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… PPIs can cause hypomagnesaemia, hypocalcaemia and hypokalaemia within one year 
of initiation … 
 
… Withdrawal symptoms after a short course of tramadol are poorly documented, 
although user forums document such reactions after as little as four days’ treatment. On-
line descriptions may strengthen anecdotal evidence of drug adverse responses… 
 
… The White Coat Effect (WCE) was a major source of inflation in recorded blood 
pressure [in sub Saharan Africa].  Accurate identification of those in need of anti-
hypertensive medication is important if resources are to be used efficiently, especially in 
resource-poor settings… 
 
 

 

 

 
 

Abstracts of the meeting held on Saturday 1st March 2014 at Hexham General Hospital 



1 

 

 
 
PASSING ON THE BATON WITHOUT 

DROPPING IT: IMPROVING CLINICAL 

HANDOVER ON THE ACUTE MEDICAL 

UNIT 

Shah AH, Forrest IA, Dipper C 
Royal Victoria Infirmary 

The twice-daily records of Clinical Handovers over a 2-
week period (04/11/13 – 17/11/13) on the Assessment 
Suite at the Royal Victoria Infirmary were reviewed 
against RCP recommendations. The existing handover 
spreadsheet was altered to include items not being 
regularly recorded e.g. DOB, Hospital Number, 
aims/limits of a patient’s treatment and if a patient was 
potentially dischargeable in the next 24 hours. The 
handovers were then re-audited against the same 
criteria over another 2-week period (09/12/13 – 
22/12/13). In total, 56 handovers were audited. 
Following redesign of the local spreadsheet, there was 
an increase from 45% to 63% of RCP recommended 
items being recorded every time. The majority of other 
items showed improvement following re-audit e.g. 
aims/limits of treatment recording went from 46% to 
69%.  

Conclusion: Clinical handover on our Acute Medical 

Unit has improved following audit and redesign of 
handover spreadsheet.  

PROTON PUMP INHIBITORS INDUCED 

HYPOMAGNESAEMIA, HYPOCALACEMIA 

AND HYPOKALEMIA 

Satish Artham, So Pye 
North Tees University Hospital 
 
A 70 year old female referred by the GP with lethargy, 
muscle cramps and paraesthesia in both extremities. 
Her past medical history included essential 
hypertension, ischemic heart disease, hiatus hernia, 
reflux oesophagitis, anxiety and panic attacks. Current 
symptoms were different from her previous panic 
attacks. She was taking aspirin, bendroflumethiazide, 
omeprazole, atorvastatin, nicorandil, valsartan, 
budesonide, formeterol and salbutamol inhalers, 
amlodipine and GTN spray. She was an ex-smoker and 
drank moderate amount of alcohol. Neurological 
examination was normal. Initial blood tests showed 
hypocalcaemia (corrected Ca++ 1.85), hypokalaemia (K+ 
3.5) and hypomagnesaemia (Mg++ 0.32). Other blood 
tests were normal and ECG showed no abnormality. 
We stopped omeprazole and changed to ranitidine. She 
had a magnesium infusion which corrected 
hypomagnesaemia and was commenced on oral 
calcium. Hypokalaemia was corrected in the next 24 
hours and hypocalcaemia was slowly corrected over 

the next few days. There was no recurrence of 
hypomagnesaemia or other electrolyte disturbance. 
We have another 5 cases where PPIs have been 
associated with hypomagnesaemia, hypocalcaemia 
and hypokalaemia.  

Conclusion: PPIs can cause hypomagnesaemia, 

hypocalcaemia and hypokalaemia within one year of 
initiation.  
 
 

OVERVIEW OF THE NEWCASTLE 

PULMONARY HYPERTENSION SERVICE 

Thirugnanasothy L, Sithamparanathan S, Fisher AJ, 
Lordan J, MacGowan G, Parry G, Griffiths B, Crackett R, 
Day M, De Soyza J, Corris PA 
Freeman Hospital, Newcastle Upon Tyne Hospitals 
NHS Trust 

The number of patients seen by pulmonary 
hypertension (PH) services nationally has increased 
annually over the last 5 years. Last year, a total of 
7757 patients were seen. The proportions in each 
diagnostic group of PH are: 16.3% idiopathic 
pulmonary artery hypertension (IPAH), 19.2% Chronic 
thromboembolic pulmonary hypertension (CTEPH), 
11.5% connective tissue disease (CTD) associated PH 
and 14.4% congenital heart disease (CHD) associated 
PH. The proportion that did not have PH was 18.1%. 
The Newcastle centre saw 528 patients last year, 
which is also an annual increase. The prevalence of 
CHD associated PH is higher in our region compared to 
the national average, while the prevalence of IPAH is 
lower. The regional prevalence of both CTEPH and CTD 
associated PH is similar to the national average. 27.2% 
patients had IPAH, 11.4% had CTD associated PH, 9.1% 
had CHD associated PH and 11.4% had CTEPH; 6.8% 
did not have PH. Nationally, the most common 
diagnosis of all new referrals was PAH (which includes 
IPAH and also PH associated with CTD and CHD); 
12.8% were diagnosed with CTEPH. 

Conclusion: Physicians should be aware of the 

causes and potential diagnosis of PH in patients 
presenting with unexplained breathlessness. 

A RETROSPECTIVE STUDY OF 

PATIENTS WITH PORTOPULMONARY 

HYPERTENSION IN ENGLAND AND 

WALES 

S Sithamparanathan, L Thirugnanasothy, A Nair, A 
Fisher, G MacGowan, J Lorden, G Parry, B Griffiths, M 
Day, J De Soyza, R Crackett and P A Corris 
Freeman Hospital, Newcastle Upon Tyne  

There is limited data on patients with portopulmonary 
hypertension (PoPH) in England and Wales. We 
undertook a retrospective study of clinical and 
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haemodynamic characteristics of PoPH between 2001 
and 2010. Mean age of PoPH diagnosis was 53.1 years. 
At evaluation, 77% of patients were in WHO functional 
class III. The majority of cirrhotic patients were in Child-
Pugh (CP) score A (42%, 28/66) or B (48%, 32/66). 
Alcohol accounted for over 50% of cases. Comparing 
the pulmonary haemodynamic values between 
separate CP scores, we found no significant difference 
apart from right atrial pressure (RAP) between CP 
scores A and B (9 vs 15 mmHg; p<0.05). Comparing the 
haemodynamic values between PoPH due to cirrhotic 
and non-cirrhotic liver disease, only RAP was 
significantly higher in cirrhotic patients (12 vs 8mmHg; 
P<0.05).  

Conclusion: Our study demonstrates that PoPH 

occurs in both cirrhotic and non-cirrhotic causes of 
portal hypertension. There is no association between 
the severity of cirrhosis and haemodynamic values 
apart from RAP between CP score A and B. RAP was the 
only significant haemodynamic value that differed 
between cirrhotic and non-cirrhotic PoPH.  

LYMPHOCYTIC INTERSTITIAL 

PNEUMONITIS IN SJOGREN’S 

SYNDROME 

Imna.F.R, Mudassir.M.S, Anupam .P  
James Cook Hospital, Middleborough 

Sjogren’s syndrome is an autoimmune condition 
affecting exocrine glands and can have extra-glandular 
manifestations. Lung involvement in 25% varies from 
follicular bronchiolitis to lymphocytic interstitial 
pneumonitis (LIP) and fibrosis. LIP is characterized by 
infiltration of the pulmonary interstitium and alveolar 
spaces with lymphocytes and plasma cells. It may be 
misdiagnosed as infection resulting in treatment delay. 
We present a 56 year old woman, known to be 
asthmatic who presented with symptoms of arthralgia, 
Raynaud’s, and xerostomia. Examination revealed 
asymmetrical small joint arthritis. She had a positive 
Schirmeŕs test, positive anti-Ro, anti-La and, 
antinuclear antibodies, positive rheumatoid factor and 
an elevated ESR. A labial biopsy confirmed Sjogren’s 
syndrome. She developed dyspnoea with bilateral 
crackles on examination. Chest radiography showed 
interstitial shadowing. Spirometry showed a mixed 
restrictive and obstructive defect. A thoracic CT 
showed ground glass opacification and an 
inflammatory nodule. A diagnosis of LIP was suggested 
and confirmed by lung biopsy. Corticosteroid therapy 
resulted in significant improvement. 

Conclusion: The case illustrates the importance of 

early recognition of LIP before fibrotic disease with 
honeycombing sets in. Treatment includes 
glucocorticoids and immunosuppressants.  

 

TRAMADOL WITHDRAWAL: PERSONAL 

AND ON-LINE EXPERIENCE 

Philip C Adams 
Newcastle upon Tyne Hospitals  

Tramadol is a commonly used analgesic, the 
prescription of which increased by 6% per month 
between 2005 and 2012. Deaths where tramadol was 
implicated have increased from 53 to 109 per annum 
2005-2012. The drug’s addictive properties have led to 
a recommendation that its classification be changed. A 
59 years old retired cardiologist was prescribed 
tramadol for hip osteoarthritis. He took 100-150mg 
daily for seven days, developing nausea and 
sleepiness. He stopped the tramadol abruptly, had 
marked insomnia the following night, followed by 
abdominal cramps, diarrhoea, and anxiety and felt 
very unwell. Within 72hrs the symptoms had resolved, 
being attributed to a viral infection. Having taken no 
tramadol for seven days he recommenced it, at 100-
150mg daily. There was an immediate improvement in 
pain and well-being part but when discontinued after 
six days, the symptoms recurred, more intensely, 
including marked insomnia. The following morning, he 
fell asleep while driving. He made the diagnosis of 
tramadol withdrawal. Unpleasant akithisia developed 
that evening.  

Conclusion: Withdrawal symptoms after a short 

course of tramadol are poorly documented, although 
user forums document such reactions after as little as 
four days’ treatment. On-line descriptions may 
strengthen anecdotal evidence of drug adverse 
responses.  

A REGIONAL AUDIT OF THE 

MANAGEMENT OF PATIENTS WITH 

DECOMPENSATED LIVER DISEASE 

J Dyson and S McPherson 
North East and North Cumbria Clinical Hepatology 
Network 
 
The recent National confidential enquiry into patient 
outcomes and death (NCEPOD) entitled ‘Measuring 
the Units’ suggested hospitals are failing to provide 
early intervention in patients with alcohol-related liver 
disease (ARLD). We reviewed 139 patients with 
decompensated liver disease (69% male, median age 
54 years. 88% had ARLD). Median “model for end-
stage liver disease” (MELD) score was 19, and 88% had 
Child-Pugh Grade B or C disease. The commonest 
reasons for admission were ascites (28%), GI bleeding 
(21%), encephalopathy (19%) and jaundice (16%). 
There was a 9% mortality rate during admission and 
average length of stay was 15 days. 82 patients had 
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clinical ascites; 62% had a diagnostic tap within 24 
hours of admission, 21% waited >24 hours and 17% did 
not have a tap. 18% had spontaneous bacterial 
peritonitis (SBP). Current daily alcohol consumption 
was documented in 81%. Of patients with alcohol 
excess, 92% received Pabrinex and 94% were started 
on CIWA (Clinical Institute Withdrawal Assessment for 
Alcohol). 26% had renal impairment; 28% did not have 
nephrotoxins stopped. Hyponatraemia (<125mmol/L) 
was present in 9%; 42% did not have diuretics 
stopped.27(19%) patients had known or suspected 
variceal bleeding. 19% did not receive terlipressin and 
30% did not receive vitamin K. 67% of patients had an 
upper GI endoscopy within 12 hours of admission.32% 
were encephalopathic and lactulose was commenced 
in 98%. 17% were not seen by any consultant within 12 
hours of admission, 7% were not seen by a 
gastroenterology/hepatology consultant within 72 
hours and 39% were not seen within 24 hours. 

Conclusions: We confirmed deficiencies in the 

acute management of patients with decompensated 
liver disease which might be corrected by use of a “care 
bundle”.  

A REGIONAL AUDIT OF PARENTERAL 

NUTRITION IN NORTHERN ENGLAND 

Jessica Dyson and Nick Thompson  
Northern Nutrition Network 
 
The NCEPOD report ‘A Mixed Bag’ found deficiencies in 
19% of adult patients on parenteral nutrition (PN). This 
audit examined the assessment, administration, 
delivery and monitoring of adult patients receiving PN 
in our region. All acute hospitals in the Northern region 
were involved. Data were collected over a 3-month 
period. 171 proformas were returned (50% male). 
Median age was 63 years, BMI 25.2kg/m2. Average PN 
duration 11 days. The commonest indications were 
post-operative ileus 17%, post-operative complications 
20%, perforation 13% and obstruction 17%. A nutrition 
support team (NST) was involved in 43%. PN was 
delivered by central access 51%, mid-line 26% and 
peripheral cannula 20%. 15% had line complications. 
80% of PN was started in daytime hours. There was a 
delay >24 hours to starting PN in 12%. Standardised PN 
was used alone in 46% and with additives in 51%. Prior 
to commencing PN, nutritional assessment was 
completed in 87% and the risk of re-feeding assessed in 
75%. 34% did not have appropriate electrolyte 
replacement before starting PN. 42% had metabolic 
complications, 14% of which were avoidable.95% were 
reviewed ≥4 times weekly. Biochemistry, clinical status 
and ongoing need for PN were reviewed daily in ≥85%. 
The constitution of PN was not reviewed in 33%. 
Patient outcomes at 30 days included: oral/enteral 
feeding (67%); discharged home (13%), death (8%) and 

home PN (6%). 

Conclusion: There is scope for improving the 

clinical assessment of patients prior to and during PN. 
Nutrition teams are not in place in all hospitals. 

ANALYSIS OF PATIENTS WITH BRAIN 

METASTASES REFERRED TO NEURO-

ONCOLOGY MDT MEETINGS 

Claire Ryan, Paula Mulvenna, Joanne Lewis 
Northern Centre for Cancer Care, Freeman Hospital, 
Newcastle 
 
Brain metastases confer poor prognosis and can arise 
from any primary cancer. Lesions may be treated 
radically, using stereotactic radiotherapy/radiosurgery 
(SRS) or surgical resection, to improve prognosis in fit 
patients with few lesions. SRS is sometimes 
recommended ahead of surgery and the introduction 
of this service to the Northern Centre for Cancer Care 
(NCCC) is imminent. In anticipation of this, we 
conducted an audit into practice regarding selection 
for radical treatment. 67 patients were selected from 
the neuro-oncology MDT lists of January 2010 to 
January 2012, to be retrospectively analysed. No one 
was treated with SRS. 56/67 (84%) had surgery. 
Number of lesions, extra-cranial disease burden and 
primary site had a documentation rate of >90% in 
clinic letters and imaging reports; however, access was 
not gained to MDT records. Although 61% of surgical 
patients had lesions <3cm, ≥80% had mass effect. 
Median survival was 14 months. 

Conclusions: Referral culture to and within the 

MDT is changing in response to new SRS guidelines. 
Survival is good and selection for surgery appears 
appropriate. Reaudit to analyse MDT discussions and 
gain SRS data is needed. 
 

THE EFFICIENCY AND SUCCESS RATE 

OF AMBULATORY BLOOD PRESSURE 

MONITORING AND THE OUTCOME OF 

BLOOD PRESSURE CONTROL 

T.Kung, I.Moore, S.Ahmed 
Sunderland Royal Hospital 

NICE recommends ambulatory blood pressure 
monitoring (ABPM) to reduce inappropriate diagnosis 
of uncontrolled hypertension and unnecessary 
treatment. The renal unit at Sunderland Royal Hospital 
uses a new referral system and ABPM protocol to 
manage patients with uncontrolled hypertension. We 
performed a retrospective data collection of all ABPM 
referrals from July to September 2013. 97 referrals 
were received during the 3 months. The average 
waiting time was shorter with the new compared to 
the old referral system (35 vs 60 days). Nephrologists 
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were more likely to use the new system than physicians 
from other specialties (99% vs. 48%). Mean monitoring 
time was 22 hours and 80.5% of measurements were 
successful. Twenty-nine readings were required on 
average to achieve 80% successful readings. 99% of 
patients had more than 14 readings as NICE 
recommended. Adequate BP control was achieved in 
45% of patients. Medication history was available for 
90/97(93%) patients; 60/90(66%) of patients followed 
the NICE anti-hypertensive protocol.  

Conclusion: Our new referral system reduces 

waiting time but needs to be opened to other 
specialties. To conform to national guidelines we 
suggest 30 readings during waking hours which would 
result in 2 readings per hour and 26 successful 
readings.  

 

PULSED CYCLOPHOSPHAMIDE IN THE 

TREATMENT OF RHEUMATOID 

ARTHRITIS - RELATED INTERSTITIAL 

LUNG DISEASE (RA-ILD) 

Palmer E, Gordon J, Kelly CA. 
Queen Elizabeth Hospital, Gateshead 
 
There is little evidence to guide clinicians in the 
management of patients with rheumatoid arthritis (RA) 
and related interstitial lung disease (ILD). In the 
subgroup with rapidly deteriorating respiratory 
function, pulsed cyclophosphamide is advocated but no 
assessment has been published. The British 
Rheumatoid Interstitial Lung (BRILL) network has 
collected data on the treatment and outcomes of 260 
patients with RA-ILD, which allow assessment of this 
strategy. 260 patients across 16 UK centres who met 
the 2010 EULAR criteria for RA and had confirmation of 
ILD on high resolution computed tomography (HRCT) of 
the lungs were followed. For each patient who had 
received pulsed intravenous cyclophosphamide, we 
identified two matched case controls with RA-ILD who 
had never received the drug. We compared duration of 
both RA and of ILD between the two groups, as well as 
vital capacity (VC) and gas transfer (TLco). We 
compared mortality and survival time in each group. 21 
patients had received pulsed cyclophosphamide for 
progressive RA-ILD. Ten were male, median age 71 (58-
86) years. Most (13/21) patients were smokers and all 
were seropositive. Median duration of ILD was 2 years 
and of RA 11 years in both the cyclophosphamide 
treated group and the case controls. Median baseline % 
predicted VC (range) was lower in the 
cyclophosphamide patients at 71% (40-117%) than in 
case controls 84% (55-134%) [p=0.015], as was TLco at 
45% (25-109%) vs 57% (27-82%) [p=0.04]. Mortality 
was identical between groups at 24%, but mean 
survival was longer in those treated with 

cyclophosphamide than in case controls (72 vs 33 
months)[p=0.03]. 

Conclusion:  The use of pulsed cyclophosphamide 

for patients with progressive RA-ILD is associated with 
similar mortality but longer survival than control RA-
ILD patients with less impairment of baseline 
pulmonary function. This retrospective analysis 
supports the use of pulsed cyclophoshamide. A 
prospective study similar to that conducted in 
scleroderma lung disease is needed. 
 
 

A RARE COMPLICATION OF LOWER GI 

MALIGNANCY 

A King, N Stock, G Wallace 
University Hospital North Tees, Stockton 
 
A 64 year old gentleman presented to the Emergency 
Department with a Glasgow coma score of 3 following 
a tonic clonic seizure. He had fixed upward gaze and 
signs of sepsis. For the previous 24 hours he had had 
headache and lethargy. His background included T4- 
N1M1 moderately differentiated rectal 
adenocarcinoma with liver and pulmonary metastases 
treated, several months previously, with palliative 
radiotherapy and chemotherapy. He had moderate LV 
impairment and atrial fibrillation. A CT scan of his 
head showed extensive gas in the subarachnoid 
spaces and within the ventricles and basal cisterns. 
Whole body CT scan showed localised perforation of 
the known recto-sigmoid tumour into a gas-containing 
pelvic collection, which was contiguous with the 
prevertebral space. There was associated bony 
destruction of the sacral promontory with multiple 
locules of gas within the sacrum, L5 vertebral body 
and extending into the spinal canal, indicating this as 
the cause of pneumocephalus. Our patient was 
treated with intravenous antibiotics and the following 
day his GCS improved to 11, but he then deteriorated, 
and sadly died within 48 hours of admission.  

Conclusion: Pneumocephalus secondary to 

infiltrating pelvic collection and tumour is an rare 
complication of lower gastro-intestinal tumours, with 
only one previous case report. 

THE PERFORMANCE OF A GI BLEEDING 

SERVICE MEASURED AGAINST NICE 

STANDARDS IN COUNTY DURHAM 

Laurence Whittaker, Joe Newton, John Silcock, Anjan 
Dhar  
County Durham & Darlington NHS Foundation Trust 

All patients with acute upper gastrointestinal bleeding 
(AUGIB) seen in our Trust (population 650,000) 
between July-December 2012 were reviewed. 47 
patients were identified equating to an annualized 
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population incidence of 15/100,000 which is lower than 
the national figures of 80-170/100,000. Mean age was 
67yrs (range 20-91), 60% were >65yrs. 40% had a pre-
endoscopy Rockall/Blatchford score but a full Rockall 
score was rarely recorded. 86% underwent endoscopy 
within 24hrs and 93% within 48hrs of presentation. 1 
received a platelet transfusion, in accordance with NICE 
guidance of platelet count <50. 5 received FFP, only 
two conforming to approved indication of fibrinogen 
<1g or PT or APTT >1.5x the upper limit of normal. 3 
received prothrombin complex concentrate (PCC), all 
within NICE approved indications. 36% were already on 
PPI at admission. Of the remaining 64%, 78% were 
started on a PPI before endoscopy. Early (<72hrs) and 
late (<7days) rebleed rates were 9% and 2%. 7 and 
28day mortality were both 5%. 14% had acute kidney 
injury, 5% had a worsening of their heart failure and 5% 
developed sepsis. Median length of stay was 5 days, 
compared to 6 days for hospitals with a similar service 
provision. 

Conclusion: This review shows an effective 24/7 

AUGIB service. 40% of patients had an initial risk 
assessment recorded at admission 2/3rd of patients are 
given pre endoscopy PPI. Mortality was lower than in 
the national audit (5% v 7.1%). 

ASSESSING OSTEOPOROSIS IN COELIAC 

DISEASE: IS FRAX A GOOD SCREENING 

TOOL? 

Jessica Weightman,Matthew Bridges, Anjan Dhar 
County Durham & Darlington NHS Foundation Trust 

Osteoporosis is a recognised complication of intestinal 
malabsorption due to coeliac disease. While referral for 
dual energy x-ray absorptiometry (DXA) scanning in 
other conditions is based on 10-year fracture risk 
calculated by the FRAX tool, the 2007 BSG guidelines 
advise screening of all patients with a higher risk of 
osteoporosis with DXA scan, irrespective of FRAX 
calculated risk. We looked at whether the FRAX and 
linked NOGG tool were good at determining the need 
for DXA scan in patients with coeliac disease.  Of the 50 
patients with coeliac disease who had DXA scans, 10 
had osteoporosis and 40 had either a normal result or 
osteopaenia. Of these 10, 9 would have also been 
referred on the basis of a calculated FRAX score and 
only one case would have been falsely reassured. Of 
the 40 cases with either a normal DXA scan or 
osteopaenia, 31 would have been referred for DXA on 
the basis of the FRAX score, resulting in an unnecessary 
test. A positive FRAX score does not accurately predict 
osteoporosis in coeliac disease. The positive predictive 
value of the FRAX tool was 22.5%; but the negative 
predictive value 90%. 

Conclusion: The use of FRAX to identify patients 

with coeliac disease at risk of osteoporosis has a high 
negative but low positive predictive value.  

 

INCIDENCE OF SUNITINIB INDUCED 

THYROID DYSFUNCTION IN RENAL 

CELL CARCINOMA- A PILOT 

RETROSPECTIVE AUDIT 

S. Zhyzhneuskaya, L.Erete, J.Czechowska, W.Anderson, 
A Humphreys, S.Nag 
James Cook University Hospital, Middlesbrough  

Tyrosine kinase inhibitors (TKI) are an emerging group 
of anti-growth factor agents used in the treatment of 
solid cancers. Treatment is associated thyroid 
dysfunction. We determined the incidence of sunitinib 
induced thyroid dysfunction and its management in 
patients with renal cell carcinoma (RCC). 31 patients 
were started on sunitinib between 2010-2012.One 
patient had pre-existing primary hypothyroidism and 
was excluded from analysis. Baseline thyroid function 
tests (TFT) were done in 93% of patients. The majority 
of patients (n=26) were euthyroid pre-treatment; 3 
patients (10%) had subclinical hypothyroidism and 1 
patient (3.3%) had subclinical hyperthyroidism. Mean 
interval to developing abnormal TSH was 9.3 weeks 
(range 2-42 weeks, SD 11.58).  Primary 
hypothyroidism in this cohort developed at 27.7 
weeks (range- 4-46 weeks). The mean time to 
commencing levothyroxine (LT4) therapy   was 55.5 
weeks (range 21-105 weeks). Sunitinib induced 
hypothyroidism developed in 6 patients (20%) whilst 
subclinical hypothyroidism developed in 2 patients 
(6.6%).  21 patients (70%) were biochemically 
euthyroid. Thyroid status of one patient with baseline 
subclinical hyperthyroidism remained unchanged.  4 
patients (13.3%) developed transient subclinical 
hypothyroidism. Mean TSH level at start of LT4 
therapy was 55.7mIU/l (range 19.43-107.24) and 
mean free T4 was 8.4 pmol/l (range 3.5-11.8). LT4 was 
commenced at a mean dose of 39mcg once daily 
(range 25-50mcg) and the average final dose was 118 
mcg once daily (range 50-225mcg). 

Conclusion: The incidence of primary 

hypothyroidism (20%) is similar to published rates (14-
46%). Regular pre-cycle TFT checks are indicated in 
patients on sunitinib. 
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INFLUENCE OF THE WHITE COAT 

EFFECT ON HYPERTENSION 

PREVALENCE IN SUB-SAHARAN AFRICA: 

A Ivy, J Tam, M Dewhurst, W Gray, Felicity Dewhurst, 
Paul Chaote, Golda P Orega, Richard W Walker, 
Newcastle University, North Tyneside General Hospital, 
Institute of Health and Society, Newcastle University, 
Hai District Hospital, United Republic of Tanzania, 
Kilimanjaro Christian Medical Centre, United Republic 
of Tanzania. 

 Hypertension is common in sub-Saharan Africa (SSA).  
We hypothesised that published rates were inflated by 
the physiological response of subjects to the testing 
procedure; the ‘white-coat’ effect (WCE). A baseline 
cohort of 2232 community-dwelling subjects aged 70 
years and over was established in 2010.  In 2013, we 
followed up a representative sample of 79 subjects 
from the baseline cohort to assess blood pressure using 
conventional BP measurement (CBPM) and ambulatory 
BP monitoring (ABPM).  For CBPM, 3 measurements 
were taken in clinic, or at home, and the average of the 

last 2 calculated.  ABPM was taken hourly for 24 hours 
using a cuff with mean daytime, night-time and 24-
hour measurements recorded digitally using cut-off 
values for hypertension according to the European 
Society of Hypertension guidelines. There was a 
significant difference between daytime ABPM and 
CBPM for systolic (mean difference 29.7mmHg, 95% CI 
24.2 to 35.2) and diastolic BP (mean difference 
7.4mmHg, 95% CI 4.9 to 9.8).  Rates of hypertension 
were significantly lower when measured by 24-hour 
averaged ABPM (55.7%) than CBPM (78.4%).  The WCE 
was observed in 54 subjects (68.4%).  Consequently, 
up to 22 subjects (27.8%) would have been wrongly 
characterised as hypertensive using CBPM, 40 subjects 
(50.6%) were genuinely hypertensive and four 
subjects (5.1%) had masked hypertension.   

Conclusions: The WCE was a major source of 

inflation in recorded blood pressure.  Accurate 
identification of those in need of anti-hypertensive 
medication is important if resources are to be used 
efficiently, especially in resource-poor settings. 

 
 

 
Association Business 

Date of next meeting:  
This Is the Summer Evening Meeting. It will be at Queen Elizabeth Hospital Gateshead on 
Thursday 10th July 2014 6:00 pm to 9:00 pm. Refreshments and buffet supper 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 5th of June 2014 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. From now on there will be a 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 6:00 pm on Thursday 10th July at Queen Elizabeth Hospital 

Gateshead 

 

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

