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… Our study suggests it is disease activity [in rheumatoid arthritis] rather than the use of  
DMARDs that is associated with development of lymphoma.…

…Future plans for handover should include consideration of standardised documentation,  
deanery online teaching modules, linking to the undergraduate curriculum, and training in 
leadership.…

 
… Autoantibodies are important in the diagnosis of pSS, but our data show that anti-centromere 
antibody (ACA) is not useful in diagnosis as only a small number of Ro/La negative patients were 
positive for  ACA…

Abstracts of the meeting held on Thursday 5th July 2012 at James Cook University Hospital, 
Middlesbrough
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AUTOANTIBODY STATUS IN PRIMARY 
SJÖGREN’S SYNDROME 
Collins K, Mitchell S, Griffiths B, Bowman SJ, Ng WF 
on behalf of the UK primary Sjögren’s syndrome 
registry, Newcastle University, Freeman Hospital & 
University Hospital Birmingham

Primary Sjögren’s syndrome (pSS) is a connective 
tissue disease characterised by an autoimmune response 
directed against the exocrine glands. Diagnosis includes 
assessment of autoantibodies, in particular Ro and La. 
Anti-centromere antibody (ACA) has attracted attention 
recently. Our aim was to assess the importance of ACA 
in pSS patients with negative diagnostic autoantibodies. 
Using the UK pSS Registry we identified the 
autoantibody status of 549 patients (94.8% female, 
average disease duration 12.2 years) with 15.8% of 
patients being Ro and La negative. Only 7 patients were 
ACA positive, with only 3 of these being Ro/La 
negative (3.4% of all Ro/La negative patients). 
Conclusion: Autoantibodies are important in the 
diagnosis of pSS, but our data show that ACA is not 
useful in diagnosis as only a small number of Ro/La 
negative patients are positive for ACA. 

BLOOD CLOT FORMATION IN PRIMARY 
SJÖGREN’S SYNDROME (PSS)
Collins K, Balasubramaniam K, Ng W-F, Zaman A
Newcastle University, Freeman Hospital

Primary Sjögren’s syndrome (pSS) has overlapping 
features with connective tissue disorders such as SLE 
which have increased thromboembolic/cardiovascular 
risk. Are patients with pSS also at increased risk? We 
compared the clotting/platelet properties of blood from 
12 controls to blood from 24 pSS patients (all females) 
using thromboelestrography (TEG) and multiplate 
platelet mapping. Samples were analysed for speed to 
clot formation, clot strength and ease of lysis of 
resultant clot (R time, maximum amplitude and 
LY30/60). The Multiplate analysed the platelet receptor 
responses to common agonists (ASP, ADP, TRAP, 
COL). TEG and Multiplate were performed on 24 pSS 
patients and 12 healthy controls. TEG parameters were 
similar for patients and controls with no statistically 
significant difference between any clotting parameters, 
The platelet function tests revealed similar platelet 
responses in both groups. 
Conclusion: Analysis of ex-vivo blood clot formation 
and platelet receptors in pSS patients revealed no 
significant difference from controls, suggesting no 
clotting/platelet abnormalities in pSS.

ARE RED BLOOD CELL 
TRANSFUSIONS BEING GIVEN 
APPROPRIATELY IN NEWCASTLE?
Gholkar BK, Gaggar S, Whitehead S, Avery S, 
Hearnshaw, S.
Royal Victoria Infirmary

NUTH transfusion guidelines and SIGN guidelines on 
the management of acute upper GI bleeding were used 
as audit standards. RBC transfusion was deemed 
appropriate for those with Hb <7g/dL; high risk 
patients (frail elderly, cardiorespiratory disease) with 
Hb <8g/dL; and patients with ongoing bleeding. 89 
transfusions occurred in 81 patients over 31 days in 
January 2012. Median age of recipients was 74 years 
(27-94). 46% (37) of patients were female.The 
commonest indication was acute bleeding (31%), 
fatigue/dizziness (17%) shortness of breath/chest pain 
(16%). In 22% no reason was recorded, 58% of these 
were appropriate according to the audit standards. 73% 
of patients were discharged, 20% died and 7% were 
still in hospital on 1st April 2012. There were no 
documented transfusion reactions. 
Conclusion: 21% (19/89) of RBC transfusions were 
inappropriate according to current guidelines. 

HIV TESTING: KNOWLEDGE, 
ATTITUDES AND PRACTICE AMONG 
NON-HIV SPECIALIST PHYSICIANS
Hunter E, Perry M, Leen C, Premchand N
Royal Victoria Infirmary, Newcastle, Infectious 
Diseases Unit, NHS Lothian University Hospital Trust

26% of people living with HIV in the UK remain 
undiagnosed. Current guidelines recommend routine 
testing in all patients presenting with a range of 
conditions in lower prevalence areas (<2/1000). We 
conducted an on-line survey of attitudes of non-HIV 
specialist physicians in North East England and South 
East Scotland, both low prevalence areas for HIV. 
Recommended indications for HIV testing were 
identified by between 0% and 44 % of 119 
respondents.  48% cited a low prevalence of HIV as the 
reason for not testing.  88% of 60 consultant physicians 
were unaware of current guidelines on testing for HIV. 
Conclusion: We found a low awareness of current 
guidance on testing for HIV and a high level of 
perceived barriers to testing.  

HIGHER THROMBUS BURDEN IN 
PATIENTS WITH SUBCLINICAL 
HYPOTHYROIDISM AFTER NON ST 
ELEVATION ACUTE CORONARY 
SYNDROME
K Balasubramaniam, G N Viswanathan, S M Marshall, 
J J Badimon, A G Zaman, S Razvi
Newcastle University, Mount Sinai Medical Centre, 
New York, Newcastle upon Tyne Hospitals & 
Gateshead NHS foundation trust

Subclinical hypothyroidism (SCH) is associated with 
increased risk of atherosclerosis and cardiovascular 
(CV) events. We evaluated blood thrombogenicity 
(BT) in patients 1 week after non-ST elevation acute 
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coronary syndrome (NSTE-ACS) in relation to their 
thyroid status. Patients with known thyroid disease were 
excluded. BT was assessed using the ex-vivo Badimon 
perfusion chamber study. Individuals were classified as: 
SCH (TSH >4.0 mU/L with normal FT4, n=12) or 
euthyroid (normal TSH and FT4, n=58). Baseline 
cardiovascular risk profiles were similar between 
groups. The SCH group had a higher thrombus burden 
as evidenced by the area of the thrombus: mean (SD) 
23,608 (10,498) vs 16,661 (10,902) µ2/mm, p=0.02. 
TSH levels (beta co-efficient 0.28; p<0.005), presence 
of diabetes (beta co-efficient 0.29; p<0.001) and history 
of cerebrovascular accident (beta co-efficient 0.30; 
p=0.01) were the only independent predictors of 
thrombus area in multiple regression analysis.
Conclusion: Individuals with SCH have higher 
thrombus burden following NSTE-ACS which may 
explain their higher CV risk. Trials are needed to assess 
individualised anti-thrombotic and thyroid replacement 
therapy in this population. 

DOES VITAMIN D DEFICIENCY 
CONTRIBUTE TO INFECTIONS 
COMPLICATING RHEUMATOID 
ARTHRITIS?
Aiken L, Rizzo S, Lumsley G, Kelly CA,
Queen Elizabeth Hospital, Gateshead

Low vitamin D levels have been reported in 
rheumatological diseases and linked to the risk of 
developing immunological disease and infection. We 
assessed the contribution of low vitamin D levels to 
infection in 33 patients with rheumatoid arthritis (RA) 
and recurrent urinary tract infections (UTI), and 33 
patients with RA and bronchiectasis and compared to 
matched controls with RA, but no history of bacterial 
infection in the past 5 years. We measured 1,25 
dihydroxy vitamin D levels in the early winter. The 
mean vitamin D value in RA patients with UTI was 48.0 
nmol (SE 7.8),in those with bronchiectasis 50.9 nmol 
(SE 7.2). Among the 66 index RA patients with 
infection, 7% were vitamin D deficient (<20nmol), 50% 
were vitamin D insufficient (20-48 nmol) and 43% were 
vitamin D replete (>48 nmol). By comparison, the mean 
vitamin D level in the controls RA case controls was 
55.0 nmol (SE 6.3), and 14% were vitamin D deficient, 
33% insufficient and 53% replete. There were no 
significant differences in vitamin D levels between 
index cases and controls. 
Conclusions: Our data show no association between 
vitamin D level and risk of infection in patients with 
rheumatoid arthritis.
 
WHAT FACTORS PREDISPOSE 
PATIENTS WITH RHEUMATOID 
ARTHRITIS TO DEVELOP LYMPHOMA?
Queen Elizabeth Hospital Gateshead 
Lawson R, Gowing A, Marshall S, Kelly CA,

Lymphoma is more common in rheumatoid arthritis 
(RA) than in the general population with an increased 
relative risk of 2.2. Is it the disease or disease 
modifying drugs (DMARDs) that cause this? The 
debate has become more relevant with the development 
of specific B cell monoclonal antibody therapy for 
lymphoma and recently licensed for the treatment of 
RA. We undertook a retrospective study to determine 
the association of RA and lymphoma in Gateshead. 
From 2005-11 13 out of 470 patients diagnosed with 
lymphoma were confirmed to have twin diagnoses of 
RA and B cell lymphoma,– an increased relative risk of 
RA in patients with lymphoma of 2.7. 92 percent were 
female, with mean age at diagnosis of 57 years. Mean 
duration of RA at diagnosis of lymphoma was 11.6 
years. Disease severity was categorised as high in 
almost all patients and 84% were seropositive to RF or 
CCP antibodies. DMARDs were not associated with 
the development of lymphoma and rituximab therapy 
was associated with a trend toward better outcome. 
Conclusion: Our study suggests disease activity rather 
than DMARDs is associated with the development of 
lymphoma. More effective modification of RA may 
reduce the risk.

A SNAPSHOT OF HANDOVER 
PRACTICE IN NORTH EAST 
HOSPITALS
Armitage, K. and Stock, N.
Wansbeck General Hospital

We surveyed all acute medicine trusts within the 
Northern Deanery to assess their handover 
arrangements between evening and night shift. 25% 
have no regular evening handover meeting. Most 
handovers involve medical and surgical juniors but a 
third have consultant presence. Five trusts have a 
clearly defined “leader” at the meetings – usually the 
medical registrar or the night nurse practitioner. 25% 
of trusts use standardised documentation for handover. 
Over 90% of medical registrars surveyed have had no 
training in handover, or how to lead a handover. All 
felt there was a useful educational component to 
handover. 
Conclusions: There is room for improvement to bring 
handover arrangements in to line with national 
guidance and improve patient safety. Future plans for 
handover should include consideration of standardised 
documentation, deanery online teaching modules, 
linking to the undergraduate curriculum, and training in 
leadership.
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IMPROVING THE HANDOVER 
PROCEDURE: AN AUDIT OF 
CUMBERLAND INFIRMARY’S PILOT 
HANDOVER PROJECT
Coulter CA, Hinchliffe W 
Cumberland Infirmary

We assessed the adequacy of information being 
transferred at handover. In January 2012, on-call 
general medicine registrars were requested to complete 
the RCP handover proforma and summary sheet at each 
handover for a 2-week period. 28 registrar handovers 
took place. Response rate for completion of the pro-
forma was 25%. 22 patients’ details were recorded. 
‘Surname’ and ‘Forename’ were always entered but the 
remaining sections had variable completion rates. The 
‘Summary Sheet’ had a response rate of 46% but only 
76% of these had every section completed. Average 
duration of handover was 9 ½ minutes. 23% of 
handovers were interrupted.  
Conclusion: Although completion rates were low this 
study shows the suggested handover headings are often 
not used and there is a reluctance to use the formal 
handover procedure.

A SURVEY OF DOSE ADJUSTMENT 
FOR THROMBOPROPHYLAXIS IN 
ACUTE KIDNEY INJURY (ACI) AND 
CHRONIC RENAL FAILURE (CRF) ON 
THE MEDICAL ADMISSION UNIT
Shawcross J, Fenwick S, Moore I
Sunderland Royal Hospital

LMWH undergoes renal metabolism and excretion and 
can accumulate in patients with CKD and AKI. 
Evidence suggests an increased bleeding risk in patients 
on treatment dose LMWH with GFR <60. Furthermore 
a recent randomised trial has failed to demonstrate any 
mortality benefit from global provision of VTE 
prophylaxis with LMWH. The object of this survey was 
to discern current practice for VTE prophylaxis in CKD 
and AKI. 180 consecutive MAU admissions were 
analysed. Mean age was 64.1 years, 44.7%male. 54 had 
chronic kidney disease (CKD) stage 3, 4 or 5 of whom it 
was felt 43 may have benefited from dose reduction of 
prophylactic LMWH. This group comprised all patients 
with AKI 1 with pre-exisiting CKD 3, AKI 2 and 3, and 
CKD 4 and 5. Of these 43 patients, 13 were prescribed 
LMWH, of whom only 1 (7.7%) received a reduced 
dose.
Conclusions: The safest approach to LMWH dosing for 
VTE prophylaxis in AKI and CRF is unclear and our 
study shows little awareness or consensus on dose 
reduction.

CAN A TEN YEAR FRACTURE RISK 
SCORE (FRAX) BE USED TO AVOID 
DUAL ENERGY X-RAY 
ABSORPTIOMETRY (DEXA) SCANS IN 
PATIENTS WITH COELIAC DISEASE?
Derbyshire E, Dhar A
County Durham & Darlington NHS Foundation Trust

Can the WHO Fracture Risk Assessment Score 
(FRAX) be used to screen patients with Coeliac disease 
to decide who needs a DEXA scan? We analysed the 
50 most recently diagnosed patients with coeliac 
disease. 33 were female and 17 male, median age at 
diagnosis 45, with 30 (60%) aged between 42 – 71yrs, 
making them eligible for the FRAX scoring. Of the 30 
patients, 13 had already had a DEXA scan; in 2pts a 
FRAX score was unable to be calculated due to 
information not being documented. 17 had not had a 
DEXA scan; 7 of these were unable to be FRAX 
scored due to information not being documented. 11 
patients had both FRAX scores and DEXA scores: 4 
had T scores < -2.5, indicating eligibility for treatment 
of osteoporosis. In these patients FRAX scores, 
without a BMD measurement, ranged from 6.1% to 
13% for a major osteoporotic fracture and 0.9% to 
6.6% for a hip fracture. In the 7 patients with T scores 
>-2.5, FRAX scores, without a BMD measurement, 
ranged from 3.1% to 9.5% for a major osteoporotic 
fracture and 0.2% to 1.8% for a hip fracture.
Conclusions: Coeliac patients, over the age of 40, with 
FRAX scores for a major osteoporotic fracture >9.5% 
and for a hip fracture >1.8% may need DEXA scans 
and be offered osteoporosis treatment. A cost 
effectiveness analysis of this strategy is needed.

REFEEDING SYNDROME IN ‘AT RISK’ 
PATIENTS
Emily Watts, Hannah Burns
Wansbeck General Hospital

Refeeding syndrome (RFS) is a potentially fatal 
condition which can occur when feeding begins 
following a period of relative starvation.  We 
retrospectively audited patients at risk of RFS admitted 
from December 2010 - April 2011 using NICE CG32 
as the audit standard. 51 notes were reviewed.  53% of 
patients had had nutritional assessment tools completed 
during admission.  40% had their weight documented 
during admission.  Electrolytes were not checked as 
often as NICE recommends, and only 44% of low 
serum potassiums, 17.6% of low phosphate and 13.5% 
of low magnesium were treated in accordance with 
audit and NICE standards.  Electrolyte levels generally 
fell 48-72 hours after refeeding was initiated, the 
period of greatest risk.
Conclusion: We are not meeting NICE guidelines in 
identifying and managing patients at risk of RFS.
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OSTEOPOROSIS AND EATING 
DISORDERS
D J F Mayne, T J Aspray
Newcastle Upon Tyne Hospitals NHS Foundation Trust

Eating disorders are a recognised risk factor for 
development of secondary osteoporosis. Treatment 
should be aimed at managing the underlying disease and 
appropriate lifestyle advice and ensuring adequate 
Calcium/Vitamin D intake. There are no 
pharmacological treatments licensed due to lack of 
studies on efficacy and safety. We performed an audit of 
40 patients attending the Bone Metabolic clinic between 
March 09 and July 11 who were known to have an 
eating disorder. 11 were vitamin D depleted, 14 
osteoporotic, 12 osteopenic and 14 had normal BMD. 
Overall, 15 were given lifestyle advice, 24 were 
commenced on Calcium/Vitamin D supplements and 4 
started bisphosphonates. Those with low BMD 
measurements were older with more risk factors. The 
osteopenic patients had lower calcium and vitamin D 
levels, although only a third had levels checked.
Conclusion: There is lack of clarity as to who should be 
commenced on Calcium/Vitamin D or bisphosphonates 
and who offered follow up scan. There is scope to 
develop guidelines to standardise management of 
osteoporosis in patients with eating disorders.

FOUNDATION DOCTORS PERCEIVE 
THE NHS E-PORTFOLIO TO BE A 
USEFUL BUT STRESSFUL TRAINING 
TOOL.
M Carson, K Nelson, N Kumar

 621 foundation doctors (234 male 379 female) from 9 
trusts responded to the Northern Deanery’s ‘Your 
School Your Say (YSYS) survey. 318 (51%) were F1 
doctors, 290 (47%) were F2 and 13 (2%) were in 
standalone F2 posts. 63% had completed 
undergraduate training within the region. 77% reported 
feeling prepared for the foundation program. 56% 
found the E-portfolio ‘very useful’, however there was 
significant variability between trusts within the region 
with only 42% agreeing in the lowest ranking trust as 
compared to 72% in the highest ranking trust. 79% 
found using the E-portfolio stressful but there was less 
variability between trusts in this respect (range 68-
81%). 76% of respondents found work-place based 
assessments useful. 91% found assessors to be 
clinically knowledgeable whilst 82% found assessors 
to be knowledgeable in using the e-portfolio itself. 
38% of respondents reported difficulty in finding an 
assessor but this was greater than 50% in four trusts. 
Conclusion: Foundation trainees in our region find the 
NHS E-portfolio a useful if stressful learning tool. 
Trainees found assessors to be knowledgeable. There 
was a marked variation in accessibility of assessors. 

ASSOCIATION BUSINESS

Date of next meeting:  
Saturday 3rd November 2012 at Hartlepool University Hospital from 10.00am to 1.00 pm. 

Refreshments and lunch 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 conclusion) 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. 
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. Refreshments, 
including a meal, are now provided free of charge. To cover this, and the cost of The Proceedings, the annual 
subscription is £20 per annum.

Put http://anep.co.uk/contact-anep.php into your browser, save it as a favourite and watch the web site of the year 
being born!

We hope to see you on Saturday 3rd November 2012 at Hartlepool University Hospital at 10.00am

http://anep.co.uk/contact-anep.php
mailto:clive.kelly@ghnt.nhs.uk
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