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       Improving Medical Night Handover: Strengthening Teamwork, 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.

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.

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

Contact: Dr Daisy Moran, Internal Medicine Trainee 
daisy.moran2@nhs.net
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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 (1).

❖ 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.

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” (1). 

❖ 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.

Figure 1.

Figure 2.

Figure 3.
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The value of CT head scans for patients from care homes presenting to the 
Emergency Department following a fall

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

Introduction

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 
injuries1 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. 

 It is 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 1st December 2022 and 31st 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.

Results & Discussion

406 patients were identified who attended ED 
from care homes with a fall in the six month 
period.  Their demographics 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. 

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

Conclusion

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
1 NICE Guideline NG322 (Head injury: 
assessment and early management). 
https://www.nice.org.uk/guidance/ng232/chap
ter/recommendations [Accessed 20 March 
2025]

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. 

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%).

https://www.nice.org.uk/guidance/ng232/chapter/recommendations
https://www.nice.org.uk/guidance/ng232/chapter/recommendations


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 
promote weight loss or remain weight-neutral to improve insulin sensitivity and blood glucose control. 
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 HbA1c, 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 HbA1c levels 
to determine the superior approach for T2DM management. 

Methods

References
Wilding, J P H. "The importance of weight management in type 2 diabetes mellitus." International journal 
of clinical practice vol. 68,6 (2014): 682-91. 
NHS ‘soups and shakes’ diet study shows one third of people with type 2 diabetes enter remission.

Results 

Conclusion
Conclusion: GLP-1 agonists have gained significant media attention as an effective weight loss treatment. This 
study suggests that the T2DR programme may offer a more accessible and sustainable alternative, delivering 
faster and more substantial weight loss and HbA1c control. Further research is needed to evaluate the long-
term impact of T2DR, including weight maintenance and HbA1c changes as patients transition back to a regular 
diet, as well as a comparison with long-term GLP-1 agonist therapy

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 
were excluded. This analysis was conducted by filtering patients using keywords such as ‘’T2DM, T2DR, 
and drug names such as semaglutide, liraglutide and dulaglutide’’.

Results and Discussion

Results and Discussion: Within a singular GP surgery, n1 = 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 
experienced a maximal weight reduction of 21%. No patient gained weight while on this programme. On 
review of improvements with HbA1c, the GLP-1 agonist caused a maximal reduction of 11 mmol/l in 
HbA1c. The total meal replacement programme achieved a drop in HbA1c by 59 mmol/l.



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?

------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

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

Introduction

1. NHS Cancer Programme: Faster Diagnosis Framework (2019) , www.england.nhs.uk/cancer/faster-diagnosis [accessed 21 March 2025]
2. Grønnemose, R.B., Hansen, P.S., Worsøe 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 

130, 1304–1315 (2024). https://doi.org/10.1038/s41416-024-02620-y

• 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).

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

Conclusions/Discussion

Symptom Referrals Cancer Diagnosis

Weight Loss 74.1% 7.5%

Fatigue 22.5% 8%

Abdominal Pain 20.7% 6.7%

Anorexia 13.9% 17.1%

Pain (Elsewhere) 13.1% 13.1%

Anaemia 7.2% 16.7%

Change of Bowel Habit 6.8% 11.8%

Night Sweats 6.4% 6.3%

Nausea/Vomiting 5.8% 13.8%

• 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.

Aims and Methods

• 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 

an Upper GI primary (Figure 1)
• Metastatic disease was present in 37.2% of patients (Figure 2)
• Almost 6% of referrals were inappropriate, meeting pre-existing 

cancer referral pathway criteria (according to NICE)
• Excluding these patients, cancer pick up rate remained at 8.4%.
• Incidental benign pathology was identified in 65% of patients.

Results

References

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

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

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



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

Authors: Dr Eloise Rogers, Dr Begum Bingor, Dr Maryama Warfa, Dr Maria Fotiou, Dr Rawan Elkalaawy, Dr Ahmed Hossain, Dr Sinem Sahin, Dr Zahra Jahangir, Dr Amir Jehangir

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.1 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.

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.5 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.

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)

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.

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. 

References
1. NHS England. Digital service to manage high-risk chronic obstructive pulmonary disease (COPD) patients [Internet]. NHS Transformation Directorate; 2023. [Accessed 01 March 2025]. Available from: 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/
2. British Thoracic Society. COPD & Spirometry. British Thoracic Society. Better lung health for all [Internet]. British Thoracic Society; 2016. [Accessed 01 March 2025]. Available from: https://www.brit-thoracic.org.uk/quality-improvement/clinical-resources/copd-spirometry/
3. NICE. Chronic Obstructive Pulmonary Disease in over 16s: Diagnosis and Management | Guidance and Guidelines | NICE [Internet]. NICE; 2018 [Updated 2019]. [Accessed 01 March 2025]. Available from: https://www.nice.org.uk/guidance/ng115/resources/chronic-obstructive-

pulmonary-disease-in-over-16s-diagnosis-and-management-pdf-66141600098245
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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/


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.

• Participants: 23 attendees divided over 2 sessions 

• Overall 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

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 Utilization: Decreasing the number of 

IV cannula packs used due to improved first-pass 

success.

References 

1. Lamperti M, Bodenham AR, Pittiruti M, et al. International evidence-based recommendations on 

ultrasound-guided vascular access. Intensive Care Med. 2012;38(7):1105-1117.

2. Schoenfeld EM, Shokoohi H, Boniface K, et al. Ultrasound-guided peripheral IV placement: A 

meta-analysis and systematic review. Am J Emerg Med. 2020;38(9):1892-1899.

Assessment: Participants completed pre- and post-training 

questionnaires using a Likert scale to measure confidence in:

❑ 1. Using ultrasound for IV access

❑ 2. Selecting the correct probe

❑ 3. Identifying anatomical structures

DiscussionResults 

• 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.

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.

Enhancing Confidence and Skills in Ultrasound-Guided IV Access:

Tariro Chikwanha, Elpis Pola, Dawood Sohail ,Suneeta Teckchandani

• A presentation covering 
ultrasound principles, machine 
operation, and IV cannulation 
techniques.

Didactic 
Teaching

• Supervised practice using 
ultrasound models to develop 
technical skills.

Hands-On 
Training

• 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.

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. 
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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. Kardos1
(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.

Sample Size

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

Protocol 

• Dobutamine

• IV atropine (max 1.2 mg) 

• Top up handgrip exercise – at cardiologist's discretion

Outcome – in the 
two groups RCMx 

and No RCMx

• DSE outcome (positive vs negative), 

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

Method:

Results:
Total Patients: 

227

41% on 
RCMx(88% on 

BB and 12 % on 
other)

THR achieved in 
74% in RCMx

Positive 
Dobutamine SE - 

49% (46/93) in

 RCMx

59% were on No-
RCMx

THR achieved in 
90% in 

No-RCMx groups 
p<0.02. 

Positive 
Dobutamine SE - 
28% (38/134) in 

No-RCMx 
(p<0.02).

Patients who did 
not reach THR 

41% (15/37) had 
positive 

Dobutamine SE 
compared to 
36% (69/190) 
who reached 

THR (p=0.626). 

Conclusion:
This retrospective analysis of Dobutamine Stress 
Echocardiography (DSE) data demonstrated comparable 
efficacy in patients
with and without rate-controlling medications (RCMx) 
during evaluation for suspected coronary artery disease 
(CAD). The findings indicate that patients undergoing 
Dobutamine SE while on RCMx can proceed without 
compromising test accuracy, while also avoiding the 
adverse effects associated with discontinuing RCMx, 
thereby enhancing the overall safety and tolerability of 
the procedure.



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

DR FAHAD-BIN ZAHID, ST6 ACUTE INTERNAL MEDICINE

BACKGROUND

METHODOLOGY

• Excel-based patient list 

• Hosted on Share Point

• Accessed via Microsoft teams

• NHS email

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

AIM

To implement a cost-effective 

digital patient list that enhances 

safety, efficiency, and 

sustainability in on-call care.

BASELINE ISSUES WITH PAPER-

BASED SYSTEM
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.

PDSA CYCLES

• Clear information
• Paperless
• Time-saving
• Colour coding 
• Accessible.

EVALUATION

RESULTS

1. Efficiency:

Handover time cut by 13.5 mins;

73% saw improved workflow.

2. Sustainability: 100% paper 
use eliminated.

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

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.

.

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



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

TH E  IMPORTANC E  O F  BON E  H EA LTH  I N  PA RK I N SON ’ S  D I S EA S E  PAT I EN T S

A Project focused on improving investigation and management in Hinchingbrooke Hospital

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.

Conclusions:

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

Graph showing confidence levels in diagnosing 
osteoporosis in PD patients after teaching

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.

RESULTS

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

Baseline data 
showed significant 
gap in vitamin D, 
bone health testing 
and the use of 
FRAX score

25% improvement in vitamin D 
testing on admission

35.7% improvement in bone 
profile testing on admission

No improvement in use of 
FRAX scoring tool

Overall results post interventions
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Parental Awareness of Minimising Added Sugar Intake during Complementary Feeding

To maintain oral health the NHS recommends children aged under 4 
years old to avoid any food and drinks with added sugar. We audited 
parental awareness of added sugar intake during complementary feeding.

- Parents with multiple children have better complementary feeding knowledge
- Most parents claimed to know what added sugar is and to avoid it during complementary 

feeding, however most are unable to recognize products with added sugar.
- Parents had a wide variety of sources of information about complementary feeding.

Florence Chang Jia Xuan1, Mrs Rachael Hocking2, Mrs Emma Hingston3, Dr David Tuthill4

Cardiff University1, Department of Nutrition and Dietetics of Children’s Hospital for Wales2,  Dental Hospital of Wales3, Children’s Hospital for Wales4

A survey was created with 21 questions covering the child’s 
demographics, advice parents were given, source of information, 
importance of minimising sugar, use of store-bought baby food, 
identifying food with added sugar and dental questions. A pilot survey 
was done with 5 parents to achieve clarity and the revised survey was 
used in person by one administrator (FC). 

128 parents with children under 5 years old were approached, of 
these 12 declined, 15 did not complete the survey and 1 could not 
speak fluent English. Of the remaining 100 children:
- 50 were male and 50 were female.
- 38% of the children were the first child. 
- Ages were: < 1 year old = 21, 1-year-old = 20, 2-year-old = 19, 

3-year-old = 22 and 4-year-old = 18.
- 33% were breast fed, 33% were formula fed, 32% combination 

fed and 2% selected other methods. 

Complementary feeding 
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. 

Sugar intake when introducing solids
- Most parents described added sugar as “extra artificial sugar not originally present in 

food”. Half (43%) said reducing sugar intake was a very important factor to them. 
- Almost all (90%) stated they were aware of “added sugar” and that they should avoid 

it during complementary feeding. 
- Some parents (14%) use store bought baby food daily whilst 33% used it a few times 

a week. 

Introduction

Methods

Results

Conclusion
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Frequency of using store bought baby food for 
complementary feeding

Fig. 2: Bar chart of frequency of using store bought baby 
food for complementary feeding 

Fig. 1: Survey question on baby 
products containing added sugar

Most parents (89%) failed to 
identify the products with added 
sugar from Fig. 1.

Only 25% of parents 
felt they had all the 
information needed 
about complementary 
feeding. 55% of 
parents said their main 
source of information 
about complementary 
feeding is health 
visitors, followed by 
websites and online 
resources (22%). 



A Case of Fibrillary Glomerulonephritis Necessitating Multidisciplinary Care
Manasvi Koppana1     George Nishimura1       Richard Smith1 Victoria Bardsley2

1 - Ipswich Hospital, East Suffolk and North Essex NHS Foundation Trust    2 - Department of Histopathology, Cambridge University Hospital  

➢ 58-year-old male with renal insufficiency & rapidly progressive cardiac 
dysfunction without an underlying precipitant.

➢ Recurrent hospitalisations for congestive symptoms with pulmonary 
oedema secondary to left ventricular systolic dysfunction (LVSD).

➢ Challenges in managing a patient with FGN.

Introduction 

➢ 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 μmol/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.
➢ Hep B, Hep C, HIV, CMV, EBV, Adenovirus – Negative.
➢ 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).

Clinical Presentation

➢ Fibrillary glomerulonephritis (FGN) is a rare glomerular disease with 
significant systemic impact.

➢ Associations – Malignancy, autoimmune diseases (RA, SLE, Sjogren’s, 
and thyroiditis), or Hepatitis C3.

Background 

Biopsy
➢ Congo red stain, negative in the glomerulus (Fig 1).
➢ DNAJB9 immunostaining, positive in glomerulus (Fig 2).
➢ IgG4 immunostaining, strongly positive in glomerulus (Fig 3).

Treatment & Prognosis
➢ 1st Line – RAAS modifiers/ Haemodialysis/BP control3.
➢ Immunosuppression– Inconsistent, no proven benefit6.

➢ 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.

➢ Respiratory – Long term oxygen therapy, lower target saturations.

References
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Discussion
➢ DNAJB9 immunostaining allows for rapid, accurate 

diagnosis on light microscopy5.
➢ 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-negative5.

➢ 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.

Fig 1

Fig 2 Fig 3
➢ FGN is widely, not universally recognised to be distinct 

from immunotactoid glomerulonephritis (ITG)4. 
➢ Vascular – Arteriovenous fistula for HD.
➢ Dietician – High calorie supplements, vitamins/mineral 

supplements, low potassium/phosphate diets.
➢ Community – Physical rehab
➢ Palliative care – Symptom management, psychological 

support, Hospice referral.
➢ Mental Health – Support with "panic attacks", chronic 

illness counselling.





“REG REFLECTIONS”:  BUILDING A CULTURE OF 

COLL ABORATIVE 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 outcomes1. Furthermore, 
collegial relationships are essential in fostering a culture of 
professionalism, safety, and quality within healthcare1.

Spurgeon and Klaber2 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. 

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

RESULTS

AUTHORS: Dr H Costelloe, Dr C Ainscough, Chief Registrars

AFFILIATION: Medicine & Urgent Care, Barnet Hospital, Royal Free 

London NHS Foundation Trust

• 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.

References: 
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This initiative explores the 
impact of hosting semi-
structured registrar-led 
meetings. These were designed 
to focus on pastoral elements of 
registrar training to improve 
communication, collaboration, 
and overall workplace culture 
among middle-grade doctors in 
a busy district general hospital 
(DGH). 
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semi-structured discussions on key themes 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



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

 Haritha Anila1, Naina Skariah1, Arun Batra1, Wael Elsaify1, Sonali Natu2, Ahmed Hanafy1, Sath Nag1, Mona Abouzaid1

            1South Tees Hospitals NHS Foundation Trust ; 2North Tees and Hartlepool NHS Foundation Trust 

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
A 67-year-old female was referred to the endocrine clinic following the incidental 

detection of a left adrenal mass on CT imaging performed as part of a targeted lung 

health check.

Background:

Chronic back pain, Irritable bowel syndrome (IBS), 50-pack-year smoking history

Clinical Assessment:

▪ BMI: 24.1kg/m2

▪ No signs of Cushing’s syndrome

▪ No metabolic comorbidities ( hypertension, diabetes, dyslipidaemia)

Endocrine Evaluation

▪ Overnight Dexamethasone Suppression Test (ONDST): Cortisol 97 nmol/L 

(consistent with MACS)

▪ ACTH: 15 ng/L

▪ 24-hour Urinary Free Cortisol: Normal

▪ Plasma Metanephrines: Normal

 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

▪ Postoperative short synacthen test: Normal adrenal function

▪ Postoperative ONDST: Normal (cortisol 19 nmol/L)

▪ Hydrocortisone safely discontinued and discharged from endocrine clinic

47Figure 2 (A-C) Histopathology of the adrenal tissue showing a benign combined 

myelolipoma with adrenocortical adenoma (adrenal collision tumour)

Myelolipomatous 

component

Adrenocortical 

component

▪ 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 

autonomous cortisol secretion (MACS).

▪  MACS is linked to increased risks of hypertension, 

hyperglycemia, obesity, dyslipidemia, fractures, 

cardiovascular events, and mortality.

▪ Adrenal collision tumours are extremely rare, with 

very few cases reported.

▪ This case highlights the complexity of adrenal 

pathology and the importance of a multidisciplinary 

approach for accurate diagnosis and management.

DISCUSSION

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.
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Figure 1 (A-C) Adrenal washout study with images presented in an oblique 

sagittal plane. Pre contrast phase (A) shows a mixed attenuation adrenal mass 

showing the adenoma component (1, arrowheads) with a density of < 10HU, and 

a larger component (2, arrows) showing presence of macroscopic fat (star), 

correlating with gross pathology specimen (2A). Subsequent portal venous phase 

(B) and delayed 15-minute phase (C) show washout of contrast from the 

adenoma (1) and the non-enhancing macroscopic fatty component of the 

otherwise heterogeneous myelolipoma.





Background: 
- Advanced care planning (ACP) is the process of making decisions 

about future care.1,2

- 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.2,3  

• Stake holder 
enagement

Problem 
identification: 

• Fishbone diagram 

Process 
identification: • Baseline 

Measurements

Plan:

• Implementation of 
posters 

Do: 
• Interpretation of 

results 

Study:

• Reflection on 
sustainability and 
improvements for 
next cycle

Act: 

THINK DNAR: A QIP 
I.Potter, Cardiff and Vale University Health Board

Method:

Aims:
• Improve the communication of resuscitation discussions had in 

hospital to GPs.

Results: 
• A similar 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: 

Strengths: 
A dynamic PDSA design 

A reflexive approach

Next time:
Promote increased 

sustainability through 
education as opposed to 

promptsConclusions:
• Ongoing work is needed to continue to improve 

communication of resus status to GPs. 
• A second PDSA cycle is ongoing using teaching as 

the intervention 

References: 1.NHS England. Universal Principles for Advance Care Planning (ACP) [Internet]. NHS England; 2022 Mar. Available from: https://www.england.nhs.uk/wp-content/uploads/2022/03/universal-
principles-for-advance-care-planning.pdf, 2.Colley A, Lin JA, Pierce L, Finlayson E, Sudore RL, Wick E. Missed Opportunities and Health Disparities for Advance Care Planning Before Elective Surgery in Older 
Adults. JAMA Surgery. 2022 Oct 12;157(10):e223687. 3.Winnifrith T, Millington-Sanders C, Husbands E, Haros J, Ballinger H. Proactive advance care planning conversations in general practice: a quality 
improvement project. BMJ Open Quality. 2024 Jul 1;13(3):e002679–9.
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Standardising the Administration of Joint Injections Across the Wolverhampton NHS Trust – A Service 

Improvement Project through the Lens of Medical Education 
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BACKGROUND

The Rheumatology Junior Doctors’ forum (JDF)

highlighted that doctors were keen to perform

steroid injections but limited by individual levels of

experience, confidence and access to guided

learning opportunities. There is a clear gap

in knowledge around decision making on when/

when not to inject and type of steroid to use.

Upskilling doctors in this area showed

potential to enhance service development by

reducing patient waiting lists and improving

professional competency.

To standardize the practice of joint injections across

the Trust by empowering doctors with the skill-set,

knowledge and confidence required for safe practice

in line with Trust values and guidelines

✓ S (Specific): Improved doctors' Dreyfus learning 

level from novice to competent

✓ M (Measurable): Assessed learning quantitatively 

(DOPs) and qualitatively (confidence levels). 

✓ A (Achievable): Implemented four interventions—

lectures, small group teaching, interactive sessions, 

and one-to-one procedural teaching with manikins, 

delivered by four Rheumatology doctors experienced 

in Intra-articular injections

✓ R (Relevant): Ensured safe practice in line with 

Trust values, all candidates achieved recognition of 

skill in portfolios, upskilling doctors could potentially 

reduce patient wait times

✓ T (Time-Bound):  Completed within 6-month  

timeframe with structured interventions.

AIM:
METHOD:

Experience with Joint Injections:

• 50% were novice at joint injections amongst which 

0% had ever injected a shoulder.

Confidence in Consenting Patients:

• Pre-Course: Only 14.29% strongly agreed to have 

confidence. Post-Course: 100% confidence in 

consenting

Understanding Medications for Joint Injections:

• Pre-Course: 64.29% had only heard medication 

names, 28.57% unsure of evidence-based practice. 

Post-Course: 100% confidence rate

Confidence in Deciding if Safe to Inject the joint:

• Pre-Course 42.9% were not confident in making 
these decisions, post course 100% improvement 
(42.86% strongly confident, 57.14% confident).

RESULT HIGHLIGHTS:

IMPROVEMENT RADAR:

0%

A Doctors’ Survey identified knowledge gaps and learning needs, followed by 

the recruitment of teachers/Registrars. Driver diagrams were used to break 

down tasks, while process mapping determined the best intervention points. 

Consultant insight, PDSA discussions, and Fishbone analysis guided course 

design, supported by regular MS Teams meetings. Room booking, advertising, 

sponsorship, and equipment were arranged. Following implementation, 

feedback collection, post-course discussions, and feedback analysis were 

conducted. Improvement radars assessed progress, and Poral diagrams 

identified areas for further enhancement. Findings were presented at the 

Rheumatology Departmental Meeting to drive continued improvements.
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CONCLUSION

This service improvement project 
successfully enhanced confidence 

and upskilled the competency 
levels of all doctors in attendance

Participants demonstrated 
improved skills in obtaining 

consent, understanding injection 
safety, and selecting appropriate 
medications, while also gaining 

formal portfolio recognition. 

QIP sustainability analysis 
highlighted project strengths in 

evidence credibility, adaptability, 
and training. 

As a result, the intervention was 
integrated into the Rheumatology 
Departmental Induction, ensuring 

ongoing training and service 
enhancement for the department
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An Audit on the Death Certification Process in 
Wales

Independent medical scrutiny and reforms to death certification became 
statutory in England and Wales in September 2024. Currently, all deaths 
are reported to the Medical Examiner Services (MES) for them to be 

scrutinised by an independent Medical Examiner (ME). This process has led 
to delays in securing death certificates and there have been reports of long 
waiting times before funerals could take place, causing tremendous 

anguish to families.  

We did the initial audit in July 2024 during which MES was not statutory 
and not all deaths were scrutinised. We calculated the number of days it 
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. 

Dr. Indrajit Nair
Dr. Vedamurthy Adhiyaman

Our results show that there are considerable delays following the 
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 

should propose the cause of death before ME review, ME scrutiny should 
be timely and proportionate, and MCCDs should be completed without 
delay. These issues should be addressed in order to make the death 

certification process more efficient and streamlined.

MCCD = Medical Certificate of Cause of Death

Interpretation of Results:

• Delay in ME scrutiny has risen 

by a staggering 300% after the 
September 2024 reform.

• Delay from the date of death to 

the registration of death has 
risen by 110%.

Figure 2: Comparing the delay in each step

Figure 3: Comparing the total delay

Figure 1: Steps involved in the death certification process
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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 inadequate¹.

Case Study 1: AI-Enhanced Stroke Diagnosis

One such example is the Royal Stoke University Hospital’s 

successful integration of artificial intelligence (AI) decision-support 

tools to enhance stroke care. By significantly reducing the time 

required to process and interpret brain scans, AI 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.

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 alone⁴.

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 UK⁵,⁶ 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.
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Evaluation of 4AT Delirium Screening Compliance in Pre- and Post-
Operative Hip Fracture Patients: An Audit
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▪ In 2024, around 70,000 people in England, Wales, and 
Northern Ireland sustained hip fractures, making this a 
major burden on the healthcare system.

▪ Delirium is one of the most critical complications, leading 
to increased mortality and length of stay (LOS), with two-
thirds of patients showing signs preoperatively.

▪ 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.

Introduction

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

I. Secondary: Determine if early 4AT 
assessments are associated to lower 
delirium rates and align with the 
National Hip Fracture Database (NHFD) 
target of 66% non-delirious patients.

Aims 

Methods
Patients with incomplete 

records or elective 
surgeries were excluded

Results
Discussion

✓ 4AT Compliance: 75% of patients had pre- and post-operative 4AT 
assessments, although 46% were completed by the audit team (Fig.1). 
Replacing AMTS with 4AT in A&E would provide a more consistent 
baseline.

✓ Delirium Rates: Post-operative delirium at Broomfield (17.5%) is lower 
than the national average (34%), indicating effective prevention 
strategies, such as timely surgery and effective pain management (e.g. 
FIBs) (Table 1).

✓ 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).

✓ 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.

✓ Environmental Improvements: Enhancing the hospital environment by 
adding visual aids such as clocks and calendars could reduce delirium risk.

Broomfield Hospital demonstrates strong adherence to the NHFD and 
NICE standards. Key factors include effective delirium management, early 
surgery, pain control, and early mobilisation. However, improvements are 
needed in pre-operative assessments, patient consent and orientation aids 
to continue and further reduce delirium risk.

Conclusion

Recommendations Conduct an audit of emergency 
hip fracture patients aged +65 
admitted to Broomfield 
Hospital of Mid and South Essex 
Trust from 11 Sept to 11 Oct 
2024

Delirium rates were 
analysed in relation to 
4AT completion and 
contributing factors

Missing post-op 4AT 
assessments were 

conducted by the audit 
team of medical 

students

Standardise the use of 4AT assessments and ensure proper documentation;

Improve dementia care with “This is Me” sheets and minimise A&E stays;

Enhance ward environments with visible clocks and calendars for orientation.

17%

Comp…

Pre-Operative 4AT 
Completed

12%

Comp…

Post-Operative 4AT 
Completed

Medica
l …

Doctors
54%Pre and 

Post 75%

25
%

Sample: 40 patients, average 
age 84 (range: 67–96)

A&E Stay: Average of 10.75 
hours (range: 4–21)

Contributing Factor Finding

No Fascia Iliaca Block (FIB) 17.5% (7/40)

Significant Comorbidities 77.5% (31/40)

Frailty Score ≥5 65% (26/40)

Not Consented for Delirium Risk 92.5% (37/40)

Inadequate MCA Completion 45% (18/40)

No Visible Clock/Calendar 77.8% (28/36)

Figure 1. Completeness of 4AT assessment

Table 1. Key Factors to Pre and Postoperative Delirium

Items

1. Alertness

2. AMT4 (Age, DOB, Place, 
Year)

3. Attention (Months 
backwards)

4. Acute Change in Cognition





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), Ian Io 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 

Cullen, Imran Aslam, Chander Shekhar, Ramesh P. Arasaradnam

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 GI 
bleeding, supporting its possible use as a first-line investigation. 

AIM
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: 1st September 2023 – 1st 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

Figure 1 

Figure 2 

Figure 3 

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 

CCC yields AUCs of 0.78, 0.58, and 0.69 respectively 
• Threshold-based analysis identified FIT = 15 µg/g as the lowest 

level at which CCC rates significantly increased 
• Maximum net benefit at FIT = 17.6 µg/g (decision curve)
• FIT = 9 µg/g most cost-effective (simplified model)
• FIT threshold of 10 µg/g could cost a net loss of –£294.4 per 

patient 

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.

Figure 4 





Systematic Meta-Review: Diagnostic Accuracy of Colon Capsule Endoscopy for colonic neoplasia with umbrella meta-analysis.
Ian Io Lei, Ioanna 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

Results 
- 9 systematic reviews including 28 unique

primary studies with 3472 participants.
- Only 81 patients were diagnosed with CRC

(sensitivity= 96 (95% CI: 0.73–1.00). Only 2
CRCs were missed after excluding incomplete
procedure.

- The pooled per-patient sensitivity and 
specificity for polyps of any size were 0.79 
(95% CI: 0.69–0.86) and 0.77 (95% CI: 0.71–
0.82), respectively, with an AUC of 0.81 (95% 
CI: 0.47–0.96). 

- For polyps ≥6mm, the pooled sensitivity, 
specificity, and AUC were 0.80 (95% CI: 0.72–
0.86), 0.87 (95% CI: 0.82–0.91), and 0.81 (95% 
CI: 0.48–0.95), respectively. 

- Detection of clinically significant polyps 
(≥10mm) showed a sensitivity of 0.88 (95% CI: 
0.79–0.95), specificity of 0.95 (95% CI: 0.92–
0.97), and AUC of 0.95 (95% CI: 0.72–0.99). 

Aims:

To conduct a systematic 
review and umbrella 
meta-analysis of existing 
systematic reviews and 
meta-analyses to evaluate 
the diagnostic accuracy of 
CCE for polyp and CRC 
detection.

Methods

PUBMED, EMBASE, and 
MEDLINE from January 1, 
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, 
specificity, diagnostic 
odds ratios (DOR) and 
area under the curve 
(AUC) for detecting 
polyps and CRC. 

Exclusion: use of Small
bowel capsules.

Conclusion 
This reaffirms the high sensitivity, specificity
and diagnostic accuracy of CCE2 in detecting
polyps‘ size ≥6 and colorectal cancer.

Introduction: 
colon capsule endoscopy (CCE) has increasingly contributed to 
the diagnostic workload for colonic diseases, serving as a second-
line investigative modality in endoscopy services. Recent 
systematic reviews and meta-analyses provide compelling 
evidence supporting the diagnostic accuracy of CCE in polyp 
detection. However, scepticism persists and remains one of the 
primary barriers to widespread implementation.

Discussion:

CCE2 demonstrated a high sensitivity of 0.90 for 
any polyp size and 0.87 for polyps ≥6mm, 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% 
CI: 0.67–0.86, p <0.001).

High missed lesion rate in colonoscopy may lead
to overestimating CCE false positive rates and
underestimating its true diagnostic accuracy.

Figure 2. Forest plot of the sensitivity and specificity of polyp detection

Figure 1. PRISMA Flow Chart



Spironolactone for treatment of hyperandrogenic symptoms of polycystic 

ovary syndrome - A systematic review

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

Bassel Wattar

Introduction 
Polycystic ovarian syndrome (PCOS) is a 

common endocrine disorder in women of 

reproductive age, often presenting with 

hyperandrogenic symptoms1. The 

combined oral contraceptive pill is the current 

mainstay of treatment2, but there are many 

side effects and 

contraindications. Spironolactone, an off-label 

anti-androgen, is frequently used, though its 

efficacy remains uncertain3-4. 

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. 

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. 

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

Results 1: Risk of bias

Results 2 & 3: Spironolactone vs metformin & 

spironolactone + metformin vs metformin
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Figure 1: Risk of bias for the trials evaluating spironolactone use for PCOS that 

were included in the systematic review (n = 5) 

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 c) BMI. Values are expressed as standardised mean 

difference (SMD) and 95% confidence interval (C.I.)
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Effectiveness of NEWS 2 in identifying acute deterioration in older adults.

● NEWS 2 (National Early Warning Score) was developed to assist 

the early detection of clinically deteriorating patients

● Validation came from studies involving the general adult 

population, with limited focus on older frailer adults

● Objective: evaluate the effectiveness of NEWS 2 in identifying 

acute deterioration amongst older adults in a hospital setting.

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

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 

hospital population. The authors would suggest that these scoring systems should not 

be relied upon solely to exclude deterioration and the broader clinical picture remains 

crucial when making decisions regarding both escalation of care and advance care 

planning

Whilst this study was focused on older adults in a hospital setting this raises questions 

as to the applicability of NEWS 2 scoring in community/virtual frailty settings.

● Retrospective review of the notes and electronic vital signs of a 

randomised selection of 100 patients aged 80 and over who died 

whilst inpatients in a district general hospital.

● Extracted data: age, clinical frailty score, cause of death, hours 

between last NEWS 2 and death. 

● Chi-squared analysis was carried out for statistical significance. 

Background

Method

Results

Conclusions
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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

Materials and Methods

Results Conclusion/Discussion

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

Deep vein thrombosis (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.1-2

Aims

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

References

Recommendations

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. 

• 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.3
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A3 Project Title: Acute Medicine Discharge Lounge Utilisation QI 

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: 
The Trust aim is to discharge 33% of patient by midday, to ensure patients can flow through the hospital safely. 

2. Current State: -

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.  

Driver Diagram:

5. PICK / Change ideas / Future State: 

Project Authors – James Larsen, Nasrin Moatamedi, Kaenat Mulla, Shahin Barati, George Tharakan (St Mary’s Hospital, Imperial College Healthcare NHS Trust). 

7. Primary Measurements for 
Improvement:

Outcome Measure: 
- Discharge Lounge Usage (%) ↑↑

Balancing Measures: 
-    Discharge by Noon (DBN %) ↑
- 4 hour performance (AMU) ↑
- 12 hour performance (AMU) ↑

Initial Outcome / Analysis 
- PDSA 1 found to be effective in 
improving all outcome and 
balancing measures. 

AMU Discharge 
Lounge utilisation 
improved from 19% 
to 27% 

AMU Discharge 
before Noon 
improved from  
13% to 15% 

AMU Patients 
waiting over 12 
hours in ED is 56 
per month since 
April 2024. 

AMU 4 hour 
performance is 
approx. 20% 
(April – Nov 2024) 

PDSA 1 

PDSA 1 

PDSA 1 
PDSA 1 

The Kings Fund (2024). What’s Going on with A&E Waiting Times? [online] The King’s Fund. 
Available at: https://www.kingsfund.org.uk/insight-and-analysis/long-reads/whats-going-on-
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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Factors predicting conversion from Colon Capsule Endoscopy to Conventional Optical Endoscopy - findings from the CESCAIL Study
Ian Io Lei, Ioanna 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

Results 
- 720 participants recruited under the NHS England CCE referral criteria 
through the LGI symptomatic (with a f-Hb ≤100 μg/g) or post polypectomy 
surveillance pathways. 
- The CCC cases were 326 (54.1%), within which colonoscopy accounted 
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%CI 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). 

Figure 1. 
Receiver 
Operating 
Characteristic 
(ROC) curves 
for Log(FIT) 
level in 
predicting 
conversion 
rates (CCC)

Aims:

To identify pre-procedural factors (predictors) that are associated 
with:

1. Colonic (including rectal) pathology  
2. Bowel cleansing/bowel preparation  
3. Rate of capsule battery depletion before excretion 
4. The ultimate CCC rates
Methods

This is a sub-analysis that used data from the CESCAIL study: a 
multicentre diagnostic accuracy study (from November 2021 to 
Jan 2025) comparing polyp detection using the machine learning 
algorithm AiSPEEDTM against the standard human reader review. 

Statistical analysis included the Least Absolute Shrinkage and 
Selection Operator (LASSO) regression followed by univariate 
and multivariate logistic regression. 

Conclusion 
Further research on larger datasets with additional 
predictors, including the emerging serum markers for 
colorectal cancer, is needed to develop a robust CCE 
Conversion Scoring System for better patient selection to 
reduce further investigation rate.

Figure 2 
Summary 
of all the 
factors 
associated 
with 
different 
pillars that 
support 
the overall 
CCC

Introduction: 
During the COVID-19 pandemic, colon capsule endoscopy (CCE) 
was implemented in the UK as an alternative investigation 
modality to colonoscopy. Challenges with CCE include suboptimal 
capsule excretion rates, inadequate bowel cleansing, and the 
need for additional biopsies and interventions, leading to further 
endoscopic procedures. Understanding the factors influencing 
Conversion rates from CCE to Conventional endoscopy (CCC) will 
aid the process of pre-procedural patient selection, ultimately 
enhancing patient satisfaction by ensuring the proper test is 
administered to the right patient. 

Discussion:

-High f-Hb and smoking directly increase the risk of CCC 
by elevating the likelihood of advanced polyps and 
colorectal cancer. 

-Female sex, older age, and diabetes reduce completion 
rates and bowel preparation quality, indirectly 
contributing to CCC. 

-Beta-blockers are linked to smaller polyp size, while 
antidepressants, psychological conditions, alcohol, and 
smoking are associated with increased polyp size or 
number.

-f-Hb is a weak predictor of CCC, with an AUC of only 
0.59. To meaningfully reduce CCC rates, the f-Hb 
threshold would need to be lowered substantially—
limiting its practical utility.

-Factors like education level, private care, and past poor 
prep were not considered.

CESCAIL study





Diagnostic Accuracy of Computer Aided Detection (CADe) Assisted Reading Versus Clinician Reading for Polyp Detection in Colon Capsule Endoscopy: A Multicentre Study
Ian Io Lei, Nicholas Parsons, Cristiana Huhulea, Hagen Wenzek, Elizabeth White, Pablo Laiz, Charlie Noble, Alexander Robertson, Anastasios Koulaouzidis, Ramesh P. Arasaradnam, CESCAIL study group.

Results 
- The AI-assisted arm is superior in Sensitivity, NPV, and 

Diagnostic accuracy across all three clinical outcomes.
- Standard arm is superior in specificity and PPV using ESGE.
- AI-assisted arm demonstrated statistical superiority in 

diagnostic yield.
- The reading time was reduced from 47.3 minutes to 8.7 

minutes, a 5.4-fold reduction. 
- Factors prolonging standard reading time included patient 

age, polyp size>10mm or presence of ≥5 polyps, video 
duration and right colon bowel preparation. 

- The lack of full-video reviews by AI-assisted clinicians made 
accurate polyp counting challenging.

- AI-assisted arm detected more small polyps than large 
polyps.

Aims:

To evaluate the diagnostic accuracy of AI-assisted detection of 
polypoid lesions in CCE compared to standard CCE readers, using an 
expert panel as the gold standard across multiple UK centres with 
real-world clinical data.
To assess the impact of AI-assisted reading on CCE reading time 
compared to the standard manual analysis.

Methods

720 participants were recruited across 14 tertiary and secondary centres 
in the UK.  AiSPEED  is the AI algorithm used in polypoidal lesion 
detection. AI-assisted arm versus Standard clinician arm

Both the CCE referral threshold (FIT ≥ 100 μg/g) and the criteria for follow-
up colonoscopy were based on NHS England and ESGE guidelines.

Conclusion 
AI-assisted reading using AiSPEED achieved both non-inferior 
and superior diagnostic accuracy in detecting polypoidal lesions 
compared to standard clinician reading at a per-patient clinical 
outcome level while significantly reducing CCE reading time.

Introduction: 
In the UK, the COVID-19 pandemic highlighted the need for 
alternatives to colonoscopy, leading to the adoption of colon 
capsule endoscopy (CCE) as a non-invasive alternative. However, 
CCE has not fulfilled its potential in alleviating the burden on GI 
services. Limitations such as lengthy reading times, reader fatigue, 
inability to perform biopsies or therapeutic interventions, and 
challenges with bowel preparation and completion rates have 
impaired its adoption in clinical practice. In recent years, artificial 
intelligence (AI) has revolutionised the field of capsule endoscopy. 
However, its use remained limited in colon capsule endoscopy. 

Table 3: Per-Patient Outcome Summary (3 different endpoints)  (n = 673)

Clinical 
outcome

Presence or Absence of Polyp (Per-
Patient)

Polyp size≥ 6mm or ≥3 Polyps (Per-Patient) Polyp size≥ 10mm or ≥5 Polyps (Per-Patient)

NHS England 
Guideline
(12, 13)

Colonoscopy (Tier 1-3) vs no follow-up 
(Tier 4) 

Polyp size≥ 6mm or ≥3 polyps (Tier 1-2) vs 
Polyp size <6mm or <3 (Tier 3-4)

Urgent Colon (Tier1) vs Other Outcome (Tier 
2-4) 

ESGE guidline 
(11)

- ESGE 2012 guideline: Colonoscopy vs 5-
year surveillance

-

Performance 
measures (%)
(DTComPair)

Standard 
Arm (95% CI)

AI-assisted 
Arm
(95% CI)

P value
(McNemar
’s)

Standard 
Arm (95% CI)

AI-assisted 
Arm
(95% CI)

P value
(McNemar’s
)

Standard 
Arm (95% 
CI)

AI-assisted 
Arm
(95% CI)

P value
(McNemar’s)

Sensitivity 0.88 
(0.85, 0.91)

0.96 
(0.95, 0.98)

<0.001*** 0.87 
(0.84, 0.90)

0.96 
(0.94, 0.98)

0.004** 0.90 
(0.87, 0.93)

0.96 
(0.93, 0.98)

0.004**

Specificity 0.99 
(0.97,1.00)

0.96 
(0.93,0.99)

0.058 0.99 
(0.98,1.00)

0.96 
(0.94,0.99)

0.035* 0.97 
(0.95,0.99)

0.97 
(0.96,0.99)

0.81

PPV 1.00 
(0.99,1.00)

0.98 (0.97, 
0.99)

0.071 1.00 
(0.99,1.00)

0.98 
(0.97, 0.99)

0.043* 0.97 
(0.96,0.99)

0.98 
(0.96, 0.99)

0.72

NPV 0.76 (0.71-
0.82)

0.91 
(0.88,0.95)

<0.001*** 0.80 
(0.75-0.85)

0.92 
(0.86,0.95)

<0.001*** 0.90 
(0.87-0.93)

0.95 
(0.93,0.97)

0.004**

Diagnostic 
accuracy

0.91 (0.89-
0.93)

0.96 
(0.95-0.98)

<0.001*** 0.91 
(0.89-0.93)

0.96 
(0.94-0.97)

<0.001** 0.94 
(0.92-0.95)

0.96 
(0.95-0.98)

0.017*

Figure 1. The 
standard arm and the 
AI-assisted arms in 
the study

Figure 2. Per-Patient Diagnostic yields: Standard vs AI-

assisted arms across clinical outcomes.
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• The 21%Methodology

Introduction

Results - Measuring wellbeing 

Results - factors impacting wellbeing and views on  available support 

Conclusion

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?

• 32% of IMTs in South London are at high risk of burnout1 . 
• Burnout and wellbeing are intrinsically linked but there is no agreed measurement for the wellbeing of 

doctors2.
• The wellbeing of doctors in training is impacted by a range of individual, organisational and wider factors3.
• Hospital have created local wellbeing teams aiming to support staff in response to the ‘NHS people 

promise’. There is little research into resident doctors’ awareness of and views on this available support. 

Dr Ruth Austin1, Professor Indranil Chakravorty1, Dr Dan Bailey2

1.St George’s University Hospitals NHS Foundation Trust, 2.King’s college Hospital NHS Foundation Trust

Key themes: factors negatively impacting wellbeing
• 46% do not think the physical work environment is adequately equipped to do their job.
• 48% have been unwell because of workplace stress within the last year. 

• Internal Medicine Trainees across South-West London participated in focus groups to identify key factors 
impacting their wellbeing. 

• Data on these factors, overall wellbeing and experiences of available wellbeing support were collected 
anonymously via questionnaire. 

• Wellbeing questions underwent piloting prior to dissemination.
• Twenty-seven doctors responded to the wellbeing questionnaire across six hospitals with a response rate 

of 21%. This relatively low response rate of self-selecting responders is a potential limitation of this work. 

1 in 3 respondents ‘rarely’’ 
have an appropriate chair 
on which to sit on during a 
normal working day. 

Agreed trust wellbeing 
initiatives apply to them. 

95% are ‘always’ exhausted
at the end of an on-call shift
Exhaustion is the most common reason 
for sick leave during or after an on-call 
shift.

would like someone, not directly 
related to their training, available to go 
to for wellbeing support.

• The majority of responding IMTs in SW London do not agree to feeling valued or a sense of belonging. There are 
specific issues impacting their wellbeing including the physical work environment and exhaustion related to on-
call shifts. 

• Future wellbeing interventions should be focused on value and belonging whilst tackling specific issues raised 
locally.

• IMTs do not think trust wellbeing initiatives apply to them but would like access to local support, preferably 
provided by a person unrelated to their training.

• The ‘wellbeing fellow’ is a new role aiming to bridge this gap in wellbeing provision locally through targeted 
projects, sign posting and near peer support. Further research is required into the impact of the new role.

8%

Most ‘agreed’ wellbeing measure 
• Feeling competent
• Work is meaningful
• Sense of autonomy

Most  ‘disagreed’ wellbeing measure 
• Feeling valued
• Sense of belonging
• Good work-life balance

72%

Key themes: available wellbeing support
• 28% know how to access local psychological support.
• 52% agree they have access to appropriate peer support.

References: 1. GMC National Training Survey:  2024 Results. https://www.gmc-uk.org/-/media/documents/national-training-survey-summary-report-2024_pdf-107834344.pdf [Accessed 6th 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 quantitative survey and thematic analysis of internal medicine trainees. Future Healthc J. 2025 Mar;12(1).                                                 

3.Baldwin D, O’Neill A, Sinclair J, Simons G. Mental wellbeing in doctors: the measure matters! development of a core outcome set for measuring wellbeing in doctors. BJPsych Open. 2021 Figure 1:  Wellbeing measure responses  

https://www.gmc-uk.org/-/media/documents/national-training-survey-summary-report-2024_pdf-107834344.pdf
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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

Introduction Method

Result

Discussion & Conclusion

References

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?

• Retrospective cohort study
• 01/02 to 31/08/2024 
• Trust SDEC referral criteria used
• £800 per medical bed-day advised 

by management team

• Patients with hypomagnesaemia n= 81 
• Patients admitted under Medicine n=75
• 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



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 symptoms, 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

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 basis4

- Infectious Diseases Society of America: all patients 
with systemic candidiasis should have an ophthalmic 
examination at the beginning of treatment 5

Asymptomatic ocular candida: a case outside the guidance
Dr Roshnee Patel1, Dr Lena Wragg2, Dr Jas Virdee2

1 St George's University Hospitals NHS Foundation Trust    2 Croydon Health Services NHS Trust

Introduction 
- Candidaemia carries a high inpatient mortality rate1

- Ruling out deep-seated infection guides both source 
control and treatment length2

- We present a case of patient who developed 
candidaemia and was found to have chorioretinitis in 
the absence of visual symptoms

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.OPHTHA.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. e1–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 used5

- 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 established6

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) 

Colour fundus photographs courtesy of Mr. Avi 
Gurbaxani, Consultant Ophthalmologist, Moorfields Eye 
Hospital, London

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




Decoding the Rigour of Artificial Intelligence in Colon Capsule Endoscopy: Diagnostic Accuracy of Per-Polyp Detection from the CESCAIL Study
Ian Io Lei, Nicholas Parsons, Cristiana Huhulea, Hagen Wenzek, Elizabeth White, Pablo Laiz, Charlie Noble, Alexander Robertson6, Anastasios Koulaouzidis, Ramesh P. Arasaradnam, CESCAIL study group.

Results: 
- 1,803 polyps were identified in 494 patients.
- Standard arm: 1,224 polyps (67.9%) in 324 patients, while the AI-

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 ≥10mm), while the AI-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 AI-assisted 
arm (14.1%) (McNemar, p<0.001). For polyps ≥10mm, the 
standard arm detected 224 out of 258 polyps (86.8%), while the 
AI-assisted arm detected 231 out of 258 polyps (89.5%). 

Aims:

1. To assess the diagnostic accuracy of AI-assisted per-polyp 
detection compared to standard clinician assessments

2. To examine factors influencing AI-assisted diagnostic accuracy at 
the per-polyp level, including polyp size, morphology, and location, 
alongside patient-specific and procedural variables.

Conclusion:
This study highlights the strengths of AI-assisted reading with 
superior sensitivity, particularly for detecting smaller adenomas 
and hyperplastic polyps in the left colon. Future AI advancements 
should focus on refining differentiation between clinically 
significant, diminutive polyps, as well as sessile serrated polyps.

Introduction: 
As healthcare increasingly embraces artificial intelligence (AI), its 
potential to transform workflows has gathered significant 
attention. In CCE, AI algorithms for the automated detection of 
polyps have proliferated. Despite these advances, critical 
knowledge gaps remain. Current literature lacks granular analysis 
of AI-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.

Figure 1. Per polyp diagnostic yields between the standard 
arm and the AI-assisted arms

Table 1: Distribution of Polyps by different reading arms, Size, Location, and Morphology

Characteristics Standard Arm AI-assisted Arm Panel

Detected Missed Detected Missed Detected (all)

Left sided colon

Hyperplastic 345 (60%) 233 (40%) 519 (90%) 59 (10%) 578 (32%)

Sessile 364 (76%) 115 (24%) 407 (85%) 72 (15%) 479 (27%)

Sub/pedunculated 59 (89%) 7 (11%) 59 (89%) 7 (11%) 66 (4%)

SSL 4 (80%) 1 (20%) 3 (60%) 2 (40%) 5 (0.3%)

Tumour 1 (100%) 0 (0%) 1 (100%) 0 (0%) 1 (0.1%)

LST 7 (100%) 0 (0%) 7 (100%) 0 (0%) 7 (0.4%)

submucosa 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)

Inflammatory 2 (100%) 0 (0%) 2 (100%) 0 (0%) 2 (0.1%)

Colonic Lymphoid 

hyperplasia

1 (100% 0 (0%) 1 (100% 0 (0%) 1 (0.1%)

Fibroepithelial polyp 1 (100%) 0 (0%) 1 (100%) 0 (0%) 1 (0.1%)

Size (left-sided)

<=5mm 443 (64%) 260 (37%) 613 (87%) 90 (13%) 703 (39%)

6-9mm 235 (73%) 87 (27%) 281 (87%) 41 (13%) 322 (18%)

>=10mm 106 (92%) 9 (8%) 106 (92%) 9 (8%) 115 (6%)

Total (left-sided) 784 (69%) 356 (31%) 1000 (88%) 140 (12%) 1140 (63%)

Right side colon

Hyperplastic 2 (33%) 4 (67%) 6 (100%) 0 (0%) 6 (3%)

Sessile 386 (65%) 205 (35%) 487 (82%) 104 (18%) 594 (33%)

Sub/pedunculated 33 (85%) 6 (15%) 34 (87%) 5 (13%) 39 (2%)

SSL 5 (56%) 4 (44%) 6 (67%) 3 (33%) 9 (0.5%)

Tumour 1 (100%) 0 (0%) 1 (100%) 0 (0%) 1(0.1%)

LST 6 (86%) 1 (14%) 6 (86%) 1 (14%) 7 (0.4%)

Submucosa 2 (100%) 0 (0%) 1 (50%) 1 (50%) 2 (0.1%)

Inflammatory 1 (100%) 0 (0%) 1 (100%) 0 (0%) 1 (0.1%)

Colonic Lymphoid 

hyperplasia

4 (100%) 0 (0%) 4 (100%) 0 (0%) 4 (0.2%)

Fibroepithelial polyp 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)

Size (right-sided)

<=5mm 162 (64%) 93 (36%) 208 (82%) 47 (18%) 255 (14%)

6-9mm 160 (60%) 105 (40%) 215 (81%) 51 (19%) 265 (15%)

>=10mm 118 (83%) 25 (17%) 125 (87%) 18 (13%) 143 (8%)

Total (left-sided) 440 (66%) 223 (34%) 549 (83%) 114 (17%) 663 (37%)

Left and Right Total 1224 (68%) 579 (32%) 1547 (86%) 256 (14%) N = 1803 (100%)

Table 3: Comparison of diagnostic yields of standard and AI-assisted readings at per-Polyp 

analysis (non-inferiority and superiority analysis)

Non-inferiority Analysis (Sensitivity & PPV)

Polyp size 

cut-off (mm)

All size ≤5mm 6-9mm ≥10mm

Sensitivity 

difference (AI-

ST)

0.174 0.222 0.161 0.027

P-value <0.001*** <0.001*** <0.001*** 0.003**

Non inferiority Established Established Established Established

PPV difference 

(AI-ST)

-0.0002 0 -0.002 0

P-value <0.001*** <0.001*** <0.001*** <0.001***

Non inferiority Established Established Established Established

Superiority Analysis (Sensitivity and PPV)

Sensitivity 

difference (AI-

ST)

0.174 0.222 0.161 0.027

P-value <0.001*** <0.001*** <0.001*** 0.340

Conclusion AI-assisted arm is 

superior 

AI-assisted arm is 

superior

AI-assisted arm is 

superior

No superiority

PPV difference 

(AI-ST)

-0.0002 0 -0.002 0

P-value 0.936 N/A 0.317 N/A

Conclusion No superiority No superiority No superiority No superiority

Methods:

720 participants were recruited across 14 tertiary and 
secondary centres in the UK.  

AI 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. 



The benefit of a Frailty Clinician within the Emergency Department to eliminate corridor care

J Acharya, A Manzoor, R Lisk

Trial days

Figure 2

Patients in ED corridor (10:00 and 15:00pm) compared to 
total number of ED patients

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.

Introduction

Data for admitting a >75-year-old patient shows average ED time at 20 

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.

Conclusion

Methods

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.

Results

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.

Methods

Royal College 
of Nursing

Figure 1
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IMPROVING THE HUMAN FACTOR IN SAME DAY CARE

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 and 

subject questions to measure clinician confidence.

METHODOLOGY

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. )

RESULTS

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).

OBJECTIVE

SDEC is a relatively new care model under 

which patients presenting to hospital can be 

rapidly assessed, diagnosed and treated1.

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.

INTRODUCTION

The QIP and the guidetool led to increased confidence level and 

knowledge of workflows amongst clinicians working in SDEC.

CONCLUSION

OPTIMISING CLINICIAN WORKFLOW: ENHANCING 
EFFICIENCY IN SDEC (SAME DAY EMERGENCY CARE). 
Jayesh chopra, Yakut Khan, Shaun Trussell, Rajeev Kumar 

I FEEL CONFIDENT TO MANAGE PATIENTS IN SDEC

I FEEL PREPARED FOR VARIETY OF CASES IN SDEC

I FIND WORKING IN SDEC LOW STRESS COMPARED TO NORMAL

I AM AWARE OF THE SCOPE OF PRACTICE AND CONDITIONS 

MANAGED IN SDEC

QR CODE TO BEDFORD SDEC GUIDE

1 5

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 questionnaire with 
results

%
%



A Review of Delirium Screening Adherence in Elderly Care Settings – A Quality Improvement Project 
(QIP)

Jazba Yousaf, Areeba Asghar, Sami Mehdi, Faiza Khan, Shams ud Duja
Care of the Elderly Medicine Department, 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  for1 :
• 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 diagnosis2.

• In patients who were delirious at the time of post-acute care 
admission, persistent delirium was a significant independent 
predictor of 1-year mortality3.

Conclusions:
• Delirium screening improved but remains 

suboptimal.
• Critical diagnostic investigations often 

missed.
• Early screening can reduce mortality, 

hospital stays, and cognitive decline.

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.

References:

1.  National Institute for Health and Care Excellence (NICE). Delirium: Diagnosis, Prevention, and Management. NICE guideline CG103, 2010.
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Methodology:

• Three cycles were carried out. 
• Clinical notes of 31 patients with 

delirium were reviewed in 1st cycle, 
31 in 2nd cycle and 60 were 
reviewed in 3rd cycle.

• Data was collected retrospectively. 

Recommendations:

• 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.
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Phantom Tumor – Inflammatory Pseudotumour of the Liver.
Jesheen Mann – Clinical Fellow, George Eliot Hospital NHS Trust 

Akash Shukla – Head of Department, Hepatology, H.N Reliance Hospital 

• 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

Conclusion

• IPTs 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.

• Hepatic IPTs are a diagnostic challenge which can closely mimic malignancies.

• They have potential for spontaneous regression and respond to corticosteroids.

• Radiologically guided liver biopsy is recommended in such cases to prevent unindicated hepatic 

resection. 

References 1. Balabaud C et al. Inflammatory pseudotumor of the liver: a rare but distinct tumor-like lesion. Gastroenterol Hepatol (N Y). 2012 Sep;8(9):633-4. 

2. Zhao J et al. Hepatic Inflammatory Pseudotumor: An Important Differential Diagnosis in Patients With a History of Previous Biliary Procedures. ACG Case Rep J. 2019 Feb 13;6(1):e00015. 

3. Rosa B et al. Ghost tumor: an inflammatory pseudotumor of the liver. Gastroenterol Hepatol (N Y). 2012 Sep;8(9):630-3.



An expedited cardiology 
investigation service helps to 
bridge the gap between 
emergency and outpatient care

Jun Yu Chen, Hibba Saeed, Jemimah Joseph, Mostafa Sallam, Joe Bradley and Vinay Reddy-Kolanu
Queen Elizabeth Hospital Birmingham, University Hospitals Birmingham NHS Foundation Trust, Birmingham, UK 

Conclusions

• An expedited cardiology investigation service bridges emergency and 

outpatient care, improving patient flow.

• It facilitates safe discharge and early detection of cardiac pathology.

• A dedicated cardiac physiologist 

• Future directions include referral from inpatient wards and general practitioners.

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. 

• All investigations were performed by a Band 8 cardiac physiologist.

• A retrospective 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 

• 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) 

(p=0.028). 

• Proportion of significant findings:

o Ambulatory ECG – 22.8% (13/57)

o Echocardiogram – 23.2% (22/95)

Key concept: Expedited ambulatory ECG and 
echocardiogram investigations bridge the gap in 
cardiology care, improving diagnosis and 
management.

    

• 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].

Variables All patients

Sex, n (%)
Female 78 (54.2)

Male 66 (45.8)

Ethnicity, n (%)

Afro-Caribbean 7 (4.9)

Asian 42 (29.2)

Caucasian 89 (61.8)

Not known 6 (4.2)

Age, median 

[Q1,Q3]
57.0 [36.5,71.0]

Figure 1: Baseline table.

Figure 2: Attendance by procedure. Figure 3: Proportion of significant findings by procedure type.

Figure 4: Admission rates by procedure.

Figure 5: Outcomes in patients with significant findings by procedure.

• Non-attendance rates:

o Ambulatory ECG – 21.9% (16/73)

o Echocardiogram – 10.4% (11/106)

• Admission rates:

o Ambulatory ECG – 1 patient

o Echocardiogram – 7 patients
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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 II

Kainat Memon¹, Cathy Burton2

Department of Haematology, Leeds Teaching Hospitals 

-Enteropathy-associated T-cell lymphoma (EATL) is a rare, aggressive 
lymphoma linked to type II refractory coeliac disease (RCD II). EATL has a  
very poor prognosis with median survival of 7 month and 5-year survival 
in the RCD II 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.

Brentuximab started on January 2024 and completed 16 
cycles in September 2024. Graph showing significant 
improvement in albumin level and weight.

Case Description

-2017: A 44-year-old male was diagnosed with type II refractory coeliac 
disease (RCD II) 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)

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. 

-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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Background

Systemic lupus erythematosus, systemic sclerosis and 

Dermatomyositis are common rheumatological conditions requiring 

effective patient education to improve understanding, treatment 

adherence, and outcomes. AI 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, AI may spread 

misinformation and faces accessibility challenges due to the digital 

divide. Hence, human oversight remains essential. AI shows promise 

as a supplementary tool in rheumatology patient care.

.

To assess and compare ChatGPT and DeepSeek AI's effectiveness in 

generating understandable, accurate, and reliable patient education 

guide for three rheumatological conditions: Systemic Lupus 

Erythematosus, Systemic Sclerosis, and Dermatomyositis.

1.Future research should include a broader range of AI 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 AI 
tools

Research Objectives

Discussions and Limitations

Future scope

Results

Methods
ChatGPT 4.0 and DeepSeek AI 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.

•Comparable AI Performance: ChatGPT and DeepSeek AI 

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 AI), highlighting 

the importance of plagiarism checks for AI-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 AI tools, three 

rheumatological conditions, and an older version of 

ChatGPT—suggesting the need for broader, updated research

Assessing the suitability of ChatGPT and DeepSeek AI for patient education on common 
     rheumatological disorder                                                                  

               Amruth Akhil Alluri 1, Kalyan Kumar Reddy Annapureddy1, Zakiya Munawara Ayub Khan2, Krithika Venkatasubramanian3, Maira Jalil4, Gayathri Dantu5

Graph 1 Shows:        ChatGpt               DeepSeek AI 

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 AI for patient education on common rheumatological disorders.



The Integrated Respiratory Physician Associate fellowship:
improving respiratory patient outcomes across primary care and secondary care

Kavita Desai PA-R, Dina Bateman PA-R 
Supervised by Dr Onyeka Umerah, Dr Shamsa Naveed & Professor Fahad Rizvi

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.

Introduction

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.

Methods

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

Aims & Objectives

Figure 1: Pie chart showing percentage of patients reviewed by 
appointment type in primary care.

Figure 2: Bar chart showing number of patients per MDT 
outcome
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Results

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.

Conclusion

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.

Discussion

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.

Future scope of work





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: ~1 in 770,000 in the UK
• Carrier frequency: ~1 in 354 (UK), up 
to 1 in 100 (Europe/US)

This report highlights presentation of 
hyponatremia in Wolfram Syndrome.

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. 

Materials and Methods 

•29-year-old female presented with seizure and 
reduced consciousness.

•Medical 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.

•Initial management: Hypertonic saline for 
hyponatremia; desmopressin withheld.

•Complication: 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 

Results and Discussion 

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. 

Conclusion
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Introduction

• 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.







1. A
2. A
3. A
4. A significant increase in the number of 

admissions direct to elderly care wards (p<0.01), 
bypassing EAU. 

1. A
2. A
3. A significant increase in the number of   

patients discharged directly from ED (35.2% 
vs 42.4%, P=0.02)

Evaluating the impact of implementing additional 
hours of Frailty Services in the Emergency Department
INTRODUCTION
Due to the increasingly frail nature of the general population, early identification and 
multidisciplinary management of frail patients in acute care is a national priority1, 2, 3.,

Frailty services operate across the UK to provide these services at the earliest 
opportunity in admission. The aim was to quantify the impact of frailty services in 
ED. 

THE PILOT
• Sunderland Royal Hospital have a dedicated frailty service who operate daily 08:00-20:00 

on the Emergency Assessment Unit (EAU) and Emergency Department (ED)
• They initiate Comprehensive Geriatric Assessments (CGA) for patients ≥65 years with a 

clinical frailty score ≥5
• Mornings are dedicated to reviewing overnight admissions to EAU which often results in 

delays to CGAs in ED on arrival to hospital.
• The pilot involved additional frailty presence in ED 08:00-12:00, alongside the existing EAU 

presence from December 2024-February 2025

METHODOLOGY
A trust-based database was used to collect retrospective data in the months of January 2024 
and January 2025 for comparative analysis

KEY FINDINGS
1. A significant increase in the number of CGAs 

performed during additional operational hours 
(p<0.05)

1. A
2. A significant reduction in length of stay for those 

admitted <7 days with a CGA compared to those 
without (P=0.04).

CONCLUSIONS

References: 1. NHS England. The NHS long term plan. Version 1.2. NHS England; 2019. p. 22-24. Available from: https://www.longtermplan.nhs.uk/wp-content/uploads/2019/08/nhs-long-term-plan-
version-1.2.pdf 2. NHS England. FRAIL strategy [Internet]. NHS England; 2024 [cited 2025 Mar 22]. Available from: https://www.england.nhs.uk/long- read/frail-strategy/ 3. Getting It Right First Time 
(GIRFT). Geriatric medicine report. NHS England; 2021. p. 41-43. Available from: https://gettingitrightfirsttime.co.uk/wp-content/uploads/2021/09/Geriatric-Medicine-Sept21h.pdf 
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Is National Early Warning Score (NEWS) effective in elderly populations with acute illnesses?
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The Countess of Chester Hospital NHS Foundation Trust

Disclosures: None
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Introduction
• The National Early Warning Score (NEWS), introduced by the 

Royal College of Physicians in 2012, is widely used across the 
NHS to monitor patient deterioration using six vital signs. 

• It stratifies patients into risk categories (low, medium, high) to 
guide escalation, with NICE recommending an urgent doctor 
review for NEWS ≥5, or a score of 3 in any parameter (MIB205).

• The effectiveness of NEWS in elderly patients (>65 years), 
especially in rehabilitation settings, remains under-investigated. 

• This project evaluated both compliance with NEWS protocols 
and assessed the appropriateness of escalation thresholds 
for older adults.

Method
• This retrospective audit included elderly patients transferred 

from a District General Hospital (DGH) to a nearby 
Rehabilitation Unit.

• Data were collected from Cerner electronic health records (Nov 
23 - Sept 24), including demographics, NEWS values, escalation 
actions, staff responses, length of stay, and outcomes.  

• Escalation actions were categorised:
o For nurses: Monitoring, Minor intervention, Escalation
o For doctors: No action, Monitoring, Minor 

intervention, Referral to another specialty
• Statistical analyses (Kendall’s tau-B, Chi-square, logistic 

regression) were used to explore associations with frailty 
scores and other patient characteristics.

Results
11,871 NEWS alerts were studied across a cohort of 94 
patients (mean age 84 ± 7 years). Alerts peaked at 10–20 days 
post-admission, suggesting delayed recognition of 
deterioration. 73% of patients were discharged, 23% were 
transferred to care facilities, 3% died in hospital.

• Nurses responded with continued monitoring (59%), minor 
interventions (9%), or escalation to medical teams including 
Critical Care Outreach (32%).

• Nurse escalation correlated with higher frailty (scores 6–
7;p < 0.001), while physician responses were delayed and not 
frailty-dependent (p > 0.05).

• NEWS thresholds showed moderate sensitivity (73–87%) 
but low specificity (37–48%).

• Machine learning models identify age, oxygen saturation, 
respiratory rate, and temperature as key predictors.

• Incorporating frailty may enhance predictive accuracy of nurse 
escalation (Fig 1 & 2).

Conclusion
• Current NEWS protocols may be unsuitable for frail 

elderly patients, with delayed escalation and inconsistent 
interprofessional responses.

• Low specificity and nurse-physician 
disconnection necessitate revised thresholds and clearer 
communication pathways.

• Incorporating frailty scores and machine learning may 
enhance risk prediction and guide timely, appropriate 
intervention.

• Further research could validate frailty-adjusted NEWS 
models to improve patient outcomes.Figure 2: Relative percentage contributions to gradient boosting, 

random forest, and logistic regression models. Age is a key 
contributor across all models, while frailty and SpO2 had greater 
influence in logistic regression.

Figure 1: ROC curves comparing the performance of gradient 
boosting, random forest, and logistic regression models in 
predicting escalation from patient characteristics and NEWS 
parameters. Gradient boosting performed best overall.



Background

NEWS2

NEWS2 is a widely used tool with evidence 
showing that using it is effective at 

reducing inpatient mortality, facilitating  
team communication and improving 
outcomes from acute deterioration

Development of an algorithm to improve on the National Early Warning Score 2 (NEWS2) system’s accuracy 
in predicting critical outcomes using additional patient data and amendments to the scoring process 

Lynsey Threlfall, Edward Meinert, Cen Cong, Madison Milne-Ives, Chris Plummer.

By summer 2025 we will have created a 
new tool trained and tested on 

Newcastle upon Tyne Hospital data sets

Methods

We have collected 
8 years of retrospective 

(2017-2024) anonymised 
patient data from the 
Newcastle upon Tyne 

Hospitals NHS Foundation 
Trust 

The deidentified data set comprises:
192,047 patients

380,198 admissions

9,800,775 observation records
This will be divided into training and testing subsets 

People who have opted 
out of the use of their 
de-identified data for 

research either locally or 
nationally, children (age 

<16 years old) and 
maternity admissions 

were excluded

OutputsWhat are we 
aiming to do?

But.. NEWS2 has limited positive and 
negative predictive accuracy beyond 

24 hours.

NEWS was created with limited data 
from older adults

 Since 2017, there is far greater use of 
digital technology for healthcare 

delivery, so we feel its time to look 
again at NEWS …

We will use routinely collected physiological 
observation data and additional variables to 
develop an algorithm to predict the risk of 

key clinical outcomes including mortality, ITU 
admission, sepsis and cardiac arrest. This 
will be used to generate a proof of concept 
for a modified early warning score system

Use machine learning to create an 
algorithm to improve on the 

predictive accuracy of NEWS2

To be of national and international importance, we 
need to test this algorithm in other NHS trusts. 

Please scan the QR code below to get in touch if 
you are interested in collaborating



Results
A total of 34 responses to the survey were collected. Our results revealed significant 

variability in the participants' understanding of which tests should be requested for a 

myeloma screen. The results also revealed a lack of confidence among participants in 

interpreting myeloma screen results. Specifically, 16 out of 34 (47.1%) participants rated 

their confidence as 3/5, while 8 out of 34 (23.5%) rated their confidence as low, scoring 

1/5.

Introduction 

Materials and methods
An online survey was distributed to 

doctors and physician associates. 

They were asked to select tests for a 

myeloma screen and rate their 

confidence in interpreting results. 

Standards were based on the British 

Society of Haematology 

recommendations.

Improving the understanding and interpretation of myeloma screening among resident doctors and physician 
associates: A quality improvement project 
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Conclusion

Our findings revealed that resident doctors 

and physician associates often lack 

knowledge about the correct tests for a 

myeloma screen, leading to unnecessary 

testing and referrals. 

To address this, two teaching sessions were 

held, an accurate electronic order set was 

introduced, and a new hospital protocol 

was developed to guide appropriate test 

ordering and interpretation.

Figure 1: First question of the online survey

Figure 2: Second  question of the online survey

Myeloma, the second most common 

blood cancer in the UK, often 

presents with vague symptoms. 

We observed uncertainty among 

resident doctors and physician 

associates regarding which tests to 

include in a myeloma screen and 

how to interpret them. This led to 

unnecessary specialist referrals.

Mahmoud Gouda , Hannah Hunter
 



Improving patients’ understanding about pleural effusion management options
Maimuna Adamu1; Tammy Greenway1; Jennifer Nixon1

 1Shrewsbury and Telford Hospital NHS Trust

Various treatment options are available for 

managing recurrent pleural effusions, each with 

its merits:

a) symptomatic control with medication;

b) ambulatory repeated pleural aspiration; 

c) in-patient chest drain and talc pleurodesis;

d) home-based indwelling pleural catheter. 

• British Thoracic Society (BTS) guidelines 

recommend that for malignant pleural 

effusion (MPE) "decisions on the best 

treatment modality should be based on 

patient choice" 1.

• In our trust this information was given to 

patients in an unstructured verbal context, 

with variation between each practitioner. 

The objective of our project was to provide 

information about the different pleural effusion 

management options in a standardized written 

format, as a tool to help patients reach an 

informed decision about their preferred option. 

• Design : Quality improvement project conducted in 2 cycles using the Plan-Do-Study-Act (PDSA) methodology.

• Sample/Population: Patients attending weekly outpatient pleural list within a 3-month period, who already had a 

diagnosis of MPE or if the clinical details (history, examination or imaging) were highly suggestive of MPE.

• Cycle 1 : A telephone-based questionnaire was administered, assessing how much patients understood and retained 

information about the different options for pleural effusion management.

• Intervention: Designed a patient information leaflet about pleural effusion management options (figure 1), with input 

from the health literacy team. Once approved, the leaflet was given to clinically appropriate patients attending the 

pleural list. 

• Cycle 2: The same questionnaire was repeated after the leaflet had been in use for 4 months, and pre and post-

intervention results were compared.

Figure 2 summarizes the findings:

• The intervention significantly 

improved patients’ understanding of 

pleural effusion management options. 

• At baseline, only 48% of patients 

surveyed felt that they had enough 

information to choose their preferred 

management option. This increased to 

95% after introducing the patient 

information leaflet. 

This project demonstrates the benefits of 

providing structured, written information 

to patients with recurrent pleural effusion 

to helped them make informed choices 

about their treatment, in alignment with 

the British Thoracic Society guidelines. 

1. Roberts ME et al., 2023, BMJ Thorax, 

DOI: 10.1136/thorax-2022-219784

Introduction

Objective

Methods Results

References 

Conclusion 

   

  

   

      

   

   

   

   
      

   

  

   

   

   

   

   

   

   

   

   

    

Di erent met ods
of managing

re urrent e usion

S mptoma  
management  it 
medi a ons

Repeated
t erapeu  
aspira on

C est drain and
pleurodesis

Ind elling pleural
 at eter

Sa s ed  it 
informa on to
rea   de ision

P
ro
p
o
r 
o
n
 a
 
ar
e 
o
f 
 

Figure    Pa ent responses pre and post  interven on

   le    pre interven on    le    post interven on 

Figure    Pa ent Lea et Cover

https://doi.org/10.1136/thorax-2022-219784




Effects of hormone replacement therapy (HRT) in midlife women with type 2 diabetes: a retrospective cohort study

Matthew Anson1,2, Angela Paisley3, Rupinder Kochhar3, Uazman Alam1, Annice Mukherjee4,5

(1) Diabetes & Endocrinology Research, Institute of Life Course and Medical Sciences, University of Liverpool and Liverpool University Hospital NHS Foundation Trust (2) Division of Diabetes, Endocrinology and Gastroenterology, Faculty of 

Biology, Medicine and Health, University of Manchester (3) Department of Endocrinology and Diabetes, Salford Royal Hospital (4) Centre for Intelligent Healthcare, Coventry University (5) Department of Endocrinology, Spire Manchester Hospital

The prevalence of 
post-menopausal 
women with type 2 
diabetes (T2D) is 
increasing. There is 
a lack of outcome 
data relating to 
HRT in midlife 
women with T2D 
particularly 
concerning 
cardiovascular and 
malignancy risk, 
but large-scale 
randomised 
controlled trials 
using modern 
formulations of 
HRT in women with 
diabetes are 
unlikely to be 
funded.

• Midlife women with T2D using HRT have a greater cardiovascular risk 
compared to HRT users without T2D. 

• Transdermal, but not oral HRT use in T2D is associated with no additional 
PE/DVT/IHD/ischaemic stroke risk compared to non-HRT users with T2D. 

• Up to five years of regulator approved doses of transdermal HRT appears 
safe in a large cohort of midlife women with T2D. Oral HRT is less safe in 
a cohort of women with T2D.

DISCUSSION

INTRODUCTION



A Case of Acute Anti-Mi-2 Antibody-Positive Dermatomyositis

Dr Matthew Lewis, Dr James Bailey, Dr Syed Mashood, Dr Asghar Khan

Acute Medicine, Good Hope Hospital, UHB NHS Foundation Trust

Case

A 43-year-old male presented to the emergency department with a 12-hour history of bilateral calf pain 

which had come on suddenly whilst descending stairs. There was no history of trauma, recent illness, 

weakness or skin changes. His past medical history was notable only for hypertension (on ramipril, 

amlodipine and doxazosin). Clinical examination revealed calf tenderness, but no rash or weakness.

Initial blood tests showed: creatine kinase 10,691 (30-200 U/L), alanine transaminase 92 (<50 IU/L),     

C-reactive protein 9 (<5 mg/L), white cells 14.6 (3.3-11.2 x109/L). Renal and thyroid tests were normal. 

The initial impression was rhabdomyolysis, possibly due to a viral myositis. Respiratory and bloodborne 

viral screen was requested (negative), plus myositis blot. MRI of the lower limbs was performed (▼).

   Figure 2.

   MRI of lower limbs demonstrating muscle and subcut-

   oedema affecting lateral and anterior compartments of 

  legs suggestive of inflammatory myopathy.

Over three days, pain and mobility worsened significantly. He spiked a temperature of 38.4⁰C. Creatine 

kinase (CK) rose to 28,790 and C-reactive protein 337 (►). He was treated with fluids and antibiotics.

Thereafter he symptomatically and biochemically improved, although on day seven he developed an 

erythematous rash to the legs; antibiotics were rationalised for cellulitis.

On day 10, myositis blot returned positive for anti-Mi-2 antibodies, consistent with DM. A CT TAP was 

normal. He was discharged on day 11. CK had normalised by week six but bilateral foot drop persists.

Introduction

Myositis is a term which brings together a 

group of inflammatory diseases that affect 

skeletal muscle and other organs1. One such 

disease is dermatomyositis (DM). DM itself can 

present on a spectrum, with implications for 

morbidity and mortality, so there is a need for 

practical clinical tools to aid diagnosis2.
Figure 3.

Change in CK over time (first CK level same 

day as onset of symptoms, peak at day three). 
Myositis-specific autoantibodies

Several autoantibodies have been identified as 

highly specific to myositis3, 4. Anti-Mi-2 is ass-

ociated with DM with the following features3-5:

1. Typical skin lesions (▼)

2. Muscle involvement

3. Good prognosis.

Figure 16.

Gottron’s papules. 

Other typical signs: 

Gottron’s sign and 

heliotrope rash.

Discussion

In this case muscle involvement predominated 

and was unusually acute. A corresponding 

rapid improvement was then seen without the 

need for immunosuppression. However, some 

weakness persists suggesting the myositis in 

anti-Mi-2 DM is self-limiting but severe. This 

ties in with studies showing similar5. The lack 

of a need for immunosuppression does not 

therefore automatically imply a good prognosis.
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QIP Approach to Improving Quality of Diagnosis and Initial Management 

of Heart Failure for Inpatients on General Internal Medicine Wards

1.    Documentation HF types and aetiology:

Clear aetiology of HF was documented in 8.6% of patients. The remaining 91.4% 

of patients had unclear reasons on the cause of HF or the cause of 

decompensated HF. 

2. Use of B-type natriuretic peptide (BNP) testing and echocardiography for 

diagnosing heart failure:

3. Access to specialist HF care: 

26.7% of patients were referred to a member on the heart failure specialist 

team. 

4.   Adherence to guideline-direted medical therapy (GDMT) for heart falure 

with reduced ejection fraction (HFrEF) patients:

14.3% of patients were diagnosed with HF solely based on clinical 

judgement. In one-third of patients, the classic signs of HF were absent [4]. 

The National Heart Failure Audit (NHFA) recommends at least 90% of 

patients to undergo echocardiography before an official HF diagnosis, which 

is not practiced as identified in our audit [3]. 

NHFA recommended that at least 80% of patients admitted acutely with HF 

should be assessed by a specialist HF team member [3]. The number of 

referrals identified in this audit was below the national standards. 

At least 90% of HFrEF patients should be started on a combination of BB, 

ACEI/ ARB and MRA and 90% of eligible patients should receive SLGT2 

inhibitors in combination with standard guideline-directed medical therapy 

(GDMT) [3]. Our audit has identified that these national standards were not 

met. 

• Heart failure (HF) is a complex clinical syndrome that is associated with 

high levels of morbidity and mortality and reduced quality of life [1].

• In 2019, 2.4% of the population in England was diagnosed with HF [2]. 

• Despite the high prevalence rate, we have identified the lack of 

adherence to national guidelines in diagnosing and managing HF. 

To evaluate the completeness and accuracy of HF diagnosis and 

management in General Medical wards in Leicester Royal Infirmary (LRI) .

•  Prospective audit conducted over one and a half months in General 

Medical wards in LRI. 

• Data collected on key performance indicators (KPIs) that are associated 

with lower first year mortality rate [3]: 

o Documentation of HF type & aetiology.

o Diagnostic assessment with BNP and ECHO. 

o HF specialist team involvement. 

o Adherence to guideline - directed medical therapy for HFrEF.

Background 

Methodology

Results Discussion

Aim

Dr Mazin Alhussein, Dr Vickie Wong, Dr Raunak Singh, University Hospitals of Leicester

Conclusion

Our audit highlights significant gaps in HF documentation and management 

that fall short of national guidelines. Our audit also offers targets for 

interventions to improve on the quality of diagnosis and initial management 

of patients with HF in a general medical inpatient population. 

To address these gaps, we recommend standardised documentation 

templates, continuous clinical education and training of HF diagnostic 

pathways and GDMT and regular feedback and re-audit cycles to ensure 

adherence to national standards. 
References:
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the percentage of BNP 
testing requested for 
patients with 
suspected HF as 
compared to NHFA 
standards. 
Graph 1.2 illustrates 
the percentage of 
patients who received 
an echocardiogram 
prior to official HF 
diagnosis as compared 
to NHFA standards.  
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The Impact of Referral Workload on Cardiology Registrars in a High-Volume District 
General Hospital: Implications for Workforce Well-being and Service Efficiency

Authors: Md Imran Hossain1, Jaymin S Shah1
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Background
• Cardiology specialty registrars (SpRs) in District General Hospitals 

(DGHs) play a crucial role managing complex inpatient referrals 
and clinical decision-making. However, rising admissions and 
referral volumes have escalated their workload, potentially 
compromising training quality and patient safety.1 

• High workloads, frequent interruptions, and multitasking are 
associated with cognitive overload, decision-making fatigue, and 
increased risk of medical errors.2,3 Additionally, heavy workloads 
and associated stress have been linked to substantial burnout 
rates (76%) among UK cardiology trainees.4 This growing issue 
raises concerns about registrar well-being, workforce 
sustainability, and care quality, prompting calls from professional 
bodies for urgent intervention.5 

• This study aims to quantify referral workload, examine its impact 
on registrar well-being, and identify specific challenges affecting 
service efficiency.

During the two-week audit, cardiology SpRs managed an average of 
60 inpatient referrals per weekday, decreasing notably to 24 on 
weekends. Detailed analysis of 120 referrals showed 59% originated 
from acute medical wards. Despite an established electronic referral 
system, SpRs experienced high volumes of bleep-based interruptions 
(average 29 per shift, increasing to 34.5 on weekdays), disrupting 
workflow and increasing cognitive load.

Graph 1: Average Daily Volume of Electronic vs Bleep Referrals

A survey among SpRs highlighted persistent workload challenges: 
46% described their workload as unmanageable, and only 27% found 
it manageable. This burden significantly affected well-being, with 91% 
reporting frequent stress and 27% consistently feeling overwhelmed. 
Correlation analysis indicated a possible association between higher 
workload and increased stress (ρ = 0.55, p = 0.077).

Chart 2: SpR Survey Results

This study highlights significant workload pressures faced by cardiology 
registrars managing inpatient referrals in a high-volume DGH setting, 
negatively affecting their well-being and increasing risks of stress and 
exhaustion. Despite generally positive consultant support, findings 
underline the need for targeted improvements in referral processes, 
workload management, and registrar support systems. Addressing 
these issues is essential to safeguard training quality, ensure patient 
safety, and promote long-term workforce sustainability.Materials and Methods

Results and discussion

Conclusion 
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• This mixed-methods study was conducted over two weeks in 
October 2024 at Northwick Park Hospital. All inpatient cardiology 
referrals were audited for total referral volume, weekday versus 
weekend patterns, and referral method (electronic vs. bleep-
based). Detailed data on referral source and consultation mode 
(face-to-face or remote) were collected from 120 consecutive 
referrals during the initial five days. 

• A structured survey was distributed to 12 cardiology registrars, 
achieving a 92% response rate, assessing workload perception, 
stress, exhaustion, bleep volume impact, consultant support, and 
training limitations. Descriptive statistics were employed to 
summarize findings. Chi-square tests and non-parametric 
correlation analyses evaluated relationships among workload 
perception, stress, and exhaustion.

Additionally, 64% experienced moderate-to-severe physical exhaustion 
by shift end, with 18% rating fatigue as severe. Furthermore, 82% 
reported insufficient time for breaks, limiting rest and recovery during 
demanding shifts. Despite these challenges, 91% acknowledged the 
educational value of managing acute referrals.
Consultant support was generally positive, with 82% rating it 
adequate. While no significant association was found with workload 
perception (χ² p = 0.569), a non-significant trend (ρ = –0.55, p = 0.082) 
suggested that greater support may enhance workload manageability.
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Initial presentation to Emergency Department:

• Generally unwell
• Reduced mobility
• Pedal oedema
• Puffy face
• Feeling cold + hypothermic (34°C)
• Bradycardic

• 83-year-old, male
• Living with wife
• Mobilises with a frame
• Wife also assists with activities of daily living
• Has mantle cell lymphoma

Never Forget the Adrenal Glands:
A Case Report on Ibrutinib and the Endocrine System
Primary Author: Dr Megan Li Yuen Yeoh1

Co-Authors: Dr Mahmoud Abouibrahim2, Dr Maya Venu3

1Internal Medicine Trainee 3, 2Diabetes & Endocrinology Specialty Registrar, 3Diabetes & Endocrinology Consultant

Case

Discussions

Initial investigations:

Venous blood gas
• pH 7.31
• PaCO2 7.58 mmHg
• Lactate 1.44 mmol/L
• Na 117 mmol/L
• Glucose 2.8 mmol/L

Thyroid function test
• Normal TSH – 1.76mU/L
• Low free T4 – <5.4 pmol/L

Initial management plans:

• Stat 100mg Intravenous 
(IV) hydrocortisone

• Oral and IV glucose 
replacement

• IV normal saline

Initial differentials:
1. Progression of mantle cell lymphoma

• Lymphoedema
• Poor oral intake

• Hypoglycaemia
• Hyponatraemia

2. Adrenal insufficiency?

• Focus → possible heart failure leading to hyponatraemia  
+ fluid overload state; furosemide given

• Day 4: continued to have episodes of hypotension and 
hypoglycaemia

• Team reconsidered adrenal insufficiency
• Restarted on IV hydrocortisone

• Day 5: started showing signs of improvement
• Subsequently had short Synacthen test confirming 

adrenal insufficiency
• Referred to Endocrinology – advised levothyroxine & MRI 

pituitary
• MRI pituitary: pituitary haemorrhage

• Referred to Ophthalmology & Neurosurgery
• Case discussed in multidisciplinary team meeting

Final diagnosis:
• Ibrutinib (used to treat mantle cell lymphoma) caused 

pituitary haemorrhage, leading to:
• Hypothyroidism
• Adrenal insufficiency

Outcome:
• Made good recovery after being in hospital for 28 days, 

subsequently discharged home
• Still under Endocrinology follow-up
• Ibrutinib continues to be on hold
• Not on any lymphoma treatment but still followed-up by 

Haematology
• Last heard, going on holidays overseas!

Ibrutinib
• Tyrosine kinase inhibitor – type of targeted cancer drug1

• Tyrosine kinases are involved in angiogenesis and 
cell proliferation2

• Useful for cancer when cell proliferate uncontrollably3

• However, relatively new drug – side effect still studied
• So far only 1 case report (2020), reported ibrutinib 

causing endocrinological side effects4

References
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CT scan of neck, chest, abdomen and pelvis (done on 
Day 2): stable disease
Haematology review: unlikely related to lymphoma
Due to worsening drowsiness, overall poor prognosis 
– unlikely to survive.



Improving follow up imaging practices for patients with 
Community-Acquired Pneumonia

M. Evans1, A. Rehman1,, J. Marchant1,, A. McWhirter1,, R. Buxton-Thomas1,, M. Pavitt1,2

Background Conclusions

Methods

o Incidence of lung cancer in individuals presenting 
with Community-Acquired Pneumonia (CAP) is up 
to 9.2% [1]

o BTS guidance states that high-risk CAP should be 
followed up with a 6-week repeat chest x-ray 
(CXR) to exclude underlying malignancy [2]

Three cycle audit including two intervention stages at 

Royal Sussex County Hospital Respiratory 

Department. Each audit cycle analysed patients 

discharged with CAP in a 2-month period (Nov-Dec 

2023, Jan-Feb 2024 and Nov-Dec 2024)

First Intervention:

1. Information sheet created for patients

Second Intervention:

1. Creation of poster for Doctors’ Office

2. Reminder on morning handover proforma

3. Update to Trust Standard of Practice for CAP 

discharges  

Aim: To optimise imaging protocols for Community-Acquired Pneumonia

o Simple interventions have led to a significant 
improvement in imaging follow up for patients 
with Community-Acquired Pneumonia

o The majority of patients now have a CXR 
arranged on discharge

o Improved follow up should improve 
identification of patients with persistent CXR 
changes to facilitate early detection and 
treatment of lung malignancies

o Further interventions required to improve 
patient attendance to CXR follow up

Total eligible 
patients

CXR ordered Attended

Pre-intervention 101 36 27

Post 1st intervention 26 22 20

Post 2nd intervention 52 47 34

[1] Mortensen EM et al. Diagnosis of pulmonary 
malignancy after hospitalization for pneumonia. Am J 
Med (2010)

[2] Lim WS et al. BTS guidelines for the management 
of community acquired pneumonia in adults: update 
2009. Thorax (2009)

Table 1. Number of patients attending follow up CXR
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A QIP aimed at improving the recording of Discharge BodyweightS of Heart Failure patients in the Acute 
Cardiac Unit (ACU)

Introduction
• Diuretic therapy has an important role in the management of fluid 

overload in patients with decompensated heart failure (HF)

• Further to this, having a previous dry weight available aids cardiologists 

and community heart failure nurses in optimising diuretic therapy at the 

Acute Cardiac Unit in Colchester General Hospital. 

• Subsequently, a project was devised with an aim to record the dry weights 

of patients in discharge letters to promote awareness and reporting. 

• This project was supervised by a consultant cardiologist and the hospital’s 

heart failure nurse was involved

• A baseline audit had shown that only 8 discharge letters out of 85 with 

HF had a dry body weight included in their discharge letters (9.4%).

Materials and Methods
• Two interventions were implemented to promote the reporting of dry 

weights in discharge letters. 

• The first (PDSA 1) was to draft and distribute a cardiology induction 

handbook with an excerpt highlighting the need for dry weight recording 

in discharge letters for newly rotating resident doctors at ACU in 

December

• Second intervention (PDSA 2) consisted of an in-person presentation to 

the newly rotating resident doctors in April. 

• All discharge letters for patients with HF were examined for compliance 

throughout the duration of this project

Results and Discussion
• Following PDSA 1, 25% (6/24) of discharge letters had included a dry body 

weight. 

• Subsequently, in the period after PDSA 2 this had increased to 38%. (3/8)

• In all, an overall improvement was noted in reporting rate (Figure 1)

Conclusion
• To conclude, we report that the proportion of discharge letters with 

recorded dry body weights had risen modestly to above 35% following our 

quality improvement project. 

• More broadly, the community HF nurses found this work to be useful in the 

follow-up of their patients. 

• Additional methods of distributing dry bodyweights includes incorporating 

them into clinic letters in the future. 
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Figure I: A graph illustrating the reporting rates at each stage of the QIP. The reporting rate is 

defined as the percentage of discharge summaries from HF patients with a documented dry body 

weight in their letter. 



CONFUSION AND SEIZURES; IS A CT HEAD ALWAYS REQUIRED?

Fayed M, Munir I, Nayyar M

CT head is readily utilised in patients presenting with confusion and seizures. 

NICE have published detailed guidance on the use of CT head in patients with 

seizures or head trauma. It is not recommended to perform a CT head in patients 

with epilepsy who present with a typical seizure(1,2). CT head has a low yield in 

patients presenting with confusion without neurological symptoms(3). 

Despite the published guidelines, the overuse of CT head remains an ongoing 

concern(4). We are looking to identify patients that are most likely to benefit from 

a CT head when presenting with seizures or confusion.

Introduction:

We randomly selected 100 patients over a one-month period who presented to the 

emergency department with seizures or confusion and proceeded to have a CT 

head. Data including demographics, history of trauma, presenting complaint, 

home medications and CT findings were collected.

Methods:

51 patients presented with a seizure (with or without confusion), 

42 (82.4%) of which had previous seizure history. 13 (25.5%) had 

neurological signs. 15 (29.4%) had trauma and 4 (7.8%) were on oral 

anticoagulation. 

8 (15.7%) CT head scans showed an acute abnormality. 5 (62.5%) of 

these patients had loss of consciousness, 1 (12.5%) had trauma and 3 

(37.5%) were anticoagulated. 5 patients (62.5%) had seizure history, 

4 of them had additional symptoms either Loss of consciousness, 

neurological signs or trauma. Only 1 had no other associated 

features.

1 CT scan (12.5) showed combined subdural haemorrhage (SDH) and 

subarachnoid haemorrhage (SAH) due to trauma. 3 (37.5) showed 

subdural haemorrhage. All 3 patients received oral anticoagulation 

and reported loss of consciousness. 1(12.5%) revealed subarachnoid 

haemorrhage.  2(25%) scans highlighted brain metastases; both of 

these patients had history of cancer. Additionally, 1 (14.3%) detected 

a meningioma.

Discussion:
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meta-analysis. JAMA Netw Open. 2022 Nov 1;5(11):e2242805.

4. Saran M, Arab-Zozani M, Behzadifar M, et al. Overuse of computed tomography 

for mild head injury: a systematic review and meta-analysis. PLoS One. 2024 Jan 

11;19(1):e0293558.
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Conclusion:
Clinicians should adopt a low threshold for performing CT head in 

patients on oral anticoagulants when there is history of trauma or loss 

of consciousness.

CT head is unlikely to show an acute abnormality in patients 

presenting with confusion alone. 

Confusion and seizures are common manifestations of infection and 

may not, in isolation, warrant a CT head. Careful selection of 

patients  can avoid unnecessary radiation exposure and reduce the 

costs to the NHS.   

Conclusion:

46 patients presented with confusion without a seizure. 15 

(32.6%) had neurological signs, 24 (52.2%) had trauma, 14 (30.4%) 

were on oral anticoagulants, 8 (17.4%) had history of cancer, 9 

(19.6%) had hyponatraemia and 12 (26.1%) had an infection. 

Only 3 (6.5%) scans showed an acute abnormality. 1 (33.3%) had 

subdural haemorrhage due to trauma and manifested as confusion 

with neurological deficit. 1 (33.3%) showed a space occupying 

lesion in a patient with headache. 1 (33.3%) showed an ischaemic 

stroke in a septic patient.

Overall, 21 patients had an infection. Only 1 of these had an acute 

abnormality on CT head.

Results

5 
(62.5%)

3 
(37.5%)

1 
(12.5%)

5 
(62.5 %)

Loss of Consciousness

Anticoagulation

Trauma

History of Recurrent
Seizures

Figure 1: Clinically relevant associations in 

patients presenting with seizures (with or 

without confusions) and had a positive CT

TABLE 1: POSITIVE CT 

FINDINGS IN SEIZURE 

PATIENTS.

Meningioma
1  

12.5%

SDH/SAH
1

12.5%

SAH
1 

12.5%

SDH
3

37.5%

Brain metastases
2

25%

TABLE 2: POSITIVE CT 

FINDINGS IN 

CONFUSION PATIENTS

SDH
1    

33.3%

Space 

occupying 

lesion

1    
33.3%

Ischaemic 

stroke

1    
33.3%

Figure 2: Clinically relevant 

associations in patients presenting 

with confusion without seizures and 

had a positive CT

Aim of work:

1 (33.3 
%) 

1 (33.3 
%) 

1 (33.3 
%)

Sepsis

Headache

Neurological signs
& Trauma



Members in 2015 : 265
Members in 2025 : 3,135

Dr El lahawi’s NeuroTube : 10 years of online neurology teaching Experience 
Mohammed El lahawi consultant Neurologist – SKMC - Abu Dhabi , UAE -  Inas ALHassan Medical Specialist  

The need for online neurology teaching :
1- Increase in number of medical schools worldwide
2- More junior doctors and fellows on training 
3- Neurology is difficult for most of the doctors
3- Not enough neurologists for teaching 

Mission of the NeuroTube :
@ Deliver free online neurology teaching for medical 
students and junior doctors across the globe 
@ Make neurology as easy as it can be
@ Encourage doctors to take neurology as specialty to
Increase the number of neurologist globally

Work achieved :
1- More than 500 Zoom lectures were delivered 
2- > 3050 slides and photos
3- 254 video 
4- 1668 voice messages 
5- More than 700 MCQs
6- Clinical Neurology courses :

         - 8 courses in Sudan
        - 4 courses in UAE
        - 1 course in Somali

RCP- London - 2025

Dr El lahawi NeuroTube 
 

INVITATION  

 

Live Zoom Lecture  
 

Title :   Neurological emergencies (2) 
 
Date :   Sunday , 16/03/2025 
 

Time :  Sudan  : 08:30  -  PM 
              Dubai  : 10:30  -  PM 

              UK        : 07:30  -  PM 
 
                              
 
 
                                 ALL ARE WELCOME  
   

 

Challenges :
@ No internet access in some areas
@ Problems with electricity supply  @ Difference in time
@ Some doctors  don’t have computers or smart phones 

Future Plan
1- Expand the Tube , > members
2- Continue the activity
3- Publishing the Tube materials in 
small booklets 
4- Share the recent updates in 
neurology at regular basis
5- Encourage colleagues to do 
online teaching 

Other activities of the Tube :
1- Career advice 
2- Online neuro clinics : to discuss difficult neuro cases ,images ,……
3- Medical ethics and good clinical practice (applying GMC guidelines) 
4- Neuro Quizzes and competition 
5- Neurology for different Board Exams

5- Mock exams  : for medical students and post graduate doctors 

6- Help in audits , case presentation , graduation projects , ……….

https://t.me/+JNRXSZrSRCdiNWEx

The Story of the NeuroTube :
- Established in 2015 in Telegram , 
- Members are from different countries including : 
UK,  Sudan, Saudi Arabia, UAE, Egypt, Somalia,……
- Materials are strictly encrypted 
- Social media and advertisements are prohibited
- Activities will be advertised one or two days before 
- The time of the lecture will be chosen to suit most 
of the members in different countries 
- Live Interactive discussion 
- MCQs and questions after every lecture 
- Lectures will be recorded and uploaded in the tube 
for those who were unable to attend live 



Optimising Asthma Inhaler Prescribing to Improve Health Outcomes and Lower Greenhouse Gas Emissions
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BACKGROUND
In the UK, there is an urgent clinical need to improve outcomes in asthma, for which it has amongst the highest prevalence and one 
of the worst mortality rates in Europe. A leading cause of poor asthma related outcomes is the underuse of preventer (inhaled 
corticosteroid (ICS)) and over reliance on reliever inhalers (short-acting beta agonists (SABA))1. In the UK, SABA alone account for 
70% of the Greenhouse Gas effect of all inhalers used in the NHS.2 

The latest NICE/BTS/SIGN asthma guidelines recommend combination ICS/formoterol inhalers in favour of separate preventer and 
reliever therapy. As part of a sustainability QIP at our hospital, we assessed the prescribing of TTO (to-take out) inhalers in ED in 
acute asthma patients, and the potential clinical, environmental and financial impact of aligning practice in line with guidelines. 

ACTION PLAN 
Proposed solutions:
1. To update local ED guidelines (Blue book) and reinforce best-practice 

through ED education sessions 
2. To supply Symbicort turbohaler in the ED pre-pack TTO cupboard 
3. To create and provide patients with bespoke self-management packs 

Second cycle of analysis to assess the impact of quality improvement actions 
on prescribing practices and associated re-presentation rate and GHG burden, 
with inclusion of data on paediatric patients. 

REFERENCES (1) Asthma + Lung UK. (2023) Asthma care crisis: Charity sounds the siren as asthma death toll rises. Available at: 

https://www.asthmaandlung.org.uk/media/press-releases/asthma-care-crisis-charity-sounds-siren-asthma-death-toll-rises (Accessed: 14/05/25)
(2) Alzaabi, A., Bell, J.P., Montero-Arias, F., Price, D.B. et al. (2023) ‘Greenhouse gas emissions from respiratory treatments: results from the SABA CARBON 
international study’, Advances in Therapy, 40(11), pp. 4836–4856. doi: 10.1007/s12325-023-02663-2.
(3) PrescQIPP. (2022). Bulletin 295: Inhaler carbon footprint. PrescQIPP. Available at: https://www.prescqipp.info/our-resources/bulletins/bulletin-295-inhaler-
carbon-footprint/ [Accessed 09/05/25].
(4) U.S. Environmental Protection Agency (EPA), 2023. Greenhouse gas equivalencies calculator. [online] Available at: https://www.epa.gov/energy/greenhouse-gas-
equivalencies-calculator#results [Accessed 09/05/2525]

METHODOLOGY 
The pharmacy team provided an initial list of 198 patients 
who had been discharged with inhalers from ED over a 3-
month period (01/09/2023 to 01/01/2024). Retrospective 
data analysis was completed to determine which inhalers 
had been prescribed, with review of the environmental 
impact related to pMDI therapy. 

Inclusion criteria:
1. Discharged from ED within 24 hours of arrival
2. Diagnosis of "asthma" or  unspecified "wheeze" 
3. TTO issued from on-site pharmacy

Exclusion criteria:
1. Age <16 years old
2. Diagnosis of chronic obstructive pulmonary disease (COPD)
3. TTO issued from the pre-pack supply available in A&E

A case note review was set against this criteria and patients 
with wheeze due to non-airways disease (e.g. pulmonary 
embolism, heart failure) were excluded. 

CONCLUSION 
Over a 3-month period, patients discharged from ED with acute 
asthma or wheeze were very unlikely to be prescribed preventer 
inhaler therapy and no patients received combination 
ICS/formoterol therapy in line with current guidelines. This was 
associated with a 19% re-presentation rate, highlighting an 
important missed opportunity for better prescribing. 

If annualised, we estimate that if all eligible patients were instead 
prescribed an ICS/formoterol inhaler, the reduction of 
greenhouse gas effect would be 3,332kgCO2e - equivalent to 
driving 8,485 miles (London to Japan) or charging 269,381 
smartphones.4 

When replacing SABA with combination ICS/formoterol inhaler, 
the increased unit cost is £26.54 (£6157.28 annually). This is likely 
to be offset by improved patient outcomes including reduced 
representation rates and associated hospital admission costs, and 
reduced frequency of reliever medication use.

Improving inhaler prescribing of acute asthma in ED may lead to 
improved patient outcomes, reduced greenhouse gas emissions, 
and better value healthcare. 

PEOPLE

PLANET

POUNDS

DATA ANALYSIS 
65 patients met the inclusion/exclusion criteria. 46% (30 patients) 
had either a known diagnosis of asthma or newly suspected one. 
54% had symptoms due to other airways disease e.g. post-
infectious wheeze. 

Majority of patients were discharged with salbutamol pMDI. No 
combination inhalers were prescribed. 71% were also prescribed 
TTO oral prednisolone. Only 9.2% of patients were offered 
respiratory clinic follow up.

All inhalers prescribed in this study used HFA-134 propellants 
with a cumulative greenhouse gas burden of 889kgCO2e, and 
cumulative cost of £280.3

87%

3%
10% Figure 1: Inhalers prescribed

Salbumatol pMDI

Beclometasone pMDI

Both

https://www.asthmaandlung.org.uk/media/press-releases/asthma-care-crisis-charity-sounds-siren-asthma-death-toll-rises
https://www.prescqipp.info/our-resources/bulletins/bulletin-295-inhaler-carbon-footprint/
https://www.prescqipp.info/our-resources/bulletins/bulletin-295-inhaler-carbon-footprint/
https://www.epa.gov/energy/greenhouse-gas-equivalencies-calculator#results
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Ad eren e to Guidelines  Assessing and Treating Werni ke’s En ep alopat   in 
Patients with Alcohol Withdrawal 

Dr M Inwood, Ms F Grehan, Dr K A Lockman

In 2023, Scotland had one of Europe's highest 
alcohol-related death rates at 22.7 per 100,000 
people.[1] In comparison, Greece recorded the 
lowest rate at 0.35 per 100,000 people, 
reflecting vast differing socioeconomic and 
cultural factors.[2] Alcohol withdrawal (AW) 
(Table 1) treatment, costs NHS Scotland £5-10 
billion annually, highlighting the significant 
public health challenge posed by alcohol 
misuse.[3]

Table 1: Symptoms and onset of alcohol withdrawal.[4] 

Wernicke’s Encephalopathy (WE) is a 
neurological emergency caused by vitamin B1 
deficiency occurring during or after AW. 
Presenting as a triad of confusion, ataxia and 
oculomotor dysfunction, it is treated with high 
dose IV vitamin B1.[5] In NHS Lothian, IV 
Pabrinex- containing vitamins B1, B2, B6, B3 and 
C is used, and its protocol outlined in Figure 1. 

This audit aimed to evaluate the 
adherence to the WE risk assessment and 
treatment for AW  protocol implemented 
in August 2023 (Figure 1). 

A retrospective review of hospital 
electronic patient records and 
prescriptions was conducted for all 
patients prescribed IV Pabrinex in the 
Acute Medical Unit at the Royal Infirmary 
of Edinburgh from 01/12/24 to 15/02/25. 
The measured parameters were: WE 
symptom documentation, IV Pabrinex 
dose and treatment duration. 

In this study, 803 doses of Pabrinex were 
prescribed for 86 patients, 93% of whom 
were treated for AW. WE symptoms varied 
(Figure 2), though 23% of cases lacked 
documentation.

All 86 patients received Pabrinex at the WE 
treatment-dose. Thus 56% of doses did not 
adhere to prescription guidelines. Patients 
with WE symptoms received a mean of 4.4 
days; 50% received under the recommended 
3–5 days, while 22% were treated for ≥5 
days. Those without symptoms of WE 
received a mean of 2.3 days. 

Assuming this group was at high risk of WE, 
on a once daily dosing regimen a maximum 
of 5 days, 515 excess doses were prescribed. 
Therefore, 807, 50% of the prescribed doses 
were unnecessary. 

This audit indicated that despite clear 
guidelines for assessing and treating WE, 
many prescriptions were inappropriate. 
Commonly:
• Those with WE symptoms received 

insufficient Pabrinex treatment duration.
• Those without WE features received more 

doses than recommended 

It further underscored the variability in 
documentation of WE clinical features which 
can affect the subsequent prescribed dose 
and duration of Pabrinex treatment. 

Background

Onset Symptom

6-12 hours Tremors, anxiety, sweating. 

12-24 hours Irritability, hallucinations

24-48 hours Tonic clonic seizures

48-96 hours Confusion, hallucinations, 
agitation

References:
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Results
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1. National Records of Scotland. Alcohol-specific deaths 2023 [Internet]. National Records of
Scotland (NRS). National Records of Scotland; 2024 [cited 2025 May 3]. Available from:
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Gov.scot. The Scottish Government; 2025 [cited 2025 May 10]. Available from: https://www.gov.scot/publications/foi-202400441124/
4. Newman RK, Stobart Gallagher MA, Gomez AE. Alcohol Withdrawal [Internet]. PubMed.
Treasure Island (FL): StatPearls Publishing; 2024 [cited 2025 May 3]. Available from:
https://pubmed.ncbi.nlm.nih.gov/28722912/
5.Ota Y, Capizzano AA, Moritani T, Naganawa S, Kurokawa R, Srinivasan A. Comprehensive review of Wernicke encephalopathy: 
pathophysiology, clinical symptoms and imaging findings. Japanese Journal of Radiology [Internet]. 2020 May 10 [cited 2025 Apr 
10];38(9):809–20. Available from: https://link.springer.com/article/10.1007/s11604-020-00989-3

Figure 1: IV Pabrinex prescription protocol

Figure 2: WE symptoms documented 

Figure 3: Pabrinex treatment (days) in WE patients and 
without WE. Red line marks correct duration. 
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https://en.protothema.gr/2023/10/11/greece-has-the-lowest-alcohol-related-death-rate-in-europe-eurostat-says/
https://pubmed.ncbi.nlm.nih.gov/28722912/


Health literacy associates with clinical, treatment and work status in people with inflammatory arthritis: Results from a national cohort
Mrinalini Dey1, Sam Norton1,2, Andrew Cope1, Maya Buch3,4, Richard Osborne5, James Galloway1,6, Elena Nikiphorou1,6,7

1King's College London, Centre for Rheumatic Diseases, United Kingdom, 2King's College London, Health Psychology, United Kingdom, 3University of Manchester, Centre for Musculoskeletal Research, United Kingdom, 4Manchester University 
NHS Foundation Trust, United Kingdom, 5La Trobe University, Australia, 6King's College Hospital NHS Foundation Trust, Department of Rheumatology, United Kingdom, 7King’s College London, Centre for Education, United Kingdom

Introduction
• Health literacy is “the ability of individuals to gain access to, 

understand and use information in ways which promote and 
maintain good health”.

• Health literacy is central to prevention and control of 
noncommunicable diseases, including inflammatory arthritis (IA), 
e.g. rheumatoid arthritis (RA).

Objectives
• To determine the association between health literacy, defined by 

the Health Literacy Questionnaire (HLQ), social determinants of 
health, clinical and non-clinical outcomes in people with IA in the 
National Early Inflammatory Arthritis Audit (NEIAA) in England.

Methods
• NEIAA is an observational cohort of adults with IA recruited since 

2018. 
• Patients with IA were identified from NEIAA and invited to complete 

an online survey (March-May 2024), comprising the 44-question 
Health Literacy Questionnaire (HLQ), Work Productivity and 
Activity Impairment, Generalised Anxiety Disorder (GAD-2), Patient 
Health Questionnaire (PHQ-2), and questions on employment, 
education, treatment and joint symptoms.

• Survey distributed to 3300 individuals, with those responding 
matched to original records within NEIAA.

• Multivariable linear or logistic regression analyses were conducted 
to determine associations between each of the HLQ domains 
(Figure 1), socioeconomic and clinical variables.

• Analyses were adjusted for age and gender, then further for 
educational attainment.

Figure 1: Nine domains of the HLQ

Table 1: Demographics and mean HLQ scores
Total (n=995)

Age (median, IQR) 59.0 (50.0-67.0)
Gender (n, %)
Male 338 (34.0%)
Female 657 (66.0%)
Ethnicity (n, %)
White 943 (94.8%)
Black 5 (0.5%)
Asian 21 (2.1%)
Mixed 2 (0.2%)
Other 22 (2.2%)
Not known 2 (0.2%)
HLQ domain and scale (mean, SD)
1.HPS (1-4) 2.7 (0.6)
2. HSI (1-4) 2.8 (0.5)
3. AMH (1-4) 3.0 (0.4)
4. SS (1-4) 2.8 (0.5)
5. CA (1-4) 2.7 (0.5)
6. AE (1-5) 3.4 (0.8)
7. NHS (1-5) 3.2 (0.7)
8. FHI (1-5) 3.6 (0.6)
9. UHI (1-5) 4.0 (0.6)
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Forest plots of odds ratios with 95% confidence intervals (CI) for logistic regression analyses, and Β coefficients 
with 95% CI for linear regression analyses, adjusted for age and gender. No significant differences noted on 

controlling for education. RDCI= Rheumatic Disease Comorbidity Index.

e)

Conclusions
• Low health literacy associates with poorer physical and mental health in people with IA, and higher absenteeism and 

presenteeism, especially in HSI domain. Employment associates with higher health literacy, especially FHI and UHI.
• This is the largest and richest IA cohort exploring health literacy and its associations, using a robust and validated tool.
• Results highlight unmet need to assess health literacy when formulating management plans and shared decision-making, 

at the individual and population level.
This study is generously funded by a Foundation for Research in Rheumatology (FOREUM) Early Career Grant awarded to EN and funding from King’s College Hospital Charity awarded to MD.



Remote Monitoring using Virtual Wards for the Management of Febrile Neutropenia in 

Solid Tumor Patients; a Service Evaluation
Muhammad Ahmed Latif1, Mihaela Simion2, Peter Dickinson1, Muzahir Tayebjee1, Abigail Uttley1, Divyalakshmi Bhaskaran3, 4

1Leeds Teaching Hospitals NHS Trust; 2The Clatterbridge Cancer Centre NHS Foundation Trust; 3Bradford Teaching Hospitals 

NHS Foundation Trust; 4Leeds Institute of Medical Research, St. James’s Institute of Oncology, University of Leeds

Introduction
● Febrile neutropenia (FN) is a serious oncological 

emergency requiring prompt management. 1 
Traditional inpatient care has been the standard 
approach.

● Remote virtual wards offer a novel strategy to 
reduce hospital burden while ensuring patient 
safety.

Aims

● This service evaluation aimed to evaluate the 
efficacy and safety of a virtual ward model for 
managing low-risk FN patients, focusing on 
hospital stay duration and readmission rates.

Methods
● A retrospective analysis was conducted, 

comparing patients managed on virtual wards 
with those receiving traditional inpatient care. 

● Patients were matched based on key clinical 
characteristics (age, primary cancer site, 
chemotherapy regimen, MASCC index 2), and 
outcomes were assessed, including hospital stay 
duration and readmission rates.

                                              

 

Results
● 30 patients were managed on the virtual 

wards (median age=49 years). 21 matched 
physical wards patients (median age 52 
years) were included in comparison group. 

● The mean in-patient stay before being 
admitted to virtual wards was 1.2±1.7 days, 
compared to 4.8±2.5 days for those 
managed entirely on physical wards 
(p<0.005)

● Mean stay on remote monitoring was 
5.3±2.1 days.

● Readmission rates were low for both 
groups (3.3% vs 0%)

Conclusion
● Virtual wards represent a feasible approach 

for managing low-risk FN, offering reduced 
hospital stays with acceptable safety.

● Further large-scale studies are needed to 
validate these findings and assess cost-
effectiveness.

1. Klastersky J, de Naurois J, Rolston K, Rapoport B, Maschmeyer G, Aapro M, et al. Management of febrile neutropaenia: ESMO Clinical Practice Guidelines. Annals of Oncology: Official Journal of the 
European Society for Medical Oncology. 2016 Sep 1;27(suppl 5):v111–8.

2. Klastersky J, Paesmans M, Rubenstein EB, et al. The Multinational Association for Supportive Care in Cancer risk index: A multinational scoring system for identifying low-risk febrile neutropenic cancer 
patients. J Clin Oncol [Internet]. 2000;18(16):3038–51.



Dr Naomi Earl & Dr Burhan Khan, Respiratory Medicine, Darent Valley Hospital

Introduction
Conscious sedation is commonly used 
in a number of interventional 
Pulmonology procedures.  Knowledge 
and familiarity with sedation and its 
reversal is essential, but 
unfortunately is both poorly 
understood and remembered and 
thus poses a potential risk. 

Aim
• Quantify usage of reversal agents 
• Assess understanding of sedation 

and antidotes amongst respiratory 
trainees 

Materials and Methods
• Audit of amount of sedation and 

reversal agents dispensed
• Survey of KSS Respiratory trainees 

on knowledge concerning sedation 
and antidotes

• Create an Aide Memoire to 
reference in an emergency

Graph 1: Results of trainee survey depicting poor knowledge of sedation reversal

Aide Memoire on Sedation Reversal: Knowing your way in and out!

Figure 1: Sedation Reversal Aide Memoire

Results
In the last 5 years 68,160ml of 
Midazolam and 50,094ml of Fentanyl 
was dispensed compared to only 
350ml of Flumazenil and 30ml of 
Naloxone.

29 trainees completed the survey.

Midazolam was used first line by 97%.

96% thought an Aide Memoire would 
be useful in clinical practice.  Only 
10% had access to a local reversal 
policy at their hospital.

Conclusion 
Though the need for sedation reversal 
is fortunately infrequent, it is an 
emergency event when both prompt 
recollection of knowledge and 
process of sedation reversal is crucial 
for patient safety. An Aide Memoire 
may be invaluable in such events.



Inpatient Compliance with Levothyroxine Timing: 
A Clinical Audit of Administration Practices and Patient Knowledge
Nadia Ibrahim, Bilal Rauf Kahara, Kamal Naser (Consultant & Audit Mentor), Hafiz Nasir, Nehmiea Melese

INTRODUCTION

Thyroxine (T4) is a synthetic hormone widely prescribed for the 
management of hypothyroidism. Food and certain medications 
can significantly reduce its bioavailability.

Current guidelines recommend taking thyroxine on an empty 
stomach, ideally 30 minutes before food intake, to maximize 
gastrointestinal absorption. 

OBJECTIVES

Assessing the patient compliance with Thyroxine timing

Evaluating patient knowledge on the recommended timing

Determining the impact of concurrent medications on compliance

MATERIALS AND METHODS

Enhanced Patient 
Education

EPMA default time 
setting at 6:00 AM

Improved pharmacy 
labelling

Annual medication 
reviews

INTERVENTIONS

CONCLUSION

4% 4%Patients informed by a 
healthcare provider

Patients with sufficient 
knowledge

Patient Awareness about Thyroxine timing:

Hospital Routines emerged as another potential barrier, as 
medication schedules aligned with meal service may not support 
optimal thyroxine timing. This is evidenced by an increase in patients 
taking thyroxine after meals during hospitalization.

Medication interaction 
alerts

Nurse briefings

Systemic and educational gaps lead to non-compliance. Interventions 
across technology, workflow, and education are essential to improve 
outcomes.

Sherwood Forest Hospitals
NHS Foundation Trust

RESULTS

Potentially interfering 
concurrent medications 

with thyroxine

In-Patient Record

Details on medication adherence 
and awareness

Questionnaire

King’s Mill Hospital 26/08/2024 – 09/09/2024

All in-patients prescribed with thyroxine (n=51)

21.6% 
compliant pre-

admission; 
13.7% during 

admission

81.5% of 
those on PPIs 

took them 
concurrently 

with thyroxine

Acknowledgement: We are deeply grateful to Dr. Kamal Naser for his 

unwavering support, insightful guidance, and encouragement throughout 

this audit. His mentorship has been invaluable.



Introduction:

The AI-based CariHeart Risk calculator has been developed using cardiac CT angiography 

(CCTA) assessment of the peri-coronary artery inflammation (FAI) and conventional 

cardiovascular risk factors to predict 8 years fatal and non-fatal cardiovascular events.

As one of the 5 chosen Hospitals in the United Kingdom we have performed and interim 

analysis to assess the impact of the proposed new chest pain pathway on the risk 

stratification of patients referred for suspected angina to the Rapid Access Chest Pain 

Clinic (RACPC).

Methods:

135 consecutive patients 

referred to the RACPC are 

part of this analysis. 2 patients 

had no contrast CCTA images 

at patient request and were 

excluded. 

Risk stratification was defined 

into 3 categories:

Conclusion:

❖ The AI-based new chest pain pathway utilising CCTA images has identified higher 

proportion of at-risk patients particularly those with non-obstructive CAD. 

❖ FAI score and CariHeart risk score seems to perform similarly in the combined 

intermediate and high-risk groups.

❖ Further research into understanding the value of initiation of cardiovascular preventive 

therapy to reduce perivascular inflammation and hence cardiovascular death would be 

essential. 

Impact of the AI based CariHeart risk score, using cardiac CT angiography, on the stratification of 

patients with suspected coronary artery disease – Insight from the NHS England Pilot Study

Results: 

Sanfeliu Garces, Nerea¹; Barnfather, Tracy¹; Cooley, Lynne¹; Kardos, Barbara²; Alsinbili, Ahmed¹; Pashler, Mike¹; Chattopadhyay, Sudipta³; Kardos, Attila¹
¹Department of Cardiology Milton Keynes University Hospital NHS Trust, Milton Keynes,²Oxford University Hospitals, Physiotherapy, Oxford, ³Bedford Hospital NHS Trust, Bedford, United Kingdom





Two-component 
system (pnpS)

Figure 2. Molecular 
docking of KNG1K438-

R457 and PAS domain of 
pnpS

Production of anti-CD47 nanobody 
is triggered in L. paracasei

Figure 3. Plasmid for 
anti-CD47 nanobody 

production5

Permanently Stationed Bacteriobots for Surveillance and 
Elimination of Nascent Tumors

Praneshwar Eswaran

Figure 4. Cumulative lifetime risk of breast 
cancer in BRCA1 mutation carriers with and 

without bacteriobot intervention (simulated)6.
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Figure 1. Timeliness of cancer treatment in 
England, Feb 20251.

67%

33%

Systematic cancer therapy is associated 

with various  adverse effects.

Each month of delay in cancer treatment is 

associated with  increase in mortality rate2.

Next Steps
• Optimize receptor specificity.
• Simulate gene circuit expression.
• Model bacteriobot behavior in tissue.

• Engineer L. paracasei.
• Validate sensing and expression.
• Confirm lysis and nanobody release.

• Test colonization and stability.
• Assess detection and therapeutic 

efficacy.

1. NHS England. (2025). 2. Hanna TP. (2020). BMJ. 

371. 3. German R. (2023). Breast Cancer Res. 25. 4. 

Fan J. (2016). J Proteome Res. 15(5). 5. Chowdhury S. 

(2019). Nat Med. 25(7). 6. Kuchenbaecker KB. (2017). 

JAMA. 317(23). Icons by Freepik. Graphics from 

Servier Medical Art. Visualizations using PyMOL.
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Engineered Lacticaseibacillus 
paracasei is stationed within 
breast of high-risk patient

1

Methods
• BRCA1-mutant breast cancer was selected as the 

use case. 

• A literature review identified Lacticaseibacillus 

paracasei as a suitable chassis (naturally present in 

breast tissue3, genetically modifiable); highlighted 

tumor-specific peptide biomarkers4 for detection 

and CD47 blockade as an elimination strategy. 

• The L. paracasei genome (from NCBI) was 

analyzed to identify two-component 

receptors; pnpS, a histidine kinase with a PAS 

sensor domain (using InterPro), was selected. 

• Molecular docking (using Protenix) of PAS with 

cancer peptides revealed non-specific binding; 

receptor optimization is ongoing.

Newly formed 
BRCA1-mutant 

cancer cell

2

72%

7%
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From Inconsistency to Sustainability: ICU Night Huddle Compliance Improvement 

Through a Structured QI Approach

• Night handovers in ICU were 

occurring separately between 

doctors and nurses.

• This led to inconsistent 

communication, unclear roles, 

and missed safety-critical 

tasks.

• A structured ICU Night Huddle 

was introduced to improve 

coordination and compliance.

INTRODUCTION

Dr Prasobh P V Mukundan, Dr Alisha Karki

AIMS & OBJECTIVES

• Baseline Compliance (QIP): 32.8%

• Post-Intervention (Re-Audit): 70.7% (↑ 37.9%)

• Trend Graph

Fig 1: Compliance trend graph with interventions

❖ Key Observations:

• WhatsApp reminders improved awareness.

• Message of the Week created routine.

• Nursing engagement improved sustainability.

METHODOLOGY

▪ To improve communication and teamwork

▪ To reduce treatment delays

▪ To enhance patient safety by  ensuring all members are  

aligned on care plans

▪ To ensure sustainability of night huddle process by 

integrating it  into ICU workflow.

RESULTS

• This QI project followed a Plan-Do-Study-Act (PDSA) cycle 

over two phases:

•  Initial QIP (September 2023 – March 2024): A Night 

Huddle checklist was introduced, and compliance was 

monitored. 

• Re-Audit (September 2024 – December 2024): Targeted 

interventions were implemented to address compliance gaps

❖ compliance measured via checklist completion rates

DISCUSSION

1. Phase 1: Doctor’s Hub Checklist (22/09/24): Initial 

compliance was low, with adherence being inconsistent.

2. Phase 2: WhatsApp Group Reminders (01/10/24): 

Compliance improved to 57%, although some nights were 

still missed.

3. Phase 3: Daily reminders included in the morning 

Huddle message of the week (14/10/24): Compliance 

increased to 71%.

4. Phase 4: Direct involvement of the Nurse In-charge 

(15/11/24): Compliance was sustained at 75%.

CHALLENGES

Noncompliance persisted (did not reach 100%) due to:

▪ Workload  pressure

▪ Forgetting/Skipping

▪ No  Direct Accountability

▪ Staff rotation issues

▪ Nursing-Doctor Coordination Issues

CONCLUSION
• The re-audit showed a significant enhancement in 

compliance levels.

• The use of structured reminders and active leadership 

participation greatly boosted adherence.

• To maintain this improvement, it is essential to formally 

incorporate it into the ICU workflow.

• A re-audit is scheduled for six months from now to 

verify ongoing compliance.



Sadaf Sadaf, Nnamdi Emekekwue, Rachel Lai, Prajakta Pradhan

Acute Medicine Department, Royal Derby Hospital

Enhancing Learning in Medical Same Day Emergency (MSDEC):
A Bite-Sized Teaching Program Approach

Teaching in MSDEC is challenging due to lack of protected teaching time, 
time-pressure and high workload.

We implemented a structured " Bite-sized teaching" programme with the 

aim to instate regular concise teaching sessions. 

A pre-programme questionnaire was distributed to resident doctors and 

ACPs working in MSDEC. The questionnaire included questions related to 

teaching style, mode of delivery, and the relevance of the teaching 

programme. 

22 weekly, interactive sessions limited to 30 minutes were conducted over 

6 months between July 2024 to January 2025.

Post-teaching feedback was distributed after each session. 

• Bite-sized teaching models can be replicated and successfully implemented in a 

busy clinical environment.

• Interactive sessions are found more engaging than long power point 

presentations.

• Short teaching sessions in busy settings can effectively improve clinical 

knowledge and drive change.

• Our next steps include expanding topics and an online interface via MS Teams

INTRODUCTION

METHODOLOGY

   RESULTS   CONCLUSION

RESULTS 
(Continued)
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A Novel Acute Medicine Virtual Ward Managing Multiple Acute Medical Pathologies: 
A Pilot Study in the District General Hospital Setting
Caroline Dawson, Rahul Sethi, Rosemary Ho, Usman Ahmed, Tahira Adnan

Background and aim:

• Virtual wards have been increasingly used in clinical settings to deliver specialist care remotely via telehealth1

• NHS virtual ward operational framework suggests potential to reduce patient time in hospital and improve overall experience1

• Study designed to describe feasibility and safety of a novel acute medicine virtual ward in a district general hospital setting managing multiple acute medical pathologies

Pilot study overview:

• A virtual ward was set up at a district general hospital for various acute medical 
problems using a remote observations monitoring platform; personalised 
escalation criteria were created when a patient was discharged from hospital 
and admitted to the virtual ward

• Discharge from the virtual ward once discharge criteria were met

Methods & key results:

• Retrospective data collection for all patients enrolled in first 6 weeks of virtual 
ward pathway being launched

• Data included demographics, primary acute medical problem, length of stay on 
the virtual ward, number of contacts and any requirement for care escalation

• The mean number of contacts per patient was 13.0±5.7 across conditions

Table 1: Number of patients for each primary acute medical problem and the number 
of those requiring escalation of care. Values are n (%)

Conclusion: The acute medicine virtual ward provides a potentially feasible and safe method to reduce length of hospital admissions, with further 
patient recruitment required to validate and verify preliminary findings and to analyse scale of potential cost savings

Figure 1: Patient contact overview (n;%) Figure 2: Patient escalation overview (n;%)

Reference: 1) NHS England, Virtual wards operational framework [Internet]. England.nhs.uk. 2024. Available from: https://www.england.nhs.uk/long-read/virtual-wards-operational-framework/#benefits-of-virtual-wards 

35; 81%

5; 12%

2; 5%
1; 2%

No escalation required

Escalated to medical registrar; 
symptoms resolved with remote
medication adjustment

Attended and discharged from 
the emergency department

Hospital admission required

Remote monitoring
equipment

Telephone

Discharged as unable
to contact



Improving Nil by Mouth (NBM) Patient Care

NBM patients were not consistently assessed 

for hydration and nutrition. This caused:

❖ Dehydration

❖ Malnutrition

❖ Delayed recovery and discharge

1. Reason for the QIP

❖ Document reason and timing for 

NBM clearly

❖ Review NBM status daily

❖ Start IV fluids if NBM >6–12 hrs

❖ Refer to Dietitian/SALT early

❖ Use escalation flow for decision-

making

❖ Consider End-of-Life (EOL) care 

needs

❖ Monitor hydration and nutrition daily

5.Suggestions to Improve

❖ Increased risk of malnutrition

❖ Inadequate hydration

❖ Prolonged hospital stays

❖ Missed opportunities for early 

recovery

4. Impact on Patients Due to 
Poor Compliance

 3. What Data We Found

Author: Rajbardhan Singh Rajpoot

Co Author: Dr.Abdurrahman Nagjar   

 Dr. Ibrahem Dokali 

2. Methodology

❖ Design: Retrospective audit & 

QIP

❖ Sample: 20 patient records 

(HIVE system)

❖ Collaboration: SALT & dietitian 

teams



QI in Ambulatory Care at Barnet Hospital- Making AAU Hub Paperless
Ratnadeep Ghadge ST6 AIM, Lauren Farber(Consultant), , Chris Scott(Service Manager), Abdulmalik Muhammad(Admin)

Background-
AAU hub at Barnet was using a system of paper 
and folders for patient flow. 
- Consultant documented plan on papers for 

nurses to follow
- Patients folder's were kept in  slots to pick up 

as per their  arrival time.

QIP undertaken from November 2024
With Aims and Objectives:
1. Making patients plan and reviews transparent 
2. Avoiding risk to confidentiality 
3. Improving communication between doctors and 
nurses 
4. Reduce paper consumption to minimum 

2. Surveys pre and post rollout – Focused on ease 
of use, confidentiality and communication.
3. Teaching sessions- for Doctors, Nurses and 
Admins
4. Posters- shared electronically  and physical 
copies kept in department for visual cues

4. Posters

.

Results obtained from Data collection
1. Annual Paper consumption reduced by 95%

2. Admin time saved upto 3 hrs/day
3. 

Reducing financial loss of nearly100000£/yr
4. Increased clinic capacity with reduced 
wait time by 50%

Methods:
1. Cerner capability used to eliminate 

unnecessary paperwork and co-ordinate patient 
data in real time used.

This increased workload for admin staff
And caused delay in patient  care . 
Leading to higher operational costs and 
reduced efficiency.

Survey Pre Rollout Post Rollout

Participants 15 (10 Junior 
Doctors, 5 
Nurses)

16 (11 Junior 
Doctors, 4 
Nurses, 1 ANP)

Ease of Use Easy to Use 13
Complicated 2

Easy to Use 13
Complicated 3

Accessible patien
t plan

Easily 8
Not so easily 7

Easily 14
Not so easily 2

Confidentiality at 
risk 

Yes 7
No 4
Maybe 3

Yes 0
No 16
Maybe 0

Communication 
between Nurses 
and doctors

Clear and 
timely 4
Clear but with 
delay 6
Unclear 5

Clear and 
timely8
Clear but with 
delay 6
Unclear 2

Lack of uniform 
awareness of 

plan

Risk to 
confidentiality

Communication 
gap

Excess paper 
consumption

2 trial runs  –
1st on 6th March
2nd on 1st March

Final rollout from 22nd April 2024

OUTCOME:

Discussion:
Initial survey and feedback from nurses and 
doctors used to formulate plan for 
implementation of the new online systemin 
stepwise manner. Personalised teaching to 
admin staff, nurses and doctors was helpful 
to address individual queries and concerns.
All staff (nurses, admin staff and doctors) 

irrespective of their roleplayed a crucial 
part in the success of this project.
Use of Online system is very efficient in 

saving paper, manpower and improving 
patient care.
Ongoing troubleshooting of Cerner with IT 
support and further plan to remove 
negligible paper uses are kept in place.

Results obtained from Survey
1. Ease of use with online system 
was comparable with preexisting paper system 
and all grades of staff could easily adapt to new 
system with training and guidance.
2. Confidentiality 

risk 50% 0%

3. Communication between nurses and doctors 
became  clearer and timely with less ambiguity.
4.

Data accessibility 
and transparency 46% 87%

Paper 
Consumption 40000 1500

Clinic Check 
out 65% 95%

Carbon 
Footprint

184k 
gram

6.4k 
gram
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Enhancing Communication in Medical Student Placements: 
A Quality Improvement Project on the Use of WhatsApp for Cardiothoracic Placements

Seamless Communication for Enhanced Student Placements: The WhatsApp Advantage

01. The Challenge: Inefficient Communication in 
Medical Placements

• Effective communication is vital for medical student engagement and coordination 
during clinical placements.

• Traditional methods (e.g., email) often result in: Delayed responses, Reduced student 
engagement, Difficulties in receiving timely information

• This QI project evaluated WhatsApp as a solution for Year 6 medical students on 2-
week cardiology placements at our tertiary hospital.

02. Objective

To improve response rates, student 

engagement, and placement satisfaction 

by comparing WhatsApp communication 

to traditional email.

Related literature

1.Lee CE, Chern HH, Azmir DA. WhatsApp Use in a Higher Education 
Learning Environment. Educ Sci. 2023;13:244.
2.Tamil Selvan K. Systematic Review on Utilization of WhatsApp in 
Education. Preprint (Version 1) Research Square. 2023 Nov 09.
3.Windram JD, Neal A, McMahon CJ. The Role of WhatsApp in Medical 
Education. BMC Med Educ. 2022;22(1):93–102.
4.Maudsley G, Taylor D, Allam O, et al. A BEME Systematic Review. Med 
Teach. 2019;41(2):125–40.
5.Sekandi JN, Murray K, Berryman C, et al. Ethical, Legal, and 
Sociocultural Issues in Mobile Technologies. Interact J Med Res. 
2022;11(1):e35062.
6.Coleman E, O’Connor E. The Role of WhatsApp in Medical Education. 
BMC Med Educ. 2019;19(1).

03. Our Approach: A Two-Cycle QI 
Project (PDSA)

• Cycle 1 (Baseline & Intervention):
-Collected baseline data on email response 
times over 2 cohorts (1 month).
-Gathered student feedback on current 
communication effectiveness.
-Intervention: Introduced a WhatsApp group 
including all students and relevant staff.

• Cycle 2 (Evaluation):
-Collected data on response times using 
WhatsApp over 2 cohorts (1 month).
-Measured engagement levels via WhatsApp 
logs.
-Assessed placement satisfaction with student 
feedback surveys.

• Analysis:
-Quantitative: Compared response time 
improvements.
-Qualitative: Assessed student satisfaction 
from feedback.

04. Results/Findings

• The introduction of WhatsApp significantly improved 
communication efficiency and student engagement in this 
cardiology placement setting.

• The substantial reduction in response times (12 hours to 
<1 hour) highlights the practical benefits.

• High student preference (85%) for WhatsApp underscores 
its suitability for the dynamic nature of clinical 
placements.

• The findings are consistent with existing literature on the 
utility of mobile messaging in medical education .

Limitations:
•Privacy & Professionalism concerns: Although WhatsApp is 
encrypted, concerns around professional boundaries and data 
protection may still arise.
•Variable staff engagement: The success of the WhatsApp group 
relied partly on how actively staff participated, which may vary 
across departments.
•Distractions and Lack of Formal Structure

05. Analysis

Email Communication:
•Showed inconsistent and delayed responses.
•60% of students reported difficulties in receiving timely replies.
•Median email response time: 12 hours.

06. Conclusion

• This QI project demonstrated that WhatsApp is a highly effective tool for 
enhancing communication efficiency and student engagement in 
cardiology placements.

• Key Outcome: Based on these positive results, the WhatsApp group has 
been permanently integrated into the induction module for future 
education fellows at HH.

• Future Directions:
⚬ Further refine the use of WhatsApp within this placement.
⚬ Explore expanding its application to other clinical placements and 

specialties.
Student End of Placement 

Feedback:

60% difficulties with email Comparison of Median Response Times

Student End of Placement 

Feedback:

85% favoring WhatsApp

“This was one of the most organized placements I’ve had. 
Everything was communicated clearly.”

“Everyone was very supportive. I felt there was always 
someone approachable.”

“Very engaging 
placement”

"Excellent teaching, friendly team. Staff in hospital were 
very welcoming to students and involved us wherever 

possible."

“High quality 
teaching with 

lots of 
opportuinities”

WhatsApp Communication:
•Achieved a 75% reduction in response times.
•Median WhatsApp response time improved to under 1 
hour.
•85% of students favoured WhatsApp over email for real-
time communication.



Non-Invasive Ventilation at the Front Door – a Service Improvement
Rehab Haider, Lewis Pitchford, Anisha Bandyopadhyay, Omar Aldroubi, Raziya Sarwari, Indrajit Sau

Commencing non-invasive ventilation (NIV) promptly at front door is 
crucial in patients presenting with acute exacerbations of COPD 
complicated by acute hypercapnic respiratory failure. It reduces 
mortality and shortens the length of hospital stay.1-2

British Thoracic Society Guidelines:
▪ Door-to-mask time < 2 hours
▪ Arterial blood gases (ABGs) at 1 and 4 hours after initiation of 

NIV.3

However, national data showed poor compliance with this 
guidance.4

Project aims:
• Assess the timely initiation of non-invasive ventilation
• Identify factors leading to any delays
• Improve compliance through staff education.

Background

Study type: Two-cycle Quality Improvement project
Data collection: Retrospective
Timescale: Cycle 1 (six months, n=20), Cycle 2 (three months, n=15)
Factors assessed: See Figures 1-4
Interventions:
▪ Education of ED and Medical Registrars
▪ Focused hands-on training
▪ Hot week consultant involvement in-hours
▪ Early involvement of Medical Registrar and Outreach teams

Methodology

Results

References: 1. Lightowler JV. Non-invasive positive pressure ventilation to treat respiratory failure resulting from exacerbations of chronic obstructive pulmonary disease: Cochrane systematic review and meta-
analysis. BMJ [Internet]. 2003 Jan 25;326(7382):185–5. Available from: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC140272/ 2. Plant P, Owen J, Elliott M. Early use of non-invasive ventilation for acute 
exacerbations of chronic obstructive pulmonary disease on general respiratory wards: a multicentre randomised controlled trial. The Lancet. 2000 Jun;355(9219):1931–5. 3. Davies M, Allen M, Bentley A, Bourke SC, 
Creagh-Brown B, D’Oliveiro R, et al. British Thoracic Society Quality Standards for acute non-invasive ventilation in adults. BMJ Open Respiratory Research [Internet]. 2018 Apr [cited 2019 Dec 4];5(1):e000283. 
Available from: https://bmjopenrespres.bmj.com/content/5/1/e000283 4. National COPD Audit Programme COPD: Working together National clinical audit report [Internet]. 2018 [cited 2025 Mar 6]. Available from: 
https://www.hqip.org.uk/wp-content/uploads/2018/04/Chronic-Obstructive-Pulmonary-Disease-Secondary-care-clinical-audit-2017-Working-together.pdf 

Early recognition and timely initiation of non-invasive ventilation are vital to improving patients’ outcomes. However, medical 
registrars in other specialties do not receive any relevant training. Enhancing education and confidence with hands-on practical 
training of front-door clinicians is vital to service improvement and providing our patients with best possible care.

Conclusion

41%

25%

17%

17%

58%17%

17%

8%

Figure 1: Time from ‘door to mask’

Cycle 1 Cycle 2

42% N/A

33% 
Yes

25% No

Figure 3: ABG at 1 hour

Cycle 1

83% 

9%
8%

Cycle 2

42%
 N/A

8% 

50%
 No

Figure 4: ABG at 4 hours

67% 
Yes

8% 

25% 
No

Cycle 1 Cycle 2

Figure 2: Reason for delay

41%

42%

17%

Cycle 1

25%

25%

50%

Cycle 2

N/A (not documented)
1-2 hours
2-4 hours
>4 hours

<2 hours
2-3 hours
3-5 hours
5+ hours

N/A (lack of documentation)
Delay in decision making
Delay reason not specified

Resource deficient
(bed + CCOT)
Delay in decision making
Delay in ED referral

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC140272/
https://bmjopenrespres.bmj.com/content/5/1/e000283
https://www.hqip.org.uk/wp-content/uploads/2018/04/Chronic-Obstructive-Pulmonary-Disease-Secondary-care-clinical-audit-2017-Working-together.pdf


A rare differential for myalgia and fever associated with cervical and axillary lymphadenopathy presenting via same day emergency care 
(SDEC): A Case Report

By Robert Baxter, Corinne Russell and Katharine Benedict

•Kikuchi-Fujimoto Disease (KFD) is a rare and under-recognised form of 
necrotizing lymphadenitis, with very few reported cases in the UK. 
•KFD has a nonspecific presentation and many overlapping features with 
malignancy (lymphoma), viral and autoimmune conditions (SLE). 
•Diagnosis is confirmed by histopathological examination via a fine 
needle aspiration, and management remains primarily supportive (with 
non-steroidal anti-inflammatory’s and/or steroids).
•KFD most commonly presents in young women of Asian descent.
• Common signs and symptoms: fever, myalgia, night sweats, weight loss, 
hepato-splenomegaly, rash, lymphadenopathy.  

Case report

•23 year-old Cau asian female  it  a past medi al  istor  of Has imoto’s 
thyroiditis (on levothyroxine). 

• The aetiology of KFD remains debated. Hypotheses include viral 
infections, an autoimmune process and a genetic predisposition. 

• An inflammatory cascade takes place, resulting in the activation of T 
lymphocytes and histiocytes causing tissue necrosis within lymph 
nodes. 

• A significant diagnostic challenge in cases of KFD is the timely 
differentiation from lymphoma. The hallmark histopathological 
findings seen on biopsy are what distinguish KFD from lymphoma. 

• The relationship between KFD and SLE is complex but there are many 
cases where SLE is reported to have presented before, at the same 
time, or after KFD. 

• The notable aspects of this case include the large range of non-specific 
presenting symptoms, a coexisting EBV infection, an underlying 
autoimmune disorder (Hashimoto's thyroiditis) and a diagnostic 
delay of 13 days with a long inpatient admission.

InvestigationsIntroduction

Discussion

Conclusion
• This case underscores the diagnostic challenges posed by KFD 

highlighting the importance of early histopathology for diagnosis 
confirmation (timely lymph node biopsy).

• A greater awareness amongst clinicians is required to facilitate early 
diagnosis. Early recognition of KFD will help minimise patient distress 
and prevent undue diagnostic delays and unnecessary investigations.

• An early multidisciplinary approach involving haematology, 
gastroenterology and rheumatology colleagues is crucial to aid the 
diagnostic process.

May 2023 09/04/2024 23/04/25

White cell count (109/L) 
(4-11)

5.9 2.6 2.9

Haemoglobin (g/L) (115-
160)

125 95 100

C Reactive protein (mg/l) 
(0-9)

- 4.8 2.1

ESR (mm/hour) (1-19) - 94 -

Alkaline phosphatase 
(U/L) (309-130)

90 353 350

Alkaline transaminase 
(U/L) (10-49)

28 381 133

Lactate Dehydrogenase 
(U/L) (113-225)

- 1146 -

ANA Elisa (units) (0-0.9) - 1.3 -

Further investigations Results

Extensive respiratory viral screen Negative

EBV IGG and IGM Detected

CMV IGG and IGM Not detected

Leptospira serology, Anti-HBC 
Centaur, Hepatitis C antibody, 
Hepatitis B surface antigen, HIV 
antigen/antibody 

Negative

Immunoglobulins Polyclonal rise, no monoclonal 
bands visible by electrophoresis

DNA antibody ELISA, ENA 
centromere, Complement C3 & 
C4, Rheumatoid factor

Within normal range

Biopsy findings 
- Focal collections of histiocytic cells with prominent apoptosis. 
- CD3 and CD5 show background T cells and CD40 demonstrated loose 

collections of B cells. 
- Scattered CD30 positive cells are present but appearances are not those 

of Hodgkin disease.
- CD11c and CD68 confirm collections of histiocytes. 
- CD123 showed admixed plasmacytoid dendritic cells and there is an 

associated population of CD8 positive T cells. 
- MPO shows granular cytoplasmic positivity in many of the histiocytes 

present.

12/04/25- A lymph node biopsy performed; initially reported 
some large histiocytic cells, reminiscent of Hodgkins lymphoma. 
Case referred to UCLH for further assessment.  

9/4/24- Presented to Same Day Emergency Care after being 
referred in via GP due to abnormal blood tests. Six-week 
history of multiple systemic symptoms- myalgia, arthralgia, 
fevers, weight loss (5kg), macular rash on hands. Blood tests 
revealed normocytic anaemia, leukopenia, abnormal LFTs, 
raised ESR. Differential diagnoses included: viral/autoimmune 
hepatitis, Still's disease, SLE, lymphoma.

11/4/24- CT imaging revealed bulky lymphadenopathy in the 
axilla and further enlarged lymph nodes in the retroperitoneum 
suspicious for lymphoma, prompting plans for a transfer to a 
specialist haematology oncology inpatient bed.

23/04/25- Discharged with NSAIDs and a tapering course of 
prednisolone following a 14-day inpatient admission. 

Initially treated with antibiotics and blood transfusions. Liaised 
with hepatology, rheumatology and haematology colleagues.  

22/04/25- Received UCLH supplementary report which 
 onfirms Kiku  i’s l mp adenitis. 





An Enigma of Hypocalcaemia: Unveiling the Interaction Between Denosumab and Intravenous Iron when co-administered

Background

•Denosumab is an anti-RANKL antibody, 
inhibiting osteoclast formation, thus reducing 
bone resorption and potentially causing 
hypocalcaemia.
•IV iron (especially ferric carboxymaltose) 
exacerbates hypocalcaemia via increased FGF23, 
causing phosphate depletion and impaired 
calcitriol synthesis.

Authors: Dr Sabyasachi Roy, Dr Anand Velusamy, Dr Muhammed Russal Latheef, 
Institution: Guy’s and St Thomas’ NHS Foundation Trust, London, UK

Fig:1

Case Presentation

•An 84-year-old female with steroid-induced osteoporosis and 
polymyalgia rheumatica (PMR) admitted with acute heart failure 
managed with IV diuretics.

•Clinical symptoms included progressive fatigue, muscle cramps, and 
confusion.

•Severe biochemical abnormalities:
• Hypocalcaemia: Adjusted calcium 1.78 mmol/L (Ref: 2.2–

2.6 mmol/L)
• Hypophosphataemia: 0.36 mmol/L (Ref: 0.80–1.50 

mmol/L)
• Elevated PTH: 418 ng/L (Ref: 15–68 ng/L)
• Vitamin D insufficiency: 52 nmol/L (Ref: 50–220 nmol/L)
• CKD stage 3a

•Recent history included Denosumab administration (60 mg s/c, 3.5 
months prior), previous bisphosphonate therapy, and frequent IV iron 
infusions coinciding closely with denosumab use.

Management
•Immediate IV calcium infusion, transitioning to oral calcium 
supplementation.
•Phosphate replacement and magnesium monitoring.
•High-dose vitamin D therapy (cholecalciferol 40,000 IU daily for 7 
days).
•Regular biochemical monitoring leading to gradual electrolyte 
normalization.

Risk Factors and Pathophysiology
•Risk increased by concurrent CKD, low vitamin D, high-dose 
denosumab, and IV iron therapy administered within 1–4 weeks of 
denosumab.
•IV iron elevates FGF23, exacerbating phosphate loss and impairing 
vitamin D-mediated calcium correction mechanisms.
•Loop diuretics, phosphate binders, and acute illness further 
compound risks.

Preventive Strategies
•Ensure adequate calcium and vitamin D status before initiating 
denosumab (target vitamin D >100 nmol/L).
•Avoid co-administration of denosumab and IV iron within close 
proximity (>4 weeks apart recommended).
•Consider using iron sucrose instead of higher-risk ferric 
carboxymaltose.
•Close biochemical monitoring of calcium, phosphate, and 
magnesium levels post-treatment (minimum 4 weeks).

Conclusion
 Clinicians should be aware of the significant interaction between 
denosumab and IV iron, which can lead to severe and persistent 
hypocalcaemia. Appropriate patient selection, biochemical 
optimisation, and timing of infusions are critical for preventing this 
potentially serious complication.

References (selected key references)
•Anastasilakis AD, et al. Ther Adv Musculoskelet Dis. 2019.
•Cosman F, et al. N Engl J Med. 2016.
•Makras P, et al. J Clin Endocrinol Metab. 2013.
•Barros X, et al. Rev Bras Reumatol Engl Ed. 2016.
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INTRODUCTION 

➢ Diabetic ketoacidosis (DKA) as an initial presentation of 

undiagnosed Type 2 diabetes (T2D) is uncommon, 

particularly in younger adults.

➢ The co-occurrence of DKA, severe hypertriglyceridemia 

(HyperTG), acute pancreatitis (AP), and morbid obesity is 

exceedingly rare, complex and carries significant morbidity 

and mortality.

➢ Triglyceride levels >11.3 mmol/L increase the risk of acute 

pancreatitis. However, TG levels are omitted in ~70% of 

pancreatitis patients.

➢ This case highlights the diagnostic and management 

challenges posed by the complex presentation of 

metabolic disease in young adults.

CASE PRESENTATION

➢ 27-year-old male, BMI 40 kg/m².

➢ Presented with acute onset abdominal pain, vomiting, 

polyuria, lethargy.

➢ Past medical history: asthma and depression (on 

citalopram); family and social history unremarkable.

➢ Lab findings :Hyperglycemia, Metabolic acidosis, High 

Amylase and elevated HbA1c (Table)

➢ Abdominal imaging: acute pancreatitis with no gallstones.

➢ Initial diagnosis: DKA and pancreatitis.

➢ Treatment: IV fluids, insulin infusion, and antibiotics.

➢ Given the presentation with DKA at young age, type 1 

diabetes was initially presumed and discharged on insulin; 

➢ Autoantibodies (GAD, IA2, ZnT8): negative.

➢ Clinical features were consistent with insulin resistance 

leading to reclassification as type 2 diabetes.

RESULTS

CONCLUSION 

➢ This case highlights the complexity of metabolic 

emergencies in young adults.

➢ A systematic approach is essential: routine triglyceride 

testing in all pancreatitis cases with acute pancreatitis, 

aggressive inpatient severe HyperTG management, and 

prompt multidisciplinary follow-up are crucial to prevent 

recurrence and reduce mortality

Missed Diagnostic Insights: Rare case presentation of Undiagnosed Type 2 Diabetes Presenting as Diabetic 

Ketoacidosis with Hypertriglyceridemia-Induced Acute Pancreatitis  in a Young Morbidly Obese Adult
Veluchamy Rathakrishnan, Sangeeth Priyadarshan; Kochhar, Rupinder Singh 

Salford Royal Hospital, Northern Care Alliance NHS Trust ;

DISCUSSION  

Critical Oversights:

• Severe HyperTG (41.5 mmol/L, 4 times the pancreatitis risk 

threshold) was not identified or adequately addressed until 

a routine outpatient review six months post-discharge. 

Missed Opportunities:

• Delayed Diagnosis resulted in missed management 

opportunities of Dietary fat restriction, lipid specialist 

referral and lipid lowering therapy

Diagnosis of HyperTG-induced pancreatitis was made 

retrospectively

• Repeat TG levels showed TG levels (15.0 mmol/L) 

• Suggesting that the critical oversights led the patient to 

remain being high risk of developing potentially fatal 

pancreatitis.



Incidence of underlying CAD in chest pain patients with intermediate risk for ACS - a retrospective analysis:

Coutinho, Abigail; Williams, Faith Oluwaseun; Ogunbowale, Ibukunoluwa; Elmetwali, Mohamed Azmi Kasmi; Malik, Abdul Basit; Castaneda, Francis; Rojo, Marifel; Roy, Sayak; Singh, Pradeep ; Ikuesan, Taiwo; Vuyyuru, Ramabala  

Princess Royal University Hospital, King’s College Hospital NHS Foundation Trust

Coronary artery disease (CAD) is a leading cause of mortality throughout the world if not 

detected early and treated properly. When patients present with chest pain, finding the 

right candidate for further cardiology workup is a major challenge. 

Patients who met the eligibility criteria, had normal troponin, a history suggestive of 

cardiac-sounding chest pain, and had risk factors were referred to the Telephone Chest 

Pain Clinic for further rapid outpatient evaluation.

Study in summary

DNA (N-18)

Accepted for work up (N-61)

Positive findings (N-20)

Total referrals from ED and SDEC –

 135 (partly extracted from the main 

data sheet)

Conclusion: Our study showed a significant burden of underlying CAD (32.78%) 

in patients with normal troponin, and intermediate risk. 

We need robust highly specific cardiac markers in the future, and new strategies to make 

sure that we do not miss significant CAD.  





Utility of cardiac biomarkers (NT-proBNP and Hs-Troponin-T) in predicting mortality, 
cardiovascular and renal outcomes in patients with chronic kidney disease 

Background: Chronic kidney disease (CKD) is 
associated with high risk of cardiovascular disease 
(CVD) including mortality, partly because of shared 
common traditional risk factors such diabetes, 
hypertension and obesity, and due to inherent traits 
consequent upon CKD. Due to these links between 
CKD and CVD aetiology, it may be intuitive to use 
CVD biomarkers in CKD risk prediction 
and vice versa 

Hs-Troponin T
NT-proBNP 
1946 CKD 
patients

All-cause mortality (n=931)

Major adverse cardiovascular 
events (MACE, n=553)

End stage kidney 
disease (ESKD, n=554)

Senthil K Vasan, Rajkumar Chinnadurai, Sharmilee Rengarajan, Darren Green, Helen Alderson, Nicolas Vuilleumier, Philip A Kalra

Conclusions: In NDD-CKD patients, NT-proBNP and Hs-cTnT are predictors of all-cause mortality, MACE, and ESKD, independently of RBMs. Combining NT-
proBNP and Hs-cTnT with RBMs outperformed risk prediction for ESKD compared to RBMs used alone or in combination. 

*

ESKD MACE All cause 
mortality ESKD MACE All cause 

mortality
sHR (95% CI) sHR (95% CI) HR (95% CI) sHR (95% CI) sHR (95% CI) HR (95% CI)

eGFR uACR

Q1 Ref. Ref. Ref Ref. Ref. Ref.

Q2 1.81 (0.78, 4.18) 1.35 (0.76, 2.37) 1.26 (0.77, 2.06) 2.44 (1.62, 3.67)* 1.16 (0.89, 1.50) 1.14 (0.93, 1.40)
Q3 2.90 (1.31, 6.42)* 1.88 (1.10, 3.22)* 1.90 (1.20, 3.00) 4.87 (3.31, 7.15)* 1.33 (1.03, 1.72) 1.69 (1.38, 2.06)
Q4 11.23 (5.17, 24.39)* 1.76 (1.03, 3.01)* 2.78 (1.77, 4.36) 8.38 (5.76, 12.17)* 1.31 (1.00, 1.72) 1.68 (1.37, 2.07)

In CKD stage 3-5, higher NT-

proBNP and Hs-cTnT quartiles are 

associated with are significant risk 

for mortality and MACE, while 

eGFR and uACR was associated 

with 2-4 fold increased risk of 

ESKD or renal replacement 

therapy 

All-cause mortality
Harrel’s C-Statistic 

(95% CI)

MACE
Harrel’s C-Statistic 

(95% CI)

ESKD 
Harrel’s C-Statistic 

(95% CI)
NT-proBNP  + Hs-
cTnT + FRS 0.713 (0.695, 0.731) 0.697 (0.673, 0.721) 0.680 (0.658, 0.703)
eGFR + UACR + Hs-
cTnT 0.682 (0.661, 0.696) 0.650 (0.624, 0.673) 0.791 (0.774, 0.808)
eGFR + UACR + FRS + 
Hs-cTnT  + NT-
proBNP 0.705 (0.692, 0.743) 0.661 (0.647, 0.682) 0.892 (0.776, 0.919)

Associations of NT-proBNP, hs-cTnT, eGFR and uACR in predicting risk of death, ESKD and MACE

Baseline quartiles of NT-proBNP and Hs-cTnT 
Discriminatory ability of standard cut-offs of NT-proBNP and Hs-cTnT  

eGFR and UACR with all cause mortality, MACE and ESKD

Methods



(a) (b)

(c) (d)

(a) (b)

(c) (d)

Assessing Adherence to Standard Guidelines in Acute Kidney Injury (AKI) Management: A Compliance Audit
Authors: Rahman, Shadman Sakib1; Nazneen, Kazi Subrina1; Kamal, Sumaiya1; Rezwanuzzaman, SM1

Background

►Acute kidney injury (AKI) is a 

significant global health concern, 

associated with high morbidity, 

mortality, and substantial healthcare 

costs. [1]

►Although many etiologies of AKI can 

lead to severe outcomes, some forms 

are reversible, and a thorough 

understanding of the underlying 

pathology is crucial for guiding 

treatment strategies and prognosis.

►This audit evaluated adherence to 

national (NICE NG148) and local trust 

guidelines for AKI management, 

aiming to identify strengths, and 

critical deficits, and propose targeted 

interventions for enhanced clinical 

outcomes. [2][3]

Affiliation1: Medway Maritime Hospital, Gillingham, Kent, UK 

►Study Design: Retrospective

►Data Collection Period: August 1– 

October 31, 2024

►Sample Size: 154 (n) patients 

►Data Sources: Electronic Patient 

Records (EPR), Sectra PACS, iLab

Methodology

Figure-1: Positive highlights from the Audit

Figure-2: Areas requiring further emphasis

Positive Highlights

AKI diagnosis was properly 

documented for most 

patients (85%)

Strengthen AKI management 

through departmental 
education

Areas for Improvement

Action Plan Summary

Display key audit findings 
and protocols on posters

Re-audit in 3–6 months to 
track progress

Conclusion

►Key strengths included timely senior 

reviews, appropriate IV fluid 

administration, and consistent renal 

function monitoring.

►AKI management adherence needs 

improvement, particularly in 

documentation of aetiology, and input-

output charting

►Standardised documentation, protocol 

compliance, training, reinforcing clinical 

reminders, and re-audit are crucial for 

continuous quality improvement
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References

NICE 

NG148

Audit 

Questionnaire

More than 3/4th (81%) of 

patients received IV fluid 

when indicated.

Renal function was regularly 

monitored in approximately 

9 out of 10 patients (86%)

Medication review was 

completed for over three-

quarters (73%) of patients.

Aetiology of AKI should be 

addressed and treated 

accordingly.

Mandatory maintenance of 

intake-output (IO) or fluid 

balance chart

Refer to Nephrology for 

expert review when 

indicated

Urine analysis should be 

performed routinely

[1] Zuk A, Bonventre JV. Acute kidney injury. 

Annual review of medicine. 2016 Jan 

14;67(1):293-307

[2] NICE guideline [NG148]: Acute kidney 

injury: prevention, detection and 

management. 

https://www.nice.org.uk/guidance/ng148

[3] Medway NHS Foundation Trust. Trust 

guideline: EMAC-POL-1. Version 4.0.

https://www.nice.org.uk/guidance/ng148




Infectious Pulmonary Tuberculosis patients who inadvertently had Spirometry in a

Tertiary Care Pulmonary service 
Veluchamy Rathakrishnan, Sangeeth Priyadarshan 1, Karthikeyan, Bharath 2, B, Sai Vijaysree 2, Isaac, Barney T.J 2, Thangakunam, Balamugesh 2, Devasahayam Jesudas, Christopher 2 

1Northern Care alliance - Salford royal hospital ; 2Christian Medical College, Vellore ;

• Spirometry is a routinely used test to assess 

pulmonary function. 

• Infectious pulmonary tuberculosis (PTB) patients 

creates droplets and aerosols that could potentially 

expose healthcare workers and other patients to TB, if 

done unknowingly.

• Following effective screening protocols in high TB 

burden countries like India, where an estimated one-

third of the population has TB infection, becomes 

imperative

• Our spirometry testing pathway integrates TB 

screening within a coordinated physician-therapist 

approach (Fig.1). 

• This study aims to evaluate the efficiency of these 

screening protocols in preventing infectious TB 

patients from undergoing spirometry in a tertiary care 

pulmonary service.

• Retrospective study

• Screening all patients referred to the pulmonary 

function lab for spirometry testing from January 2022 

to February 2023 (14 months) ~ 16,000 patients

• To identify potentially infective TB patients within a 

window period of one month before or after the 

spirometry.

• Data collection was done from the pulmonary function 

lab database, and the results of TB tests were 

collected from the institution's clinical workstation.

• Mean age 48.69 years (SD - 16)

• 30 males and 12 females.

• BMI < 18.5 - 17%

• Type 2 diabetes - 38%

• 21% PTB History, 19% asthma & 

10% COPD

• 31% current smokers 

Screened
~ 16,000

patients

Infective PTB patients

(+/-1 month of spirometry)
42 (0.26%)

Positive - 

PTB test

Before

spirometry

(<1 month)

4 (0.025%)

After

spirometry

(>1 month)

38 (0.24%)

• To our knowledge, this is the first large-scale study 

globally to assess the reliability of infection control 

measures in spirometry for TB screening, based on 

data from 16,000 patients.

• This protocol demonstrated high effectiveness and 

may serve as a model for infection control in other 

TB-endemic regions

Limitations: Single-center study & Lack of a 

comparative group

.

Presenting Symptoms

• Cough (76.2%), 

• SOB (55%), 

• Weight loss (35.7%)

• Chest Pain (26.3%)

• Sputum (41%) and Lung 

Biopsy (33%) – Diagnosed 

• 4 patients were either diagnosed or had ambiguous 

PTB diagnosis at the time of spirometry (Tab 1)

• Current infection control pathway failed to identify 

these patients – 0.025% error rate

INTRODUCTION 

METHODS 

ROOT CAUSE ANALYSIS 

Conclusion

RESULTS

Fig 1
Tab 1





The iron need: utilisation of intravenous iron in an east London 

ambulatory care unit to prevent inpatient admission
Egan.S, Parry.A, Asardag.N, Onen.B. Department of Acute Medicine, Royal London Hospital, Barts Health NHS trust.

Introduction:
• The local population in Tower Hamlets is 77% 

non-White British, with 34% Bangladeshi [1].
• This community has a higher prevalence of 

iron deficiency anaemia (IDA) [2].
• First line treatment is oral (PO) iron 

replacement, with intravenous (IV) iron used 
if not tolerated or poorly absorbed [3].

• IDA is an ambulatory care sensitive condition, 
but results in preventable admissions [4].

Methods:
Data were collected retrospectively at four time 
points over an eighteen-month period (Oct 2022, 
Feb 2023, Jun 2023 and Apr 2024).
 Interventions included:
o  Consultant vetting process introduced 

between the first and second time points.
o Departmental teaching between the second 

and third time points.

Results:
• In total 111 patients were reviewed in ACU; 78.4% were 

female, and 48.8% were Bangladeshi.
• Over the four time points, there was an increase in 

documentation of the indication for IV treatment (6.3%, 
8.3%, 29.6% and 53.6%).

• Following the first intervention, there was an increase in 
referrals from the emergency department (ED) and 
medical take from 18.8% to 37.5% (Graph 1)  which was 
sustained at time points three (40.7%) and four (35.7%).

• 2.7% required admission from ACU.

Discussion:
o  Improved documentation of indication for IV 

treatment suggests greater consideration of 
resource allocation.

o Following intervention, referrals from the ED 
and medical take increased; without a 
robust ACU this cohort may have required 
admission. 

o ED attendance could be avoided via direct 
referrals to ACU in certain circumstances.

o Greater availability of IV iron may prevent 
unnecessary use of blood products.

o Limitations include: 
▪ Some data based only on 

documentation, which may be 
confounding.

▪ No data on oral iron adherence.

Conclusion:
• Greater availability of outpatient IV iron 

services is essential to prevent admissions 
in areas with high prevalence of IDA.

•  Future projects could include creation of a 
centralised service with a protocolised 
referral process.

Aim:
To assess the provision of IV iron in the 
ambulatory care unit (ACU) to prevent avoidable 
inpatient admissions.

References: [1] New Tower Hamlets census data. (2022). Available at: https://www.towerhamlets.gov.uk/News_events/2022/December-2022/New-Tower-Hamlets-census-data-released.aspx. [2] NHS Health Research Authority. (2016). NEON: Nurture Early for Optimal Nutrition. Available at: https://www.hra.nhs.uk/planning-andimproving-research/application-summaries/research-summaries/neon-nurture-early-for-optimal-
nutrition-2 [3] Goddard, A. F., James, M. W., McIntyre A. S et al. (2011) Guidelines for the management of iron deficiency anaemia. Gut. 60(10):1309-1316. [4] NHS England. (2014) Emergency admissions for Ambulatory Care Sensitive Conditions – characteristics and trends at national level. Available at: https://www.england.nhs.uk/wp-content/uploads/2014/03/red-acsc-em-admissions-2.pdf 



Once-daily low-dose prednisolone has lower cardiovascular risk than conventional hydrocortisone 
replacement therapy in adrenal insufficiency: A double-blind randomised controlled trial

Dr Sirazum Choudhury, Dr Katharine Lazarus, Dr Angelica Sharma, Dr Kavita Narula, Cara Go , Dr Suzie Cro, Dr Thilipan Thaventhiran, Dr Bernard Khoo, Prof Tricia Tan and Prof Karim Meeran

Introduction
Adrenal Insufficiency (AI) is associated with significant mortality despite improvements in oral glucocorticoid replacement regimens. Multiple daily dose regimens of hydrocortisone is first line treatment. Low-dose once 
daily prednisolone is an alternative. With a longer half-life, prednisolone offers replacement that is more physiological, better mirroring the circadian cortisol rhythm. Previous studies have evaluated prednisolone at doses 
above 5 mg. This is the first clinical trial comparing low-dose prednisolone (2-5 mg once daily) to standard hydrocortisone regimens. 

Figure 1: Study design. Participants were randomised to Arm 1 
or Arm 2

Conclusion
Once-daily low-dose prednisolone is a safe alternative to standard-regimen hydrocortisone and may provide better cardiovascular outcomes without compromising subjective health. Future studies are needed to explore 

longer term outcomes such as bone-mineral density and real-world mortality.

Methods

Of 47 participants, 16 were diagnosed with primary AI. One participant withdrew on 
Day 2, without taking any study medication (Figure 2). Another participant withdrew  
in the second period, hyponatraemia was noted. There were no differences in 
baseline data.

There were 3 serious adverse events. These included hyponatraemia, viral 
gastroenteritis and food poisoning. All three occurred when the participant was 
receiving prednisolone.  

The mean treatment group difference for prednisolone versus hydrocortisone for 
weight was -1.87 Kg (p=0.002) and for HbA1c was -1.23 mmol/mol (p=0.001), in 
favour of prednisolone treatment at Day 120 (Figure 3).  BMI showed a change of 
-0.52 Kg/m2 (p=0.035), and waist circumference was -2.3 cm lower (p=0.010) in 
association with prednisolone.  There was no significant difference in lipids or blood 
pressure between the two arms

Bone turnover markers were significantly suppressed in association with 
prednisolone treatment after 120 days (Figure 3). No differences were seen in 
subjective health questionnaire outcomes (SF-36 and Addi-QoL). 

Results

Figure 2: CONSORT diagram of trial profile

Figure 3: Cardiovascular risk 
and bone marker profiles. 
Panels showing the trends of 
weight and HbA1c in the 
study. All data is shown as 
mean. * denotes P<0.05.

This double-blind, two-arm, two 
period, randomised crossover 
study recruited 47 participants 
from endocrinology outpatient 
clinics. Individuals between 18-
70 years with a diagnosis of 
primary or secondary AI for at 
least 6 months, were recruited. 
All  were on stable hormone 
replacement therapy, including 
glucocorticoids for at least 3 
months. Patients with diabetes 
were excluded. Participants 
were randomised to either Arm 
1 or Arm 2 (Figure 1).

Participants received either 
hydrocortisone three times or

prednisolone followed by 
placebo at noon and afternoon, 
at their individual tailored dose 
to ensure blinding. Each dose 
was a single tablet.

Data was collected on Day 1 
(baseline), Day 30 (interim) and 
Day 120 (endpoint) during each 
period. Observations (including 
weight, waist-hip 
circumference, blood 
pressure), biochemical data for 
cardiometabolic health,  bone 
turnover, and subjective health 
data (SF-36 and Addisons 
Quality of Life (Addi-QoL)) were 
collected. 
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ADVANCING CONFIDENCE AND COMPETENCE IN JUNIOR DOCTORS : 
SPECIALIST MEDICINE WEEKEND TEACHING PROGRAMME

Authors: Sooraj Mannil, Masooma Hussain, Jay Patel, Sonali Katti, Latif Rahman

The University Hospitals of Leicester Specialist Medicine Weekend 
Teaching Programme supports postgraduate doctors in maintaining 
high standards of medical practice, as outlined by the GMC. It was 
designed to help postgraduate doctors better manage acute medical 
presentations. With a primary focus on acute medicine, this 
voluntary ongoing programme provides doctors working in Specialist 
Medicine at UHL with essential clinical and non-clinical skills.

0 1

The programme consists of 45 online sessions (60-90 minutes each) 
spread across 10 months, covering various clinical topics alongside 
non-clinical skills like leadership, communication, and medical 
education. It employs a combination of flipped learning and 
blended learning approaches. Sessions are delivered via Zoom/MS 
Teams and complemented by asynchronous learning through social 
media groups.

Additionally, all sessions are recorded and uploaded to a dedicated 
link, ensuring accessibility for those who missed them. Doctors 
below ST4 levels were eligible to enrol. Programme effectiveness 
was assessed via surveys, with most questions ranked from 1 to 10 
(1 being the lowest) and some open-ended responses.

0 2

The survey demonstrated the significant impact of the programme in enhancing participants' 
confidence, skills and overall preparedness for their roles as doctors by the rise of 54.8%in non-
clinical skills and 62.56%in clinical teachings. 5 Participants reported increased confidence, job 
satisfaction, communication, and leadership. Significant gains were seen in audits, conference 
presentations, and specialty training applications. Overwhelmingly positive feedback highlights 
the programme's effectiveness in professional development, benefiting both doctors and the 
healthcare system.

0 4 CONCLUSION

0 3
22 people successfully completed the 
programme - and had an average 2 yrs 
of experience in the NHS. 

Overall Programme Rating: Average 9.7/10

Affiliation : University Hospitals of Leicester NHS Trust

30%

Confidence in 
handling 
difficult 

conversations 
increased.

47%

Teaching skills 
improved

72%

Understanding 
of the IMT/HST 

application 
points system

126%

Preparedness 
for an IMT/HST 

interview

67%

Ability in 
leading and 

conducting an 
audit or a QIP 

increased

37%

Work 
satisfaction as 

a doctor

61%

Confidence in 
presenting a 
poster at a 
conference

33%

Confidence in 
working within 

the NHS 
system

Improvement in Confidence Levels

1. Steinert Y et al. Faculty development to improve teaching in medical education: BEME Guide No. 8. Med Teach. 
2006;28(6):497–526.

2. Hew KF, Lo CK. Flipped classroom in health professions education: a meta-analysis. BMC Med Educ. 2018;18:38.
3. Vallée A et al. Blended vs traditional learning in medical education: a meta-analysis. J Med Internet Res. 

2020;22(8):e16504.

Flipped learning is an instructional approach 
where learners review foundational content 
independently (often through videos or 
readings) before engaging in interactive, 
application-based sessions.

Blended learning combines traditional face-
to-face teaching with online digital 
resources, offering a flexible and integrated 
learning experience.

Confidence in 
Managing Acute 

Medical Conditions

Neurology increased from 4.91 to 8.7 (77.39%), Haematology from 4.76 to 8.4 (76.47%), Toxicology 
from 4.9 to 8.3 (69.39%), Cardiovascular from 6 to 9 (50%), Respiratory from 6.2 to 9.1 (46.77%), and 
Gastroenterology from 5.54 to 8.9 (60.65%). Dermatological conditions showed a modest improvement 
from 6.1 to 6.5 (6.56%).

Overall, confidence in managing acute medical conditions improved by approximately 53.2%, 
highlighting the programme's substantial impact on clinical preparedness.

0 5



THYROTOXIC ENCEPHALOPATHY WITH SERONEGATIVE THYROIDITIS

Soorya Hegde¹, Janak Nayak², Mahesh Sathiavageeswaran²

¹General medicine, County Hospital, Stafford, England, United Kingdom 

²Acute medicine, County Hospital, Stafford, England, United Kingdom

INTRODUCTION

Elevated 
anti-

thyroid 
antibodies

Corticosteroids 

Hashimoto 
or Grave’s 

disease

CASE REPORT

Sero 
negativity

Anti-thyroid 
drugs 

Thyrotoxic 
picture

TIMELINE

ADMISSION 1 

• Admitted with 3 weeks history and lassitude, lethargy 
and intermittent fever

•Pain and tenderness over anterior part of neck

• ?Thyroiditis – symptomatic treatment and discharge

ADMISSION 2

• Alert but confused with no focal neurology

• Weak positivity for cytomegalovirus (CMV) IgM with    
normal brain imaging

• Carbimazole 60mg/day started – stopped following 
further imaging

ADMISSION 3

• Worsening confusion, disorientation and behavioral  
changes

• Weak CMV IgM positivity with a negative PCR and 
normal brain imaging / CSF analysis

• Empirical treatment for encephalitis and carbimazole 
20mg per day 

FOLLOW-UP 1

• Broken sleep, loss of hair and constipation

• Biochemically hypothyroid + thyroglobulin antibodies 
negative

• Carbimazole stopped and levothyroxine started at 25 
micrograms per day

FOLLOW-UP 2

• No ongoing symptoms

• Euthyroid on blood tests 

• Levothyroxine continued and further follow-
up arranged

Parameters Admission 1 Admission 2 Admission 3 Follow-up 1 Follow-up 2
Reference 

range (units)

Free T3 6.4 15.4 5.2 2.9 5.2
3.5-

6.5(pmol/L)

Free T4 22 63 30.2 7.1 13.5
11.5-22.7 
(pmol/L)

TSH 0.4 <0.01 <0.01 32.4 3.08
0.38-

5.33(mIU/L)

TRAb <0.03 <0.03 <0.03 0.0-0.9

TPOAb Negative Negative Negative -

Figure 2

Figure 3 Figure 4

Thyrotoxic encephalopathy is a rare occurrence 
secondary to Hashimoto’s thyroiditis and Grave’s 
disease. Based on this case of seronegative 
thyrotoxicosis that caused profound thyrotoxic 
encephalopathy and settled following treatment of 
thyrotoxicosis, non-autoimmune causes of thyroiditis 
should also be considered when investigating 
encephalopathy of unknown cause. 

It is important to rule out other causes of 
encephalopathy and conduct relevant investigations 
at the first instance to avoid delays in diagnosis or 
institution of appropriate treatment. Treatment 
involves optimization of thyroid activity with anti-
thyroid medications and its vital to be aware of 
relapses.

DISCUSSION AND CONCLUSION

Figure 1

Table 1. Showing thyroid function and antibody tests

Imaging studies



Medical students often struggle to develop clinical skills 
in specialised areas like Parkinson’s, so having effective 
teaching strategies are crucial. 

Patient educator teaching has been shown to improve 
student’s communication skills, facilitate learning of the 
patient’s experience and promote patient-centred care.  
Research has mostly focused on the patient’s experience, 
with any reported student experience not being 
anonymised.  There was a call for longitudinal studies to 
explore whether patient educator teaching can enhance 
clinical performance (1). 

This study evaluates the educational impact of a patient 
educator-led teaching programme in Parkinsons in self-
reported scores.

Background/Aims

The teaching was a monthly structured session led by a 
Parkinson’s specialist nurse, combining theory and 
practical experience.  The students had the opportunity 
to take a history from and examine 3-4 patients with 
Parkinsons.  

Anonymous surveys via Microsoft Forms assessed 
students' confidence and preparedness immediately post-
session and another form was sent to students post-OSCE 
to assess self-reported performance.  

Method

Results

91% of students reported improved clinical knowledge and 81% felt more prepared for their exam immediately post-session.        
96% of students wanted more patient-educator teaching in other specialities. 37 out of 45 students (80.4%) who completed the post-
OSCE survey reported the session improved their exam performance.   No students reported that the session led to worse performance. 

Conclusion

Patient-led teaching significantly enhances students’ knowledge 
and exam readiness. This supports integrating patient educators in 
clinical teaching.  Further longitudinal data is required to improve 
reliability and validity of results.  

The Impact of Patient Educator Teaching on Medical Students’ 

Confidence and Competence in Parkinson’s Examination
Dr Sophie Lansley (1,2), Dr Aditya Maney (1,2), Ms Ailish Fountain (1)

1 – Manchester University NHS Trust, 2– University of Manchester Medical School

80.43%

19.57%

I performed better as a result
of the teaching session

I performed the same as a
result of the teaching session

Scan here for 
our Parkinsons 

Podcast! 

References

Self-Reported Performance Post-OSCE:

“Really nice to be able to speak to 
patients about their own experiences”

“It was insightful to interact with patients 
in different stages of Parkinsons”

“Try to get longer 
sessions with patients”

We created a Podcast with our patient educators, please take 
the time to listen to this here!

1 - Dijk SW, Duijzer EJ, Wienold M. Role of active patient 
involvement in undergraduate medical education: a systematic 
review. BMJ Open 2020.



Atypical presentation of Young Stroke with Vertebral Artery Dissection
Dr Thwe Thwe Wint Htal

FY2, Glan Clwyd Hospital
Introduction
Stroke is a leading cause of morbidity and mortality worldwide, and while commonly associated with older adults, it also affects younger individuals in their most productive years. In this population, 

stroke is more likely to result in long-term disability than death, significantly impacting quality of life, employment, and independence. One important yet under-recognized cause of ischemic stroke 

in young adults is cervico-cerebral arterial dissection, which accounts for up to 25% of cases. Vertebral artery dissection, in particular, may occur spontaneously or after minor trauma, and is 

associated with risk factors such as migraine, smoking, hypertension, and recent infection.

Case Summary 
A 38-year-old female with a background of migraines presented with a 2-

day history of right-sided stabbing headache, localized to forehead and 

occipital region.

➢ Associated factors: Facial numbness, photophobia, diplopia, dizziness, 

and balance issues.

➢ Risk factors: 15 pack-year smoking history.

➢ Examination: No neurological deficits, with normal vital signs.

➢ Investigations: Blood tests, ECG, and CXR were normal, with a normal CT 

head. However, MRI showed multiple small infarcts in the right 

cerebellum. Aspirin 300mg was started. 

➢ Further workup: Including telemetry monitoring, thrombophilia 

screening, and a bubble echo, were performed and were unremarkable.

➢ Day 2: While on telemetry, she developed atrial flutter, which was 

treated with digitalization and anticoagulation. Her rhythm reverted to 

normal sinus rhythm the next day.

➢ Day 6: She reported persistent neck and shoulder pain, and gabapentin 

was initiated for pain control.

➢ CT angiogram: Revealed a right vertebral artery occlusion, likely due to a 

recent dissection.

➢ Supportive management: Physiotherapy for balance and mobility, and 

the smoking cessation team was involved due to her smoking history.

Learning points
➢ Young stroke patients may present with atypical symptoms, such as 

headache, dizziness, and visual disturbance, complicating the diagnosis.

➢ Vertebral artery dissection should be considered in young individuals 

with stroke.

➢ Early imaging, including MRI and CT angiography, is essential for 

diagnosing vascular events.

➢ A multidisciplinary approach, including physiotherapy, and smoking 

cessation, is vital in managing complex stroke cases.

Reference 

Vertebral artery dissection from etiopathogenesis to management therapy: a narrative review with 

neuroimaging’s case illustration | The Egyptian Journal of Neurology, Psychiatry and Neurosurgery 

| Full Text
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The impact of insulin resistance on long-term outcomes in heart failure: A Systematic review  
 Soumya Sri Pichuka- Medical student, Norwich Medical school 

Insulin resistance (IR) is associated with Type 2 diabetes mellitus (T2DM) as 
well as cardiovascular (CVD) disease progression1.
Heart failure is highly prevalent in the UK: 

HF contributes to 2% 
NHS hospital bed stays2  

HF contributes to 5% 
emergency admission2 

HF is an established T2DM complication. HF occurs in patients with IR 
independent of diabetes3. The systematic review assesses IR’s role on 
long-term HF outcomes,. 

Introduction 

Methods 

Adhered to PRISMA guidelines4 and used databases including PubMed 
and Ovid Medline. 
Searched using Mesh terms (insulin resistance, heart failure, Mortality, 
hospitalisation) and Non-Mesh terms (Long-term outcomes)

Inclusion criteria: 
• Studies assessing IR in patients 

with HF (both preserved and 
reduced ejection fractions 

• Studies that report long-term 
outcomes (>= 6 months) 

addressing: mortality, 
hospitalisations or functional 

decline 

Exclusion criteria: 
• Studies focusing solely on T2DM 

without IR analysis
• Studies with an extremely small 

sample size (<50) 
• Studies with high methodological 

bias
• Studies without an appropriate 

follow-up period. 

Study Study Type
Sample 
Size

Follow-Up 
Duration

IR Index 
Used

Main 
Outcomes

Key Findings Limitations

Metabolic 
Score for IR 
in HFpEF5 

Retrospecti
ve Cohort

3,248 4.2 years METS-IR Mortality

Higher METS-IR score 
linked to increased 
mortality in HFpEF (HR = 
2.48; p < 0.001)

Retrospective; no 
baseline insulin 
measurements

Association 
of IR Indices 
in HFpEF6 

Retrospecti
ve Cohort

8,693 2.56 years
TyG, TyG-
BMI, AIP, 
METS-IR

MACE 
(mortality, 
hospitalisati
on)

TyG index linked to 
higher MACE risk (HR = 
2.1; p < 0.001)

Single-centre; 
limited 
generalisability

IR & 
Myocardial 
Dysfunction 
in HFpEF7 

Cross-
sectional

92
≥ 6 
months

eGDR
LV strain, 
6MW test

Higher IR (lower eGDR) 
linked to worse LV 
strain/function

Small sample size; 
cross-sectional 
design

Prognostic 
Implications 
of IR in HF8 

Cohort 
Study

682 1.4 years HOMA-IR
Mortality, 
hospitalisati
on

IR linked to increased 
mortality and 
rehospitalisation (HR = 
1.91; p < 0.0001)

Single-centre; 
limited 
generalisability

Prediabetes 
& IR in HF9 
(Vietnam 
Study)

Prospective 
Cohort

190
≥ 6 
months

HOMA-IR
HF severity 
(NYHA, NT-
proBNP, EF)

IR and prediabetes 
linked to more severe 
HF (higher NYHA, lower 
EF)

Regional, low BMI 
participants

Identification:
Database total = 33
- Ovid MEDLINE = 20
- PubMed = 13
Duplicated = 3
Final records = 20 

Screening:
Records excluded 
bases on 
title/abstract = 18

Eligibility: 
Full-text articles assessed = 12
Full-text articles excluded = 7

Included:
Studies included in analysis = 5

Results

Conclusion

IR is strongly 
associated with 

adverse outcomes in 
HF

IR could potentially be 
incorporated into risk stratifying 

tools and considered for NICE 
guidelines inclusion

Multicentre prospective studies 
are needed to further evaluate 

prognostic value of IR and to 
support its clinical care integration 
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Enhancing locally employed doctors (LEDs) support and integration by introducing buddy programme -  A quality 
improvement project (QIP)

Sumaira Malik, Shifa Puri, Sidra Shah, Ayesha Farooq, Tamar Saeed

Division of medicine, Russells Hall Hospital, The Dudley Group NHS Foundation Trust

BACKGROUND
• Integration of new staff into the NHS is critical 

to ensure well-being, confidence, and 
effective functioning. 

• Newly appointed doctors in NHS often face: 
• Insufficient orientation or guidance
• Limited peer support.
• Difficulty adapting to a new workplace 

culture
• These challenges can result in anxiety, low 

morale, and slower productivity. 
• To address this, we introduced a buddy 

programme in Medical division pairing new 
staff with experienced colleagues before they 
join the hospital for the duration of at least 2 
months.

AIM & OBJECTIVE
• The primary objective was to set up a 

structured buddy programme which will 
create a safe and welcoming environment for 
the resident doctors who are new to NHS.  

METHODOLOGY:
• Two-cycle study using pre- and post-

implementation survey was done 
and electronic questionnaires were 
sent to the newly appointed 
resident doctors.

• 1st cycle was carried out in June 
2024 and data collected from 20 
doctors retrospectively who were 
not assigned buddies. 

• 2nd Cycle was carried out between 
July and Dec 2024 from 20 doctors 
prospectively after implementation 
of the buddy program. 

DISCUSSION:
• A buddy scheme is a structured support system within learning environments where individuals are paired together to provide assistance, 

guidance, and friendship.1

• By creating a supportive working environment, the trust can better support retention of LEDs which helps create a more stable, longer-term 
workforce of LEDs.2

RECOMMENDATIONS:
• To expand the programme to surgical division as well.
• Continue the buddy program with regular surveys  with each 

cycle of new recruitment of LEDs. 

RESULTS:
• In the 2nd cycle 100% of the residents felt confident in approaching the buddies for queries (figure 1). All the LEDs felt 

welcomed in the internal culture as compared to 40% in the 1st cycle (figure 1). 
• 84% of LEDs felt adequately supported by the buddies in 2nd cycle as compared to 50%in the first cycle (figure 1). In 2nd 

cycle 53% LEDs felt the buddy programme helped in smooth transition into their new role (figure 2). 

CONCLUSION:
• Our buddy programme has been a 

success as new doctors who felt well 
supported, helped them settle in a 
new culture.

• 100% of those assigned buddies 
agreed that having a buddy made 
their transition in NHS smooth and 
recommend this program to every 
new-comer

References:
1. https://www.hee.nhs.uk/our-work/in-your-area/midlands/ahp-midlands/news-events/ahp-buddy-scheme-evidence-based-guide-2/implementation-plan 
2. https://www.nhsemployers.org/case_studies/supporting_retention_locallyemployeddoctors#:~:text=Buddies%20for%20new%20starters&text=The%20initial%20buddy%20contact%20starts,UK%20and%20within%20the%20organisa

tion
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https://www.nhsemployers.org/case_studies/supporting_retention_locallyemployeddoctors#:~:text=Buddies%20for%20new%20starters&text=The%20initial%20buddy%20contact%20starts,UK%20and%20within%20the%20organisation
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Objective: To develop & validate a predictive scoring model for 

mortality & morbidity among NF patients, forming the basis of an 

evidence driven management pathway.

Methods:

Study Design : Retrospective review (2019-2024) at Ashford & St 
Peter’s Hospitals NHS Trust.

Inclusion          : Adults with confirmed NF diagnosis.

Exclusion         : Cellulitis, diabetic foot ulcers.         
Data Sources   : Cerner and Evolve.                  

Analysis           : a. Five ML model tested.                       

                          : b. Random Forest selected (accuracy : 81.8%).   
                          : c. Logistic regression used to weigh top  

predictors.

                          : d. Model evaluated with ROC (AUC : 0.71).            

Predictive Model for Necrotising Fasciitis (NF) Outcome 
S.Kalakeri (1)*; U.Balar (2); G.Abdelkhlek (2)

Fig 2-ROC Curve for morality prediction using clinical score

Scoring Table
Performance: 

1. AUC                    : 0.71

2. Sensitivity           : 80%

3. Specificity           : 57.6%

4. Score Threshold : 10 = High Risk

Conclusion: The model facilitates early risk stratification, enabling 

more informed decisions regarding patient management and 

resource distribution. Further research with larger sample sizes is 

recommended to refine the model and improve predictive accuracy.

Clinical Impact : 

1. Quick bedside tool.

2. Supports clinical decisions.

3. May improve early intervention and outcomes

References: 

https://www.rcemlearning.co.uk/reference/necrotising-fasciitis//

Necrotising Fasciitis-RCEMLearning

Fig 1: Descriptive Analysis : Patient Characteristics & Outcomes

Table 1

Introduction: Necrotising fasciitis (NF) is a rare, rapidly progressive 

soft tissue infection with a high mortality rate (20-40%) in the UK. 

Predicting outcomes remains challenging, especially early in 

admission.
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Revolutionizing Young Adult Diabetes Care: A Patient-Centred Transformation to Improve 

Access, Engagement, and Outcomes in One of England's Most Deprived Areas
Dr T Balafshan, Mrs S Keigan, Mrs A Wilson, Mr I Oyedeji, Dr H Sullivan

Mersey and West Lancs Teaching Hospitals NHS Trust, St. Helens Hospital, St. Helens, United Kingdom 

Transition Clinic: All 

patients between 16 and 18 

now attend a newly designed 

transition clinic, led by the 

paediatric service and 

attended by a member of the 

young adult team, to facilitate 

a seamless shift from 

paediatric to adult care, 

monitored via feedback 

surveys.

Pre-Appointment 

Interventions: Patients 

are contacted via phone 

before their appointment, 

reducing new patient non-

attendance rates from 

50% to 18%, improving 

attendance and wait 

times.

Emergency 

Admissions: Diabetes 

emergencies admissions 

are audited annually, 

ensuring appropriate 

follow-up and intervention 

for these patients.

Key Care Processes: 

An annual audit has 

been created, to 

monitor the 9 key care 

processes, initiating 

further project to 

improve outcomes if 

not meeting national 

standards

Pre-Clinic 

Questionnaire: A topic 

led questionnaire 

designed to enable 

patients lead their own 

consultations.  With most 

selections including, 

weight loss, food and diet 

and mental health.

Patient support 

accessibility: 

We have set up a 

dedicated email 

inbox and urgent 

access clinic

Mental Health 

Screening: Accredited 

mental health screening 

tool (CORE 10) 

implemented, to assess 

and monitor wellbeing 

and prompt 

psychological 

intervention.

Diabetes 

Technology: Expand 

access to advanced 

diabetes technologies, 

empowering patients 

to better manage their 

diabetes. 

Strategic 

Collaborations: 

Partnerships with 

Digibete and Diabetes 

UK enhance patient 

education through 

digital resources and 

support. 

Patient Feedback: 

Continuous use of 

feedback questionnaires 

to actively incorporate 

feedback from young 

adults, fostering stronger 

relationships between 

patients and clinicians.

These initiatives have redefined our young 

adult diabetes care, setting new benchmarks 

for patient-centred care, elevating standards, 

improving patient engagement, support and 

clinic satisfaction.

Conclusion

St. Helens and Knowsley 

Young Adult Diabetes 

service provides care to 18-

25 year olds with diabetes in 

the 34th most deprived 

authority nationally.  Over 

three transformative years, 

we have embarked on a 

multifaceted project to  

revolutionise our care 
provision. 



Improving Frailty Documentation from Admission to Discharge: A Quality 

Improvement Project in an Elderly Care Ward
T Kirwin, C Halevy, Y Hatahet, I Soteriou, M Geyer, R Mizoguchi, I Safiulova  

• The British Geriatrics Society advocates for 

the development of local protocols to 

address frailty (1). A Cochrane Review on 

the use of Comprehensive Geriatric 

Assessment (CGA) has shown improved 

survival and fewer admissions to nursing 

homes at one year (2).

• Early identification of frailty allows timely 

intervention, optimising patient care and 

improving outcomes. 

• Key components of CGA, including 

Treatment Escalation Plans (TEPs), 

Universal Care Plans (UCPs), and the 

Abbreviated Mental Test Score (AMTS), 

play pivotal roles in recognising frailty, 

guiding appropriate management, and 

ensuring holistic care from hospital to 

community.

Background

Conclusion
• Sustained improvements in documentation of TEP 

and AMTS with key interventions, including staff 

education, use of visual aids and documentation 

shortcuts

• Discharge summary documentation improved after 

targeted interventions 

• UCP documentation remained low throughout, likely 

due to time-intensive conversations being 

deprioritised. This highlights the need for further 

interventions, such as education or frailty nurse-led 

discussions, to promote early UCP completion and 

improve continuity of care for frail patients.

Methods

Results

• A retrospective analysis of documentation of 

three CGA parameters (TEP, UCP, AMTS) in 

clinical notes on admission to a Care of the 

Elderly Care ward was conducted over four 

cycles. 

• Patients included were aged 65 or older and 

survived to discharge. Cycles three and four 

extended the project to assess whether frailty 

parameters were also documented in 

discharge summaries, ensuring continuity of 

holistic geriatric care in the community. 
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Cycle 1: April 2024 (n = 34)

Retrospective review of documentation for TEP, UCP, AMTS in clinical notes

Cycle 2: June 2024 (n = 24)

Retrospective review post intervention

Cycle 3: October 2024 (n = 55)

Expanded to include discharge summary documentation

Cycle 4: February 2025 (n = 35)

Final review pot-intervention

Interventions:

• Teaching sessions for medical 

staff

• Posters 

• Cerner documentation shortcut 

introduced

Interventions:

• Emphasis on correct clinical 

coding 

• Wider teaching sessions 

including frailty team in ED 

• Re-distribute Cerner shortcut 
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DNAR Discussions

• A total of 148 patient’s patients were included in the 

audit

• Documentation of frailty parameters in clinical notes 

remained stable following initial interventions, 

demonstrating sustained improvements. TEP 

documentation remained high (100% in cycles 1 and 

2, decreased to 80% in cycles 3 and 4). 

• UCP documentation remained low across all cycles

• AMTS documentation saw a substantial and 

sustained improvement, increasing from 15% in 

cycle 1 to 62% in cycle 4. 

• For discharge summaries, documentation of TEP 

and AMTS improved following targeted 

interventions. CPR decisions were recorded in 50% 

of discharge summaries in cycle 3, increasing to 

74% in cycle 4. 

• However, UCP inclusion remained low (3% in 

cycle 3, 2% in cycle 4). 

1. British Geriatrics Society. Fit for frailty – Developing, commissioning, and managing services for people living with frailty. London: BGS; 2014.

2. Ellis G, Whitehead MA, O’Neill D, Langhorne P, Robinson D. Comprehensive geriatric assessment for older adults admitted to hospital. Cochrane Database Syst Rev. 2011;(7):CD006211.
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Enhancing Clinical Skills in Geriatrics: High-Fidelity Simulated Scenarios for 

Fourth-Year Medical Students 
Dr Sophie Lansley (1,2), Dr Aditya Maney (1,2) 

1 – Manchester University NHS Trust, 2– University of Manchester Medical School

Background/Aims

Older people represent two thirds of acute admissions 
(1) and 85-89 year-olds have the highest consultation 
rate in primary care in the UK (2). It is predicted that in 
the future there will be more older people being 
supported by a smaller number of working age adults.  
Therefore, it is essential our future doctors are 
prepared to manage this ageing population with an 
emphasis on co-mobility, determining risk-benefit and 
working in an MDT (3).  Simulation has been identified 
as the new approach to do this, with a Northumbrian 
study finding it outperformed traditional ward-based 
teaching due to the ability for students to make 
mistakes in a risk-free setting (4). 

This study aimed to identify whether a simulated 
teaching session, focusing on a patient with Parkinson's 
disease, is effective at improving student’s clinical 
management. 

Method

The programme includes four high-fidelity simulated 
scenarios, each representing a different phase of 
patient care: community, A&E, Acute Medical Unit, and 
inpatient ward. Simulations cover managing an unwell 
patient, prescribing and navigating end-of-life 
discussions.  Students provided feedback via an e-form. 
Data has been collected from September 2023 to April 
2025.

Results

138 students completed the form. 95% of participants found the teaching effective, and 96% reported an increased awareness of 
managing complex geriatric cases. 99% found the topics relevant to their practice. Instructor engagement was highly rated by 96%, and 
95% felt debriefing sessions effectively identified areas for improvement.  

High-fidelity simulations are an effective tool for enhancing medical students' competence in managing 
complex geriatric cases. The positive feedback highlights the programme’s impact on student learning and 
engagement. Further feedback will guide ongoing improvements.

Conclusion

1 - Cavallaro F, Ewbank L, Marszalek K, Grimm F, Tallack C. Longer Hospital Stays and Fewer Admissions: How NHS Hospital Care Changed in England between 2019 and 2022. London: The 
Health Foundation, 2023.
2 - Gordon AL, Blundell A, Dhesi JKet al. UK medical teaching about ageing is improving but there is still work to be done: the Second National Survey of Undergraduate Teaching in 
Ageing and Geriatric Medicine. Age Ageing 2014; 43: 293–7.
3 - Andrew Teodorczuk, Petal S Abdool, Chloe X Yap, James M Fisher, New horizons in undergraduate geriatric medicine education, Age and Ageing, Volume 53, Issue 5, May 2024
4 - James M. Fisher, Richard W. Walker, A new age approach to an age old problem: using simulation to teach geriatric medicine to medical students, Age and Ageing, Volume 43, Issue 3, 
May 2014, Pages 424–428, https://doi.org/10.1093/ageing/aft200

1.53%

3.05%

95.42%

Disagree

Neutral

Agree

The teaching was effective
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Haematoxylin & 
Eosin staining

Inflammation categorised as acute, 
chronic, or mixed based on predominant 

cell types (neutrophils, lymphocytes 
plasma cells and eosinophils).

Toluidine Blue, 
Giemsa (Artisan), 

and CD117 
(1:500) staining

T- and B-lymphocyte predominance 
assessed in detrusor muscle in cases 

with moderate-to-severe inflammation.

Mast cells quantified per high power 
field (HPF) and graded: 0: <5 (negative), 
1: 6–10 (suspicious), 2: 11–20 (positive), 

3: >20 (high-positive)
Sensitivity (%) calculated based on 

mast cell detection rate

CD3 (1:100) and 
CD20 (1:100) 

staining
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Interstitial Cystitis / Bladder Pain Syndrome (IC/BPS) is a 
chronic bladder condition of unknown aetiology, 
characterised by pelvic pain and urinary symptoms¹.

Despite its prevalence, there are no universally accepted 
clinical or histological diagnostic criteria.

Urothelial inflammation and mast cell activation have been 
consistently observed in IC/BPS cases²,³.

However, there is no standardised method for evaluating or 
reporting inflammatory markers in bladder histology.

Histological Assessment of Inflammatory Infiltrates in Interstitial 
Cystitis/Bladder Pain Syndrome (IC/BPS): A Comparative Study 

of Mast Cell Quantification Techniques
Tunch Akmandor1,2 and Alex Freeman1

2Advanced Diagnostics, Health Services Laboratories

1Department of Cellular Pathology, University College London Hospitals NHS Foundation Trust

To assess and grade bladder inflammation in IC/BPS, compare 
mast cell detection methods (toluidine blue, Giemsa, CD117), 
analyse lymphocytic subset profiles, and explore the 
diagnostic relevance of inflammatory cell infiltrates.

Background

Aim

Methods

Results

Figure 1: Histological identification of inflammatory cells in IC/BPS. (A) Mixed inflammatory infiltration with 
neutrophils (yellow arrows), lymphocytes (dark blue arrows), and plasma cells (white arrows), observed in 
96.2% cases. (B) Eosinophilic infiltration (black arrows) identified in 76.9% of cases. (C) Mast cells visualised 
using toluidine blue stain (black arrows). (D) Mast cells stained with Giemsa (Artisan) (black arrows). (E) 
Mast cells detected using anti-CD117 immunostaining (black arrows). (F) T-lymphocytes identified by CD3 
immunostaining (white arrows) and (G) B-lymphocytes identified by CD20 immunostaining (black arrows). 

.

Chronic inflammatory infiltrates comprising 
lymphoplasmacytic, eosinophilic, and mast cell 
components were confirmed in bladder histology of 
IC/BPS cases, aligning with existing literature¹⁻⁵.

This is the first study to compare mast cell detection 
techniques in IC/BPS and revealed significant variation 
in staining sensitivity. Among the methods used, anti-
CD117 immunostaining was the most sensitive for 
mast cell identification.

Importantly, all mast cell–positive cases were also 
eosinophil-positive, and the majority exhibited T-
lymphocyte predominance in areas of moderate-to-
severe chronic inflammation. These findings 
underscore the diagnostic value of detailed 
inflammatory cell profiling in IC/BPS.

Discussion

Conclusion
This study highlights the importance of integrating 
inflammatory grading, mast cell quantification, and 
lymphocyte subset analysis into routine 
histopathological reporting to enhance diagnostic 
precision and guide clinical management of IC/BPS

References

Figure 2: (A) Quantitative comparison of mast cell detection using three staining techniques: toluidine blue, 
artisan Giemsa, and anti-CD117 immunostaining, in IC/BPS cases (n=26). Mast cell positivity was observed 
in 46.2% of cases. Anti-CD117 immunostaining demonstrated the highest sensitivity (73.1%, P=0.002). (B) 
Analysis of lymphocyte subset predominance (T- vs B-lymphocytes) in cases exhibiting moderate-to-severe 
inflammation (n=18) showed T-lymphocyte predominance in 83.3% of cases. (C) In mast cell-positive IC/BPS 
cases (n=12), all were eosinophil-positive, and T-lymphocyte predominance was observed in 83.3% cases.





• Investigate IV Zol administration delays in 
fragility NOF fractures 

• Identify contributing factors 
• Propose interventions 

OBJECTIVES 

• Treatment delays correlate with longer hospital stays 
• Early Vitamin D loading could accelerate discharge & recovery 
• Clinical awareness and structured interventions leads to better 

patient outcomes
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CONCLUSION

Osteoporosis reduces bone density, increasing fracture risk (1-3). Fragility neck of femur (NOF) fractures are treated with IV Zoledronic Acid (IV Zol) to reduce future fractures by increasing bone mineral 
density, lower bone turnover, aid in bone healing and overall recovery (1-4). However, delays in treatment impact hospital stay duration and consequently patient outcomes (5). 

INTRODUCTION

DR. SEAN VON HAGT 

DR. UMA SIRISHA PUSAPATI

KEY FINDINGS

METHODS

Mean Vitamin D Delays: Prescribed at 3.03 days, administered at 3.77 days

Mean IV Zol Delays: Initiated 9.46 days post-admission, with discharge at 
19.8 days, 7.8 days after IV Zol.

Discharge Delays: 18 patients discharged within a day of IV Zol. Mean Vitamin 
D loading started 4 days post-admission, with a further 3.47 days before IV Zol.

Treatment Delays by Admission Day: Thursday had the longest delays for 
both Vitamin D loading (4.75 days) and IV Zol (13.25 days).

Factors: Surgical vs Medical wards, admission day, pre-treatment 
inefficiencies, post-operative complications, lack of formal consent
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fracture unit and surgical ward outliers. Treatment 
timelines were analysed for vitamin D loading and IV Zol. 
IV Zol delays were quantified as failure to administer on 
the day post vitamin D loading.

OPTIMISING IV ZOLEDRONIC ACID TREATMENT FOR NECK OF 
FEMUR FRACTURES: A QUALITY IMPROVEMENT INITIATIVE

Vitamin D loading protocols → Earlier IV Zol initiation 

BPP sticker & pathway poster for clinical visibility 
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Proactive calcium monitoring upon admission

Stage 2 QIP cycle planned 6 weeks post-intervention to 
assess impact
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Atypical Presentation of Celiac Disease: Long-Term Infertility Without 

Gastrointestinal Symptoms

Author: Dr. Usman Ghani   MRCP UK

Affiliation: Div. HQ-Teaching Hospital Mirpur AJK / MBBS-MC-Mirpur

Email: sabzadaughani@gmail.comBackground

Celiac Disease (CD) is primarily known to cause digestive complications, though it can also manifest in variegated ways which are not typical. For example, one of these atypical presentations is 

infertility, a condition that can remain undiagnosed for a long time. In this report, we describe the case of a thirty-four-year-old woman who suffered from primary infertility of seven years duration before 

being diagnosed with CD even when she had no bowel symptoms at all.
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Case Presentation

A 34-year-old woman presented to medical OPD at DHQ Teaching Hospital, Mirpur AJK with an infertility problem that has continued for a long time. The patient reported that her periods were regular, there 

was no history of recurrent abortions, and no abdominal distension, bowel movements, or appetite changes were mentioned. Despite undergoing multiple evaluations, hormonal and ovulatory tests, as well as 

radiological exams, did not explain the issue. Her spouse's sperm analysis was normal as well. However, routine blood work showed mild anemia (Hb: 11.2 g/dL) and low iron levels, even though her thyroid 

function and hormone levels were normal. Given these findings, her doctors decided to test for celiac disease. Surprisingly, her celiac serology came back positive, showing elevated anti-tissue 

transglutaminase (tTG) IgA and endomysial antibodies. A biopsy of her small intestine confirmed celiac disease, despite her complete lack of gastrointestinal symptoms. Following her diagnosis, she adopted a 

strict gluten-free diet. Over the next six months, her iron levels improved, and within a year, she conceived naturally—without needing any fertility treatments. 

Discussion & Conclusion 

This case illustrates that the absence of conventional symptoms does not exclude the disease. In this case Infertility without symptoms of celiac disease anemia should be considered as a possible 

manifestation of celicina le celiac disease. The aim of the case helps to make the diagnosis of celiac disease timely and not delay it until severe forms of the disease progress. The Spanish medicina cuts a 

masterpiece on celicini disease relatively tends it to women whose disease remains unknown without traditional symptoms. Since celiac disease can impact fertility through chronic inflammation, 

malabsorption, and immune dysfunction, early screening and dietary changes can significantly improve reproductive health. This case serves as a reminder that sometimes, the root cause of infertility isn’t 

where we expect to find it. 

https://pmc.ncbi.nlm.nih.gov/articles/PMC4216449/
https://pmc.ncbi.nlm.nih.gov/articles/PMC4216449/
https://doi.org/10.1053/gast.2001.22123
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https://scholar.google.com/scholar_lookup?journal=Gastroenterology&title=Current%20approaches%20to%20diagnosis%20and%20treatment%20of%20celiac%20disease:%20an%20evolving%20spectrum&author=A%20Fasano&author=C%20Catassi&volume=120&publication_year=2001&pages=636-651&pmid=11179241&doi=10.1053/gast.2001.22123&




Nitrofurantoin-Induced Lung Fibrosis: A Clinical Misstep

Introduction Case study Conclusion
Nitrofurantoin is an antibiotic with a broad range 
of efficacy, often prescribed for urinary tract 
infections (UTI). Its prolonged use can lead to 
uncommon but serious side effects, including 
pulmonary and liver damage.

Nitrofurantoin-induced lung injury has a varied 
presentation ranging from acute hypersensitivity 
to insidious fibrosis and Interstitial Lung Disease 
(ILD). This case underscores the dangers of missed 
recognition, and stresses the importance of 
vigilance for drug toxicity.

A 76-year-old frail patient with COPD, vascular 
dementia was on long-term prophylactic 
nitrofurantoin for recurrent UTI.

The patient was admitted with shortness of breath, 
cough and fever. A chest X-ray (CXR) showed 
bilateral reticular pattern and consolidation, 
leading to a pneumonia diagnosis (Figure 1). 

Four months later, the patient had a similar episode 
with worsened CXR, but nitrofurantoin was 
continued without consideration of potential lung 
fibrosis. 

A third presentation with recurrent infection and 
radiological decline (Figure 2) queried the 
possibility of lung fibrosis secondary to 
nitrofurantoin. Previous spirometry results showed 
severe restrictive pattern. Considering the patient’s 
frailty, further tests were felt to be inappropriate, 
and nitrofurantoin was discontinued. 

Follow-up respiratory reviews suggested drug-
induced fibrotic lung disease as the likely cause, 
confirmed by progressive changes on subsequent 
CXR. 

This case highlights the critical need for close 
monitoring of patients, especially elderly and frail 
patients on long – term nitrofurantoin therapy, 
for any new or worsening pulmonary symptoms 
(MHRA guidance, 26 April 2023).

Its vague presentation often leads  to 
misdiagnosis, causing delays in treatment and 
subsequent mortality. 

Discontinuation of the offending drug is a key 
step in the management. 

Figure 1: Chest X-ray during first admission Figure 2: Chest X-ray during third admission
Authors: Dr Vishalini Venkatachalam, Dr Elaine Tang

North Manchester General Hospital
Manchester University NHS Foundation Trust



Improving flow of patients with hyperglycaemia (non- DKA/non-HHS) from 
Emergency Department

Vithiya R Umaipalan, Sophie Harris, Omar G Mustafa
Department of Diabetes, King’s College Hospital, Denmark Hill, London

1. Problem

Length of stay for hyperglycaemia (non- DKA/non-HHS) in the Emergency Department(ED)  is longer due to inadequate insulin treatment, lack of pathways to mobilize patients to ambulatory 
care-units(ACU) and poor awareness of clinicians regarding availability and access of existing guidelines. 

3. Conclusion

This QI project improved length of stay for 
patients being admitted to ED with 
hyperglycaemia with no readmissions.

4.  Lessons learned 

• Planned health care professional education in 
the ED was difficult due to unpredictable work 
load and time pressures.

• Bedside opportunistic  teaching and dedicated 
teaching hours out of ED were more effective. 

Acknowledgement: Dr Eleanor Jones, Dr Simon Calvert, 
Georgia Noble Bell, Dr Vivek Sharma, Mariam Issac 
Rebekah Bowen, 
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2. Quality improvement methods and results

5. Next steps

• To develop a sustainable inpatient diabetes 
education plan.

• To Implement blood glucose check for all 
diabetes patients on arrival to ED.

A B

A-%of readmission
B-%of appropriate 
insulin doses

Jan 7 36

Feb 8 16

Mar 20 20

Apr 10 20

May 25 38

Jun 20 40

Jul 20 30

Aug 10 50

Sep 13 50

Oct 20 33

Nov 0 63

Dec 0 55

References:
Diabetes – Initial management of hyperglycaemia in 
adults in the ED - GIRFT - Pathways [Internet]. GIRFT - 
Pathways - GIRFT - Interactive Pathways. 2022. 

ED median length of stay

ED mean length of stay

Glucose check to first dose of insulin

Arrival to glucose check

PDSA 1 –Education for doctors and nurses





Direct Anticoagulant  (DOACs) Vs Warfarin In Inflammatory Bowel Disease (IBD) 
Patients with Atrial Fibrillation:  A Comprehensive Analyses of Efficacy and safety

Okunlola, Ayoyimika1;  Otabor, Emannuel2; Karim, Abbas3; Ajao, Temitope3; Udoji, Chimobi4

 
1Nottingham University Hospital, NHS Trust; 2Jefferson Epstein Philadelphia Hospital ; 3United Lincolnshire Hospitals, NHS Trust ; 4Dorset County Hospital , NHS Trust

❑ IBD + AF Confers Hight 

 Thromboembolic risk  

❑ Anticoagulation is required

❑ Uncertainty in choice due to 

differences  in efficacy and 

safety outcomes

Introduction & background 

Compare used of  DOACS vs Warfarin in 

Patients with AF and IBS in terms of :

❑ Efficacy : Reducing thromboembolism risk

❑ Safety profile :  Conferring lower Bleeding 

risk

Aims 

❑ DOACs  are safer alternative to warfarin 

in IBD patients with AF, particularly in 

reducing the risk ICH and mortality. 

❑ DOACs should be considered as the 

preferred anticoagulant in this population, 

given their comparable efficacy and 

superior safety profile. 

❑ Further studies are warranted to confirm 

these findings and assess long-term 

outcomes.

Conclusion 

1. Kristensen SL, Lindhardsen J, Ahlehoff O, et 

al.ncreased risk of atrial fibrillation and stroke during 

active stages of inflammatory bowel disease: a nationwide 

study. Europace. 2014 Apr;16(4):477-84. doi: 

10.1093/europace/eut312. Epub 2013 Oct 9. PMID:

24108228.

2. Choi YJ, Choi EK, Han KD, et al. Increased risk of atrial 

fibrillation in patients with inflammatory bowel disease: A 

nationwide population-based study. World J 

Gastroenterol. 2019 Jun 14;25(22):2788-2798. doi: 

10.3748/wjg.v25.i22.2788. PMID: 31236001;

PMCID: PMC6580358
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A Rare Complication of DRESS Syndrome in the Treatment of Cardiac Device Related Lead Thrombus and 
Infective Endocarditis

Dr James Tomlinson1, Dr Anil Gurung1, Dr Oliver Watkinson1, 
1Royal United Hospital, Bath

History
• 65-year-old male collapses after consuming 8 pints of beer. 
• PMH: Dual-chamber PPM for heart block, IDDM, COPD.
• WCC 14.8, N 10.2, CRP 7, Hb 157, Troponin 323, Cultures -ve
• Treated for IE COPD and Type 2 MI

1st week of Admission
• CTPA shows mass formation around the pacing lead. (Figure 3)
• Transthoracic ECHO and TOE demonstrates large masses attached 

to the ventricular pacing lead within the right atrium (Figures 1, 2). 
• PET CT shows no abnormal uptake.

3rd week of Admission
• MDT recommendation for culture negative IE antibiotics 

(Vancomycin, Gentamicin, Rifampicin), oral anticoagulation 
(Rivaroxaban) and device extraction.

• DRESS is a rare, serious adverse drug reaction (ADR) marked by an extensive 
morbilliform rash, involvement of visceral organs, generalised 
lymphadenopathy, eosinophilia, and atypical lymphocytes.1

• Post-mortem (PM) examination confirms non-infective thrombus 
associated with the pacing lead measuring 5mm x 4cm.

• Allergic reaction evidenced by findings of dermatitis, highly 
elevated PM mast cell tryptase levels and atypical lymphocytosis.

• Despite stopping the offending drug (Table 1), disease flares may persist, 
and the disease course is typically prolonged between 2-8 weeks.2 

• Corticosteroids can be considered in severe cases of DRESS.

• The prevalence of intracardiac thrombi on transvenous leads from cardiac 
implantable devices varies widely, ranging from 1.4% to 30%. 

• Most of these thrombi are found incidentally during lead extraction or on 
intracardiac echocardiography during ablation procedures.5

• Anticoagulation therapy is the mainstay of treatment for most intracardiac 
pacemaker lead thrombus. 

• Lead extraction is generally recommended due to the risk of recurrence.6

References
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2Bocquet H, Bagot M, Roujeau JC. Drug-induced pseudolymphoma and drug hypersensitivity syndrome (DRESS). Seminars in 
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5Sugrue A, DeSimone CV, Lenz CJ, Packer DL, Asirvatham SJ. Mobile thrombus on cardiac implantable electronic device leads of 
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6Zimetbaum P, Carroll BJ, Locke AH, Secemsky E, Schermerhorn M. Lead-Related Venous Obstruction in Patients With Implanted 
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5th week of Admission
• Develops widespread macular rash (Figure 4, 5, 6), fever, and new 

eosinophilia consistent with DRESS. 
• Evolving multi-organ failure despite cessation of antibiotics and 

Rivaroxaban.

Figure 6
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PATIENT AND FAMILY UPDATES IN A DISTRICT HOSPITAL; A QI PROJECT
KIMBERLY LIM XINYI1, DIVYA KANAKALINGAM1, JEGADIS SREENEYASAN1

Manchester University NHS Foundation Trust1, Southport and Ormskirk Hospital NHS Trust2, Bolton NHS Foundation Trust3

- Regular patient updates and involvement of family members in updates could impact 

patient’s outcome and quality of care in a beneficial way1.

- Assuring proper and structured family involvement will improve quality of care for both 

patients who have capacity and under Deprivation of Liberty Safeguards (DoLS).

INTRODUCTION

AIMS

METHODOLOGY

- A survey was distributed across medical and surgical departments to explore patients’ 

perspectives on patient and family updates of clinical progress

- Following this, patients’ data was collected from the electronic system on these variables: 

Family members who were updated within 48 hours, Family members who were 

updated within 1 week, Information provided during family updates

-    Two PDSA cycles were conducted over a period of 6 months.

PATIENTS’ SURVEY AND PERPSECTIVES RESULTS  n=    

- 100% of patients, with and without capacity, to have their families involved and updated at 

least twice a week within 12 months.
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How often do the patients want their 
family members to be updated?

76.5%
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How often do the patients want their 
family members to be updated if they 

do not have capacity?
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.

CONCLUSIONS

This project highlights the need to ensure patients and family members are being updated regularly 

especially the patients who lack capacity as family involvement will improve patient’s satisfaction.

88.2%

11.8%

Do patients get updates by the 
doctors regarding their clinical 

progress on a daily basis?

Daily Every 2-3 days

49.0%51.0%

Have the patients been asked by 
the doctors if they would like their 

family members to be updated?

Yes No

PATIENTS’ SURVEY AND PERPSECTIVES RESULTS  n=    

1st cycle 2nd cycle

1st cycle 2nd cycle



Vitamin D deficiency: Prevalence and Risk Factors in Hypothyroid patients of 

Kashmiri population. 
Presenting Author: Dr. Usman Ghani MRCP UK

Affiliation: Div. HQ-Teaching Hospital Mirpur AJK / MBBS-

MC-Mirpur

Email: sabzadaughani@gmail.com
Introduction

Hypothyroidism is a prevalent endocrine disorder, often linked to various metabolic imbalances, including vitamin D deficiency. This study aims to assess the prevalence of vitamin D deficiency among

hypothyroid patients in the Kashmiri population of Mirpur and identify associated risk factors. 

References
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Methods

A total of 150 hypothyroid patients aged between 18 and 70 years were recruited in Mirpur, Kashmir, for a cross-sectional study. The diagnosis of hypothyroidism was entertained on the basis of thyroid-

stimulating hormone and free thyroxine. Serum 25-hydroxyvitamin D [25(OH)D] levels were measured to categorize vitamin D status as deficient (<20 ng/mL), insufficient (20-29 ng/mL), and sufficient 

(≥30 ng/mL). Data on demographic details, dietary intake of food items, sun exposure, and lifestyle factors of the respondents were collected using a semi-structured questionnaire. Chi-square tests were 

performed, as well as multivariate logistic regression, to ascertain which of the risk factors in the study were significant. 

Results

Vitamin D deficiency was common, 76% with 18% insufficiency, while only 6% had sufficient levels. Females, 83%, were more affected than males, 68% (p < 0.01). Significant risk factors for deficiency 

included limited sun exposure (OR: 3.2, 95% CI: 2.1–4.8), high BMI (OR: 2.8, 95% CI: 1.7–4.2), and a sedentary lifestyle (OR: 2.5, 95% CI: 1.6–3.9). Dietary pattern showed low consumption of food items 

rich in vitamin D, which are fish and dairy products. So, high TSH had a higher risk of vitamin D deficiency with a significance of p ≤ 0.05. 

Conclusion

In the Kashmiri population of Mirpur, the common entity among hypothyroid patients is Vitamin D deficiency, especially the female sex. In this relation, modifiable risk factors are to a great deal related to 

sun exposure, obesity, and dietary habits. All these results bring into focus the need for routine vitamin D screening and selective interventions to enhance nutritional and lifestyle practices in this high-risk 

population. Further research is needed on how the addition of vitamin D could affect thyroid function and overall health outcomes.

Author: Dr. Abrar Hussain Azad

Affiliation: MOTH

Email: : drabraumar@yahoo.com
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Temporal Trends in the Burden of Chronic Obstructive Pulmonary Disease in the United 
Kingdom Over the Past 3 Decades

Zaid A. Abdulelah1, Ahmed A. Abdulelah2

1)Addenbrooke’s Hospital, Cambridge University Hospitals NHS Foundation Trust, Cambridge, United Kingdom
2)Royal Papworth Hospital NHS Foundation Trust, Cambridge, United Kingdom

Ahmed A. Abdulelah
Royal Papworth Hospital NHS Foundation Trust
Cambridge
United Kingdom
Ahmed.Abdulelah@nhs.net

Contact details

• Data was retrieved from the Global 
Burden of Disease database.

• Evaluating the temporal trends in the age-
standardized incidence rate (ASIR) and 
age-standardized DALY rate (ASDR) in the 
UK, and across the 4 nations (England, 
Northern Ireland, Wales, and Scotland) 
over the period 1990-2019. 

• Joinpoint analysis software was used to 
calculate the Annual Percent Change 
(APC) and Average Annual Percent 
Change (AAPC).  

Methods and Materials

Over a span of 3 decades, the UK observed a significant increase in the incidence of COPD while 
also encountering a significant decline in the disability-adjusted life years. These findings present 
a worrisome trend in the incidence and thus requires prompt recognition to evaluate the factors 
contributing to such findings.  

Conclusions

Introduction

• Chronic obstructive pulmonary disease 
(COPD) imposes a significant global 
health and socioeconomic burden due to 
the resultant morbidity, diminished 
quality of life, and mortality. 

• Accordingly, evaluating the temporal 
trends in the incidence and Disability-
Adjusted Life Years (DALYs)  of COPD in 
the United Kingdom (UK) is of vital 
importance as it enables risk 
stratification and introduction of health 
policy measures 

• Over the period 1990-2019, an estimated total of 7,135,764 COPD cases with a 54.2% female 
predominance was reported in the UK.

• A statistically significant increase in the ASIR was noted across the UK with an AAPC of 0.190 
(95%CI 0.186 to 0.191, p<0.001).

•  Interestingly, a variation in the trends was noted across the 4 nations. England and Scotland 
encountered a statistically significant increase in the ASIR with an AAPC of 0.24 and 0.16, 
respectively, whereas Northern Ireland and Wales encountered a statistically nonsignificant 
decline in the ASIR (Figure 1). 

• Across England, a statistically significant increase was noted across all regions, with East of 
England encountering the highest increase with an AAPC of 0.280 (95%CI 0.278 to 0.281, 
p<0.001), followed by South West England (AAPC 0.275, 95%CI 0.273 to 0.277, p<0.001), and 
South East England (AAPC 0.275, 95%CI 0.273 to 0.277, p<0.001).

• Across the UK, a statistically significant decline in the ASDR was noted with an AAPC of -0.614 
(95%CI -0.687 to -0.538, p<0.001). 

• A similar trend was identified across the 4 nations, where a statistically significant decrease in 
the ASDR was noted, with England encountering the highest decline (AAPC -0.671, 95%CI -
0.743 to -0.593, p<0.001), followed by Northern Ireland (AAPC -0.594, 95%CI -0.719 to -0.467, 
p<0.001), Scotland (AAPC -0.512, 95%CI -0.648 to -0.406, p<0.001), and Wales (AAPC -0.339, 
95%CI -0.451 to -0.219, p<0.001) (Figure 2). 

• Across England, a statistically significant decline in the ASDR was also observed across all 
regions, with Greater London encountering the highest decline (AAPC -0.966, 95%CI -1.03 to -
0.886, p<0.001), followed by West Midlands (AAPC -0.729, 95%CI -0.817 to -0.635, p<0.001), 
and North West England (AAPC -0.688, 95%CI -0.777 to -0.588, p<0.001).

Results

Figure 1:Temporal trends in the ASIR across the UK during 1990-2019. Figure 2:Temporal trends in the ASDR across the UK during 1990-2019.



INTEGRATED SDEC PATHWAY: STREAMLINING SPECIALTY REVIEWS FROM PRIMARY CARE 
AT BASILDON UNIVERSITY HOSPITAL

Hadeel Bashir, Sarah Nafea, Andrea Barros, Tasmia Farooq, Fawad Ali 
Department of Acute Medicine, Basildon Hospital, Mid & South Essex NHS Foundation Trust, UK 

Unnecessary hospital admissions strain 
resources and disrupt patient flow. The COVID-
19 pandemic worsened outpatient backlogs, 
resulting in 6–12 month waits for specialty 
reviews at Basildon University Hospital.[1]
Semi-urgent referrals that don’t meet urgent 2-
week criteria but need timely specialist input 
often lead to admissions due to a lack of 
alternatives. To address this, we developed an 
Integrated SDEC pathway, allowing direct 
specialty reviews for semi-urgent primary care 
referrals. This pathway provides timely input for 
suitable cases and does not replace routine 
outpatient clinics.

❑ Collaborated with specialty leads to 
establish SDEC integration

❑ Inclusion criteria :NEWS <3, already 
reviewed by GP and  referred as semi-
urgent

❑ Assessments were conducted by 
consultants or specialist registrars from the 
relevant specialty. (Figure1) 

❑ Data was collected to evaluate the number 
of patients reviewed through SDEC 
specialty review pathway ,its effectiveness 
and cost savings over 3 months in year 
2023 and 2024.

In 2024, specialty reviews via the SDEC pathway rose by 28.4%. Average wait time 
dropped to one week, compared to the usual 3–6 months.[2] This avoided 24–48-hour 
inpatient stays, saving an estimated £76,145–£152,290 over three months, with 
projected annual savings of £304,580.

This pathway shows that structured 
triage and collaboration between 
primary and secondary care can improve 
outcomes and reduce unnecessary 
admissions. It was first piloted with high-
demand specialties—neurology, 
dermatology, and rheumatology—
chosen through data analysis to target 
areas where outpatient delays often led 
to admissions.
Strict inclusion criteria ensured 
appropriate patient selection and 
avoided system overload.[3] While early 
results are promising, continued 
evaluation of outcomes and resources is 
key to long-term success. Future plans 
include expanding to more specialties 
while maintaining manageable capacity.

The Integrated SDEC Specialty 
Pathway enables timely reviews, 
easing outpatient backlogs, avoiding 
unnecessary admissions, and saving 
costs.

1. NHS backlog data analysis. www.bma.org.uk/advice-and-
support/nhs-delivery-and-workforce/pressures/nhs-backlog-data-
analysis [Accessed 23 March 2025].
2. Guide to NHS wating times in England. https://www.nhs.uk/nhs-
services/hospitals/guide-to-nhs-waiting-times-in-england/  [Accessed 
23 March 2025]
3.Ambulatory Emergency Care (AEC)/Same Day Emergency Care 
(SDEC) considerations in Covid-19 and general surge 
scenarios. https://nhselect.nhs.uk/uploads/files/1//AEC-Covid-
supplement---Final-edit-002.pdf [Accessed 23 March 2025]
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Introduction

Methods

DiscussionResults

• Adverse drug reactions - 16.5% hospital 
admissions. 1

• In-patient medical toxicologist service 
reduces length of hospital stay & 
improved outcomes 2-4

• Service commenced October 2024 with 
twice weekly rounds

• Specialist input on overdose (OD), 
adverse drug reactions (ADRs), complex 
hypertension and drug allergies

• Prospective data collection from 
emergency department & medical 
assessment unit on secure MS Forms

• Screened through in-patient electronic 
lists & verbal handover

• 43 pts reviewed over 24 service days
• Data analysed using SPSS ver 22.0
• Illustrations and graphs using ChatGPT & 

BioRender

Conclusion

• In-reach service feasible with a scope to 
increase the service days

• Service integration with ED/ MAU 
facilitates early reviews/ discharges

References:
1.Osanlou R, et al. BMJ Open. 2022;12(7):1–7.
2.Legg RG, et al.. Br J Clin Pharmacology. Jan 2019 ;85(1):11–9.
3.King AM, et al. J Med Toxicology. 2019 Jan 23;15(1):12–21. 
4.Curry SC, et al. J Med Toxicology. 2015 Mar 16;11(1):65–72.
5.CHKS report: Length of stay between Welsh & English NHS 

• Significantly younger female population
• Paracetamol OD remains common & 

affects morbidity/ mortality
• A 5-day service would reduce time to 

specialist review
• Length of stay is lower compared to 2023 

/24 Cardiff acute admissions (8 days) 5

• Adverse drug reactions – under-
recognised/ overlooked/ better managed 
by other specialties

26
(60.5%)
Female

30 (69.8%) Emergency 14 hrs 23 mins
(IQR 8hrs 39mins – 33hrs 11mins)

Case presentations n (%)

DRESS/ TEN 1 (2.3)

Hypertension urgency 1 (2.3)

ACE-i angioedema 1 (2.3)

Smoke inhalation injury 1 (2.3)

Single OD – Paracetamol 12 (27.9)

Mixed OD - Paracetamol 8 (18.6)

Single OD - Psychotropics 6 (14)

Mixed OD – Psychotropics 3 (7)

Mixed OD - Others 7 (16.3)

Illicit substance misuse 3 (7)

Figures: 1 – Patient characteristics

Fig: 2 – Age distribution
* P ≤ 0.05; Mann-Whitney U test

Table: 1Length of stay:
1 day (0 - 3 days)

Discharge:
12 (27.9%)
Mortatlity:

1 (2.3%) -Sepsis



Adherence to Guidelines in the Diagnosis and Management of Autoimmune Hepatitis
Roshni Patel1, Olawumi Kolawole2, Ghazanfar Anwar2, Maria Bashyam2
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Background and Aims Results

Conclusion

Autoimmune hepatitis (AIH) can cause high 

morbidity and mortality; around 30% of patients 

present with cirrhosis at diagnosis1.

Prompt initiation of appropriate management 

and early identification of remission can 

prevent complications, including those 

associated with steroid use2.

Aim: to evaluate the standard of care provided 

to confirmed AIH patients managed at Wexham 

Park Hospital (WPH) against EASL guidelines, 

to identify opportunities for improved practice.

Medical records for AIH patients managed at 

WPH were retrospectively reviewed. 

Data, as of November 2024, were collected for:

• Baseline characteristics

• Presentation and work-up at diagnosis

• Steroid provision and immunosuppressives

• Achievement of biochemical remission

27 patients were included: 85% female, mean age of 59 years old (range 19-88). 

Several patients were diagnosed outside of WPH (non-UK, private and other Trusts).  

37% of patients were symptomatic on presentation, of which only 4% also had deranged liver 

function tests (LFTs). A separate 26% presented only with deranged LFTs and no symptoms. 

Figure 1 (right) demonstrates overall presenting complaints, with the most prevalent symptom 

being jaundice. 14% presented acutely unwell as inpatients.

Table 1: Percentage Achievement of Diagnostic Tests in the Total Cohort

 

Biopsy was discussed in 89% of cases and successfully conducted in 74% overall. 60% of 

biopsy reports were deemed appropriate, with a mean wait of 41 days from date of biopsy to 

report. Of those biopsied, 35% had cirrhosis, 20% are known to have had steroids pre-

biopsy and 75% had seen a Hepatologist. Post-biopsy, the latter rose to 95%. Mean simplified 

AIH score was 4.94 (range 3-7).

In all, 85% were managed solely as outpatients: Hepatology 52%, Gastroenterology 48%. 

48% and 15% of cases were discussed in local and regional multidisciplinary meetings 

(MDM) respectively. Figure 2 shows combinations of pharmacological management in AIH. 

Figure 1: Presenting Complaints of Patients with AIH

For WPH AIH patients, a holistic work-up prior 

to diagnosis is well-achieved.

However, we can improve clinical practice with:

• Consistency in documenting disease course

• Appropriate and timely reporting of biopsies

• Referring for multidisciplinary discussion

• Organising early and ongoing Hepatologist 

review

• Closely monitoring for other liver disease, 

including drug-induced injury

Achieving better biochemical remission with:

• Careful titration of pharmacological 

management

• Identifying and treating other precipitating 

causes for deranged liver function tests 

1. Liberal R, Grant CR. Cirrhosis and autoimmune liver disease: Current understanding. World 

J Hepatol. 2016 Oct 8;8(28):1157-1168. doi: 10.4254/wjh.v8.i28.1157. PMID: 27729952; 

PMCID: PMC5055585.

2. Wong LL, Fisher HF, Stocken DD et al. UK-AIH Consortium. The Impact of Autoimmune 

Hepatitis and Its Treatment on Health Utility. Hepatology. 2018 Oct;68(4):1487-1497. doi: 

10.1002/hep.30031. PMID: 29663477; PMCID: PMC6585808.

Diagnostic Test LFTs Viral Screen Ig Levels Auto-Ab Levels Liver Imaging

Achieved in (%) 100 78 85 96 100

Methodology Only 48% of patients had achieved biochemical 

remission; reasons for persistently active 

biochemistry include superimposed viral 

hepatitis, drug toxicity causing hepatic injury, 

suboptimal medication dosing and the need for 

further assessment of overlap syndromes under 

tertiary centres. 

Few patients poorly engaged with outpatient 

services, and some were empirically 

commenced on steroids in primary care or prior 

to biopsy with subsequent loss to follow-up. Figure 2: Medications Used in AIH Management

References
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Contact details

• Temporal trends in the age-standardized 
incidence rate (ASIR) and age-
standardized DALY rate (ASDR) in the UK, 
and across the 4 nations (England, 
Northern Ireland, Scotland, and Wales).

• Over the period 1990-2019.
• Evaluated by retrieving data form the 

Global Burden of Disease database. 
• The Annual Percent Change (APC) and 

Average Annual Percent Change (AAPC) 
were calculated using Joinpoint Analysis 
software.

Methods and Materials

Overall, the UK witnessed a significant increase in the incidence and disability-adjusted life years 
of multiple sclerosis over the past 30 years. These worrisome findings warrant prompt 
recognition and introduction of measures to effectively tackle the associated burden.

Conclusions

Introduction

• Multiple sclerosis (MS) imposes a 
significant global burden due to the 
associated morbidity and progressively 
diminishing quality of life. 

• Evaluating the temporal trends in the 
incidence and the Disability-Adjusted 
Life Years (DALYs) of MS in the United 
Kingdom (UK) is of paramount 
significance as it enables risk 
stratification and introduction of health 
policy measures to tackle the associated 
burden. 

• Over the span of 3 decades, an estimated total of 75,126 MS cases with a female 
predominance of 63.9% were reported across the UK. 

• A statistically significant increase in the ASIR was noted across the UK with an AAPC of 1.03 
(95%CI 1.02 to 1.04, p<0.001). 

• A statistically significant increase in the ASIR was also noted across all 4 nations with England 
encountering the highest increase (AAPC 1.10, 95%CI 1.09 to 1.11, p<0.001), followed by 
Wales (AAPC 0.84, 95%CI 0.83 to 0.85, p<0.001), Scotland (AAPC 0.82, 95%CI 0.80 to 0.82, 
p<0.001), and Northern Ireland (AAPC 0.61, 95%CI 0.61 to 0.62, p<0.001) (Figure 1). 

• Similarly, a statistically significant increase in the ASIR was noted across all regions in England 
with East of England encountering the highest increase (AAPC 1.23, 95%CI 1.22 to 1.24, 
p<0.001), followed by South East England (AAPC 1.23, 95%CI 1.22 to 1.24, p<0.001), and North 
East England (AAPC 1.19, 95%CI 1.18 to 1.20, p<0.001).

• A statistically significant increase in the ASDR was noted across the UK with an AAPC of 0.90 
(95%CI 0.85 to 0.95, p<0.001).

•  A statistically significant increase was noted across all 4 nations with Wales experiencing the 
highest increase (AAPC 1.29, 95%CI 1.24 to 1.32, p<0.001), followed by Scotland (AAPC 1.18, 
95%CI 1.13 to 1.22, p<0.001), Northern Ireland (AAPC 0.90, 95%CI 0.79 to 0.99, p<0.001), and 
England (AAPC 0.85, 95%CI 0.80 to 0.90, p<0.001) (Figure 2). 

• Across England, all regions encountered a statistically significant increase in the ASDR with 
North East England encountering the highest increase (AAPC 1.12, 95%CI 1.05 to 1.19, 
p<0.001), followed by East Midlands (AAPC 1.09, 95%CI 1.03 to 1.15, p<0.001), and Yorkshire 
and the Humber (AAPC 1.03, 95%CI 0.98 to 1.09, p<0.001).  

Results

Figure 1:Temporal trends in the ASIR across the UK during 1990-2019. Figure 2:Temporal trends in the ASDR across the UK during 1990-2019.



Association Between 
Insulin Pumps and 
Hospital Mortality in 
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the Myocardial Ischaemia 
National Audit Project 
(MINAP)
Moosa A. Shaikh, MBBS, Harshal Deshmukh, 
MBBS, PhD, Sudipta Chattopadhyay, MBBS, 
MD, PhD, Thozhukat Sathyapalan, MBBS, MD, 
Joseph John, MBBS, MD.

Introduction

• NICE (National Institute of Health & 
Care Excellence) recommends using 
insulin pumps in patients with poorly 
controlled Type 1 diabetes and 
disabling hypoglycaemia despite 
multi-dose insulin therapy.

• Insulin pump therapy indication is now 
extending to Type 2 diabetes.

• Does insulin pump therapy influence 
hospital mortality in patients with 
myocardial infarction?

Method

• 32,575 patients with insulin-treated 
diabetes in the MINAP (Myocardial 
Infarction National Audit Program) 
from 2012-2022.

• Comparison between patients with 
and without insulin pump therapy 
(3,321 vs 29,254).

• Multivariable regression and 
propensity score matching

Insulin pump users 
have higher hospital 
mortality following 
myocardial infarction. 

Results

• Insulin pump users had a higher in-hospital mortality rate 
compared to non-users (11.4% vs. 5.9%, p<0.001). 

• Insulin pump use remained an independent predictor of mortality 
after adjustment (OR: 1.75, 95% CI: 1.45–2.10, p<0.001). 

• This association persisted even after propensity score matching, 
suggesting that unmeasured factors may contribute to the 
increased risk

Conclusion

Insulin pump use in MI patients is associated with higher in-hospital 
mortality, likely reflecting the complex metabolic risks of pump users 
rather than an adverse effect of the pump itself. These findings 
emphasise the need to carefully manage pump users during acute 
cardiac events, including close glucose monitoring and individualised 
treatment strategies.











• Group B Streptococcus (GBS), is a gram-positive, beta-

hemolytic bacterium that was identified as a cause of fatal 

peripartum infections in 1938.

• Streptococcus agalactia is associated with life-threatening 

infections in the adult population such as blood stream 

infections, necrotizing fasciitis, and toxic shock syndrome.

• Streptococcus species are associated with 10-15% of 

continuous ambulatory peritoneal dialysis or CAPD-

associated peritonitis, 

• Only scarce data about GBS peritonitis exists in the 

literature.

Introduction

• We found publications of culture-proven GBS peritonitis in the 

form of case reports describing eight cases.

• Five cases were reported between 1991-1995 including 

pediatric and adult patients.

• The course was complicated by septic shock in three of them. 

While one case was complicated by pleuroperitoneal fistula, 

two cases were complicated by bacteremia. One patient did 

not survive the infection. Presentation was similar to other 

forms of peritonitis and included fever and abdominal pain.

• Table 1 summarizes the discussed cases.

Materials and Methods

• In the presence of limited data, no wide-scale conclusions can 

be made on CADP-associated GBS peritonitis. More research 

is needed to identify the epidemiology, complications and 

mortality rate of CADP-associated GBS peritonitis.

Conclusions

• We reviewed the literature for culture-proven GBS CAPD 

peritonitis. Databases searched included PubMed, Google 

Scholar, and Scopus. Articles involved in the review 

originated from multiple geographic locations including the 

USA, Europe and Brazil.

Results and Discussion

Table 1. Summary of GBS peritonitis case reports with author information, 

patients’ characteristics and antimicrobial treatment with route of 

administration. IP: intraperitoneal, IV: intravenous, IM: intramuscular.

Group B Streptococcus Peritonitis in Patients on Continuous Ambulatory Peritoneal 

Dialysis; Review Article
Almurtada Razok1, Maisa Ali2, Muna Almaslamani2, Ali Alzarka3, Hamad Abdel Hadi2

1. John H. Stroger Jr. Hospital of Cook County

2. Hamad Medical Corporation

3. St. George’s University

Author Age Septic 
shock

Fatal infection Treatment

Schröder et 
al.
1991 

13 
months

Yes No Tobramycin (IP)
Cephalothin (IP) 

Schröder et 
al.
1991 

5 years Yes No Tobramycin (IP)
Cephalothin (IP) 

Borra et al. 
1992

52 years Yes Yes Vancomycin (IV) 

Amikacin (IM) 

Yinnon et al. 
1993

63 years No No Vancomycin (IP)
Gentamicin (IP) 

Pagniez et al. 
1995

25 years No No Piperacillin (IP)
Cephalothin (IP) 

Scanziani et 
al. 1999

23 years No No Netilmicin (IP)
Cephalothin (IP) 

Liakopoulos 
et al. 2004

27 years No No Tobramycin (IP)
Ceftazidime (IP)
Vancomycin (IV) 

de Los Santos 
et al. 2010

52 years No No Tobramycin (IP)
Ceftazidime (IP)
Vancomycin (IV) 
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Results

A total of 157 IMGs who were already working in 
the UK responded to the survey. Upon joining the 
NHS, they encountered multitude of challenges, as 
illustrated in Figure 1.

Introduction
The UK's National Health Service (NHS) relies 
heavily on the contributions of doctors trained 
outside of the UK – approximately half of non-
consultant doctors are international medical 
graduates (IMGs). The transition from one 
healthcare system to another, a new 
professional culture, and personal life in the UK 
can present significant challenges for these 
highly experienced professionals. We investigate 
the experiences of IMGs adapting to the NHS 
and propose a bespoke induction program 
designed to facilitate a smoother integration.

Methods
A survey of UK-based IMGs explored challenges 
in communication, finances, daily living, and 
NHS workplace culture. It also measured the 
impact on their transition, wellbeing & 
integration due to lack of proper induction & 
accessibility to such programmes.

Conclusion

TULIP addresses key challenges faced by IMGs, 
helping them reach their full potential. It bridges the 
gap between international training and UK clinical 
practice, while fostering entrepreneurship & 
innovation among healthcare professionals. The 
TULIP framework is shown in Figure 2.Lack of Formal Induction

Only 9% of IMGs received any induction from 
their employing organizations, highlighting a 
critical gap in support during transition into NHS

Self-Reliance in Adaptation
66% relied on personal experiences and 
learning to adapt, facing challenges due to lack 
of guidance and mentorship.
Emotional Impact
48% of respondents felt "depressed or lost“. 

Affect on their potential 
52% felt this affected their potential & 
prolonged their adaptation over 6 months.

Interest in Structured Programs
Many IMGs expressed strong interest in such 
programs, even willing to pay for CPD points.

mailto:a.sharma11@nhs.net




Patient Reported Outcomes for Menopause Management Interventions Study: PROMMIS
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INTRODUCTION

Many women are now being offered hormone replacement therapy during menopause. However, 

there is a lack of real-world evidence, particularly concerning cardiometabolic, gynaecological risks, 

oestrogen-related cancers, and testosterone use in modern cohorts1..

OBJECTIVES

To assess the impact of menopause management approaches on quality of life, measured by EQ5D 

and SF-36 questionnaires, with a focus on specific comorbidities and treatments, where clinical 

evidence is lacking.  

STUDY DESIGN

PROMMIS, is an observational cohort study with retrospective and prospective components with 

data collection from the time of diagnosis of the comorbidity or start of index treatment and 

assessing variables of interest with up to five years of prospective data. 

The data collection process allows the patient to use a secure online platform accessed via site-

specific QR codes (Figure 1). Following patient consent, relevant data from primary care records will 

be obtained through automation, with options for additional input from secondary care. 

METHOD

Data will be stored within a secure registry 

hosted by the Society for Endocrinology (SfE). 

The study is compliant with regulations 

(Figure 2), has received IRAS ethics approval, 

portfolio adoption onto the NIHR research 

delivery network and has now launched.  

RESULTS

This study has now launched. The steering group chairs will share future developments and 

encourage stakeholders to engage with the registry through research questions and data access 

requests.

CONCLUSIONS

PROMMIS is a long-term study aiming to help shape the future of women's health and menopause-

related research and practice.

Figure 2

Learn more about the UK PROMMIS Register by scanning 
the QR code in figure 1 CONTACT INFORMATION; Chief Investigator: Annice Mukherjee. Sponsor: Society for 

Endocrinology, Bristol, UK. Study contact: research@endocrinology.org

Funding: Astellas, BESINS, Bayer and Lawley Pharmaceuticals have provided funding for this project 

via sponsorship. The project has been developed independently of these companies.

REFERENCE
1. Mukherjee A, Davis SR. Update on Menopause Hormone Therapy; Current Indications and Unanswered 
Questions. Clin Endocrinol (Oxf). 2025 Jan 29. doi: 10.1111/cen.15211. Epub ahead of print. PMID: 39878309.
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