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… Ectopic ACTH secretion is a rare cause of refractory hypokalemia. Patients often present with 

protean symptoms and marked weight loss.… 

 

… [in acute gastrointestinal bleeding] there was no significant difference in mortality between those 

delayed and those scoped within 24hrs …  

 

 

… Haemolysis is an important cause of acute anaemia and should be suspected as being caused 

by the post-transplant passenger lymphocyte syndrome after solid organ and bone marrow 

transplantation...  

…Faecal calprotectin’s +ve predictive value for organic disease was only 37%,–ve predictive 

value 94%...  

…Smoking has emerged as a strong risk factor for RA and is particularly associated with 

rheumatoid vasculitis… 
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REFRACTORY NON-ISLET CELL 
TUMOUR HYPOGLYCAEMIA DUE TO 
METASTATIC COLORECTAL 
CARCINOMA 

Ganguri M, Ramadas A, Nag S 
James Cook University Hospital, Middlesbrough  
 
Non-islet cell tumour hypoglycaemia (NICTH) is an 
uncommon but serious complication of disseminated 
malignancy. The aetiology is multi-factorial and 
includes reduced hepatic glycogen reserves, nutritional 
deficiency due to tumour induced cachexia and ectopic 
production of IGF-II which activates insulin receptors 
and promotes glucose utilization. Extensive tumour 
burden involving the liver and adrenal glands can also 
cause severe hypoglycaemia. An 80 yr old man with no 
history of diabetes and no access to oral hypoglycaemic 
agents presented with capillary glucose 1.1mmol/l. 
Abdominal ultrasound and CT showed hepatic 
metastases from a primary colorectal malignancy. 
Treatment with continuous 20 % Dextrose infusion, 
diazoxide 200mg BD, prednisolone 60mg and  
subcutaneous Octreotide were unsuccessful. Serum C-
peptide (<0.10 nmol/l) and insulin (<1.0) were 
appropriately suppressed in keeping with NICTH. 
Adrenal insufficiency was excluded. Despite maximal 
combined therapy, hypoglycaemia proved refractory 
and the patient died. 
Conclusion: Non-islet cell tumour hypoglycaemia is a 
major complication of malignancy and even with 
combination drug therapy has a poor prognosis. 
 

STEROID INDUCED PSYCHOSIS AND 
HYPOKALAEMIA AS A PRESENTING 
MANIFESTATION OF ECTOPIC ACTH 
SECRETION 

Sviatlana Zhyzhneuskayan, Rasha Mukhtar, Simon 
Ashwell, Sath Nag 
James Cook University Hospital, Middlesbrough 
 

Ectopic ACTH secretion, a rare cause of Cushing’s 
syndrome, may occur in patients with bronchogenic 
neoplasms or bronchial carcinoids.  Patients usually do 
not exhibit the typical features of Cushing’s syndrome  
and weight loss, hyperpigmentation and severe 
hypokalaemia are the usual hallmarks. A 65 year old 
man presented with altered mental status, agitation, 
generalised oedema, dyspnoea, liver impairment and 
severe persistent hypokalaemia (2.2 mmol/L). On 
examination he was deeply tanned with mildly 
Cushingoid facies with evidence of severe proximal 
myopathy. Hypokalaemia was refractory to intravenous 
potassium supplementation. Liver function was 
abnormal and CT Thorax/Abdomen showed right upper 
lobe pulmonary nodule, multiple liver metastasis and 
bilateral adrenal hypertrophy. Investigations showed 

serum cortisol of 3118nmol/l, ACTH-632ng/l, and total 
chromogranin A-480u/l; Urine 5-HIAA excretion was 
high (551umol/24h).Liver biopsy confirmed the 
presence of poorly differentiated (Ki67 index-90%) 
small cell neuroendocrine tumour. Positive staining for 
TTF1 and CK7 was consistent with a primary lung 
lesion with metastatic disease. Treatment was with 
metyrapone  and ketoconazole to inhibit 
glucocorticoid synthesis.. Serum potassium and 
cortisol normalised but despite chemotherapy, the 
patient succumbed to his illness in 4 months.  
Conclusion: Ectopic ACTH secretion is a rare cause of 
refractory hypokalemia. Patients often present with 
protean symptoms and marked weight loss. A high 
index of suspicion remains the cornerstone of 
diagnosis. 
 

AUDIT OF GATESHEAD HOSPITAL 
‘OUT OF HOURS GI BLEED SERVICE’; 
ARE WE MEETING THE BSG AND 
NICE GUIDELINE FOR ENDOSCOPING 
PATIENTS WITHIN 24HR? 
K St-Louis, S Smith, J Barbour 

Queen Elizabeth Hospital, Gateshead 

 

BSG and NICE both recommend that patients with 
symptoms of GI bleeding are endoscoped within 24 
hours of admission. Gateshead has had an out of 
hours GI bleed service since 2008 as well as a weekday 
8.30am GI bleed slot. 162 patients were admitted with 
symptoms of acute GI bleeding from 1/1/2011 to 
31/12/2011. 126 (78%) were endoscoped within 24 
hours. 16 (44%) of the 36 patients outside the 24 hour 
window were admitted on a Friday evening or 
Saturday. Of the 36 patients who were endoscoped 
out of hours, 94% had an endoscopic cause for 
bleeding identified. 56% had variceal bleeds, 33% had 
peptic ulcer disease (10 high risk stigmata and 2 low 
risk). 4 week mortality was 18% (17 of 91). 3 of the 17 
deaths occurred in patients who were delayed prior to 
endoscopy. There was however no significant 
difference in mortality of those delayed and those 
scoped within 24hrs (8% compared to 11%). 
Conclusion: We met the 24 hours guideline in 78% of 
cases. Allocated weekend endoscopy slots could 
improve these figures but it is unclear if this would 
affect outcome. 
 

HIV TESTING IN THE ACUTE 
HOSPITAL SETTING: ARE WE 
ADHERING TO NATIONAL 
GUIDELINES? 
Brown M, Holmes A, Macleod M, Ong ELC 
Royal Victoria Infirmary, Newcastle upon Tyne 
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The proportion of patients presenting late with HIV in 
Newcastle upon Tyne is higher than the national 
average.  We audited whether  HIV testing in the 
Emergency Assessment Unit (EAU) is undertaken in line 
with the 2008 BHIVA UK guidelines and whether 
education improves testing rates. We included 728 
acute admissions to the EAU in two time periods, pre 
and post-educational intervention (16-30 January, 10-
24 May 2012.)  Educational sessions were undertaken 
following the first audit cycle highlighting the HIV 
testing guidelines to medical staff. 23.5% (171/728) of 
patients in the cohort had at least one indicator disease 
for HIV testing. The main indicators were dementia, 
pneumonia and unexplained weight loss (29.8%, 25.7%, 
14% respectively.)  However, only 8.3% (14/171) of 
those in whom it was indicated were offered an HIV 
test.  All patients (n=14) who were offered a test 
agreed to be tested. Educational intervention did not 
improve HIV testing rates (11% pre-education, 5% post-
education, p= 0.154.)   
Conclusion Patients admitted through the EAU in 
Newcastle have indicator diseases for HIV but are still 
not offered HIV testing despite educational 
intervention.  

 
ARE WE MANAGING HEART FAILURE 
WELL ENOUGH IN THE COMMUNITY? 
Emma Cox, Jane Skinner and Jane Riddle  
Northumbria 
 
We assessed adherence to NICE guidelines for the 
management of chronic heart failure in a single large 
general practice in Northumberland in 2010. Of 101 
patients on the heart failure register, 77 were identified 
as having LVSD. Echo was available in 72 (94%) 
patients. 47 (61%) were identified as having IHD. Only 7 
(9%) patients were on optimal therapy. 16 (21%) were 
on neither an ACE inhibitor nor an ARB, 20 (26%) were 
not on a beta blocker. 36 (47%) patients were taking a 
diuretic and 47 (61%) were on an anti-platelet agents.  
Conclusion  Even in a well organised general practice 
run by highly motivated clinicians treatment of LVSD 
was suboptimal, even though identification of LVSD 
was near complete.  
 

IMPLEMENTATION OF THE SEPSIS 
RESUSCITATION BUNDLE  

Rachel Kiltie and Will Orchard 
Queen Elizabeth Hospital, Gateshead 
 
Implementing the ‘surviving sepsis’ bundle which 
includes rapid administration of broad spectrum 
antibiotics, measuring lactate level, obtaining blood 
cultures prior to antibiotics and administering 
crystalloid to those patients with high lactate or 
hypotension has been shown to reduce mortality by up 

to 50%. We have performed an audit to examine how 
well we implement the guidelines in 38 patients. 
Overall completion rates for blood lactate, cultures, 
IVT and first IV antibiotic were 40%, 35%, 70% and 
90%. Other results varied widely but showed that in 
both A&E and MAA we significantly fell short of the 3 
hour target times to IV fluids and antibiotics. Indeed 
the average time from admission to administration of 
first IV antibiotics was 4 hours (A&E) and 5 hours 
(MAU) respectively.  The delay was due mainly to the 
time taken to prescribe therapy. Mean delay from 
prescription to first IV administration was 20 minutes.  
Conclusion  We were disappointed that the delay in 
medical assessment accounted for most of the 
adverse results. We must prioritise the speed of 
assessment of patients with suspected sepsis. 
 

SHOULD MUSCULOSKELETAL 
ULTRASOUND (MUS) BE DONE 
ROUTINELY BEFORE BIOLOGICS ARE 
STARTED IN INFLAMMATORY 
ARTHRITIS? 

Janardhan Golla, Vipul Vagadia 
University Hospital of North Tees  
 
MUS is more sensitive than clinical examination in 
detecting synovitis. We retrospectively analysed the 
use of MUS  pre-biologics in inflammatory arthritis (IA) 
patients and its impact on further management. We 
analysed images and reports of MUS examinations of 
40 patients. Patients who had more than 6 tender 
joints and 2 or fewer swollen joints were included in 
analysis.33 were female, 30% RhF positive and 15% 
ACPAb positive. Mean age 46 years and disease 
duration was 2.7 years. Categorisation of US synovitis 
was made without knowledge of the patient's 
subsequent management or diagnosis. 32/40 were on 
methotrexate, 24/40 on sulfaslasazine, 14/40 
leflunomide, 10/40 hydroxychloroquine. Mean disease 
activity (DAS) was 4.72 (3.75 -5.92 ).17/40 showed low 
probability of synovitis (Grade 0- 1). 3/17 with DAS 
>5.1 were started on biologics.14/17 DMARD 
treatment remain unchanged.9/40 showed high 
probability synovitis (Grade 3/4) and 3/9 had DAS <5.1 
so, treatment unchanged and of the rest 6/9 had 
biologics.14/40 had intermediate probability of 
synovitis(Grade 2) of whom 3/14 had biologics their 
DAS>5.1 while 11/14 had triple DMARD/steroids. 
Ideally, 9/40(22%) patients should have different 
treatment outcome based on US finding. 
Conclusions: Patients with high DAS scores may have 
low US synovitis scores and be inappropriately treated 
with biologics, while moderate to high US synovitis 
scores may be associated with low DAS. Early US in 
patients with moderate to low DAS could alter 
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management. Patients with negative RhF and ACPAb 
would benefit most from MUS.  

A PROJECT TO EVALUATE THE 
EFFECTIVENESS OF A FODMAP DIET 
ON DIARRHOEA PREDOMINANT 
IRRITABLE BOWEL SYNDROME(IBS-D) 
Arthur C O Okonkwo, Barbara Davidson and Nick 
Thompson 
Freeman Hospital, Newcastle-upon-Tyne 
 
Previous evidence suggests that a diet low in FODMAP 
(fructan, oligosaccharide, disaccharide, 
monosaccharide and polyols) reduces bloating and 
diarrhoea in IBS-D. In this questionnaire study we 
assessed the preliminary experience of this diet.  
Patient symptoms were recorded before and 4 weeks 
after starting the diet using the Birmingham IBS 
Symptom Questionnaire. Of 20 patients 11 responded. 
All were compliant with the diet for a minimum of 4 
weeks. 10 patients experienced a reduction in 
abdominal discomfort or in loose bowel movements, 6 
experienced both.  8 patients had reduced abdominal 
discomfort, 7 whilst eating and 5 whilst sleeping. 7 
patients experienced fewer loose bowel motions, 4 had 
less diarrhoea, 7 less urgency and 3 experienced less 
soiling. 3 patients had less mucoid stools. The low 
FODMAP diet reduced abdominal discomfort and/or 
loose bowel motions in most patients indicating that a 
significant proportion of people with IBS-D have 
symptoms that might be diet modifiable.  However, 
positive results may be due to a placebo effect seen in 
other treatments for IBS.  Furthermore, the 
questionnaire was retrospective and may be affected 
by recall bias.  
Conclusions:  A low FODMAP diet may be useful for 
some patients with IBS-D. 
 

MANAGEMENT OF ATRIAL 
FIBRILLATION WITH A RAPID 
VENTRICULAR RESPONSE IN AN 
ACUTE SETTING: A RE- AUDIT  

J. Peal, R. Keane 
North Tyneside General Hospital 
 
An audit cycle was completed during Jan 2011- 2012 
assessing acute management of atrial fibrillation with 
rapid ventricular response. We assessed treatment 
adherence to NICE guidelines (oral/IV beta blocker or 
oral/IV digoxin or rate controlling calcium channel 
blocker or I-V  Amiodarone) and the physiological 
response to therapy. Initial audit showed adherence to 
guidelines in 53% of cases. We found that beta blockers 
were given inappropriately 23% of the time, with the 
most common problem being a documented allergy or 

contraindication and second or third-line therapies 
were given where a beta blocker would have been 
appropriate in 24% of cases. Oral beta blocker gave 
the greatest reduction in HR without causing 
significant BP drop. We staged an intervention which 
included a local presentation and distribution of 
leaflets among A+E staff. Re-audit showed 
improvement with patients given appropriate first line 
medication 83% of the time.  
Conclusion There was improved concordance with 
NICE guidelines following intervention. There are 
conflicting guidelines from NICE and Acute Medicine 
College which can cause confusion. 
 

AUDITS OF PATIENT IDENTIFICATION 
IN CLINICAL RECORDS  
Wendy Funston  
Newcastle Upon Tyne Hospitals  
 
Three audits were conducted looking at the level of 
completion of patient identity data in medical records, 
on patient observation charts, and on medication 
charts. Two of these audits were conducted on 
Hospital Trust wards, and a third on a PCT ward. The 
audits revealed a poor level of compliance with the 
Trust’s Clinical Record Keeping Policy across the board, 
averaging 59% on Hospital Trust wards. Compliance 
was significantly better on medication charts and on 
PCT stationery, which does not use the Hospital 
Trust’s ‘agreed standardised patient demographic data 
recording box’. This box is difficult to complete and a 
barrier, rather than an aid, to effective patient 
identification in clinical records.  
Conclusions Compliance is poor. There are a number 
of barriers to compliance, including the ‘patient 
demographic data recording box’ which is difficult to 
complete, and a culture of not completing patient 
identification information.  
 

BEAU’S LINES IN MOUNTAINEERING 
Avinash Aujayeb 

Freeman Hospital 

 

I spent this summer in the Karakorum of Pakistan and 
reached a height of 6900m on Spantik with a height of 
7031m. Hypothermia and exhaustion made me turn 
back and physical recovery is still ongoing. 2 months 
after the aborted summit day, I noticed Beau’s lines 
on my fingernails. This phenomenon in mountaineers 
has been described by Bellis and Nickol. 33% of the 52 
patients in the study developed Beau’s lines, with no 
relationship to maximum altitude reached, minimum 
oxygen saturation, length of stay at various altitudes, 
or mountain sickness scores. Hypoxia in a hypobaric 
environment is the norm in high altitude 
mountaineering  as well as extreme physical exertion. 
Appetite is reduced and together with mild forms of 
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acute mountain sickness, result in calorific intake not 
matching metabolic requirements. Weight loss is 
almost universal. I lost 8 kilograms on a 23 day 
expedition.  
Conclusion Beau’s lines may be associated with 
extreme physical exertion and levels of hypoxia. 
 

FAECAL CALPROTECTIN TESTING IN 
PRIMARY AND SECONDARY CARE. IS 
MANUFACTURER’S CUT-OFF LEVEL 
APPROPRIATE? 
Sai Lee,

 
Hayley Mainman, Hazel Borthwick, Anjan Dhar 

County Durham & Darlington NHS Foundation Trust 
 
Faecal calprotectin (FC) is a protein complex found in 
high concentrations in neutrophils and is released into 
the bowel when inflammation occurs. The 
manufacturer recommends a positive FC test of 
>60µg/g to indicate inflammation. We analysed the 
outcome of 122 FC test results done in primary and 
secondary care performed on patients who presented 
with chronic diarrhoea without a pre-existing diagnosis 
of Inflammatory Bowel Disease (IBD). Patients with 
positive FC tests were seen in the gastroenterology 
clinic and investigated appropriately. Of 122 FC tests, 
41% (n=51) were +ve, 58% (n=71) -ve. 37% FC +ve 
patients had an organic diagnosis (IBD=9, 
diverticulosis=5, colonic polyps=3, infective colitis=1 
and chronic pancreatitis=1) while the remaining 63% 
were diagnosed with functional bowel disorders. Of 71 
patients with -ve FC, 6% had an organic condition, but 
none IBD. FC’s +ve predictive value for organic disease 
was only 37%,  and –ve predictive value 94%. The FC 
levels of those with a +ve FC but with functional bowel 
disorder were 61 - 547µg/g (mean 153µg/g) whereas 

FC values of those with organic conditions ranged 
from 63 - 1573µg/g (mean 746µg/g). 
Conclusion:  FC has a low +ve but high –ve predictive 
value for organic disease. Further studies on are 
needed to determine the cut off value for FC. 
 

ACUTE ANAEMIA POST LUNG-
TRANSPLANT 
Rachel Fisken 
Freeman Hospital 
 
A 22 year-old woman with cystic fibrosis underwent 
bilateral lung transplant at the Freeman Hospital. 
Post-operatively her haemoglobin dropped from 11.3 
to 7.7 g/dl with a rise in bilirubin. Haemolysis was 
suspected and confirmed with Direct Antibody testing. 
In her case haemolysis was caused by the “passenger 
lymphocyte syndrome” where a small population of 
lymphocytes are still present in the transplanted organ 
where there is an ABO mismatch. In this case the 
recipient was blood group A, the donor blood group O. 
When the passenger lymphocytes come into contact 
with the group A red blood cells they are primed to 
produce antibodies resulting in an autoimmune 
haemolysis. This is self-limiting lasting only as long as 
the lifespan of the lymphocytes and until the donor 
tissue has been populated by the recipient’s cells. It 
may be exacerbated by transfusion.    
Conclusion Haemolysis is an important cause of acute 
anaemia and should be suspected as being caused by 
the post-transplant passenger lymphocyte syndrome 
after solid organ and bone marrow transplantation.  
 

 
 
 

 

Invited Lecture  

SMOKING – A LINK WITH INFLAMMATORY DISEASES. 

D G Hutchinson  

Consultant Rheumatologist  

Royal Cornwall Hospital Trust 

Rheumatoid arthritis (RA) is a contemporary disease first described in 1803 by Landre Beauvais in Paris. At 
that time smoking was very fashionable in Paris and is depicted in a number of Renoir’s paintings. Renoir 
also smoked and developed severe RA in midlife, but continued to paint despite his severe disease (see 
youtube Renoir, smoking and painting). 
Smoking has emerged as a strong risk factor for RA and is particularly associated with rheumatoid 
vasculitis (75% of patients smoking at time of diagnosis and 90% ever having smoked, relative risk (RR) =6-
10), nodular RA (50% of patients smoking at the time of diagnosis and 90% ever having smoked, RR= 6) 
and seropositive RA (40% of patients smoking at time of diagnosis and 65% ever having smoked, RR= 2-4). 
However Seronegative RA is not associated with smoking (10% of patients smoking at the time of 
diagnosis and 40% ever having smoked, RR= 1). Therefore smoking is not associated with arthritis per se, 
but arthritis associated with positive autoantibodies.  
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Rheumatoid arthritis is associated with 2 autoantibodies, rheumatoid factor (RF) and anti-citrullinated 
peptide antibodies (ACPA). In population studies of healthy individuals without RA there is a strong 
relationship between smoking and RF production. For example in a Swedish study of 3964 never smoked 
individuals only 1.7% were RF positive with only 0.15% with a very strongly positive RF whereas in 1682 
current smokers 2.6% were RF positive with 0.95% having a very strongly positive RF. Therefore, there is 
over a six fold increased risk of a healthy smoker having a strongly positive RF compared to an individual 
who has never smoked. This is important as population studies have demonstrated an increased risk of 
developing RA if an individual is very strongly RF positive (a 30% 10 year absolute risk for a female smoker 
with a very strongly positive RF developing RA). It is therefore not surprising that a case control study by 
Hutchinson demonstrated a greatly increased risk of RA requiring hospital follow up (41–50 pack years of 
smoking increasing the odds ratio of developing RA by 13.54 (2.89 to 63.38) <0.001). A Swedish study has 
demonstrated an important environmental-genetic interaction between cigarette smoking and ACPA 
positive RA (odds ratio 77.4 for smokers of greater than 20 pack years and double carriers of the shared 
epitope (HLADR4). 
 
There is also an association between smoking and other inflammatory diseases such as Crohn’s, ulcerative 
colitis, uveitis, psoriasis and the severity of ankylosing spondylitis. Interestingly the risk for psoriasis and 
ulcerative colitis appears to be increased in ex-smokers. The severity of ankylosing spondylitis is increased 
in smokers in terms of functional impairment and radiological progression. In patients with uveitis 
smoking greatly increases the risk of sight threatening complications. Panuveitis and cystoid macular 
oedema is observed far more commonly in smokers (odds ratio 8.0 (95% CI, 3.3-19.5; P<0.001). 
 
 
 
 

  
 

ASSOCIATION BUSINESS 

Date of next meeting: 
Freeman Hospital Thursday July 11th,  6pm – 9 pm. Buffet supper provided. 3 hours CME 
approved 
Abstracts for poster or oral presentations from consultants, trainees and medical students are all 
welcome. Presentations should reflect the full range of clinical medical practice including original 
research, clinical series, audit and case reports. Please submit by email (around 250 words 
including a short conclusion) by 24th May 2013 to the secretary clive.kelly@ghnt.nhs.uk. 
  
The annual Margaret Dewar prize of £100 is awarded to the best presentation by a trainee and 
there is a separate prize for the poster of the year. The very worthy 2012 recipients were Mark 
Brady  (oral presentation) and  Hakim Taha (poster presentation). 
 
We are keen to invite all consultants and specialist registrars to join the association. Please e-
mail the names of any new consultant colleagues or your own name if you are not already on the 
mailing list to the secretary.  
 

Lastly, do keep an eye out for http://anep.co.uk/ our nascent website which will shortly have all 
back numbers of the proceeedings and other issues relating to the Association.  

 

We hope to see you on Thursday July 11th,  6pm – 9 pm at Freeman Hospital 

 
  

mailto:clive.kelly@ghnt.nhs.uk
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