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…Glucose levels can be normalised in long duration type 2 diabetes using acute calorie 
restriction. However, the response to a very low calorie diet is heterogeneous, and 
diabetes reversal is less likely to occur in long duration type 2 diabetes than in short 
duration disease…   
 
…A targeted programme for overseas doctors improved communication skills and 
knowledge of NHS cultural values and safety processes which could impact on patient 
safety and satisfaction and address reported areas of difficulty for these doctors...   
 
…This case illustrates the potentially hazardous effects of combined marijuana and 
tobacco consumption where the former appears to have a confounding effect on lung 
damage...  
 
 

 

 

 

Abstracts of the meeting held on Saturday 10th July 2014 at Queen Elizabeth Hospital 

Gateshead 
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IMPROVING TIMES TO CT SCAN 

IN ACUTE STROKE.  

Garside M, Cowan R, Oliver E, Frampton K, Cassidy T 
Queen Elizabeth Hospital, Gateshead 

National guidelines set criteria for urgent scans within 1 
hour of arrival at hospital, and revised national targets 
for non-urgent scans now state all stroke patients 
should be scanned within 12 hours of arrival at 
hospital. In anticipation of these new standards, the 
times to CT scan for stroke patients in our hospital 
were audited in August and September 2012. Only 72% 
of urgent scans were carried out within 1 hour; 90% of 
scans within 24 hours, 67% within 12 hours.Noticeably 
fewer scans were obtained out of usual working hours 
(86% urgent cases scanned within 1 hour during office 
hours, compared with 25% out of hours). Casenotes 
were reviewed to identify potential areas for 
improvement, and results fed back to radiology and 
A&E departments. A re-audit in 2013 demonstrated 
improvement in access to non-urgent scans with 
respect to new national targets (80% within 12 hours), 
and an improved percentage of scans obtained out of 
hours (63% urgent cases scanned within 1 hour, 
compared with 25% in 2012). 

Conclusion: A cross-specialty approach to acute stroke 
can increase the number of patients who receive 
prompt brain imaging. 

 

REVERSAL OF LONG DURATION 

TYPE 2 DIABETES CAN BE 

ACHIEVED USING A VERY LOW 

CALORIE DIET 

Sarah Steven, Roy Taylor 
Magnetic Resonance Centre, Institute of Cellular 
Medicine, Newcastle University 

The pathophysiological defects of type 2 diabetes can 
be reversed using a very low calorie diet (VLCD) in 
individuals with short duration disease. Bariatric 
surgery studies suggest that duration of diabetes may 
limit reversibility. This study compared the metabolic 
effects of a VLCD in short and long duration type 2 
diabetes. The short (<4yr; n=15) and long duration 
(>8yr; n=14) groups all had fasting bloods and 
anthropometry before and after an 8 week VLCD (600-
800kcal/day). At baseline, the short (7M:8F) and long 
(8M:6F) duration groups were: aged 52.1±2.6 vs. 
61.6±2.0 yr; weighed 99.0±3.7 vs. 96.9±3.8 kg; with 
HbA1c 55.1±2.4 vs. 70.3±4.1 mmol/mol. There was no 
difference in achieved weight loss between the groups: 
14.8±0.8 % vs. 14.4±0.7 % (p=0.662). Fasting plasma 

glucose levels decreased significantly in both groups: 
short: 9.6±0.7 to 5.8±0.2 mmol/l (p<0.001) vs. long: 
13.4±0.8 to 8.4±1.1 mmol/l (p<0.001). 87% vs. 50% of 
individuals with short vs. long duration diabetes 
achieved non-diabetic fasting plasma glucose levels. 
There was a correlation between diabetes duration 
and achieved fasting glucose levels (Rs=0.501; 
p=0.006). There was a clinically important and 
statistically significant improvement in blood pressure 
in both groups: systolic BP: 144±5 to 125±5 (p=0.003) 
and 160±7 to 133±6 mmHg (p<0.001), allowing 
antihypertensive dose reduction in 17% and 64% of 
patients. 

Conclusion: Glucose levels can be normalised in long 
duration type 2 diabetes using acute calorie 
restriction. However, the response to a VLCD is 
heterogeneous, and diabetes reversal is less likely to 
occur in long duration type 2 diabetes than in short 
duration disease.   

SUPPORTIVE AND PALLIATIVE 

CARE INDICATOR TOOL (SPICT) 

FEASIBILITY STUDY 

Dr C Dowson 
Wansbeck General Hospital, Northumbria Healthcare 
Trust 

SPICT is designed as a simple one page document to 
identify declining health in advanced conditions, 
helping clinicians recognise those who may be 
deteriorating or dying. A feasibility study was carried 
out on the MAU during April 2014. The aim was to 
assess the practicality and usefulness of this tool on 
the MAU. The tool showed 31.2% of patients admitted 
through the MAU could be recognised as deteriorating 
or dying. Only 2% had a DNACPR, palliative care 
involvement or documented discussion with the 
patient/family. The tool was found to be simple to 
use, taking less than a minute to fill out for each 
patient. It could be considered for use in all 
admissions as a way to flag up those who should be 
referred to palliative care and could be included in the 
nursing or medical admission document. 

Conclusion: 31.2% of patients admitted to MAU were 
deteriorating or dying. Only 2% had a DNACPR all 
received palliative care involvement or documented 
discussion with the patient/family 

 

 

 



2 

 

 
Association of North of England Physicians July 2014 

OUR RELUCTANCE TO TREAT 

GOUT 

K Chapman, D Ashok 
University Hospital of North Durham 

A 63 year old male was admitted ward with a chest 
infection and acute kidney injury. During the admission, 
he complained of increasing hand pain and swelling.  
Co-morbidities included osteoarthritis, heart failure 
and chronic kidney disease.   Examination revealed 
widespread tophi.  His urate level was 1054 µmol/L 
(ULN 417 µmol/L). He was treated with a short course 
of prednisolone and, following an outpatient review, 
allopurinol. Gout is one of the most common curable 
causes of inflammatory arthritis.  There are 
misconceptions around the optimum management of 
gout in the community especially in patients with co-
morbidities.  Significant numbers of patients are not 
prescribed urate lowering therapy (ULT) as illustrated 
in our case.  This gentleman had recurrent attacks of 
gout for the previous 3 years, but was not commenced 
on ULT in view of his co-morbidities.  BSR guidelines 
have highlighted the importance of ULT.  Gradual 
reduction of our patient’s urate level with medical 
therapy should lead to the tophi dissolving.    

Conclusion: This case reflects poor adherence with the 
current BSR gout management guidelines especially in 
patients with comorbidities.   

 

AUDIT OF VENOUS THROMBO-

EMBOLIC RISK ASSESSMENTS 

AND ANTIBIOTIC PRESCRIBING  

Rachael Cowan and Ray Meleady 
Queen Elizabeth Hospital, Gateshead.  

The aims of this audit were to determine whether VTE 
and antibiotic prescribing on drug charts for medical 
inpatients meet Trust guidelines. The drug charts of 
207 medical inpatients across 11 wards at the Queen 
Elizabeth Hospital were audited as part of our usual 
ward round. 93.2% of patients audited had a VTE risk 
assessment documented on their chart. Of the 84 
patients who were prescribed antibiotics, 98.8% were 
prescribed in the correct place, 88.1% had a 
documented indication and 70.2% had the planned 
duration on the chart.  

Conclusion: The majority of patients are assessed for 
VTE risk and antibiotics are prescribed appropriately. 
However there is room for improvement particularly in 
duration of antibiotic therapy. The feasibility of 
integrating audit behaviour into routine clinical practice 
was demonstrated. 

AN AUDIT OF THE MANAGEMENT 

OF HYPERKALAEMIA 

NG Mordi 

Hyperkalaemia (serum potassium greater than 
5.4mmol/l) is one of the most common, life 
threatening electrolyte disturbances and its incidence 
is increasing. The British Renal Association (BRA) found 
there was variability between UK hospitals in 
managing hyperkalaemia and in 2012 they published 
management guidelines. We identified 30 patients 
over 3 months with serum potassium >6.0mmol/l. All 
had acute kidney injury. 14% of patients were not 
treated with insulin-dextrose and only 10% of patients 
with ECG changes had a repeat ECG post treatment, 
with 40% on continuous cardiac monitoring. 

Conclusion: The management of these patients with 
hyperkalaemia (mainly elderly and with renal failure) 
fell short of BRA standards. 

  

MANAGEMENT OF PLEURAL 

DISEASE IN NOTHUMBRIA TRUST 

Aujayeb A, Walmsley, N, Miller J, Weatherhead, M 
Wansbeck General Hospital 

We performed an electronic survey to assess 
knowledge of chest drain management amongst 
medical staff.  69 replied (16 FY1s, 16 FY2s, 2 ST1s, 2 
ST2s, 8 ST3s or above and 25 consultants). 5/69 and 
9/69 respondents did not know the meaning of a 
swinging or bubbling drain. There was no discrepancy 
between the numbers of people who had been signed 
off for a particular pleural procedure and who were 
confident in doing that procedure. A number of 
registrars were not competent in chest aspiration or 
inserting a Seldinger chest drain in the event of a 
pneumothorax. 16/69 did not know how to remove a 
chest drain and 48 had not read the trust or BTS 
guidelines for chest drain management.  

Conclusion: We have demonstrated shortcomings in 
knowledge of the management of pleural disease. 
Training is planned before  re-audit. 
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EASING TRANSITION INTO 

WORKING IN THE NHS: PILOTING 

AN ENHANCED SHADOWING 

PROGRAMME FOR OVERSEAS 

DOCTORS  

J Metcalf, H Woodun, N Pierce, J Golla, D Basu, D Cross, 
A Smalldridge, M Sykes, M Keaney, J Illing 
 North Tees and Hartlepool NHS Foundation Trust 

We developed and piloted a Trust funded enhanced 
shadowing programme for overseas qualified junior 
doctors to ease transition into the NHS. This was based 
on literature and local experiences and was run the 
week before shadowing. The 5 day programme 
included cultural issues; communication skills; patient 
safety and structure of the NHS.  Anonymised pre and 
post questionnaires were analysed using paired T tests 
and semi structured verbal feedback was scrutinised 
for themes.  The 7 participants included a refugee 
doctor, a clinical attaché, 3 foundation doctors and 2 
overseas medical students. All rated the scheme highly. 
Significant changes (p<0.05) following participation 
were found for: understanding the structure of the 
NHS; reflective practice/lifelong learning and 
management of acutely ill patients.  Respondents 
described improved communication and team working 
skills, ethical awareness and understanding of 
governance.  Self-identified changes to practice 
included: patient centeredness, communication skills, 
professionalism and seeking help.   

Conclusion: A targeted programme for overseas 
doctors improved communication skills and knowledge 
of NHS cultural values and safety processes which could 
impact on patient safety and satisfaction and address 
reported areas of difficulty for these doctors.   

 

IDIOPATHIC RETROPERITONEAL 

FIBROSIS (IRF) SUCCESSFULLY 

TREATED WITH 

MYCOPHENOLATE MOFETIL 

(MMF) 

Vagadia V 
 
 Idiopathic retroperitoneal fibrosis (IRF) is a rare 
autoimmune disease.  Characteristic findings are of a 
retroperitoneal mass around the aorta mostly 
extending from the renal hilum to the iliac vessels 
sometimes with extension to extra abdominal organs. 
One or both ureters are commonly involved leading to 
hydronephrosis. We gave MMF in combination with 
corticosteroids to 3 patients (all women, age at 

diagnosis 55-61 years) with IRF between July 2012 and 
August 2013. Biopsy was not performed as CT was 
diagnostic. All patients showed signs of systemic 
inflammation with raised CRP (range 45- 343 mg/dl) or 
ESR (maximum 84 mm/l). All had up-to-date 
appropriate cancer screening including colonoscopy. 
Presenting symptoms were back pain, abdominal pain, 
vomiting, tiredness, and anaemia. Patients were 
treated with prednisolone 40-60 mg daily for 2 months 
and gradually tapered to zero over the next 6-8 
months with MMF up to 1.5 gram twice-daily in one 
patient, and 1.0 grams twice-daily in 2. All three 
patients had radiologic regression at 3-6 months and 
normalisation of inflammatory markers after 
treatment. Two patients had ureteral stenting. One 
patient had complete regression without need for any 
surgical intervention. One patient who had recurrence 
of hydronephrosis despite treatment had ureteral 
stents replaced twice. 2 had complete regression of 
IRF with MMF. Only one remains on low dose of 
steroids with MMF, the other 2 are maintained on 
MMF alone. All 3 tolerated MMF well. 
 
Conclusion:. MMF is a safe immunosuppressive 
treatment for IRF in the induction and maintenance 
phase. Controlled trials of MMF vs other treatment 
such as cyclophosphamide or surgical treatment are 
required. 
 

A RETROSPECTIVE AUDIT OF 

THE INITIATION OF IMMUNE 

MODIFYING DRUGS IN PATIENTS 

WITH INFLAMMATORY BOWEL 

DISEASE 

Mitchell D, Craik A, Thompson N 
Freeman Hospital, Newcastle upon Tyne 
 
Our recently updated guidelines for the initiation and 
monitoring of immune modifying drugs (IMDs) in 
patients, including patients with inflammatory bowel 
disease (IBD), recommend screening for Hepatitis B, 
Hepatitis C and HIV prior to initiation of 
immunosuppressants. There is, however, no local 
guidance on monitoring during the initiation of these 
drugs and guidance from the British Society of 
Gastroenterology indicates that while frequent blood 
monitoring for myelosuppression and hepatotoxicity is 
required specific advice on monitoring during 
initiation is vague. 38 patients with IBD were identified 
over an 18 month period; 24 with Crohn's and 14 
ulcerative colitis.  Azathioprine was commenced in 21 
(55%), methotrexate in 11 (29%) and 6 mercaptourine 
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in 6 (16%). 32% of patients had blood borne virus 
testing.  73% had the recommended frequency of 
blood monitoring and 71% had the recommended 
frequency of blood monitoring after a dose increase. 15 
(39%) had their immunosuppressant discontinued for 
reasons of intolerance (47%), hepatotoxicity (20%), 
neutropenia (13%), and non-response (13%).  One 
patient (7%) developed acute pancreatitis, resulting in 
a 14 day hospital admission.  
 
Conclusion: The update in local guidance with regard to 
screening for blood borne viruses led to a slight 
improvement in our practice. There is scope to increase 
the frequency of recommended blood monitoring after 
initiation.  
 

SUCCESSFUL SURGICAL 

INTERVENTION IN MARIJUANA 

ASSOCIATED GIANT BULLOUS 

EMPHYSEMA. 

 

Sinead Oxley, Sana Khan, Michael Bone 
South Tyneside NHS Foundation Trust 
 
Large lung bullae are recognised as a consequence of 
heavy marijuana use. We describe an additional patient 
to a group of 5 cases of accelerated emphysema we 
previously described. A man, born 1970, presented in 
2003 with recurrent bronchitis, eczema and depression, 
and was smoking 8-10 joints of cannabis each day. CXR 
showed large right sided emphysematous bullae. In 
2004 he developed right sided pleuritic chest pain and 
had an exercise tolerance of 200 yards. Lung function 
showed FEV1 2.5L (predicted 3.72- 72%), FVC 3.77L 
(predicted 3.77-85%), ratio 70.86, with marked 
hyperinflation with residual volume of 2.86 L (164% 
predicted) but a reduced alveolar volume of 4.51 L 
(73% predicted) and diffusing capacity of only 5.19 L 
(50% predicted). High resolution CT scan confirmed 
large bullous disease predominantly in the right lung. 
The α-1 antitrypsin level was normal. He reduced to 5 
cigarettes per day but continued high cannabis 
consumption of approximately 1/16gm per day. He 
deteriorated over the next few years despite finally 
stopping smoking tobacco and cannabis. In 2009 he 
underwent a right upper lobectomy.All aspects of lung 
function improved after the procedure. He has 
remained well with no acute exacerbations nor further 
hospital admissions, able to perform light exercise and 
play football with his son and continues to refrain from 
all forms of smoking. 
 

Conclsuion: This case illustrates the potentially 
hazardous effects of combined marijuana and tobacco 
consumption where the former appears to have a 
confounding effect on lung damage. With support and 
surgical intervention therapeutic benefit was 
achieved.     

A RETROSPECTIVE AUDIT OF 

THE INITIATION OF IMMUNE 

MODIFYING DRUGS IN PATIENTS 

WITH INFLAMMATORY BOWEL 

DISEASE  

Mitchell D, Craik A, Thompson N 
Freeman Hospital, Newcastle upon Tyne 

 

Our recently updated guidelines for the initiation and 
monitoring of immune modifying drugs (IMDs) in 
patients, including patients with inflammatory bowel 
disease (IBD) recommend screening for Hepatitis B, 
Hepatitis C and HIV prior to initiation of 
immunosuppressants. There is, however, no local 
guidance on monitoring during the initiation of these 
drugs and guidance from the British Society of 
Gastroenterology indicates that while frequent blood 
monitoring for myelosuppression and hepatotoxicity is 
required specific advice on monitoring during 
initiation is vague. 38 patients with IBD were identified 
over an 18 month period; 24 with Crohn's and 14 
Ulcerative Colitis.  Azathioprine was commenced in 21 
(55%), Methotrexate in 11 (29%) and 6 Mercaptourine 
(6MP) in 6 (16%). 32% of patients had blood borne 
virus testing.  73% had the recommended frequency 
of blood monitoring and 71% had the recommended 
frequency of blood monitoring after a dose increase. 
15 (39%) had their immunosuppressant discontinued 
for reasons of intolerance (47%), hepatotoxicity (20%), 
neutropenia (13%), and non-response (13%).  One 
patient (7%) developed acute pancreatitis, resulting in 
a 14 day hospital admission.  

Conclusion: The update in local guidance with regard 
to screening for blood borne viruses led to a slight 
improvement in our practice, however could be 
improved further.  There is also scope to increase the 
frequency of recommended blood monitoring post 
initiation.  
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IMPROVEMENT OF NIV SERVICE 

AT THE QUEEN ELIZABETH 

HOSPITAL 

C. McBrearty, H. Curtis 
Queen Elizabeth Hospital, Gateshead 

Non-invasive ventilation (NIV) reduces mortality in 

patients with acute exacerbations of chronic 

obstructive pulmonary disease (AECOPD) with a low 

number needed to treat. Following poor outcomes 

compared with national audit, our NIV service was 

restructured in December 2013. A 24-hour/day, nurse 

led service was introduced with a view to early 

involvement in patients with AECOPD, optimisation of 

treatment, and prompt commencement of NIV. Rolling 

audit of the service was carried out, and results from a 

2-month period in 2014 compared with the same 

period in 2012, and the 2012 BTS NIV audit. 30 

patients were commenced on NIV between February 

and March 2014 (53% female, mean age 8, range 45-

93). 50% were admitted between 8am and 6pm. 90% 

had COPD. Mean pH on initial ABG was 7.25. Oxygen 

toxicity as a contributing factor was noted in only 1 

patient, compared with 21% in 2012. NIV was 

commenced in the ED/MAU in 39% (previously only 

available on the respiratory ward). Success rate (pH 

>7.3/PCO2 reduction by 0.5) was 76%, compared with 

66% in 2012, and 70% nationally. All patients had a 

documented plan in the event of NIV failure (76% 

nationally). Overall mortality was 33% (40% in 2012, 

30% nationally).  

Conclusion: Scope for improvement remains, but 

results are encouraging and audit of the service 

continues. 

 

 

Association Business 

 

Date of next meeting:  
This is the Autumn Meeting. It will be at Darlington Memorial Hospital on Saturday, November 1st 

2014. Refreshments from 9:30 am, with 10 am meeting start. Refreshments and buffet lunch 
provided free. Three 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) before Monday 23rd of September to the secretary 
clive.kelly@ghnt.nhs.uk. 
 
A generous legacy has enabled us to increase the value of the Margaret Dewar prize for the best 
junior doctor or medical student’s presentation. There is now an annual prize of £150 for the 
best oral presentation of the year, £100 for the runner-up and £50 for the best poster.  
 
We are keen to encourage 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 look at the web site of the Association on http://anep.co.uk/ which contains details 
of future meetings plus back numbers of the Proceedings over the past 10 years and other issues 
relating to the Association.  

 

We hope to see you at 10 am Saturday November 1st at Darlington Memorial Hospital  
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