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Winner 

 

HIV testing on the Medical Admissions Unit, Milton Keynes Hospital 

Dr Aish Sinha, Dr Barbara Onen, Dr Thiloka Ratnaike, Dr Bill Smith, Dr Dush Mittal 

 

Background  
NICE recommends offering HIV tests to people aged 15-59 in high prevalence areas. 25% of 

the 100,000 HIV-positive people in the UK are unaware of their infection. In a high 

prevalence area like Milton Keynes, routine HIV testing would prevent late diagnosis.  

Methods  
Retrospective analysis of new MAU admission notes to identify frequency of HIV testing (1

st
 

cycle n=120; 2
nd

 cycle n=57; 3
rd

 cycle n=63). The 2
nd

 cycle was undertaken after HCP (HIV 

knowledge questionnaire and teaching) and patient (posters) education, and 3
rd

 cycle after 

MKGH introduced pilot routine HIV tests on MAU admissions aged 15-59 years old. 

Results  
12/120 patients met criteria for HIV testing in the 1

st
 cycle, only one was offered it. 62% of 

HCPs had poor knowledge of HIC and 90% were unsure of HIV management strategies. 

After education, knowledge of HIC increased substantially. 10/63 patients met the criteria for 

testing in 3
rd

 cycle, 4 were offered an HIV test and 1 was sero-positive. 

Key messages  

There is low index of HIV suspicion in MAU. HCPs have limited HIV knowledge and HCP 

education with questionnaire and posters proved useful in increasing knowledge. Early results 

of routine HIV testing are encouraging. 

 

Winner 

 

Giving Ourselves a Head Start: Improving the Quality of Documentation of referrals to 

Neurosurgery 

Dr Madeleine Storey, Dr Simon Webster 

 

Background 
Referrals to neurosurgery are regularly made by doctors in the emergency department, 

ITU and acute medicine following brain injury. Although some centres accept 

electronic referrals, many rely on telephone conversations with a specialist registrar. 

The flaws of this are that only information volunteered or requested is relayed and 

documentation of these dialogues is often incomplete.  

Methods 
National guidelines and a literature review were used to formulate the gold standard for 

documentation. ED patient notes were retrospectively reviewed over 3 months, to 

assess adequacy of referral documentation. Initial audit results and case studies were 

presented to ED team members at an educational meeting. A 'Record of Telephone 

Referral to Neurosurgery' (RTRN) form was also introduced. Re-audit was conducted 

to assess any change in level of documentation and use of the form itself.  



 
 
 

 

Results 
43% of referrals were made using the RTRN form and, when utilised, documentation 

was more comprehensive and of greater use to those accepting the patients following 

stabilisation in ED.  

Key Messages 

The results of this project have shown that, although departmental education improves 

clinical practice, the introduction and use of a protocol such as the RTRN significantly 

improved the level, and therefore quality of, documentation. 

 

Can hand sanitizer devices (HSDs) be a source of infection in hospitals? 

Dr Aish Sinha, Dr Lakshmi Ragunathan, Mr Kian Chin 

Background  
Hand sanitizer devices (HSDs) are increasingly prevalent in hospitals¹ to try and reduce 

spread of infections. Recently, studies have shown that these HSDs themselves can become 

colonised with micro-organisms that might counteract their purpose² ³ 

Methods  
Prospective study testing 40 HSDs (including wall-mounted and bedside HSDs) for common 

bacteria throughout the Milton Keynes hospital (MKGH) over a 3 month period. Ward staff 

were not made aware of the study to maintain results’ authenticity 

Results  
20% of tested HSDs were colonized with bacteria (50% bedside vs 10% wall-mounted 

HSDs) sporadically throughout the hospital. The commonest detected micro-organism was 

Staphylococcus coagulase negative and one HSD was colonized with the virulent and 

potentially harmful Enterobacter clocae complex 

Key messages  

This study demonstrated the high prevalence of colonisation of HSDs in a hospital. The 

presence of skin commensals like Staphylocccus coagulase negative, although harmless in 

this instance, is an indication of improperly cleaned HSDs and possible future colonisation 

with more virulent micro-organisms that may cause spread of infection. A standardised HSD 

cleaning protocol will be implemented as a result of this audit with a view of re-auditing after 

the changes are put in placed  

References 

¹ Birnbach DJ et al (2012). Do hospital visitors wash their hands? Assessing the use of 

alcohol-based hand sanitizer in a hospital lobby. American Journal of infection control, 340-

343. 

² Eiref SD et al (2012). Hand sanitizer dispensers and associated hospital-acquired infections: 

friend or fomite? Surgical infections, 137-140. 

³ Forrester J et al (2014). Environmental Sampling for Clostridium difficile on Alcohol-Based 

Hand Rub Dispensers in an Academic Medical Center. Surgical infections, 

doi:10.1089/sur.2013.102. 

 

Hospital in Hand: Smartphone app for healthcare professionals 

Dr William Do, Dr Evan Edmond, Dr Tian Wang 

 

Background  

Foundation doctors, and most healthcare professionals, frequently move workplaces as part 

of our training. Starting work in a new Trust is often a challenging experience: orientating 



 
 
 

 

yourself to a new hospital, learning local procedures, trying to find contact numbers, 

sometimes even understanding what is required in your post! Even for established staff, it 

always seems the busiest moments when Switchboard rings on forever.  

Methods  

Hospital-in-Hand is a user-friendly smartphone app to improve the induction process for 

foundation doctors, and improve efficiency whilst reducing frustration. Features include: full 

number directory, local investigation guidelines, on-call and induction info. 

Results  

The first version is nearing publication on Android and Apple Appstores for the next rotation 

changeover in December. More features, and expansion to other regions, are planned through 

January and beyond. 

Through the presentation, we hope to introduce our project to other foundation doctors, and 

engage potential team members allowing Hospital-in-Hand to help professionals in other 

trusts. We also hope to include a brief on-screen demo as part of the presentation. 

Visit hospitalinhand.strikingly.com for more information. 

 

Improving accessibility of trust guidelines and protocols at the Great Western Hospital, 

Swindon 

Dr Erica Cilia, Dr Ian Robertson, Dr Jenny Tucker,  Dr Rose Marion, Dr  Julian Nesbitt, Dr  

Abby Smith,  Dr Connie Chen 

 

Background 

Trust guidelines outline recommendations for the management of common hospital 

presentations, serving to standardise best practice. Lack of organisational structure and 

inadequate search functionality within the trust intranet led to time wasted locating 

information, acting outside of recognised best practice, and potentially compromising patient 

safety. 

Method 

We surveyed 55 doctors and analysed the time taken for them to locate six randomly selected 

guidelines. 

All trust guidelines available on the intranet were collated, consolidated, and renamed 

according to content. These were then re-alphabetised and new search terms linked to each 

document. Existing links were then uploaded and a single web page made available via the 

trust intranet homepage. 

Results 

Pre-intervention: 20% spending greater than 5 minutes to locate guidelines and 38% unable 

to locate some relevant documents at all. Mean time to locate a guideline was 133 seconds.  

Post intervention: All guidelines were located during re-testing. A reduction in the time and 

number of clicks required to locate guidelines was demonstrated: mean time 16 seconds vs 

133 seconds pre-intervention. 53% of guidelines located in <30s and 86% <2 minutes. 

Key messages 

The implementation of a consolidated repository for guidelines proved to be time saving and 

to improve patient safety. 

 

 



 
 
 

 

Developing a junior doctor led teaching course to introduce medical students to the 

skills required for life as a junior doctor and prepare for final examinations 

Dr Giles Dixon, Dr Clair Brunner, Dr Georgia Connolly, Dr Rachael MacLeod, Dr Ian 

Bennett-Britton, Dr Ian Tapply 
 

Background 

Final year medical students value teaching from junior doctors. These doctors have recently 

experienced the thoughts, fears and expectations that are coupled with being a final year 

student. We aimed to enhance an established teaching course to prepare students not only for 

their exams but also for commencing work as a junior doctor. 

Methods 

We organised an 8 week teaching programme delivered by foundation doctors at the South 

Bristol Academy. The course for 30 students included 28 hour-long sessions on a broad range 

of topics. We re-focussed the previously established syllabus, creating a clinically orientated 

course encompassing scenarios and emergencies faced by junior doctors. Students completed 

a quiz and confidence survey before and after the course. The formative assessments 

contained material judged to be of the standard expected for a final year student. 

Results 

Following the course students felt more confident in dealing with emergencies faced by FY1 

doctors (p<0.05) and felt more confident about starting life as a junior doctor (p<0.05). 

Students’ results in the post-course quiz were also significantly better than pre-course 

(p=0.007).  

Key Messages 

Final year medical students value teaching from foundation doctors 

Skills required for working as a junior doctor should be introduced before the traditional 

“shadowing period” 

  

Knowledge is Power. A quality improvement project to increase patient understanding 

of their hospital stay 

Dr Eleanor Nicholson Thomas, Dr Lloyd Edwards, Dr Paul McArdle 

 

Background 

Studies demonstrate that patients frequently leave hospital uninformed about the details of 

their hospital stay with only 59.9% able to accurately state their diagnosis and ongoing 

management after discharge
1,4

. This places patients at higher risk of complications.  

Providing simple information might enable them to take greater control, reduce readmission 

rates and improve patient satisfaction
2,3

. 

Methods 

Patients were contacted two weeks after discharge and asked questions regarding their 

diagnosis, complications, medication and follow-up. 

A leaflet designed to trigger patients to ask questions about their stay was handed to 

inpatients and they were reviewed two weeks later using telephone follow up. 

Leaflet modifications were made using PDSA cycles to maximise its impact and benefit. 



 
 
 

 

Results  
Baseline data revealed that only 77% of patients were aware of their diagnosis and only 27% 

of patients knew details about any new medications. After the leaflet intervention these 

figures improved to 100% and 91% respectively. 

Key messages 
Too often patients are unaware about what happens to them whilst in hospital and are 

discharged unsatisfied as a result. A simple intervention such as a leaflet prompting patients 

to ask questions and take responsibility for their health can make a difference in increasing 

patient understanding reducing risk. 

References: 

1) Horwitz LI, Moriarty JP, Chen C, et al. Quality of Discharge Practices and Patient 

Understanding at an Academic Medical Center. JAMA Intern Med. 2013;173(18):1715-1722. 

doi:10.1001/jamainternmed.2013.9318 (accessed 22 September 2014) 

2) Boulding W, Glickman SW, Manary MP et al. Relationship Between Patient Satisfaction 

With Inpatient Care and Hospital Readmission Within 30 Days. Am J Manag Care. 

2011;17(1):41-48. url: http://www.ajmc.com/publications/issue/2011/2011-1-vol17-

n1/AJMC_11jan_Boulding_41to48 (accessed 23 September 2014) 

3) Younis, J., Salerno, G., Chaudhary, A., Trickett, J. P., Bearn, P. E., Scott, H. J. and 

Galbraith, K. A. (2013), Reduction in Hospital Reattendance due to Improved Preoperative 

Patient Education Following Hemorrhoidectomy. Journal for Healthcare Quality, 35: 24–29. 

doi: 10.1111/j.1945-1474.2012.00201.x (accessed 23 September 2014) 

4) Holloway, A. (1996), Patient knowledge and information concerning medication on 

discharge from hospital. Journal of Advanced Nursing, 24: 1169–1174. doi: 10.1111/j.1365-

2648.1996.tb01022.x (accessed 23 September 2014) 

 

The role of taster weeks for foundation programme trainees 

Dr Mandy Caruana, Dr Pierre Ellul 

 

Background: Career decision making may be a challenging task for Foundation Programme 

(FP) doctors. Taster weeks could be a way in helping out trainees in making the right career 

decision. The aim of this study was that to determine the impact of taster weeks on FP 

trainees in their career decision making. 

Method: This was a prospective study that was carried out between January 2010 and 

December 2013. Doctors who attended a taster week had the opportunity to fill in a 

questionnaire regarding the taster week.  

Results: 63 doctors completed the questionnaire after having had a taster week in 15 different 

specialties. In 71.4% of cases, the taster week further confirmed their interest in applying for 

that particular specialty in which they had done the taster week. 14.3% of doctors decided 

that after having spent a week in the specialty, they would not be applying for a post in that 

specialty. The rest (14.3%) commented that the taster week has given them more speciality 

options to which to apply for.  

Key messages: This data demonstrates that taster weeks are beneficial to the FP trainees and 

should be actively encouraged by the careers team. Meanwhile, the FP guidance regarding 

taster weeks should always be actively followed as to provide a high-quality experience to 

our doctors. 

 

 

 



 
 
 

 

Minimising harm from Omitted Critical Medicines 

Dr Gemma Lysycia, Dr Nicholas Denny 

 

Background  

Between September 2006 and June2009, the NPSA received reports patient safety incidents 

relating to omitted or delayed medicines.  In response to the NPSA alert, LTHTR developed a 

CMs policy.  CMs are those for which a delay in administration has the potential to cause 

considerable morbidity and mortality.   

The LTHTR CMs policy defines CMs and their omission.  Omission is delay in the 

administration of stat doses by more than 1 hour and not administering regular doses during a 

drug round.  Currently, information about the omission of CMs is recorded via Datix, but 

under-reporting of incidents is a recognised confounder in this system.  Consequently, the 

potential injury resulting from the omission of CMs remains unquantified and solutions to 

minimise their omission untested.  This continues to put patients at risk and rarely cause 

harm, as was the recent case of an inpatient at LTHTR.  The patient had several anti-epileptic 

drugs omitted for 24 hours and developed status epilepticus. 

AIM: to ensure all medical inpatients received all CMs in a timely manner. 

Methods 
An audit form was designed by an MDT of doctors and pharmacists to capture details 

information about the prescription and omission of CMs in hospital. 

Results 
A considerable proportion of medical inpatients miss at least one dose of critical medication.  

The major contributory factors are poor staff awareness and a lack of ward stock.  

Key messages 
Recommendations 

 Ward staff training of CM 

 Identify CM clearly on the prescription chart 

 Agree a local protocol outlining how to manage the omission of CM 

 Stock control weekly by an MDT ‘CM Management Team’ 

 

Improving the prescription of intravenous fluids in surgical patients in a District 

General Hospital 

Dr Catherine Jordan, Dr Richard Thomas 

 

Background 

Intravenous fluid prescription is often delegated to junior doctors.  Correct prescription 

requires knowledge of the patient, basic physiology and composition of intravenous fluids. A 

recent publication by National Institute for Clinical Excellence defines the standards of 

practice required
[1,2]

.   

Methods 
Intravenous fluid prescription charts for adult surgical patients were analysed at four discrete data 

collection intervals. We assessed daily electrolyte monitoring, appropriate volume and electrolyte 

prescription and documentation of clinical indications and weight. The results were presented to staff 

members and trust intravenous fluid prescription charts were updated, incorporating the 2013 NICE 

guidelines. Education was targeted at new Foundation Doctors and prescription practice was 

resurveyed.  

Results 
Successful implementation was demonstrated: All 21 medical and surgical wards were using the new 

intravenous fluid prescription charts.  



 
 
 

 

  

 

Before intervention 

After intervention 

 

3 weeks 

 

4 months 

Appropriate clinical 

indications 

96% 91% 100% 

Daily electrolyte 

monitoring  

54% 83% 87% 

Sodium Prescription 21% 16% 13% 

Potassium 

Prescription 

13% 16% 13% 

Appropriate volumes 41 33%% 50% 

Key messages 

The updated prescription chart aims to guide staff when prescribing and administering 

intravenous fluids. Updating the chart in isolation does not improve prescription quality 

unless it is accompanied by sufficient education as a multi-professional team based model of 

learning with senior management support.  

References 
1. Intravenous Fluid therapy in adults in hospital. Nice clinical guideline 174. Stroud M, R. Al-

Jayyousi R, Cook P, Leach R, Lobo D et al.  

http://www.nice.org.uk/nicemedia/live/14330/66015/66015.pdf  

2. Intravenous fluid therapy for adults in hospital: summary of NICE guidance. BMJ 

2013; 347 doi: Padhi S, Bullock I, Li L, Stroud M. 

http://dx.doi.org/10.1136/bmj.f7073. 
 

Benefits of a Near-Peer led Finals Revision Course 

Dr Andrew Porter, Dr Sooha Kim, Dr Dipender Gill 

 

Background 

Foundation doctors share a similar knowledge base with final year medical students so are 

well placed to deliver near-peer teaching. The General Medical Council sets a central 

curriculum through key competencies which final year students must achieve. These concepts 

were used to deliver a regional teaching course covering competencies tested in the Observed 

Structured Clinical Examinations. 

Methods 

Eight case-based lectures encouraged students to practise forming differential diagnoses, 

presenting cases and answering viva-style questions with electronic voting pads and 

immediate response software.  

Results 

The course was run twice and 453 students from seven medical schools attended.  Feedback 

demonstrated 87% of students felt more confident for the OSCE, 90% felt more prepared and 

93% would recommend the course. This was also supported in qualitative feedback, in the 

form of comments. 

Key messages 

Despite the variety of medical schools in attendance, feedback demonstrated educational 

value. This supports the concept of a core curriculum for all medical schools allowing a 

regional teaching day to be beneficial. Delivery of the course by near-peer teachers was 

valued by students, reflecting that recent graduates are well placed to teach both common and 

http://dx.doi.org/10.1136/bmj.f7073


 
 
 

 

more challenging topics. Teaching proved useful for the tutors themselves, increasing 

confidence and consolidating knowledge. 

 

 

β-blocker prescription in patients with a history of Chronic Obstructive Pulmonary 

Disease post-Myocardial Infarction 

Dr Luke Rogers, Dr Andrew Fowler 

 

Background 

Chronic obstructive pulmonary disease (COPD) significantly increases the risk of 

cardiovascular disease, a co-morbidity implicated in a third of COPD patient deaths. Despite 

clear evidence of their effectiveness in reducing mortality and safety in COPD patients the 

use of cardioselective β-blockers remains poor
1
.  

Methods 

Honley Surgery’s EMIS database was searched to identify live, currently registered patients 

coded for COPD and MI between 1/10/2009 and 1/10/2014. The dates of diagnosis of COPD 

& MI, date β-blocker was prescribed and if treatment was ongoing as of 1/10/2014 were 

recorded.  

Results 

Eleven COPD patients had suffered a MI. Seven were prescribed a β-blocker (Bisoprolol), 

however only three had commenced the drug within 3 months of their MI. Four patients were 

not taking a β-blocker, one due to drug intolerance; another had requested to stop Atenolol. 

Key Messages 

The four individuals not taking a β-blocker are at increased risk of dying from a 

cardiovascular event. These individuals were invited in for a consultation to discuss starting a 

β-blocker. If reflected nationally these finding suggest that approximately 30,000 people may 

be at a similar preventable risk 

1. Short PM, Lipworth SI, Elder D, Schembri S, Lipworth BJ. Effect of β-blockers in 

treatment of chronic obstructive pulmonary disease: a retrospective study. BMJ 2011; 

342: d2549. 

 

Improving the provision of post-operative driving advice on discharge following 

abdominal surgery 

Dr Imogen Buss, Dr Laura Gould 

 

Background 

Ensuring the safety of both patients and staff is a vital duty of a doctor. It is their 

responsibility to advise patients about activity limitations on discharge from hospital.  This 

study aims to assess the current provision of driving advice for patients after abdominal 

surgery and institute improvements to this provision of information in North Bristol NHS 

Trust. 

Methods 

A preliminary questionnaire ascertained current doctor’s knowledge regarding limitations of 

driving post-operatively and whether information was communicated to patients. Baseline 

retrospective data were collected from electronic discharge summaries to determine 

documentation of advice provision. Educational interventions were introduced, followed by 

data collection after each intervention. 

 

 



 
 
 

 

Results 

Initial questionnaires demonstrated poor knowledge amongst doctors and a lack of provision 

of driving advice post-operatively. After multiple educational interventions, the provision of 

driving advice on electronic discharge summaries increased from 0% (0) at baseline to 56% 

(9).  

Key Messages 

Initially, the provision of driving advice post-operatively was poorly documented for in-

patients undergoing abdominal surgery; following multiple educational interventions, the 

provision of written advice improved. Future plans include the introduction of prewritten 

sentences onto the electronic discharge summaries to facilitate ease of information provision 

and a re-audit in twelve months. 

 

Improving the handover process between the medical admissions unit and healthcare of 

the elderly wards at Derriford Hospital, Plymouth 

Dr Nikita Kochhar 

Background: The European Working Time Directive has meant that junior doctors are 

working a reduced number of hours and thus handovers are becoming crucial to provide other 

doctors with information about patients. With this in mind research was conducted into 

handovers between physicians from the medical admissions unit (MAU) to healthcare of the 

elderly wards. 

Methods: Every patient admitted to MAU receives a booklet that contains a handover 

proforma. Over a two-week period these were analysed to see if a written and verbal 

handover took place from patients going from MAU to the ward. Reasons for no handover 

were also documented. This was then re-audited later in the year over a different two week 

spell. 

Results: In January it was found that < 27% of patients received both a verbal and written 

handover to the ward team. After changing the handover process, by introducing baton bleeps 

and improving education of the system, it was found that in September 57% of patients were 

now being handed over, with 97% of patients now receiving a written handover. 

Key messages: Handovers are essential to ensuring patient safety. Small interventions and 

education of why handovers are necessary were crucial in improving the handover process 

 

Improving the surgical post-take ward round: take ten 

Dr Amy Tomsett, Dr Carly Adamson, Dr Danielle Banfield, Miss Sarah Richards 

 

Background 

The surgical post-take ward round is a complex multi-disciplinary interaction where new 

surgical patients are reviewed and management plans formulated. Its fast paced nature can 

lead to poor communication and incomplete documentation, potentially compromising patient 

safety. This project aims to improve communication and documentation on the ward round. 

Methods 
We identified ten key points in the management plan of acute surgical patients; observations, 

examination, impression, investigations, antibiotics, IV fluids, VTE assessment, nutrition, 

length of stay and ceiling of treatment. We devised a ‘take ten’ checklist with these items to 

initiate a “time out” after each patient for discussion and clarification.  



 
 
 

 

We performed a retrospective review of post-take documentation pre- and post-intervention, 

calculating the percentage of these points documented. We collected anonymous feedback 

from junior team members.  

Results 
Documentation post-intervention showed improvement in documentation of VTE assessment, 

fluids, observations and investigations. On direct comparison of weekends the checklist 

showed improved documentation in all categories.  Junior team members found the checklist 

improved understanding.  

Key messages 

After completing our first plan, do, study, act (PDSA) cycle, the ‘take ten’ checklist has 

improved documentation and team members' understanding of management plans. 

However its use is inconsistent; we are working to further engage key stakeholders by 

presenting the data. 

 

How approachable are different specialities? 

Dr John Norsworthy 

 

Background 

This is a study to investigate whether trainee doctors avoid or delay making referrals to other 

specialities due to a fear of rudeness or discourtesy. 

Are particular specialities more snappy or discourteous and therefore less approachable? Our 

survey gained a range of opinions in an attempt to establish the perceived level of 

approachability of various medical and surgical disciplines. Approachability here refers to 

courtesy, politeness and ease of communication.  

Methods 

A survey asking a series of questions was distributed to junior doctors to assess their 

experiences in making referrals to other specialities. 

Results 

To date, there are 131 responses, from foundation to specialist grade doctors, 70% of 

respondents make 0-10 referrals per week. 17 specialities were rated from 0–10 (most to least 

courteous); neurosurgery was the least approachable and palliative care the most. 

Key Messages 

Other than SBAR, there is little training in referring, yet referrals are common and they 

provide patients with access to expert care. Could the approachability of a speciality impede 

referrals so much that patients fail to access appropriate care? How can we learn what 

frustrates specialities about junior's referrals and what can we do improve the situation? 

 

St Mary’s Sepsis Working Group – Improving Sepsis Care for Patient on the Isle of 

Wight 

Dr Guy Parsons, Dr John Pike 

 

Background 

Sepsis claims 37,000 lives and costs the NHS £2.5 billion every year in the UK. In 

comparison, breast cancer claims fewer than 8,000 lives a year. The reliable delivery of basic 

sepsis care can improve outcomes and internationally validated care bundles like the Sepsis 6 

exist. The practical implementation these tools remains a challenge however, one that is 

fruitful to address.   

 



 
 
 

 

Methods and Results 

The challenge of good sepsis care led to the establishment of the St Mary’s Sepsis Working 

Group. This multi-disciplinary group has taken an innovative approach to establishing well-

integrated sepsis management.  

Novel pre-hospital care with antibiotic administration by paramedics has been trialled and 

found to be effective. This complements new initiatives to integrate rigorous Emergency 

Department treatment and escalation using new care pathways with improved ward-based 

care.  

Innovations in documentation, the creation of a Sepsis Action Plan, substantial new policy 

development, awareness-raising events, and input from a host of interested parties 

(Oncologists, Microbiologists, Intensivists etc) has been shown through cyclical auditing to 

have improved our sepsis care. As a result our work has been scaled up for trial in other 

areas.  

Key messages 

The Isle of Wight has established innovative, improved measures for sepsis care.  

References 

The UK Sepsis Trust. What is Sepsis? http://sepsistrust.org/info-for-the-public/ (accessed 17 

November 14). 

 

Near peer teaching in medical student simulation: an underused resource? 

Dr Thomas Brown, Dr Joseph Collinson, Kandy Collings 

 

Background 

Simulation is an effective learning tool, improving knowledge, skills and confidence in 

healthcare professionals [1], while protecting patients from unnecessary risk [2]. Simulation 

forms a valuable part of the medical curriculum and is generally delivered by senior faculty 

members. We set out to pilot a near peer simulation programme at Royal Cornwall Hospital 

(RCH). 

Method 

During the 6-week simulation course, foundation doctors at RCH taught basic A-E 

assessment to 3
rd

 and 4th year medical students. Students and teachers were assessed with 

pre/post-session tests based on NICE/local guidelines and visual analogue scales assessing 

the subjective candidate experience. 

Results 

Student test scores increased by an average of 156% over the course. Confidence in 

managing patients within a simulation improved by 116% and within the hospital 

environment by 353%. Foundation doctor confidence in managing patients within a 

simulation increased by 75% and within the hospital by 42%. Foundation doctors described a 

49% increase in knowledge of clinical guidelines.  

Key Messages 

Near peer simulation teaching is beneficial to students and teachers, improving knowledge, 

confidence and communication skills. It provides a unique learning experience offering an 

informal teaching environment to compliment the traditional consultant led sessions. 

Foundation doctors are immediate role models for students, well placed to teach human 

factors and offer guidance on issues specific to newly qualified doctors. We plan to evaluate 

the long-term retention of these skills. 

References 

1. Test of a cardiology patient simulator with students in fourth-year electives. Journal of 

Medical Education: September 1987 



 
 
 

 

2. Simulation‐Based Medical Education: An Ethical Imperative, Ac. Medicine: Aug 2003 Vol 

78 (3) 783-788 

 

 

Point-Of-Care Simulation as a tool for sustainable dynamic problem-solving, 

accelerated team orientation and ongoing educational support in a newly-formed Older 

Persons Admissions Unit 

Dr Alistair Carley-Smith, Dr Tom Payne, Sister Alice Fields, Sister Sian Russell 

 

Background: 

A new Older Persons Assessment Unit (OPAU) has been staffed through the amalgamation 

of nursing and medical teams from two previously separate medical wards. 

Ward moves can be associated with high rates of staff attrition. The implications of this are 

loss of experienced valuable staff; injured team morale; and disruption to team dynamics and 

educational projection. 

Method:  
A “Transition Package”:  

 Orientation events allowing staff to raise potential issues 

 “Walk-through” simulations testing processes 

 “Common Emergency Scenarios” Simulations prior to final layout of emergency 

equipment on the ward 

 A “Refresher-Orientation” on the morning of the move 

 An ongoing “Point-Of-Care Simulation Series” running weekly for the first month of 

opening, then monthly, in order to provide sustained educational and team-building 

support, also encouraging formal, active multi-disciplinary reflection on ward-based 

systems, inter-disciplinary problem-analysis and dynamic problem-resolution. 

Results: Ongoing 

Key Messages:  
Active multi-disciplinary collaboration is vital to ensure safe, effective transition of health-

care teams into a new ward-environment. Medical simulation, delivered as a series of insitu 

Point-Of-Care sessions, can provide an opportunity to orientate new teams to their work 

environments, it can highlight important system failures, and provides a forum for multi-

disciplinary problem-analysis as well as continuing educational support.  

 

Talking Changes 

Dr Joanna Hunter, Dr Amanda Stafford, Dr Julia Brooks, Dr Dilan Pathmajothy 

 

Background 

People with additional needs are more likely to suffer sexual exploitation and have higher 

teenage pregnancy rates than those without additional needs.
1,2

 Talking Changes is a Wessex 

Public Health project set up by FY2 doctors. Its objective is to empower parents to speak to 

their children with additional needs about matters related to sexual health.  

The Talking Changes team worked alongside an existing parent forum, A-Buzz. 

Methods  
A literature review was performed, followed by a focus group and a review of the resources 

available in the Southampton area. A 2.5 hour workshop aimed at empowering parents in 

discussing sexual health has been designed. The workshop opens with the basics of 

contraception and puberty, followed by a discussion of relationships and the challenges 



 
 
 

 

parents face when broaching the issue of sexual health. Finally, small group sessions will 

enable parents to gain experience in discussing issues of sexual health with their peers. 

Results 

The workshop is scheduled for 20
th

 November. A questionnaire for parents before and after 

the workshop will evaluate if the objective of the project has been met. 

Key Messages 

Talking Changes aims to empower parents of children with additional needs to discuss 

matters related to sexual health. 

References 

1. Mencap, Respond, Voice UK. Behind Closed Doors: Preventing sexual abuse among 

adults with a learning disability.  London: Mencap. 2001. 

Linton KF; Rueda HA. Experiences with pregnancy of adolescents with disabilities from the 

perspectives of the school social workers who serve them. Health & Social Work, May 2014, 

vol./is. 39/2(92-100), 0360-7283;0360-7283 

 

 

Ethical and Sustainable Procurement in North Bristol NHS Trust 

Dr Eleanor Turner-Moss 

 

Background 

Ethical and sustainable procurement should be a priority of our time. With the Nobel Peace 

Prize this year awarded to a key advocate against child labour and increasing awareness of 

labour exploitation in supply chains, we cannot continue to claim ignorance. Sustainable 

Procurement is a process whereby organisations meet their needs for goods, services, works 

and utilities in a way that achieves value for money but provides social and environmental 

benefit, rather than damage.  

Methods 

First discussions were held on the status of global sustainability and ethical standards within 

NBT and the procurement service covering Bristol and Weston.  A questionnaire was asked 

of a range of students and healthcare professionals on their knowledge of, value and ability to 

get involved in procurement. 

Results 

North Bristol NHS Trust (NBT) is the first in the country to pursue local food provisions and 

work in collaboration with the Soil Association on applying their Food4Life programme to 

gain bronze and silver level awards. It is now time to expand this to other supply chains, 

working on ethical and environmental sustainability throughout our procurement service. 

There is a high level of interest and support for sustainable procurement but staff members 

need clear mechanisms to support the process. 

Key messages 

As in the NHS as a whole, very little is known about the sustainability of our procurement 

locally. A clear strategy needs to be developed, based on the Sustainable Procurement 

National Action Plan
1
 and Ethical Procurement for Health guidelines

2
. 

1. Department for Environment, Food and Rural Affairs (2014) Procuring the Future: 

Sustainable Procurement National Action Plan: Recommendations from the 

Sustainable Procurement Taskforce. Available at 

https://www.gov.uk/government/publications/procuring-the-future (accessed 

16/11/14) 

https://www.gov.uk/government/publications/procuring-the-future


 
 
 

 

2. Ethical Trading Initiative 2014 Ethical Procurement for Health: New guidelines. 

Available at http://www.ethicaltrade.org/ethical-procurement-for-health (accessed 

16/11/14) 

 

Improving Postoperative Control following Paediatric Tonsillectomy 

Dr Jessica Jarvis, Pilavakis Y, Biggs TC, Jarvis J, Burgess A, Ismail-Koch H 

 

Background  

Tonsillectomy is associated with significant postoperative discomfort, lasting for up to two 

weeks post-procedure. This re-audit aimed to assess post-operative pain control after 

paediatric tonsillectomy following introduction of a patient information leaflet. 

Methods 

During the first cycle a retrospective telephone survey of 25 parents (of children who had 

undergone tonsillectomy) was undertaken, ascertaining current analgesic prescribing 

practices, postoperative pain scores and parental opinions regarding their child’s pain control. 

Following this a detailed paediatric pain control information leaflet was distributed to patients 

after a tonsillectomy. This was re-audited with a telephone survey of 25 new patients. 

Results 

Tonsillectomy was perceived to be a painful procedure.  In the first cycle 32% of children 

consulted a doctor following tonsillectomy for pain or infection, which was reduced to 16% 

after the implementation of the pain control leaflet. There was also a significant reduction in 

the number of parents requiring stronger analgesia for their children, 28% compared to 76% 

in the first cycle. 

Key messages 

This audit has highlighted a deficiency in adequate pain control and postoperative advice 

following tonsillectomy, within the paediatric population.  Through better parental education 

with a patient information leaflet the likelihood of seeking further medical advice has been 

reduced with the reduction of stronger analgesia required. 
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Quality Improvement ( Section 1) Abstracts 2015 

 

Winner 

 

An Audit of Analgesia Prescribing in Acute Medical and Surgical Admissions with 

Renal Impairment 

Dr Rebecca Sloan, Dr Nilesh Chauhan, Dr Naomi Carter, Dr Christina Vickers 

 

Background 

Pain is a frequent presentation or symptom in acute medical and surgical admissions. Both 

acute and chronic renal impairment are common.
1 2 

Analgesia prescribing is often difficult in 

these patients and there is limited guidance available regarding appropriate doses, frequency 

or types of drugs. 

Methods 

We audited 56 patients admitted under the acute takes at Bristol Royal Infirmary in early 

2014 with an eGFR <60 on admission. Analgesia prescriptions were audited against four 

criteria. 

1. NSAIDs should not be prescribed. 

2. Morphine and codeine should be avoided. 

3. Initial doses of opioid analgesics should be reduced. 

4. Initial dosing intervals of opioid analgesics should be increased.
 3

 

Results 

95% of the patients were not prescribed NSAIDs. Criteria relating to opioids were less 

satisfactory. 70% of patients prescribed opioids had morphine or codeine prescribed. 45% of 

initial opioid doses were reduced, however only 10% had increased dosing intervals.  

Key Messages 

There was a lack of awareness of appropriate drugs, initial doses and frequencies for these 

patients. A new guideline for analgesia prescribing in renal impairment has been developed at 

UHBristol and re-audit will follow after its introduction. 
1
 Roderick P, Roth M, and Mindell J. Prevalence of chronic kidney disease in England: 

Findings from the 2009 Health Survey for England. Journal of Epidemiology and Community 

Health [online], 2011;65(Suppl II): A12. Available from: 

http://jech.bmj.com/content/65/Suppl_2/A12.1.abstract. [Accessed 1st January 2014]. 
2 

National Institute for Health and Care Excellence. Acute kidney injury. CG169. London: 

National Institute for Health and Care Excellence, 2013. 
3
 NHS Scotland Palliative Care Guidelines. Symptom control in patients with chronic kidney 

disease/renal impairment. Scotland: NHS Lothian, 2011. Available from: 

http://www.palliativecareguidelines.scot.nhs.uk/documents/RenalPalliativeCarefinal.pdf 

[Accessed 1st January 2014]. 

 

Runner Up 

 

Physical health monitoring in mental health, a rehabilitation setting 

Dr Tanya Freeman, Dr Gabriella Landy, Dr Natalie Da Silva, Dr Nisha Shah 

Background 

The importance of physical health in people with mental illness has become increasingly 

recognised. Updated NICE Guidance on Schizophrenia recommends an annual physical 

health check
(1)

. We audited how many of patients residing in a Specialist Community Mental 

http://jech.bmj.com/content/65/Suppl_2/A12.1.abstract
http://www.palliativecareguidelines.scot.nhs.uk/documents/RenalPalliativeCarefinal.pdf


 
 
 

 

Health Rehabilitation Centre had a physical check consisting of routine bloods and ECG in 

the past year, and if the results were recorded on their electronic patient record (RIO). 

Methods 

RiO records were searched using the terms; ‘GP, physical health, monitoring and check’. If 

there was no documentation on RiO, the GP records were checked via telephone call. If there 

was no physical health check then ECG and bloods were requested. A proforma was designed 

to assist in this process. The records were then re-audited 3 months later. 

Results 

We found that of the 14 patients, 0 had had routine bloods or ECG recorded on RiO in the 

past 1 year. GP records showed 7/14 patients had blood tests and 1 had had an ECG. After the 

intervention, RiO records showed 11/14 had routine bloods and 8 had ECGs. 

Key messages 

These results show that a proactive approach for physical monitoring greatly improves 

compliance in this population of severely mentally ill patients. 

References 

1. http://www.nice.org.uk/guidance/cg82 

 

 

Junior Doctor Essentials: Emergency Drug Dose Cards 

Dr Joe Hutton, Dr Lisa Hutchinson 

Background 

Doctors frequently see acutely unwell patients. Many newly-qualified doctors may be 

unconfident with seeing unwell patients. This is exacerbated by differences between hospitals 

which may make differing recommendations about treatment regimens. E-guidance is 

favoured which may be difficult to find and act upon. Therefore, the scope for errors is 

maximised when dealing with emergencies.  

An “emergency drug dose card” that can be carried on a lanyard / smartphone could help. 

Gloucestershire Hospitals has trialled this with two credit-card sized cards with legible bullet-

point information. These summarise the recommended guidance for common emergencies. 

Methods 

Data was collected pre and post-intervention. Doctors’ speed and comfort with prescribing 

and pharmacy-recorded accuracy of prescriptions was collected. 

Results 

Presently, pre-intervention results are available. Post-intervention results (collection ongoing) 

will be available by the Foundation day. The emergencies featured on the cards are well-

represented in the unwell patient population. Most doctors checked some form of guidance 

before instituting treatment. This is mainly intranet guidance or from seniors. 

Key messages 

 Cards are expected to improve the speed and comfort of doctors’ prescriptions 

 More doctors will hopefully check guidance prior to initiating treatment and this 

should lead to accurate, prompt treatment 

 This should help improve outcomes 

 

 

 



 
 
 

 

Improving Out of Hours Prescribing Errors at Salisbury District Hospital 

Dr Radon Reynolds, Dr Neil Papworth, Dr Tom McKearney, Dr Katie Preston, Dr Jonathan 

Buckley 

 

Background  

As an F1 Health Improvement project, drug prescription was identified as an area for 

improvement, particularly on admissions out of hours. Drug errors can lead to significant 

patient harm, from  exposure to allergens, to wrong doses or even complete omission of 

crucial medications. It was decided that access to the already widely used “SystemOne”, an 

electronic patient records system, may help prevent such errors. 

Methods 

We arranged trial use of this software over a weekend on the MAU. Before this trial, we 

audited the number of prescription errors made for new admissions to the MAU over a 

weekend. On a subsequent weekend, we re-audited patient admission prescription errors, with 

the doctors on duty having access to SystemOne. 

Results 

The results were encouraging: Drug charts containing at least one error improved from 63-

41%. Errors in medication allergies dropped from 20-0%, and errors in PRN medication 

dropped from 27-6%. The number of charts failing to accurately record regular medications 

increased slightly to from 33-35% 

Key messages 

Drug prescribing errors are a common and potentially very serious cause of patient morbidity 

and mortality. 

Access to an electronic patient database can improve accurate prescribing when admitting out 

of hours. 

 

Osteoporosis Investigation in Patients with Fractured Neck of Femur 

Dr Natasha Hart, Dr George Matthew, Dr Kirsty Ellmers, Dr Karen Broadhurst 

Background 

Hip fracture is a significant and growing public health issue with care costs exceeding 

£2billion/year.
1
 There is a high risk of underlying osteoporosis therefore multidisciplinary 

care of these patients includes screening for secondary causes.  

Method 
A quality improvement project was devised in September 2013 to enhance investigation of 

secondary causes of osteoporosis. The National Hip Fracture Database was used to identify 

cohorts of patients from January-February 2013 and October-November 2013. Cycle 2 

(April-June 2014) focused on vitamin D analysis and subsequent replacement in deficiency. 

Electronic laboratory reporting systems and care planning summaries. 

Results 

Complete secondary screening increased from 6.25% to 71.42% of patients. However, it was 

identified that there was excessive measuring of parathyroid hormone (74%) without clear 

indication and unwarranted myeloma screens. Despite improvements later Vitamin D 

analysis revealed 15% of patients remained untested, 46% were established to be deficient 

and yet treatment was missed in 58%. 

 

 



 
 
 

 

Key Messages 

Secondary prevention investigations were increased but sometimes inappropriately, thus 

procedures have been further refined which should result in £4900 saving per annum. Service 

improvements also include high dose Vitamin D inpatient treatment for all patients, aiming to 

avoid failure to treat deficiency and removing the need to perform testing. 
1
 National Institute for Health and Care Excellence (2011). Clinical guideline 124. Hip 

fracture: The management of hip fracture in adults. London: NICE. 

 

The Appropriateness of Empirical Antibiotics 

Dr SookYeen Lee, Dr Hemani Modasia, Dr Sam Johnson 

 

Background: Antibiotic resistance has been an ongoing area of concern, which is facing all 

healthcare professionals. Urinary tract infections (UTIs) are amongst the most common 

clinical indication for empirical antibiotic treatment
1
. Unnecessary antibiotic treatment of 

asymptomatic bacteruria is associated with significantly increased risk of clinical adverse 

events including C-Dif infections or MRSA infections, and the development of antibiotic 

resistance UTI
2
 

Methods:  A prospective analysis of 45 patients on treatment for urinary tract infection was 

conducted. Individuals were identified based on reviewing treatment charts for antibiotics 

with UTI as an indication. 

 Results: 

- Poor documentation of urinalysis  

- Poor documentation of symptoms and the rationale behind initiating antimicrobials in 

the context of UTIs. 

- Lack of adherence to trust antimicrobial guidelines  

- Poor understanding of what constitutes a diagnosis of UTI 

- 22% of patients presented with symptoms that were not covered by the standard 

guidelines. 

Key Messages. 

- Multidisciplinary communication and better documentation indicated 

- Multidisciplinary Education of UTIs 

- Guidelines/Criteria needs reviewing 

- Prescribing Methods 

 

 

References 

1 Morgan MG, McKenzie H. Controversies in the laboratory diagnosis of community-

acquired urinary tract infection. Eur J Clin Microbiol Infect Dis 1993;12(7):491-504. 

 

2 Health Protection Agency, British Infection Association. Management of infection 

guidance for primary care for consultation and local adaptation. London: HPA; 2010. 
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Process Mapping in diagnosing delays: Acute Stroke Imaging 

Dr Polyvios Demetriades, Dr Sissi Ispoglou 

Background: Patients with suspected acute stroke need urgent brain imaging to guide their 

management. We systemically looked into imaging as part of work to improve our 

performance. 

Methods: We conducted a Process Mapping exercise as well as retrospective review of 

timings. Data was extracted from electronic hospital systems covering consecutive acute 

stroke admissions over a period of one month. 

Results: We identified three main steps for imaging: requesting, performing and reporting.  

Of 52 confirmed acute strokes, 50% had imaging within 60 minutes and 100% within 24 

hours, meeting local and national targets. Yet, only 59.6% of patients had a request for a CT 

scan within 30 minutes of attendance. In addition, 48.3% of patients presenting within the 

“lysis window” were not scanned within 60 minutes. In addition, significant delays in 

reporting were noted.  

Key messages: Process mapping gave us meaningful insight into the quality of our data. It 

identified delays and clarified steps needing improvement that conventional audit methods 

couldn’t identify. By defining each step from door to report, individual roles and 

responsibilities became clear leading to a radical change in the management of these patients.  

We strongly encourage clinicians to engage in mapping exercises of their clinical pathways, 

instead of adopting “successful” models that may be susceptible to local factors. 

 

Quality improvement of medical notes on the surgical ward round 

Dr Catherine Bell, Dr Lauren Robbins, Dr Kyle Flegg, Dr Kerri Tucker, Dr Joseph Clarke, Dr 

Matt Hill 

 

Problem 

Poor quality of note entries on a surgical ward-round in Derriford Hospital, i.e. legally-

required information frequently missing and clinical decisions inaccurately documented.  

Hypothesis 

Surgical bookmarks give doctors more time to convey a plan thereby improving the quality of 

the notes and hence patient safety. 

Methods 

A baseline of 50 patients’ notes were measured over a week. Data collected included: 

1. Time locating notes and most recent entry 

2. Notes location 

3. Legally-required information 

4. Efficiency of filing 

We sought to improve outcomes by: bookmarking the most recent entry; ensuring 

continuation sheets available and encouraging doctors to record legally-required information. 

During the project, the structure of the ward-round was changed to being consultant-led. With 

each improvement a further PDSA cycle was performed. 

Results  

We saw improvement in time to the most recent entry after bookmarking (66 seconds average 

PDSA cycle 1, 14 seconds PDSA cycle 2) and fewer loose pages (264 pages PDSA cycle 1, 

115 PDSA cycle 2). Legally-required information was also recorded more frequently. 

Key Messages 

1. Bookmarks increased efficiency and patient safety  

2. Bookmarks led to consultants’ names being recorded less frequently. 



 
 
 

 

3. Areas exist for further improvement of notes. 

 

Enhancing patient safety by improving weekend handover at Yeovil District Hospital 

Dr Karolina Lada, Dr Sarah Sneller, Dr Charlotte Turner, Dr Sinead Millwood, Dr Bethan 

Jervis, Dr Julia Barr, Dr Louise Farrell 

Background 

“Handover of care is one of the most perilous procedures in medicine” (Prof Sir Lilleyman)
1
. 

The system in place for weekend handover at Yeovil Hospital was deemed unstructured and 

missing key information.   

 

Methods 

Baseline surveys revealed 100% of doctors felt the system was inadequate and potentially 

compromised patient safety. A structured weekend handover proforma was created, made 

accessible on the local intranet, trialled and improved following feedback. Education sessions 

were organised for the junior doctors. Weekly feedback surveys were conducted over a six-

month period. Additionally, a Friday Ward Round summary form was introduced.   

Results 
The new proformas achieved sustained 100% compliance (n=53). Notable improvements 

were demonstrated in the presence of a management plan (37.5% to 91.7%), a minimum of 

two patient identifiers (68.8% to 100%) and relevant background information (62.5% to 

100%). Qualitative data showed a much higher level of user satisfaction.  

Key messages 

We achieved sustained improvement in the presence of essential information on weekend 

handovers, reduced junior doctor stress levels, and reduced the time it took to review notes, 

thus making on-call more efficient. New F1s have been educated for sustainability. Future 

work is in progress to create electronic handover as ward iPads are being introduced. 

 

Audit of paediatric medical record keeping in a District General Hospital (DGH)Dr 

Faith Protts, Dr Jeremy Gilmour-White 

Background 

The Royal College of Physicians (RCP) has set out guidelines for medical record 

documentation
1
. These standards are important to facilitate inter-disciplinary communication, 

maximise patient care and as legal documentation. We aim to audit the quality of record-

keeping, identify areas of deficiency and suggest means for improvement. 

Methods 

 Initial audit undertaken January to March 2014 and re-audit completed September 2014. 

Notes were randomly identified from neonatal and paediatric admissions and retrospectively 

assessed according to the guidelines using a proforma. Staff were educated after the initial 

audit. 

Results 

The re-audit demonstrated minimal improvement in documentation standards following 

education. Both audits showed healthcare professionals performed well at printing names, 

signing, dating and timing entries, but often failed to document designation. They also 

demonstrated very poor documentation of patient identification on every page (58.3% Full 



 
 
 

 

name, 48.7% Unit number and only 23.1% NHS number). Good documentation was 

associated with the use of stickers. 

Key Messages 

 These audits identified areas for improvement in medical record documentation particularly 

patient identification on every page. Staff education alone was demonstrated to have little 

impact and more practical goal directed interventions are indicated. Stickers should be 

maximally utilised and record sheets should have dedicated space for patient identification. 

1) Royal College of Physicians. General Medical Record Keeping Standards. London: 

Clinical Medicine; 2007. 

 

How much cognitive assessment are Emergency Medicine doctors doing on elderly 

patients? 

Dr Sai Man Mung 

 

Background 

Cognitive impairment is a major contributor to mortality and morbidity in emergency 

departments (ED). As EDs are an interface between primary and secondary care, emergency 

physicians should document the cognitive state of every elderly so that either their baseline or 

their current state can be recorded for reference.  

Method 

Looking at patients admitted to the Emergency Department between the dates of 11
th

 and 22
nd

 

of August 2014 who are aged above 75, proforma from The College of Emergency Medicine 

was used.  

Results 

Cognitive assessment took place and recorded in only 3.0% (1 in 33) of all consultations. 

This was assessed using the abbreviated mental score method. Where admitted, cognitive 

assessment was not recorded in the discharge summary in 94.1% (16/17) of cases. Where 

discharged, cognitive assessment was not recorded in the discharge summary in 100% (15) of 

all cases.  

 

Key Messages 

Cognitive assessment is paramount to patient-centred care and may lower mortality rates. 

This audit shows that there is a lack of objective cognitive assessment in ED notes. There 

should be a proforma for cognitive assessment tool in all ED notes.  

References 
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Antiplatelet Prescribing in Acute Coronary Syndromes at The Heart Hospital 

Dr Abigail Masding, Dr Ankur Gulati 

 

Background 

Dual antiplatelet therapy is key to reducing mortality in ACS. Local guidelines recommend 

ticagrelor and aspirin in STEMI and high-risk NSTEMI patients and clopidogrel and aspirin 

in low/moderate-risk NSTEMI patients. We aimed to identify whether ACS patients at The 

Heart Hospital are discharged on appropriate antiplatelet therapy. 

Methods 

Cohort: patients admitted via emergency PPCI and NSTEACS pathways June-Sept 2013. 

Data collected on GRACE scores, angiogram outcomes and antiplatelets on discharge. 

Results 

66% ACS patients were discharged on appropriate antiplatelet therapy. 34% patients received 

inappropriate antiplatelets, with particular underperformance in high-risk NSTEMI and 

CABG groups where a majority of patients received incorrect therapy. 93% NSTEMI patients 

discharged on inappropriate antiplatelets had no GRACE risk scores documented. 

Commonest reasons for inappropriate prescribing were: 1) lack of awareness of guidelines, 2) 

ambiguous prescribing recommendations on angiogram reports and 3) poor 

use/documentation of GRACE scoring in NSTEMI patients. 

Key messages 

Poor knowledge of guidelines amongst medical staff, failure to risk stratify NSTEMI patients 

using GRACE scores and poor documentation leads to inappropriate antiplatelet prescribing 

in ACS. We recommend raising awareness of guidelines via induction teaching sessions, 

mandatory use of GRACE score stickers/cards on admission and better documentation of 

reasons for prescribing against guidelines. 

 

Dr’s Toolbox – Improving Junior Doctors’ Knowledge to Improve Clinical Practice 

Dr Natasha Cartwright, Dr Olivia Jagger 

 

Background 
This QI project aimed to establish a tool to improve handover between junior doctors when 

rotating/starting in a new hospital. Our initial audit of Royal Devon and Exeter Hospital 

(RD&E) juniors (Dec’13) showed 48% felt unprepared when changing specialities. This 

correlated with national figures
1,2,3

: around 50% newly qualified juniors felt unprepared to 

negotiate a new hospital/speciality whilst maintaining clinical standards. 

Method 
The Dr's Toolbox website is an established, evidence-based handover tool

4,5,6,7,8
. We were the 

first to launch Dr's Toolbox within Peninsula, starting at the RD&E. Our pages contain 

speciality guides and key facts written for and by RD&E juniors; they are continuously 

updated by the project team. 

Results 
The website was made available to all RD&E juniors before April’14 “rotation date” and 



 
 
 

 

widely publicised to all new RD&E juniors starting August’14. Feedback was entirely 

positive. A re-audit of juniors' "preparedness" will occur Dec’14, examining the effectiveness 

of Dr's Toolbox a year from its launch at the RD&E. 

Key Messages 
The RD&E Dr's Toolbox website is an established, ongoing project with huge potential, 

senior support and an established team. We aim to vastly improve the experience of working 

at the RD&E for new juniors, their teams and patients. 
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Changing an ingrained culture: Improving the safety of oxygen therapy at University 

Hospitals Bristol NHS Foundation Trust 

Dr Giles Dixon, Dr Ed Mew, Dr Shell Gatter 

 

Background 

Oxygen is one of the most commonly administered drugs in UK hospitals
1
. Our quality 

improvement project aimed to increase the safety of oxygen therapy at University Hospitals 

Bristol NHS Foundation Trust. We aimed to increase the rate of oxygen prescribing and 

increase the percentage of nurses signing appropriately for oxygen titration and 

administration. 

 

 



 
 
 

 

Methods 

Our project ran on several acute medical and surgical wards. We tested several interventions 

with a Plan Do Study Act method of continuous data collection. We firstly focussed on the 

education of junior doctors and then the wider MDT with a trust-wide “safety focus”. We 

utilised patient safety systems already in place in the hospital such as the Clinical Risk 

Register and Incident Reporting system. We also wrote clinical guidelines for doctors and 

nurses to guide oxygen therapy. 

Results 

Oxygen prescription increased from 45% to 73% over 10 months. Appropriate nursing 

signatures increased from 25% to 65%. The safety focus and junior doctor teaching were the 

most successful interventions.  

Key messages 

Our project has showed the importance of integrating new projects within safety schemes 

already available 

Persistence and careful intervention are key to changing strongly engrained cultures in large 

organisations 

 

Improving efficiency and care of patients admitted to the Clinical Decision Unit at the 

Emergency Department in Derriford Hospital, Plymouth. 

Dr Joseph Clarke, Dr Neil Garret, Dr Hope Raybould 

 

Background 

The Derriford Clinical Decision Unit (CDU) is a short stay ward designed to deal with 

patients requiring a short hospital stay for observation or treatment. The Emergency 

Department at Derriford Hospital has developed an 'admission passport' that outlines key 

criteria for patient management prior to admission to the CDU. 

Methods 

Data was collected prospectively to determine compliance with these admission criteria. The 

following improvement measures were made: 

• Alteration of the 'admission passport' to require  

1. Prescription of critical medicines (e.g. anti-convulsants) and analgesia 

2. Completion of VTE assessments 

3. Baseline blood tests in the elderly or those patients with co-morbidities. 

• Empowering CDU nurses to lead the admission process and ensure that all admission 

criteria are fulfilled. 

Results 

Data collected prior to improvement measures being implemented revealed that 33% of 

patients admitted to CDU did not have regular medications prescribed, 82% of patients did 

not have a venous-thromboembolism assessment and 27% patients did not have analgesia 

prescribed.  

Key Messages 

Further data collection is in progress. We predict that our implementations will increase 

compliance with admission criteria and improve efficiency and patient care. We will present 

the full data at the Conference and would recommend the use of an 'admission passport' at 

other Clinical Decision Units. 



 
 
 

 

Improving Physical Health Care in a Mother and Baby Mental Health Unit 

Dr Julia Brooks, Dr Helena Thelin-Johansson 

 

Background:  

This project was instigated following the team raising anecdotal evidence of a lack of 

structure and consistency in physical health care. Monitoring on admission is important to 

identify physical health needs, side effects from psychotropic agents and to promote healthier 

lifestyles. The result of improved assessment will document how common physical health 

needs are in this specific population.   

Methods:  

Evaluation of existing provision of routine physical health assessment on admission against 

national standards. Data collected from electronic and paper notes. 10 consecutive admissions 

were reviewed starting in June and again after intervention in October 2014.  

Results:  

No patients had a completed assessment on admission. Highest level of compliance was with 

blood tests (90%), poorest compliance with ECGs (10%) and blood glucose testing (0%). 

Other challenges included: no electronic access to pathology results, not reviewing completed 

health questionnaires and inconsistent documentation.   

Key Messages: 

The development of a physical health record aims to address some of the above challenges. 

This includes: a health questionnaire (covering medical history, specific perinatal issues and 

lifestyle); a proforma to document examination findings and ongoing investigation results. 

The establishment of a weekly physical health clinic will allow for this record to be reviewed 

and actioned regularly. 

 

Auditing the suitability of colorectal cancer patients at West Middlesex University 

Hospital (WMUH) for risk-stratified follow-up. 

Dr Thomas Young, Dr Pippa Riddle 

 

Background: Colorectal cancer (CRC) is the third most common malignancy in the UK
1
. 

The amount of UK cancer patients living with and beyond cancer will double by 2030
2
, 

putting huge strains on the current ‘one-size-fits-all’ follow-up system
3
. A ‘risk-stratified’ 

CRC follow-up system has been proposed, whereby suitable patients are remotely followed-

up. We therefore audited the proportion of our hospital’s post-treatment CRC patients who 

could be followed-up remotely. 

Methods: CRC follow-up clinics were audited during November 2013. Patient demographic 

and disease data was collected from clinic letters, and patients were assessed for their 

suitability for remote follow-up. Patients were adjudged not be suitable for follow-up if they 

had one or more of; metastatic/recurrent disease, on-going treatment complications, on-going 

investigations for possible recurrent/metastatic disease, high risk of recurrence/metastatic 

disease, or trial involvement. 

Results: 57 patients were audited. 28 patients were suitable for remote follow-up (49%), 29 

patients were unsuitable for remote follow-up (51%). The reasons for unsuitability were: 



 
 
 

 

Metastatic disease (8 patients), trial involvement (5), surgical complications (3), 

chemotherapy/radiotherapy complications (2), on-going investigations (6), high-risk disease 

(3), and recurrent disease (2). 

Key messages: Almost half of post-treatment CRC patients could have been followed-up 

remotely, with benefits for patients, clinicians and the Trust. 
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An Audit into Medical Ward Round Quality 

Dr Natasha Y K Liow, Dr Faidra Laskou 

 

Background 

The Royal College of Physicians & Royal College of Nursing’s document “Ward Rounds in 

Medicine: Principles for best practice”
1 

emphasises the concept of multidisciplinary team 

working, key components of a ‘good’ ward round and management of decisions and tasks. 

This audit aimed to determine the current quality of medical ward rounds and highlight 

common areas of weakness. It further aimed to improve quality of ward rounds as per 

RCP/RCN recommendations. 

Method 

Data collected over a period of 1 month during randomly selected SpR/Consultant-led ward 

rounds using a proforma. Audit standards were derived from the RCP/RCN document. Data 

was analysed on excel. 

Results 

Nursing staff was only present in 25% of patient encounters; pharmacy staff present in 1%. 

Review of VTE and DNACPR paperwork present in 34% and 14% respectively.  Variable 

compliance for key components of patient encounters ranging from 100% for identity check 

to 1% for pressure area assessment. 

Key Messages 

There is a lack of multidisciplinary team working. This leads onto weaknesses and omissions 

in other parts of the ward round and ultimately to compromised patient care. To improve, a 

poster was implemented in hospital and discussions taken with nursing and pharmacy leads. 

Re-audit planned. 

References: 

1) Royal College of Physicians, Royal College of Nursing. Ward rounds in medicine: 

principles for best practice. London: RCP, 2012. 



 
 
 

 

Lower Limb Casts and Thromboprophylaxis on Discharge: 

Are Patients Making an ‘Informed Decision’? 

Dr Chandni Rajani, Mr. Chang Park, Miss Sheena Patel, Mr. Edward Ibrahim, Mr Andrew 

Roche 

 

Background 

Low Molecular Weight Heparin (LMWH) is offered to patients who have an injury requiring 

lower limb immobilisation to reduce the risk of Deep Vein Thrombosis (DVT). Patients 

should be counselled regarding the risk and benefits of LMWH prophylaxis so that they can 

make an informed decision regarding their care. 

Methods 

A two-cycle audit of orthopaedics inpatients at Chelsea & Westminster Hospital. A 12-item 

questionnaire was provided on the date of discharge to 15 patients with lower limb 

immobilisation. Intervention after the initial period of data collection as a new checklist 

provided for junior doctors and efforts to raise awareness throughout the Multi-Disciplinary 

Team (MDT). 

Results 

Post implementation there were improvements in counselling of risks (47% to 90%) and 

benefits (60% to 90%) of LMWH and also of how to manage adverse effects (20% to 73%).  

Overall the average quality of counselling improved from 64% to 85% across all domains. 

Key messages 

The applied interventions improved the counselling of patients on the risks and benefits 

including possible adverse effects. An MDT ownership of counselling and new guidance for 

junior doctors helped ensure that patients were better able to make an informed decision on 

their DVT prophylaxis. 

 

Inappropriate jobs for the On-Call Junior Doctor – Warfarin and Drug Charts 

Dr Bob Yang, Dr Eleanor Ford, Dr Helen Newton 

 

Background 

During on-calls, junior doctors are required to perform jobs that could, and should, have been 

done by the day team, in particular, prescribing warfarin and rewriting a drug chart. The 

EQUIP study (1) demonstrated that rewriting drug charts is a significant point of prescription 

errors.  

Method 

Over 7 consecutive days in March 2014, the on-call FY1 at the Horton General Hospital 

recorded the number of warfarin prescriptions and drug charts rewriting that were performed 

during the on-call shift. Data was excluded if there was a legitimate reason why the day team 

could not have done the task. A re-audit was performed in July 2014 after implementation of 

a ward based non-urgent jobs folder.  

Results 

During the initial 7 days, 8 warfarin prescriptions and 9 drug charts were left for the on-call 



 
 
 

 

doctor. The re-audit showed that 13 drug charts and 7 warfarin prescriptions were left, 

finding also that awareness amongst healthcare staff of the non-urgent folder was lacking. 

Key messages 

Improved education and increased publicity for the non-urgent jobs folder is needed to 

decrease the number of non-urgent tasks left for the on-call doctor, which despite being non-

urgent, can potentially be dangerous to patient care. 

References 

1 Dornan T, Ashcroft D, Heathfield H Lewis P, Miles J, et al. . (2009) An in-depth 

investigation into causes of prescribing errors by foundation trainees in relation to their 

medical education: EQUIP study. Final report to the General Medical Council. University of 

Manchester: School of Pharmacy and Pharmaceutical Sciences and School of Medicine.: 

 

Pregnancy Test in Emergency Surgical Admissions 

Dr Andrew Nicholds, Dr S Jafferbhoy, Mr P Thomas 

 

Background 

An audit into whether pregnancy testing is happening in women of fertile age in emergency 

surgical admissions. NICE guidelines (2003) state ‘all women of child bearing age should be 

asked about pregnancy and tested if necessary’. 

Methods 

Prospective audit of 50 consecutive female patients of child bearing age. Acute admissions 

identified from handover lists. 

Data collected 24 hrs post admission from medical notes. 

Results 

19 (38%)patients did not have a pregnancy test 

8 patients (16%) had X-rays and/or CT without pregnancy test 

6 patients (12%) had a surgical procedure without a documented pregnancy test result. 

Key messages 

That pregnancy testing and taking a menstrual history is a key aspect of any surgical history 

both in terms of safety and in terms of ruling out diagnosis. 

Education of juniors is necessary so that they understand the importance of doing pregnancy 

tests in female patients. 

Safety measures involving radiology and surgery should ensure that pregnancy is not missed. 

Changes since then has been introducing a surgical proforma and education of juniors.  

Will re-audit before this event takes place. 

 

 

 

 

 

 

 

 



 
 
 

 

Prevention of Acute Kidney Injury in the Elderly 

Dr Qian Yue Tan 

 

Background 

Acute kidney injury (AKI) is a common condition causing acute hospital admissions, with 

high morbidity and mortality rates. A common causal factor is that many patients are taking 

angiotensin converting enzyme inhibitors (ACEi) or angiotensin receptor blockers (ARBs) 

when they are ill. The Northern Renal Clinical Network has issued advice to General 

Practitioners regarding the prescription of ACEi and ARBs in chronic kidney disease (CKD). 

There may be an overuse of these drugs in frail elderly patients with CKD who are at high 

risk of developing AKI.  

Aim 

Identify patients aged 80 years old and above currently on ACEi and ARBs within the 

primary care setting.  

Method 

Using Emis Web 6, patients aged 80 years old and above currently on an ACEi or ARB were 

identified.  

Results 

145 patients were prescribed an ACEi or ARB. Mean age was (86.7 ± 4.5) years. Mean blood 

pressure was 135/71 (range 100/40 - 180/95) mmHg. 60 patients (41.3%) had an eGFR of 

<60 ml/min.1.73m
2
, with mean creatinine (115.0 ± 28.7) mmol/l on their last blood test.  

Conclusion: Careful clinical consideration is needed to determine if the benefits of 

prescribing an ACEi or ARB in frail elderly patients outweigh the risks. 

 

The documentation and the adherence to the ALS algorithm during cardiac arrests at a 

district general hospital: a quality improvement project 

Dr Neil Botting, Dr Hannah Goodchild, Dr Amy Davies, Dr Vanessa Agosti 

Background: Fewer than 20% of people suffering in-hospital cardiac arrest survive to go 

home. Close adherence to the ALS algorithm provides the gold standard of care and the best 

outcomes. 

Methods: Retrospective case note audit of the documentation of in-hospital cardiac arrests 

were analysed according to 7 criteria identified as representing adherence to the ALS 

algorithm (e.g. ‘documentation of rhythm every 2 minutes’). New flow sheet to be used in 

real time during cardiac arrests along with education drive and simplification of crash trolleys 

were the major interventions. Post-intervention, re-audit of documentation of cardiac arrests 

to assess for improvement. 

Results: Prior to intervention, documentation and adherence to ALS algorithm was poor with 

adherence to individual criteria varying between 7 and 62% (n=30), with no single case 

meeting all criteria. Post intervention, adherence improved to 100% (n=9).  

Key messages: Implementation of the ALS guideline can be difficult in practice and 

anecdotal evidence suggests there is a vast potential for human error. Implementing simple 

systems can help provide the gold standard of care and possibly improve outcomes. 

 

 



 
 
 

 

Management of Vitamin B12 deficiency in primary care 

Dr Rachel Rutherford 

 

Background 

Vitamin B12 or folate deficiency is the most common cause of megaloblastic anaemia.(1)  

Pernicious anaemia is the most common cause of B12 deficiency in the UK therefore if 

found, serum anti-intrinsic factor antibodies should be checked.(1,2)  Previously there were 

no clear NICE guidelines regarding management of B12 deficiency.  NICE now recommend 

oral treatment may be appropriate where the cause is diet related, if not, lifelong 3 monthly 

injections are indicated (1). 

Methods 

30 patients randomly selected from 129 patients who received B12 injections over a 6 month 

period at a large scale GP practice.  Excluding those with neurological involvement. 

Measured: Indication for, duration of and frequency of injections, and if reviewed. 

Results 

No clear indication documented in 47%.  These patients are B12 deficient but no cause 

investigated. 

Anti-intrinsic factor tested in 17%. 

All patients are having 3 monthly injections.  

70% of patient had a repeated B12 level. However, this was an incidental finding and in no 

cases a planned review. 

 

Referral quality of patients with Wet Macular Degeneration to Royal Eye Infirmary, 

Plymouth. 

Dr Lyudmila Kishikova, Mr Vasant Raman 

 

Background 

Age related macular degeneration (AMD) is a leading cause of blindness worldwide. Early 

diagnosis and initiation of treatment is crucial in “Wet” type of AMD to preserve vision. 

National Guidelines recommends that a patient with suspected Wet AMD should be seen and 

investigated within a week in a dedicated macula clinic and treatment initiated within a week 

after the diagnosis. 

Methods 

Retrospective study of cohort of patients referred to macula clinic between January-March 

2014 (n=79). The study involved analysing accuracy of diagnosis, referral pattern, time to be 

seen and initiation of treatment. 

Results 

It took 28.9 days for patients with suspected Wet AMD to be seen in macula clinic. Only 

35.9% of patients were referred via designated Fast Track referral pathway. 38% were 

confirmed to have Wet AMD. It took 31 days between the first consultation at the clinic and 

initiation of treatment. 

 

 



 
 
 

 

Key Messages 

The time between the suspicion of Wet AMD and initiation of treatment was unacceptably 

long. All patients must be referred via Fast Track pathway directly to the hospital. There 

should be at least 3 macula clinics per week together with increase in the number of trained 

staff to deliver the service according to the national guidelines. 

 

Is management of Type 2 Diabetes in primary care adhering to national guidelines with 

respect to initiation of Metformin?   

Dr William Brown 

 

Background 

Type 2 Diabetes Mellitus (T2DM) is increasing in prevalence. Initial management is a trial of 

diet and exercise. Metformin is the medication of choice before the use of other agents. 

Method  

There are 372 registered T2DM patients with the general practice at which the audit was 

performed.  A list of T2DM patients not on Metformin was generated by computer; this 

produced a list size of 179.  

67 were randomly selected to have records studied for latest HbA1c level. Searches were 

performed for key phrase; ‘Metformin.’ The current medications and drug allergies were 

viewed. 

Results 

3 patients were excluded due to a lack of up to date data or poor patient interaction with 

services leaving 64 patients with T2DM not on Metformin 

34% of these patients would benefit from Metformin according to this audit. 

Key Message 

Current guidelines suggest a trial of diet and exercise control depending on symptoms. If 

HbA1c is >53mmol/L (7%) Vs NICE 48mmol/L (6.5%) then Metformin should be started. 

Regular checking of HbA1c and BMI is recommended to ensure T2DM patients are not 

undertreated and suffer from diabetic complications in future.  
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Neonatal Sepsis and CRP cut-offs: Practice in District General Hospital 

Dr Thiloka Ratnaike, Dr Ranjini Mohan 

 

Background 

Current NICE guidance (published 2012) identifies risk factors used in determining which 

neonates require a partial septic screen. If C-reactive protein (CRP) is >10mg/L, a lumbar 

puncture is necessary. However, evidence states that a physiological rise in neonatal CRP is 

known to occur over the first 48 hours of life and may peak over 10mg/L in term and preterm 

babies (Hofer et al., 2013). 

Oxford University Hospital guidelines, which initially followed the same cut-off values as 

stated in NICE guidance, have recently changed so that the CRP cut-off for a lumbar 

puncture is 25mg/L. 

Methods 

A retrospective audit of 96 patients who had been investigated in Horton General Hospital 

over a six-month period in 2013 was carried out using NICE guidelines as the standard. 

Results 

A quarter of babies who had one risk factor for sepsis underwent lumbar puncture after initial 

CRP was found to be >10mg/L (in one case, the CRP was >25mg/L); cultures were negative 

in all these cases. Over 50% of patients who had lumbar punctures had red flag symptoms or 

signs.  

Key Messages 

It is unclear whether initial CRP is a good indicator of early infection (Edmond and Zaidi, 

2010); serial CRPs help in ruling out infection (Barua et al., 2014).  

It is important to re-audit this topic since the introduction of revised local guidelines. 
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Improving Documentation of Lumbar Puncture at a District General Hospital 

Dr Matthew Gibson, Dr Ash Sadighi, Dr Angharad Jenkins 

 

Background 

Lumbar Puncture (LP) is frequently performed in the Acute Medical Unit (AMU) of West 

Middlesex University Hospital, most commonly to exclude meningitis and subarachnoid 

haemorrhage. Doctors on the AMU reported significant variation in quality of documentation 

relating to these procedures. 

Methods 

Following literature review,
1,2

 the authors identified key areas of LP procedure that are 

essential to document – indication, consent, technique, opening pressure and investigations 

requested. Records of patients undergoing LP on AMU during January 2014 were 

retrospectively audited against these criteria with the ideal being 100% compliance. In May 

2014, a tutorial on LP was delivered to junior doctors on AMU and an LP proforma was 

introduced. A second audit was then undertaken in July 2014. 

Results 

Notes for 18 patients undergoing LP in January and 19 patients in July were reviewed. Data 

showed that between January and July, there was a significant improvement in 

documentation of consent (11/18 vs 18/19, p=0.018), technique (13/18 vs 19/19, p=0.020) 

and opening pressure (12/18 vs 18/19, p=0.042). Documentation of indication and 

investigations requested was consistently 100%.   

Key Messages 

Introduction of a LP proforma combined with a tutorial on LP was associated with a 

significant improvement in documentation of the procedure. 
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Winner 

 

How clear are orthopaedic post-operative instructions at RHCH 

Dr Amanda Stafford, Dr Anthony Mah 

 

Background 

Trauma and orthopaedic operations occur daily at the Royal Hampshire County Hospital 

(RHCH), however post-operative instructions varied in clarity. Trust and national guidelines 

are often not helpful in decisions such as antibiotics and venous thromboembolism 

prophylaxis. 

Methods 

A scoring system for post-op instructions was created, with seven criteria and a total score 

out of ten. Fifty-one trauma and orthopaedic post-operative instructions were audited on two 

separate days in January 2014. 

In September 2014 we created a post-op proforma, intended for use in all trauma and 

orthopaedic operations, and a teaching sessions was held, explaining the results of the cycle 1 

and the importance of clear notes. Forty-six post-operative instructions were audited during 

cycle 2 of the audit.  

Results 

In cycle 1 the average score was 6.6, range from two to ten. 

In cycle 2 the average score was 7.0, range 3 to 10. Only 7 of 46 notes had used the post-

operative proforma, however all these had scored 10/10. 

Key Messages 

Following the introduction of the post-operative proforma the average score has increased. 

More work is needed to encourage the use of the proforma.  

 

Runner Up 

 

Implementation of an acute pathway and practical tool for clinicians for diagnosis and 

management of MSCC 

Dr Kelly Doherty, Bernadette O’Neill 

 

Background 

Metastatic spinal cord compression is defined as an oncological emergency. Early diagnosis 

and appropriate treatment is essential to prevent neurological damage and to achieve this, 

care pathways and clinician tools are vital.  

Methods 

The initial aim of our study was to implement an effective MSCC care pathway for use in 

Antrim Area Hospital , Antrim using standards recommended by NICE. We utilised a one-

cycle audit measuring current practice in the diagnosis and treatment of MSCC against NICE 

guidance.  

Results 

The findings of the audit identified significant shortcomings in multiple areas including time 

to scan, plans for mobilization, dexamethasone prescription and treatment plans. It became 

very clear to me that additional methods would be required to improve performance in the 



 
 
 

 

eventuality of a pathway being set up. I therefore decided to create a MSCC checklist for use 

of clinicians on the ward.    

Key message 

We are now are in the final stages of implementing the AAH pathway and practical checklist 

for MSCC We are hopeful that these interventions will act to improve the diagnosis and 

treatment of MSCC in AAH. A repeat audit will be done in 2015 for review.  

 

 

An audit of diabetic ketoacidosis management at the Great Western Hospital 

Dr Joanna Michell, Dr Beas Bhattacharya 

 

Background 

Diabetic ketoacidosis is a common emergency in diabetic patients requiring prompt effective 

treatment. Patients with DKA at the Great Western Hospital, Swindon, are managed using a 

protocol based on national guidelines
1
. This audit assessed adherence to this protocol, and 

timeliness of involvement of the ‘Inpatient Diabetes Team’. 

Methods 

This was a retrospective audit of 38 patients admitted to GWH with DKA between October 

2013 and April 2014. Data was collected using medical casenotes and the MedWay computer 

system.  

Results 

96.6% of patients were switched to continuous insulin and dextrose infusion, 81.8% of 

patients had their long-acting insulin continued whilst in DKA, and 15.6% of patients had 

timely blood sampling for monitoring purposes.  

76.7% of patients had a consultant review within 12 hours of admission, and 90.3% of 

patients were referred to the Diabetes Team. Only 78.1% of patients had a review by a 

diabetologist or a specialist nurse. 

Upon discharge, 43.8% of patients had follow-up arranged with a diabetologist, and 60.6% 

with a Diabetes specialist nurse. 

Key Messages 

This audit showed variable compliance with potentially adverse effects on patient care. 

Specific recommendations were made to the medical Grand Round meeting to highlight the 

importance of using the protocol to ensure patient safety. 

References 
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Meeting the Resus Council Guidelines: Are we taking a half empty emergency ITU bag 

to arrest calls? 

Dr Christopher Sajdler 

 

Background (context setting) 

It is the role of both the intensive care registrar and HDU junior doctor at the Bristol Royal 

Infirmary (BRI) to arrive at the scene of a hospital cardiac arrest with the appropriate 

equipment to facilitate effective emergency resuscitation for any eventuality. Because of this, 

the Resus Council advise that regular checks are performed. 



 
 
 

 

Methods 

A Three month retrospective questionnaire study to the doctors working on HDU (BRI) 

(August-November 2014). Results analysed and implementation of a check list of twice daily 

ITU emergency bag and drug box checks with subsequent re-audit. 

Results 

60% of the time the emergency bag was not checked daily. The drug box was checked even 

less frequently (20% of shifts). One doctor documented checks but this documentation was 

not kept after the shift. 

The results of the re-audit since implementation of a checklist are not complete at present 

Key messages 

 It is extremely important to ensure that the ITU team arriving at an emergency call 

have the necessary equipment and drugs 

 There have been occasions when the team has arrived at “arrest calls” without all the 

necessary equipment 

 A check list would adhere to the guidelines and ensure that the bag contents and drugs 

are always ready for use.  

 

 

Nasogastric Tube Placement – A Safety, Competency and Confidence-Based Service 

Improvement Audit. 

Dr Anthony Shepherdson, Dr Rebecca Mawby, Dr Rachel Meadows, Dr David Massingberd-

Mundy, Dr Claire Reilly, Dr Aron Schapira 

 

Background 

Nasogastric tubes (NGT) for feeding are occasionally mis-placed and result in death or 

serious harm; between 2005-2011, 21 deaths and 79 cases of harm were reported where the 

primary causal factor was radiograph misinterpretation (1). Incidents are termed ‘never 

events’ (2) and are preventable. FY1s frequently verify NGT position with no prior training - 

we surveyed confidence and competence with this task and developed a short tutorial 

designed to be integrated within an induction program whilst assessing it’s efficacy. 

Method 

‘Survey one’ assessed FY1 confidence in their own ability to ascertain NGT placement 

radiographically and their awareness of NPSA guidelines (1), including four radiological 

features that are required to be identified prior to feeding (3). 

A ten-minute tutorial was delivered. ‘Survey two’ identified change in these variables. We 

used unpaired T-tests to establish statistical significance and F-tests for variance. 

Results 

Recall of radiological features that confirm NGT safety increases from a mean of 0.5 to 3.5 

(P<0.0001).  

There is an increase in confidence (P=0.0003) and reduction in confidence variance 

(P=0.0138). 

Key messages 

Feeding an incorrectly sited NGT is a ‘never event’. 

Our tutorial increases a trainee’s competence and confidence thereby significantly reducing 

risk of harm to patients. 

1. National Patient Safety Agency. Reducing the harm caused by misplaced nasogastric 



 
 
 

 

feeding tubes in adults, children and infants. (Patient Safety Alert 2011.) 

2011.www.nrls.npsa.nhs.uk/alerts/?entryid45=129640. 

2.  The never events list: 2013/14 (http://www.england.nhs.uk/wp-

content/uploads/2013/12/nev-ev-list-1314-clar.pdf) 28/04/2014 

3.   Confirming Feeding Tube Placement: Old Habits Die Hard: PA PSRS Patient Saf Advis 

2006 Dec;3(4):23-30 

 

Follow up of Gestational Diabetes in Primary Care 

Dr Rona Anderson-Witty 

 

Context: While performing a 6-week post-natal check for a woman who had gestational 

diabetes mellitus (GDM) I was prompted to look up the current guidelines on GDM follow 

up. I felt that this high-risk population merited auditing to ensure they received the best 

standard of care over time. 

Method 

I performed an audit of our GDM patients. (n=33 after exclusions) I used the 2008 NICE 

guidelines  as my audit standard. I examined two key standards, did patients receive:  

1) 6wk fasting plasma glucose 

2) Annual FPG thereafter. 

Results 

Only 30% of patients had a 6wk FPG performed, 13% had annual FPGs. As a practice we 

had failed to adhere to the ideal 100% compliance with monitoring standards.  

Interventions 

letters were sent to patients inviting them to begin annual monitoring. Alerts were added to 

each of the patient records. A GDM section was added to the 6 week post-natal check 

template to serve as a prompt to GPs. So far the second cycle of the audit has shown at least a 

30% uptake in annual FPGs.   

Key Messages 

Gestational diabetes received poor follow up monitoring within our practice. Simple, cost-

effective measures boosted annual monitoring responses by over 30%.  

References 
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Oxygen Documentation and Correlation to Clinical Value 

Dr Chang Park, Dr Rebecca Kaye, Dr Andrew Jennings, Dr Alexander Clarke 

 

Background 

Oxygen (O2) is one of the most commonly prescribed drugs. With both therapeutic and 

potentially toxic effects, accurate documentation of the amount of O2 a patient receives is 

vital to good clinical care. Clinicians and multi-disciplinary team members rely on 

observation charts to assess a patient’s state of oxygenation, thereby impacting care. If 

http://www.nrls.npsa.nhs.uk/alerts/?entryid45=129640
http://www.nice.org.uk/guidance/CG63/chapter/introduction


 
 
 

 

documented incorrectly, both O2 level and O2 saturations may give a falsely reassuring, or 

falsely concerning clinical picture. 

Method 

Two-cycled audit on an acute medical ward at Chelsea & Westminster Hospital. Oxygenation 

documented in observation charts was compared to the O2 level at the outlet valve. 

Interventions applied after Period One included stickers placed on observation charts, in 

which target O2 saturations were documented, and teaching to ward staff on the importance 

of correct O2 documentation.  

Results 

There was a statistically significant reduction in O2 documentation errors post-intervention 

from 14% to 5% P=0.0001 (95% CI).  

Key Messages 

The applied interventions reduced errors in O2 documentation as a percentage. With correct 

information on a patient’s oxygenation state, clinical progression is easier to assess, thereby 

affecting both treatment strategies, such as home O2 requirement, and hospital discharge. 

 

Improving the Bleep Service at Night 

Dr Rebecca Gayner, Mr Jeremy Batt 

 

Background 

With a reduced workforce the hospital at night is a vulnerable time for patients. National 

guidelines recommend “at night, all bleeps from the ward should go first to the night nurse 

practitioner (NNP)”.  We identified this practice was not being fulfilled and as an area for 

improvement. 

Method 

We collected data to ascertain the nature of bleeps made at night. We subsequently developed 

and trialed a triage pro-forma to assist ward staff in seeking help from appropriate sources at 

night. 

Results 

F1s receive on average 24 bleeps at night compared to nine for NNPs. Average response time 

for patient review was 83 minutes. 75% of doctors felt the number of bleeps was 

unmanageable and 83% that the content was not always appropriate.  83% felt the system ran 

inefficiently and 66% felt this puts patient safety at risk. In a trial run of the pro-forma we 

had excellent feedback with improvements in all areas. 

Key message 

Many hospitals use NNPs as the first point of contact for ward staff requiring assistance or 

advice. We hope our charts will improve long term efficiency, reducing time to review 

patients and ultimately lead to improved patient safety as well as cost saving. 

 

 

 

 

 



 
 
 

 

Thromboprophylaxis following Caesarean Delivery 

Dr Mandy Caruana 

 

Background 

Venous thromboembolism is one of the leading causes of maternal deaths in developed 

countries. Caesarean delivery carries a 5-fold higher risk of thrombosis relative to vaginal 

delivery. The aim of this audit was to determine the type and duration of thromboprophylaxis 

following Caesarean delivery at Mater dei Hospital. 

Method Used 

Medical records of mothers having Caesarean delivery in June 2013 were reviewed. Local 

practice was compared to the RCOG green-top guideline: Reducing the risk of thrombosis 

and embolism during pregnancy and the puerperium issued in November 2009.  

Results 

87 Caesarean deliveries were analyzed. 13.79% (12) fell into the lower risk group, 86.21% 

(75) fell into the intermediate risk group and none fell into the high risk group for venous 

thromboembolism. In the intermediate risk group, LMWH was used in 73.33% (55), while 

26.67% (20) did not receive LMWH. 16.09% (14) received the correct dose of LMWH, and 

LMWH was given for at least 7 days in only 4.60% (4). 83.33% (10) of the lower risk group 

received LMWH when it was not indicated.  

Key Messages 

This audit indicates the lack of awareness of the RCOG green-top guideline. Risk assessment 

forms for venous thromboembolism will be issued and this will be followed by a re-audit.  

 

Antibiotic Prophylaxis for Caesarean Delivery 

Dr Mandy Caruana 

 

Background 

Caesarean delivery is the single most important factor associated with postpartum infection. 

Infectious complications can be reduced with the use of prophylactic antibiotics. The aim of 

this audit was to determine the type and the duration of antibiotics prophylaxis in Caesarean 

delivery at Mater dei Hospital.  

Method Used 

Medical records of mothers having elective or emergency Caesarean delivery in June 2013 

were reviewed. Local practice was compared with the Mater dei Hospital surgical 

prophylaxis guidelines issued in 2010.   

Results 

87 Caesarean deliveries were analyzed. 83.91% (73) received co-amoxiclav, 3.45% (3) 

received clindamycin and the rest 12.64% (11) received erythromycin, ciprofloxacin or 

metronidazole. Only 1 mother (1.15%) received 1 dose of intravenous antibiotics, 1.15% (1) 

received 2 doses, 60.92% (53) received 3 doses and 36.78% (32) received more than 3 doses 

of intravenous antibiotics. 97.70% (85) received oral antibiotics in addition to intravenous 

antibiotics and 82.76% (72) received more than 3 days of antibiotics in total. Guidelines were 

not followed in any of these 87 caesarean deliveries. 



 
 
 

 

Key Messages 

This audit indicates the overuse of antibiotics for Caesarean delivery and the lack of 

awareness of current guidelines. Education of the medical and midwifery/nursing teams are 

required which will be followed by a re-audit. 

 

Audit of first-seizure clinic waiting times and the cause of delays for referral and review 

at a tertiary centre during the period January to September 2014 

Dr Craig Napier, Dr Peter Schulga, Dr Sameer Zuberi 

 

Background 

First seizures worry parents and are common; however not all first seizures are epileptic in 

origin. 

NICE guidelines recommend epilepsy specialist review of all new suspected seizure cases 

within 14-days
1
. 

Methods 

Retrospective audit of first seizure clinics at a tertiary centre between January-September 

2014 was undertaken; the records of 57 patients offered a first-seizure clinic appointment 

were reviewed to identify: 

 initial event date/nature 

 date referral written/received 

 referral source 

 date clinic appointment offered. 

The aim was to assess the first-seizure clinic service offered against the NICE guideline. 

Results 

 Average time from episode-to-appointment was 134-days. 

 Mean waiting-time for an appointment was 57-days; mean number of first-seizure 

clinic patients per clinic was 2.75 (vs. 4 per clinic). 

 Mean time from first event-to-referral was longer if the event was non-convulsive 

(103-days vs. 24) 

 Mean ‘in-transit’ time for A&E referrals was 14-days vs. 1-day for GP referrals via an 

online system. 

Key Messages 

 Regular audit is essential to review practice, identify areas for improvement and 

maximise existing resource utilisation. 

 Dictation causes unacceptable delay in first seizure referrals; first presentations now 

referred same-day via phone for discussion with/review by Neurology team.  

 Under utilisation of existing clinics prolongs waiting times. 

 Plan to complete audit cycle to check impact of practice modifications. 

References 

National Institute for Health and Clinical Excellence.  The epilepsies: the diagnosis and 
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Is there a clear indication for routine repeat CT head 24 hours post-thrombolysis in 

acute stroke? 

Dr Harriet Taylor, Dr Gwendoline Pinches 

 

Background 

Current practice at North Bristol Trust is to perform a CT head in acute stroke pa- tients at 

approximately 24 hours post-thrombolysis to rule out a significant sec- ondary haemorrhage 

before aspirin administration. Guidelines advise CT head after 24-48 hours 

Method 

Between 24/03/2013 and 11/10/2013 46 patients were admitted with acute stroke & 

thrombolysed with Alteplase, with 44 notes available. Data was collected from NBT imaging 

software and patient notes/drug charts. 

Results 

98% of patients were scanned within 36h and 100% within 48h. 6.8% showed no clinical 

deterioration in the first 24h but the CT scan revealed a haemorrhage that altered 

management. Delay to aspirin administration ranged 25-45h with 74% re- ceiving within 36h 

of thrombolysis and 100% within 48h. The mean time from CT head to aspirin administration 

was 6.9 hours and rose to 9.4h if outside of normal working hours. 

Key Messages 

We consider a change in management of 6.8% patients as a result of the CT head a significant 

finding supporting continued use of the repeat CT head. Overall NBT is doing well at 

performing timely repeat CT scans but there was a significant delay to aspirin administration, 

especially out-of-hours. 

References 

1. Avon Gloucestershire Wiltshire & Somerset Stroke Network Acute Ischaemic Stroke 

Thrombolysis Guideline V4.0, March 2011. 

2. Intercollegiate Stroke Working Party. National clinical guideline for stroke, 4th 
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The assessment and management of infants with tongue-tie that inhibits effect feeding 

at Great Western Hospital 

Dr Harriet Taylor 

Background 

Current guidelines advise “if a baby with tongue-tie has difficulty breastfeeding, surgical 

division of the lingual frenulum should be carried out as early as possible”1 

tie and infants can wait up to several weeks for assessment. This audit examined 

the current workload, incorrect referrals, time lapse from referral-assessment, 

presenting problems in infants referred and parent satisfaction. 

 

 

 



 
 
 

 

Method 

New referrals for tongue-tie from July-September 2014, totalling 90 patients, with 89 notes 

available. Data was collected from a parent questionnaire, a diagnosis and treatment sticker in 

the notes filled out by the physician, and a two-week follow-up phone call. 

Results 

60% of tongue-tie referrals had tongue-tie confirmed by ENT, with 47% of 

incorrect referrals coming from health visitors. Mean time from referral- appointment was 14 

days with a range of 4-52 days. There was no statistical significance in presenting problems 

for those with and without tongue-tie. 42% of those divided said feeding difficulties 

improved. The only negative comments from parents were regarding time from referral-

appointment. 

Key Messages 

Evidence to support the need for a dedicated tongue-tie clinic at GWH, which is now being 

created based on this audit. Further education is required for those referring or limit referrals 

to through GPs or paediatricians only. 

References 

1. NICE interventional procedures guidance [IPG149]: Division of ankyloglossia (tongue-tie) 

for breastfeeding, December 2005. 

 

Manual vacuum aspiration as surgical management for early pregnancy loss at the 

Royal Hampshire county hospital. 

Dr Sadie Mullin 

 

Background 

Manual vacuum aspiration (MVA) is an appealing alternative to traditional surgical curettage 

as treatment of early pregnancy loss. It has numerous advantages for women and healthcare 

trust, including: no need for general anaesthesia, reduced waiting times, ability to be 

performed in the outpatient setting, ability to drive after the procedure and cost effectiveness. 

MVA has been offered to suitable candidates in the early pregnancy assessment unit at the 

RHCH, Winchester and their patient journey assisted by a guideline flow chart. 

Methods 

A retrospective review of patients who have undergone MVA at EPAU Winchester was 

carried out. 34 patients were identified via the MVA diary. Information was gathered about: 

patient age, indication for MVA, gestational age, size of pregnancy, re-admission, and 

histology. 

Results 

Our data demonstrates MVA is providing a safe and effective service for women locally. 

Efficacy of the procedure is comparable to larger studies at 94.1% (32/34)
1
. Incomplete 

evacuation seen in 5.9% (2/34)
1
. Patient satisfaction is rated at 100% and 100% patients 

would recommend the procedure to friends and family. 

Key messages 

MVA in Winchester is proving safe and effective management for early pregnancy loss for 

women locally. 

1. Milingos D, Mathur M, Smith N, Ashok P. Manual vacuum aspiration:a safe 

alternative for the surgical management of early pregnancy loss. BJOG 2009;1 

 

 



 
 
 

 

Investigation of Pulmonary Embolism 

Dr Sarah Salman, Dr Nawaid Ahmad, Dr Amal Lad 

 

Background 

Pulmonary embolism (PE) is the third leading cause of death from cardiovascular disease 

with multiple sequelae1, with a varying presentation. Pre-test probability-scoring using the 

Well’s score is recommended, and D-dimer only if further investigation is required before 

imaging2. 

Methods 

39 casenotes from December 2013 of patients who had undergone a computed tomography 

pulmonary angiogram (CTPA) at Princess Royal Hospital, Telford, were reviewed. We 

looked through these notes for presenting signs/symptoms, risk factors and pre-test 

probability-scoring, and then looked to see whether PE had been confirmed or ruled out via 

CTPA. 

Results 

Of the 39 patients investigated using CTPA, 12 confirmed PE (30%). Only 13% of cases had 

Well’s scoring before CTPA, whilst 77% had undergone a D-dimer test irrespective of 

clinical risk, of which 30% were positive for PE. D-dimer had not been tested in 23% of 

cases, and of these, 22% had a PE. We note that if Well’s scoring had been calculated in all 

cases, none of them would have required a D-dimer, and could have had imaging directly 

from this.  

Key Messages 

Pre-probability scoring should be carried out for all suspected cases of PE, and D-dimer only 

done to exclude PE in those with either a low or moderate pre-test probability. 

References 
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Emergency Caesarean Section Audit 

Dr Shabnam Javed, Ms Elizabeth Pearson 

 

Background 
The RCOG and NICE state that the rate of caesarean section (CS) is approximately 25% 

which is above the WHO recommended rate of 15%. There are recommendations for the 

interval between decision to delivery which doctors should follow. 

Methods 
From April 2013 to March 2014 there were a total of 315 CS. 157 non elective notes were 

reviewed and proformas were completed. 

 



 
 
 

 

Results 
The local rate of CS including emergency and elective is 18.38%. Out of these 12.66% were 

emergency sections. 

Doctor’s name: 153 documented, 4 unknown  

Consultant informed: 139 yes, 14 no, 4 not recorded  

Reason of delay documented: 8 yes, 149 NA 

Indication documented: 153 yes, 4 no 

Category of caesarean section: 39 category 1, 99 category 2, 19 category 3 

Decision to delivery time for category 1 LSCS: 32 (82%) ≤30 minutes, 6 (15%) >30 minutes, 

1 (3%) unknown  

Decision to delivery time for category 2 LSCS: 93 (94%) ≤75 minutes, 6 (6%) >75 minutes  

Prophylactic antibiotics and thromboprophlaxis: 157 yes 

Implications for future pregnancies: 43 yes, 113 no, 1 unknown 

Key messages 
Have achieved 82% of CS for category 1 patients within 30 minutes but this can be improved 

further. 

Can improve further on documentation. 

References: 
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Radiological confirmation of NG tube placement. Are we following national and local 

guidelines? 

Dr Hannah Richardson, Dr Athar Siddiqui 

 

Background 

Nasogastric tube (NG) insertion for feeding is common practice in patients of all ages. 

Feeding through a misplaced NG tube is a ‘never event’ as defined by the Department of 

Health (DoH) and National Patient Safety Agency (NPSA). Correct placement of the NG 

tube and documentation of confirmation of this is essential for patient safety.  

Methods 

2 part audit. Part 1: standardised questionnaire completed by junior doctors regarding their 

knowledge of the correct processes. Part 2: Identification of Chest x-rays performed to 

confirm NG tube placement using the CRIS system. Assessment of the patient case notes 

against pre-set criteria.  

Results 

29 patients included, 3 were incorrectly positioned, no documentation of insertion in 68.7%, 

44.8% of chest x-rays with documentation of review, 100% of patients came to no harm.  

 

 



 
 
 

 

Key Points  

Junior doctors are not confident or aware of the guidance surrounding the insertion of an NG 

tube. They have received no formal teaching on confirmation of the placement. 

Documentation of correct placement of NG tube is also poor with review of the chest x-ray 

often being performed by the on-call team with verbal confirmation to the nurses. Changes in 

local education practice and guidance documents is needed.   

 

The Feasibility and Safety of Vaginal Bilateral Salpingo-Oophorectomy (BSO) 

Procedures 

Dr Hannah Courtney, Dr Thomas Sewell, Mr Reda Afifi 

 

Background 

Hysterectomy with Bilateral Salpingo-Oophorectomy (BSO) is a commonly performed 

operation and can be achieved by the abdominal, laparoscopic or vaginal route.  

The evidence suggests that a vaginal hysterectomy (VH) and BSO has significant advantages 

over laparotomy in that it has lower morbidity and faster recovery
(1)

; it is therefore 

recommended that this procedure should be performed vaginally. However, only 32% are 

performed vaginally as this approach is often perceived as unachievable due to 

contraindications including large uterus and nulliparity
(2)

. 

Much of the literature surrounding BSO procedures relies on largely small scales. This large 

scale research (n=250) serves to establish if BSO procedures are a feasible and safe option.
 

Methods 

Retrospective data collection on consecutive vaginal BSO procedures performed between 

2006 and 2014. A wide range of data was collected including complications, size of uterus 

and parity status.   

Results 

98% of BSO procedures were successfully performed vaginally and in 100% of patients 

where an associated repair was indicated, this was achieved. Only a small number of patients 

had an associated complication. 

Key Message  

Contrary to beliefs, this research suggests that vaginal BSO procedures are feasible and safe 

in a wide range of patients and additional procedures such as repairs can also be performed at 

the time of surgery. 

References  
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From ED via MAU to the wards: A Quality Improvement Project to make a clerking 

proforma safe for the patient journey 

Dr Catherine Stace, Dr Nicola Jones, Dr Portia Ross 

 

Background 

Musgrove Park Hospital used a variety of admission proformas, which were department-

specific, overly prescriptive and unwieldy. The original A&E proforma totalled 16 pages, 



 
 
 

 

resulting in poor use and increasing the risk of inadequate clerking and communication from 

A&E through Medical Assessment Unit to the medical ward. It provided three separate 

methods of drug prescription increasing the risk of medication errors.   

Methods 

Staff questionnaire and working group collaboration to design and production of a single 

cohesive proforma, removing superfluous sections which were infrequently used and disliked 

by staff. This was followed by two iterative audit and re-design cycles based on the 

percentage completion of each proforma and further staff questionnaires. 

Results 

Completion of each proforma increased markedly – initial proforma: 44%, first redesign 

cycle: 75%, finalised redesign: 86%. Redesigned proformas were met with strong approval in 

staff questionnaires. 

Key messages 

The new proforma provided a simple, unified record of the patient journey and ultimately 

could improve patient safety. Crucially it achieved support amongst its user group. This new 

proforma will need to be adopted as an ongoing improvement project to ensure its successful 

roll-out and continued audit. 

 

An audit of coronary angiography consent forms – a quality improvement project 

Dr Jennifer Lewis, Dr Alina Hui, Dr Bradley Porter 

 

Background  

Coronary angiography is a common place albeit invasive procedure. Consent forms should 

include such complications as bleeding, infection, death, MI and emergency CABG. It was 

felt a number of these were not being documented; hence a consent form review audit was 

performed within the cardiology ward at Northwick Park, a large District General Hospital in 

North London.  

Methods  

After consultation with senior doctors a ‘consent proforma’ including key demographic 

details and complications was created – all angiography/angioplasty consent forms over a 

four-week period were compared against this. An educational session took place and re-audit 

occurred over the following four-weeks.  

Results  

Documentation of complications varied greatly, on re-audit, death was included on 94% of 

forms, CABG on 69%, the need for blood transfusion did not appear on any forms throughout 

the audit. On the initial run, 8% of consent forms did not have patient identification labels, 

this improved to 100%.  

Key Messages 

From our small-scale study it appears that the quality of angiography consent forms does not 

meet the expected standard. This is likely to be due to time constraints. We feel the 

development of a preprinted consent proforma, as used in other trusts, will improve quality 

and validity. 

 



 
 
 

 

Improving surgical handover between junior doctors 

Dr Helen Wiles, Dr Hannah Courtney, Dr Lynsey Hewitson 

 

Background 

Patient handover is the responsibility of every doctor and is paramount to ensure patient 

safety and good quality care
[1]

. At Weston General Hospital (WGH), there is no system in 

place to allow a formal handover between the surgical day and night teams.  Currently, 

informal handovers exist between F1s/SHOs; it was felt that this was inadequate and needed 

improvement.   

Method 

A pre-questionnaire was circulated to all surgical junior doctors (n=20) to determine thoughts 

on the current handover system. A formal system was then implemented whereby all junior 

doctors meet at a fixed time and place and handover with the aid of a new proforma. A post-

questionnaire was then distributed to analyse the effectiveness of this intervention. 

Results 

The consensus from the pre-questionnaire was that of dissatisfaction with the previous 

handover system.  Post-questionnaire analysis demonstrated significant improvement in the 

opinion of junior staff regarding the handover system.  

Key message  

Formal, structured handover improves communication between surgical day and night teams. 

A simple modification of the existing handover system has been achieved and should 

positively impact the quality of patient care at WGH.  

References 

[1] http://www.gmc-uk.org/guidance/good_medical_practice/continuity_care.asp 

 

Medical Record Keeping by Foundation Program Doctors at Mater Dei Hospital, Malta 

Dr Andrew Bernard, Dr Jeremy Fleri-Soler, Dr Matthew Bonello 

 

Background 

According to the standards for medical record keeping set by the Clinical Standards 

Department of the Royal College of Physicians London, every entry in the medical record 

should include a fixed set of criteria; 

(1) The note should be dated and timed, (2) the doctor’s name, designation and 

registration number should be printed against their signature. 

In this audit we set out to demonstrate the extent to which the Foundation Doctors at Mater 

Dei Hospital meet these criteria, during on-call hours.  

Methods 

Six wards were studied, where every entry in the medical records that was written by the on-

call foundation doctor was reviewed for the inclusion of the criteria outlined above.  

To ensure the entries were written by a representative sample of foundation doctors the wards 

included two medical wards, two surgical wards and two acute admissions wards, reviewed 

on randomised days during October 2014.  

 



 
 
 

 

Results 

200 entries were reviewed. The date was included in over 96% of cases, whilst the time was 

included in 66% of cases. The entry was found to be signed in 97.5% of cases, but found to 

be accompanied by a registration number in 89% of those cases. The criteria found to be 

included least were the doctor’s name and designation which were only included in 22% and 

12% of cases respectively.  

Key Messages 

From these results we are made aware of shortcomings in particular aspects of the medical 

record entry that will need to be addressed in order to improve our standards and maximize 

patient safety and quality of care. 

. 

A re-audit of Smoking cessation services in mental health patients admitted in Oxford 

Dr Eleanor Ford, Dr Bob Yang, Dr Olga Tsatalou 

 

Background  

Smoking cessation is an NHS priority(1), smoking is frequently normalised in psychiatry and 

the risks to the patients’ health and wellbeing are not addressed.   In an audit in oxford it was 

found that 7 % of the sample were offered smoking cessation. In response to this psychiatric 

nurses were trained and a similar sample of patients were re-audited. 

Methods 

19 patients who smoked were surveyed. The questionnaire enquired after smoking habits, 

whether they were offered smoking cessation and if they wished to have advice. Patient notes 

were used to corroborate survey responses.  

Results 

Of the 9 male patients 2 reported they were offered smoking cessation advice. 7 reported they 

would like to give up smoking and would accept help. Of 10 female patients 7 reported to 

have been offered smoking cessation. 2 would like to quit and 1 would accept help. 

Key messages 

Mental health patients may be keen to engage in smoking cessation, in some instances the 

opportunity is missed. This re-audit demonstrates the mixed attitudes to smoking cessation, 

however this is not a reason to ignore the importance of smoking cessation within all NHS 

patients (3). There is clearly more work to be done to ensure there is equal opportunity 

throughout the NHS to support patients in their choice to give up smoking (4).  
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Physical Examination on admission to a functional old age psychiatric ward: A 

completed Audit Cycle 

Dr Sopozme Toghey, Dr Tracy Eddy, Ms Sue Beeden  

 

Background 

In 2009 the Royal College of Psychiatrists published the ‘No health without mental Health’ 

report (1) highlighting interactions between physical and mental health. Improvement in 

physical care is targeted by Parklands Hospital, Southern Health NHS Trust as they failed to 

meet the essential standard of ‘Care and Welfare of service users’ in a recent CQC report (2). 

Part of this failure was inaccurate recording and monitoring of physical health needs.   

Methods 

An audit was carried out in May 2014 measuring physical examinations performed on new 

admissions to Beechwood Ward in the last three months. Results showed 40% of patients had 

a physical examination done at clerking and 60% at 72 hours. The results were presented at 

the local trust journal club and ward MDT meetings. A new clerking Performa with both 

physical and mental health examinations was developed and a part of every patients’ paper 

notes. This required doctors signing to confirm a physical examination was carried out and 

documented during the patients stay. A re audit was performed 4 months later to assess 

whether the aim of all admissions receiving a full physical examination within 72 hours of 

admission was met.  

 

Results 

There had been a marked improvement with 96% patients receiving a full physical 

examination on admission and within 72 hours. The quality of patient care had improved and 

acute admissions to the main hospital were markedly reduced as problems were identified 

and managed earlier.  

Key messages 

Awareness of Interactions between physical and mental health in elderly patients 

Monitoring physical health as vigilantly as mental health on mental health care wards 
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Improving the quality of outpatient clinic letters using the Sheffield Assessment 

Instrument for Letters (SAIL). 

Dr Oluwatosin Sotubo 

 

Background 

Communication between medical colleagues is an essential component of high quality patient 

care. This audit cycle aims to improve the quality of outpatient letters as communication 

between hospital and primary care doctors in the Obstetrics and Gynaecology department of 

The Royal Shrewsbury Hospital.  

Method 

This audit used the Sheffield Assessment Instrument for Letters (SAIL), a consensus based 

framework for good practice in written communication, as a means of assessing the quality of 

communication. In the initial audit 98 clinic letters were assessed from a range of clinicians 

in the department (October 2011-December 2011). In the re-audit we assessed 100 clinic 

letters against the same standard (October 2013-December 2013).  

Results 

Overall the re-audit results showed a slight decline in the standard of clinic letters. The 

majority of letters assessed had a global rating score of 6 -7 out of 10, compared to that of 

2011 where the majority of letters had a global rating score of 8-9 out of 10. 

Key Messages 

This audit cycle raised awareness across the department of the standards required for good 

letter writing. From this audit cycle we produced a letter template based on the SAIL 

checklist to facilitate a standardised approach across the department. 

 

Delayed Discharge Quality Improvement Project 

Dr Easan Anand, Dr JuYee Lim 

 

Background 

There is constant pressure to discharge patients who are deemed medically fit. However, as 

junior doctors we observed that discharges tend to be delayed for 3 key reasons: 

1. Poor MDT communication, particularly between the medical/surgical team and allied 

health professionals regarding the EDD (Expected Discharge Date). 

2. Lack of information available to patient and family regarding EDD. 

3. Miscellaneous factors including transport and social services. 

Methods 

The problem identified was brought to the Imperial iQI Sprint where we worked with service 

designers to tackle this problem of communication. We visited our ward where we recreated 

the patient journey from admission through to discharge, and obtained different viewpoints 

on causes of delayed discharge from members of the MDT. 

Results 

Together with our designers we are building a prototype board for the doctors’ office and 

potentially patient bedside that facilitates an ‘at a glance’ style medium of MDT 

communication.  



 
 
 

 

Key Messages 

Each member of the team, including the patient and family, must be kept up to date with 

potential days till discharge. Improved communication between the MDT and patient are 

essential if we are to promote a culture of forward planning to meet the goal of safely 

discharging patients.  

 

Improving medical handover from Acute Admissions Unit to the Acute Cardiac Unit 

Dr James E Dalton, Dr B Chandrasekaran, Tony McCluskey 

 

Background 

Handover is the process of providing a clinical summary to a clinician who is taking over 

responsibility for a patient’s care.  The Royal College of Physicians recommend that patients 

are handed over between responsible clinicians. It also recommends that unwell patients are 

handed over at shift change.  This on-going project aims to improve the frequency and quality 

of medical handover when patients are transferred from the acute medical unit (AMU) to 

ACU.  Aim: 100% of unwell patients formally handed over to ACU medical staff. 

Methods 

Measures were chosen to detect frequency and quality of handover. 

Measure 1: handed over? 

Measure 2: Red light system – haemodynamic / respiratory instability, unclear diagnosis with 

elevated NEWS or severe sepsis / septic shock. 

Measure 3: verbal or written? 

Data collection: from medical staff with a questionnaire. 

Results 

PDSA cycle 1 in progress: intervention 1 – the ‘red light’ system to highlight unwell patients 

requiring a formal handover. 

Cycle 1 data: 1 of 13 of patients handed over verbally.  Most patients are transferred from 

AMU to ACU during the out of hours period.   

Key message 

ACU provides care for unwell patients.  These patients would benefit from improved quality 

of clinical handover between doctors 

 

Mental Health in the Emergency Department – Are we responding to crisis? 

Dr Davina Kaur Patel 

 

Background 

It is increasingly recognised that mental health care requires urgent reform, and significant 

improvements must be made in caring for patients in mental health crisis. Emergency 

department (ED) is a key domain in which these patients may seek help. 

Methods 

In 2013, the College of Emergency Medicine produced clear guidelines for best practice 

within the ED.  



 
 
 

 

This audit reviews the performance of Stoke Mandeville Hospital ED in October 2014, in 

comparison to these standards. 

All 23 case notes of patients presenting with self-harm in October 2014 (that met inclusion 

criteria) were examined.  

Results 

The results were poor. It was found that 39% of patients had already presented with self-harm 

that same year; only 52% had risk assessments performed by ED staff, all of which were only 

partially completed. Only 74% had their mental health history recorded, and a mere 27% had 

their mental state assessed. 83% were seen by a mental health practitioner, however two 

patients absconded without having their mental capacity assessed. 

Key Messages 

Mental health is a high-risk presentation in the ED, and staff must be adequately trained and 

supported to make critical risk assessments and deliver key interventions to ensure the safety 

of these patients. 
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CT brains – Are lenses being appropriately excluded? 

Dr Matthew Bonello, Dr Gabriel Galea, Dr Reuben Grech 

 

Background 

The exclusion of the orbits from a standard computed tomography (CT) scan of the brain is 

important to reduce the radiation dose to the eye and especially the lens.  The lens is 

particularly susceptible to radiation from CT scans – permament damage occurs to the lens 

after a certain cumulative radiation dose which can be as little as the equivalent of 10 CT 

scans1.  The scanning protocol for a standard CT brain should be such that lenses are 

excluded. 

Method 

Data were collected from all brain CTs performed at Mater Dei Hospital in the first 8 days of 

2014: a total of 294 studies were initially included.  19 studies were then excluded from the 

audit due to the fact that the clinical question to be answered from the scan necessitated the 

http://www.collemergencymed.ac.uk/Shop-Floor/Clinical%20Guidelines/College%20Guidelines/Mental%20Health
http://www.collemergencymed.ac.uk/Shop-Floor/Clinical%20Guidelines/College%20Guidelines/Mental%20Health
http://www.collemergencymed.ac.uk/Shop-Floor/Clinical%20Guidelines/College%20Guidelines/Mental%20Health
http://www.collemergencymed.ac.uk/Shop-Floor/Clinical%20Guidelines/College%20Guidelines/Mental%20Health
http://www.crisiscareconcordat.org.uk/wp-content/uploads/2014/04/36353_Mental_Health_Crisis_accessible.pdf
http://www.crisiscareconcordat.org.uk/wp-content/uploads/2014/04/36353_Mental_Health_Crisis_accessible.pdf


 
 
 

 

inclusion of the orbit (ex: examination for diplopia or trauma including facial injuries).  Each 

of the 275 scans satisfying inclusion criteria was reviewed and the presence of none/one/both 

of the lenses in each scan was documented. 

Standard 

Royal College of Radiologist guidelines recommend that 100% of brain scans are performed 

with the baseline set to exclude the lens of the eye2 

Results 

Of the 275 scans performed, 169 (61.5%) included both lenses, 32 (11.6%) included one and 

74 (26.9%) included none. 

Key messages 

Discussions are underway with the radiology department to develop a standard scanning 

protocol for brain CT which excludes the lenses.  Supervising radiographers will be 

encouraged to adhere to this protocol and avoid the lenses unless clinically indicated. 

 

Quality Improvement Project -Clinical Documentation 

Dr Jason Gandhi, Dr Rosalind Green  

 

Background 

Clinical documentation plays a fundamental role in delivering safe, effective and quality 

health care. The GMC have no set criteria regarding patient identification on legal documents 

however, the Royal College of Physicians in 2009 set out a framework for adequate 

documentation. 

Aim 

The primary aim is to audit patient identifiers on one side of a continuation sheet with several 

secondary outcomes to identify key medico-legal points at Blackburn hospital in the East 

Lancashire Hospital Trusts. 

Method 

Twenty case notes from general medicine and respiratory wards with a specific inclusion and 

exclusion criteria were selected and were audited using the Royal College of Physicians 

generic medical record keeping tool. 

Results 

From twenty case notes, 148 pages were reviewed. 128 (86%) of these had the patient’s  first 

and family name and 131 (88%) had a unique hospital identifier. There were 1,042 entries 

from 148 pages. 742 entries (71.2%) had a date recorded and 953 (91.4%) had a time 

associated with the entry. Of 1,042 entries, 799 (76.6%) had signed signatures, 627 (60.1%) 

had printed names and 885 (84.9%) had their  designation recorded. 

Conclusion 

Patient names are being documented in varying incorrect formats. As clinicians we have an 

obligation to ensure that each and every document written on has a form of patient 

identification so we can continue to provide safe and quality driven health care. 

The implementation of a newly designed continuation sheet (figure 1) with adequate room for 

a patient identification sticker may help to improve clinical documentation keeping.  



 
 
 

 

Once the new continuation sheets are in circulation this will be re-audited, with an aim to be 

completed in December 2014. 

 

Audit of the Bristol Heart Institute Angiogram Referral Pathway 

Dr Catherine Wilson, Dr Hannah Courtney, Dr Alice Manley 

 

Background 

Patients presenting to the BHI
1
 with NSTEMIs

2
 are risk stratified and if suitable, referred for 

angiogram via a paper referral system. As junior doctors, we found difficulties identifying 

when angiograms had been requested and perceived a delay between the decision to perform 

an angiogram and the referral being made. The current system was audited to see if and when 

there was any delay and whether patients received an angiogram in accordance with current 

European guidelines.  

 Methods 

A retrospective audit of patients undergoing angiogram for NSTEMI between December 

2013 to March 2014 (n=37). The time from decision for angiogram to procedure was 

measured from paper angiogram referrals. In addition, data stratifying risk using the GRACE
3
 

score was collected. 

 Results 

A quarter of patients were delayed between the decision for angiogram and referral being 

made and on average patients waited 4 days for their angiogram. The delay was more 

common over the weekend and sub groups of low/moderate/high risk patients met European 

guidelines 0%/45%/54% of the time respectively, excluding very high risk patients bypassing 

the paper referral system.  

Key Messages 

The paper referral system is inefficient and difficult to audit, particularly for high risk 

patients. An online system would allow efficient, trackable referrals.  

1. Bristol Heart Institute 

2. Non ST Elevation Myocardial Infarction 

3. Global Registrar of Acute Coronary Events 

 

Good Medical Record Keeping: An audit against RCP guidelines 

Dr Katherine Thomas, Dr Matthew Townsend 

 

Background 

The Royal College of Physicians (RCP) in partnership with NHS Connecting for Health 

developed standards for hospital patient records
1
, introduced to improve patient safety and 

reduce likelihood of errors in documentation at admission, handover and discharge.  

Methods 

Objective: Review medical records in the Care of the Elderly department at University 

Hospital Bristol.  The audit standard is >80% compliance with RCP guidelines.  

Audit: 40 sets of medical notes were reviewed in April 2014.  



 
 
 

 

Intervention: Audit results presented and education given at the departmental meeting and 

induction programme for foundation trainees.  

Re-audit: November 2014.  

Results  

April 2014: Standards of >80% were achieved in less than half of case-notes, of which only 

two achieved all 100%.  Documentation of dates, times, ward, name and designation of 

person making entries were particularly poor, along with legibility of entries.  

November 2014: Standards of >80% were achieved in over two thirds of case-notes. Four 

standards now achieved 100%. Notable improvements were found in the areas above, 

however ward identification remained substandard.   

Key messages  

Medical record keeping has improved. This has important implications for continuity of 

patient care and robustness of medical records in cases of litigation. Further interventions will 

be implemented in an aim to achieve >80% across all standards.   

Reference 

1. Royal College of Physicians. Generic medical record keeping standards. 

https://www.rcplondon.ac.uk/sites/default/files/generic-medical-record-keeping-
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Research/Original Work AND Sustainability & Education Abstracts 2015 

 

Research/Original Work Winner 

 

Retrospective audit of post-operative calcium & parathyroid hormone levels in 

parathyroidectomy 

Dr Jonathan Noble, Dr Graham Walkden, Dr Thomas Milne, Dr Justin Morgan 
 

Background 

Following surgery for hyperparathyroidism, 26-47% of patients become hypocalcaemic
1,2

. 

This occurs rapidly since parathyroid hormone (PTH) has a half-life of <5 minutes. Patients 

therefore require calcium & PTH measurement on the day of surgery and day one post-

operatively. We present an audit of post-operative biochemical monitoring & calcium 

prescribing in patients undergoing parathyroidectomy at our hospital.  

Methods 

N=51 cases undergoing parathyroidectomy between 5
th

 June & 20
th

 December 2013 were 

audited (ID: 69958) retrospectively using electronic records.  

 

Results 

Calcium was measured in n=50 patients (98.0%) on the day of surgery and n=51 (100.0%) on 

day one. PTH was measured in n=37 (73.0%) and n=46 (90.0%) on corresponding days. n=3 

(6.0%) of patients were discharged without PTH measurement. The most frequent 

explanation for omitted biochemical monitoring was the surgical team failing to request the 

tests. Calcium supplementation was prescribed for n=26 (51.0%) patients at discharge. 

Key Messages 

The high incidence of hypocalcaemia necessitates routine post-operative biochemical 

monitoring after parathyroidectomy. Our work highlighted the need for clearer instructions 

for out-of-hours doctors who are expected to check, review and act on blood test results. A 

protocol for out-of-hours management of post-parathyroidectomy patients is now being 

implemented and its effect will be audited in 2015. 

1. Marx SJ. Hyperparathyroid and hypoparathyroid disorders. N Engl J Med. 2000 Dec 

21;343(25):1863-75. 

2. Stewart ZA, et al. 25-hydroxyvitamin D deficiency is a risk factor for symptoms of 

postoperative hypocalcemia and secondary hyperparathyroidism after minimally 

invasive parathyroidectomy. Surgery. 2005 Dec;138(6):1018-25; discussion 1025-6. 

 

Research/Original Work Runner up 

 

Patients waiting time in the outpatient waiting room – causes and potential solutions 

Dr Georgina Phillips, Mr Johnathan Collier, Mr Chris Abela 
 

Background 

Busy, overrunning clinics are a harsh reality of many clinics. The result is discontented 

patients and low working morale. This study aimed to determine whether the craniofacial 

clinics are running to schedule and if not, what factors are leading to delays.  

Methods 

Data was collected from “In-touch”, an electronic appointment system for all craniofacial 

clinics in a 3 month period.  464 appointments from 34 clinics run by 4 consultants and 2 

registrars were analysed. Data collected consisted of; arrival time, waiting time, appointment 

duration and number of overbooked appointments.   



 
 
 

 

Results 

The average clinic starts 20 minutes late. 73% of patients arrive early for their appointments. 

The average consultation time is 21 minutes. The average waiting time for a patient is 45 

minutes, where longer waiting times are seen as the clinic progresses.  

Key messages 

Patients are waiting for unacceptable periods of time after arriving for their appointments. 

Clinic delay begins due to delayed clinic start times and is exacerbated by overbooking and 

appointments exceeding the scheduled time. Most patients arrive early for their appointments 

and more realistic appointment scheduling could minimise delays. The craniofacial 

department has introduced 20 minute regularly spaced as a result of this study, the results of 

which will be available for presentation.  

 

Education Winner 

 

Simulation training incorporating a smartphone app increases Foundation Doctors' 

confidence in managing cardiac arrest. 

Dr Aidan Joyce, Dr Emma Norman, Dr Richard Thomas 

 

Background (context setting) 

Cardiac arrest demands prompt, effective treatment if the best possible outcomes are to be 

achieved. Previous research has demonstrated increased confidence and improved 

performance of skills following simulation based training.1   

A plethora of  medical smartphone apps exist, but there is currently little evidence as to their 

clinical usefulness. 

Methods 

Pre- and post-intervention questionnaire to evaluate: 

(i) FY2s (n=20) level of experience of cardiac arrests and (ii) their confidence in performing 

related clinical skills. (iii) The acceptability and usefulness of ‘Resus Algorithms’; a 

smartphone app. 

Intervention: Two 90 minute sessions of simulation training, using the smartphone app during 

scenarios as trainees felt appropriate.  

Results 

65% of respondents had attended less than 5 cardiac arrests. Following simulation training, 

confidence in using the defibrillator increased from 30% to 97.5% and confidence leading a 

cardiac arrest team increased from 5% to 67.5%. 

93% found using a resus app helpful in training and 75% agreed they would consider using it 

at a cardiac arrest.  

Key messages 

Simulation training increases Foundation Doctors’ confidence in the skills required to 

manage cardiac arrest.  

FY2s consider a smartphone app to be a useful aid in the management of cardiac arrest.  

References 

1. Knowles T, Rea B, Duke O, et al: Does deliberate practice with high fidelity simulation 

training improve the resuscitation technique of UK final year medical students? Resuscitation 

2013;84(S90):0300-9572 
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Sustainability Winner 

 

Use of Intravenous Iron improves quality of care for Iron deficiency anaemia – An 

Audit presentation 

Dr Sunita Sadheura, Dr Joseph Appiah, Dr Rickin Dattani 

 

Iron-deficiency is the commonest type of anaemia. The mainstay of treatment, in addition to 

addressing the cause, is providing oral iron supplementation and blood transfusions. 

However, this can be irritant to the gut, giving significant side effects leading to poor 

compliance and delaying recovery. The intravenous replenishment of iron carries a solution 

to most challenges noted above, considering the antigenic potential and risk of anaphylactoid 

reactions. Newer formulations like ferrous-carboxymaltose (FC) have become available, 

being associated with lower risks and improved tolerability. Moreover, FC can be given over 

shorter periods of time reducing administrative and overhead-costs. 

Method: We retrospectively looked at all patients (211), who had infusions of up to 2000mg 

of FC at our DGH. For each patient we recorded the packed-red-cell (PRC) units, oral iron 

preparations and haemoglobin (Hb) levels pre and post FC infusion. 
Results: 

 

 

Conclusion: Parenteral-FC reduces the need for regular blood transfusions and oral iron. FC 

maintains healthy Hb levels and decreases the incidence of gastrointestinal side effects and 

transfusion associated reactions. Comparing the cost, one FC infusion versus a single PRC 

transfusion saves £276.98. Given the savings made from reduced need for blood transfusions 

we can say that quality improvement goes hand in hand with cost efficiency. 

 

Can the MRI scan and MR-arthrogram (MRA) be trusted for preoperative planning in 

shoulder arthroscopy? 

Dr Georgiana Zamfir, Dr Georgios Arealis, Mr Mark Hamlet, Mr Neil Ashwood 

 

Background  

The aim of our study is to evaluate the diagnostic accuracy of MRI and MRA for the 

preoperative planning in shoulder arthroscopy. 

 



 
 
 

 

Methods 

In this retrospective study, MRI scans and MRA of patients treated with shoulder arthroscopy 

were retrieved and the report’s findings were compared to the intraoperative findings.  

For a 2-year period (01/05/2012–30/04/2014) out of 248 patients treated arthroscopically for 

shoulder pathology 44 had MRA/ MRI scans. Of them 4 patients had inadequate data. The 

remaining patients (40) were divided in three groups (group 1 shoulder instability, MRA 

(n=17), group 2 cuff tears, MRI (n=20), and group 3 frozen shoulder, MRI (n=3)). 

Results 

MRA was diagnostic in 14 (82%) patients in group 1. In 3 cases the report was normal but 

anterior labrum repair was required arthroscopically.  

MRI was diagnostic in 17 (85%) cases in group 2. It missed only one (5%) cuff tear. Since 

MRI is not routinely indicated in frozen shoulder, it was unable to confirm the diagnosis in 

all cases in group 3. 

Key messages 

MRI is not useful for the diagnosis and preoperative planning of frozen shoulder, in contrast 

it is reliable when investigating cuff tears. Surgeons can’t rely solely on the MRA when 

planning instability repair. 
 

The Management of Low Grade Cervical Cytology 

Dr Gemma Lysycia, Mr Nicholas Wood 
 

Background  

Current guidance is unclear and limited regarding the management of low grade cervical 
cytology 
Current evidence: 

• Before HPV triage 50% of women with low grade smears would revert to normal 
without treatment 

• Colposcopy PPV for distinguishing LG from HG CIN is only 57% 
Risk of significant disease with normal colposcopy and low grade smear is extremely small 
(ie very good NPV) 
Standards 

• If smear –ve return to routine recall 
• If smear borderline repeat smear 12 months 
• If smear mild for further colposcopy and smear within 12  months 
• Moderate or worse colposcopy and biopsy 
• If lesion not resolved within 2 years then a biopsy is warranted if not performed 
• Women usually elect for treatment within 2 years 

 

 

 

Methods 

All LTHTR colposcopy low grade referrals (HRHPV +ve) were looked at from January to 

July 2013 and the action at first visit and follow up audited. 

Results 
Practice varies dramatically between colposcopists and there is still much contention amongst 

the correct management of cervical cytology. 
 

 



 
 
 

 

The Role of High Intensity Focused Ultrasound (HIFU) in Pancreatic Tumours 
Dr Francesca Th’ng, Mr Gavin Browning 
 

Background: Use of non-invasive high intensity focused ultrasound (HIFU) to treat tumours 

is still relatively new to the United Kingdom and its use is under close surveillance by the 

National Institute for Health and Clinical Excellence (NICE) team. 
This systematic review is to analyse the effectiveness and safety of HIFU in pancreatic 

tumours. 
Methods: Data obtained from publications in PubMed, MEDLINE and Cochrane, from 

January 2000 to December 2013. Studies on HIFU with other concurrent therapies were 

excluded. Eleven clinical studies and four case reports were selected. Results analysed with 

IBM SPSS Statistics.  
Results: Patients with inoperable pancreatic tumours who received HIFU experienced 

reduced cancer-related pain by up to 87.5%. The improved overall 1 year survival rate post 

HIFU in Stage 2, 3 and 4 pancreatic cancer is 100%, 41% and 6.5% respectively. The median 

time to tumour progression is 5 months post treatment. HIFU also reduces CA19-9 levels - 

25% became undetectable. Case reports also reveal that HIFU helped palliate hypoglycaemic 

crises and stopped tumour progression with sustained efficacy for up to 25months. Several 

complications were noted.  

Key Messages: HIFU proves to be a promising therapy for inoperable pancreatic tumours 

and in improving quality of life. 

 

The role of resistance training as injury prevention in 

professional football (soccer) 

Dr Nick Bishop 

 

Background: Injuries in football are commonplace both in the amateur sportsman and elite 

athlete. Yet with transfer fees, players’ wages and trophy prizes becoming ever more 

financially lucrative, it is imperative for players to remain injury free. Resistance training has 

been incorporated into football training regimes for its positive effects on performance, 

including sprint speed, shot power and increased vertical jump (1). However previous studies 

have overlooked the potential beneficial effects on injury prevention. 

Methods – Literature review assimilating research over the last 20 years by using 

specified search terms on relevant journal databases. 

Results – Resistance training was shown to reduce risk factors for injury including: 

improved running biomechanics; strengthening weaker muscle groups; and improving 

muscular imbalance (2). Resistance training also decreased both new and recurrent hamstring 

injuries in professional footballers (3). Eccentric hamstring loading exercises showed the 

most benefit, having a unique property of simultaneous contraction and lengthening of the 

muscle, creating elastic and strong muscles (4). 

Key messages – Resistance training displays benefits for injury prevention for 

professional footballers; seen most significantly with eccentric hamstring loading exercises. 

However, more research is required to identify if other areas yield similar results. 

references 

3. J. Helgerud, G. Rodas, O. J. Kemi, J. Hoff. International Journal of Sports Medicine, 

201;32:677-82. 

4. Myer, Gregory D, Ford, Kevin R, Palumbo, Oseph P, et al. Neuromuscular 

Training Improves Performance and Lower-Extremity Biomechanics in Female 

Athletes. Journal of Strength & Conditioning Research, 2005;19(1):51-60. 

3. C. Askling, J. Karlsson, A. Thorstensson. Hamstring injury occurrence in elite 



 
 
 

 

soccer players after preseason strength training with eccentric overload. Scandinavian Journal 

of Medicine & Science in Sports, 2003;13:244–250. 

4. P C. LaStayo, J M. Woolf, M D. Lewek, L. Snyder-Mackler, T. Reich, S L. 

Lindstedt.  Eccentric Muscle Contractions: Their Contribution to Injury, Prevention, 

Rehabilitation, and Sport. Journal of Orthropoedic and sports physical therapy, 2012: 42:254-

273. 
 

Should rectus sheath catheters replace epidurals following laparotomy? 

Dr Wanding Yang, Mr ECG Tudor,  Mr PM Mackey 
 

Background 

Increasingly, rectus sheath catheters (RSCs) replace epidurals (EPIs) for post-operative 

analgesia after laparotomy, despite little supporting evidence. 

Methods 

A prospective non-randomised observational study was conducted, including patients 

undergoing elective open or laparoscopic-converted-to-open colorectal resection for benign 

or malignant disease.  Patients received either RSC or EPI.  Indication for surgery, mode day-

1 numerical pain score (0-3), time-to-mobilisation, length-of-stay and complications were 

recorded. 

Results 

Of 95 patients, 73 had RSC (M 38:F 35); 22 received EPI (M 17:F 5).  Indication for surgery 

was: RSC [cancer 49; benign 24], EPI [cancer 20; benign 2].  20 RSC patients had 

laparoscopic-converted-to-open surgery; 3 EPI patients.  Mode day-1 pain scores were 

similar: RSC, 0.53; EPI, 0.59; p = 0.39.  Time-to-mobilisation was significantly shorter with 

RSC patients: 2.42 days vs 3.57; p < 0.05.  Length-of-stay was RSC 8.7 days; EPI 9.2 days; p 

= 0.43.  No patients showed secondary complications. 

Key Messages 

RSC has a similar analgesic effect to EPI following open colorectal surgery.  It may therefore 

be a viable alternative, sparing patients EPI-associated complications.  Mobilisation is earlier 

in RSC patients, as patients are not constrained by their analgesic.  Furthermore, RSCs can be 

used safely for up to 7 days post-operatively, providing a greater period of analgesia 

 

Do patients with atrial myxoma merit investigation for extra-cardiac tumours: a single 

centre experience? 

Dr Francesca Th’ng, Mr Ashok Kar, Mr Sotiris Papaspyros, Mr Sai Prasad 
 

Background 

 Benign atrial myxomas are not routinely investigated for extra-cardiac tumours despite 

numerous reports of such myxomas being diagnosed with other malignancies. We sought to 

determine the incidence of this in our unit and to establish if this was relevant to overall 

survival. 

Methods 

This is an observational study of 30 consecutive patients between April 2006 and November 

2011 who underwent surgical excision of symptomatic atrial myxoma. Baseline and peri-

operative data were retrieved from hospital database, and survival information from national 

archive. Incidence of extra-cardiac malignancy and information on imagings was also 

analysed.  

 

 



 
 
 

 

Results 
 Mean patient age was 62.4 years and mean logistic Euroscore was 4.8. There was no 30-day 

operative mortality. The one year operative mortality was 3%. Kaplan Meier analysis of 

survival at one year was 93.3% and at five years was 90%. 

23.3% (n=7) patients had extra-cardiac tumours, 2 of which had family history of cancer. 

10% (n=3) of patients were diagnosed with extra-cardiac tumours post cardiac surgery and 

none had imaging at the time of atrial myxoma excision. 

Key Messages 
Our study highlights that symptomatic atrial myxomas may need further investigations 

including whole-body imaging to exclude concomitant extra-cardiac tumours as this impacts 

on patient long-term survival.  
 

Cervical spine clearance in the elderly: do elderly patients get a bad deal? 

Dr Jes Verwey, M A Edwards, S Herbert, S Horne, J E Smith 
 

Background 

Injury to the cervical spine is an uncommon but potentially devastating consequence of 

trauma.
1
 The elderly are more susceptible to cervical spine fractures, their plain radiographs 

are difficult to obtain and interpret and they suffer more complications due to 

immobilisation.
2–5

 The aim was to investigate whether elderly patients with neck trauma 

require increased use of CT and spend longer immobilised compared to the younger 

population. 

Methods 
A retrospective chart review was undertaken in March 2012 of 35 adults aged 18–65 and 32 

adults over 65 who required cervical spine imaging following trauma. Due to inconsistent 

documentation, the period immobilised was standardised to time of arrival to 15 minutes after 

final imaging. 

Results 
Only 1 of the 35 younger patients compared to 16 of the 32 elderly patients required CT to 

exclude a cervical fracture. Furthermore, elderly patients spent 64.9 minutes longer 

immobilised (p<0.005).  

Key messages 

Clearance of the elderly cervical spine is complex, often requiring advanced imaging and 

more time. This study shows elderly patients with neck trauma undergo CT more frequently 

and spend longer immobilised. More research is required into whether CT as the initial 

imaging modality for the elderly would reduce prolonged immobilisation. 
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Glucagon-like peptide-1 receptor agonists: a comparison in diabetes outcomes in 

Gloucestershire, and insights into the difficulty of real-world research. 

Dr Edmund Watson, Dr Jyothish Govindan 
 

Background 

Glucagon-like peptide 1 receptor agonists (GLP-1 RA) provide a novel means of potentiating 

the incretin effect that minimises the degree of postprandial spikes in plasma glucose . A 

number of GLP-1 RA drugs exist; all have been shown to both improve control of type 2 

diabetes mellitus and facilitate weight loss, and are endorsed by NICE as a third-line therapy . 

We conducted a Gloucestershire-based study to compare outcomes in HbA1c and weight 

between the GLP-1 RAs Exenatide long-acting release and Lixisenatide (once per week and 

once per day subcutaneous injections, respectively). 

Methods 

The clinic letters and blood test results of 88 patients (51 Exen, 37 Lixi) were reviewed, and 

anthropometric, biochemical and clinical data were extracted at 6- and 12-month follow-up 

intervals.  

Results 

For HbA1c, a trend favouring Exenatide was found at 6-months, though this was much 

weaker at 12-months. There was no difference regarding weight loss at either time point. 

Incomplete data collection and loss to follow-up impeded data analysis. 

Key messages 

• At this stage, there can be no definitive recommendation.  

• On HbA1c outcomes alone, Exenatide could be favoured. 

It is very difficult to generate good-quality, decision-shaping conclusions on a post hoc basis 

in clinical practice 

 

Breast Cancer Patients Diagnosed by Breast Screening Programme 

Dr Kay VanHear, Dr Sarah Ellul, Dr Ramona Camilleri, Mr G. Caruana Dingli 

 

Background 

Breast cancer is the most common cancer in Malta. A National Breast Screening Programme 

(NBSP) was introduced in 2009 for women between 50 and 60 years old.  

Method 

The first 112 patients diagnosed by NBSP were compared retrospectively to a matched 

control group of symptomatic patients randomly selected from the Breast Clinic. Patients in 



 
 
 

 

both groups were categorised into those diagnosed with ductal carcinoma in situ (DCIS) and 

those with invasive cancer.  

Results 

In the screening group, 86.2% patients with invasive cancer underwent wide local excision 

(WLE) and 13.8% underwent mastectomy. In the control group 77.2% patients with invasive 

cancer underwent WLE and 22.8% had a mastectomy. 

66.7% of patients in the screened group with DCIS underwent WLE and 33.3% underwent 

mastectomy. In the control group 2.6% of patients had DCIS and these were all treated by 

WLE. 

The average Nottingham Prognostic Index (NPI) of the screening population with invasive 

cancer is 3.28 (95% CI) which is lower than the NPI of the control group 3.74 (95% CI). 

Key Messages 

In the screening group there are more patients with DCIS when compared to the control 

group, and these were more likely to undergo mastectomy than those with invasive cancer.  

 

Severe Pancreatitis following hot snare polypectomy of a distal biliary inflammatory 

polp during ERCP in a heart transplant recipient. 

Dr Ramona Camilleri, Dr Jurgen Gerada, Dr James Pocock 

 

Abstract 

The occurrence of biliary polyps in an organ transplant recipient has never been described. 

Similarly, while pancreatitis can occur after endoscopic retrograde cholangiopancreatography 

(ERCP) or endoscopic ampullectomy, pancreatitis post-distal biliary polypectomy has also 

never been reported. In this case report, we describe a heart transplant recipient who 

presented with biliary obstruction secondary to choledocholithiasis and a distal biliary polyp, 

and who developed severe pancreatitis following hot snare polypectomy of the polyp. 

 

Risk Score for Crohn’s Disease Activity using Red Cell Distribution Width, Platelet 

Count, Erythrocyte Sedimentation Rate and C-Reactive Protein 

Dr Stephanie Galea, Dr Neville Azzopardi, Dr Pierre Ellul, Dr Gabriella Balzan  

 

Introduction 

RDW may be used as a rapid, non-invasive tool in diagnosing Crohn’s disease (CD) activity. 

We have analysed a risk score based on RDW, platelet count, ESR and CRP in correlation 

with active CD. 

Method 

CRP, ESR, platelet count and RDW in patients were assessed and compared with CD 

activity. 308 endoscopies on 161 CD patients were performed. Disease activity was 

determined according to endoscopic and histologic findings. A risk score for disease activity 

was created by attributing 1 point to each elevated marker (CRP, ESR, platelet 

count>400,000; RDW>14.9%).  

Results 

Active disease was present in 191 colonoscopies (62%). RDW, platelet counts, ESR and CRP 

were elevated in patients with active CD (independent samples t-test p <0.005) when 

compared with patients having quiescent disease.  RDW, platelet counts, ESR and CRP had 

low sensitivities (43%, 21%, 68%, 44%) and specificities (73%, 93%, 40%, 64%) in 

detecting disease activity. 

There was a statistically significant difference (p<0.0001) in mean risk score in histologically 

quiescent disease (mean0.9145, n=117) and mean risk score in histologically active disease 

(mean1.461, n=191). 



 
 
 

 

Conclusion 

RDW alone has a low sensitivity in detecting active CD.  The presence of three or more 

elevated biomarkers should raise the suspicion of ongoing inflammation. 

 

The effect of Continuous Positive Airway Pressure on respiratory infections in patients 

suffering from Obstructive Sleep Apnoea 

Dr Sean Apap Mangion, Dr Julian Cassar 

 

Backround 

Continuous positive airway pressure (CPAP) is the standard treatment for obstructive sleep 

apnoea (OSA). The aim of this study is to determine if CPAP use is associated with 

respiratory infections and to identify the organisms that colonize or infect these patients.   

Method 

A prospective, case-controlled study in patients diagnosed with OSA was carried out. 137 

patients were recruited, interviewed using a questionnaire and a nasal swab was taken from 

each patient. Patients using CPAP had additional swabs taken from masks and humidifiers    

Results 
66 (48.2%) patients received CPAP treatment with 60.6% of them having a humidifier. 

78.8% were male, with the majority using a full face mask (63.6%). No significant difference 

was seen in the prevalence of rhinosinusitis, lower respiratory tract infections and hospital 

admissions between CPAP and non-CPAP patients. The presence of a humidifier did not 

influence the prevalence of infections. Commensal flora was predominantly cultured from 

nasal swabs from both groups.  Coagulase Negative Staphylococci and Diphtheroids were the 

main organisms cultured from masks (23.4%) and humidifiers respectively.  

Key Messages 
The use of CPAP, choice of mask and humidifier have no significant impact on the 

prevalence of infections and micro-organisms isolated. These suggest that more research is 

needed to identify potential associations between infective respiratory disease, microbial 

colonization and CPAP use. 

 

Concerns about pregnancy in female patients with Inflammatory Bowel Disease 

Dr Mandy Caruana, Dr Stephania Chetcuti Zammit, Miss Louise Zammit, Dr Pierre Ellul 

 

Background 
Misconceptions about fertility and pregnancy in patients with inflammatory bowel disease 

(IBD) can lead to undue anxiety and unnecessary stopping of medications. The aim of this 

study was to assess the patients’ perspective of pregnancy in relation to IBD. 

Method 
Female patients with IBD were recruited from 6 southern European centres. Patients were 

interviewed through a specifically designed questionnaire. 

Results 
233 patients were recruited. Voluntary childlessness was reported in 27.5% (64) of 

patients. 52.8% (123) were afraid of the possible harm of IBD to the baby, 61.4% (143) 

reported fear of IBD medications causing harm to the baby and 57.9% (135) were scared of 

passing on IBD to the baby. 51.5% (120) feared having a complicated pregnancy because of 

IBD. 

There was a statistically significant association between the level of education (p<0.047), 

counselling by health care professionals about fertility and IBD (p<0.003), discussion of 

safety of medications during pregnancy with other patients (p<0.001) and consideration of 



 
 
 

 

pregnancy. Considering not having children was positively correlated with lack of 

counselling delivered by health care professionals (coefficient 1.147). 

Conclusion 
These results indicate that female patients should be actively counselled about IBD, fertility 

and pregnancy as to alleviate anxiety and remove any misconceptions. 

 

Cervical cancer screening and prevention among females with inflammatory bowel 

disease 

Dr Mandy Caruana, Dr Stephania Chetcuti Zammit, Miss Louise Zammit, Dr Pierre Ellul 

 

Background 

Patients with inflammatory bowel disease (IBD) on immunomodulators have a higher 

incidence of abnormal Pap smears. The aim of this study was to assess patients’ knowledge, 

rate of cervical smear testing and uptake of HPV vaccine. 

Method 

Female patients with IBD were recruited from 6 southern European centres. Patients were 

interviewed through a specifically designed questionnaire. 

Results: 

233 female patients (mean age 40 SD ±11.9) were recruited.  

Most patients (211; 90.6%) claimed that females with IBD should undergo regular cervical 

smears. 15.9% (37 patients) were counselled by health care professionals to undergo regular 

smears. This was only done in 6.89% (16) of cases by gastroenterologists and 9.44% (22) by 

gynaecologists. 74.7% of patients (174) were undergoing regular screening. 92.3% (215 

patients) had a normal smear test. 

61.8% (144) of patients received information about the HPV vaccine. Most information was 

given by gastroenterologists (89 patients; 38.2%) and gynaecologists (36 patients; 15.5%). 

Only 4.29% (10) of patients had received the vaccine. 

Conclusion 

This study demonstrates that although patients have an adequate knowledge about cervical 

Pap smears and HPV vaccines, their uptake is very low. There should be specifically 

designed clinics to help increase the prevention of such a preventable pathology 

 

Improving In - hospital diabetic management by various staff and grades involved in 

patient care 

Dr Shuaib Ellahi, Ellen Melland, Dr Martin McCormack  

Background 

Diabetes related co- morbidities increase the need for surgical procedures, it is estimated at 

least 10% of patients undergoing surgery have diabetes. Surgery in diabetic patients is 

associated with longer hospital stay, greater perioperative morbidity and mortality, and higher 

health care resource utilization than non-diabetic subjects.  

Methods 

A questionaire was designed to assess staff in regards to managing diabetic patients pre-

operatively.  

These questionnaires were distributed to various staff, at random, within the first 4 months of 

the academic year. Following this changes were implemented in order to improve initial 

results. The same questionaire was then re-distributed in the last 4 months of the academic 

year.  

Results 

Following interventions; staff awareness of guidelines improved from 47.1 % to 85.3% 

(p<0.005), staff that were aware of how to access guidelines improved from 59.8% to 76.5% 



 
 
 

 

(p = 0.207), staff whom had undergone training improved from 0% to 61.8% (p< 0.001) and 

the overall management of hypothetical diabetic scenarios improved from 42.6% to 89.4% 

(p<0.001).  

Inappropriate VRII commencement was reduced to 0% following interventions.  

Key messages 

Effective organised educational sessions alongside increased availability of guidelines is an 

effective method to improve management of diabetic patients, reducing uncertainty and 

confusion amongst staff as well as improving confidence. The changes proposed also reduced 

the initiation of inappropriate VRII’s in diabetic patients.  

 

The Use of Medium Fidelity Simulation Training to Support Curriculum Requirements 

and Improve Confidence Levels to be a Part of M.E.T Team: An Analysis of 

Foundation Year Trainees (FY1 and FY2) in a District General Hospital 

Dr Wai Chan, Dr Daniel Woodcroft), Darshan Pandit 

 

Background 

Medium fidelity simulation training is an established tool that has been shown to improve a 

medical trainee’s ability to manage acute medical emergencies(1). Previous studies have 

shown an increased level of confidence in medical professionals following simulation(2). We 

aim to reassess the confidence levels following simulation training in junior doctors and find 

out whether it supports the curriculum requirements of foundation trainees.  

Methods      

A questionnaire was devised based on the levels in Kirkpatrick’s Framework to evaluate 

simulation training as an educational tool(3). The trainees either took part in the simulation 

and/or observed it. Responses were noted. 

Results 

We had 60 responses. Overall there was a positive reaction to the training from most doctors 

with 97% (58/60) agreeing that the training was beneficial to their learning. 95% (57/60) 

thought that it enhanced clinical practice/ability to manage acutely unwell patients. Most 

trainees agreed that the training supported the acutely ill and teamworking aspects of their 

curriculum.  

Key Messages 

The responses demonstrate that it improved their clinical practice in managing unwell 

patients that they will be expected to manage as part of a MET team. Simulation training can 

also be used to support at least part (9 out of 12 domains) of foundation trainees’ curriculum 

requirements. 

References  

1. Ruesseler M et al. Simulation training improves ability to manage medical 
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Medical Education - The Peer Led Teaching Programme Quality Improvement and 

Assurance Project 

Dr Jason Gandhi, Dr James Blackburn 

 

Aim 

A qualitative study, designed to identify the strengths and weaknesses in the Peer Led 

Teaching teaching design was carried out in order to create improvements 

Method 

At the end of the academic year, a questionnaire was disseminated to the FY1’s. 

Analysis 

All 16 respondents gave an above average rating and the vast majority regarded the teaching 

as engaging and directed at the right level for current training needs. Feedback showed 

presentations were researched well and proved to be evidence based. The most striking 

positive was the diverse range of topics chosen and this was because it was on a peer driven 

structure. Presenters delivered topics mainly from the speciality they were based on at the 

time. 

Improvements 

A more rigid feedback system requirement has been identified. Speciality trainees will be 

invited to offer their assistance in creating a quality assured structure. Presenters will then be 

put in touch with  speciality trainee’s of that particular discipline they will be presenting on. 

This will benefit the presenter, the audience and the speciality doctor. 

Conclusion 

The Peer Led Teaching initiative has been received positively. The strong teaching ethos in 

training doctors has allowed the programme to flourish. Through the implementation of  a co-

ordinated formal feedback structure, the peer led teaching programme will continue to excel 

in delivering high quality, evidence based teaching. 

 

Developing the training post for foundation doctors within the perinatal mental health 

team 
Dr Helena Thelin Johansson, Dr Julia Brooks 

 

Background 

Mental illness ‘affect[s] one in four of the population’(1) therefore whatever career path a 

doctor choses an understanding of mental health is essential for good patient care. There is an 

ongoing shift towards broadening foundation programme (FP) training to include community 

and psychiatry posts. 

The new FP posts within inpatient and community perinatal settings were established in 

August 2014. This project was motivated to overcome some of the challenged faced in the 

infancy of these posts. The aim is to optimise contribution to service provision and maximise 

training opportunities.  

Method 

Information was gathered by: reviewing the literature of psychiatry in foundation 

programmes; contact with other perinatal services nationally; questionnaire to all MDT 

members; discussion groups with programme director, supervisors, doctors and service 

managers. 

Results 

There are only 8 foundation doctors in perinatal psychiatry nationally therefore there is 

limited experience of this role in this specialist area. The questionnaire highlighted the 

practical opportunities to develop transferable skills within the perinatal team meanwhile 

improving service provision.  



 
 
 

 

Key Messages 

The development of a defined job role, training agreement and a more formal induction 

programme specific to perinatal psychiatry will assist future FP doctors to maximise the 

opportunities from the outset of taking up this post. 

References 

1. ‘Broadening the Foundation Programme’ February 2014. Developing people for health and 

healthcare. NHS Health Education England 

 

Enhancing the teaching skills of foundation doctors within a structured revision course 

for final year medical students. 

Dr Georgia May Connolly, Dr Giles Dixon, Dr Clair Brunner 

 

Background 

Developing the clinical teacher is a key learning objective in the foundation programme 

curriculum. All foundation year doctors must demonstrate involvement in teaching (1). 

Opportunities to develop these skills can be restricted by clinical commitments (2). We 

provided opportunities to teach medical students within a structured finals revision course, 

alongside a “teach the teachers” session. 

Methods 

We designed a course, consisting of 4 hours of weekly teaching for 8 weeks. This was 

delivered by foundation doctors from UHBristol, who volunteered for sessions and were 

provided with a syllabus guide. A “teach the teacher” seminar was incorporated into the F1 

teaching programme. Anonymised feedback was collected from the teachers, rating their 

confidence and teaching skills. 

Results 

Junior doctors felt more confident about teaching (mean 7.52 to 8.11 out of 10) and felt their 

teaching skills had improved (8.5/10) following their session. Confidence improved by 2.6/10 

after the “teach the teachers” session, and qualitative feedback highlighted a need for more 

formal teaching training. 

Key massages 

1) One hour of teaching skills training improves confidence of junior doctors to teach. 

2) Further formal teaching skills training is needed. 

3) Partaking in a structured programme of teaching improves confidence to provide 

further teaching. 

References 

1. The Foundation Programme. Foundation Programme Curriculum, July 2012, 

http://www.foundationprogramme.nhs.uk/pages/home/curriculum-and-

assessment/curriculum2012 

 Spencer, JA. Learner centred approaches in medical education, BMJ 

 

Re-audit of Satisfaction with Foundation Training Programme at Tameside General 

Hospital. 

Dr Hannah Richardson, Dr Siobhan Allen 

 

Background 

Formal Foundation Programme teaching is key to education of junior Doctors’. Four hours of 

bleep-free teaching a week is mandatory. The initial audit of FY1 teaching against North 

Western Deanery Guidelines, performed in April 2013, was re-audited one year later, 

completing the audit cycle.  

http://www.foundationprogramme.nhs.uk/pages/home/curriculum-and-assessment/curriculum2012
http://www.foundationprogramme.nhs.uk/pages/home/curriculum-and-assessment/curriculum2012


 
 
 

 

Methods 
A standardised questionnaire from 2013 was circulated to FY1 trainees.  

Results 
Response rate 71%. Satisfaction regarding teaching has improved since the changes (4.5/10 

to 6.1/10), as has the relevance, improving from 5 to 6.4/10. ‘Bleep-free’ teaching improved 

from 0% in 2013 to 59% in 2014 with 65% reporting a designated person holding bleeps, up 

from 8%. Attendance at teaching also increased and qualitative analyses of suggestions was 

performed. Good areas include practical sessions, acute illness training and peer-teaching. 

Areas for improvement include facilitating ‘lessons learnt’, lack of senior doctor teaching, 

multiple cancellations and clinical obligations.  

Key Points 

Overall satisfaction regarding teaching at TGH has improved in the past year. Junior doctors’ 

input in to the teaching programme has improved its relevance and standard, whilst posters in 

the hospital are ensuring a higher proportion is bleep-free. Future areas for improvement and 

audit relate mainly to logistical issues opposed to quality of teaching.  

 

Improving the process of venepucture within a district general hospital 

Dr Anna Clements, Dr Abiha Bhatti, Dr Alexander McFarquhar 

 

Background 

During an “on-call” shift, doctors are required to assess patients on unfamiliar wards, often 

performing venepuncture. This involves printing a blood-test request and gathering 

equipment. We aimed to improve patient safety by minimising the time spent on this, 

therefore allowing doctors more time to assess unwell patients.  

Methods 

Initially, one junior doctor was placed on an unfamiliar ward, and the time taken to print a 

request and to gather the necessary equipment was recorded. This process was repeated on all 

21 adult wards within the hospital, both before and after the proposed interventions. 

In order to reduce the time taken to print a request form, computers were clearly labelled with 

the correct information needed to access the ward printer.  

A clear system of labelling was introduced to treatment rooms. 

Results 

Initially, an average of 137 seconds was spent gathering venepuncture equipment. After the 

labelling system was implemented, this decreased to 48 seconds- 87 seconds quicker 

(p<0.001). 

Without interventions, printing request forms took 213 seconds on average. With the 

labelling system implemented, this decreased to 70 seconds- 143 seconds quicker (p<0.001). 

Key messages 

Our interventions have proven effective, thereby improving patient safety and saving time 

and money within the NHS.  

 

Post-operative C-reactive Protein Testing: A Quality Improvement Project 

Dr Sarah Prattley, Roxanne Parris 

 

Background 
C-reactive protein (CRP) is an acute phase protein associated with infection, inflammation, 

trauma, tissue infarction and malignancy. (1) CRP exhibits an exponential rise in serum 

levels 6‐8 hours after acute tissue injury, reaching a peak approximately 48 hours, before 

returning to baseline, however individual response can vary. (1,2) Therefore interpretation 

after elective surgery is difficult.   



 
 
 

 

While the test itself is £1.44, repeated unnecessary use escalates overall cost to the trust.  

Methods 

Initially 152 patients and their CRP tests were examined retrospectively over eight-weeks. 

Implementation of junior doctor education subsequently occurred, and final repeat of data 

collection.  

Results 

Initially day one postoperative CRP tests were ordered on 39% of elective postoperative 

patients. Results varied day one from 2 – 281, with average CRP being 45. Patient’s that had 

a day one CRP were more likely to have day two and three tests. After implementation of 

changes day one CRP testing reduced to 25%.  

Key Messages 

Day one CRP tests should not be ordered given the variable and individual response, giving 

little or no benefit to the clinical picture, and care should be taken on days two and three.  

Reducing the amount of unnecessary CRP tests has saved significant hospital funds.   

References 

1. Cole D,Wais A, Scoi‐Coombes D, Avades T. Clinical Utility of perioperative C‐
reactive protein testing in general surgery. Ann R Coll Surg Engl. 2008;90:317‐321  

2. Chana RS, et al. Role of C-reactive Protein in monitoring postoperative infection in 
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Patient safety and quality improvement in the form of an audit on a Clinical Decision 

Unit of a tertiary care hospital in the United Kingdom. 

Dr Lavanya Vimalan, Dr Ceri Spencer 

 

Background 

Patient safety and good clinical care are imperative for providing an efficient Accident and 

Emergency service. However, time targets exert extreme pressure on departments across the 

country.  

The Clinical Decision Unit (CDU) is an innovative way to manage conditions seen in A&E 

which require over 4 hours for treatment or further investigations without need for admission. 

Method  

This was a retrospective re- audit using data from the notes of 300 patients admitted to the 

CDU of a tertiary care hospital in the United Kingdom in May 2014. The method was the 

same as that of the initial audit in September 2013 to achieve comparable data 

Results 

The re-audit showed a significant improvement in both the appropriate and safe use of the 

CDU and a reduction in patient admissions.  

Key Message 

The audit highlighted the values of a successful CDU not only on patient safety in busy A&E 

departments but also hospitals as a whole. The results illustrated the challenges inherent in 

implementing a range of protocols in a busy clinical area and highlight the most likely 

elements which may not be consistently followed. This will help others when designing 

operating policies and procedures for similar units 

 

 

 

 

 



 
 
 

 

St Mary’s Adult Resuscitation Training (SMART) – Improving Foundation Doctors’ 

Competencies in Managing Medical Emergencies Through High-Frequency Simulation 

Training. 

Dr Guy Parsons, Dr Neena Singh, Dr George Townsend 

 

Background 

The transition from medical school to medical practice as a Foundation Doctor can be 

fraught, particularly with regards to dealing with medical emergencies. Concerns about 

applying theoretical knowledge practically in these pressured settings, often for the first time, 

and dealing with the human factors involved can impair confidence in tackling these 

emergencies. To address similar concerns raised by our Trust’s junior doctors the authors 

created a high-frequency simulation training programme (St Mary’s Adult Resuscitation 

Training - SMART) to build confidence and knowledge in a safe environment.       

Methods 

The authors used frequent sessions of combined didactic teaching and hands-on high-fidelity 

simulation training to test, improve, and cement both the knowledge and the confidence 

required to deal with a range of common medical emergencies. Progress was assessed using 

structured evaluation forms and trainee questionnaires     

Results 

The authors noted improved theoretical, practical, and communication skills amongst the 

junior doctors on the programme.  

Key Messages 

High-frequency high-fidelity simulation training demonstrably improved our Trust’s 

Foundation Doctors’ abilities to tackle medical emergencies with greater ability and 

confidence. This is a medium and a programme that is suitable for wider use.  

Making the best use of Clinical Radiology - Audit on awareness regarding the Royal 

College of Radiology (RCR) guidelines on requesting imaging investigations amongst 

Foundation Doctors in a DGH 
Dr Georgiana Zamfir, Dr Rajasekhar Garikipati 

 

Background  

The aim of our study is to establish if there is any knowledge in terms of the existing 

guidelines from the RCR regarding requesting imaging investigations amongst Foundation 

Doctors in our hospital. 

Methods 

This prospective study includes all Foundation Doctors working at Queen's Hospital, Burton-

on-Trent (28-FY1s and 26-FY2s). They were asked to complete a questionnaire relating to 

the awareness of current RCR guidelines when requesting imaging investigations during their 

day-to-day work and if they feel there is a need in introducing training on this topic during 

the Trust induction. 

Results 

All replied to the questionnaire saying they are not aware of any current RCR guidelines. 

They also said they did not receive any specific training regarding this when joining the 

Trust. Most learn how to request imaging investigations on the job, under seniors' guidance. 

64.28% -FY1s and 69.23%-FY2s said they would be happy to receive induction on how to 

safely request imaging investigations. Only 7.14%-FY1s and 7.69%-FY2s said there is no 

need for further training. 

 

 

 



 
 
 

 

Key messages 

iRefer is an essential radiological investigation guidelines tool, providing information about 

the most appropriate imaging investigations/ intervention for a given diagnostic or imaging 

problem. It was developed to ensure patients benefit from timely and accurate diagnosis. 

 

Near-Peer Teaching Program: Improving interactions between junior doctors and 

medical students 

Dr Alistair Brown, Dr Mhairi McNeill, Dr Jacob Day, Dr Canice O’Mahony, Dr Oliver 

Stanbridge 

 

Background 

As junior doctors in busy teaching hospital we found opportunities to teach students were 

limited.  Students at Exeter medical school are attached to a different clinical firm every week 

and spend time away from the wards in formal teaching.  Limited contact time with junior 

doctors leaves minimal time to build relationships and deliver teaching.   

Last year we trialled an online tutorial booking system.  However, the demand for teaching 

exceeded the number of tutorials offered by doctors.  The barriers identified were not 

knowing what to teach and limited contact with students prior to teaching. 

Methods 

This year we have launched a new ‘near-peer’ teaching program.  The new program pairs 

doctors with a group of three students.  Doctors are required to deliver at least three tutorials 

aimed at preparing the students for their final exams.  Tutorials and feedback are logged 

centrally online.  Doctors attended a training evening to learn how to plan and deliver 

teaching, and what students wanted to be taught. 

Results 

To date 26 doctors have been assigned to 76 students preparing for their final exams.  Tutors 

have begun to deliver tutorials to students and we are collating feedback. 

 

Key Points 

Continuity and training are important in the delivery of an effective teaching program. 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
 
 

 

Case Reports Abstracts 2015 

 

Winner 

 

Case report: Pulmonary Torsion 

Dr J. P Hutton 

 

Background 

I present a case-report of a very rare clinical entity encountered on my respiratory placement; 

that of spontaneous lung torsion. There have only been 3 case reports of this condition in the 

English-language since 1988. This contains excellent examples of the radiological features of 

this disease as well as an up-to-date discussion of pulmonary torsion. 

Case 

A 72-year-old man with a history of rheumatoid arthritis on multiple immunosuppressants 

was admitted with headache and fever. Examination demonstrated coarse crepitations 

throughout the right upper zone. Chest radiograph revealed consolidation in the right upper 

zone. 

His immunosuppressive agents were stopped and he was treated with intravenous antibiotics 

to good effect. Unfortunately seven days into his admission, he awoke feeling dyspnoeic, 

with cough, haemoptysis and right-sided pleuritic pain. Examination demonstrated decreased 

air entry in the right lower zone. Repeat chest radiograph appeared to demonstrate complete 

resolution of the right upper zone consolidation and new right lower zone consolidation with 

loss of clarity of the right hemidiaphragm and the right heart border.  

Subsequent CT scan confirmed spontaneous pulmonary torsion. The patient was transferred 

to the local cardiothoracic centre for urgent thoracoscopy. He was treated with a right upper 

and middle lobectomy and was discharged home. 

 

Runner Up 

 

A Gentleman Presenting with Gait Disturbance and Cognitive Decline 

Dr Giulia Attard Navarro 

 

A gentleman presenting with gait disturbance and cognitive decline 

Giulia Attard Navarro; Foundation Doctor II; Department of Neurology 

Mater Dei Hospital, Malta 

Introduction 

A unique case that deals with an uncommon condition and demonstrates the importance of 

follow-up of patients for evolution of new symptoms and signs over time.  

Case Description 

A 38 year old gentleman first presented with a history of progressive gait disturbance and 

frequent loss of balance. No past medical history or drug history of note; in addition, he 

denied alcohol or substance abuse. Of possible significance, his mother had a previous 

history of falls.   

Neurological examination was initially completely normal except for a wide-based, unsteady 

gait. He was extensively investigated, with no positive findings. 

During follow up visits, significant deterioration in his gait and cognition was noted, as well 

increasing skin pigmentation; radiological (MRI) imaging showed symmetrical white matter 

changes and adrenal insufficiency was also diagnosed. Seizures were a later complication 

requiring admission to hospital.  



 
 
 

 

Gait and cognitive decline, hypoadrenalism and seizures  strongly suggested 

adrenoleukodystrophy.  

Discussion 

A rare disease with poor prognosis, however requiring supportive treatment to prevent life-

threatening complications. Genetic counselling is a fundamental part of management to 

reduce incidence. 

 

An atypical case of dyspnoea 

Dr Polyvios Demetriades, Dr Russell Davis 

 

Background 

Topical corticosteroids have been previously associated with suppression of the 

hypothalamic-pituitary-adrenal (HPA) axis and Cushing’s syndrome. 

Case 
A 42-year-old male was admitted to our hospital with dyspnoea. His medical history revealed 

extensive psoriasis for which he applied a potent topical steroid over large areas of his body 

for 4 years, against medical advice.  

On admission he was found to be in pulmonary oedema. His blood pressure was elevated to 

240/138mmHg.   Examination revealed signs of Cushing’s syndrome. Echocardiography 

showed features of hypertensive heart failure. Laboratory investigations showed features of 

Cushing’s and confirmed HPA axis suppression. Other causes of secondary hypertension 

were excluded. He was diagnosed with hypertensive cardiac failure secondary to topical 

steroid-induced Cushing’s syndrome. Following treatment he made a good recovery and 

steroids were weaned off. Repeat echocardiogram showed complete resolution of heart 

failure. 

Discussion 
Topical steroids are a recognised treatment of severe psoriasis. However, their use should be 

limited due to systemic side effects. One of these side effects is Cushing’s syndrome, which 

is strongly linked with hypertension. Prolonged, uncontrolled hypertension can be 

catastrophic due to cardiovascular complications, as in the case we describe. 

 

 

Key messages 

We strongly encourage clinicians to be alert and recognise causes of secondary hypertension 

in order to prevent end-organ damage. 

 

A case of extensive haematoma following pacemaker implantation in a patient taking a 

novel anticoagulant 

Dr Polyvios Demetriades, Dr Russell Davis 

 

Background Anticoagulant usage in cardiac pacemaker implantation is associated with 

increased bleeding complications, but lower risk of thrombotic events.  

Case details A 76-year old male taking rivaroxaban for atrial fibrillation attended to our 

hospital for cardioversion. Unfortunately, following the procedure he developed complete 

heart block and was listed for urgent pacemaker implantation. His treatment was not 

discontinued. Following the procedure he developed extensive anterior chest wall haematoma 

extending into his left arm and abdominal wall (Fig 1). His haemoglobin dropped by 22g/l. 

During his admission, rivaroxaban was paused for one week and the haematoma improved. 

Discussion Patients on anticoagulation undergoing surgical procedures propose a challenge 

to manage. Pausing anticoagulation is associated with risk of stroke and thus is not 



 
 
 

 

recommended. Evidence on the use of novel anticoagulants is currently limited. Current 

guidelines suggest that their use should be resumed 6-8 hours following procedures with 

complete and immediate haemostasis. Further evidence on novel anticoagulants is now 

emerging and will help guide decisions. 

Conclusion We recommend clinicians to be aware of the bleeding and thrombotic risks of 

patients on novel anticoagulants undergoing procedures and weigh decisions about their 

management on an individual level.   

Figure 1. Extensive haematoma following pacemaker implantation in  a patient taking a 

novel anticoagulant 

 
 

 

 

 

 

A Rare Case of Jejuno-Ileal Intussusception Secondary to a Gastrointestinal Stromal 

Tumour 

Dr Lakshmi Santharam, Dr Annabel Stout 

 

Gastrointestinal stromal tumours (GISTs) are rare tumours of the GI tract making up 0.2-1% 

of gastrointestinal malignancies
1
. First identified by Mazur and Clark in 1983

2
 these 

mesenchymal tumours can occur anywhere along the gastrointestinal tract
1,3

. Their relative 

rarity combined with non-specific presentation results in tumours often remaining 

undiagnosed until surgery or histological examination
5
. Presentation as a lead point for 

intussusception is particularly rare. We present the first case of GIST leading to 

intussusception at the jejuno-ileal junction in an otherwise well patient prior to presentation. 

Provisional diagnosis was made during emergency laparotomy, and confirmed through 

histological analysis. A typical immunohistochemical profile was identified, after which the 

patient was commenced on adjuvant Imatinib therapy. Here we discuss the classical 

presentation of intussusception and GIST. Further consideration of the investigation and 

treatment options of GISTs are also presented. 
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Neonatal threat from maternal leptospirosis 

Dr Mandy Caruana, Dr Tonio Piscopo, Dr David Pace 

 

Leptospirosis remains a neglected disease that can be vertically transmitted and which may 

pose a life threatening risk to the neonate. We report a male neonate born to a 32-year-old 

lady who was hospitalised with leptospirosis during the 34
th

 week of gestation. We review all 

published cases of leptospirosis in pregnancy from 1927 to 2014 and discuss the difficulties 

in diagnosing leptospirosis in neonates which led us to treat this infant empirically. Increased 

awareness of leptospirosis is necessary for early recognition of leptospirosis during 

pregnancy and prevention of serious sequelae, including death, in both the mother and her 

unborn infant. 

 

Lung cancer presenting as Acrometastasis 

Dr Avgi Andreou, Dr Asad Ali 

Background: 
Metastatic carcinoma is the most common bone malignancy but only 0.1% of primary tumors 

metastasize to the hand, the three most prevalent primaries being lung, renal, and breast 

carcinoma (1). Acrometastasis is a sign of advanced disease and amputation appears to be the 

preferred method of treatment in reported cases (2, 3). 

Case presentation 
A 43 year old male smoker presented with a 10 week history of right thumb pain and 

swelling. The initial diagnosis was that of osteomyelitis of the distal phalanx of the thumb 

after radiological findings showing a destructive lytic lesion. Follow-up with MRI 

investigation showed soft tissue changes more consistent with a chondro-sarcoma diagnosis. 

Following, the patient was admitted with haemoptysis and chest radiograph showed opacities 

in the right lung. Further investigation with CT of abdomen and thorax showed a bronchial 

carcinoma, staged T4N2M1b, with liver deposits. Performance status was 4 at the time of 

metastatic carcinoma diagnosis so he received best supportive treatment with thumb 

amputation and home oxygen. He was re-admitted with desaturation and passed away shortly 

after.  

Key messages 
This case report highlights the importance of a systematic approach to unexplained bone pain 

and the inclusion of metastatic cancer in the differential diagnosis of current or ex-smokers.  
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Small for gestational age baby- morbidity and mortality meeting case presentation 

Dr Shabnam Javed 

 

Background 
The obstetric department at The County Hospital has monthly meetings with the paediatric 

team to review cases that had a bad outcome to find out why they occurred.  

Case report 
32 year old female who was gravida 6 and para 5 with a history of placental abruption, small 

for gestational age (SGA) baby and post-partum haemorrhage. She was a non-smoker with no 

alcohol intake in pregnancy. All booking investigations were normal. She was restarted on 

clexane at 15 weeks and advised to continue 6 weeks postnatally. Her 20 weeks anomaly scan 

was normal. She had another scan at 32 weeks which showed normal growth. At 37 weeks 

gestation she was admitted with no fetal movements and headaches. She had CTG monitoring 

which showed a pathological CTG. A decision for emergency caesarean section was made 

and a live female baby was delivered. She weighed 2515g which plotted below 10
th

 centile. 

Conclusion 
The baby’s birth weight was below the 10

th
 centile. 

A further scan may have helped identify the decrease in birth weight. 

Key messages 
Get senior help for pathological CTG’s. 

Patients with a history of SGA baby and pre-eclampsia may benefit from regular scans and 

monitoring in pregnancy. 

 

Non-hepatic hyperammonaemic encephalopathy: a case of successful treatment with 

sodium benzoate. 

Dr Kirsty Crowe, Dr Preetham Boddana 

  

Background 

Hyperammonaemic encephalopathy is a rare complication of ureterosigmoidoscopy (urinary 

diversion procedure) associated with increased metabolism of urea by endogenous bowel 

organisms to ammonia which overwhelms hepatic excretory capacity
1,2

.
 
Sodium benzoate 

activates a pathway for ammonia removal that is outwith the urea cycle. It has been used as 

third-line therapy for hyperammonaemia however its efficacy, particularly in cases of 

ammonia toxicity unrelated to liver disease, has not been well established
3
.  

Mr PD underwent an ureterosigmoidoscopy forty-five years ago as part of the management of 

complex hypospadia and has been hospitalised with hyperammonaemic encephalopathy 

several times in the last two years, requiring intensive care support. He was admitted earlier 

this year with dizziness and confusion.  

Methods 

A trial of sodium benzoate at 5mg BD was commenced since initial treatment with oral 

lactulose had unsuccessfully treated PD’s hyperammonaemia. 

Results 

PD’s ammonia levels fell to within reference range in spite of being recently started on 

prednisolone which is known to increase protein catabolism and ammonia levels
3
. He has 

remained stable on the same dose of sodium benzoate since discharge, and not suffered from 

significant side effects. 

Key Message 

Sodium benzoate can be considered as part of medical management of hyperammonaemia 

associated with urinary diversion.  
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Myeloid sarcoma of the uterine cervix: a case report 

Dr Oluwatosin Sotubo, Dr K.Moore 

 

The clinical presentation of myeloid sarcomas varies and is dependent on the site. 

Involvement of the gynaecologic tract is rare. A 56-year-old woman presented with a 2-

month history of postcoital bleeding and no other significant symptoms. Pelvic examination 

revealed an atrophic and inflamed cervix, which was hard, firm and irregular. A cervical 

smear test showed no abnormalities, however a biopsy of the cervix revealed myeloid 

sarcoma with mixed granulocytic and monocytic differentiation. A bone marrow aspirate 

gave no evidence of acute leukaemia by morphological assessment and was of normal 

karyotype. Immediate treatment was started with AML type induction chemotherapy; 

allogenic stem cell transplant from a well-matched donor was planned, along with pelvic 

irradiation. Myeloid sarcoma of the cervix most commonly presents with vaginal bleeding 

(83%) and less often with systemic symptoms (17%). Cervical myeloid sarcoma has a poor 

prognosis with or without AML and the overall 2-year survival rate is just 6%. Therefore 

once the diagnosis is confirmed, treatment should commence as soon as possible. Postcoital 

bleeding can have various causes; malignancy must always be considered. Whilst myeloid 

sarcoma of the uterine cervix is a rare entity, awareness should prompt early investigation 

and immediate treatment in order to optimise outcome. 

 

Acute adrenal crisis in abdominal sepsis 

Dr James E Dalton, Dr Laura Talbot 

 

Background 
Hypoadrenalism is well recognised in septic shock, however this case demonstrates acute 

adrenal inflammation and adrenal crisis in the context of intra-abdominal sepsis; we are 

unaware of other similar published reports. 

Methods / Case history 

A sixty seven year old female in-patient deteriorated a few days following a bowel resection.  

She developed pyrexia and hypovolaemia with raised inflammatory markers.  Systemic 

antibiotics were commenced for intra-abdominal sepsis.  The patient stabilised but a few days 

later she developed persistent hypotension.  A CT scan of the abdomen demonstrated an 

abdominal collection which was drained under radiological guidance. Despite this, the patient 

remained hypovolaemic and had developed hypokalaemia and hyponatraemia. 

Results / further investigation 
A repeat CT demonstrated acutely enlarged adrenals.  A serum cortisol level of 546nmol/L 

was considered inappropriately low in an unwell postoperative patient.  The patient was 

diagnosed with an acute bilateral adrenalitis secondary to septic emboli.  Mineralocorticoid 

and glucocorticoid replacement resulted in a rapid improvement with correction of volume 

status and electrolyte derangement.  A follow up CT has shown left adrenal atrophy with a 

normal right adrenal; the patient remains on hormone replacement. 



 
 
 

 

Key message 
Septic emboli from intra-abdominal infection may rarely cause acute adrenal inflammation 

with adrenal crisis. 

 

Paroxysmal nocturnal haemoglobinuria: An unusual presentation and challenging 

diagnosis 

Dr Melanie Etti, Dr Tom Graver, Dr Kate Laycock, Dr Nora Thoua 

 

Paroxysmal nocturnal haemoglobinuria (PNH) is a rare haematological condition 

characterised by haemolysis, thrombosis and commonly pancytopenia.
1
 

A 40-year-old Turkish man presented to hospital with a five-month history of intermittent 

abdominal pain. Laboratory findings were significant only for thrombocytopenia and an 

elevated C-reactive protein and lactate dehydrogenase. An initial CT abdomen revealed 

jejunal inflammation; biopsies taken from the abnormal segment of bowel were however 

found to be histologically non-specific. Duodenal ulceration was noted on capsule endoscopy 

so he underwent H. pylori eradication therapy and was discharged once clinically stable. The 

patient represented shortly after discharge with worsening abdominal symptoms. A repeat CT 

abdomen identified new thrombi within the portal and splenic veins. As a result, he was 

referred to the Haematology team who performed a bone marrow biopsy. Flow cytometry 

revealed CD55
-
 and CD59

-
 erythrocytes and granulocytes, confirming the diagnosis of PNH. 

He was subsequently transferred to a tertiary referral centre where he began treatment with 

eculizumab, a mononclonal antibody which inhibits complement.
2
 

This case highlights the difficulties faced when diagnosing a rare condition, particularly when 

the presentation is atypical. In such circumstances, multi-specialty involvement may be 

crucial in order to broaden the list of differentials and obtain a definitive diagnosis. 

References 

1. Smith, L. J. (2003). Paroxysmal nocturnal hemoglobinuria. Clinical Laboratory 

Science: Journal of the American Society for Medical Technology, 17(3), 172-177. 

Hillmen, P., Young, N. S., Schubert, J. et al. (2006). The complement inhibitor eculizumab in 

paroxysmal nocturnal hemoglobinuria. New England Journal of Medicine, 355(12), 1233-

1243. 

 

An unusual cause of anorexia complicating acute pancreatitis 

Dr Jessica Borg, Dr John Schembri, Mr Neville Spiteri, Mr Charles Cini 

 

Background 

Severe pancreatitis has been linked with strictures of visceral organs including small bowel
1
 

and trachea
2
. We present a case of acute pancreatitis complicated by oesophageal stricturing. 

Methods/Case description 

A 66 year old male was admitted with severe necrotising pancreatitis secondary to gallstone 

disease. Despite initial improvement the patient started losing weight and became anorexic. 

This was initially attributed to the development of a large pseudocyst, however on further 

questioning he complained of progressive dysphagia.  OGD and gastrograffin studies 

revealed smooth stricturing of the distal third of the oesophagus and a repeat CT scan showed 

increased oesophageal thickening at this level. ERCP and EUS could not be performed as it 

was impossible to advance the endoscope beyond the stricture, which had to be dilated. In the 

interim the patient received enteral feeding via nasojejunal tube. 

Key messages 

Our case demonstrates that pancreatitis can lead to oesophageal stricturing. One should 

maintain a high index of suspicion and perform endoscopy if anorexia is also associated with 



 
 
 

 

dysphagia. Inadequate nutrition in pancreatitis has been linked with a poor outcome and early 

enteral supplementation is paramount in such cases, who would not otherwise be able to meet 

energy requirements via oral intake alone.
3
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All that Bleeds is not Relapse 

Dr Jessica Borg, Dr John Schembri, Dr Pierre Ellul 

 

Background 

Colonic vascular malformations are rare entities. Despite most representing congenital 

defects, age of presentation can vary widely because of a high frequency of misdiagnosis
1
. 

Methods 

A 26 year old lady was referred to us with a few months history of bloody diarrhoea. Physical 

examination, routine bloods including full blood count and inflammatory markers were 

normal. Proctoscopic examination by her GP had revealed loss of vascular pattern, mucosal 

granularity and erythema in keeping with ulcerative colitis. This had been histologically 

confirmed and our patient was treated successfully with mesalazine enemas. Despite initial 

symptom resolution, remission lasted only a few months, after which she represented with 

rectal bleeding. Full colonoscopy showed rectal mucosal healing and a large vascular 

malformation protruding into the sigmoid lumen. CT scanning and mesenteric angiography 

ruled out the presence of other lesions and extracolonic extension. In view of persistent 

haemorrhage she underwent laparoscopic sigmoid colectomy after on-table colonoscopy and 

lesion localisation with tattooing.  

Key Messages 

The possibility of coexistant obscure pathology demonstrates the need for full colonoscopy in 

inflammatory bowel disease, irrelevant of patient age. Despite several case reports having 

described vascular malformations being misdiagnosed as ulcerative colitis, the relationship 

between the two conditions requires further elucidation
2
.  
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