
Quality, improvement 
and patient safety, 
auditNovember 
2025

rcpconferences.co.uk/med-
plus-2025











Mismatch Repair Immunohistochemistry and Germline Pathogenic Variants 
in Lynch Syndrome-associated Endometrial Cancer:  A Retrospective Audit

Malcolm Scott1,2, Tunch Akmandor1,3, Nikhil P. Ganeshram4, Damneet Thind1, Rupali Arora1
1 Department of Cellular Pathology, University College London Hospitals NHS Foundation Trust

2 Department of Women’s Cancer, EGA Institute for Women’s Health, University College London
4 Newstead Wood School3 Advanced Diagnostics, Health Services Laboratories 

      Endometrial cancer (EC) is frequently the first clinical 
manifestation of Lynch syndrome in women, sometimes 
preceding colorectal cancer [1,2]. 

      Universal screening with mismatch repair (MMR) 
immunohistochemistry (IHC) is recommended to identify 
patients at risk [3]. Concordance between IHC and germline 
pathogenic variants (PVs) is critical to guide genetic counselling 
and family cascade testing. 

     Discordance may result in missed diagnoses or unnecessary 
investigations. Audits are essential to evaluate the reliability of 
IHC, highlight diagnostic gaps, and support pathway 
improvement. 

     

     We retrospectively analysed 15 women with confirmed Lynch 
syndrome who developed endometrial cancer between 2008 and 
2024. Clinical variables included age, body mass index (BMI; 
categorised as <30, ≥30, or unknown), FIGO stage, and histology. 

     IHC for MLH1, PMS2, MSH2, and MSH6 was compared with 
germline PV status. Expected loss patterns were defined per 
gene. Positive stromal internal control was identified in every 
case, confirming optimal staining quality. 

    Concordance was defined when IHC results matched the 
germline PV. Discordant cases were highlighted for further 
evaluation.

      Overall concordance was 86.7% (13/15). MLH1 PVs were 
fully concordant (6/6), while one MSH2 PV case showed 
isolated MSH6 loss. 
     The single MSH6 PV case demonstrated dual MSH2+MSH6 
loss, suggesting a possible secondary MSH2 alteration or 
misclassified variant. These findings highlight the reliability of 
IHC but emphasise the need for confirmatory germline 
testing in discordant cases due to the heterodimeric nature 
of MSH2-MSH6 [4,5]. 
     Reflex MLH1 promoter methylation testing should be 
incorporated into standard workflows. Repeat IHC, MSI-PCR, 
or tumour sequencing may be performed in discordant or 
equivocal cases [6-8].

     The median age at diagnosis was 41 years (range 31-57). BMI distribution included eight 
patients with BMI <30, five with BMI ≥30, and two with unknown values. Most tumours 
were Stage IA (13/15), with one Stage IB and one Stage IIIB. Histology across 15 cases was 
predominantly (80%) endometrioid, with one mixed cases: endometrioid/clear cell.
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Gene
(PV)

Cases 
(n)

Concordant 
% (n)

Typical IHC pattern 
observed Special Notes

MLH1 6 100% MLH1 & PMS2 loss -

MSH2 8 87.5% MSH2 & MSH6 
loss

1 case with isolated MSH6 loss only 
(possible point mutation in MSH2)

MHS6 1 0% Isolated MSH6 loss 
expected

Case showed dual MSH2+MSH6 loss 
despite MSH6 PV (possible 2o MSH2 

alteration or variant misclassification)
Total 15 86.7% - 2 discordant cases (13.3%)

References

DiscussionIntroduction

Methodology

      To audit concordance between MMR IHC and germline 
genetic results in Lynch syndrome associated endometrial 
cancer, and to identify areas for diagnostic optimisation.

Aim
     This audit demonstrates that MMR IHC is highly 
concordant with germline PV status in Lynch syndrome 
associated endometrial cancer, supporting its use as a 
frontline screening tool. 
     Discordant cases underline the importance of molecular 
confirmation and multidisciplinary review. Regular audits 
strengthen diagnostic quality, safeguard patient safety, and 
optimise Lynch syndrome detection and counselling.

Conclusion

Results

Table 1:  C oncordance between MMR IHC  and germline pathogenic variants (n=15)
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Pleural effusions are a common cause of  hospital 
admission and morbidity. Delays in confirming diagnosis 
and scheduling procedures extend hospital stays and 
increase radiation exposure when CT is used as first-line 
imaging.
 BTS 2023 guidance recommends thoracic 

ultrasound (TUS) before pleural procedures, 
highlighting its diagnostic role.

 Despite its established pre-procedural value, diagnostic 
TUS remains underutilized.

 Bedside TUS offers rapid confirmation, enabling 
earlier intervention and safer care.

Assess timeliness and compliance with BTS 
standards for inpatient pleural procedures.

Identify causes and contributing factors to 
procedural delay.

Develop improvement strategies to enhance 
efficiency and patient safety.

Compliance with BTS standards 
assessed

BTS Compliance: 57 %
Contributors to delay:
• Anticoagulation management
• Weekend service gaps
• Referral inefficiencies
• CT-capacity dependence
• Limited ultrasound-trained

 workforce

Role of  Thoracic Ultrasound in Early Diagnosis: 
A Safer & Quicker Approach

Dr Asjad Ahmed Eitezaz, Dr Muhammad Usama, Dr Abu-Bakr Ahmed, Dr Arwa Jibril, Dr Nadia Sayeed

Introduction Materials and Methods

Aims

Walsall Manor Hospital, UK

Quality Improvement Project 
(first PDSA cycle)

50 inpatient pleural procedures  
(retrospective review)

Demographics, indications, imaging 
modality, timing, and cause of  delay

Results

57%
43%

Compliant Non-compliant

Results and Discussion
Case vignette: Suspected 
effusion—11-day delay from 
repeated CXR/CT while O₂-

dependent; day-1 bedside TUS 
could confirm and allow 

immediate drainage

Why delays happen: 
Imaging pathway and 

workforce bottlenecks.

Why bedside TUS: 
Faster, safer, and more cost-
effective; reduces radiation 

and shortens stay.

Implementation: 
Cross-train ED, GIM, and 
Acute Medicine to expand 
access; aligns with ARCP 
competency requirements.

Delays in pleural procedures are multifactorial; 
imaging workflow is central. TUS is under- utilized as 
a diagnostic tool. Embedding TUS as the initial 
diagnostic step offers a safer, quicker and more cost 
effective approach which shortens stay.
Planned interventions: education and training, 
expanded TUS competence, pathway redesign, and 
re-audit.

Conclusion



Electrocardiography (ECG) is an essential diagnostic tool in the 
Emergency Department (ED). However, inappropriate use can 
lead to wasted resources, delay interpretation, and affect 
patient care. We undertook a two-cycle quality improvement 
project (QIP) to assess ECG utilisation, documentation of 
rationale, timeliness of interpretation, seniority of reviewer, and 
related outcomes.

INTRODUCTION

OBJECTIVES
Determine the appropriateness of ECG's Performed in the ED 
based on clinical indications
Analyse the time please and proportion of
1.ECG's requested
2.ECG's performed
3.ECG's interpreted
-Subgroup Analysis of time taken to perform ECG on chest paint 
patients
-Analyze which grades of clinicians are performing and 
interpreting ECGs
-Assess the documentation of ECG interpretation on EPR(HIVE)

METHODOLOGY 

APPROPRIATENESS OF ECG UTILISATION IN THE EMERGENCY DEPARTMENT 
Anand Sunil1, Chris Alphonse 1, Saleem Farook1

1Department of Emergency medicine, Wythenshawe Hospital, Manchester University NHS Foundation Trust, Manchester, UK

Retrospective data were reviewed from the electronic patient 
record (EPR) across two randomly chosen 24-hour periods: 
December 2023 (Cycle 1) and March 2025 (Cycle 2). Data 
were benchmarked against departmental standards and the 
Care Quality Commission (CQC) requirement for ECG 
interpretation by a senior decision maker (ST3+) within 30 
minutes. Interventions introduced between cycles included 
standard operating procedures (SOPs) for ECG requesting and 
interpretation, clearer triage criteria, and education sessions 
for nursing, auxiliary, and medical staff.

ANALYSIS

Triage orders

Repeat ECG

Interpreted

ECG with findings

83.50%

19.50%

64%

45%

87%

20.50%

90%

60%

Cycle 1 vs 2

Cycle 2 Cycle 1

Chest Pain

NOF

?Sepsis

Abdominal pain

Acute confusion

Automated

Bradycardia

?collapse

Chest pain

Collpase

CVA

KEY POINTS
Rate of ECGs remains mostly unchanged – approx. 40% of patients get ECGs
Interpretation rates have improved in cycle 2 (90% compared to 65% in cycle 1)

Consultant Interpretation rate doubled from 27% to 50% of overall interpretation
SPR (ST3+) rate remains steady at 24% of overall interpretation.

Time to interpretation is variable:

• Remains long over the weekend day (70mins cycle 1 vs 66 mins cycle 2) improved 
on weekday (209mins cycle 1 vs 73 mins cycle 2)

90% of Chest pain ECGs are interpreted
Out of the total 2444 patients in the whole week, 998 had ECG's done which is 39%(24 
Mar- 30 Mar,2025)
Chest pain is the most frequent indication 39% and 33% corresponding to both days.
20% of the ECGs were repeated on both cycles.
Majority of the ECGs still ordered at triage.

RECOMMENDATIONS 
2014 UK ED based audit in the BJC1 – the ECG rate is around10%, compared to our 
40%
Implement triage criteria as agreed in the ECG SOP
Raise awareness of the importance of ECG interpretation AND documentation 
particularly at nights and in chest pain patients – Further Qip Cycles
Re-audit to look in more detail: chest pain patients and machine interpretation
CQC standard: Chest pain patients should have ECGs done and interpreted by ST3 or 
above within 30 minutes of arrival

Fig 1

Fig 2

Fig 3



Improving TAVI Referrals
Quality & Consistency Audit
Dr. Hilda Akinrinade – University Hospitals Dorset NHS 
21 Oct 2025

Background & Aim

TAVI treats severe symptomatic AS when surgery isn’t suitable, requiring multidisciplinary care.
At UHD, referrals lacked structure: missing essential tests, unnecessary investigations & inconsistent 
documentation. The aim was to evaluate the quality and consistency of TAVI referrals, by introducing 
a structured referral checklist with a re-audit to measure improvements.

Methods
Cycle 1 (baseline): Retrospective review of 30 consecutive referrals.
Investigations checked: echocardiogram, CT TAVI, ECG, angiogram, carotid Doppler, pulmonary 
function tests.
Intervention: Introduction of a structured referral checklist with targeted departmental 
teaching.
Cycle 2: Re-audit following intervention.

Results & Conclusion

Work-up improved: CT 75→100%, ECG 55→87%, Angiogram 38→43%, Doppler 10→0%, 
PFTs 15→6%, ECHO 100%; checklist boosted documentation, reduced unnecessary tests & 
facilitated smoother MDT triage; future: more data & trainee involvement.

Over a 9-month period, 30 baseline and 16 re-audit referrals were reviewed. Future cycles 
could include a larger sample size and longer data collection period to provide more statistically 
robust results and allow comparisons between elective and acute referrals. A bigger dataset 
would strengthen conclusions on the checklist’s impact on referral quality, efficiency, MDT 
decision-making, and time to treatment

Fig. 1: Checklist illustration  
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Graph 1: Referral work-up compliance by audit cycle

[1] [2]
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Cylcle 1 
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Cycle 2 

% Mentioned % Not Mentioned
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“Let’s talk about bowels and document them”

Sabha Nadeem¹* (Presenting Author) · Mohamed Asma² · Doaa Khafagy² · Khalid Abozaid² · Chinarisam Chuku² · Dr Oosama Choudhry² ¹ Lead author; ² Co-authors – The Shrewsbury and Telford Hospital NHS Trust

Not just a tick box.

Ensuring Reliable Electronic Bowel Documentation: A Quality Improvement Project 

References: 1) RCP. NEWS2 (2017). 2) NICE. Constipation in adults (NG12, 2021). 3) BGS. Improving bowel chart documentation (2023). 4) Lee A et al. BMJ Open 2022;12:e059545. 5) O’Connor S et al. BMC Med Inform Decis Mak 
2016;16:120. 6) Wachter RM. Making IT Work (DoH, 2016).    Contact: sabha.nadeem@nhs.net

Introduction:
Documentation of bowel movement is a fundamental yet understated aspect of 
inpatient care, given additional importance in older adults and patients with 
prolonged admissions. 
Delays in identifying or acting on constipation, diarrhoea or obstruction can lead 
to complications and extended hospitalisation or avoidable morbidity and 
mortality. 
Reliable documentation also underpins communication across the 
multidisciplinary team and allows for timely escalation and consistent monitoring. 
Electronic documentation systems have been introduced to our hospital system, 
such as Vital PAC; however, there continues to be inconsistency in this 
recording.¹,² Our aim was to address this and improve documentation. 

Materials and methods:
This was a 2-cycle quality improvement audit of a general medical ward, with 
each cycle including a 15-day admission period. 

Cycle 1 reviewed bowel documentation rates retrospectively on the electronic 
platform VitalPAC, followed by targeted interventions: 
(1) Posters displayed around ward highlighting clinical importance of bowel 

documentation; 
(2) Daily board round reminders and
(3)  Reinforcement of these interventions at regular ward meetings over a 6-

week period. 

Cycle 2 repeated the same data collection process to assess for impact of the 
interventions. We also conducted subgroup analysis for patients with admission 
>3 days and those aged ≥65 years.³,⁴

Conclusion:
This project demonstrated that simple, low-cost interventions such as posters, 
reminders during board rounds, and reinforcement in ward meetings can 
significantly improve compliance with electronic bowel documentation.

 Reliable documentation enhances early recognition of bowel dysfunction, 
facilitates escalation, and strengthens communication among healthcare staff. 
Sustaining these measures and embedding prompts into electronic systems 
could further improve practice and reduce avoidable complications. 

Future work should explore links between improved documentation and patient 
outcomes such as reduced length of stay and complication rates.





Methodology
Design: Retrospective audit of discharges in April 2025. 
Setting: UK District General Hospital.
Population: 1,137 adult inpatients discharged after ≥1 day 
(obstetrics/midwifery excluded). 

Data collected: 
 DNACPR/TEP status prior to admission
 DNACPR/TEP decisions made during admission
 Presence of a ReSPECT form at discharge
 Completeness of ReSPECT documentation (all sections) 

Analysis: Identification of missed opportunities where DNACPR/TEP 
decisions were not translated into ReSPECT on discharge.

Introduction
The Recommended Summary Plan for Emergency Care and Treatment 
(ReSPECT) process records both clinical recommendations and patient 
preferences to guide emergency decision- making across care 
settings1,2. 

During hospital admissions, DNACPR and treatment escalation plans 
(TEPs) are frequently completed. However, their translation into 
ReSPECT forms at discharge is poorly studied. 

Inadequate documentation risks3: 
 Fragmented care 
 Inappropriate treatment plans 
 Unnecessary readmissions 
 Reduced patient autonomy 

Aim: To assess how often inpatient DNACPR/TEP decisions are 
documented in ReSPECT forms on discharge and evaluate the 
completeness of these records.

Results

Conclusion
There is a substantial gap between in- hospital DNACPR/TEP decisions and their 
documentation in ReSPECT forms at discharge. We estimate 175 missed 
opportunities for ReSPECT documentation. Having found 24 patients discharged 
with a ReSPECT form from a potential 199 in- hospital DNACPR/TEPs, and 75% of 
these being incomplete, there is considerable scope for improvement 

Ensuring ReSPECT completion at discharge would help to:
 Improve continuity of care1,2 
 Support personalised decision- making4 
 Align practice with national end- of- life priorities4,5

Discussion
Clinicians appeared to prioritise treatment recommendations while often neglecting 
patient values, with Section 8 (“Wishes and Fears”) being frequently omitted. 
Variability in DNACPR practices suggest challenges in clinician confidence, time 
constraints and documentation processes6,7. 

Suggested recommendations:
 Research into barriers to ReSPECT completion
 Staff education and training 
 Electronic prompts within discharge systems 
 Multidisciplinary review at discharge planning 

Figure 1. Patient flow from discharge to ReSPECT form completion, highlighting 
missed opportunities.

ReSPECT Forms on Discharge as a Representation of DNACPR/TEP Decisions During Admission
A Retrospective Audit from a UK District General Hospital
Elhawary A, Chima O, Majeed M, Razik A, Vangani B, McCallum D, Khoso E, Fatima M, Almzaini O, Arefin S, Hossain M, Chohan B 

Figure 3: Completeness of ReSPECT form sections at discharge (n=24). 
Note: Section 9 was not applicable for any patients as they were newly implemented.
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Figure 2: Proportion of ReSPECT forms on discharge and missed opportunities. 



BREAKING BARRIERS TO TIMELY DISCHARGE
Dr Wachi Jain, Dr Kanav Jain, Dr Sachi Jain

Stroke is a clinical syndrome of presumed vascular 
origin characterized by rapidly developing signs of 
focal or global disturbance of cerebral functions 
which lasts longer than 24 hours or leads to death 
(NICE guidelines). It remains a leading cause of 
morbidity in the UK, with approximately 126,000 
admissions in England every year. Prolonged 
hospital stays are associated with increased costs, 
reduced patient flow, in-hospital complications 
and delayed rehabilitation. 

BACKGROUND

AIM

To evaluate length of stay (LOS) of 
stroke patients admitted to our stroke 
unit, identify factors contributing to 
discharge delays, and suggest 
interventions to improve patient flow.

RESULTS

Delays in discharge were due to medical, social and 
rehabilitation reasons. Social causes for delay were 
more prominent about 50% which included awaiting 
package of care, best interest meeting, transfer 
planning and awaiting fast track discharge. 

METHODS

A retrospective review of case notes and records of 
62 patients admitted with stroke between October 
and November 2023, Data included age, gender, 
comorbidities (AF. HTN, DM, hyperlipidaemia, IHD), 
NIHSS on admission, modified Rankin Scale pre--
and post-admission, discharge pathway, and causes 
of delay in discharge after MFFD

CONCLUSION

-Recommendations: Identifying high 
risk patients using predictive tools and 
implement early tailored discharge 
planning. 
-Enhanced coordination between stroke 
team, social services and the families to 
expedite actions on patient care 
pathways.
-For stable patients (e.g., low mRS), 
need a rapid discharge pathway that 
prioritizes early discharge within 3 days.
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