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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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Mesaagial prolierative gomendbephnits (mchesiied) 104 2 (30} 1]
[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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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
demographics, past medical and — 8 ' .
S . . Psychiatric co- 15(g9) 6(46) - need for tube feeding and
psychiatric history, gastrointestinal morbidity(n, %) related medical
. . . zﬁ
investigations before and after Dietetic referral (n,%) 16(89) 13(100) - * interventions
diagnosis, referral rates to the -MDT, Psychology referralin) | 2(11) 3(69) .
. .u.m.u T —vwwlerer—  cleesesserestie
local emergency and elective MDT discussion 0/18(0) 13/13(100) 0 . . . .
admissions for the same indication —— Baseline Baseline Follow up Follow up
) ! Radiological 27(1.5) 0(0) emergency elective emergency elective
and cumulative length of stay. investigations (n,mean) o
Number of admissions
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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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=
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%

N,k
_h.;\.l by,

e ¥,
L ”,
C. =
s s
:I=Vi:
s — i
= —

)

UNIVERSITYOF | Applied Health
BIRMINGHAM | Sciences

NIHR |iseses e

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
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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)
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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
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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.

References

1.  The Prevalence of Polycystic Ovary Syndrome: A Brief Systematic Review - PubMed
(nih.gov). https://pubmed.ncbi.nim.nih.qgov/33627974/ [date accessed: 23/03/25]

2. Diagnosis and treatment of polycystic ovary syndrome: an Endocrine Society clinical practice
guideline - PubMed (nih.gov). https:/pubmed.ncbi.nim.nih.gov/24151290/ [date accessed
23/03/25]

3. Alesi, S. et al. (2023) ‘Efficacy and safety of anti-androgens in the management of polycystic
ovary syndrome: a systematic review and meta-analysis of randomised controlled trials’,
eClinicalMedicine, 63. doi: 10.1016/j.eclinm.2023.102162.

4.  Teede, H. J. et al. (2023) ‘Recommendations from the 2023 international evidence-based
guideline for the assessment and management of polycystic ovary syndrome’, European
Journal of Endocrinology, 189(2). doi: 10.1093/ejendo/lvad096


https://pubmed.ncbi.nlm.nih.gov/33627974/
https://pubmed.ncbi.nlm.nih.gov/24151290/

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 |

Ifeel a sense of belonging in the IMT programrme N N S o 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
el the work do's meaningrel - 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)



https://www.rcophth.ac.uk/wp-content/uploads/2021/01/Eye-Care-in-the-Intensive-Care-Unit-2020.pd
https://www.rcophth.ac.uk/wp-content/uploads/2021/01/Eye-Care-in-the-Intensive-Care-Unit-2020.pd

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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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
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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

» of Physicians
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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.
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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
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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
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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.
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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
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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?
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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
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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.
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