related quality of
life assessment in myositis

SF-36 PCS SF-36 MCS

Figure 1. Distribution of SF-36 PCS and MCS scores
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Introduction

The UK's National Health Service (NHS) relies
heavily on the contributions of doctors trained
outside of the UK — approximately half of non-
consultant doctors are international medical
graduates (IMGs). The transition from one
healthcare system to another, a new
professional culture, and personal life in the UK
can present significant challenges for these
highly experienced professionals. We investigate
the experiences of IMGs adapting to the NHS
and propose a bespoke induction program
designed to facilitate a smoother integration.

Methods

A survey of UK-based IMGs explored challenges
in communication, finances, daily living, and
NHS workplace culture. It also measured the
impact on their transition, wellbeing &
integration due to lack of proper induction &
accessibility to such programmes.

Aman Sharma', Harjinder Kainth?

Corresponding email : a.sharmal1@nhs.net

Results

A total of 157 IMGs who were already working in
the UK responded to the survey. Upon joining the
NHS, they encountered multitude of challenges, as
illustrated in Figure 1.

Lack of Formal Induction

Only 9% of IMGs received any induction from
their employing organizations, highlighting a
critical gap in support during transition into NHS

Self-Reliance in Adaptation
66% relied on personal experiences and
learning to adapt, facing challenges due to lack
of guidance and mentorship.

Emotional Impact
48% of respondents felt "depressed or lost*.

Affect on their potential
52% felt this affected their potential &
prolonged their adaptation over 6 months.

Interest in Structured Programs
Many IMGs expressed strong interest in such
programs, even willing to pay for CPD points.

TInternal Medicine Trainee, The Royal Wolverhampton NHS Trust, Cohort-8 NHS Clinical Entrepreneur Programme
2Consultant - Acute Medicine, The Royal Wolverhampton NHS trust

NHS CLINICAL

’&, ENTREPRENEUR

Conclusion

TULIP addresses key challenges faced by IMGs,
helping them reach their full potential. It bridges the
gap between international training and UK clinical
practice, while fostering entrepreneurship &
innovation among healthcare professionals. The
TULIP framework is shown in Figure 2.

PRE-ARRIVAL RESOURCES

Online modules covering UK
culture, customs, and daily life

COMMUNICATION SKILLS

Workshops on effective
communication with patients,
relatives, and colleagues

FINANCIAL MANAGEMENT

Understanding payslips, taxation
and managing finances in the UK

NAVIGATING THE NHS
Training on NHS policies,
procedures, and ethicalguidelines

WORKPLACE DYNAMICS
AND SUPPORT

Workshops on bullying,
harassment, and conflict resolution

ESSENTIAL SERVICES
Support in arranging housing,
schools, GP and dentist registrations
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Magnitude of therapeutic inertia in the management of [loigd e
hypertension in a tertiary care hospital in Central India =

______ Physician ___ Physician KAP towards hypertension
Therapeutic Action management, Tl & pharmacotherapy
Ananyan Sampath', Rashmi Verma®, Rajnish Joshi' 02 A1 —
' Department of General Medicine, All India Institute of Medical Sciences, Bhopal, 4 \

Physician feedback

f Hedical Adherence on Tl levels of the

Backgruund: Hypertension remains a leading cause of global morbidity and mortality, with prevalence

19 89 B B2
exceeding 1.4 billion and rising, particularly in LMICs Despite extensive guidelines, therapeutic inertia (TI) n D A 53 35 Figure 1(a)
impedes optimal blood pressure (BP) control, contributing to poor outcomes. Hypertension prevalence in Incia is |

Results & Discussion: T1i was acknowledged by 215% of physicians, with all citing
erroneous BP readings as a barrier. Among patients, 63.7% had congruent elevated BP, of whom 49.7%
(95% Cl: 39.7-53.9%) did not receive appropriate intensification. Of this, 29.9% persisted despite
adequate adherence. Conversely, 81.3% of patients with white coat hypertension received unnecessary
therapeutic action. Repeat BP measurements reclassified one in three individuals as normotensive,
underscoring its utility in reducing both over- and under-treatment. Tl affects nearly half of patients
with uncontrolled hypertension. Repeat BP measurement is a simple, scalable strategy to reduce

! Department of Trauma & Emergency Medicine, &1l India Institute of Medical Sciences, Bhopal

rising, but awareness, treatment, and control lag due to patient factors, poor health awareness, clinical latency,
and physician prescribing behavior, leaving over 90% with uncontrolled blood pressure.

Materials & Methods: s facility-based cross-sectional study used a quality improvement approach
to assess therapeutic inertia (T1) in hypertension (HTN) management, involved patient interviews, duplicate BP
measurements, and anonymised physician feedback. Patients with known HTN were selected via stratified
systematic random sampling, with OPD tickets screened for eligibility. The definition of Tl across groups is misclassification and improve therapeutic decisions. Quality improvement initiatives targeting physician
shown in Table 1. and data parameters are recorded in Figure 1(a, b). A total of 279 patient samples and 51 behaviour and diagnostic certainty are crucial for better hypertension contral.

physician samples were collected. Data on demographics, adherence, BP readings, and prescription patterns ;== mmmmmm s m oo s m o o e e s msmmmmsmmmmmmmnen
were gathered. Provider assessments included vignette-based evaluations to distinguish Tl from clinical myopia. '

o B i W A bW

____________________________________________________________________________________________________________________ e
T{ Incongruent . o : :
Table1 1 Congruent BP Readings Therapeutic action Action categories 1T
o " Escalation of dose/Addition of Appropriate Active t : N AINE e et |
new drug/Change to new drug Therapeutic Action Routine OPD BP 0l interaction Blind Physician Physician  KAP
0 Interaction & Feedback

e BT 11 Adequate Patient Adherence No change in therapeutic decision Therapeutic inertia %

to Antihypertensive drugs

gy ¢ [nadequate Patient Adherence g change in therapeutic decision  |herapeutic inertia (likely Q « Uuallty |II'I|JI‘0\'EI‘IIEI‘I|I Outcome: Repeat BP measurements reclassified one in three

to Antihypertensive drugs due to non-adherence) individuals as normotensive, underscoring its utility in reducing both over- and under-treatment. T
o N Escalation of dose/Addition of R e 2ffects nearly half of patients with uncontrolled hypertension. Repeat BP measurement is a simple,
new drug/Change to new drug with active therapeutic action § scalable strategy to reduce misclassification and improve therapeutic decisions

o 1l No change in therapeutic decision  Appropriate Action ¢ 1, Mills KT, Bundy J0 et al. Global Disparities of Hypertension Prevalence and Control. Circulation, 2016 Aug 9;134(6):441-50.
1. Basile J. Clinical Inertia and Blood Pressure Goal Atainment. J Clin Hypertens. 2008 Nov 18T Suppl 12):55-12.
Infographics designed and sourced from freepik.com




Patient Reported Outcomes for Menopause Management Interventions Study: PROMMIS

o Society for
Endocrinology
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(1) Society for Endocrinology, Starling House, Bristol. (2) Centre for Intelligent Healthcare, Coventry University, Coventry. (3) The Christie NHS Foundation Trust, Manchester. (4) Centre for Reproductive Health, University of Edinburgh, Edinburgh.
(5) Centre for Cardiovascular Science, Queen's Medical Research Institute, Edinburgh. (6) Department of Sexual and Reproductive Health, Liverpool Women’s Hospital, Liverpool.

INTRODUCTION

Many women are now being offered hormone replacement therapy during menopause. However,
there is a lack of real-world evidence, particularly concerning cardiometabolic, gynaecological risks,
oestrogen-related cancers, and testosterone use in modern cohorts?.

OBIJECTIVES

To assess the impact of menopause management approaches on quality of life, measured by EQ5D

and SF-36 questionnaires, with a focus on specific comorbidities and treatments, where clinical

evidence is lacking. Learn more about the UK PROMMIS Register by scanning

the QR code in figure 1

STUDY DESIGN
PROMMIIS, is an observational cohort study with retrospective and prospective components with
data collection from the time of diagnosis of the comorbidity or start of index treatment and

assessing variables of interest with up to five years of prospective data.

e\ s Figure 1 E E
Society for
720 j Endocrinology
— & PeopleWith
N me e
conditions.
[ -

eople
Y o e

Oy (|
The data collection process allows the patient to use a secure online platform accessed via site-
specific QR codes (Figure 1). Following patient consent, relevant data from primary care records will

be obtained through automation, with options for additional input from secondary care.

METHOD Information governance and data security
. - . a Revie Figure 2
Data will be stored within a secure registry ~ OlchaReview e gure
hosted by the Society for Endocrinology (SfE). ~ GOPR Compliant & ICO Registered S | i
The study is compliant with regulations Microsoft Azure Secure Datacenters
(Figure 2), has received IRAS ethics approval,  Patient Data Ownership
oy skl oo apatao et dotas . e ——
portfolio adoption onto the NIHR research ¢ . accossments
Tochnical and Security Assessments with EMIS Group Pic, IQVIA 32
delivery network and has now launched. Rt e —
Y R | )
Olnsnitn () 030E"
CONTACT INFORMATION; Chief Investigator: Annice Mukherjee. Sponsor: Society for

Endocrinology, Bristol, UK. Study contact: research@endocrinology.org

Funding: Astellas, BESINS, Bayer and Lawley Pharmaceuticals have provided funding for this project
via sponsorship. The project has been developed independently of these companies.

RESULTS

This study has now launched. The steering group chairs will share future developments and
encourage stakeholders to engage with the registry through research questions and data access
requests.

CONCLUSIONS

PROMMIS is a long-term study aiming to help shape the future of women's health and menopause-
related research and practice.

REFERENCE
1. Mukherjee A, Davis SR. Update on Menopause Hormone Therapy; Current Indications and Unanswered
Questions. Clin Endocrinol (Oxf). 2025 Jan 29. doi: 10.1111/cen.15211. Epub ahead of print. PMID: 39878309.



The Effect of Early Childhood Material Hardship Mitigation On Adolescent Success
Bria McKenzie & Frances Shofer, PhD

Introduction
* Academic outcomes are reduced in poor children and adolescents
* Income stratification corresponds with education outcomes

* Poverty & early exposure to material hardship (MH) found to
negatively affect early childhood outcomes

* Yet some children ‘beat the odds’ and succeed

» Effect of mitigation of early MH on adolescent academic outcomes
not fully explored

Specific Aims

* To examine association between exposure to MH atage 3 &
academic achievement at age 15 among adolescents, 200% below
the poverty level

* To explore effect of MH mitigation at age 3 on adolescent academic
success

* Cohort study - subjects were non-Hispanic Black adolescents in the
Fragile Families and Child Well-Being (FFCW) database
» Economically fragile families / children
# N=4,655families
» Data collection 1998-2000 to present

* Baseline demographics & MH survey from mother when child 3 yrs
» MH variables: Housing, utility, and food insecurity, & medical

hardship

* Academic achievement survey collected when adolescent 15 yrs

» Variables: English GPA, school attendance, perseverance,
homework completion ease

* Exclusion Criteria: No response to surveys

* Descriptive statistics characterized infant & mother demographics
at birth, MH at age 3, Academic Success at age 15

* Logistic regression to determine odds of academic success at age

15, given MH at age 3

———

Dartmouth

GEISEL SCHOOL OF

MEDICINE

* 956 non-Hispanic Black adolescents
» 484 (51%) experienced one or more MH
* Mother’s education level
» < High school
» High school degree 39%
» Atleastsome college 21%
* Income-to-needs ratio
» Below 50%
» 50%-100%
> Between 100%-200% 39%
* 447 (50%) female infant
* 843 (88%) normal birth weight infant

40%

29%
32%

Odds of No Material Hardship at Age 3 and

Academic Achievement at age 15*

Optimal Overall

Percent

I
| FOH 1 7REE 29%
Perseverance |
Ly 1
I
/‘gptlmaISchoolwork | e 1 5HEx 49%
Perseverance :
T
I
Optimal English GPA oo 1.3* 68%
l
I
H I
Ease of Completing W4 12 37%
Homework :
2 I
OptimalSchool | .15, 1.2 36%

Attendance

al

0.1

1
1
0.2 1 1.2 10

Odds Ratio

*Models adjusted for mother’s education, household
income-to-needs ratio, infant’s gender and birth weight status

*** p<0.001, ** P<0.01, * p<0.05

Material Hardship Type

Percentage

Rent/
Mortgage

Utilities Food Medical

* MH absence at age 3 significantly associated with optimal:
» Overall perseverance
» Schoolwork perseverance
> English GPA

» Data suggest that absence of MH is protective for fragile, low-
income children allowing them to ‘beat the odds’ and succeed
during adolescence

* Poverty effect can be mitigated with added resources & home
stability

Conclusion

* Significant positive impact of lowering instances of material
hardship has policy implications

* Implications for adult health and success as poverty transmits
intergenerationally

* Childhood MH impact should be considered when delivering
clinical care to adolescents and adults




Microbiome-Driven Gene Dysregulation in
Esophageal Cancer: A Multi-Omics Analysis

Dr. Chaitali Nath
College of Medicine and Sagore Dutta Hospital, Kolkata, India

Background

Esophageal cancer is increasingly recognized as not just a genetic disease, but one
profoundly influenced by the host-microbiome axis. While chronic inflammation,
immune evasion, and epithelial remodeling are well-established hallmarks of cancer
progression, the precise mechanisms through which microbial communities drive
these processes in esophageal tissues remain elusive. Previous studies have identified
key microbial players—including Fusobacterium nucleatum, Campylobacter spp., and
Porphyromonas gingivalis—as recurrently enriched in tumor microenvironments.
These microbes may act as biological effectors, modulating host gene expression and
orchestrating oncogenic shifts. This study seeks to uncover how specific microbial
signatures influence host transcriptomic landscapes, and whether these alterations
can be leveraged for early diagnosis, stratified risk prediction, and therapeutic

innovation.

Methodology

Data Sources
+ Host RNA-seq: GSE234304
+ Microbial cfRNA: GSE174302

Analytical Pipeline
- Differential expression analysis using DESeq2 on ~57,500 genes.
» Focused on genes linked to immune activation and epithelial remodeling.
- Identified core microbial species using cfRNA profiles.
+ Applied machine learning models to assess predictive potential.
+ Compared findings with risk predictions from the Nath Score.

Objectives

« To identify host gene expression
changes associated with
esophageal cancer-linked
microbial species

To elucidate the interplay between
immune activation, epithelial
remodeling, and microbial
dysbiosis

To evaluate the diagnostic
potential of microbial cfRNA
signatures using machine learning

Conclusion

Our multi-omics analysis reveals that specific oral-origin
microbes play a significant role in driving gene dysregulation
in esophageal cancer. We observed an upregulation of B-cell
immunoglobulin transcripts and a downregulation of genes
linked to epithelial barrier function, suggesting a shift toward
immune activation and tissue remodeling. Key species like
Fusobacterium nucleatum and Porphyromonas gingivalis
appear to mediate these changes, supporting a mechanistic
link between the esophageal microbiome and carcinogenesis.
The high predictive accuracy of our machine learning models
based on transcriptomic data reinforces the clinical potential
of microbial cfRNA as a biomarker for early detection. These
findings emphasize the importance of integrating
microbiome insights into oncologic research and open new
avenues for non-invasive diagnostics and therapeutic
strategies.

Fusobacterium
nucleatum

Porphyromonas
gingivalis

Epithelial
cells

Results

Upregulated Genes: B-cell immunoglobulins including IGKV1D-13, IGKV2-29, IGHV3-64D
Downregulated Genes: KRT1, PGAS5, KPRP - associated with epithelial integrity and gastric function
Key Microbial Species Identified: Fusobacterium nucleatum, Campylobacter spp., Porphyromonas
gingivalis

Machine Learning Model: Achieved >85% accuracy in predicting cancer from transcriptomic data

Strong alignment with Nath Score risk predictions

(Tumor vs Normal)

(Tumor vs Normal)

1092 Foid Change
lag2 Fod Change.

2

& & & & &

Gene Name.
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Future perspective

Building on these findings, future research should focus on validating
microbial cfRNA signatures in larger, diverse cohorts to establish their
reliability as non-invasive biomarkers for early esophageal cancer detection.
Integrating microbiome profiling into routine screening protocoals could
revolutionize early diagnosis, especially in high-risk populations.
Furthermore, understanding the functional impact of microbial species on
host gene regulation may uncover novel therapeutic targets. Modulating the
esophageal microbiome—through probiotics, antibiotics, or dietary
interventions—holds promise as an adjunct strategy to existing treatments.
Additionally, combining microbiome data with host transcriptomics can
enhance personalized risk stratification using tools like the Nath Score.
Expanding this multi-omics approach to include proteomics and
metabolomics may provide deeper insights into host-microbe interactions in
cancer. Ultimately, this research underscores the transformative potential of
microbiome-informed precision oncology in improving outcomes for
esophageal cancer patients.



m Identifying Gaps and optimising Clinical Practice and Guideline of Adrenal

York and Scarborough
Teaching Hospitals

NHS Foundation Trust

Any size and homogenous

AND No further Imaging required
HU<10

Homogenous . n
p

AND

HU 11-20 Additional imaging
AND

tumour <dcm

Homogenous, HU 11-20 and

tumour 24cm - a

OR Discuss in MDT ‘
Homogenous, HU >20 and Consider prompt additional
tumour <4cm imaging
OR ~ !
Heterogenous tumor >4cm

Homogenous, HU >20 and ' n

tumour >4cm Discuss in MDT
o] Consider prompt surgery
Heterogenous, tumour >4cm

Flowchartillustrating the referral pathway for
adrenal incidentaloma based on European
Society of Endocrinology guidelines?

incidentaloma management

Dr C.Khin IMT3, Dr H.Riasat ST6, Dr S.Nafees IMT 3, Dr M.Adiat SpR, Dr FAli SHO, Dr R.Raphael IMT1,

Dr N.McWhirter FY1
( \ Not Referred
Abstract referred to MDT
Adrenal incidentalomas are adrenal masses discovered incidentally during imaging performed for t;;f;): 46.5%

unrelated medical reasons. Their management requires a systematic approach to exclude malignancy
and hormonal hypersecretion while ensuring adherence to best practice guidelines.
This study audited the detection, investigation, and management of adrenal incidentalomas of 58

1. To investigate adherence to the current
referral guidelines of adrenal incidentaloma

2. To identify gaps in the clinical management
of adrenal incidentaloma with the aim of

(Aims \

\optimizing clinical practice /

\patients in Scarborough General Hospital.

<

Number of patient
adherence through referral

pathwav Only 32% of CT scans identified Hounsfield Units (HU) of the lesion.
<0 o Many of these (58.3%) were <10units on non-contrast CT, in keeping with a
benign appearance.

Results
» Most lesions (87.9%) were unilateral (87.9%) and smaller than 4cm (94.8%)

v

40
30 » Half of the lesions identified on imaging were catagorised as low-risk based on HU and
size.
20
o Of these, 19% were indeterminate and required further imaging while 13% were

10 0 referred to multidisciplinary team (MDT) discussion.

0

4 » Hormonal workup was performed in only 53.4% of patients with the 1 mg dexamethasone

suppression test conducted in 32.8%.

o Among these cases, 26.3% demonstrated serum cortisol levels >50 nmol/L.
Mean age of patient found to have

adrenal incidentaloma \

46.5% of all cases were referred to MDT.

v

Percentage of cases detected ( .
incidentally Conclusions

This audit identified critical gaps in the management of adrenal incidentalomas at
Percentage of patientsinwhicha Scarborough General Hospital, particularly in the areas of incomplete hormonal workup,
hormonal workup was conducted inappropriate MDT involvement, and inconsistent documentation of imaging findings.

/

J/

1. European Society of Endocrinology clinical practice guidelines on the management of adrenal incidentalomas, in collaboration with the European Network for the Study of Adrenal Tumors, European Journal of Endocrinology, Volume 189, Issue 1, July 2023, Pages G1—

G42, https://doi.org/10.1093/ejendo/Ivad066




# Implementation of ' MEDLS'’:
W m Regional Guidelines for management of clinical emergencies

IMPACT

+ The fragmented landscape of emergency medical guidelines | #& e 0 () ———t2 TG Wiekeas e S0 Creation of standardised MEDL proforma with >100

across individual Trusts has resulted in inefficiencies in e ] e o ———_——

e e ran

new guidelines across 3 NHS Trusts

accessibility, maintenance, and real-time applicability.

— @ >15,000 hits per month across all platforms
« Clinicians often struggle to locate relevant, up-to-date :

information quickly in time-critical situations which leads to o 100% users found them useful and easy to use with a
delays in patient care and clinical decision-making. A) beneficial impact on patient safety and clinical care

« The absence of a centralised, user-friendly resource

rR4 Identification and documentation of clear governance
contributes to inefficiencies and risks to patient safety.

A8R8  structure creating sustainability

» This risk is recognised in multiple specialties and addressed in
documents such as Resus Council UK ALS algorithms, the
WHO Surgical Checklist and the anaesthetic Quick Reference R

2 8 Collaborative and collegiate working within and
M between trusts

Collegiate working across Trusts (UCLH & Whittington) to build

+ Working with Pan-London committees, including the Maternal
Medicine Network, to bring in more ‘top-down” MEDLs
0o .- (Regional MEDL for Hypertensive Emergencies completed)
>95% e L d e
felt it would be extremely useful to have accessible one- :
page guidelines for medical emergencies

Handbook. upon a project ongaing since 2012: the Medical Emergency The MEDL initiative has successfully addressed challenges in
b QRH - — Document Library (MEDL). These are standardised one-page, emergency guiqeline accessibi_lity, standardi_sation, and usability.
localised and evidence-based, guidelines for management of By fostering regional collaboration and enabling a scalable model,
clinical emergencies MEDLs have improved consistency in emergency medical care,
= + Piloted expansion into a further Trust with the development of leading to enhanced clinical efficiency and patient safety.
A survey of 70 healthcare professionals: over JOO MEtDLtS' T I’fo_tal F:bovErm?: Clc;llnlhcal emt;r]gem:les, This initiative serves as a model for broader NHS-wide
0 0 () procedures, outpatient clinic crib sheets, discharge pathways implementation, driving sustainable improvements in emergency
85 /o 50 A) 57 A) + Creation of rigorous local governance practices to embed in medicine and patient outcomes.
Regularly use unable to find Found existing Clinical Guideline Groups and Drug & Therapeutic Committees.
guidelines from  appropriate guideline long-form « Available on the Intranet and on the Eolas App: FUTURE AND SCALABILITY
other trusts when managing a guidelines very
medical emergency | difficult to navigate S

|
|
|
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+ Ongoing development of Paediatric ‘PEDLs” at UCLH

éfD
50
=
wn
ﬁ.
ﬁyr
il
| |
e

Early discussions with Society of Acute Medicine regarding the
possibility of upscale and roll out on a National level




Introduction

Falls are a major cause of injury and mortality in older adults. Up
to 30% are vision-related, yet routine vision screening is not
embedded in rehabilitation care despite its potential impact.22 In
the UK, approximately 1 in 5 adults over 75 have vision loss, often
undetected.2 Conditions like glaucoma-related field loss are
strongly linked to falls.3#* This pilot study aimed to evaluate the
feasibility of structured bedside visual screening in an
orthogeriatric setting, assess prevalence of visual impairment.

Methodology

This prospective pilot study was conducted at Trafford General
Hospital in an orthogeriatric rehabilitation unit. Patients aged 65
or older, admitted following a fall, with an AMTS >6 and able to
provide verbal consent, were included.

Screening Protocol conducted bedside by a trained resident

doctor using:

* LogMAR chart for visual acuity (unaided, corrected, pinhole)

*  Melbourne Rapid Fields (MRF) for low contrast VA and visual
fields

* Ocular history, optician attendance, and postcode (IMD
quintiles)

» Patient experience questionnaire (Likert Scale)

Results

* Mean age: 84.6 years

*  67% had unaided VA worse than LogMAR 0.3 (n = 21)

* 41% had low contrast VA of 1.0 or worse in at least one eye
(n=20)

* Many improved with pinhole, suggesting uncorrected
refractive error

Socioeconomic Status (IMD):

= 48% were from least deprived areas, yet only 6% attended
regular optician checks

Visual Screening in Orthogeriatric Rehabilitation Setting - A Single Centre Pilot Study

CKYan'?;, S Farid', J Chillala', R A Harper?

Discussion

This study found a high prevalence of unrecognised visual deficits in
older adults following falls, many of which were correctable with simple
interventions like spectacles. The use of pinhole testing helped identify
refractive errors, while the Melbourne Rapid Fields (MRF) tool revealed
additional contrast and field impairments not detected through standard
acuity tests.>® These findings align with prior studies linking glaucoma-
related field loss and low contrast sensitivity to increased fall risk in older
adults.238 Despite 48% of participants living in less deprived areas, only
6% had recent eye checks, suggesting that barriers to eye care may be
more related to frailty and access than socioeconomic status.™* This
supports the case for routine inpatient vision screening and stronger
links to community optometry.

Conclusion

Bedside visual screening is feasible, acceptable, and impactful in
orthogeriatric care. Many visual impairments were either unrecognised
or correctable, highlighting a clear gap in geriatric care. This model offers
a low-cost, scalable intervention that could reduce falls and improve
rehabilitation outcomes.
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Figure 1. Distribution of IMD in this patient cohort
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Figure 2. Example of MRF in healthy individual (Top) and MRF result
in patient with suspected field loss (Bottom)



Identifying barriers to organisation of educational workplace visits
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Introduction:

Workplace visits are valuable opportunities for experiential learning
within occupational health (OH).! However, despite demand and
training needs, access to workplaces is often challenging. We developed
an inter-disciplinary learning project to improve access to workplace
visits for doctors and nurses with training needs within OH.

Aim:

|
To identify and address barriers to visits through analysis of feedback
collected for projectevaluation.

Methods:

|
Visits were arranged in 3 deaneries from January to December 2024
and advertised to a variety of OH professionals (Table 1), at least 8
weeks in advance through multiple channels. These were identified by
contacting OH clinicians or direct contact with businesses.

Cohortinvitations

Specialist registrars

Doctors on portfolio pathway Living or working locally

Nurses completing DipOHPracor
another course

Table 1. Groups of OH professionals that workplace visits were
advertised to.

Data was collected using a standardised sign up form and post-visit
feedback tool. This enabled collection of demographic data as well as
quantitative educational measures and free text for thematic analysis.
Thematic analysis was done following Braun & Clarke.?

Results:

___|

60 clinicians attended the visits across all regions, including 13 nurses.
There was a 5-fold increased success rate in arranging visits in East
Midlands.

75% of attendees used study leave to attend.
23% confirmed their employerwould cover any associated expenses.

Discussion and recommendations:

___|
1)Access to workplaces is a limiting factorin arranging visits:
- The success rate in East Midlands was attributable to receiving
contacts from senior colleagues.
- Supportfrom the OH community is needed to identify visit
opportunities.

2) Logistical barriers to attendance can be overcome by:
- Considering visit timing - factor in travel and childcare
arrangements.
- Considering PPE arrangements in advance.

3) Role-related barriers can be accommodated by:
- Providing regular visits to mitigate service requirements.
- Improvingaccess to study leave and expenses.

4) Learning outcomes can be enhanced by:
- High quality tours led by experienced employees.
- Including a brief introductory talkin a quieter area.
- Requesting workplace information in advance to help with writing
workplace risk assessments.
- Ensuringa range of clinicians attend each visit to improve learning
outcomes for less experienced colleagues.

WM
How useful was the visit? 473 5 487
How likely are you to recommend 4.68 4.86 487
this visitto others?
How likely are you to attend 495 493 491
another visit on this pilot?
How much did the visitimprove 436 4.60 461
your confidence in identifying
hazards and risk assessment?
How easy was it to sign up for the 4.86 493 474

visit?

Table 2. Recorded educational value measures between regions (out
of 5). The visits were of an equivalent standard across regions.
Significance for non-parametric data calculated using a Kruskal-Wallis
test with results displayed as mean. Significance was defined as

p<0.05.
Xposure to

non-NHS
OH

Enjoyable

Exposure to work
environments
outside norma

VO

Insight
into
areas of
interest

Thematic analysis

Figure 1. Thematic analysis of free-text feedback from workplace

visits. Themes were generated from coding of data. Four key themes
emerged from analysis.

1. Vygotsky L. Zone of proximal development: A new approach. Mind in
society: The development of higher psychological processes. 1978:84-91.

2. Braun V, Clarke V. Toward good practice in thematic analysis: Avoiding common problems and
be(com)ing a knowing researcher. International Journal of Transgender Health. 2023;24(1):1-6.



THE UNSUNG TALE OF PIED PIPER OF HEMATOLOGY: INSIGHTS FROM A CASE OF RENAL TRANSPLANT FAILURE
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LResident, Department of Internal Medicine 2.Specialist , Department of Family Medicine 3.Senior Consultant, Thrombosis & Hemostasis Unit,
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INTRODUCTION ON FOLLOW - UP PLATELET AGGREGATION TEST

Thrombotic events in young individuals demand

_ - VR : : < 8 months later, underwent successful live- Agonist Aggregation Maximum aggregation (%) Platelet aggregation

prom.p.t identification of underlying proth.rombotlc related donor renal transplant. T e

conditions to prevent severe complications. We & g gays later, decreased urine output, absent seen to 1uM and

report the case of a young gentleman with flow in doppler study of transplant kidney - platelefs 0.25 uM of ADP

recurrent arterial and venous thrombosis, renal artery thrombosis. ADE-ZuM present d agonist

leading to renal transplant failure. % Renal function worsened; hemodialysis ADP1pM present 7320 and 1,0.5and 0.25

INITIAL PRESENTATION sessions resumed_ ADP 0.5 um Primarywave ofaggregation seen 14.20 IJM Of Epinephrine
+ Arteriovenous fistula developed thrombosis; ADP 0.25 uM present 73.88 agonist.

R 21-year.-o.lc.i gentleman “’fith r.10 prior permacath insertion done. Epinephrine 10 uM present 77.77 Testuses |Ight
comgzldltles p;es.entedd glth mlldf 3uzper ...f, r:;lonths pozt —Itransple;.nt, };ad gr;ft sffe ESeETTeL il ee— 78.35 transmission
respiratory symptoms an igue o a
durztion.ry ymp g ys tﬁ:o nﬁ;r;zs;: oppler confirmed graft vein e — — aggregometry

% BP recordings were high, and serum Epinephrine 0.25 uM present 70.10
creatinine was elevated (8 mg/dl).

% Worked up and noted to have nephrotic STICKY PLATELET SYNDROME (SPS) COURSE IN THE HOSPITAL
range proteinuria. * 48% of all thromboembolic o Acric :

++ Renal biopsy showed IgA nephropathy and SPS ADP & disorders : Aspirin 75 mg daily ‘f’

*
*

Apixaban 2.5 mg twice a day

On maintenance hemodialysis thrice weekly
Scheduled for a second Renal Transplant
No more thrombotic events till now.

TAKE HOME MESSAGE!

++ Suspect SPS in unexplained thrombosis
< Simple ‘Aspirin therapy’ can correct defect

EPI
renal replacement therapy was initiated. Type 1

= ' or
0 . + Unprovoked thrombosis: 21%
| WORKUP YRR ' e venoe
Type 2 EPl ) |:> ﬂ:> % Thrombosis in atypical parts
i S ARY. Spiky Platelet

*
o

*
o

*
o

*% Hereditary and acquired causes for SPS Only of circulation
thrombophilia considered Type 3 ADP
% Platelet aggregation test.

++ Mode of inheritance not clear
+ Diagnosis based on clinical
features and lab parameters.

Fibrinogen bridges

platelet party!

» APS workup, Protein C, Protein S, Negative REFERENCES and prevent future thrombotic events
Antithrombin lll deficiency, FactorV Leiden 1. Kubisz, P., Stasko, J., & Holly, P. (2013). Sticky Platelet Syndrome: A Common + Incorporate ‘Platelet aggregation test’ to
mutation Cause Of Recurrent Thrombosis. Thrombosis Research, 132(5), 534-540. investigation panel in relevant cases.

> Genetic sequencing: FactorV / Factor Il / Negative 2. Stanciakova L., Skerenova M., Holly P., Dobrotova M., lvankova J., Stasko J., ++ Genetic polymorphisms are challenges

J

Kubisz P. Genetic Origin Of The Sticky Platelet Syndrome. Thrombosis
Research, 2014; 134(6): 1281-1285.

*
*

MTHFR / FGG /PROC /PROS1 / SERPINC1

Anticoagulation may not alleviate thrombotic
tendency in SPS.




Improving the Timeliness and Accuracy of Diagnostic Ascitic Taps in a District General Hospital: A Patient Safety Initiative

Dr Homagni Sikha Roy (IMT 3), Dr Khaled Radwan (Consultant Gastroenterologist)
Gastroenterology, Gwynedd Hospital, Betsi Cadwaladr University Health Board, North Wales

Timeliness of Ascitic Tap (Initial Audit) Results

Background

a
o

Initial Audit findings (n=38)

. Spclmtaneo‘us bacFerial peritonitis (SBP) is a medical emergency in . C At (s G i
patients with ascites. , 40 *  55% of ascitic taps had complete investigations
* Delayed diagnosis can result in significant morbidity and 5
mortality. E = Interventions

« Teaching sessions (SBP recognition + tap technique)
¢ Procedural simulation practice

*  Reminder posters and email notifications

*  Clear escalation protocol for junior doctors

* NICE and BSG guidelines recommend diagnostic ascitic tap
within 6 hours of admission.

(Y]
=]

-
o

o

Aim

—_— >6h Not done
Re-Audit Results

*  45% of ascitic taps within 6 hours (vs 24%)

*  71% had all 3 recommended investigations sent (vs 55%)

* Improved confidence among junior clinicians (self-reported)

* Improve compliance with guidelines for timely diagnostic ascitic
taps.

« Enhance patient safety through early identification and Pre vs Post Intervention Comparison
management of SBP. |

~
=

— After

Lessons Learned

o
=]

* Delays often stem from knowledge gaps and procedural hesitancy.
« Simple educational interventions are effective.

¢ Reminder tools (posters, emails) reinforce guidelines.

*  Clinician confidence directly impacts patient safety outcomes.

Standards
 Ascitic tap within 6 hours of admission for suspected SBP.
* Ascitic fluid to be sent for cell count, culture, and biochemistry.

w
=]

s
o

% of Patients

w
=]

Methodology
* Retrospective audit of patients admitted with suspected SBP over a

6-month period.
* Assessed time to ascitic tap and completeness of investigations.

Conclusion

N
=]

=
o

* Targeted teaching and reminders improved compliance with ascitic tap guidelines.
* Sustained improvement requires ongoing education and reinforcement.
e vt Sh EompleteInvestigations * Enhanced early diagnosis and treatment of SBP improves patient safety in DGH settings.

o
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What is known about simulating Advance Care Planning discussions for

NIMDTA

healthcare professionals and its impact on patients and learners?
Jlrvine 1), A Spence 12)

QUEEN’S
UNIVERSITY
BELFAST

(I'Northern Ireland Medical and Dental Training Agency, ‘2! Queen’s University Belfast

Background

Good communication with patients and families as part of Advance Care
Planning (ACP) and End of Life (EOL) care is key to ensuring our patients receive
person-centred and respectful care. Simulation based education can be used to
train healthcare professionals in communication skills used in ACP and EOL care
discussions.

Simulation based education provides learners with the opportunity to

experience how these discussions may feel as both a healthcare professional and
as a patient, as well as learn from colleagues and their experiences. It can also
highlight the challenges that may arise during such discussions and what other
factors may need to be considered to ensure a compassionate and holistic
experience for patients.

Aim
To examine what is known about simulating ACP discussions for healthcare
professionals and its impact on patients and learners.

Methods
We applied Arksey and O’Malley’s framework to identify relevant studies which

met the inclusion criteria for our scoping review question. Three databases
(MEDLINE, Embase and Web of Science) were searched with the keywords
simulation based education, advance care planning and Do Not Attempt
Cardiopulmonary Resuscitation (DNACPR). This resulted in 84 citations. There
were 18 studies selected for inclusion.

Study Findings
Of the 18 included studies, 10 (56%) originated from the United States of
America (USA) with 12 (67%) being published within the last 6 years of this
scoping review. Twelve (67%) studies used a qualitative approach to their
research. Five (28%) studies included more than two healthcare disciplines in
their research. Seventeen (94%) studies used healthcare professionals from
various stages of training. All studies used face-to-face simulationwith a
simulated or standardised patient. Seventeen (94%) studies found improvements
in confidence and communication skills with regards to ACP and EOL. Two (11%)
studies found improvements in attitudes towards ACP and EOL care with one
(6%) study finding no improvement in patient reported communication skillsin
ACP or EOL discussions. Two (11%) studies reported efforts to ensure
psychological safety for learners, screening for emotional distress and offering
psychological support.

Conclusions

The use of simulation-based education as an educational modality for Advance
Care Planning training has been proven to be effective in improving confidence
and communication skillsamongst healthcare professionals. There is scope to
develop it further however to include a greater breadth of interdisciplinary
learning, to examine the effect of cultural context and spiritual care on learning,
and to determine the lasting effects this learning has on learners and on the care
of their patients. It is also effective when used alongside other teaching
techniques as part of a wider educational programme.




Workforce planning: J Chillala’, R Holmes?2

'Department of Elderly Care (Ortho-Geriatric Medicine), EIm Ward, Trafford General
Hospital

2St John Ambulance

Catering for the next generation

Introduction

Our Method A series of questions were sent to over 50 sixth form students intending to apply for
medicine, Responses were collected with key demographics, attitudes towards NHS
working conditions and medical career aspirations analysed.

It will be
significantly

easier than now

Our RESUltS 68.0% of the replies showed students felt that working in the NHS in the future would
be more difficult than working in the NHS now, whilst 12% said that it would be easier. It will be
84% of students felt that they are concerned about the current pay for NHS doctors, slightly easier -
and 16% were not concerned. 96% of students said that they saw themselves working than now
in the private healthcare sector in the future, with 48% working in the sector full-time,
and 48% working in the sector part-time. Regarding working in healthcare abroad after It will be the
finishing university, 48% of students said that they expect to be working abroad, whilst same 'PT_C l"
44% remained undecided. as now

t will be

. The survey results highlight key motivations and concerns among prospective medical o
Conclusion . . o ! ! slightly harder
students. It is concerning that such a significant number of potential doctors wish to than now
move abroad in the future. Addressing issues such as pay, and environment could
improve retention and long-term engagement within the NHS. It will be
significantly

harder than now

NHS England: NHS long term workforce plan. June 2023.
https://www.england.nhs.uk/long-read/nhs-long-term-workforce-plan-2/ 0% 10% 20% 30%  40% 50% 60
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Post acute asthma exacerbation care — Missed opportunities on discharge?

INHS|

Kingston and Richmond Jayden Patel", Irem Karatas'", Siva Mahendran'

NHS Foundation Trust ) ) ) ) -
1 Respiratory department, Kingston and Richmond NHS Foundation Trust “Jointfirst authors

Figure 1. Analysis of patients seen in outpatients

c Asthma is the most common lung condition in the UK, affecting 4.3 million people, with the UK amongst the highest recorded prevalence (1) and across
Western Europe, the highest death rate (2). 5 3
c Acute exacerbations of asthma are harmful to patients and have a high health utilization leading to 60,000 admissions/year, of which 26% of patients re- % gg
present within 90 days = 50
c British Thoracic Society (BTS) guidance is to review patients within 28 days of discharge to optimize asthma management and prevent re-admission. 215
[=]
. 10
0 I
*  We audited the proportion of patients managed for acute, suspected or - Over 3 months, 30 patients met the inclusion/exclusion criteria Patients  Suitable for Followed-up Seen within
known, asthma who were seen in out-patient clinics as well as the possible with a median age of 59 years old (23-98 years old). 26 were mgetmg follow up 28 days
impact of non-adherence to this standard. suitable for local follow up with 4 being known to respiratory criteria
services at other hospitals.
c As part of a planned service improvement initiative, we also sought evidence mSeen mNotseen
to improve the pathway for patients living with Asthma. = Only38% (10/26) of those suitable for local follow up were seen in
outpatients with a median time to be seen of 94 days. 20% (2/10) Figure 2: Patients suffering from further acute

of those seen were within 28 days exacerbations (%)

Methodology

* Case note review identified that follow up was often
recommended but this was not completed on discharge.
Qualitative review identified ward areas had non standardised
processes for arranging follow up on discharge

c Using ICD-10 codes (J45.0, J46) for acute asthma, we retrospectively & Nofurther exacerbation

identified all patients admitted with an admission diagnosis of acute asthma

over a 3-month period (01/01/2023—31/04/2023) ® Further exacerbation

c We conducted a medical case note review against the criteria below as well
as accessing records through the London Care Record to identify if patients
were prescribed an emergency course of steroids. The data was recorded and
analysed using Microsoft Excel

*  30% (9/30) suffered a further exacerbation within a 90-day period, = Hospitalized

requiring a course of oral steroids, with 44% of these (4/9) having o
to be admitted, resulting in 14 possibly avoidable cumulative = Not hospitalized
additional inpatient days.

Inclusion criteria: Exclusion criteria Action Plan

1. Age >16 and admitted under adult 1. Age <16

services 2. Discharged straight from ED or 1. The hospital has moved to e-referrals system embedded

2.1CD 10 coded diagnosis of acute admitted for less than 4 hours «  Over this 3-month period, we found patients discharged were within the electronic patient records directly to the

exacerbation of asthma (ICD-10 codes unlikely to be seen in follow up which was associated with a high Respiratory department

J45.0, 146) readmission rate. Dedicated pathways together with improved 2. Expanded our workforce to include a respiratory virtual ward

awareness could lead to improved outcomes. team and an ongoing case for an asthma nurse
» The major limitation of the audit was the low number of included * We intend to run a second cycle of analysis to assess the

References patients improvement actions set out above
1. Royal College of Physicians (2014). Why asthma still kills The National Review of Asthma Deaths ([NRAD]. Jonline] Available at: hitps://www.rcp.ac.uk/media/iZ)jkbmc/why-asthma-still-kills-full-report.pdf.

2. Europa.eu. (2025). Causes of death - standardised death rate by NUTS 2 region of residence. [online] Available at: https://ec.europa.eu/eurostat/databrowser/view/HLTH_CD_ASDR2__ custom_2053067/default/table?lang=en



NHS Safe to Transfuse? An audit on quality and practices in blood transfusion sampling

and labelling in the Accident and Emergency department
@ John G. Appiah?, Lilian A. Yeboah?

1.Northern Lincolnshire & Goole NHS Trust 2.KNUST School of Medicine and Dentistry.

* This study found an overall 18.8% sample rejection

« Blood transfusion sample labelling errorspose a « 287 transfusion samples were received from the A&E

significant risk to patient safety. Errorsin labelling department over a month. rate.
can lead to unnecessary repeat venipuncture,
treatment delays and affect patient experience.! * 54 of these samples were rejected , resulting in an * The increased rejection rate may be due to poor
18.8% rejection rate of all pre-transfusion samples. attitudes toward sample labeling, staff workload and
* The British Committee for Standards in non-adherence to the two-sample rule in blood
Haematology guidelines state that organizations * 61 samples led to blood transfusions, with 15 transfusion.
should have a clear policy on the rejection of pre- samples initially rejected due to sampling or
transfusion blood samples that do not meet the labelling errors.
minimum labelling requirements. There should be a * Regular education and training for healthcare staff
“zero tolerance” approach to sample labelling * The commonreasons for Iejection were: 1ncorrect involved in BTS Sampling, along with feedback on
errors.? patient details, unnecessary sampling, rejected samples are recommended. This will
insufficient/hemolyzed samples and missing details. improve the accuracy of transfusion labelling,
AIM reduce rejection rates and enhance transfusion
Sample collection sa.fety.

* To evaluate the quality of pre-transfusion sample
collection and labelling practices in the A&E
department.

1. Lumadue JA,Boyd JS, Ness PM. (1997) Adherence to a
strict specimen-labelling policy decreases the incidence
of erroneous blood grouping of blood bank specimens.

Rejected

» Retrospective audit of all pre-transfusion samples Reason forrejactics Transfusion, 37, 1169-72.
received from the A&E department, Diana Princess — 2. Guideline on the administration of blood components.
of Wales Hospital in October 2024. . o British Committee for Standards in Haematology(BCSH),
. 2009.
* The number of rejected BTS samples, the reasons for - o

sample rejection and number of samples that S r———r———r ~ CONTACT INFORMATION

res;lulteddm a blood component transfusion were s s g g o John Gyasi Appiah
e Email: johngyasi1994@gmail.com



MEDY

Meenakshi Mission Hospital
& Research Centre
MMHRC Madurai

BACKGROUND

Uremic pruritus affects 50-90% of chronic dialysis patients
globally, severely impairing quality of life.

Traditional antihistamines often fail due to the cowhage
pathway being the primary neuronal itch route, not the
histamine pathway.

Ketotifen, a mast cell stabilizer with antihistaminic
properties, may help by inhibiting Tryptase-mediated
activation of PAR-2, thus modulating the cowhage pathway

and reducing itch perception.

METHODS
1 PARTICIPANTS

» A total of 230 chronic dialysis patients from the dialysis
unit of a tertiary care hospital were screened.

» Of these, 48 patients (20.87%) had clinically significant
uremic pruritus.

« 24 patients with moderate to severe symptoms were
enrolled in the trial after informed consent.

- Participants received Ketotifen 1 mg orally twice daily (BID)
for 2 weeks.

* Non-responders (h = 5) were escalated to 2 mg BID for an

additional 2 weeks.

* Pruritus severity was evaluated using visual, verbal, and

numerical rating scales at baseline and after treatment.

SINGLE CENTRE PROSPECTIVE OPEN
LABEL CLINICAL TRIAL
230 PATIENTS
SCREENED

CLINICALLY SIGNIFICANT
PRURITUS: 48 (20.87%)

MALE: 42 (87.5%)
FEMALE: 6 (12.5%)

BASIC RENAL DISEASE

&
DIABETES MELLITUS: 21 (43.75%)

HYPERTENSION: 27 (56.25%)

AVERAGE DURATION OF
% DIALYSIS (IN MONTHS):
259+£295

HEMOGLOBIN (NORMAL = 12-15g/dL ):
9.37£1.53

CALCIUM (NORMAL = 8.5 - 10.2 mg/dL ):
8.15+233

PHOSPHORUS (NORMAL = 2.9 - 4.7
mg/dL ): 4.96 + 2.34 ‘

Department of Nephrology, Meenakshi Mission Hospital & Research Centre

RELIEF IN SIGHT: KETOTIFEN AS A PROMISING THERAPY FOR UREMIC PRURITUS IN
DIALYSIS PATIENTS

Mohanraj, Kaandeeban; Rajiv, Andrew Deepak; Krishnaswamy, Sampathkumar

RESULTS AND DISCUSSION

+ After 2 weeks of 1 mg BID treatment, 19 of 24 patients (79.2%) exhibited meaningful improvement, compared to baseline.
+ Among the five non-responders who escalated to dosage of 2 mg BID, only one showed improvement at 4 weeks.

W

RESPONDERS: 19

W N o

CLINICALLY ELIGIBLE & INITIAL DOSE
SIGNIFICANT CONSENTED
PRURITUS: 48 PATIENTS: 24

« At the end of 4 weeks, the participants had a mean pruritus reduction of

“
N/ RESPONDER: 1

KETOTIFEN 1 MG w
BID x 2 WEEKS >

(20.87%) NON-
RESPONDERS: 5

ESCALATED TO o 0 00
2 MG BID x W
ADDITIONAL 2 Iy
WEEKS NON-
RESPONDERS: 4

65.77% (visual scale), 65.28% (verbal scale), and 67.30% (numerical '
scale).

+ Paired t-tests confirmed the statistical significance of pruritus reductioj
across all scales (p < 0.01).

+ Mean pruritus scores pre- and post-treatment also showed substantial
reductions.

1.Visual Scale: 77.5 — 27.1

2.Verbal Scale: 87.5 — 20.8

3.Numerical Scale: 74.2 — 25

+ Overall, 20 of the 24 patients (83.33%) who completed the trial
demonstrated clinically significant relief, with four non-
responders.

+ In patients (N=5) who were given 2mg of Ketotifen developed

mild drowsiness which were well tolerated.

Mean Pruritus Score

@ PRE-KETOTIFEN

VISUAL SCALE VERBALSCALE NUMERICAL SCALE

® POST-KETOTIFEN

CONCLUSION

+ Ketotifen shows promise as a safe and effective first-line treatment option for dialysis-

related uremic pruritus, warranting larger, multicenter trials.

REFERENCE




BACKGROUND

ANEMIA IN CKD PATIENTS:
e 0 0 0

W AFFECTS MORE THAN 50

| | 1 CARDIOVASCULAR MORTALITY

LIMITATIONS OF ESA:

>
} INJECTABLE
t 1 BP

9 t RISK OF THROMBOEMBOLISM
¥

HYPOXIA-INDUCIBLE FACTOR PROLYL

HYDROXYLASE INHIBITORS (HIF-PHIS)

MIMIC ORAL
HYPOXIA ROUTE
° L J
. ® IRON
tERYTHROPOEITI
N . METABOLIS
M

OBJECTIVES

To evaluate the efficacy, safety, and cost-

effectiveness of 3 HIF-PHIs compared to traditional

ESAs in CKD-related anemia management.

Karaikal ; 4 United Lincolnshire Teaching Hospitals NHS Trust ;

METHODS

Literature review of clinical trials, meta-analyses,

conducted.

RESULTS AND DISCUSSION

| EFFICACY

+ Desidustat: Non-inferiorto ESAs in dialysis-dependent (59.22% Hb response vs. 48.37%,
p=0.0382) maintaining Hb of 10-12 g/dL and non-dialysis patients (77.78%, +1.95 g/dL vs.
darbepoetin alfa, +1.83 g/dL, p=0.0181).

« Roxadustat: Maintained Hb levels of 10-12 g/dL in 78% of non-dialysis patients; non-inferior

to darbepoetin alfa.

and guidelines on the 3 HIF-PHIs were

KEY OUTCOMES

REDEFINING ANEMIA MANAGEMENT IN CKD: COMPARATIVE INSIGHTS ON

DESIDUSTAT, ROXADUSTAT, AND MOLIDUSTAT AS ORAL HIF-PH INHIBITORS

Mohanraj, Kaandeeban1; Singla, Cheryl2; Mohanraj, Vidhya3; Venkatramanan, Vishnuvardan4
1 Meenakshi Mission Hospital & Research Centre, Madurai ; 2 Government Medical College, Patiala ; 3 Vinayaka Missions Medical College,

‘ HEMOGLOBIN RESPONSE
_' CARDIOVASCULAR
SAFETY (MACE INCIDENCE)

]
l IRON MARKERS
%ﬁi‘l TREATMENT COST

« Molidustat: Showed comparable efficacy to ESAs in ESA-treated patients (+0.36 g/dL

vs.+0.26 g/dL for darbepoetin alfa) but was less effective in ESA-naive patients (+1.44 g/dL vs

+1.70 g/dL).

2 SAFETY

(MACE RR 0.99-1.08)

)

” (Comparable CV Risk to ESA

A @1% Hypertension (p=0.03)

( 1lron Availabiliity )

(_ Ferritin | 16.8 ng/mL )
( Hepcidin | 19 ng/mL )

MEENAKSHI MISSION

HOSPITAL & RESEARCH CENTRE

MADURAI

NHS Trust

') 5 YEAR COST SAVINGS

« Desidustat (100 mg thrice weekly): Savings of £27,300-£35,880
compared to epoetin (£4,680-£6,240 vs. £33,540—-£40,560).

« Roxadustat (70-100 mg thrice weekly): Savings of £18,720-
£43,940 compared to darbepoetin (£13,260—-£38,480 vs £57,200).

* Molidustat (25-50 mg daily): Savings of £30,420-£38,480
compared to epoetin (£2,080-£3,120 vs. £33,540-£40,560).

CONCLUSION

« HIF-PH inhibitors provide an oral, cost-effective, and safe
alternative to ESAs in CKD anemia.

Long-term risks (e.g., vascular calcification, off-target HIF effects)
remain under investigation (e.g., DREAM-CKD trial).

Personalize treatment by dialysis status & iron availability.

SCAN THE QR
CODE TO VIEW
THE COMPLETE

ABSTRACT &
REFERENCES.



GIM-Sim:1 and 2 - addressing the need for curriculum-linked simulation for Internal Medical Trainees
Dr Kieran Hardern & Dr Hannah Parker

Background .
The IMT Stage 1 curriculum demands “simulation teaching involving human factors”, yet no national 39 doctors attended since 2022

courses, guidelines or funding exist to support their delivery. In our experience, delivery relies on local
departments and motivated resident doctors — often rotational trainees — with a passion for education. The
huge effort required to produce a course of suitable quality is easily lost when these trainees rotate.

Recognising this gap, we have developed a series of realistic simulation courses addressing common 1 0070 found relevant
medical emergencies, integrating human factors. Courses mapping to IM Stage 1 curriculum requirements
are GIM-Sim: 1 and GIM-Sim: 2.

Pre and Post Course Confidence Ratings (5 = most confident)

B Pre-Course Average M Post-Course Average The Courses
5 The two courses are targeted to the start of IM Stage 1 training, and to the
“step up” from IMT2 to IMT3, and the medical registrar role, with both

covering key generic and clinical competencies from the curriculum.
Candidates receive a pre-course questionnaire to guide our allocation of

3 scenarios and curriculum needs.
2 Faculty for each course is designed to be sustainable, with Registrars that
have attended previous courses being invited back to teach on the series, Approachable ]

recommend

} 100% would

GIN-Sim 1 (IMT) lSin 2 (MT2-3) glwdedlby more senior faculty with experience in simulation, debrief and team )
(based on 20 responses) (based on 19 responses) simulation training. 6 former course participants are now regular faculty. challenging
but realistic
Our Thoughts
Sustaining simulation courses is challenging for a non-Consultant medical team alongside full-time clinical duties. Research posts
offer in-programme training for clinicians in the form of Academic Clinical Fellowships; however no such pathway exists for Relatable 1
passionate clinical educators. scenarios || Greatto address
non-dinical
Our next goal is to expand our faculty and introduce these courses at additional centres, using the same model of inducting former topics

participants to lead future iterations, allowing us to develop the course series without existing days faltering. In 2025, we will
extend these courses to a larger neighbouring trust and launch a similarly sustainable programme for the Internal Medicine Stage 2
trainees, integrating human factors and ensuring coverage of broad curriculum requirements. Correspondence to kieran.hardern@uhbw.nhs.uk



Can Advance Care Planning (ACP) Improve Patients’ Journey with Advanced Dementia and Their Families?

A One-Year Follow-Up Study

Lam K., Chan F.2, Lai D.?, Tong C.2, Lum C.2, Woo J.2
‘Department of Medicine and Geriatrics, Shatin Hospital, The Hospital Authority, Hong Kong
2Jockey Club Institute of Ageing, The Chinese University of Hong Kong

Keywords: advance care planning, advanced dementia, family caregivers

Introduction: With the recent legalization of Advance Medical Directive (AMD) in Hong
Kong, public awareness in Advance Care Planning (ACP) has significantly increased. The
study aims to explore the journey of patients with advanced dementia and their families
after they have been equipped with knowledge about ACP.

Methods: Patients with advanced dementia admitted to the medical wards of a
convalescent hospital were invited to participate in interactive sharing sessions with their
family members. During these sessions, the concept of ACP and life-sustaining treatments
(LST) were explained. For patients who expressed interest in completing ACP documents,
follow-up appointments were arranged at the medical clinic to facilitate the signing
process. One year after attending the sharing sessions, all participants were invited to take
part in a telephone interview study to explore their experiences and perceptions.

Follow-up |
[ Appointments } *[ ACP and AMD J

If Appropriate 1 Year

]—0[ Sharing Sessions |1 Year

e — — ]

v
Telephone
Interview

Recruitment
(via Poster)

Results: From March 2021 to October 2024, 31 sharing sessions were conducted,
reaching 178 family members of 129 patients. Six patients completed the ACP
documents. The overall feedback was positive among the 131 participants who responded
to the evaluation surveys for the sharing sessions. After attending the sessions,
participants indicated a significant improvement in their knowledge of ACP, AMD, and LST.

Outcome Evaluation of the Sharing Sessions (V= 131)

| understand what LSTs are | - AL
I understand the purpose and target of ACP W 428

| understand the topics to be discussed in ACP | 5 424
| understand what an AMD is | = N 426

Al 2 3 4 5

Note. 1 = strongly daagres, S = strongly agree
ACP = Advance Care Planning. AMD = Advance Medical Directive, LSTs 5 Me-sustaining treatments.

A one-year follow-up interview was conducted with 23 participants. They shared that
attending the ACP sharing sessions helped family members reflect more deeply and
engage in meaningful conversations with patients. Even in cases where ACP was not
formally completed (i.e., no documents were signed), family members reported a better
understanding of the patient’'s preferences. Additionally, family caregivers felt more
emotionally prepared for the patients' passing. However, participants also highlighted
challenges. Initiating conversations about ACP was difficult, as local Chinese culture often
avoids the topic. Furthermore, participants expressed disappointment that their
expectations for more follow-up care after ACP discussions were unmet. They emphasized
the strong need for additional support at the community level.

Conclusion: This study demonstrates that ACP can improve patients' journey with
advanced dementia and their families. However, cultural barriers and insufficient follow-up
care remain significant challenges. Culturally sensitive strategies, enhanced community-
level support, and empowering caregivers with knowledge of community resources are
essential to fully realize the benefits of ACP and improve care for patients and their
families.




Insight into a Rapid Access Angina Clinic (RAAC) - Are we capturing the right cohort of patients?
Dr Kumail Abbas Dewijil, Dr Erica Zhang?!, Dr Tagiyah Nusrat?, Dr Asgher Champsi?, Dr Nadia Sunnit

1- Walsall Manor Hospital; 2 — University of Birmingham

NHS

Walsall Healthcare
NHS Trust

The RAAC fast-tracks patients with suspected cardiac
symptomsfor specialist assessment. This study evaluated
the characteristics and presenting symptoms of patients
referred to our RAAC, and the proportion requiring
investigations or management not feasible in primary care.
We compared these to patients with no significant findings

\to identify ways to streamline the referral process.

/

Method

Study type: Retrospective observational study

Study setting: RAAC at Walsall Manor Hospital (Standard DGH)
Data Collection tool: Electronic patient records

Type of data collected: Demographics, co-morbidities, cardiac
risk factors, presenting symptoms, investigations, diagnoses,
and management outcomes

\Analysis: Data were coded & analysed using Excel & Stata 18 /

Limitations:
* Smallsample size limits generalisability of results
* Single centre study

References
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Recent-onset chest pain of suspected cardiac origin:
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Results

% with Risk Factor

Figure 1

Diagnosis Type
Non-Cardiac (n=75)
mmm Cardiac - Surveillance (n=15)
mmm Cardiac - Medical (n=39)
mmm Cardiac - Intervention (n=15)

Discussion

*  The most common investigation performed was a

*  52% of patients had non-cardiac diagnoses. Among

* Patient with cardiac diagnoses tended to be older,

* 17 patients had duplicate reviews highlighting

*  Qur next work is to calculate QRISK3 score in all

transthoracic echocardiogram. 53 patients had
coronary assessment via imaging and functional
testing.

those with cardiac diagnoses only 10% had
significant disease requiring intervention.

more likely to be male, have diabetes,
hypertension or PVD. The strongest risk factor was

PVD with all 4 patients having cardiac disease.

inefficiencies in triage and follow-up.

our patients to assess if this can be used to risk
stratify the referral process for our clinic

Recommendations ]

Emphasis on importance of symptomsin association
with risk factors & perhaps utilization of risk scores

Secondary hypertension screening to be done
in primary care / GIM clinics

52.1% Figure 2
Group Median Age
Total 59
Non-Cardiac 51
Cardiac 71
Figure 3
Cardiac Risk Factors by Diagnosis Group
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Metformin-Induced Hypomagnesaemia in a Patient with Type 2 Diabetes: A Case Report
Dr Lara Abu-Qutaish, Dr Rakshit Kumar
Hypomagnesaemia is frequently encountered among diabetic patients; however, the potential relationship between prolonged metformin use and hypomagnesaemia remains under-
recognized in clinical practice. In this report, we present a case of severe hypomagnesaemia in a patient with longstanding diabetes which highlights the importance of considering
metformin as a potential contributing factor in hypomagnesaemia.

o o I I |

r—

Case Presentation

A Fo-year-old woman with type 2 diabetes was referred for persistent, severe
hypomagnesaemia (0.3 mmol/L) unresponsive to oral replacement over the previous 12
months; There was no history to suggest Gl or renal losses or malabsorption. Blood tests
trends and medication review pointed to the initiation of metformin therapy 18 months
prmr as the most likely cause. Metformin was discontinued and her insulin regimen was
: increased. Follow-up tests demonstrated a stable serum magnesium without further
L5upplementatlon further supporting a causative association.

!
J

Conclusion

| This case highlights that metformin should be considered as a cause of refractory
hypomagnesaemia in diabetic patients; given its widespread use, particularly among

I older individuals with CKD or on multiple medications, regular monitoring of serum
magnesium is recommended, and in severe or unresponsive cases prompt withdrawal
of metformin alongside magnesium supplementation is essential to prevent serious
complications.

[ Eeferences
I

PLoS One. 2013; ;B8(9): e74355. Published 2013 Sep 3.
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Discussion

Chronic hypomagnesaemia in diabetic patients has been associated with multiple negative clinical
outcomes (1). Thus, any medication contributing to reduced serum magnesium levels can have substantial
clinical implications for patients with diabetes.

Several studies suggest a notable association between metformin and hypomagnesaemia. The Fremantle
Diabetes Study identified a clinically significant correlation, with metformin users demonstrating notably
lower serum magnesium levels compared to those managed by diet alone (1). Similarly, a large cross-
SE[:tiﬂnE| study observed an inverse correlation between serum magnesium levels and metformin use, with
Ionger durations of therapy and multiple antidiabetic medications compounding this effect (2). Additionally,
an earlier interventional trial comparing metformin with sulfonylureas found that, despite comparable
glucose control, those on metformin remained hypomagnesemic, whereas those on sulfonylureas showed
a significant rise in serum magnesium (3).

Several pathophysiological mechanisms have been proposed to explain metformin-associated magnesium
depletion. These include impaired gastrointestinal magnesium absorption, likely mediated by
downregulated TRPME channels, gastrointestinal magnesium losses due to chronic metformin-related
dlarrhuea, and potentially reduced renal reabsorption of magnesium (4).

1- Peters KE, Chubb SA, Davis WA, Davis TM. The relationship between hypomagnesemia, metformin therapy and cardiovascular disease complicating type 2 diabetes: the Fremantle Diabetes Study.

2- Waanders F, Dullaart RPF, Vos MJ, et al. Hypomagnesaemia and its determinants in a contemporary primary care cohort of persons with type 2 diabetes. Endocrine. 2020;67(1):80-86.
|
| 3- McBain AM, Brown IR, Menzies DG, Campbell IW. Effects of improved glycaemic control on calcium and magnesium homeostasis in type Il diabetes. | Clin Pathol. 1988;41(9):933-535.
4- Bouras H, Roig SR, Kurstjens 5, et al. Metformln regulates TRPME a potentlal explanation for magnemum mbalance in t\rpe 2 dlabetes patlents CanlP HEICI Pharmacctl 2020; 98{5] 400-411.




Applying mortality data to improve emergency care planning for haemodialysis patients: A quality improvement project.

Dr Lisa Tang, Dr Usha Appalsawmy, St James University Hospital, West Yorkshire

[ Introduction:

| [ Results:

#+  The Learning from Deaths Framework! mandates that NHS Trusts undertake

mortality reviews to identify areas of good care and areas of improvement,
ensuring that sustainable positive changes are implemented.

%+ A ReSPECT form? (Recommended Summary Plan for Emergency Care and

Treatment) which includes the agreed clinical recommendations regarding
emergency treatment, is completed prior to clinical deterioration to ensure
appropriate care is delivered.

#»  Chronic haemodialysis patients often have multiple co-morbidities and exhibit

frailty3. Analysing mortality data can help identify care themes, offering
valuable insights for quality improvement initiatives.

]

[ Methods:
sRetrospective mortality case note assessment of deaths using
structured judgement review (SJR) methodology from October 2020to
Phase 1: May 2023 identified under-utilisation of ReSPECT form in frail
Identifving'the haemodialysis patients who suffered a cardiac arrest at a tertiary renal
problem unit.
eReview of ReSPECT form usage was expanded beyond cardiac arrest
Phase 2: cases to include all haemodialysis patients who underwent SJR within
Expanding = the same time frame.
data cohort
eDepartmental educational campaign emphasized high mortality rate
among frail haemodialysis patients.
Phase 3: *ReSPECT form status review was incorporated as standard practice in
Intervention = haemodialysis clinics and multi-disciplinary meetings.
*Re-audit of haemodialysis patients who underwent an SJIR May 2023-
Phase 4: Re-  February 2025 analysed ReSPECT form use after intervention.
audit

Nephrology patients with history of cardiac arrest

Patient Type:
Bl 45.83% Chronic Haemodialysis

Bl 20.83% Acute kidney injury - required acute
haemodialysis as inpatient

Total n=24

0 25.00% Low clearance patient -
Commenced long term haemodialysis as
inpatient

[ 4.17% Peritoneal dialysis

Bl 4.17% Renal transplant patient

67% of patients with 5+ clinical frailty
score & suffered a cardiac arrest had

15 no ReSPECT form in situ

10 Il Absent
ReSPECT form

Cases

5 Il Valid
ReSPECT form

¢ o & & & .
FEEFH &P
¥ F & g~

& &

Clinical frailty score

Figure 1. October 2020-May 2023 cohort. A: Pie chartof cardiac
arrest cases (n=24): Subcategory of nephrology patients. B. Bar chart
illustrating Clinical Frailty Score of cardiac arrest patients.
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Figure 2: Chart illustrating the effect of educational campaign
on ReSPECT form implementation:11% increase in proportion
of haemodialysis patients who had a valid ReSPECT form.

[Conclusion:

+* Reviewing mortality data provides valuable insights into
patient care and identifies key themes for improvement within
our patient population.

+* By launching an educational initiative and integrating ReSPECT

form reviews as a fundamental aspect of routine

haemodialysis reviews, we can enhance ReSPECT form

implementation to facilitate appropriate emergency care

decisions.

References:
1. National Guidance on Learning from Deaths.
https://www.england.nhs.uk/wp-content/uploads/2017/03/ngb-

national-guidance-learning-from-deaths.pdf

2. ReSPECT for healthcare professionals.

https://www.resus.org.uk/respect/respect-healthcare-

professionals

3. Pereira, M., Tocino, M.L.S., Mas-Fontao, S. et al. Dependency
and frailty in the older haemodialysis patient. BMC Geriatr 24,
416 (2024). https://doi.org/10.1186/512877-024-04973-8




Retrospective analysis of scleritis or peripheral ulcerative keratitis in systemic

vasculitis: insights from a single tertiary centre

L.Hong!, R.M.Smith?, R.B.Jones!, D.R.W.Jayne!, E.M.Damato? and K.W.Loudon?

INTRODUCTION

* Scleritis and peripheral ulcerative
keratitis (PUK) are ocular
manifestations of systemic vasculitis

* Rare, challenging to treat, and often
linked to ANCA vasculitis (AAV)

* Limited available literature

What is ocular
vasculitis?

NHS

RESULTS

METHODS

(1) 1dentified patients

A (3) Identified (5) Separate
diagnosed with patients with analyiis of
scleritis or PUK associated systemic scleritis/PUK
(Oct 14 - Jul 24) vasculitis and AAV

_ _ _ — Scleritis N=42
|N=379 | |N=379| IN=154| |N=154 teris N
(2) Extracted (4) Retrospective
data from analysis
electronic (demographics,
patient aetiology,
records relapse)

* Retrospective study of 154 patients (Oct 2014—Jul 2024)

with scleritis or PUK linked to systemic vasculitis

* Focused analysis of patients with scleritis or PUK in the

context of AAV (N=53)
* QOcular involvement at initial presentation of AAV
* Systemic involvement
* Disease phenotype for relapsing disease
* Pharmacological treatment

Percentage (%)

35.1%
204
15 4
64.9% E . |
Bl Female
3 Male N=154 51 ﬂ
V] T T T
P s:"‘é),b

Scleritis or PUK in vasculitis (N=154)
H ]
*+ F:M=2:1,50-70y/o , © s ©
Lt

259
L] agu
ag s 3
* ANCA vasculitis most common TS

Age
underlying condition

AAV with scleritis or PUK (N=53)

* Scleritis (N=42): F:M = 3:2, age 60-90, PR3+:MPO+ = 3:1

* PUK(N=11): F:M = 2:1, age 70-90, PR3+:MPO+=1.2:1

+ ~68% had ocular involvement at AAV onset (55% scleritis,
13% PUK)

Pharmacological treatment
* Cyclophosphamide = most common induction agent (40%)
* Rituximab = used in preference at relapse (59.2%)

Scleritis or PUK on initial presentation of ANCA vasculitis (N=36)

Systemicinvolvement or not?

*  Systemic symptoms are usually non-organ
threatening

*  ENT, respiratory, and renal systems most
commonly involved

*  Scleritis is often associated with systemicdisease .

Disease phenotype at relapse?

Relapse occurred only in those with scleritis

*  Most relapses were isolated scleritis, suggesting
milder disease

*  Same pattern seen in relapsing patients without
initial ocular involvement

Complications
35.1% BE Cateract
31.5% B Glaucoma
] Glaucoma + cateract
3 Visual loss
Bl None

CONCLUSIONS

* Scleritis and PUK most commonly occur in AAV

* Scleritis often presents with systemicinvolvement in AAV
onset; isolated scleritis common at relapse

* Cyclophosphamide used for induction, rituximab at relapse

* ~10% experience long-term visual loss; morbidity remains
significant

ILupus and Vasculitis service, Addenbrooke’s Hospital, Cambridge, UK. °Department of Ophthalmology, Addenbrooke’s Hospital, Cambridge, UK



Celiac Disease on The Rise: The COVID-19 Vaccination Hypothesis

(1) Maisam Waid Akroush; (2) Aktham M. Akroush; (3) Zain N. Algaisi; (4) Noura Mheidat
(1) Digestive and Liver Disease Clinic; (2) Jordanian Royal Medical Services Internship; (3) University of Central Lancashire; (4) University Hospitals of Leicester NHS Trust

ackground

Celiac disease is a chronic autoimmune disorder
triggered by gluten ingestion.

More frequently diagnosed in females.

Global prevalence = 1-2%.

A surgein cases post-COVID prompted
investigation.

Viral infections/vaccines may act as autoimmune
triggers.

Aim

To explore a potential link between COVID-19

infection/ vaccination and the increased diagnosis of

celiac disease.

Method

Retrospective review of 454 patients’ records.
Classified by serology/histology and vaccination
status.

Categories: Positive, Negative, Borderline CD.

Gender and vaccination status also analyzed.

Results

* 47.4% tested positive or borderline for CD.

* 32.8% of vaccinated patients were positive or
borderline.

* Male predominance observed — a shift from
typical trends.

* Chi-square=6.18; P =0.186.

* Despite the statistical results noted, the results
indicate clinical significance, raising concern and

meriting further study.

Conclusion

* Increase in CD diagnhoses post-pandemic.

* May reflect heightened awareness, poor gluten
processing, or immunomodulation from
COVID/vaccine.

* Larger prospective studies needed.

Figure 1: “Celiac Disease in Relation to Vaccination
Status”

- .

Key Message

* Clinical significance observed despite lack of
statistical significance.

* This trend must not be ignored due to potential

public health impact.



Stop the Bleed, Start with Confidence

A Three-Cycle QIP Enhancing Junior Doctor Confidence and Competence in UGIB Management

Dr Mareen Zachariah 1, Dr Natalie Chan-Lam’
Stockport NHS Foundation Trust

Upper gastrointestinal bleeding (UGIB) is a medical

emergency requiring timely management.

Aim

To improve Junior Doctors’ confidence in recognition,
assessment, and managementof UGIB within 12-
months at Stepping Hill Hospital.

Methods

This three-cycle QIP followed the Plan-Do-Study-Act (PDSA)
framework employing a mixed methods approach. A driver
diagramidentified key managementfactors.

Cycle 1: Delivered case-based teaching on variceal and non-
variceal UGIB, covering guidelines, resuscitation, and
coagulopathy.

Cycle 2: Used feedbackto refine materials and tailor teaching
for FY1 doctors. Collaborated with pharmacists and the
Electronic Prescribing and Medicines Administration (EPMA)
teamto implement an EPMA protocol for variceal bleeds,
Cycle 3: Updated local guidelines and incorporated an

adapted BSG Acute UGIB bundle.

Results

* Pre- and post-intervention confidence scores improved
after eachteaching session (fig.1).

* Competence scores also improved, with 100%
correctlyidentifying variceal bleed management after
Cycle 2 (fig.2).

*100% agreed the EPMA protocol saved time, reduced
prescribing errors, and increased confidence.

*80% strongly agreed that a care bundle would improve
adherence to critical management steps and best

practices.
10

Mean Confidence Scores

Pre-teaching 1 (month 1) Post-teachingl Pre-teaching2 (month 6) Post-teaching2

Figure 1. A Run Chart Displaying Confidence Scores in UGIB Management

1Both authors contributed equally to this work.

@ Pre-teaching Post-teaching

100

80

60

40

Percentage of Correct Answers

20

., R

Antibiotic Choice

Terlipressin Omitting Tranexamic Acid

Components of UGIB Management

Figure 2. A Graph To Show Competence in UGIB Management In Cycle 2

Conclusions

Targeted teaching and integrated resources significantly
improved confidence and competencein UGIB
management.

Embedding e-prescribing protocols and care bundles can
create sustainable improvements in UGIB management.

Future directionsinclude developing simulation-based
scenarios for immersive, team-based learning.
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Diabetes mellitus affects over 460 million people globally and remains a major cause
of morbidity and mortality. Type 1 diabetes (T1DM), which primarily impacts individuals
in high-income countries, presents ongoing challenges despite insulin therapy,
including glycemic variability and hypoglycemia. Advances in diabetes management,
such as continuous glucose monitoring (CGM) and automated insulin delivery
(AID) systems, have significantly improved glycemic control and reduced

complications.

To evaluate the safety and efficacy of
the Medtronic MiniMed™ 780G from
following metrics;

* Time in range (TIR)

* Time aboverange (TAR)
* Time below range (TBR)
* Risk of Hypoglycemia

* Diabetic Ketoacidosis

Methods

A PRISMA-compliant systematic review
and meta-analysis were conducted using
PubMed, Embase, and the Cochrane
Library. Eligible studies were randomized
controlled trials (RCTs), crossover, or pilot
trials comparing the MiniMed 780G with
other insulin delivery methods in type 1
diabetes. Non-English studies, reviews,
abstracts, and trials involving other AID
systems were excluded. Two reviewers
independently performed data extraction
and risk of bias assessment. A total of 3
RCTs involving 146 T1DM patients were

included.

Comparison of Glycemic Outcomes: Medtronic 780G vs MDI
75.40

B Medtronic 780G
= MDI

Participants (%)
o

Our meta-analysis of three RCTs (146 participants) showed that the MiniMed 780G system significantly improved
glycemic control in type 1 diabetes. Itreduced HbA1c by 1.21% and increased time-in-range (70—180 mg/dL) by
26.15%, & reducing time above range by 24.32% (>180 mg/dL) and 13.5% (>250 mg/dL). Reductions in time
below range were not significant. No severe adverse events were reported. These results suggest that the 780G
system effectively lowers hyperglycemia and improves glucose stability without increasing hypoglycemia risk.

1.21% +26.15% -24.32%

Reduction in HbA1c Improvementin TIR Reduction in TAR
Cl: -1.67,-0.75, P < 0.00001 Cl: 22.45,29.85,P < 0.00001 Cl: -18.62,-7.57, P: <0.00001
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@ @ Establishing a ‘Junior Doctor Digital Network’ to help o
implement digital transformation.

+ Electronic prescribing systems reduce medication errors.

Authors: Dr M. Angus, Dr R. Rajagopal,

Dr V. MacCallum, Dr M. Lau *
Background

(1)

* Nov. 23: 54 7% of inpatients were on our trust's electronic
prescribing system (EPMA) (in use since "21).

» Key stakeholders in switching from paper tc EPMA =
resident doctors.

* Why only 55%7 Key barriers identified: low digital
confidence, usability issues, and the time-consuming
process of transcribing from paper.

.

.,

O Methods P

Aim: Facilitate a successful hospital-wide switch to EPMA.
How? Establishment of a “Junior Doctar Digital Network' +
recruitment of ‘Digital Champions’ to engage resident
doctors:

« digital literacy training to improve digital confidence

» feedback portal for system improvements

« on-the-ground support

» structured engagement with senior decision-makers

« tracking EPMA compliance to identify departments

needing additional support (Nov. 23 - May "24)

O Findings

May 2024:

mproved engagement: 98.8%
EPMA compliance.

mproved digital literacy:
88.89% of resident doctors

Percentage Compliance with EPMA £ 2 D
& confident/neutral using EPMA.
Movember 2023 - May 2024 / =
-
D 33 Jar 4 ety e Rl =3 Fapr A Mgy 24

O Discussion X

-

With 98% of patients now on EPMA, we anticipate a reduction in
mistakes and near misses with prescribing.

Staff engagement is crucial for digital change - our Junior Doctor
Digital Network initiative is a scalable model for enhancing new
technology adoption rates in healthcare settings through peer
support and feedback systems.

Key Challenges:
« time-consuming to transcribe from paper: solved by implementing
EPMA in A&E
= hardware Limitations + system speed
Future implementations should focus on technical refinement and
early adoption in acute care settings.




iy o by surveying ward managers.

Varughese.

o1. Introduction

As the population and emergency department visit increases,
the shortage of bed availability is a major concern. Factors
such as increasing population growth, inefficienciesin
discharge planning such as inability to place patients in
appropriate post-acute care facilities, outdated discharge
planningtools, bed turnaround and staffing shortages increase
the demand in hospital beds.

Currently, our hospital has reported several criticalincidents
due to winter pressures. A lot of focus is placed on emergency
department, but capacity problems exist in other areas of
hospitals as well. Therefore, a survey was carried out within the
general medical wards of a large tertiary centre to identify any
common factors leading to delayed discharges

02. Methodology

A project was carried out by developmentof a questionnaire in
collaboration with discharge facilitators and ward managers to
identify common themes for delayed discharges.

Personalinterviews were conducted of ward managers or nurse in
charge of 8 general medical wards and information collected on
the questionnaire.

Image taken from freepik.com

Factors affecting discharges on
medical wards-a project conducted

“Home care is the art of bringing healing and dignity to the doorstep of every individual.”

03. Results/Findings

AFFILIATIONS

NHS |

University Hospitals
of North Midlands

NHS Trust

Common themes identified are represented on the graph below, with each colour block representing a ward.

All the staff members interviewed reported delays in discharges secondary to medical complexity and socialissues. Social issues
could pertain to lack of community hospital beds, gap in care home/rehab assessments and a lack of placement spaces, care
packages and homelessness. Timely specialist input was another challenge, which involved both medical and surgical specialties.
88% reported delay in discharge letters and TTOs being processed, as well as delay in diagnostics such as endoscopy, specialist
blood tests and echocardiogram. Approximately 60% noted a variationin senior decision-making. Only 3 out of 8 wards reported

delays due to procedures such as PEG.

On asking about how to improve this process, a range of responses were obtained such as increasing capacity in community
hospitals and virtual wards, preparation of discharge summaries in advance, improved communication between staff members,

proactive planning, and prompt specialist reviews.

Factors affecting discharges in medical wards

Consultant decision making process
Specialist input delay

Timely TTO not being done

Resident doctor shortage
Community beds

Delay in PT/OT input

Social complexity

Medical complexity

Procedural delay

Delay in diagnostics

04. Recommendations

To have dedicated staff to complete discharge
summaries

Speedier specialist inputs
Increasing capacity in virtual wards.

Models such as Discharge to Assess” (D2A),
which prioritises conducting assessments for
long-term care and support needs in the most
appropriate and at a time best suited to the
individual, and criteria-led dischargeto expedite
discharges over the weekends should also be
considered.

05. Additional information

A video of review by Dr. Charlene
Mitchell on effective and safe
discharge process

https://www.bing.com/videos/riverview/relatedvideo?&g=factor
s+affectings+disch i dical+ward: &&mid=50
9DF3FAA412E051A270509DF 3FAA412E051A2708&FORM=VRDG
AR




Investigation of suspected aneurysmal subarachnoid haemorrhage University Hospitals

of Liverpool

Development of a pathway to align with 2022 NICE guidelines
Dr Michael Abouyannis (PhD), Dr Malka Reuben, Ms Hannah Wilder, Dr Jis John, Dr Shawn Miranda, Dr Norman Main (MRCP)

/ Introduction \ / Results \ / Conclusion \ / New pathway for aSAH \

* Aneurysmal subarachnoid * N=107; 3 cases positive for * Prioritise early CT within 6h of headache History consistent with a subarachnoid
haemorrhage (aSAH) can affect young xanthochromia; 1 aneurysm coiled. onset (effectively excludes aSAH) haemorrhage?
eople and has a high case fatality rate. . . . . . [ 1
Peop g Y * 9 cases underwent LP despite a negative * Reducing unnecessary clotting studies <7 days since >7 days since
* Thunderclap headache is a common - ithin 6- . headache onset | | headache onset
1 N non-contrast CT head performed within 6 * Stream cases to SDEC for earlier LP I I
presentation that requires timely hours
investigation with CT head and LP. * Incorporate NICE 2022 guidelines for SAH* Urgent non-contrast CT Seek advice from
* Same day emergency care (SDEC) streamed head neurosurgery
. . .. . 1
patients had significantly shorter time to LP [
Aims (20.2h vs 44.5h, p<0.001) *Subarachnoid haemorrhage caused by a SAH
) o * Most clotting tests (89.1%) were ruptured aneurysm: diagnosis and — Refer o
1. Evaluate the investigation of unnecessary \ management. Guidance. NICE; 2022 / <6 hours since 26 hours since neurosurgery
suspected aSAH at the Royal Liverpool headache onset | | headache onset
University Hospital, referencing NICE l l
guidelines. . . -Registrar or Request to
Overview of time to care R cream o
2. Develop a local pathway for 8 review befare AEC/SDEC
investigating aSAH. LP |
-CT highly — P at
e errorm d
6 Median (hours): sens:we at<6 >12 hours after
24 ours
MethOdS IQR (hours): Balance risk of heade.ache onset
2 10.1-73.7 PP LP vs low risk of (clotting usually
) ) T Range (hours): edian thours): not necessary)
* Patients with a CSF samples from 24 11- 360 23 Median (hours): SAH
= Median (hours): IQR (hours): 12
Jan—Dec 2024 that underwent S Modian (hours): & 127369 KR (howrs]: | |
xanthochromia analysis were included vy 3-;5 IR (hours): Rans;egrhggfi . 4.(1hA 25.? -
- - ours): 3.1-153 -~ - ange (hours): Nega‘ive ||-| e‘ermina‘e PDS“iVe
I el i e elriney reasei for L 2 i Range (hours): 0.1-2145 -Consider other -Consultant -Refer to
5 Range (hours): 03-534 .
* Data was extracted from electronic 0-525 causes review neurosurgery
. . -Discharge if -Advice from
patient records and analysed using R

appropriate neurosurgery
vd.4.2. 0 -ﬁ:z'— -Consider
further imaging
Headache onset to admission  Admission to CT head Admission to medic assessment Admission to LP LP to discharge — |




Acute Epstein-Barr Virus Hepatitis Without Infectious
Mononucleosis: A Diagnostic Challenge

Dr Mirac Burak Tak, University Hospitals Sussex NHS Foundation Trust
Dr M. Sajjad Haider, University Hospitals Sussex NHS Foundation Trust

Dr Charlotte Ford, University Hospitals Sussex NHS Foundation Trust

Introduction

Elevated liver enzymes are commonly observed in Epstein-Barr
virus (EBV) infection, typically in association with infectious
mononucleosis (IM).1* However, acute symptomatic hepatitis
without the classical IM syndrome is an exceedingly rare
presentation.* We present a case of isolated EBV-induced hepatitis
in the absence of IM features, highlighting the diagnostic
challenges and clinical course.

Case report

A 56-year-old male presented with a history of fever, nausea, and
anorexia. Physical examination revealed jaundice and right upper
quadrant tenderness, but no cervical lymphadenopathy, tonsillitis,
buccal mucosal exanthema, or rash. Laboratory investigations
demonstrated significantly elevated liver transaminases and
hyperbilirubinemia. Serologic testing confirmed acute EBV
infection (EBV VCA IgM positive, EBV DNA 141,705 copies/ml),
while other common viral hepatitis causes, including Hepatitis A, B,
C, and E, were excluded. Imaging (ultrasound, MRCP, and CT)
revealed mild splenomegaly and findings consistent with acute
hepatitis but no biliary obstruction or gallbladder pathology.
Autoimmune workup was negative, apart from a positive smooth
muscle antibody. The patient was managed conservatively with
close monitoring for potential fulminant hepatic failure. Upon
discharge, he was followed up at 3-day intervals, demonstrating
normalization of liver enzymes and bilirubin levels.

Discussion

While abnormal liver function tests are frequently observed in
primary EBV infection, acute symptomatic hepatitis without IM
syndrome remains rare.: Previous reports have described EBV-
related acute hepatitis and cholestasis.=+, but isolated EBV
hepatitis without concurrent IM features is an unusual entity.» The
presence of a positive smooth muscle antibody in this case raises
the possibility of an autoimmune component, though the patient’s
rapid improvement without immunosuppressive therapy suggests
a primary viral etiology. This case emphasizes the importance of
considering EBV in the differential diagnosis of acute hepatitis,
particularly in patients with significant hyperbilirubinemia and
cholestatic liver injury after common viral, autoimmune, and
metabolic causes have been excluded.

Conclusion

Primary EBV infection should be considered in patients presenting
with acute hepatitis, even in the absence of classical IM features.
This case contributes to the growing body of evidence that EBV
can present as isolated hepatitis and emphasizes the need for
comprehensive viral testing in patients with acute liver
dysfunction. Clinicians should maintain a high index of suspicion,
particularly when faced with unexplained cholestatic hepatitis, to
ensure timely diagnosis and appropriate management.
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Reversible Vasoconstriction Synrome (RCVS) is often under-recognised due to its
overlap with ischaemic or haemorrhagic stroke, seizures, and reversible cerebral
oedema.

Identified triggers include physical exertion, orgasm and cough, though some cases
remain idiopathic. RCVS primarily affects young females (20-50 years old).

Diagnosis relies on clinical history and imaging, particularly MR or CT angiography,
which reveals segmental arterial narrowing and dilation -"string of beads"
appearance.

The condition results from cerebral autoregulation dysfunction, with dynamic
vasospasm.

Initial angiography may appear normal, with peak diagnostic yield occurring around
16 days post-onset.

Management includes vasodilatory agents such as verapamil, symptomatic
treatment, blood pressure control, and seizure prophylaxis if needed. Most patients
recover fully, with radiological resolution of vasoconstriction within three months.

A 25-year-old woman presented with a sudden, severe thunderclap headache three
days prior, accompanied by photophobia and nausea. She later developed right-
sided weakness, expressive dysphasia, and facial droop, prompting an emergency
stroke call and thrombolysis.

Initial CT head scan was unremarkable, but a 24-hour post-thrombolysis CT revealed
an infarct in the lateral lenticulostriate branch of the left middle cerebral artery. CT
angiography at the time was normal.

With no stroke risk factors or relevant family history, she made a full functional
recovery. She was discharged on antiplatelets and a statin but struggled emotionally
with the diagnosis and was referred for psychological support.

4 weeks later, she sought further evaluation due to persistent intermittent
headaches. A headache specialist suspected RCVS based on her history and prior
imaging.

Repeat CT angiography demonstrated sudden calibre changes in the frontal branch
of the left middle cerebral artery (Figure 1a). She was treated for RCVS with
verapamil and analgesics. Antiplatelets and statins were discontinued, as they lack
evidence for RCVS even when complicated by infarction.

A follow-up scan a month later showed improvement in vasospasm (Figure 1h), and
her headaches resolved completely.

Figure 1a: Oblique frontal
projection showing severe
vasospasm in a left frontal middle
cerebral artery branch (arrow)

Figure 1b: Repeat scan after a
month, showing considerable
improvement (arrow)

Stroke In A Young Patient? - Consider Reversible Vasoconstriction Syndrome (RCVS)

Muhammad Khairul Fadli Abd Ghaffar; Mohamed Hassan; Shawn Halpin

Background:

Differential Diagnosis:

Intracerebral and subarachnoid hemorrhage, spontaneous intracranial hypotension,
arterial dissection, cerebral venous sinus thrombosis, posterior reversible encephalopathy
syndrome, and hemiplegic migraine.

RCVS is characterized by recurrent thunderclap headaches, with or without focal
neurological deficits, and can result in infarction, hemorrhage, or seizures.

Diagnosing RCVS is challenging and often leads to unnecessary interventions. Distinguishing
RCVS-related infarction from thromboembolic stroke is key.

While thunderclap headache is a hallmark of RCVS, thromboembolic stroke typically
presents with neurological deficits as the primary feature, with or without headache.

Since initial imaging may be negative, repeated neurocimaging is essential in suspected
cases.

RCVS should be considered in young patients with thunderclap headaches presenting at
the hospital’s front door. Proper treatment and avoiding misdiagnosis are crucial, as it can
significantly impact patients both physiologically and psychologically.
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Introduction

Background: Cancer caregivers provide
essential patient support but face
significant physical, emotional, and
financial burdens, often neglected in
health policy. These burdens vary across
economic strata

Aim: Examine  sociodemographic

disparities in cancer caregiving to
inform targeted policy interventions for
improving quality of life (QoL).

CANCER CAREGIVING ACROSS ECONOMIC STRATA: A SOCIODEMOGRAPHIC
ANALYSIS & POLICY IMPLICATIONS FOR QUALITY OF LIFE

Muhammad Alifian Remifta Putra, MD, MRes

TABLE 1. SOCIODEMOGRAPHIC ANALYSIS

Royal College
of Physicians

Faculty of Medicine, Universitas Indonesia, Jakarta, Indonesia

Results & Discussion

Study design: Systematic review
following PRISMA guidelines, yielding
29 studies involving 5,943 caregivers.
« Data sources: PubMed, Scopus,
ScienceDirect, Wiley, Cochrane
(2010-2025).
« Data outcomes: Gender, income,

employment, caregiver relationships,
education, marital status, quality of
life (QoL), psychological distress,
unmet needs.

« Data Analysis: Narrative synthesis
with thematic analysis by economic
strata.

« Quality Assessment:

o Newcastle-Ottawa
observational studies.

o Cochrane Risk of Bias Tool for
randomized trials.

Scale for

~

2

Category High-income (HI) Upper-Middle Income Lower-Middle Income L
(UMD LMI) o
Gender 65-80% female; higher distress | 60-75% female; greater 65-70% female; severe
(predominantly) | and burden anxiety/depression distress, especially in mothers
T 60-70% employed; work-life 50-60% employed; unstable, | 30~50% employed; )
ploymy balance issues increase distress | exacerbates financial strain unfemployment/mformal work
heightens burden
. ’ Spouses (40-60%), higher Spouses (50-60%), spousal Parents (50-70%, pediatric
Relationships : " : G e World Bank Grou
burden in spousal end-of-life caregivers face financial strain | cases), fewer spouses; oup
Country Classification by
High formal support; unmet Limited formal support; Minimal formal support; Wnooss Lavel < e bod :
Support Access 5 : . 7 : : = : \ ’ o
emotional/end-of-life needs reliance on family/community | comm./social networks critical Il High-Income { —L<®
(>$14,005) (W 9
Financial Moderate; mitigated by High; financial toxicity reduces | Severe; low income/resources Upper-middie Income 4
Burden income/insurance; end-of-life QoL worsen strain (54,516-14,005) : \
[Z] Lower-middie Income t-f_ - v 4
: ; - : : (81,146-4,515) .
« 29 studies (5,943 caregivers) show caregiving burden varies by economic strata (Table 1). E >
+ Women (65-80%) face highest distress (30-70% anxiety/depression) across strata (Table 1). i{“" Nl 1! High-Income(HI), 10 Upper-Middie(UM), € Lower-Middie(LM)
« HI: Spousal caregivers (40-60%), high employment (60-70%), formal support access o Created with mapchartnet
« UMI: Spousal/parent caregivers (50-60%), financial toxicity, limited support FIGURE 1. WORLD BANK GROUP COUNTRY CLASSIFICATIONS BY INCOME LEVEL
« LMI: Parental caregivers (50-70%), severe resource scarcity, community reliance
* QoL declines from HI (moderate) to LMI (severe) (Figure 1).
TABLE 2. POLICY IMPLICATIONS
Category High-income (HI) Upper-Middle Income (UMI) Lower-Middle Income (LMI)
Contitries Australia, Canada, Germany, Greece, Iceland, Portugal, Singapore, Brazil, China, Indonesia, Iran, Malaysia, Mexico, Russia, South Africa, Ghana, India, Nigeria, Pakistan, Sri Lanka, Vietnam

South Korea, Spain, UK, USA

Thailand, Turkey

Key Challenges

End-of-life care burden, work-life balance issues, unmet emotional

Financial toxicity, limited respite care, high distress (40-60%), mixed

Resource scarcity, minimal formal support, severe distress (50-70%),

needs family roles, lack of formal support data extended family dynamics
Policy Expanded mental health services with a focus on female caregivers, Financial subsidies, integrating respite care into cancer programs, Financial aids, workplace support policies, formal support networks,
Recommendation | workplace flexibility, and end-of-life support caregiving training, family role support, data collection initiatives, community health worker programs, low-cost psychosocial support
T — « Subsidize teletherapy to provide mental support, « Subsidies caregiving expenses to reduce out-of-pocket costs, « Subsidies & grants covering essential costs to alleviate strain
Fozus « Distress screening programs during primary care visits, « Caregiving skills & respite care training in community centers, « Advocate for work policies: flexible work hours/remote,

« Employer partnerships to create caregiver-friendly policies.

« National surveys: data on support access & financial burden.

« Establish community care centers for respite care & training.

W Caregiving policies should include subsidized mental health services, flexible work arrangements, and education programs, tailored to economic contexts.
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[ Introduction ] Results Results

*  Community acquired pneumonia (CAP) is a leading cause \
of morbidity and mortality in UK Healthcare which is * 88 adult patients (45 retrospective, 43 prospective), aged 18 and R 89%
undoubtedly related to poor guideline adherence in CAP over, hospitalized with CAP were elected. 2L
management.! 33

* British Thoracic Society (BTS) has provided a standard of 120 60 .

care for better clinical outcomes in CAP.2 98Y% 50 49%

* We aimed to improve the antimicrobial prescribing in 100 40 H Baseline

adult patients hospitalized with CAP in our hospital using 30

Quality Improvement (Ql) methodology. oL 20
60 o m Baseline 10 H Re-Audit .{Post-

0 Intervention)
Methods 40 = Re-Audit (Post- Antibiotic(s) concordant
20 - with CURBG65 score + local
) ) Intervention) Y

* A Quality Improvement (Ql) project was conducted at 0 \ guidelines /
Calderdale Royal Hospital, West Yorkshire.

* QI methodology was employed to improve the quality of CURBGS sco.re
antimicrobial prescribing. documentation Conclusion }

* Baseline data were collected retrospectively in October- o o \
December 2023 which was compared to post-intervention gg 80% : Ségfz:ssc:si ;?;;Eglc2:3‘{)?02&32:;f:;;i?cl)':?n AP
prospective data collected in February-April 2024. : - B

* Local antimicrobial guidelines for CAP, consistent with BTS 70 _manafgement which translates into better quality and safety
CAP guidelines 2009,% were utilized as standard of care. 60 CRElEmi e . .

* Ql Interventions include: interactive presentation in 50 H Baseline : We.recommend the natc|0n_W|de_enc0urage_ment of such QI
medical grand rounds; distributing lanyard cards among 40 PrOJeCtS_t(_) p_romote gmdfellne—d_lrectetfl colEm care_and
doctors featuring local CAP guidelines; and posters - ) safe antibiotic stewardship leading to improved patient-

L . . - M Re-Audit (Post- reported outcomes
exhibition in handover meetings as active reminders 20 e Intervention) \ /
- . (s}
through senior on-call involvement. 10

* Outcome measures include: CURB 65 score 0 -
documentation; antibiotic(s) prescription concordant with L i L
CURB 65 score and local guidelines; and antibiotic(s) I e
review within 24 hours of admission. R




Dr Muhammad Zuhaid (ST4), Dr Zahid Khan (ST7)

Fig 1: Clinical Presentation Fig 3: ECG & Echo findings

100 86% ga9

INTRODUCTION Key words including SARS-CoV-2, COVID- 75% 50%  44%

19 and myocarditis were used. 61% 40% 32%
Covid-19 infection was first noted 60 30%
in the China (Wuhan) in 2019.1 INCLUSION AND 20 20% 11%
Initially, it was considered to be a EXCLUSION CRITERIA 10% 5% 7%
viral illness with respiratory 20 o . . - . ]
manifestations only;2 however, . . 5% 0%
further studies revealed that Cjase reports anq Cohorts with deﬁn!tg 0 43 outof 97 05 outof 97 56 outof 20 outof 12 outof
SARS-CoV-2 is increasingly dlagn95|s|> 0; c(;)V|d—19 related myocarditis S & F oS P E LS 176 176 176
expressed in cardiac myocytes as were included. S \zc,":’o PR Qq;‘-& ¢ & & ST elevation ST LVSD  Dyskinesia Pericardial

3 & ol & P A P depression effusion

well. Vaccinationrelated myocarditis reports 60& © < Fig 4: CMR findings ?

were excluded from the review. 10%

o ° 86%

AIMS & OBJECTIVES 22% / Fig 5: Complications & Outcome
This systematic review RESULTS
demonstrates recent evidence Dead [N 31%
regarding the detailed assessments In total 55 case reports, 5 cohorts and 4
of clinical features, diagnostic systemic reviews were Identified

modalities including laboratory
investigations and cardiac imaging
modalities in addition to the

Alive I 650

comprising 216 patients. Results can be
viewed in the form of bar graphs and pie

. Cardiogenic shock &
clinical outcome of the patients charts. (Figures 1-5) - Mvocardits 57 out of 43 Multiirgan tailure B 13%
admitted with covid-19 related 182 OUT OF 186 yocardius 37 out o
CinkGanS{or it consideration s a INFLAMMATORY ERS + Myocardl dems 30 outof 37 avos I o
cliniclanstor Its consiaeration as an
important differential diagnosis. SRARKERS NG UDING TROE = Late Gadolinium enhancement 23 out of 37
METHODOLOGY Hypokinesia 08 out of 37 0% 20% 40% 60% 80%
REFERENCES = Impaired systolic function 07 out of 37

In accordance with PRISMA

! : / 1. Huang C, WangY, Li X, RenL, Zhao J, Hu Y, etal. Clinical features of patients infected with 2019 novel coronavirus in Wuhan, China. The Lancet. 2020 Jan 24;395(10223):497-506.
2020guidelines, a systemic

i i 2. Wu C, ChenX, CaiY, Xia J, Zhou X, Xu S, et al. Risk Factors Associated With Acute Respiratory Distress Syndrome and Death in Patients With Coronavirus Disease 2019 Pneumoniain
review was conducted using Wuhan, China. JAMA Internal Medicine [Internet]. 2020 Mar 13;180(7). Available from: ﬂps:;ywww.ncbi.yr1lm.nih.gov/pmc/articles/PMC7070509/
PubMed, PubMed Central,
CO_Chrane Central ’ Web of 3. AhmetYasar Cizgici, Agus HZ, Yildiz M. COVID-19 myopericarditis: It should be keptin mind in today’s conditions. The American Journal of Emergency Medicine. 2020 Apr
science and Google Scholar 28;38(7):1547.e5-6.

i 4
until December 2021°. 4. MohanV, Yang W, Son HY, XuL, NobleL, Langdon RB, et al. Efficacy and safety of sitagliptin in the treatment of patients with type 2 diabetes in China, India, and Korea. Diabetes
Research and Clinical Practice [Internet]. 2009 Jan 1 [cited 2023 Aug 1];83(1):106-16. Availablefrom: https://www.sciencedirect.com/science/article/pii/S0168822708005445



Denosumab-Induced Calcium Extremes in Metastatic Breast Cancer: A Case Urging Protocol-Driven Vitamin D Repletion and Dynamic Monitoring

Authors: Latheef, Muhammed Russal®; Velusamy, Anand?; Roy, Sabyasachi’

1Guys and St Thomas NHS Trust; 2Guys and St Thomas NHS Trust

1. Introduction

Bone metastases: 70% of advanced breast cancer patients.

Denosumab disrupts calcium homeostasis; vitamin D deficiency (30-50% of patients) exacerbates hypocalcemia (18% risk).

e  Problem:Guideline-practice gaps in pre-treatment vitamin D optimization.

2. Case Presentation

e Patient: 54F, metastatic breast cancer (T4bN2aM1).
e  Presentation: Tetany/confusion post-Denosumab.
e Labs:

a. Ca?:1.90 mmol/L (]), Vit D: <9 nmol/L (]|), PTH: 558 ng/L (7).
b. ALP: 443 — 643 U/L(11).

Interventions: |V/oral Ca?*, colecalciferol 40k IU/day, electrolyte replacement.
3. Results & Critical Insights

e  Hypocalcemiaresolved but rebounded to hypercalcemia (Day 30).

e  ALPrise signals unresolved skeletal turnover.
¢ Key Recommendations:

o Pre-Denosumab: Mandatory vitamin D screening + repletion (>75 nmol/L).
Dynamic protocols: Tiered Ca?* dosing with daily lab monitoring.
o ALP trends: Early biomarker for hypercalcemia risk.

o]

4. Conclusion

e Institutionalizing protocols reduces hospitalizations/morbidity in metastatic breast cancer



Joint British Diabetes Societies for inpatient Care (JBDS-IP) — Guidelines for The Management of Diabetes in Adults with

Psychiatric Disorders in Inpatient Settings
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N /

Introduction Figure 1: JBDS-IP flowchart for management of diabetic Discussion
) ) ) ) emergencies with coexisting mental health disorders.
Diabetes occurs in people with mental disorders at over 1.Acute Management
twice the rate seenin the general population'. Factors DISDORC amargency fouuiing adeiseion (.8 6v8/s KA, 5, o —The framework Emphasises prompt recognition and
such as antipsychotic-induced metabolic effects, lifestyle . - treatment of diabetic emergencies, with early capacity

challenges, cognitive impairment and disjointed mental
health—diabetes services contribute to suboptimal

7. Bl <10 o, Glucase >, mencid assessment and least-restrictive best-interest decisions.
= — Highlights the need for close collaboration between

glycaemic control, increased complications and e T S e s ey psychiatry, diabetology and acute medicine.

admissions, and a 15-20-year reduction in life : 2.Chronic Care and Risk Reduction

expectancy?3. In acute settings (e.g., DKA), treatment is — Recommends structured diabetes screening and

often postponed by capacity concerns or refusal, ' ‘ ' Y m—— ' ' monitoring tailored to this population.

updated guidelines call for rapid intervention, early Accepting treatment e 10 @aemonstints capocly Alert and retusing treatment — Supports cardiovascular risk reduction through lipid,

application of the Mental Capacity Act and the least- _ - | | e hreatening emergency | _ - blood pressure and glycaemic control.

restrictive measures® 3. For long-term care, they 3.Mental Capacity and Decision-Making

advocate structured screening, individualised J L L J L — Introduces a stepwise approach to capacity

management, coordinated multidisciplinary teams and ./ ., \/ assessment, balancing autonomy with clinical urgency.

concurrent cardiovascular risk reduction _ _ _ _ _ _ — Promotes multidisciplinary input, including routine
Methods - _ :};w"o;ﬁ"h"“:_ﬂm'?d psychiatric involvement in long-term care planning.

Follow standard guidelines Treat in best interest eplaion o/ capacity feom Liskssn
The updated guidelines incorporate national and . | L | Sty Conclusion

international best practices, expert consensus, and case-
based analyses to formulate a structured approach for
the management of acute and chronic diabetes care in

This updated JBDS-IP guideline provides a structured
approach for managing diabetes in hospitalised patients

Iatatin infusion « Provide ife saving interventions. Moddyng treatment protocois prowiced
Fiuid resuscitation fie. IV fuids, Insulin infusion, Fhey do not compromise safety:
Electrolytes comection elecirolytes cormection) + less invasive measures

based guidance enhances clinical decision-making,
ensuring prompt intervention while respecting patient
autonomy.

severe

o ) ) ' _ prm— Yl My orer R with mental disorders. By integrating diabetes care with
hospitalised patients with mental disorders. We designed v com a2 e s mental health treatment, the framework aims to reduce
a flow diagram to support decision-making in acute ot sy e iy morbidity, improve treatment adherence, and optimise
scenarios, ensuring timely intervention while balancing s (a5 actons patient outcomes. The implementation of an evidence-
patient autonomy and duty of care. | e rur

*Independent Mental Capacity Advocate

References: 1- Das-Munshi J, Ashworth M, Dewey ME, et al. Type 2 diabetes mellitus in people with severe mental illness: inequalities by ethnicity and age. Cross-sectional analysis of 588 408 records from the UK. Diabet Med. 2017;34(7):916-924, 2- Public
Health England, Severe mental illness (SMI) and physical health inequalities: briefing, 2018, 3- Osborn DPJ, Levy G, Nazareth I, Petersen I, Islam A, King MB. Relative risk of cardiovascular and cancer mortality in people with severe mental illness from the
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Disparities, Premature mortality in adults with severe mental illness (SMI), 2023, 7- BAP guidelines on the management of weight gain, metabolic disturbances and cardiovascular risk associated with psychosis and antipsychotic drug treatment.
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BACKGROUND & OBJECTIVES

Sudan postgraduate cardiology training programme was launched
in 2010 by the Sudan Medical Specialisation Board (SMSB). Four
training centres were located in the capital, Khartoum, and a fifth
in the nearby city of Wad-Madani. We discuss the interventions
undertaken to circumvent the interruptions to the programme
following Sudan's war of April 2023 and evaluate the outcomes.

MATERIALS & METHODS

We used a narrative analysis of the events and evaluated the exam
pass rate and trainees' portfolios. The trainees' views were
assessed through a questionnaire

RESULTS & DISCUSSION

The number of registered cardiology trainees = 38
* 5 were preparing for the final/exit exam.

Due to the war, trainers (cardiologists), trainees, and medical staff
had to relocate from Khartoum centers to Wad-Madani and,
thereafter, to safe towns (namely Merowe, Atbara and Shendi)
that only had basic cardiology services (Figure 1). This encouraged
the cardiology board to hold the exam in February 2024 in Atbara
as a priority:

* Eligible candidates were notified in person and through scarce
media channels (1 x candidate had to be informed by physically
reaching his village).

* The exam's written, objective, structured practical examination
and clinical sections were held under the same strict criteria.

* All candidates passed and received electronic certification of
completion of training.
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Figure 1: Sudan map showing the location of the cardiology training centers
before (Khartoum, Wad Madani) and during (Merowe, Atbara & Shendi)
wartime.

The SMSB efficiently supported the logistical and financial aspects
of the examination.

Subsequently, the clinical training programme was resumed in June
2024 for the 10 trainees who remained in Sudan after tremendous
efforts to upgrade the cardiology set-up within the three towns/units
above:

Funding was received primarily from the National Cardiac Centre.
The upgrade included providing essential non-invasive and
invasive lab equipment and establishing coronary care units,
dedicated cardiology wards, and outpatientservices.
Cardiothoracicsurgery was only available at the Marawi unit.
Arrangements were made for trainees to rotate between the
three units to broaden their training opportunities. Free
accommodation was offered to trainees, notwithstanding the
challenges posed by inflation and the mass influx of internally
displaced people.

Ethio
S ]

* Despite the war conditions, the cardiology council committee
continued to meet remotely, addressingemerging challenges.
* Trainers who were displaced and settled abroad contributed to
the online educational componentand provided guidance
* The evaluation of the training loghooks showed excellent
performance and evidence documentation.
* The trainees' questionnaire (summarised in Figure 2) revealed:
*+ High satisfaction level with the quality of training.
*+ 80% of the trainees felt the training was better than pre-wartime
“» All felt they had greater accessibility to their trainers and more
opportunities for hands-on training due to the higher case
volume.
*+ However, 40% were dissatisfied with the accommodation
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Figure 2: A summary of the trainees’ responses to the evaluation survey
of Sudan’s postgraduate cardiology training programme during wartime.

CONCLUSION

Sudan postgraduate training in cardiology was successfully
maintained during wartime, achieving good trainee satisfaction and
educational outcomes, through perseverance and resilience.
Decentralization of training, imposed by the war, resulted in quality
cardiology services reaching a wider population and peripheral areas.



INTRODUCTION:-

Mycobacterium abscessus complex is a
Rapidly Growing Mycobacterium (RGM)
known for pulmonary infections, especially in
patients with cystic fibrosis or bronchiectasis.
Systemic infections, though rare, require high
clinical suspicion. We report a rare case of
refractory thrombocytopenia in a case of
prosthetic valve endocarditis caused by this
organism.

CASE PRESENTATION:-

e72 year old female with recurrent fever post
TAVI, done 3 months ago.

eOn admission:- Altered Sensorium,
Cytopenia, Acute Kidney Injury, Mild
Transaminitis, Rash in lower extremities(Fig1).
eTransthoracic and transoesophageal Echo-
Normal; PET-CT— Reactive Mesenteric Lymph
Nodes.

oCSF- 120 cells (Polymorphs 65%,
Lymphocytes 35%), Protein 82 mg/di,
Glucose 29 mg/dl.

e|nitial suspicion- Partially treated meningitis
vs Tuberculous Meningitis.

eRefractory thrombocytopenia requiring
Platelet transfusions and Inj Romiplostim.
eBone Marrow Workup - not contributory.

eBlood cultures (3rd set)- RGM-
Mycobacterium abscessus complex.
eStarted on Levofloxacin, Azithromycin,

Amikacin, Clofazimine, Tigecycline.

ePatient initially responded and discharged.
eReturned 1 month later - sudden drop in
GCS to 3/15 with platelets of 4x10°/L leading
to Subarachnoid Haemorrhage (Fig 3).

e TOE—mobile vegetation on Prosthetic
valve (Fig 2).

eEnd of Life care was opted for.

DISCUSSION:-

Konar, Niladri; Gunjan, Gaurav

Figure 1

Here, we have presented a case of Infective
Endocarditis, secondary to Mycobacterium
abscessus complex post TAVI. There have
been previous case reports of
Thrombocytopenia in  similar  scenarios.
However, all those reports had a common
factor of use of Linezolid for the treatment,
which is known to cause low platelets. Our
patient was not given Linezolid throughout the
course of admission, so we suspect that the
organism, itself, was responsible for the
refractory Thrombocytopenia. The exact
reason for the sudden deterioration of platelet
count, after initial stabilization for over a month,
could not be established and Post Mortem
Examination was not done.

Figure 2

CONCLUSION:-

*High suspicion is essential in PUO post-
intervention, especially with cytopenia.

*M. abscessus complex, though rare, can
cause life threatening prosthetic valve
infective endocarditis.

*Treatment differs from more commonly
encountered MTB infections, hence species
identification is essential.

*Culture guided therapy is essential,
prognosis remains poor even with optimal
management.

* Thrombocytopenia, caused by M. abscessus
complex, may be refractory, even when
patient is on therapy for the organism
according to guidelines.

Questions, Opinions and Suggestions- dr.niladrikonar@gmail.com

. Refractory Thrombocytopenia as a Manifestation of Mycobacterium abscessus
Complex Prosthetic Valve Endocarditis: A Rare and Fatal Complication

Figure 3
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Figure 1- Rash on lower extremities at the
time of initial presentation

Figure 2- TOE images showing Prosthetic
Valve Endocarditis

Figure 3- CT Brain showing SAH
Background- Mycobacterium abscessus
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Urease Test

Impact of Formalin and
Antiseptic Contamination on
Helicobacter pylori Rapid

3 =

1 INTRODUCTION

The rapid urease test (RUT) is
frequently used to diagnose
Helicobacter pylori (H. pylori)

[ ] infection in endoscopy patientsdue
- toits efficiency, simplicity, and high
. - sensitivity. However, RUT accuracy

can be compromised by
contaminants like formalin or
glutaraldehyde (GTA), which may
lead to false-negative or false-positive
results,

OBJECTIVE

This study aimed to examine
the specific impact of formalin
and GTA centamination on RUT
reliability for H. pylori detection.

2,

METHODOLOGY

(-t\ .

Design: Prospective study with 50 patients
undergoing upper gastrointestinal endoscopy.

Sampling:

Each patient provided three gastric biopsies.

Processing

Standard RUT: Uncontaminated solution.

Formalin-contaminated RUT: Needle dipped in 10%

formalin, then RUT,

GTA-contarminated RUT: Needle dippedin 25%

glutaraldehyde, then RUT.
QOutcome:
Urease activity assessed after 6 hours.

Assessment perfermed by a blinded examiner

based on color change.

3.

Start
(Patient Biopsy)

y 2
(Formalin-contaminated RUT)

Biops

Assessment
(Urease activity after 6 hours)

[ (GTA-contaminated RUT)

Biopsy 3

4 RESEARCH / FINDINGS
n

FINDING 1.

Indication for endoscopy

Bariatric Surgery
16%

Sereening
8%

FINDING 3.

other
10%

RUT results based on Endoscopic Findings

25

20

@ Negative

@ Positive

FINDING 2.

comparison of standard RUT with contaminated

RUT with GTA and formalin

Dyspepsia
6%

Negative @ positive

80

60

40

RUT RUT+CTA RUT+ formalin

6.

ANALYSIS

The cohert included 50 patients (52% fermale, 48% male;
mean age 39.5 years), with dyspepsia as the mast
common symptom (66%). The standard RUT showed a
78% positivity rate, while the formalin-contaminated
RUT yielded 0% positivity, and the GTA-contaminated
RUT showed a significantly reduced positivity rate of
14%.

CONCLUSION

Direct contamination of RUT solutions with formalin or
GTA substantially inhibits urease activity, resulting in
false-negative H. pylori results. This highlights the need
for rigorous contamination contrel, including thorough
rinsing of biopsy instruments, to prevent diagnostic

\:}-;Q errors. Adopting standardized washing protocols for
\oQ endoscopic tools can further ensure reliable RUT
&
'o‘;\ outcomesin clinical practice.




The Importance of Near-Peer Bedside Teaching for Medical Students: A Quality Improvement Project in Medical Education.

Dr Phoebe Hartop
Foundation Year 1 Doctor
Calderdale and Huddersfield NHS Trust
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Iili Background

Near-Peer Teachingis the informalteaching provided
by a group of peoplein a similar social or educational
group.

Near-Peer Teachingunderpinsthe essential
experiential learning for medical studentson
placementin hospitals.

Teachingis a key competenceforall doctorsandisa
fundamentalskill required for a fulfilling and
successful career as outlined by the General Medical

Council.

Results

Pre-Placement Survey

63 responded to the questionnaire

96.8% of responders felt they would benefit from a near peer bedside teaching
programme

60.3% of responders felt teaching given by FY1/FY2 was most beneficial when
compared with registrar or consultant.

FY1/FY2
m Registrar
= Consultant

Post-Placement Survey

[

oy Methods
o]

O¢r

Circulated a pre-placement questionnaire for medical
students Year 3 to Year 5 to gather their perceptions on
bedside teaching.

Recruited Foundation Year 1 and 2 Doctors at CHFT via
email.

Paired FY1 and FY2 Doctors closely with the medical
students based on location and rotation and introduced
them to each other via email.

After the 4-week block of placement, sent a secondary
survey to the medical students to ask for their feedback on
the bedside teaching programme.

Repeated for 4 different cohorts of medical students
across January to April 2025.

43 feedback responses were collated and analysed following introduction of the
near peer bedside teaching programme

83% of responders stated the programme had been beneficial and provided good
learning opportunities (Chart 1).

88% of responders experienced a comfortable and supportive learning
environment (Chart 2).

Chart 1 Chart 2

Yes Yes
No No

Written Feedback

L)

"Great to practice on ward round and take the place of an FY1"
"Very useful — focused teaching rather than random, niche topics"
"FY1s have more relevant advice and are more likely to give advice"
"No expectations or judgement if wrong"

"Approachable and encouraged me to take histories and examine
patients”

—o Conclusions

* Foundation doctors provide invaluable learning opportunities to
medical students in all year groups

* Teaching eagerly awaited by medical students who otherwise
receive no formal bedside teaching at CHFT

* Implementing a formal teaching programme would be hugely
beneficial to medical students at CHFT.

Future Recommendations

* Introduction of roles such as clinical teaching fellows could be
introduced and formalised to further enhance medical education
at CHFT.




Pregnancy-Induced Thrombotic Thrombocytopenic Purpura (TTP) Complicated by Atypical Posterior Reversible
Encephalopathy Syndrome (PRES) and Acute Pancreatitis
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Introduction

* Thrombotic thrombocytopenic purpura (TTP) is a rare, life-
threatening thrombotic microangiopathy caused by severe
ADAMTS13 deficiency, leading to widespread microvascular
thrombosis.

e Pregnancy is a known trigger for TTP, particularly in the third
trimester and postpartum, due to elevated von Willebrand factor
and reduced ADAMTS13 activity [1].

e TTP often mimics HELLP syndrome and preeclampsia, making early
and accurate differentiation essential to guide life-saving therapy
[2].

* This case is exceptionally rare, presenting with TTP complicated by
both atypical PRES in a normotensive patient and acute
pancreatitis—an unusual and severe triad in pregnancy.

Clinical case

* A 28-year-old pregnant woman with severe multisystem
involvement: seizures, vomiting, fever, decreased fetal movement,
and visual impairment

* Lab findings: Significant thrombocytopenia (49,000/uL), anemia (Hb
13.5 g/dL), leukocytosis (WBC 25,000/uL), and acute kidney injury
(serum creatinine 2.49 mg/dL)..

* Ultrasound confirmed intrauterine fetal demise, adding complexity
to the diagnosis.

* Neurological symptoms led to brain CT, revealing Posterior
Reversible Encephalopathy Syndrome (PRES), a rare TTP
complication, even in normotensive patients.

* Day 4: Development of acute epigastric pain, with elevated
amylase (770 U/L) and lipase (1930 U/L), confirming acute
pancreatitis, another rare complication of TTP.

* Kidney biopsy on Day 15 demonstrated diffuse cortical necrosis
with thrombotic microangiopathy, reinforcing the TTP diagnosis.

* ADAMTS13 autoantibody levels were significantly elevated (48.0
AU/mL), confirming TTP and emphasizing the critical timing of
plasma exchange therapy for maternal survival.

* Neurological symptoms improved with plasma exchange therapy,
with visual acuity gradually returning and partial renal recovery
after prolonged hemodialysis.

Contact
Rithik Naik Korra, MBBS
o ia N | Col

Hyderabad, Telangana, India
Email: r 24@gmail.com

@gr

Results Discussion

* Diagnostic challenge: Pregnancy-related TTP is notoriously difficult
to diagnose, with nearly 50% of cases occurring postpartum and
leading to severe maternal and fetal complications

* Normotensive PRES: PRES, typically associated with hypertension,
occurred in this normotensive patient, highlighting the role of
endothelial dysfunction and systemic inflammation in
normotensive TTP.

* Acute Pancreatitis: A rare complication of TTP, acute pancreatitis is
often overlooked in pregnancy-related thrombotic
microangiopathies but can exacerbate the disease course by
triggering microvascular thrombosis [3].

* Critical timing: Plasma exchange therapy is the cornerstone of TTP
treatment — delayed initiation significantly increases maternal and
fetal mortality risk .

* Unlike preeclampsia or HELLP syndrome, which resolve after
delivery, TTP requires ongoing plasma exchange and
immunosuppressive therapy, making early diagnosis and
intervention crucial.

* Emerging therapies like Caplacizumab show promise for refractory
TTP, but its use during pregnancy remains experimental,
highlighting the need for further research in this area [4].

Conclusion

* Early Diagnosis and Multidisciplinary Management: This case
underscores the critical importance of early recognition and
differentiation of TTP from other pregnancy-related thrombotic
microangiopathies. The rare combination of PRES and acute
pancreatitis requires a multidisciplinary approach to ensure
optimal maternal outcomes.

* Plasma Exchange as a Life-Saving Intervention: Plasma exchange
therapy remains the cornerstone of treatment for pregnancy-
associated TTP, significantly improving maternal prognosis, even in
the presence of complex complications like PRES and acute
pancreatitis.

* Future Research Directions: This case highlights the urgent need
for further investigation into targeted therapies like Caplacizumab
for refractory TTP in pregnancy, with a focus on optimizing
treatment strategies to improve maternal and fetal outcomes.

(A) T2/FLAIR MRI (B) FLAIR MRI images depicting hyperintensities involving cortical and
subcortical white matter of bilateral parieto-occipital region suggestive of Atypical Posterior
Reversible Encephalopathy Syndrome (PRES)
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Introduction

* Aortic pulse wave velocity (aPWV):

gold standard measure of arterial stiffness

* High aPWV > Cardiovascular mortality

Objectives
* Determine if volume overload

(ECW/TBW) increases aPWV

Methods

* Cross sectional study

* 102 haemodialysis patients

* aPWV: Mobil-O-graph

« ECW/TBW: Multifrequency bioimpedance

% ratio ECW/TBW

Results

Mean aPWV: 10.1 m/s

raPWV linked to ™ age, * ECW/TBW
ECW/TBW independently predicts
raPWV (p=0.004)

'} . .
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Figure1 Univariate spearman association
between aPWV & ECW/TBW %

Discussion

* Volume overload 1 vascular
stiffness

* Effectisindependent of age

+ Low dialysate Ca** in our study
minimised calcification bias

Conclusion

*  ECW/TBW is a key, modifiable
predictor of aPWV

*  Optimising volume status may ¥
CVrisk
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Assessment of Frailty in Geriatric Patients admitted to Oncology: INHS|

A Quality Improvement Project Imperial College Healthcare
Dr. Safiyyah Samad, Dr. Robert Brown NHS Trust
INTRODUCTION DISCUSSION

Frailty has significant impacts on hospital outcomes!' Accurate frailty assessment leads to
appropriate management including use of the comprehensive genatric assessment (CGA). Evidence
suggests improved outcomes for older adults who undergo a CGA during admission. 2

Guidance from NHS England and the British Geriatric Society (BGS) states all patients over 65
should have frailty assessed with the Clinical Frailty Scale (CFS)on arrival to hospital 2]

Despite its importance, frailty is inconsistently assessed or inaccurately recorded in many clinical
settings. This quality improvement project aims to improve the assessment of frailty in patients aged
65 and above admitted to the oncology department using the CFS.

METHOD

An initial cycle of audit of frailty assessments for patients aged 65 was conducted. The proportion of
these patients who had a documented frailty score within 48 hours of admission was assessed to
evaluate concordance with guidance.

We developed and delivered a frailty teaching session to the oncology team to improve understanding
of the need for accurate frailty assessment. This was our quality improvement intervention, with the
aimto increase the proportion of patients having frailty assessments conducted at admission.

Post-intervention, the proportion of geriatric oncology who had a documented frailty score within 48
hours of admissionwas again evaluated.

RESULTS

Figure 1: Percentage of Admitted Patients Over 65 with Documented Clinical Frailty
Score within 48 hours of admission

100%
0
=0% o 19%
0
0% I N

Pre-Intervention Post-Intervention

Qur results show an improvement in adherence to national guidance for completing fraifty
assessments from 2% to 19% post-intervention.

This intervention was low intensity as the teaching session was integrated into existing teaching
schedules, requiring no additional resources.

Limitations of this intervention include: inability of all staff to attend the teaching session due to on-
call duties and shift patterns; the need for repeated sessions, for example when resident doctors
rotate depariments.

CONCLUSION

There was improvement in frailty assessments following our intervention, however, overall
assessment numbers remained low.

This gap highlights the need for education to enhance adherence to frailty assessment guidelines.
Low-intensity educational interventions may be an effective way to improve implementation of frailty
assessments.

Further work could include more systematic strategies to embed frailty assessments into workflow,
as well as targeting improvement towards implementation of CGAs.



ULTRAVIOLET A1 PHOTOTHERAPY FOR TREATMENT-RESISTANT AMYLOIDOSIS IN A INHS
PATIENT WITH SKIN PHOTOTYPE I: A CASE REPORT
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DEMONSTRATING THE EFFICACY OF UVA1 PHOTOTHERAPY IN A RARE CASE OF PHOTOTYPE | LICHEN AMYLOIDOSIS

INTRODUCTION OUTCOME DISCUSSION

18- th follow-up: This case is notable for:
Lichen amyloidosis (LA) presents as pruritic papules, month foflow-up .
typically affecting skin phototypes IV-V. It is rare in « No recurrence or new « Phototype | — an exceptionally rare
’ lesions resentation of LA
phototype |, with limited literature describing its * No pruritus . Ztypical distribution — buttock involvement
p.resi.ntatlc:n'or treatmeth "1 t,hls glr_(t)Up% :?.\’fefrac;cfry pruritus * Only residual finding: mild, suggests an anosacral variant not
signi |car.1ty|mpacts patients' quality of life and is asymptomatic post- previously documented in this skin type
challenging to manage inflammatory + Late onset (age 72) — over two decades
hyperpigmentation older than average
» Comorbid HIV — a possible immunological
OBJECTIVE Patient-reported outcome: contributor, rarely described in LA
« Significantimprovementin  + Therapeutic breakthrough — UVA1 led to
To evaluate the effectiveness of UVA1 quality of life rapid, su§taineq rern'ission where NB-UVB
phototherapy in a phototype | patient with * No further interventions and steroids failed, likely due to deeper
required dermal penetration

treatment-resistant LA.

CASE REPORT

This case expands the scope of UVA1 use in
LA, especially for atypical, treatment-resistant,

FIGURE 1. A-D d understudied patient

(A) Lichen amyloidosis on lower legs before treatment. and understudied patient groups.
« Patient: 72-year-old British male with Fitzpatrick skin phototype I. (B) Same area 18 months post-UVAT1 therapy.

(C) Lesions on buttocks before treatment.
+ Symptoms: 2-year history of intensely pruritic papules affecting calves, (D) Buttocks 18 months post-treatment showing resolution and post-inflammatory

buttocks, and intergluteal fold. pigmentation
* PMH: HIV (well-controlled), hypertension, hypercholesterolaemia. CONCLUSION

Investigations: INTERVENTION
+ Skin biopsy: eosinophilic amyloid deposits in papillary dermis (Congo red UVA1 phototherapy led to complete, sustained remission at 18

months, in a phototype | patient with treatment-resistant lichen
amyloidosis. This case contributes to the limited literature

positive).
« IHC: cytokeratin 5 positive — confirms LA.
« Negative for infections, inflammation, and gammopathy.

+ Patient started UVA1 phototherapy after NB-UVB failure.
* 40 sessions

+ Cumulative dose: 9066.8 J/cm? supporting UVA1 as a monotherapy and suggests it may be a
Impact: Severe sleep disturbance, psychological distress. * No topical steroids used during treatment valuable first-line option in refractory or atypical LA, especially in
» Marked improvement by session 20 ’

Previous treatments: . ) ) rarely studied skin phototypes.
+ Topical clobetasol for 2 months — ineffective Complete resolution of symptoms by session 35

« 39 sessions of narrowband UVB (NB-UVB) — no improvement (cumulative
dose: 115.07 Jlcm?
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Clinical ethics integrates four foundational principles,
autonomy, beneficence, non-maleficence, and
justice, with professional patient-centred
communication. This review explores how
evidence-based communicaton models and
emerging technologies improve outcomes, enhance
ethical practice, and reshape health professions
education.

Comprehensive Narrative review of recent
systematic reviews, RCTs and quality

observational studies searched through major
databases.

Focus on models integrating communication wit
ethics (e.g. ICE, SPIKES and Artificial Intelligence)

Effective communication involves active listening,
empathy, and verbal/non-verbal cues.

Models like ICE & SPIKES improve outcomes
in counseling and bad news delivery.
Technology (telehealth, Al, VR) aids practice.
Simulation-based training enhances
confidence in ethical scenarios.

End of life, adverse events, anger and
disasters ethical issues require team-based
patient-centred communication.

Models must be context-specific..

Institutional support and healthcare syste
policy are vital for sustained improvement.

Clinical Ethics and Patient-Centred bl s fonle
Communication: Evidence-Based 3:3...J 0UBA MEDICALUNVERSITY
Application Through an Educational

Perspective

Sami Mohamed!® FRCP, MRCP(UK), Clinical MD, MScMedEd UoW/(Candidate)
L Department of Clinical Sciences, Dubai Medical University, Dubai, United Arab Emirates

Patient-centred communication is
essential for addressing complex
ethical issues in clinical practice
and is most effective when
supported by evidence-based
models, emerging technologies,
and simulation-based education.

*Correspondence to: Sami Mohamed

Email: Scan QR
Code for

' Full Text

Honest conversatio
impactful changes.

End of life care | Angry patient |

: N 2 i
= Sl it
r AN o : e




Exploring the creation of an alternative workforce by upskilling pharmacists working

in primary care for chronic skin conditions: A Qualitative Thematic Analysis.
Dr Sangeeta Punjabi’, Dr Ayushi Singh?

1 London North West University Hospitals NHS Trust, 2 Cambridge University Hospitals NHS Trust

Introduction

Growing waiting lists and workforce pressures necessitate innovative approaches to managing
prevalent chronic skin conditions such as eczema and psoriasis.

Global burden: Skin diseases rank as the 4th leading cause of non-fatal disease burden,
significantly affecting quality of life2.

GP workforce challenge: Primary care faces a workforce crisis, reinforcing the need for "right
person, right setting, first time" (GIRFT) approaches*.

Study Aim: With all pharmacists set to become prescribers by 2025, this study explores the
potential of upskilling GP clinical pharmacists to manage mild-to-moderate chronic skin
conditions where appropriate.

Methods s

(1/9

Qualitative Analysis
of Interviews

e Qualitative analysis:
Semi-structured interviews with three
groups of stakeholders (five clinical
pharmacists in primary care, six GP's,
and five consultant dermatologists)
were performed to evaluate benefits,
barriers and risks for the study aim
above.

Follow-up reductions: London Dermatology Audit Summary
England

Fcllow.up Reduction Oppartunity

¢ Quantitative analysis:

Data of all GP referrals to LNWUH
NHS trust was prospectively collected
over a 1-month period to assess
proportion of mild to moderate
chronic skin referrals. This was
supported by data from a Follow Up
Audit Analysis® (figure 1).

Niarratres Dot

Figure 1: Follow up audit analysis

Results
Qualitative

Recordings and transcripts were analysed to identify themes of:
benefits, barriers, risks, and a newly emerged recommendations theme.

Benefit theme
There was unanimous agreement (n=16) that pharmacists are not
diagnosticians, but that their strength was in implementing protocols
safely and timely follow-up of long-term conditions, with the potential
added value to reduce GP and secondary care workload.

Barrier theme
All groups (n=16) cited financial constraints in the NHS were a challenge
to implementation, as pharmacists were needed to meet quality
framework targets in primary care’.

Risk theme
All GP’s and pharmacists (n=11) shared the view that pharmacists are a
low-risk, safe workforce, however, some consultants (n=2) had concerns
around supervision, delaying appropriate treatment and suboptimal
patient outcomes.

Recommendation theme
All groups (n=16) agreed there must be a supportive pathway with
secondary care input. This includes setting up either a community
service which embeds prescribing pharmacists safely, or a post-
diagnosis service through advice and guidance with a protocol-driven
treatment plan.

Quantitative

Out of 250 routine referrals received in a month, 18% were
categorised as mild-moderate chronic skin conditions. This aligns
with the Follow Up Audit Analysis, which shows 15% of cases seen
by dermatologists could have been seen by another healthcare
professional e.g. nurses or pharmacists if available (figure 2)¢

Comparison of Skin Condition Referrals

ZS

1 month referral
analysis

Follow up Audit
Analysis

Figure 2: Proportion of all GP referrals that are of mild-moderate
chronic skin conditions for a) prospective 1-month data and b)
Follow up Audit Analysis data

Conclusion

There was a strongly positive response from the participants
towards creating an alternative, more sustainable workforce.
Current evidence linked to pharmacists' practice with chronic
skin conditions remains limited to community pharmacists®?®

It is prudent to seek a wider expression of interest and develop
innovative ways of safe co-working to support management of
chronic skin conditions, mirroring the positive impact of clinical
pharmacists in managing other long-term conditions™.




Closing the Clinical Gap: An Audit of Clinical Compliance for Early Onset Neonatal Sepsis Management

Sanika P Dalvit, Dr Zuzanna Gawlowski2

LUniversity of Buckingham Medical School; 2 Consultant Pediatrician and Neonatologist Milton Keynes University Hospital

Introduction

» Early onset neonatal sepsis (EONS) has
been recognised as the third leading cause
of neonatal mortality globally, requiring
prompt recognition and intervention.!

» The 2022 incidence of EONS in the UK
was reported to be 0.7 per 1000 live
births.2

» The National Institute for Health and Care
Excellence (NICE) Quality Standard
QS75, provides a framework for neonatal
sepsis management.?

* This audit retrospectively evaluates
adherence to these standards.

Methods

A retrospective audit of 56 neonatal records
over a two month period in 2024 involving

cases of suspected or confirmed EONS at a
secondary care hospital.

Data collection focused on the NICE QS75

five quality standards which outlined these

principles of management:

1. Intrapartum antibiotics prophylaxis (IAP)
when maternal risk factors are present

2. Neonatal clinical risk assessment

3. Administration of the first antibiotic dose
within one hour of the decision to treat

4. A 36-hour antibiotic review

5. Communication with parents

Results and Analysis
605 neonates were born over a two month period, of which 56 neonates were treated due to having
clinical risk indicators for EONS, only those given empirical antibiotics were included, resulting in an
incidence rate of 9.2% of neonates born. Compliance for each quality standard is shown in Figure 1.

100.00% 89299 92.86%
90.00% 81.81% 82.14%
80.00%
70.00%
60.00%
50.00%
40.00%
30.00%
20.00% 920,
10.00% 0%
0.00%
QS1- QS2-Total QS3- QS4 -36hour QS5 -Verbal QS5 - Written
Intrapartuin = neonates born  Antibiotics decision made information to information to
antibiotic screened for adminstered parents parents
prophylaxis risk factors in within 1 hour
April and May

Figure 1: Compliance over the five qualily standards

*  Mothers received IAP for maternal risk factors when maternal risk factors were identified during
labour. IAP was administered to 18 mothers due to maternal risk factors, but an additional four
mothers who met the criteria did not receive IAP due to quick deliveries.

» Most neonates received antibiotics within one hour of the decision to treat, indicating timely
intervention. Some delays were noted due to ward acuity, prescription and documentation errors.

* The 36-hourantibiotic review was not documented for ten neonates. This was attributed to patient
transfers. documentation errors and local trust policies allowing for clinical exceptions.

* Verbal information was provided to parents, but written information was not provided at all.

Globally, many hospitals rely on the Kaiser Permanente Neonatal Early-Onset Sepsis Calculator.

However, this neonatal unit follows the NICE guidelines on maternal risk factors and clinical indicators

for antibiotic treatment.* All neonates with suspected EONS were treated promptly based on clinical

suspicion, blood cultures and CRP, with empirical antibiotics preventing adverse outcomes.

* A limitation of this audit is not all neonates born over the two month period were reviewed,
potentially missing EONS cases where neonates with risk factors or clinical indicators did not receive
antibiotics.

Discussion
Improving communication to parents was
highlighted in the results. In accordance with
NICE guidance, providing written information
on EONS and late onset group B streptococcus
infection is essential to improve parental health
literacy on recognising neonatal infections
signs, alleviate parental anxiety and provide
support to parents.? Therefore, to improve
compliance, a cost-effective approach is to
implement a QR code linking to trust approved
patient information leaflets.

Recommendations

Although overall compliance with NICE
QS75 was satisfactory, a marked
improvement in communication with parents
is needed. Implementing a QR code will be a
simplified cost-effective way doctors can
provide parents with information for EONS.
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Multidisciplinary Input Improves the Management Outcomes of ITP in Pregnancy
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Introduction

The management of Immune
Thrombocytopenia (ITP) in pregnancy requires
a coordinated, multidisciplinary approach to
address both maternal and fetal risks.

The international consensus report published by
American Society of Hematology provides
recommendations on ITP diagnosis during
pregnancy, as well as recommendations for
management and delivery planning.!:

This audit retrospectively evaluates compliance
with these guidelines following introduction of
a joint obstetric and haematology clinic at a
secondary care hospital.

Methods

A retrospective audit was conducted at a single
secondary care hospital on 15 pregnant patients
diagnosed with ITP in 2023 and 2024.

Data collection included:

* Blood count monitoring

* High-risk anesthesiology referral

* Treatment offered

* Birth plan documentation

» Platelet count at delivery

» Estimated blood loss and transfusion need

» Specialist involvement per international
consensus report and NICE UK guideline
NG121.

Results

Maternal treatment (n = 15 pregnancies) was given to 4 patients who received prednisolone and 1 who
received IVIG. A birth plan was documented for 100% (7/7) of referred patients in 2024 but in 2023 only
for 62.5% (5/8) of referred patients. As per the international consensus key birth plan considerations
include: 1. Platelet count on admission in labour, 2. Treatment plan if platelets <50 x 10° or <20 x10°%L,
3. Guidance on use of fetal scalp monitoring, ventouse, forceps, 4. Cord blood platelet count, 5. Vitamin
K if maternal platelets <50 x 109, 6. Active third stage labour management, 7. Avoidance of NSAIDs if
platelets <100x 10°, 8. Thromboprophylaxis advice postpartum, 9. Tranexamic acid use postpartum, 10.
Consider NAIT if neonatal platelets <20 x 10°. Addressing these considerations improves birth plan
quality. Figure 1 compares these numbered standards for ITP management in pregnancy.
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Figure 1: Birth plan considerations
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Postpartum haemorrhage outcomes are shown in Table 1. Two of the patients with major PPH received
fresh frozen plasma with one patient also requiring red blood cell transfusion in addition.

Category Patients (n = 15)
Minor PPH (500-1000mL) 6
Blood loss <500 mL 6

Major PPH (>1000mL) 3

%

40%  7abie1: Postpartum
409, haemorrhage outcomes

20%

Conclusion

The total compliance for birth plan
documentation was 66.25%in 2023 and
86%in 2024.

Structured multidisciplinary collaboration is
essential for effective management of ITP in

pregnancy.

Care pathways with joint clinics between
haematology, obstetrics and other specialties
should be maintained or developed to
enhance guideline adherence and improve
maternal and neonatal outcomes.
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E-cigarettes as a safe alternative to tobacco smoking? A deep dive into Vape associated pneumothorax (VASP)
Saquib Navid Siddiqui, Lwin Paing, Shahnawaz Hashmi, Dinath Perera, Umair Falak

What was the aim of the study ?

% Are E-cigarettes really safer alternative to tobacco smoking?

Why is it important now ?

Number of people vaping is at an all-time high, with rise in vaping plateauing among young people (11-17 years old)
As per 2024 data!-

Is E-cigarette linked with pneumothorax?

iiﬁif 5.6 millions UK adults are current E-cigarette users ¢ 9o i Smokers who vape:
iiﬁif 11% of adult population in UK now vapes n 32% of current smokers also vape
iiﬂif 18% of youth aged 11-17have tried vaping

& .

Dual user:
39% of current vapers also smoke

‘¢ & Never smoker who vapes: according to UCL research
’m with an estimated one in seven 18 to 24-year-olds (14%)
adults who have never regularly smoked now vaping

‘What did we do and what did we find?

<+ Retrospective case series analysis (15 patients) was performed

Treatment Pathways

¢+ None had history of tobacco nor cannabis smoking. All
underwent CT Thorax which showed no lung parenchymal
abnormalities.

Demographic Profile of Patients with Vaping-related Pneumothorax

M Female mMale  Sex = 10 46% (7/15)
I 2] Sl
Median Age (ycars ) T — 22 Tho]‘acostonl}.' Surgical
4 intervention
Side of Pneumothorax =Le Right
Median Duration of vaping — ; Syr ysrs

(Fig.1) Number 0 5 10 15 20 25

Median resolution of Pneumothorax : 4 days

South Tees
Hospitals

MHS Foundation Trust

‘What do we think ?

Pathophysiology of vape associated Inhaled toxin ——| Potential alveolar damage
pneumothorax (VASP), suggested -
by Tsai M. et al, Ashraf et al as per

diagram (1)23

Disruption of visceral
mesothelial cells

Increasing Bleb formation Porous elastofibrotic layer
Breathing pattern airway pressure A
(Valsalva manoeuvre) »| Pneumothorax
while using vape Barotranma
to airways Diagram (1)

Does VASP cause more severe/refractory PTX compared to tobacco/cannabis smoking?

“+ 54% of our patients required surgical intervention as thoracostomy failed in resolution.

It begs the question if E-cigarette consumption causes more severe form of lung damage compared to
tobacco or cannabis smoking resulting in pneumothorax which can be refractory to medical intervention.

4
. If yes, then why? Concentration of tetrahydrocannabinol (THC) in e-cigarettes can exceed up to 30 times
than dried cannabis which might play a role here by exasperating above mentioned pathophysiology.

We wonder as if it plays a key role in developing more severe pneumothorax, refractory to healing with
thoracostomy despite being a healthy group of population with healthy lung parenchyma which ideally
should have healed more rapidly without requiring more complex surgical intervention

What impact our study will have?

<* We have found VASP can result in more severe form of spontaneous pneumothorax, refractory to
thoracostomy alone

** Therapeutic recommendation: symptomatic VASP can be initially treated with thoracostomy. If remains
refractory surgical intervention should be considered.

We need a better harm reduction strategy with further evidence-based approach on preventing
young people and non-smokers from taking up vaping alongside using it as an alternative to

tobacco smoking.
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Hypocalcaemia after Inpatient Injectables
for Hip Fracture
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mroduction \ High dose Injectable énclusion \

Lessons learnt from an ortho-geriatric rehab unit

: : Vit D? given

The Five Nath_nS CC_msenSUS (2023) 4.4% (n = 2) of patientsreceiving an IV
recommends inpatient IV zoledronate therapy post hip fracture developed
for secondary prevention after hip . severe hypocalcaemia. This risk was
fracture.’ Denosumab s an alternative Patient 1 43 Y 2.27 41.2 Zoledronate - likely to ;(z higherwhen receiving

if unable to receive bisphosphonates. denosumabcom

. pared to zoledronate
B - Patient2 41.9 Y 2.37 24 Denosumab [l R i

Post-ln.jectal?le 13 POCE IR0 hyperparathyroidism was the biggest
recogn.lsed s.|de effect of both _ risk factor for developing severe
theraples_,WIth severe hypocalcaemia hypocalcaemia postinjectables on our
reported in 2-3%.2% We have seen unit.

several of our own hypocalcaemia

cases recently; and designed this Results We recommend all ortho-geriatric
audit to identifyrisk factors in our 62.5% (n = 45) of patients received an inpatient IV patients with CKD and/orvitamin D
cohortof patients. / therapy. Zoledronate was preferred over denosumab deficiency to have an admission serum

(93.3% vs 6.7%). 10 patients developed PTH checked, irrespective of serum
hypocalcaemia (22.2%) - all were either vitamin D calcium. If raised, injectables should be
\ replete or had received high dose, rapid vitamin D used with caution (especially

Method loading priorto receiving the injectable. denosumab) and more frequent
Electronic records of 72 discharges monitoring ofserum calcium is

2 patients developed severe hypocalcaemia, requiring
IV calcium replacement; one patient had received
denosumab and one zoledronate. Both had a normal

over a 3-month period were reviewed
for patient demographics, admission
serum calcium, CrCl, PTH and vitamin

Qommended. /

D serum calcium on admission, but CKD was present. References
Both had significantly raised serum PTH (>20) priorto 1. Johansen A, Sahota O, DockeryF et al. Callto action: a five nations consensus on the use of intravenous
I E receiving the injectable, indicating secondary zoledronate after hip fracture. Age and Ageing 2023;52(9).
]

o hyperparathyroidism 2. SaadF, Gleason DM, Murray R et al. A randomized, placebo-controlled trial of zoledronic acid in patients with
denosumab prescriptions were hormone-refractory metastatic prostate carcinoma. Journalof the National Cancer Institute 2002;94(19):1458-
reviewed, along with post-injectable 68.

\Serum calcium. 3. Tsvetov G, Amitai O, ShochatT etal. Denosumab-induced hypocalcemia in patients with osteoporosis: canyou

know who will get low?. Osteoporosis international. 2020;31:655-65.




» Materials and method

» Sample size- 82

Oral betamethasone and tofacitinib both
ere effective in treatment alopecia areata
ith faster onset in oral mini pulse.

Chandrashekar BS, Koti VR, Chandu M et al.

Therapeutic potential of oral tofacitinib in

alopecia areata : a retrospective study. Int J
lack dots and broken hair in betamethasone group decreased by after 4 weeks Res Dermatol. 2024: 10 (6): 358-65.

hereas in tofacitinib group, after 8 weeks (p=0.013 . Ahuja R, Patel V, Jain A et al. Efficacy of
tofacitinib as an induction agent in severe

alopecia areata compared with oral
betamethasone weekly pulse. Clin Exp
Dermatol. 2024: 49(10): 1236-8.
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|dentification of Genetic Markers Associated with Cisplatin-Induced Toxicity

Using Public Genomic Databases
Suvam Banerjee MBBS, Burdwan Medical College and Hospital, West Bengal, India

. S, P

r

IntrOdUCtiGn 1| Gene Function Adjusted (. RESUItS
p-value
* Cisplatin is a commonly used TPMT Drug <0.05
chemotherapeutic agent, but its use is COMT gﬁ:;hmmm = 0.05 Genes related to drug metabolism
limited by toxicities like nephrotoxicity, metabolism (TPMT, COMT), DNA repair®
neurotoxicity, and ototoxicity. ERCC1 DNA repair < 0.05 (ERCC1, XPC), and oxidative stress
XPC DMNA repair = 0.05 )
S response (SOD2, NQO1) showed
. ; T v avai S0D2 Oxidat 0.05
This study utilizes publicly av 31'“]_11‘3 e 8 - significant differential expression
genomic and clinical data to identify i . . .
. . s response between high- and low-toxicity groups
genetic variants and differentially NQO1 Oxidative = 0.05 (adjusted p < 0.05)
expressed genes linked to cisplatin- stress ] p =55
induced toxicity for precision medicine. response )
. - ., DPYD and UGT1Al variants were
Methods Gene High- Low- more frequent in the high-toxicity
L ) _ Variant Toxicity Toxicity group (Tables 1 and 2). These suggest
Clinical and genomic data of patients Group (%) | Group (%) the potential utility of genetic markers
on Cisplatin-based chemotherapy were DPYD 30% 10% in guiding toxicity risk! and therapy.
obtained from TCGA and stratified UGT1A1 25% 8% Conclusions
i]].tu' lli.gh— and lﬂw—tnxj.l‘.it}’ gl'ul.lps Tabie Z. Muiaiion Freauwency in Migh- and Low- Toxiciity Grouos
based on adverse event severify>.
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Population-Specific DPYD Variants and Fluoropyrimidine Toxicity Risk: An Analysis Using

Introduction

Fluoropyrimidines like 5-FU and
capecitabine are widely used in cancer
treatment, but toxicity varies.

Genetic variants in DPYD, which
encodes the main FP-metabolizing
enzyme, influence toxicity risk.

This study analyses DPYD variant
frequencies across populations to
evaluate different FP-induced
toxicities!.

Methods

Allele frequencies of key DPYD
variants were analvzed wusing 1000
Genomes (Phase 3) and gnomAD
v2.1.1 data.

Populations included Indian (South
Asian), FEast Asian, and African
cohorts.

Chi-square and Fisher’s exact tests
were used to compare frequencies®.
Functional annotations were retrieved
from dbSNP and ClinVar.

Risk estimates were calculated using
Odds Ratios (OR) with 95%
Confidence Intervals (CT).

Public Genomic Databases
Suvam Banerjee MBBS?Y, Souvik Sengupta B TECH?

1. Burdwan Medical College and Hospital, West Bengal, India; 2. Academy of Technology, West Bengal, India

| DPYD Indian East African Reference
Variant (%) Asian (%) SNP (rsID)
| (%)
| DPYD*2A 0.05 0 0.1 rs3918290
| c.Z2846A=T | 0 0 Rare rs67376798
c.1236G=>A | 1.4 0 0.3 rs56038477
| (HapB3)
DPYD*13 0 0 Extremely | rs55886062
| rar
| ¢.85T=>C | 24.91 | 7.2 | 40.2 | rs1801265

Jable 1: DFYD Variant Frequencios ACross Populations

Population Odds Ratio 9594 Confidence
(OR) Interval (CI)

Indian 3.8 2.9 - 4.7

East Asian 1.2 0.9-1.5

African . 4.2 | 3.3 - 5.1

Table 2: Risk Estimates for FP-Rolated Toxicity
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Results

Differences were prominent in DPYD
variant frequencies across populations.

Varianis like ¢.85T=C were common in
Indiams (24.91%) and Africans
(40.2%), while others like DPYD*2A
and c.2846A~T were rare or absent®
(Table 1).

Carriers of risk alleles had a 3.5-4.2
fold increased risk of FP toxicity,
highlighting population-specific
vulnerability (Table 2).

Conclusions

DPYD variant patterns differ by
population.

Ethnicity-guided screening is
recommended before FP therapy.
Precision dosing may reduce toxicity in

Indians and Africans®.

More prospective studies are needed.
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Introduction

* Primary hyperparathyroidism is a relatively common endocrine condition, with
solitary parathyroid adenomas accounting for over 80% of cases.*?

* 10-22% of cases can be ectopic due to deviation of the parathyroid from the normal
pathway of embryological descent.!?

* Ectopic parathyroid adenomas can be difficult to localise preoperatively given the
variety of possible anatomical sites, posing challenges for surgical intervention.®*

Case report

Overview of case
We describe the case of a 68-year-old gentleman with persistent and refractory
primary hyperparathyroidism. He initially presented with recurrent calcium oxalate
renal stones and was managed conservatively with adequate hydration and vitamin D
supplementation. However, his Calcium levels continued to rise, and he was re-
reviewed by Endocrinology (see Table 1). Bone mineral densitometry showed
osteopenia (right femur T score —1.4).
Localisation
Ultrasound and four-dimensional computed tomography did not localise a parathyroid
adenoma. Parathyroid Scintigraphy with singlephoton emission computed
tomography/computed tomography (SPECT CT), found modest focal increased
paraoesophageal uptake, presumed at this time to be salivary activity.
Outcome
Three years after the initial referral, a repeat SPECT CT scan confirmed a 13mm left
paraoesophageal ectopic parathyroid adenoma at the level of the aortic arch (see
Fig.1). Surgical management was discussed, however due to the location of the
adenoma posing high surgical risk, a conservative approach was agreed by the patient.

Result Reference range
Serum adjusted Calcium (mmol/L) 2.88 2.20-2.60
Serum Phosphate (mmol/L) 0.68 0.80-1.50
Serum PTH (pmol/L) 27.8 2.0-8.5

Table 1: Biochemical analysis on re-referral to Endocrinology

Paraoesophageal ectopic parathyroid adenoma: an unusual case

Figure 1: NM Parathyroid Subtraction Scan
Tc/MIBI

Localise cause

v

Ultrasound neck

v

Sestamibi parathyroid

v v

Other imaging
modality e.g. SPECT
CT,PETCT

4-gland exploration

Figure 2: Diagnostic imaging workup of
parathyroid adenomas

Discussion

Ectopic parathyroid adenomas are an important cause of persistent and
refractory hyperparathyroidism.*

In our case, ultrasound and scintigraphy of the parathyroid did not
locate the ectopic adenoma, however a SPECT CT located the
mediastinal nodule successfully. SPECT CT combines the advantages of
anatomical and functional imaging and offers improved sensitivity for
localising ectopic parathyroid adenomas (see Fig.2).2 Given the location,
surgical management of ectopic lesions entails higher risk and requires
multispecialty collaboration.?3

Key messages

* The diagnosis and management of ectopic parathyroid adenomas
can be challenging and requires specialist multidisciplinary team
input.

* An ectopic location should be considered in patients with persistent
primary hyperparathyroidism without an identified cause on initial
imaging.

* SPECT CT should be considered where other imaging modalities
were unable to localise the lesion
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Introduction
Stroke is a leading cause of morbidity and mortality worldwide, and while commonly associated with older adults, it also affects younger individuals in their most productive years. In this population,
stroke is more likely to result in long-term disability than death, significantly impacting quality of life, employment, and independence. One important yet under-recognized cause of ischemic stroke
in young adults is cervico-cerebral arterial dissection, which accounts for up to 25% of cases. Vertebral artery dissection, in particular, may occur spontaneously or after minor trauma, and is
associated with risk factors such as migraine, smoking, hypertension, and recent infection.

Case Summary
A 38-year-old female with a background of migraines presented with a 2-

day' h‘lstory of right-sided stabbing headache, localized to forehead and Absent Right Tt Vorobral
occipital region. Vertabral e
> Associated factors: Facial numbness, photophobia, diplopia, dizziness, ft ebia ry

and balance issues. artery

» Riskfactors: 15 pack-year smoking history.

» Examination: No neurological deficits, with normal vital signs.

» Investigations: Blood tests, ECG, and CXR were normal, with a normal CT
head. However, MRI showed multiple small infarcts in the right
cerebellum. Aspirin 300mg was started.

» Furtherworkup: Including telemetry monitoring, thrombophilia
screening, and a bubble echo, were performed and were unremarkable.

» Day 2:While on telemetry, she developed atrial flutter, which was
treated with digitalization and anticoagulation. Her rhythm reverted to
normal sinus rhythm the next day.

» Day 6: She reported persistent neck and shoulder pain, and gabapentin

was initiated for pain control. /
» CT angiogram: Revealed aright vertebral artery occlusion, likely due to a L 7y
recent dissection. /

» Supportive management: Physiotherapy for balance and mobility, and
the smoking cessation team was involved due to her smoking history.

Learning points

» Young stroke patients may present with atypical symptoms, such as
headache, dizziness, and visual disturbance, complicating the diagnosis.

» Vertebral artery dissection should be considered in young individuals

with stroke. Reference 1 \“\‘

» Early imaging, including MRI and CT angiography, is essential for

diasnosing vascular events Vertebral artery dissection from etiopathogenesis to management therapy: a narrative review with 7 N
g g ; neuroimaging’s case illustration | The Egyptian Journal of Neurology. Psychiatry and Neurosurgery 4

» A multidisciplinary approach, including physiotherapy, and smoking
cessation, is vital in managing complex stroke cases.

| Full Text
Adams and Victor's Principles of Neurology (11t Edition)



Prolonged Survival in Metastatic Pancreatic Cancer: A Case of Multimodal Therapy
Trishtha Agarwal !, Kaandeeban Mohanraj > , Ananth Pai !

Kasturba Medical College, Manipal, India !, Meenakshi Mission Hospital and Research Centre, Madurai, India 2

INTRODUCTION o ______ DISCUSSION
ASIAN MALE

* This case demonstrates the potential of multimodal therapy to
* Pancreatic ductal adenocarcinoma (PDACs) encompasses

achieve complete pathological and metabolic remission in
metastatic PDAC.

Whipple surgery postponed
B due to RT-PCR POSITIVE FOR
> 85% of pancreatic cancers and represents one of the cov

most aggressive malignancies with poor prognosis with

the lowest survival rates of less than 5%. i e M,.,F.EEE:;.;,.,.. Unlike most case reports that achieve partial response or
%1 & TN oo survival without resection, this patient had curative-intent
¢ Liver metastasis is a common feature, present in over 50% Abdominalpain under | — R Y A o L | . surgery following a favourable response to neoadjuvant
a ’ T 1 o o o h
of patients at the time of diagnosis. l‘ ‘ €rapy.
() | Sancrearetsson | 5 join} ol [ NORMAL CANCERMARKERS |
+ Recent advances suggest that a multidisciplinary approach ekl o SBR_T targeted re_sidual disease, and chemotherapy was
integrating systemic chemotherapy, surgical resection and Joof Conbinusdpojecnsd ey nea
:zriz:i;aio:ziziz ;lezr;:?erapy T O m * This integrated approach resulted in over 2.5 years of disease-
T free survival, challenging the traditional outlook on metastatic
| R PDAC.
CASE PRESENTATION — L CoNmIReR
hzrwﬁm” SBRT to Liver s A A = s A A
We report a case of a 48-year-old male diagnosed with peiporal. peipaocreati D) * Median survival of Pancreatic cancer with liver metastasis is
biopsy confirmed pancreatic adenocarcinoma with liver less than 6 months.
metastasis. The patient received 6 cycles of Nab- paclitaxel [ 2o I _ _ _ -
and Gemcitabine, which resulted in significant tumor * This case illustrates how a personalized multidisciplinary
regression. After 8 weeks he underwent Whipple's approach can lead to prolong survival and possible cure in highly
pancreaticoduodenectomy. Postoperative PET imaging @ [CHEI“IDTHERAPY=I'Iab-PacIitaerandBemcitnbina) @ [ POSITRON EMISSION TOMOGRAPHY J selected patients. the life expectancy three times longer than
demonstrated a complete metabolic response (CMR), expected.
stereotactic body radiotherapy (SBRT) was advised by o [ YEARS SINCE DIAGNOSIS ] @ ( COMPUTED TOMOGRAPHY - ABDOMEN )
Radiation Oncology for residual oligometastatic liver lesions. BY ( suremr-whrries rroceoe ) * The integratim% of neoadjuvant chemotherapy, surgical resection
Three weeks postoperatively, the tumor markers showed and targeted radiotherapy proved to be a better approach than the
further decline leading to normalization and he was also x| [ SBRTTO L::[I:I:JST'L!’;:I:E:I;I'Y.Q,CTIC BODY J @ (  urasonockaphy - soonEn ) traditional approach.

further continued on chemotherapy. At 72 weeks following
the initiation of treatment, the patient achieved pathological

complete response with no radiological evidence of
OSSR Clinical Timeline of Multimodal Management in Metastatic Pancreatic Adenocarcinoma




Disparities In Melanoma Breslow Thickness At Diagnosis in North East London NHS|

Background

Intermational studies have observed inequalities in the stage of
diagnosis of melanoma. As this has not been sufficiently studied
in the UK, the purpose of thic study was to investigate whether
there are ape-related, gender, and ethnic disparities in the
diagnosis of melanoma by looking at the Breslow Thickness (BT)
at diagnosis in hospitals across @ E% Lomdon (NEL). To
assess whether these could be modified with the improvement
of patient awareness or general practitioners’ and/for
dermatologists’ resources.

Aim
To improve early detection and potentially improve disease-
spedfic outcomes in patients with melanoma In NEL.

Methods

Dr Yik Ting Chan (FY1)

Results
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Figure 1. Advance Melanoma among Figure 1. Advance Melanora distribiution in Ethnie Minarities

diffesrent athnic groups in &l hospitals

Discussion

Owur data showed that there are age-related, gender disparities and potential ethnic disparities at diagnosis for

patients with melanoma in the study groups. Howewver, the statistical significance of these finding is pending

further evaluation from the dermatology clinical team.

This study provides a comprehensive descniption of the variation of BT of melanoma at presentation among

different age groups, ethnic groups, and genders. Our results suggest that more emphasis is needed on promoting

Barts Health

NHS Trust

Majority of patients were diagnosed below the age of 70. The median age at
diagnosis was 61 years

Thicker melanoma and more advanced stages of the disease were more
commaonly seen in elderly patients compared to their younger counterparts.
(Table 1)

Number of melanoma cases in our study was approximately equally
distributed between males (47.3%) and females (52.7%).

The commonest site of melanoma in males and famales was the trunk
(43.9%) and lower limb (36.5%), respectively

Men were more likely to have advanced (BT>4) and ulcerated tumars at

diagnosis. (Table 2)

Patients were divided into White — British and Ethnic Minority groups which
includes all ethinic groups except the white Britizh group.

Owerall, 75 patients (15.5% ) had advanced melanoma (BT >4 mm), and 14
out of 75 (19%) patients were from ethnic minorities. (44% white- any other
white backeround, 21% in white Eastern European, 7% whité non-eastern
Eurapean, 14% Asian or Asian British, 14% other - any other ethnic group)
[Figure 1-2)
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ckin self-examination and enhancing awareness in high-risk populations to improve the outcome of melanoma.



Impact of PET-CT Reporting Delays and Incidental Extra-Thoracic Findings in Lung Cancer Diagnosis

Zaw Aung, Shantanu Kundu, Sameera Gamlath, Kareem Hussein, Elisa Smith, Kay Kyaw, Syed Mohammad, Muhammad Majid, Jonathan Bennett, Sanjay Agrawal, Rajini Sudhir;
Department of Respiratory Medicine, Glenfield Hospital, University Hospitals Leicester NHS Trust, Leicester, United Kingdom

Background . Resuts

PET-CT is pivotal in lung cancer diagnosis and
staging, uncovering thoracic and extra-thoracic
findings that guide MDT decisions.

Timely PET-CT reporting (<3 days) and
adherence to Getting It Right First Time
(GIRFT)’s 5-day turnaround time (TAT) are
crucial for meeting NHS England’'s Faster
Diagnosis Standard, ensuring streamlined
pathways.

Incidental extra-thoracic findings often
reveal critical pathologies, including
metastases, with major implications.

This study investigates PET-CT reporting,
PET-CT to MDT TATs, and predictors of
extra-thoracic malignancies to optimise
patient care strategies.

Aims & Method

To determine delays in lung cancer pathways
and assess incidental findings on PET-CT.

A retrospective analysis of 124 patients
referred to the local Lung MDT after PET-CT
scans (August—October 2024).

Excluded two patients (missing data) from
PET-CT reporting TAT analysis, and eight (pre-
reviewed cases) from PET-CT to MDT TAT
analysis.

Incidence and predictors of unexpected
extra-thoracic findings were analysed for all
patients using logistic regression.

Cohort Characteristics

Mean age: 69.3 years

Female: 52.4% (n=65)
Smokers: 83.9% (n=104)
History of cancer within 5 years:
22.6% (n=28)

Impact on MDT discussions:

Delays in 10.3% of cases (n=12)
Delayed cases:

-Mean PET-CT reporting TAT: 101.8
hours

-Mean PET-CT to MDT TAT: 10.58
days

Non-delayed cases:

-Mean PET-CT reporting TAT: 65.05

hours

-Mean PET-CT to MDT TAT: 7.38

days, p < 0.001

Incidental Extra-thoracic Findings

54.8% (n=68)

Gastrointestinal (21.7%, n=27),most
frequent site

Further investigations required: 29.8%
(n=37),

Confirmed malignancies: 15.3% (n=19)

Predictors of extra-thoracic
malignancies.

Male sex: OR =53.557,p=0.025
History of malignancy within 5 years:
OR =0.021,p=0.013

PET-CT TAT %

100 978
928
823
451
) 5 I I
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Fig.1.Bar chart showing the cumulative percentage of
PET-CT reports available within different turnaround time
(TAT) categories.

Fig.2. PET-CT in a 54-year-old man with
advanced COPD revealed incidental
colonic uptake. Subsequent colonoscopy
with polypectomy confirmed a tubular
adenoma.

The percentage of extra-thoracic incidental findings and proportion of

malignancy detected on PET-CT in Lung Cancer Care by anatomical location

incidental findings (%)

\-‘h"

& o
&

Anatomical Location

Fig.4.A graph displaying the percentage of incidental findings from
PET-CT to primarily investigate lung malignancy. Total findings for
anatomical location are displayed and compared to the incidental

findings that were found to be malignancy.
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Fig.3.Boxplot comparing PET-to-MDT  intervals

between-postponed cases.

MDT postponement was associated with a significantly
longer PET-to-MDT TAT(Mean:58 days vs 7.38 days;
Mann-Whitney U =5, p =.001).

Conclusion

High rates of incidental extra-thoracic findings, including
malignancies, and failure to meet GIRFT's TAT
recommendation underscore the need for strategies to
optimise pathways and achieve NHS Faster Diagnosis
goals in lung cancer.
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Introduction

Lung cancer screening primarily targets smokers, yet non-smokers
can develop lung cancer, often diagnosed late due to the lack of
screening.

This case presents identical twin sisters, lifelong non-smokers,
diagnosed within a year—one with squamous cell carcinoma
(SCC), who subsequently passed away, and the other with
synchronous bilateral lung adenocarcinomas and brain
metastases.

Both worked in retail with no known asbestos exposure.

This case underscores familial risk, the need for early detection,
and the potential expansion of screening criteria for high-risk non-
smokers.

Case Description

Twin 1

* In her 70s, lifelong non-smoker.

* Presented with cough and weight loss.

» Diagnosed with metastatic squamous cell carcinoma (T4 N2
M1c) involving the lung, thigh, and erector spinae muscles.

* Treated with chemotherapy and radiotherapy.

» Died approximately one year after diagnosis.

Twin 2

» Identical twin, lifelong non-smoker (minimal passive exposure).

* Presented with cough and dyspnoea months after her sister’s
diagnosis.

* Imaging: LUL 25 mm spiculated nodule and RUL subsolid
lesion; LUL lesion showed interval growth.

* LUL biopsy: Adenocarcinoma; RUL wedge resection:
Minimally invasive adenocarcinoma.

» Staging: Solitary 1 cm brain metastasis (T2a NO M1b).

* Treated with SRS and started on tepotinib for MET exon 14
skipping mutation.

Twin 2 (Adenocarcinoma)

SVUmax of 5.6

S

Figure 1.(A) Axial CT image of Twin 2 showing a spiculated solid
nodule in the left upper lobe(LUL) and a subsolid lesion in the right
upper lobe(RUL).(B) Corresponding PET-CT demonstrating
intense FDG uptake in the LUL lesion and moderate uptake in the
RUL lesion.

Timeline of Disease Progression and Screening Opportunity in Identical Twin Sisters
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Figure 2 : A schematic timeline illustrating the disease progression
and management of both twins.

Lung Cancer in Non-Smoking Identical Twin Sisters: Highlighting the Need for Reassessing Screening Strategies

Unlversltgfuospftals‘

Conclusion & Learning Points

0 Genetic Predisposition in Never-Smokers

» This case highlights a potential hereditary risk for lung cancer,
reinforcing the role of genetic factors.

U Limitations of Current Screening Criteria

* UK lung cancer screening primarily targets smokers, potentially
missing high-risk individuals with familial predisposition.

O Early Detection and Clinical Impact

» Earlier screening of the second twin could have enabled
curative intervention, underscoring the need to refine screening
for at-risk non-smokers.

O Future Screening Considerations

» Literature review shows most reported twin cases occurred in
smokers2.

» This rare case involving never-smoking identical twins
highlights the need for genetic studies to inform potential
expansion of lung cancer screening criteria.
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Precision medicine in type 2 diabetes:

targeting SGLT2-inhibitor treatment for kidney protection

TT Jansz*, KG Young, R Hopkins, AP McGovern, BM Shields, AT Hattersley, A Jones, ER Pearson, C Bingham, RA Oram, JM Dennis

*t.jansz@exeter.ac.uk

Introduction

SGLT2-inhibitors reduce the risk of kidney failure in people with type 2 diabetes.
It is unclear which people with type 2 diabetes and no or early-stage CKD have
clinically relevant kidney protection benefit from SGLT2-inhibitors.

Could this be predicted by a clinical risk score, analogous to QRISK for statins?

The model accurately predicts individual-level kidney protection
benefit from SGLT2-inhibitor treatment

Counterfactual absolute risk reduction (%)

estimated from observed data

—
13

1.0

0.5

o
o

0.0 0.5 1.0 1.5
Model-predicted absolute risk reduction (%)

Calibration:
Slope 1.10, 95%Cl 1.09-1.12

Discrimination:

C-statistic of CKD-PC risk score
0.68,95%Cl 0.67-0.69
(C-statistic of albuminuria:

0.60, 95%Cl 0.60-0.61;
C-statistic of CKD-PC risk score in
original validation study:

0.78 95%C1 0.77-0.79)

Clinical utility:

Using model predictions to target
the same proportion of the
population (17.9%) as a
>3mg/mmol albuminuria threshold
(currently recommended in
guidelines) would prevent over
10% more events over 3 years (253
vs 228), with decision curve
analysis showing superiority across
all levels of risk tolerance.

University
of Exeter

-

Methods

~

We developed and validated a prediction model for kidney protection benefit, integrating an
established risk score (CKD-PC risk score for kidney disease progression, i.e. 250% eGFR decline
or ESKD)! with the relative treatment effect from SGLT2-inhibitor trial meta-analysis (HR 0.62,

95%Cl 0.56-0.68)2.

Study population: routine primary care data (CPRD, 2013-2020) of 141,500 adults with type 2
diabetes, eGFR >60mL/min/1.73m?, normal or low-level albuminuria (<30mg/mmol), no
CVD/HF, who started SGLT2-inhibitors (34%) or comparator drugs DPP4-inhibitors/sulfonylureas

(66%).

N

1Diabetes Care. 2022 Jul 20;dc220698.

?Lancet. 2022 Nov 19; 400(10365): 1788-1801.

)

Prototype decision-support tool based on prediction model

If 100 people with this predicted risk take an SGLT2-

primary care data.

\

E . Requn’es rout”-le C||n|ca| 8888888888 inhibitor, over 3 years on average:
Q000000000 (5 i sy enon
37 fefaturfas only .  B0O0000000 O e . o even vy adoaen
: * Visualises personalised benefit OOOO0O0O0O0 S s et K e o 2 e o e
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* Applicable to UK practice O000O000000 -
[IZRZRY 1y the tool here! Q000000000 @ i ™
v the tool here! slel e 3 ion, even though they take 2 inhioi
Y 0000000000
Conclusions

Our model accurately predicts kidney protection benefit in people with
type 2 diabetes and early-stage/no CKD in external validation using UK

This enables individualised prescribing of SGLT2-inhibitors for kidney
\ protection, akin to statins for primary cardiovascular prevention. /
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BACKGROUND

To achieve over 90% compliance
with the NHS Lothian protocol for
management of musculoskeletal
(MSK) pain in frail elderly patients

Regular oral paracetamol

-
ot

Oxycodone MR/IR (regular
+PRN)

s 4
e

-l b

Number of patients who are prescribed

Appropriate use of Lidocaine 5% patch in Medicine of the Elderly (MOE) department

Royal Infirmary of Edinburgh
Dr Deepa Rangar, Dr Fizza Usman and Dr Effie Bourazopoulou
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Safety & Efficacy of the Medtronic MiniMed 780G For Glycemic Control: A Systematic Review & Meta
Analysis

Mariam Mehmood, Areeba; Ali, Shujaat; Aslam, M.Ammar; Rasheed, M. Hassan; Faizan M; Rasool, Minahil; Afzaal, Areeb
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Diabetes mellitus affects over 460 million people globally and remains a major cause
of morbidity and mortality. Type 1 diabetes (T1DM), which primarily impacts individuals
in high-income countries, presents ongoing challenges despite insulin therapy,
including glycemic variability and hypoglycemia. Advances in diabetes management,
such as continuous glucose monitoring (CGM) and automated insulin delivery
(AID) systems, have significantly improved glycemic control and reduced

complications.

Methods

To evaluate the safety and efficacy of
the Medtronic MiniMed™ 780G from
following metrics;

- Time in range (TIR)
« Time above range (TAR)
« Time below range (TBR)
+ Risk of Hypoglycemia
= Diabetic Ketoacidosis

A PRISMA-compliant systematic review
and meta-analysis were conducted using
PubMed, Embase, and the Cochrane
Library. Eligible studies were randomized
controlled trials (RCTSs), crossover, or pilot
trials comparing the MinilMed 780G with
other insulin delivery methods in type 1
diabetes. Non-English studies, reviews,
abstracts, and trials involving other AID
systems were excluded. Two reviewers
independently performed data extraction
and risk of bias assessment. A total of 3
RCTs involving 146 T1DM patients were
included.

Comparison of Glycemic Qutcomes: Medtronic 780G vs MDI

rh4A0

Participants (%)

Results

I

Our meta-analysis of three RCTs (146 participants) showed that the MiniMed 780G system significantly improved
glycemic control in type 1 diabetes. It reduced HbA1c by 1.21% and increased time-in-range (70-180 mg/dL) by
26.15%. & reducing time above range by 24.32% (>180 mg/dL) and 13.5% (>250 mg/dL). Reductions in time
below range were not significant. No severe adverse events were reported. These results suggest that the 780G
system effectively lowers hyperglycemia and improves glucose stability without increasing hypoglycemia risk.

-24.32%

Reduction in TAR
Cl: -18.62, -7.57, P: <0.00001

1.21%

Reduction in HbA1c
Cl:-1.67, -0.75, P < 0.00001

+26.15%

Improvement in TIR
Cl: 22 45, 29.85, P = 0.00001




POSTER ID= A6882865

LVON, B
.‘_\ﬂ' ”J'?.

-
4
Predictors of mortality during hospitalisation for Hyperosmolar Hyperglycaemic State ‘ A Y=
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+ Hyperosmolar Hyperglycaemic State (HHS) is a life-threatening Participants ) _ )
metabolic emergency of diabetes mellitus (DM), however, data on = 218 HHS episodes were identified, we observed a mortality rate during index - Ageand serum sodium at d'3£"ﬂ5'5 were th.E
mortality and predictors of inpatient death are scarce. admission of 16.1% (35/218 patients). stror.lge.gt pred.lctcrs of |r1pat|fant mortality in HHS.
- We developed a national surveillance system to monitor trends in Key predictors of mortality * Nosignificant inter-hospital differences were
HHS admissions and patient outcomes using the DEKODE (Digital . % | observed, suggesting institutional factors alone do
Evaluation of Ketosis and Other Diabetic Emergencies) model, 12 Ll L siioi p-value not influence outcomes.
« Evaluating institutional performance and guideline
AIMS Age 1.045 1.008 - 1.085 <.018 adherence may reveal critical gaps in HHS
di management, enabling the implementation of
u Determine key predictors of mortality and risk stratification for HHS 21 [T 1.068 1.003 -1.136 -038 targeted interventions to reduce variability in
care.
. i ] Urea 1.043 994 - 1.107 085 = Integrating age and sodium into risk stratification
" Assess the impact of biochemical markers on HHS outcomes del b v identification of high-risk
serum osmolality 985 955 - 1.017 360 MOGEIS may enable early identirication ot nigh-ris
patients and support timely, individualised care.
a Compare institutional variability in HHS outcomes Hospital B vs A (ref) 5175 580 - 456.178 141 \ y,
Table 1. Multivariable logistic regression analysis for HHS mortality. OR. odds ratio; 95% Cl, KEY POINTS
55% confidence intervals
METHODS f Recognising predictors of HHS mortality is crucial
Statistical Key predictors of mortality MNon-significant fackors | Institutional variability for identifying high-risk patients.
Ty K-—@ N ~,
S 15 . Serum sodium as a key biochemical predictor of
. - i i i i Demographics: [ : ] . S
218 HHS Univariate and - Demographics A_.ge_and sudlun_‘l at diagnosis were ograp G_dds Df mcrta_htyr Were I P ) S T TR e
episodes S - o ) ) significant predictors of mortality.  Gender, BMI, CCl higher in Hospital B . -
- 12 hospitals multnra_nate logistic | | @ Admission hiochemistry _ ) compared to Hospital A, may be essential when assessing treatment
- January 2021 — Fegression to ERm Institutional adherence 4.5% 4 for each additional year of Biochemistry: but not statistically response.
November 2024 | | identify key to HHS guidelines age (OR = 1.045, 95% Cl 1.008- G_IUEDEE’ PH, significant. L
mortality predictors 1.085, p = 0.018). Bicarbonate, REFERENCES
N Study Design (RN x__,x o ) S oz ] (OR =5.176, 1. ThomasL, et al. Future Healthc ). 2020 Feb;7:575-6.
fﬁfmf {fgae_ﬂi';];g'tg;ggﬁ”:ff&a_ Insulin required for HHS ~ 95% Cl 0.580-46.178, 2. Rengaraian LN, et al. Diabet Med. 2025 Feb 17:270004
\ 1136 D=0 EJEE] ! : resolution p=0.141). 3. Umpierrez GE, et al. Diabetes Care. 2024 Aug
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Identifying blind glaucoma patients with a semi-automated algorithm:

()\I()RI)

A cross-sectional survey revealing missed certification of visual impairment

AJ. Thirunavukarasu'?, N. Jain'?, H.C.Y. Yu'4, G. Nishimura'®, A. Tandon'®, H. Butt'*, R. Sanghera'?, R.R.A. Bourne'*

Background

« Blind (severaly sight impaired) patients are
eligible for social benefits but thess require
ophthalmologist referral for a certificate of
visual impairmant (CVT)

« Glaucoma is the most frequent cause of

irreversible blindness worldwide and in the LIK,

causing lots of these patients 10 requing
certification.

* Certification criteria are ambiguous and
subjective, and ophthalmologists frequently
disagree about eligibility

* Variability in judgement combined with
refiance on ophthalmologist referral leads to
inequity in the provision of care in the
community.

* A retrospective cross-sectional study was
undertaken of all glaucoma patients attending
a tertiary referral clinic over 12 months

+ A semi-automated algorithm using visual
acuity and perimeltry data was used to identify
CVi-eligible patients (Figure 1)

« A computed vision application (GFDC) was
developed to classify perimetry plots using
Hodapp-Parrish-Anderson critenia

* CVl-aligible patients were cross checked
against the ECLO register to quantify the rate
of missad registration.

« Missed patients were scrutinised 10 explore
potential reasons for lack of certification.

« Analysis and data visualisation wens
undertaken in R

Results

Chitis oo pafaerts e WA eoris T 06 iaghlhl,
Mmll-—pl o ety — e
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Figure 1| The semi-
asutomated algorithm
used o screen patients.

« Ot 5,620 individual patients scresned with the semi-automated algorithm (Figure 2), 919 were
classified as sight impaired, and 64 were classified as seversly sight impaired (blind).

= O the blind glavcoma patients, 7 (11%) were misclassified due to having a betler-seeing éye that
had not been tested (Figure 3; ‘extenuating circumstances’)

« 21 of 57 eligible glaucoma patients (37%) were unregisterad for a CVI.

« Reasons for missed registration (Figure 3) included administrative failure (24%), lack of consent
(10%), reversible visual impairment (19%), frailty and co-morbidity (71%), and mental health
diagnoses (38%)

Figure 3 | Sankey diagram depicting the risk factors for severs sight
impairmeant without CVI-registration. Multifactorial missed certificabon is
common, and the most commaon risk factors are frailty and co-morbidity.

£ o =+ W
M TR

Figure 2 | Patient flow chart depicting how the
cross-sechional siudy was undertaken. indial
SAMINEIraing SCNING was undartaken fo ickentify
the number of indhvidual patients thal attended
glaucoma clinics over a 12-maonth panod. Pre-
SCRMNING Wwias undertaken using stricl panimeltny and
visual acurly critena appded o the Deller-seang aye
Subsequen! SCreaning was undertaken using bas!
cormeched visual acuity and Hodapp-Parmsh-
Anderson classification [Tacilitated by GFDC) o
categonse patints as sight impansd or severely
sight impaired (blind). Blind patients wens
imvestigated further 10 vertfy CVi-registration and
axplong specific nasons for mMissed egisiration.

1) Oxford University Clinical Academic Graduate School, University of Oxford; 2) Cambridge Eye Research Centre, Cambridge Linhversity Hospitals NHS Foundation Trust; 3) Bedfordshine Hospital NHS
Foundation Trust; 4) University of New South Wales; 5) University of Cambridge School of Clinkcal Madicine, University of Cambeidge; 6) Vision and Eye Ressarch Institute, Anglia Ruskin Uinhersity

Conclusions

* Many blind glaucoma patients are not CVI-
registenad, implying under-provision of support
in the community.

* Reasons for missed registration may include
co-morbidity (especially frailty and mental
health diagnoses). administrative failure, and
the inherent subjectivity of referral criteria.

+ An objective algorithm using visual acuity and
perimetry parameters can identify blind
glaucoma patients without generating false
positive results.

« Automated screening could prompt
ophthalmologists to consider CVl-referral or
act as an additsonal referral mechanism

* Improving the provision of certification could
reduce the observed inequity in social support
received by eligible glascoma patents.

« Potential resaarch applications include cohort
identification for clinical trial recruitment and
observational research.

« The Glaucoma Field Defect Analyser is free to
usa for interestad clnicians and ressarchers
[details below)

Web Application Details

The code s frealy available
for clinicians and researchers
o use at langer scake (via
hitps.//gtac. app). and Arun
Thirurviusarasg

(205G cantab.ac.uk) is
happy 10 advise on Set-up
and troublashooting
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THE NATIONAL CAPSULE AUDIT OF CCE POLYP SIZING SYSTEM — CAP ACCESS STUDY

lan lo Lei, Hussain Ibrahim, Ruari Jardine, Anastasios Koulaouzidis;, Ramesh P. Arasaradnam, CAP ACCESS

study group
Background:

f Following the introduction of colon capsule endoscopy (CCE)-in the NHS England pilot
study across England, colon capsules have been increasingly recognised as an
alternative diagnostic modality for lower Gl investigations.

. With the increasing number of colon capsule endoscopy procedures, subsequent
post-CCE referrals/for optical endoscopy (Colonoscopy or flexible sigmoidoscopy) also
rockets up. Thereferral criteria for lower Gl optical endoscopy are based on the
identified.polyps' size, number and locations.

. Therefore;the accuracy of polyp detection, size/measurement and characterisation
by CCE is critical to avoid subsequent unnecessary lower Gl-optical endoscopies.

Aim:

To compare the size, number, and location of polyps identified on CCE compared with lower Gl
optical endoscopy (OE) and histopathology (HP).

Compare polyp prevalence and the regional datasets’between Highland and England.

Results:

- 2.5mm size overestimation compared-to HP and a 2.7mm overestimation compared to OE.

. 17.3% of further OE could be deferred if the CCE polyp sizing system is more accurate.

. Highland has a higher further procedure rate, incomplete procedure and higher flexible
sigmoidoscopy rate.

. Overall per-polyp sensitivity = 80.3%. >9mm = 95.2% while <6mm = 62.9%

% of matched

polyps between
CCE and OD

% of patients
had subsequent
colonoscopy

% of patients
had subsequent
Flexi. Sig.

45% (30 out of 66
polyps in total)

Size(CCE)-size (HP) (mm)
95% Cl
25 28 23

N polyp

pairs Mean p value

<0.001

Size (mm)
Total 758

30% (29 out of 96
patients)

Size<6

(Tier 1) 201

6=<size<1
17% (16 out of 96 0 (Tier 2) 282
patients)

0.025 0.3 -0.27 0.87

19 22 16 <0.001

Size>10

(Teir 3) 275 50 56 45

<0.001

Methods:

No. of centre:

Period:

Study type:

Total no. of CCEs
screened

Method of pairing

Polyp sizes
measurement

The Polyp size was

then compared
between CCE, OE

and HP

CCE to colonoscopy
referral

Size (CCE) - Size (OE) (mm)

Mean 95% CI
27 29 24

0.47 0.09 0.86

25 27 22

43 49 3.7

p value
<0.001

0.015

<0.001

<0.001

12 hospitals

20 months (June 2021 —June
2023)

Retrospective audit

1265 cases

Paired by local team and CCE
clinicians based on the location,
size, and morphology of the
polyp in the CCE video and
Optical endoscopy reports.

Recorded from GP referrals,
endoscopy and histology reports

Sizeccg Vs Sizege
Sizeccg Vs Sizeyp
Sizegg Vs Sizeyp

NHS England Criteria (Tierl —
Tier 4)
ESGE crtieria

Size (OE) - Size (HP) (mm)
Mean 95% CI
-0.13 0.09 -0.35

p value
0.579
-0.72 -0.44 -1.0 <0.001
-0.53 -0.24-0.82  0.017

0.71 1.2 0.25 0.125

ACCESS

Table 1. Comparison between NHS Highland and England:
Summary of CR, OE conversion, reasons for OE conversion,

and duration between CCE and OE.
Overall NHS Highland ~ NHS England P value

(N=12) (N=1) (N=11) (X2 Test)

England vs
Highland

Total number of patients 2508 1398 (55.7%) 1112 (44.3%)

Number of further procedures 1264 (50.4%) 729 (52.1%) 535 (48.2%) 0.051

Indications for further procedures
Incomplete CCE procedure
(not able to fully inspect the

whole colon including poor
bowel preparation)

433 (17.2%) 253(18.1%) 180 (16.2%)

810 (32.2%)
167 (6.7%)

461 (33.0%)
101(7.2%)

349 (31.4%) 0.944
66 (5.9%) 0.228

Polypectomy

Both (Incomplete procedure +

polypectomy)

Suspected IBD 13 (0.1%)

Suspected Malignancy 5 (0.3%)

*Other 6(0.2%)
1 (<0.1%)

717 (28.6%)

525 (20.9%)

9 (0.6%)
5 (0.4%)
0(0.0%)
0(0.0%)
388 (27.8%)
344 (24.6%)

4(0.4%) 0.480
0(0.0%) 0.341
6 (0.5%) -
1(0.1%) -
329 (29.5%) 0.332
181 (16.3%) <0.001

Technical failure
No. of colonoscopies
No. of flexible sigmoidoscopies

No. of CTCs 4(0.2%)
Histology confirmed CRCs 12 (0.5%)
Significant polyps 1108

2(0.1%)
8(0.6%)
778 (69.6%)

2 (0.4%) -
4(0.36%) 0.631
330 (29.5%)

Duration from CCE to OE (NHS England only n=444)

Median days Range

NHS England Urgent OE 31 (4-308)
NHS England Routine OE 51 (8-642)
4 confirmed cancer cases 28 (11-78)
Overall duration (urgent and routine) 38

*Other factors for further investigations included incidental small bowel tumour, normal CCE, and unclear fitness for
further endoscopy.

Conclusion:

The current polyp sizing system in CCE tends to overestimate
polyp dimensions, which results in unnecessary follow-up
procedures that could otherwise be deferred. Future
integration of Al has the potential to enhance the accuracy
of polyp size estimation, thereby improving both cost-
effectiveness and reducing the rate of reinvestigations.

[NHS|

University Hospitals
Coventry and Warwickshire

NHS s

Highland m Chostorfiald

Northern Care Allia l{rg::::‘ta (n"i:gli
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. - Comorbidity-Driven COPD Outcomes: The Urgent Need for Full
BTl Hasmltsls Optimization by Respiratory Physicians NHS poss

Guy's and St Thomas'  Royal Brompton & Harefield

NHS Foundation Trust NHS Foundation Trust

Dr Sobia Chaudhary MBBS, MD; Dr Sundeep Kaul MBCHB, PhD, FRCP

Department of Respiratory Medicine, Harefield Hospital, GSTT

Background: Results: Key Findings:

COPD is a leading cause of morbidity and Comorbidity Prevalence (n=500) Over 85% of COPD patients have at least one

mortality globally and in the UK, with most Osteoporosis: 28% comorbidity; 22% have five or more.

patients experiencing multiple comorbidities. Ischemic Heart Disease (IHD): 21% Comorbidities significantly worsen outcomes,
Gastroesophageal Reflux Disease (GERD): 20% including increased hospitalisations and

Common comorbidities like GERD, osteoporosis, Bronchiectasis: 16% mortality.

pulmonary hypertension, bronchiectasis, and Pulmonary Hypertension (PH): 4%

ischemic heart disease are often underdiagnosed Other/None: 11% . .

and undertreated, increasing risk of Conclusion & Recommendations:

hospitalisation and mortality. Critical gaps exist in the recognition and

management of COPD comorbidities.
Study Design: Othersitione (11%) R Urgent need for:

Early diagnosis and targeted management of

Retrospective cohort of 500 COPD patients (>60 s
. . key comorbidities.
years, confirmed by spirometry). . . e L
s . Integration of cardiopulmonary rehabilitation.
Data: comorbidities, exacerbation frequency, e ...
L . . Multidisciplinary, holistic care models to
hospitalisations, mortality. GERD (20%) 200

improve quality of life and reduce mortality.

4.0% 21.0%

16.0%
Pulmonary Hypertension (4%) Ischemic Heart Disease (21%)

Bronchiectasis (16%)



Why Reinvestigation Rates Matter in Colon Capsule Endoscopy — A Systematic Review
and Meta-Analysis

lan lo Lei, Alexandra Agache, Alexander Robertson, Camilla Thorndal, Ulrik Deding, Ramesh Arasaradnam, Anastasios Koulaouzidis

Symptomatic

Background: Patients
. CCE - Alternative modality to visualise the colon compared o opfical \ll

endoscopy (OE) and CT colonography (CTC)

Colon Capsule Colonoscopy

«  Factors that lead to follow-up colonoscopy include: %ﬂﬂm Endoscopy o
. Poor bowel preparation No KPI yet
. Pathology for biopsies and polypectomy . F‘)' ’ﬂg&)‘::;g " )
+  Battery exhaustion before excretion - ' k l//S j'ﬁ PillCam [//s -
= &4 |
NHS England/ESGE \ v 3

. Further colonoscopies cause:

. Reduce cost-effectiveness Colonoscopy Referral

o | ncrease C02 emISSIon Guidelines p KPI from Royal College of Pooled further 10% Inadequate preparation
g ' R . Radiology (UK): investigations rate =

. Patients’ discomfort due to repeated bowel preparation <25% 41% 5% incomplete caccal

intubation rate
further endoscopy rate

Aim of this Systematic review and meta-analysis: Study Events Total Proportion  95%-Cl Weight
To evaluate follow-up endoscopy rates and identify factors influencing these CeE-mCeE2 w6 63 076 104088 56% Results:
rates to support the effective implementation of CCE Deding 202t s 2% § 983 {833 gsg} el aEESS
Adler 2013 10 41 i 024 [012:040] 54% » Pooled overall FER = 0.41 with 12= 93.6.
¢ = Benech 2021 280 689 041 [0.37,044]  6.1% ;
Method: il erature search MacLeod 2021 318 509 : 062 [0.58;067] 6.1% + CCE2>CCEI in FER: 0.48 (95% CI: 0.39-0.57) vs 0.27
S Deding 2020 2 97 : 0.33 [0.24:043] 57%
Studies included: Medine: 951 K;ijlzlgzma 103 180 i 057 Eo.so; 0.65} 5.9% (95% Cl: 0.22-0.32)
PubMed Gartrat 460 Ohmiya 2018 17 319 : 037 [0.31:042] 6.0% . :
« prompted by ol e, 2548 Pioche 2018 14 19 : 0.74 [0.49;0.91]  4.6% + Substantial heterogeneity
incomplete , Spada 2015 2 o il 025 017,05 5% For 280% adequate bowel cleansing, FER = 0.28 (95%
pada . .17; 0. .8% . 2 , = .
rocedUreS oor Random effects model 1152 2389 g 0.47 [0.37; 0.57] 68.2% N b q g °
P P : Heterogeneity: /2 = 94.4%, = 0,0291, p < 0.0001 i Cl: 0.22-0.33).
bOW6| Duplicates excluded: 1511
eoarafio. ] CCE = CCE1 f + Meta-regression identified indication, completion
Uriaue reforen Triantafyllou 2014 2w 75— 031 [0.21;042] 5.6% q
P pd ; : e s ot O 030 Basoan otx rate, and bowel cleansing adequacy as key
any e ec e relovant papers exciuded Groth 2012 2 9 0.24 [0.16;0.35] 5,&3:/0 contributors to FER.
astrointestinal after title and abstract Spada 2011 8 46 —@— ! 0.17 [0.08;0.31]  5.6%
g ccreening: 2405 Triantafyllou 2009 4 12 —-— 0.33 [0.10:065] 3.7% b vsi led tatistically signifi t
pathology in the T Herrerias-Gutierrez 2011 44 144 . 031 [0.23;0.39]  5.9% udgroup analysis revealeda no stafistically signirican
termincliicIE RS e R o o 00008 poize0 027 [0.22;0.32] 31.8% differences across specific indications.
Excluded H
colon. Underwent both colonoscopy and Random effects model 1263 2790 —— 0.41 [0.33; 0.49] 100.0%

Prediction interval ————————— [0.04; 0.78] M
Heterogeneity: /2 = 93.9%, % = 0.0283, p < 0.0001 i o
02 04 06 08 This study revealed a significant follow-up endoscopy rate for CCE.

CCE Reil tigation Rat . ora q g

cinvestigation Tate To enhance the reliability, cost-effectiveness, and environmental
sustainability of CCE, further research is needed to reduce CCE
follow-up endoscopy rates.

B *  Systematic Review paper: 5
® Aﬂ y a | INnica | Hand search paper through *  Lackof data for data synthesis: 5
. d T f reference tracking: 1 . g‘ppdsr Gl t;Jathlulggles: 2
. udy protocol:
Inai C O I O n O r . Lack of subsequent colonoscopy: 3

» Study with a
minimum of 10
cases

Studies included:
19

Test for subgroup differences: Q = 15.41, df = 1, p < 0.0001




Inter and Intra-observer Variability in Bowel Preparation Scoring for Colon Capsule Endoscopy: Impact of Al-Assisted Assessment
lan lo Lei, Daniel Gaya, Alexander Robertson, Benedicte Schelde-Olesen5, Alice Mapiye, Anirudh Bhandare, Chander Shekhar, Ursula Valentiner, Christos Konstantakis, Pere Gilabert, Pablo Laiz, Santi Segui, Nicholas Parsons,
Cristiana Huhulea, Hagen Wenzek, Elizabeth White, Anastasios Koulaouzidis, Ramesh P. Arasaradnam

Introduction:

Colon capsule endoscopy (CCE) is a non-invasive modality for mucosal
assessment of the colon with pan-enteric visualisation capabilities. Most
Al solutions currently focus on highlighting only the frames of interest,
allowing readers to bypass large portions of the CCE recording. However,
this efficiency introduces a paradox.

By skipping large portions of the video, readers can no longer directly
assess the overall quality of bowel cleansing. Moreover, bowel cleansing
assessment is inherently subjective.

Aims:

To evaluate differences in bowel cleansing assessment between the Al-
assisted and standard arms among readers with varying experience
levels in CCE interpretation.

The secondary objective was to evaluate both the interobserver and
intraobserver variability by comparing standard and Al-assisted readings
of the same CCE videos, following a washout period to minimise recall
bias. This study also assessed the interobserver agreement between the
two available scores: Leighton-Rex and CC-CLEAR scores.

Methods:

25 completed CCE videos were pseudonymised and randomly selected from
673 videos from the CESCAIL study. 9 CCE readers with varying level of
experience assess the bowel cleansing score using both standard read and
Al-assisted read with a minimum of 8 weeks' intermission.

(Experienced reader was defined by >500 CCE lifetime reads)

Manual Evaluation
using Leighton-Rex

Interobserver variability
(Fleiss’ Keppa/ICC)

9 CCE

readers

Standard Read
Manual Evaluation
using CC-CLEAR

25 completed
CCE videos
1
| 8-24 weeks intermission |
1 CCE reader
dropped out
8 CCE
readers
Al-assisted Read

Figure 1: Study flowchart

Interobserver variability
—

(Fleiss’ Keppa/ICC)

I'

Weighted Cohen’s
Kappa (Intraobserver
agreement)

Paired t-test AND
Paired Two One-Side Tests
(TOST)

Al-assisted
Evaluation using
CC-CLEAR

Interobserver variability

(Fleiss’ Keppa)

Bowel cleansing Al algorithm:

It uses TransUNet architecture trained to detect intraluminal content
in capsule frames, relies on binary patch-level labels “clean” or “dirty”,
rather than full-frame manual segmentation (16). Cleanliness is
calculated on a frame-by-frame basis by quantifying the proportion
of visible mucosa. This information is then summarised in a timeline
plot, illustrating fluctuations in bowel cleanliness throughout the
capsule examination. From this continuous analysis, the algorithm
extracts features aligned with CC-CLEAR thresholds and classifies
video segments into corresponding cleanliness categories (scores 0-

3)

s1:1187

o)
010914

01:15:21 - 0.29%

Top worst from
Ascending Colon

02:13:52 - 21.81% 02:40:49 - 26.56%

rs

03:22:25 - 30.0% 04:29:13 - 30.93%

02:07:58 - 17.92% 02:13:59 - 26.84%

Top worst from
Wansverse Colon

04:34:33 - 8.17% 04:33:31 - 22,02% 04:36:01 - 35.46% 04:31:12 - 36.89%

Top worst from
Descending Colon

Figure 2: Al output for assisted bowel cleansing assessment

Table 2: Intra-observer agreement within the same reader comparing Standard vs
Al-assisted read using ICC and weighted Cohen’s Kappa

CEELITAGE:) CCE ICC (95%Cl) Weighted Cohen’s P value
- readers Kappa (k)

Reader1  0.77(0.68-0.84)  0.316 <0.001
Reader2  0.90(0.85-0.93)  0.321 <0.001
Reader3  0.81(0.73-0.87)  0.338 <0.001
Reader4  0.78(0.69-0.85)  0.352 <0.001
Reader5  0.69(0.57-0.78)  0.109 0.004
Reader6  0.21(0.02-0.39)  -0.007 0.771
Reader7  0.03(-0.16-0.23) -0.031 0.178
Reader8  0.80(0.72-0.86)  -0.023 0.796

Results:

For the Leighton Rex scores, interobserver agreement was poor, with a
Fleiss’ Kappa of 0.15, and moderate agreement on ICC (0.55). In
contrast, the CC-CLEAR score showed fair agreement with Fleiss’ Kappa
of 0.27 and excellent agreement by ICC (0.90).

Experienced readers maintained higher interobserver agreement (Fleiss’
Kappa: 0.41, ICC: 0.87) compared to less experienced readers (Fleiss'
Kappa: 0.15, ICC: 0.56).

Al-assisted scoring did not enhance interobserver agreement and may
have reduced scoring consistency, particularly among less experienced
readers.

Intraobserver agreement, assessed by comparing each reader’s
standard and Al-assisted scores, was excellent among all experienced
readers. In contrast, half of the less experienced readers demonstrated
poor or no agreement. These patterns were consistent across both
intraclass correlation coefficients (ICC) and weighted Cohen'’s kappa (k)
metrics.

Table 1: Summary of the interobserver Agreement of both Standard Read and Al-assisted

Interobserver Agreement — Standard Read

Readers (n=9) Fleiss Boostrapped ICC Bootstrapped
Kappa ICC (95%Cl)
Fleiss Kappa (95%Cl)

Leighton Rex (all) 0.15 0.15(0.11-0.18) 0.55 0.55(0.48-0.62)
Experienced 0.18 0.18 (0.13-0.24) 0.60 0.60 (0.54-0.67)
readers
Less experienced KV 0.12 (0.06-0.18) 0.54 0.53 (0.46-0.63)
readers

CC-Clear (all) 0.27 0.27(0.23-0.30) 0.90 0.90 (0.86-0.92)
Experienced 0.29 0.29 (0.24-0.25) 0.90 0.90 (0.87-0.92)
readers
Less experienced P2} 0.24(0.18-0.29) 0.88 0.88(0.83-0.91)
readers

Interobserver Agreement — Al assisted Read

CC-Clear (n=8) 0.27 0.14(0.10-0.11) 0.69 0.59 (0.49-0.67)
Experienced 0.41 0.27(0.21-0.33) 0.87 0.68 (0.60-0.75)
readers
Less experienced [ONE] -0.034 (0.079-0.004) 0.56 0.51(0.35-0.63)

readers

Conclusion:

Interobserver agreement was fair across both standard and Al-assisted
readings, with no overall improvement observed in the Al-assisted group.
Notably, agreement worsened among less experienced readers using Al
assistance.
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Introduction

Chronic obstructive pulmonary disease (COPD)
is one of the leading causes of death worldwide.
Many patients with acute COPD exacerbations
need intensive care.

The relationship between COPD  and
cardiovascular discases (CVD) 15 well
established, with many studies confirming

comorbidities leading to poor prognosis.

 The role of cardiac dysfunction in increasing the
mortality rate (between 30% and 60%) in COPD
individuals is known to be linked to advancing
age as well as long-term disabilities and theretore
a tremendous burden on the society.
This systematic review & meta-analysis was
designed to understand whether existing cardiac
biomarkers can help predict all-causing
mortality in AECOPD patients

Methodology

PubMed and Web of Science were searched using
“Exacerbated COPD, cardiovascular (CVD) events
“cardiovascular mortality, CAD, MI, & HF" and
cardiac/inflammatory biomarkers (Troponin (Tn),
B-Type Natriuretic Peptide (NT-BNP), and C-
Reactive Protein (CRP))”

Analyses were conducted using Comprehensive
Meta-Analysis  Cochrane's Review  Manager
(RevMan).

Results
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Enhancing Personalized Care in COPD Exacerbation: Role of Cardiac/inflammatory Biomarkers University of UH
Pouria Khashayar, Patricia Khashayar, Keneth Spearpoint, Manivannan Srinivasan, Thida Win Hertfordshire
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Results

Cardiac Tn 'from 18% to 73% was reported in 51% (95% CI
48%-53%) AECOPD patients and related to all-cause
mortality J(OR 1.68; 95% C1 1.42-1.99; 12 42%).

NT-proBNP Iwas significantly linked with all-

cause mortalityI(OR 4.27;: 95% CI 2.61-6.97;
12 9%).

No study has been done regarding the CRP and its association

with all cause mortality yet.

Conclusion

Incorporation of cardiac and inflammatory biomarkers into
AECOPD management improves patient stratification and
personalized discase management, providing targeted
interventions: pharmacological therapy & pulmonary
rehabilitation.

"N

Early identification of high-risk patients can survival rates'.
hospital stayland re-admission ratel and combined burden
of COPD and CVD on the healthcare systems and society.




o Non-Alcoholic Fatty Liver Disease (NAFLD) was renamed Metabolic
Dysfunction-Associated Steatotic Liver Disease (MASLD) [11,

o ltisa chronic liver disease that is caused by a build-up of fat
(steatosis), independent of alcohol intake!2,

o Losing 5-10% of body weight has been shown to reduce liver
steatosist3l.

o Therefore, lifestyle modifications through diet and exercise are
recommended to improve outcomes.

v To assess the impact of diet, exercise and diet and exercise
combined on BMI, HFC and liver stiffness in patients with MASLD.

o PRISMA 2020 guidelines used to report this systematic review and
meta-analysis, Fig 1.

oPubMed, MEDLINE, SCOPUS and EMBASE were searched
on the 15t of October 2024.

olnclusion criteria applied:

>18 years old, MASLD or NAFLD diagnosed, RCTs, peer-
reviewed, full text and one of the outcomes measured:
BMI, HFC, Liver stiffness, liver enzymes and HbA1C.

Random-effects DerSimonian-Laird model

Rscomiaidentied hom Records removed before
MED (0=170) [ e n trom:
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Fig 1. PRISMA flow chart.
Barse - Comal toandi.  weight Liver Stfness (\Pa)  Exercise ontrol Meandil.  Weight
on n_Mesn = = — Study Wewr Do Memn D With95% 1 (%)
52 20 200 43 - oi0(-221, 241 1190 ‘Reroblc
7z e sz e 1001587, 3871 270 Curci2023 688 271 25 704 42 22 e 016( 220, 197 661
6 5 w2 [ cco(aes ssm om N
267 12 ate 10 15 e 1101416, 1961 669 Heterogenelly: 1= 0,00, = %, He = ——— 016229, 197)
4510 a5 sa o e 220(-615. 175 411 Testof 8, 8; Q(0)=-0.00,p =
208 20 2070 411 31 o 1421909, 025 2008 Tostof 0= 0:2=-0.15,p =088
460 25 2212 s11 22 —al- Sraen tes 16
614 16 330, e 2os(-204 cez ax
0 -0,00, 1= 0.00%, 1" = 1.00 - 086 [-1.08, 0.17] Resistance
Jaferikhah 2023 742 77 8 818 36 8 - 0.76[-135, -017] 8678
Heterogeneily: = 0.00, 1= %, Hi = - -0.761-1.35, -0.17]
Tostof 8,26:Q(0)=000,p=
satarknan 202 %002 397 8 3316 110 8 —a—| a14(-000, 020 709 Tostof 8.2 0: 2=-2.53,p = 001
2673 ae1 a1 2673 411 a1 ES 000198, 109 1728
072 304 o 3246 388 & —ol— 174l 560, 220 412
- 198,12 39.55%, 10 1,05 < 38 ( 341, 0701 Combined
Testof 0,-6:0@2) =331.p=0.19 Curci2023 639 238 23 704 462 22  —————— -065(276, 148 661
z=-129.p=020 Hetorogeneity: = 0,00, = %, He= 065275, 1.48]
Testof 6,8 Q(0) =0.00,p =
sa1 —a| 202(-4s0. 020 000 Testof 0= 0:2=-0.60,p =055
e ‘2021460, 0241
Overall - 071(-1.26, -0.16]
Heterogeneily: T = 000, I = 0.00%,H = 1.00
¢ re7ier. 02m Tostof 6,=6; Q2) =0.29,p =0.87
Testof 0= 0:2=-2.55,p =001
Tost of group iferences: 0,(2) = 029, p = 0.57
o5 T T + 2 2

oData extracted were: BMI, HFC (%) and liver stiffness
(kPa).

oSTATA used to apply DerSimonian and Laird random
effects model for meta-analysis.

oCochrane Risk of Bias Tool used to assess RCT quality.

Fig 2. Forest plot on the effects of exercise on BMI.

Fig 3. Forest plot on the effects of exercise on liver

Random-effects DerSimonian—Laird model

stiffness.
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Fig 4. Forest plot on the effects of exercise on HFC (%).

Forty RCTs were included for review with 18 focusing on diet, 11 on
exercise and 11 on both.

o ROB assessment showed that 62.5% were low risk, 12.5% high and
25% of some concern.

o Exercise proved to be effective and statistically significant on all
outcomes, as visualised in Fig. 2-4. Fig 2. Shows an MD of -1.07 [-
1.87,-0.27]. Fig 3. Shows an MD of -0.71 [-1.26, -0.16]. Fig 4. shows
an MD of -4.47 [-8.10, -0.84].

o A combination of dietary changes and exercise does not seem to

have a positive outcome on any of the parameters, which is most

likely related to limited study data.

In conclusion, diet and exercise both proved to be effective in
improving liver stiffness and HFC in patients with MASLD.

o 30-60 minutes of aerobic exercise 3-5 times a week provided the
greatest effect.

o Mediterranean and low-calorie diets of at least 500kcal reduction
per day also proved effective.

o Future work should focus on longer intervention durations and find
techniques that can improve adherence to interventions.
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' Guillain-Barré Syndrome (GBS) is a common cause of acute ‘

INTRODUCTION

flaccid paralysis, seen across all ages but more frequently in
the elderly. Around one-third of cases may involve
respiratory failure, often indicating severe disease. GBS is
usually preceded by gastrointestinal or respiratory
infections, with organisms like Campylobacter jejuni,
Epstein-Barr virus, and influenza commonly implicated. It
has also been associated with certain vaccinations. We
present a rare case of a man in his sixties who developed
bilateral lower limb weakness and was diagnosed with GBS
following a tetanus vaccination after a dog bite. The clinical
pattern was similar to GBS triggered by infection.

® METHOD

N N

" Aman in his late sixties developed bilateral lower limb

weakness, upper limb tingling, and breathing difficulty
two weeks after a tetanus vaccine given post—dog bite.
Exam showed proximal weakness and areflexia. CSF
analysis revealed raised protein and IgG. He received IV
immunoglobulin; infection and antibody tests were
negative. EMG showed sensory and motor abnormalities.
CT ruled out malignancy, and symptoms improved with
physiotherapy.
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~ Graillain-Barre Syndrome
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Tetanus Vaccination
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DISCUSSION

is case featured a man with progressive weakness,
areflexia, and albumin-cytologic dissociation, with
neurophysiology confirming GBS. Negative infection and
serology results suggested the tetanus vaccine as a trigger.
GBS often follows immune stimulation, including
vaccination. While a link between GBS and influenza
vaccines is established, evidence for DTP vaccines is
limited. Sporadic cases after tetanus-containing vaccines
have been reported since 1978!", though a 1997 study found
no significant public health risk/?. The US Advisory
4] Committee on Immunization Practices advises caution if

E - GBS occurs within six weeks of tetanus vaccination.?®!
Fileapza o1

AN e ——

his case confirmed GBS through clinical presentation and
26.5%

CAUSES

INFLUENZA

UNKNOWN

DTaP-IPV-Hib Vaccines

diagnostic tests, identifying tetanus vaccination as the only
risk factor, suggesting a causal relationship. It underscores
the importance of recognizing GBS as a potential adverse
event following tetanus vaccination and the need for
vigilance in monitoring and reporting such cases.
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