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The Potential Role of Lanreotide in Prostate Cancer Treatment

Dr Alexander Green Foundation Year 1 Doctor, Dr Cathryn Woodward Consultant in Clinical Oncology

Background and Case

- Prostate cancer is the most common
cancer in men in the UK

- Progression of prostate cancer can
eventually cause resistance to
androgen-lowering therapy, with
limited pharmacological options at
this stage.

- Lanreotide is a somatostatin
analogue used to treat intestinal
neuroendocrine tumours and
acromegaly.

2022-2024
PSA steadily rises
from 2.50 to 7.14

- No treatment

2024
injections started
for NET
2020
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2011
Prostate Cancer
TURP + RT
PSA 22 ->0.34

Results

Figure 1A, PSA Trend Prior to Lanragtide Therapy
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Figure 1A: The trend in PSA over time before starting
lanreotide injections is shown. The graph shows the initial
drop in PSA from 22 to 0.34 following radical treatment.
The PSA gradually increases up to 2.50 and 7.14 in 2024.

Figure 1B. P5A Trend Following Lanreotide Initiation
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Figure 1B: The trend in PSA c;::"er time atfter starting
lanreotide injections is shown. The graph shows a regular
drop in PSA from 7.14 in April 2024, 6.10 in May, 5.81 in
September, 5.05 in March 2025, and 4.50 in September
2025.

Discussion

Phase I-1l Trial

- 30 patients with advanced prostate cancer were given
30mg lanreotide intramuscular injections, the 1-year global
survival rate was 72%

Somatostatin Receptors in Prostate Cancer

- Prostate cancer expresses more somatostatin receptors as
it become more resistant to androgen-lowering therapy

- Binding of somatostatin analogues to these receptors can
have a direct anti-proliferative and pro-apoptotic effect

- This may be due to advanced prostate-cancer developing
features of a neuroendocrine-like tumour, which are
known to express somatostatin receptors

Lanreotide and Growth Factor Signalling

- Elevated levels of IGF-1 are associated with maore
aggressive disease and poorer prognosis

- In acromegaly, where IGF-1 is a known driver of disease,
long-acting lanreotide has been shown to lower IGF-1
levels and stabilise tumour growth

Side Effects

- CLARINET study showed most common side effect was
transient diarrhoea, most prominent when starting
treatment. Increased risk of gallstones
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Combined Clinical Frailty Score and Performance Status
as Predictors of Survival in Upper Gl Malignancies

Dr Alexander Green F1, Dr Dan Patterson Consultant Medical Oncologist | West Suffolk Hospital NHS Trust

INTRODUCTION

* Clinical frailty scores and performance
status are designed to assess patient
fitness

¢ Combined scores predict survival in lung
cancer patients from a previous quality
improvement project

® Aim: Evaluate the use of PS and CFS and
a combined score in upper gastrointestinal
(Gl1) malignancies to see if it has any
prognostic value

METHODS

¢ Prospective database of upper Gl
patients (2020-2024) from West Suffolk
Hospital

* Palliative UGI cancers

* Based on lung cancer study a combined
score =6 was ‘poor’ and a score <6 was
‘sood’

* Kaplan—Meier analysis was performed

RESULTS
* n =62 (age 60-85) ® Median PS: 2 | CF5: 4
* 35% good score (<6), 65% bad score (=6)

18

Figure {1): Breakdown of the types of upper Gl malignancies in the study
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RESULTS
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Figure (3): Comparison of days of survival following
chemotherapy with a ‘good’ score (n=15) and a ‘bad’ score
(n=6)

Figure {2): Overall survival in days from date of diagnosis to
death for patients with a ‘good” score and o ‘bad score’

CONCLUSION

The study demonstrates that, as per the lung cancer patients,
a combined CF5 and PS score has a predictive and prognostic
value for upper Gl malignancies.

Combining the score may help to determine whether a
patient with upper Gl malignancy would benefit from
chemotherapy treatment.

Reference: Thirumoolasangu U, et al 140 Impact of Combined Performance Status and Frailty Assessment on Survival and Prognosis in patients with thoracic malignancies: A Retrospective Analysis, Lung Cancer, 200




Can We Predict Death After Inpatient Hypoglycaemia?
A Multicentre Prognostic Model

Amanda Ling Jie Yeel2, Sam Sherratt-Mayhew?, Charles Page®, Aashritha Buchipudi*, Aqgeelah Khatoon!, Kalyaani Persad'3, Amynta
Arshad-®, Mariam Idrissi’, Ahmed Igbal®, Sofia Salahuddin?, Alexandra Solomon?, Pratik Choudhary!?, Sanna Waheed?, Sara Abdi
Osman®, Muhammad Ali Karamat!!, Parijat De?, Aspasia Mantal, Punith Kempegowdal2, DEVI Collaboration!

1. Department of Applied Health Sciences, University of Birmingham, UK; 2. Queen Elizabeth Hospital Birmingham, University Hospitals Birmingham NHS Foundation Trust, UK; 3. Midlands Metropolitan

University Hospital, Sandwell and West Birmingham Haospitals NHS Trust, UK 4_ Birmingham Medical School, University of Birmingham, UK; 5. Good Hope Hospital, University Hospltals Birmingham MHS

Foundation Trust, UK; 6. Warwick Hospital, UK; 7. The Princess Alexandra Hospital NHS Trust, UK;. 8. Division of Clinical Medicine, University of Sheffield, UK; 9. Russells Hall Hospital, UK; 10. Diabetes

Research Centre, University of Leicester, UK; 11. Heartlands Hospital, University Hospitals Birmingham MHS Foundation Trust, UK.

Applied Health

UNIVERSITYOF | Api
BIRMINGHAM @ Sciences

1. Introduction/ Background 4, Model Development 6. Model Variables

Hypog chaemia ‘ Predictors selected | 1.0-
| Model built | C Diabetes types
i Length of stay N 0.8-
‘ Model refined | >
% 1 Mortatity | e | Charlson Comorbidity 2 997
25 Index (CCI) @
%‘9 ? Cardiovascular events ‘ Accuracy checked | t}; 0.4~
ﬁ Hypoglycaemia
e : -
- 5. Study Population + Mortality Predictors el a5 02
2. Research Question

ROC curve

2,160 episodes - 151 deaths (7.0% mortality) 3_,,_F Precipitating factors 0.0

T T T T
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B i 1.0
hypoglycaemia ) )

» Using routine clinical data T2DM vs T1IDM OR 2.01 1 - Specificity

- Study Uesign IHSG level 2 OR 4.09 :
’ 3"‘:%0&0'?4 » Identify high-risk patients * 4-variable model developed

+ Retrospective cohort, 11 hospitals (2023- IHSG level 3 OR&.51 ’ A?JIRSC' 073 early - Predict early mortality
2024) Fasting/ missed meals OR1.95 Good + Improve monitoring * Use routine data to stratify mortality risk

» Ethical approval and data permissions i ' librati + Support clinical decisions and guide post-episode management
obtained at all sites. Multiple precipitating OR2.02 calibration * Reduce mortality + Ready for external validation

» [npatients with diabetes + ? factors

hypoglycaemia (<4.0 mmol/L)

Table 1 1.Cruz P. J Diabetes Sci Technol 2020. 2. Amiel SA. Diabetologia 2021
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Quallty Improvement Project: Enhancing 4AT (Dementia and Delirium) Screening

NHS

on the Acute Medical Unit at St Helier Hospital

Background Methods ’s
» Delirium is a medical emergency characterised by an acute change in The project employed the PDSA (Plan-Do-Study-Act) framework:
mental status. It is associated with significantly increased mortality, * Baseline Assessment (December 2024): A retrospective review of 30 20 -
morbidity, and prolonged hospital stays®. patient records was performed to establish baseline screening rates
* The National Institute for Health and Care Excellence (NICE) within 72 hours of admission. This identified significant fragmentation 15 - = Nursing-led
highlights that delirium remains frequently under-diagnosed in acute across paper-based and disparate electronic systems. 10 ne |
settings, leading to suboptimal clinical outcomes?. * The Intervention (January—February 2025) and System Integration: m Doctor-led |
* Within the Epsom and 5t Helier University Hospitals NHS Trust, The 4AT tool was formally integrated into the iCM platform (Electronic 5 |
delirium screening was historically fragmented across paper-based Patient Record) to centralise documentation and replace fragmented i
records and multiple electronic platforms, leading to unreliable systems. 0 - i
compliance monitoring and potential delays in identifying vulnerable * MDT Engagement: Led by a Dementia and Delirium Clinical Murse Baseline Post-Intervention |
patients. 4AT (i.e. the 4 A Test?) and AMTS (i.e. the Abbreviated Specialist, targeted ward-based educational sessions were delivered Figure 2: Transition to a shared-responsibility model: Successful redistribution
Mental Test Score?) are the screening tools routinely utilised. to nursing staff, physiotherapists, and occupational therapists. of delirium screening workload across the multidisciplinary team. I
Aim * Cultural Shift: The strategy focused on “shared ownership,” |
) - o o empowering the wider MDT to conduct screenings rather than Conclusions and Reflection
To improve clinical safety and facilitate early delirium identification for el dical staff Although th i ] : ed stable. th oct achieved
i i . ou e overall screening rate remained stable, the project achieved an
patients aged =65 admitted to the Acute Medical Unit (AMU) by: relying sole y.cm me |[:a.sta ' ) g ) o g ) prel
N - ) + Post-Intervention Re-Audit (March 2025): A follow-up evaluation of 30 improvement in multidisciplinary engagement. Nursing-led assessments rose
1.Transitioning from fragmented records to a unified, electronic 4AT o ) o o
tool patient records was conducted to measure the impact of significantly from 13% to 46%, representing a fundamental shift in clinical
ool.
isati i i ownership from a doctor-centric model toward shared responsibility. This
2.Implementing the tool directly onto the iCM platform, the Trust's standardisation and MDT engagement on screening compliance. ) ) P ) ) P _W
] i . Results aligns with GMC standards on professional collaboration, demonstrating how
Electronic Patient Record (see Figure 1). od health | tribute t tial safety ]
: _ varied healthcare roles contribute to essential safety screenings.
3-Amproving compliance by increasing the percentage of completed rThe baseline assessment demonstiated 3 86% (n=20/30) * To ensure sustainability and meet GMC standards for ar.c:uratf clinical record
screenings at the point of admission to ensure early intervention. documentation rate, which was predominantly doctor-led; nursing staff ty

keeping, future cycles may propose systems-based solutions, such as
automated prompts within the Electronic Patient Record, ultimately
enhancing patient safety through earlier recognition of delirium.

accounted for only 13% of these screenings.
While the overall documentation rate did not improve following the
7 —— intervention, remaining comparable at 60% (n=18/30), the data

revealed a significant qualitative success in  multidisciplinary References

engagement. 1. MICE. Delirium: prevention, diagnosis and management. Clinical Guideline
—— * The proportion of assessments completed by nursing staff increased [CG103]. 2010 (Updated 2023).
3 substantially from 13% to 46%, representing a fundamental shift in 2. Bellelli G, Morandi A, Davis DH, et al. "Validation of the 4AT, a new
o . —— clinical ownership. This marks a successful transition toward a instrument for rapid delirium screening: a study in 234 hospitalised older
—— collaborative, shared-responsibility approach, which is a critical step in people.” Age and Ageing. 2014; 43(4): 436-502.

. I — — embedding delirium screening within the permanent multidisciplinary 3. Hodkinson, H. M. (1972). "Evaluation of a mental test score for assessment |
Figure 1. EIEET | workflow of the Acute Medical Unit (see Figure 2. | of mental impairment in the elderly." Age and Ageing, 1(4), 233-233. |
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Optimising Community Acquired Pneumonia Management:

A Two-Cycle Quality Improvement Project on the use of the CURB-65 scoring system and Antibiotic Stewardship

Background

* Pneumonia remains a leading cause of emergency hospital
admission in the UK, with mortality rates for hospitalised
patients ranging 5%-14%:,

* The CURB-65 score is a 6 points scoring system that assesses
pneumonia severity and advises if admission is required. It also
guides antibiotic therapy?.

Aims

To evaluate and improve the management of pneumaonia within

the 5t Mary’'s Hospital Emergency Department by:

1.Assessing clinician compliance with CURB-65 documentation.

2.Ensuring antibiotic prescriptions align with Trust antimicrobial
guidelines?.

3.Designing and implementing targeted interventions to address

any identified gaps in adherence.

Methods

The project utilised a two-cycle PDSA (Plan-Do-Study-Act)

framework:

* Baseline Audit (January 2023): A 14-day retrospective review
of patients admitted with pneumonia to establish current
practice.

* Cyele 1 (January 2023): Focused on "cultural" interventions,
including daily morning huddle presentations (see Figure 1)
and board round discussions to champion Trust guidelines.

* Cyele 2 (September 2023): A formal educational phase
involving dedicated teaching sessions for resident doctors and
distribution of pocket-sized "cognitive aids" (memory cards) to
support point-of-care scoring.

* Data Analysis: Notes were re-audited after each cycle to track

documentation rates and prescribing accuracy.

Results

* The baseline audit reviewed the notes of 153 patients attending
with shortness of breath, 36 were diagnosed with pneumonia.
Data analysis demonstrated significant room for improvement:
only 22% (n=8) of these patients had a documented CURB-65
score, and only 37% (n=13) received antibiotics in accordance
with Trust guidelines.

* Following Cyecle 1 (n=23), CURB-65 documentation remained
stagnant at 21%, though antibiotic prescribing according to Trust

Guidelines saw a positive shift to 52%.

w2 1 “Think CURB-65!” Audit

U "E" & 3 I3 * CURB-65 is a scoring system to assess the severity of pneumonia.
. b * Important to document in patients’ notes as it informs on mortality risk, ABX
N cholce and IP vs. OP treatment.
» Itis the best practice advised by NICE [NICE CG191).
Confusion <2 Mild

PO amoxicillin 500mg-1g TDS
Urea > 7mmol/L

RR> 30/mi ¥ S— =2 Moderate
= 3U/min PO Amaoxicillin S00mg-1g TOS + PO Clarithromycin S00mg BD
BP systolic <90 or
diastolic <60 32 Severs
IV Co-amox 1.2 TS + POJIV Clarithromvyein 500mg BD
Age = 65 More an

Figure 1, Slide used for the morning huddle.

* After Cyele 2 (n=22), CURB-65 documentation unexpectedly
dropped to 10% (n=2),
maintained at 50%. This divergence suggested that while

while antibiotic adherence was

prescribing habits were influenced by the intervention,

documentation of severity remained a secondary priority for

clinicians under pressure (see Figure 2).

60
50
40 B CURB-65 Documented
a0 (%)
20 m Antibiotic Adherence
10 - (%)

D -

Baseline Cycle 1 Cycle 2

Figure 2, Comparison of CURB-65 documentation rates and antibiotic

prescribing adherence across baseline and two PDSA cycles.

Conclusions and Reflection

* The project highlights the complexity of changing clinician behaviour
in an acute setting. While the educational interventions successfully
improved antibiotic stewardship, they failed to increase the
documentation of clinical scoring.

* This highlights a human factors issue: in high-acuity environments,
clinicians may perform internal assessments without formal
documentation.

* To ensure sustainability and align with GMC professional standards for
clinical record-keeping, future cycles may wish to propose the
integration of a compulsory CURB-65 form within the Electronic
Patient Record, thus reducing cognitive load.
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IVCM-Insight: Automated Interactive Interpretation of In Vivo Confocal Microscopy

Jungi Liang'-2, Zijun Zhang, Shangyang Jiang?, Zhiqun Wang', Qingfeng Liang’

Beijing Institute of Ophthalmology, Capital Medical University. 2. University College Lonfdon Hospital

Background

IWVCIM provides high-resclution corneal detail,
but interpretation is time-consuming and

IVCM-Insight

O'Camet et Conate Wew Chat (1 Search Histovkeal Reporta

expertise-dependent. Existing IVCM Al has
mainly focused on narrow classification tasks
rather than comprehensive report generation.
We developed a dedicated Al system for
structured report generation and interactive
guestion answering and evaluated itin a
retrospective single-center study with 3-step
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Automatic performance metrics

Metric Score
BLEU-1/2/3/4 D'UE_E; ?ﬁ?ﬁ:
ROUGE-L 0.67
CIDEr 1.85
METEOR 0.66
Avg. accuracy 0.96
Avg. F1 score 0.80
Condition-level F1 score
Selected high-performing
extracted conditions
Inflammatory cells [
Epithelial defect [
Stromal activation |
Nerve density ]
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Case 3: Acanthamoebs keratitis

Images
Result: In the left eye, epithelial cells are absent n the central-nasal lesion area.
Brigll\ll Numercus highly reflective cyst-like structures are observed, arranged in clusters and
report chains, sxtending to a depth of approximately 324 pm, Marked scthation of stromal cells

Al-generated
FEEOTT

i prosent, while vicualization of the remaining lesion ares is obacured.

Examination Result! In the loft eye, defect of spithelial cells are noted, Multiple highly
reflective cyst-like structures are detectad, arranged in clusters and chains, with

el ation Iy 324 porn. Py activation of stromal cells
ks identified.

Condition: Epithelial defect, Cysl, Stromal cell aolivation

o up e

0: What do the “eyat” in the report regresent ¥

A: The “cysts” described in your report refer specifically to Aconthomoesbo oysts within
the cormeal tissue, On IVORM, they typically appear as highly reflective, round or polygonal.
double-walled structures, often seen singly, in clusters, or arranged in chains. These cysts
reprazant the dormant, highly resizstant form of Aconthomorba, anabling the organiem to
Surive under adverse conditions and making the infection more diffioult 1o ersdicate,
Tharir prasence is a hallmark of Acanthamosba keratitis, confirming active infection and
indicating the need for targeted anti-amorbic therapy.

« CMV: KP + owl's-eye-like endothelial cells
* Fungal: hyphae + inflammatory infiltration (to 132 pm)
* Acanthamoeba: epithelial defect + cysts + stromal activation

Report quality QA performance

Accuracy e 417 Accuracy e 433
Completeness mmmmmm 419 Completeness 421
Coherence s 470 Relevance e 4.54

Diagnostic support s 4.06

Non-harmfulness I 451

ICC ranged from 0.71 to 0.92, indicating substantial to excellent inter-rater reliability.

* IWCM-Insight showed strong performance in report generation
and guestion answering

» |t expands IVCIM Al beyond narrow classification toward
comprehensive corneal image interpretation

* [t improves efficiency, consistency, and access to expert support



ANCA vasculitis in a Down syndrome patient with learning disability:

Initial presentation

A man in his fifties presented with a three-
month history of reduced oral intake,
weight loss and behavioural changes
(new aggression).

Significant reduction in oral intake in
preceding two weeks.

Background

Past medical history
Down syndrome, learning disability
(minimally verbal), hypothyroidism, pre-
diabetes, uveitis and bilateral cataracts

Social history
Maon-smoker, non-drinker

Recently moved to residential home
following death of his mother

Family history
Sarcoidosis, Non-Hodgkin's lymphoma,
renal malignancy

the ethical dilemmas of investigation and treatment
Mica Schofield, Colchester hospital, East Suffolk and North Essex Foundation Trust

Investigations
Haesmoglobin 89 (g/L)
White cell count 4 X108/

 reactive protein 85ma/L
Creatinine 250pmol/L

Estimated glomerular

filtration rate (eGFR)

25ml/min/1.73m2

Ultrasound of renal tract

Bilateral loss of corticomedullary
differentiation

Small kidneys (8.1cm and 9.1cm)

Glomerulcnephritis screen

Proteinase-3 anti-nuclear cytoplasm

antibody (PR3 ANCA) strongly positive at

128.91U/L (reference range 0 - 0.9 1U/L)

.

|

Granulomatosis with polyangiitis

(GPA)

|

Standard management of GPA'

+ Biopsy for histological confirmation
50-75mg OD oral prednisclone initially, weaned to
5mg OD over 4-5 months
Rituximab or cyclophosphamide for lifeforgan

Figure 1 .
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threatening disease
» Rituximab, methotrexate or mycophenolate for non-
lifeforgan threatening disease
Avacopan for 6-12 months
Rituximab maintenance therapy

Clinical considerations

Thought to be acute kidney injury due to poor oral
intake from grief reaction.

Intrinsic renal pathology was not expected despite
signs of chronic disease on ultrasound and months of
declining renal function (Figure 1)

Renal bicpsy
* Would need to be done under general anaesthesia
due to behaviour

» Significant risks due to small kidneys

Medication administration
* Probable distress if 4-6 hour rituximab infusion
+ Could only tolerate dissclvable/crushed
medications — avacopan not an option

Treated without tissue diagnosis with IV
methylprednisolone, followed by weaning oral
prednisolone and mycophenolate

NHS

East Suffolk and

North Essex
NHS Foundation Trust

Discussion

This case illustrates diagnostic overshadowing in
adults with Down syndrome, where behavioural
changes and weight loss were initially attributed to
psychosocial causes.

People with Down syndrome are more prone to
autoimmune conditionsZ. This is due to immune
dysregulation linked to trisomy 21, including
abnormal interferon signalling and autoantibody
production, which may lead to atypical or under-
recognised inflammatory presentations22.

It also highlights ethical challenges. Investigating
complex but treatable conditions in individuals with
significant learming disability requires balancing
diagnostic benefit against distress and treatment
burden.

Decisions about renal biopsy, imaging and dialysis
required best-interest discussions with family,
emphasising the need to balance beneficence
("doing good™) against non-maleficence (“doing no
harm™) while preserving overall quality of life.

Permission to collect and share data granted by patient's next of kin
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Cardiac arrest from undiagnosed Tuberculous myocarditis: A silent threat

Author : Nasiba Hassan
Affiliation : Great Western Hospital

— BACKGROUND >

Tuberculosis remains a common global multisystem infection.

Although the United Kingdom is a low-incidence setting, rates have

risen to 7.8 per 100,000

(2021). Tuberculous myocarditis is a rare (<2%) but serious
manifestation, ranging from asymptomatic disease to life-
threatening arrhythmias and cardiac arrest. Increasing migration
highlights the need to consider atypical and extrapulmeonary TB
presentations ; particularly in patients from endemic regions.

RESULTS

>

ECG

Echocardiogram

Atrial tachycardia with RBBB
LWVEF = 40 %

Widespread nodularity with areas
of cavitation and reactive right

~

'weuro—rehahilitatmn for recovery from hypoxic brain injury

CT thorax hilar and subcarinal
lymphadenopathy
Septal thinning, akinesis,
Cardiac MRI myocardial cedema and

hyperenhancement — suggestive
of myocarditis/infiltration

——  CASE PRESENTATION >

We present the case of a young male in his early 20s, a foreign student from a tuberculosis-endemic Southeast Asian country, who
presented with out-of-hospital cardiac arrest due to ventricular fibrillation. His medical history included type 1 diabetes mellitus,
pancreatitis, and prior supraventricular tachycardia. Following successful resuscitation, he developed hypoxic brain injury and required
prolonged ICU and CCU admission.

During his CCU stay, he experienced recurrent non-sustained ventricular tachycardia and persistent pyrexia of unknown origin,
unresponsive to antibiotics, with unremarkable initial investigations. Further evaluation confirmed Tuberculous myocarditis. He was
treated with six months of anti-tuberculous therapy under a multidisciplinary team, which led to clinical and radiological improvement.
Additionally, an implantable cardioverter-defibrillator (ICD) was inserted for secondary prevention, and he underwent prolonged

— LEARNING POINTS

*TB Myocarditis is rare, life-threatening cause of
cardiac arrest.

*5uspect in young patients from endemic region
with unexplained arrhythmia, heart failure or
arrest

*Cardiac MRI guides diagnosis

*Differentials include Sarcoidosis

+Early diagnosis and treatment can prevent
mortality and morbidity highlighting the need for

Pre TB treatment CT Thorax Post TB treatment CT Thorax wme awareness.

QuantiFERON-TE Gold Plus

Positive

Other investigations

CT Head normal, CTPA negative,
blood cultures & viral PCR negative

— REFERENCES ~

~
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Background

Left ventricular (LV) pseudoaneurysm is a rare but life-
threatening mechanical complication of acute myocardial
infarction (MI) with an incidence of <0.5%.%

It arises from contained wventricular free-wall rupture.
Fragmentation of the mural thrombus can produce systemic
emboli, with sequelae such as neurological deficits.?

Clinical Presentation

*  57-year-old man with hypertension and prior inferior
STEMI (RCA stent)

*  Presentation: one day history of chest pain, then sudden
unresponsiveness and decorticate posturing (NIHS5 26)

*  Elevated troponin: 8342 = 92491 ng/L

*  Rapid neurological improvement — residual mild left-
sided weakness (NIHS5 5)

*  CT cerebral angiography: no intracranial pathology

*  Brain MRI: multiple bilateral diffusion-restricted
lesions, consistent with cardicembolic infarcts

*  Transthoracic echo (TTE): large LV aneurysmal cavity
with suspected intracavitary thrombus

* Coronary angiography: unobstructed epicardial
coronaries, patent RCA stent

* Cardiac MRI [CMR): 10 cm inferolateral LV
pseudoaneurysm with broad neck (~5 cm), extensive
thrombus and transmural infarction, reduced LVEF: 34%

Post-infarction Left Ventricular Pseudoaneurysm Presenting as a Basilar Stroke

Olivia Paes!, Rajesh Patnaik Thonangi®, Ana Martins®, Shveta Monga?, Alaaeldin Amin®
Great Western Hospitals NHS Foundation Trust

A -TTE view PLAX: large pseudoaneurysm of the basal inferclateral wall

B, C - TTE A4C view: Large pseudoaneurysm of tha basal anterolateral wall

D - CMR still image showing large inferolateral LV pseuvdoanaurysm (~10 cm) which
communicated with the LV via a wide neck (~5 cm) and contained extensive mural
thrombus

E - Late gadolinium enhancement demonstrated tranamural infarction of the inferolataral

wall.

References
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Management and Outcome

The patient deteriorated into cardiogenic shock, surgery was
deemed high-risk, and he was instead managed conservatively
with long-term anticoagulation.

CMR at one-year showed persistent pseudoaneurysm with
stable thrombus and improved LV function. The patient
remains stable and living independently.

Discussion

Overlapping presentations; neurological and cardiac, pose a
significant diagnostic challenge. LV pseudoaneurysm is an
important differential in patients with prior Ml presenting with
embolic phenomena, even some time after the index event.

This case illustrates the viability of medical management in
patients for whom cardiothoracic surgery may be limited. As
the patient population ages and comorbidities accumulate,
conservative approaches may expand therapeutic options.

Learning Points

* LV pseudoaneurysm may present late after MI with
embolic stroke rather than cardiac symptoms

* Elevated troponin does not always indicate acute coronary
occlusion

* Multimodal imaging (TTE and CMR) is essential for
diagnosis

* High embolic risk necessitates long-term anticoagulation if
surgery is not feasible

* Management requires individualised multidisciplinary team
decision-making due to high operative risk

All images and details reproduced with appropriote permissions



ARTIFICIAL INTELLIGENCE IN CLINICAL DOCUMENTATO

A SYSTEMATIC REVIEW AND META-ANALYSIS OF ACCURACY AND QUALITY

Authors: Shriya Karlapudi®, Khalid Khan?

IGKT School of Medical Education, Faculty of Life Sciences and Medicine, King's College London; *Parkside Group Practice, South Croydon, London

BACKGROUND

Clinicians currently face Increasing workloads driven by rising
administrative demands, contributing to burnout

Ambient artificial intelligence (Al) scribes generate clinical notes in real-
time and have emerged as a potential solution to this documentation
burden. Al scribes are already being adopted internationally, often ahead
of robust evaluation.

This has led to concerns regarding accuracy and safety, with multiple
healthcare systems emphasising the need for clinidan oversight
Furthermore, their integration into dinical environments raises questions
about trainees’ skill acquisition and documentation competencies

This review aimed to quantify error rates and assess the documentation
quality of Al scribes used in real-time during live clinical consultations.
Based on this, recommendations for clinical practice were made.

* PRISMA-compliant systematic review of multiple databases
* Real-time analysis of error rates and subtypes in Al-generated notes

* Assessment of documentation quality via three-level meta-analysis of
Physician Documentation Quality Instrument-9 (PDQJ-9) scores

* Comparison of Al-generated vs physiclan-generated notes

Fig.1: Summary of methodology

Error rates and subtypes

|
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Quantitative analysis of documentation quality

Fig.2: Overall error rate'**

Overall error rate was substantial at 47%
across different Al models

Omission errors
* Failure to include correct information
* B6% across Al models in this review

86%

Fig 3. 1: Omission erron

Commission errors:
* Inclusion of incomrect information
* 7% across Al models in this review 7%
Fig 3. 2 Commission
emon
Al hallucinations:
* Information added by the Al that was not
present anywhere in the source material 2%
or clinical encounter Fig 1x Al
* 2% across Al models in this review hallucinations
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Fig.7: Three-level meta-analysis of PDQI-9 scores
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prompt optimisation
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* Generally high Al-generated documentation quality with a pooled PDQI-9 score of 81 .63%

* However, significant heterogeneity (Q=501.49) indicated variations between Al models and
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Non-lexical conversational cues

Fig.4: Non-lexical cues'?

'('Mm-hm' . )
“Ouch®
%

These were associated with a
high error rate, particularly

RECOMMENDATIONS FOR CLINICAL PRACTICE

omissions
)
Physician preferences'*?
Al-generated notes preferred Physiclan-generated notes preferred
General practice Paediatrics
Cardwology Obstetrics
Orthopaedics Gynaecology

Q ;;.'.' g‘ 2
m .:WA 8? Scan for
references
Integration of Al literacy Education on limitations Critical appraisal of Al .
into the training curriculum and risks of Al scribes generated notes
":} = »
Preservation of core Oversight and Medico-legal and
documentation skills accountab ity ethical awareness




REDEFINING NORMAL: NATIONAL HAEMATOLOGICAL REFERENCE INTERVALS FOR HEALTHY INDIAN ADULTS

A SYSTEMATIC REVIEW AND META-ANALYSIS

Author: Shriya Karlapudi
Affiliation: GKT School of Medical Education, Faculty of Life Sciences and Medicine, King’s College London
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BACKGROUND

Reference intervals (Rls) are usually established based on global data.
An example is the World Health Organisation (WHO) Ris for anaemia
and the NHS haematological Rls.1?

OUTCOME

Pooled Ris

Bivariate random-effects meta-analyses of the 2.5% and 97.5% percentiles demonstrated variation from NHS Rls across nearly all parameters. Separate
meta-analyses were conducted for each parameter. Results are presented as visual summaries for the purpose of this poster.

This may not reflect the ethnic, nutritional and environmental diversity

of the Indian population, resulting in diagnostic inaccuracy. HAEMOGLOBIN

RED CELL INDICES PLATELETS AND WHITE CELL COUNT

Red cell count Platelet count
3.82 -5.87 x109 128.17 —353.79 x10%
] (NHS5RI: 3.8-55 (MHS RI : 150 — 410 x109)

¥109) | |

Ovwerall
11.00-17.01 g/dL

This review aimed to establish nationwide, region-specific and gender-
specific haematological reference ranges for healthy Indians.

* PRISMA-compliant systematic review of
PubMed, Ovid, Scopus, Web of Science
and Cochrane CENTRAL®-2?

* Health was defined in accordance with
the Clinical and Laboratory Standards
Institute and healthy Indian adults were
included

* Primary outcome:
o Establish separate pooled Ris for
each haematological parameter:
® Bivariate random-effects meta-
analyses of reported 2.5 and
97.5t percentiles

*+ Secondary outcomes:
o Establish separate haemoglobin Ris
for males and females:
= Bivariate random-effects meta-
analyses for males and females
o Visualise haemoglobin distribution
across geographical regions:
® Random-effects meta-analysis
of reported haemoglobin means
+ All meta-analyses were performed on
Rstudio

Protocol developed

-I

Inclusion and exclusion

criteria defined

===
St s |
g =

Data extraction
template created

Systematic literature
search

Screening (title,

abstract, full-text)

9

Data extraction using
the pre-made template

Risk of bias analysis

Meta-analyses

MNarrative synthesis

I-I.I‘

Fig.1. Summary of
methods

Male
11.49-17.22 g/dL
(NHZ RI: 13.0 - 17.0 gfdL)

Female
10.44 - 1495 g/dL
{NHZ RI: 12.0— 15.0 g/dL})

Mean cell volume
73.52 — 9B BOfL
(MHS RI: B3 - 101 fL)

Mean cell haemoglobin
concentration
28.96— 35.95 g/dL
(NHS RI: 31.5-34.5 g/dL)

White cell count
4.14 - 11.36 x109
[NHS RI:4.0—10.0 x109)

White cell subtypes
were also analysed and
aligned to NHS Rls
reference ranges

Fig.1.1: Pooled haemoglobin Rls

Fig.1.2: Pooled red cell indices

Fig-1.3: Pooled platelet and white cell count

Regional Variations in Haemoglobin

Implications and Future Research

+ MNorth:

This project established the first pooled

e 14.41 gfdL [95% CI: 12.96 — 15.36]

+ South:

o 13.60 g/dL [95% Cl: 13.12 — 14.00]

* East:

o 14.19 g/dL [95% CI: 13.12 — 15.27]

* West:

o Only reported by one study
o Requires further research

haematological Rls for healthy Indian adults

_) Existing Rls may systematically misclassify
Indian patients, resulting in unnecessary
investigations and increased health anxiety

_) Reliance on the standard thresholds can
systematically exclude Indian patients from
clinical trials and research studies that use
blood counts as eligibility criteria

_}Future studies with prospective cohorts,

The mean haemoglobin varied among Indians from different geographical regions.

Region and Study Heterogeneity Maan [95% C1)
MORTH INDIA !
Goel 2025 Dol ™ 1614 [16.10, 1618
Pusbsiey 2020 (Haryana) i 1357 13.31, 1383
Yanamandra 2018 (Ladhak) | 1508 [14.31, 1581
Subramanian 2014 (Maorth) - 1280 264 1316
Mot Total | — 2 = B0.a% 441 1256, 1585
SOUTH INDLA i
Malkarpsn 2024 (Kamataka) n 1354 1348 1382
Pasupals 2014 (Telangara) - 14.00 [13.79, 14.21
Sybhashees 2017 [ Tamd Hady) - 1323911313, 1345
South Tolal - 2= 956 EETEFNELT
EAST IMDIA H
Bannepes 2013 (Wes! Bergal) L 1364 1342, 13.686]
Dias 1064 [West Bargal) 1= 4 T4 SIREN
East Tosad — 12 = 08.5% 419 122, 1527
WEST INDIA !
Ugppal 2003 (Maharsshin) — #MLQ_LJ.H.&"
Weat Tetal E 2w % IS0 1383

T T 1

1 LE] 15 17

Mssn Hssmagioben |pidl)
Fig.2: Geographic stratification of mean haemoglobin

standardised methodology and harmonised
reporting are needed to integrate Indian
haematelogical Ris into international clinical
guidelines

Scan for
references
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Delayed ARDS After Cemented Bilateral Total Knee Arthroplasty

Basheer, Thahaseen!; Valsalan, Praveenl
1Aster Medcity, Kochi, India

INTRODUCTION | RESULTS AND DISCUSSION

*ARDS after orthopaedic surgery is rare but carries significant -Progressed to severe ARDS: escalated from HENO — NIV

morbidity and mortalty. invasive mechanical ventilation
*Bone Cement Implanatation Syndrome- classically presents +Thromboembolic, cardiogenic and infectious causes

peri-implantation™; reported "delayed” cases still manifest in the " fical dluded
early postoperative period® Severe respiratory failure developing -S;fﬂ:;n:c:l?h?cgs?;ro%s at-irninistered' gradual clinical and
days later represents an atypical and underrecognised temporal radiological improvement foll _ :

pattern. . oo .

“We report fulminant ARDS on Day 5 post bilateral cemented D ' SUZEE_ESMIF (_exu"bat?d’ serial imaging confirmed marked

TKR : _ — _ resolution of bilateral infiltrates.

_ Figure 1. HRCT chest — inflammatory lung injury evolution. *BCIS is classically a peri-implantation phenomenon' —
Left: Diffuse bilateral ground-glass opacities with septal prior "delayed" reports describe early postoperative

MATERIALS AND METHODS thickening and traction bronchiectasis, consistent with severe deterioration, not Day 5 onset?.

.72M, T2DM, elective bilateral cemented TKR under spinal ARDS. Right: Marked reduction in ground-glass and *This case extends the recognised temporal spectrum of

anae;thesia ’ consolidative changes with improved aeration on follow-up. cement-associated pulmonary complications.

«Cemented arthroplasty triggers measurable systemic
inflammatory responses? — plausible mechanism for a
delayed exaggerated cascade in susceptible individuals; fat
embolism syndrome? and acute exacerbation of ILD® were
formally excluded.

+Severe ARDS several days post cemented bilateral TKR is an

*Uneventful immediate postoperative course.

*Exertional dyspnoea developed Day 3, worsened post-
discharge during physiotherapy.

*Re-presented Day 5: Sp0O. 50% on air; PaO./FiQ, <200 on
ABG.

*CTPA: excluded PE; bilateral GGOs, septal thickening, traction
bronchiectasis.

*OVT excluded on Doppler, BAL negative for bacternial, viral &
mycobacterial pathogens; CTD screen unremarkable.

*MDT differential: acute interstitial pneumonia, fat embolism uncommon and diagnostically challenging presentation.
syndrome, delayed cement-associated inflammatory lung injury. Figure 2. Serial chest radiographs — interval improvement. *When PE and infection are excluded, delayed inflammatory
References: Left: Diffuse bilateral airspace opacification consistent with lung injury should be considered in the differential diagnosis.

' ar. severe ARDS. Right: Significant interval resolution of bilateral *Early MDT assessment and prompt anti-inflammatory therapy
1.Brokke KE etal. BrJ Anaesth. 2025,135:1036-1050 infiltrates with improved lung aeration. may favourably influence outcome.

2 Kumbasar U, Bonde P. Turk Gogus Kalp Damar Cerrahisi
Derg 2021;29412-414 3 Uka] S et al. Sci Rep. 2025;15:40857.

4 Moot al J Orthon Sura Res. 2009-17-412. 5 | ebn-Rom “Written informed consent was obtained from the
F eta;]I Med?c}'na {Kauﬁasjrg{}zeﬁs'firzﬂé? 1 vleon-moman patient for use of clinical data and images."
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Background

++ Northamptonshire 1s a high HI'V prevalence region (2-
2.5 per 1,000).

+ Community-acquired pneumonia 1s an HI'V indicator
condition with an undiagnosed prevalence of 0.76%.

%+ BHIVA recommends offering an HIV test to all
patients with bacterial pneumonia.

%+ We assessed compliance in patients with
Streptococcus pneumoniae bacteraemia before and
after the implementation of the Trust-wide BBV opt-
out testing.

Methods

+* Retrospective review of all positive blood cultures for
Streptococcus pneumoniae.
» Pre-policy cohort: Dec 2019-Nowv 2024
» Post-policy cohort: Dec 2024-Nov 2025, after
BBV opt-out implementation.
+* Electronic records reviewed for demographics and HIV
testing at presentation and/or at other times.
+* Data analysed in Microsoft Excel.

Results

Pre-BBV opt-out (5 years)
81 patients | mean age 59 years | 58% male

7.4%

HB.S%

= Admission = Other imes = Never
Figure 1. HIV testing before BBV opt-out

Post-BBV opt-out (1 year)
37 patients | mean age 62.3 vears | 57%
female

® Tested = Not tested

Figure 2. HIV testing 1 year after BBV opt-out

Streptococcal bacteraemia and missed connections: Assessing compliance with BHIVA m
recommendations on HIV testing at a District General Hospital

Northampton General Hospital
NHS Trust

Key findings

<+ HIV testing at presentation increased from 7.4% to
75.7%.

«» Before policy introduction, 74.1% of patients had
never been tested.

+* No evidence to suggest microbiology advice was
sought regarding HIV testing in the pre-policy
period.

Why this matters

«+ Patients with bacterial pneumonia in high-
prevalence regions should routinely receive HIV
testing.

¢ This project highlights how a system-level BBV
opt-out policy can close an important diagnostic
gap.

Conclusion

<+ BBV opt-out testing markedly improved HIV testing
rates in this high-prevalence setting, but around one
quarter of post-policy patients still missed an
opportunity for testing.

< Embedding the policy further should support earlier
diagnosis and progress toward 2030 HIV targets.



Reduce 30-Day Hospital Readmissions from Skilled Nursing Facilities: A Systematic Review of
Transitional Care

Introduction

Twenty-six studies published between 2017 and 2026 were included. Among the Flow Chart 1: Study Sslsction Procsss (PRISMA 2020)

Hospital readmissions from skilled nursing seventeen studies providing individual participant counts, the total sample size was 23,191
facilities (SNFs) significantly drive residents. The remaining nine studies reported data at the facility level, accounting for 119
healthcare costs and patient morbidity. SNF?._ Impler_neqtaﬁgn barriers emerged_as_a f_nn?'nal themg across the literature, _
Often linked to fragmented care and speqlﬁc_allyr highlighting workforce capacity limitations and inconsistent protocol adoption

N ) ) as significant hurdles to success.
medication discrepancies, these
readmissions are frequently preventable. Within clinical models, pharmacist-led medication reconciliation produced a 29.8% relative
This systematic review evaluates reduction in readmissions. Additionally, nurse practitioner-led models showed reported
multidisciplinary interventions designed {0 reductions in readmission rates generally ranging from 5% to 15%. RIS SOUGHT FO REPORTS N0 ETREVED

reduce 30-day readmissions and improve
safety in post-acute settings.

Table 1: Efficacy and Cost Outcomes of Highest-lmpact Interventions

Intervention Model Key Component Effect on Cost Impact
Mothods Readnissions

Tele-MOD Telehealth-supported care 54.9% reduction Saved 545,538 per

transitions (P=.001) patient

Following PRISMA 2020 guidelines, we
searched major databases (PubMed, REAP Cou:?rdi.nflted specialist Two-thirds reduction | 50% tt?tal cost
Embase, CINAHL, Cochrane) through geriatrician/NP (P=03) reduction STUDIES INGLUDED IN REVIEW
March 2026 for SNF-based clinical, - o L
telehealth, and policy interventions. efocive menientons anay2ed. razsicaly cuing ool eadmission rfcs and associied neathcat coss,

et conciusions
ED transfers, and cost. Study quality was

assessed using Newcastle-Ottawaand ~ ® Impact: Multidisciplinary transitional care significantly reduces 30-day readmissions and liberates acute-care bed capacity. Interventions

Cochrane tools. Due to methodological integrating telehealth and early follow-up by advanced practice providers are the most effective.

heterogeneity across RCTs and quality ®  Requirements: Dedicated workforce capacity and structured communication systems are strictly essential for successful implementation.
improvement initiatives, results were o  Future Directions: Healthcare systems must prioritize high-quality, scalable models to improve post-acute "Value" (Outcome/Cost) and
synthesized narratively. patient safety.

Contact Information Email: Aya.isam25@gmail.com FPhone number: +44 7881 212916




observational study

Author: Abhinav Sathyamurthy

Exploration into the adoption of the NHS app in a socio-economically deprived area: an

Background

The 10-year Health plan for England states the need to
shift from an analogue to digital NHS, delivering a step
change in the way the NHS cares for citizens.}

By 2028 the NHS App will be the first point of access for
patients, empowering them to book appointments,
communicate with professionals, receive advice, draft or
view their care plan, and self-refer to local tests and
services.

However, in areas of higher social deprivation, practices
have 25% less registration of the NHS app compared to
more affluent areas.?

Aims

Evaluate the digital accessibility and adoption of the
MHS app in an area of higher social deprivation.
Identify the factors that affect the use of the NHS app.

Methods

By opportunistic sampling, patients who attended for a GP
consultation were interviewed about their digital
accessibility and use of the NHS app. Their age, gender,
ethnicity, smart phone access and use of social media
platforms and the NHS app were collected. The patients
were consented about the collection of data and the
presentation of it in a conference. This study was
conducted in a deep-end practice in Middlesbrough,
serving a population of 7,000 patients.

References:

Results

50 Patients were interviewed [20M:30F; age range 18 — 85
(median 50.5)]. 45/50 people had access to a personal smart
phone. Out of these, only 48% (22/45) of people had downloaded
and registered onto the NHS app; 7/22 used the NHS App on a
regular basis.

Out of the 23 people who did not use the NHS app: 2 had
difficulty in registering; 14 were not interested in using it or
preferred calling the GP practice; 11 did not know about its
features and 2 used alternative resources. 7/14 people who were
not interested did not know about the NHS app features.
Significantly higher proportion 38/45 (84%) reported that they
use social media apps on their phones.

F
Setgli

Discussion

This study shows that in areas of higher social deprivation,
90% of patients have digital accessibility through their
smartphones and are able to download and use the NHS app.
In addition, 84% use social media platforms which shows that
most people have the digital proficiency to use the app. Out
of the 24 who downloaded the app, only 2 had difficulty in
registering.

The main reason for the lack of adoption was the general
disinterest because many of the patients were not completely
aware of the functionalities of the NHS app: for example,
many were unaware that they could request repeat
prescriptions and book blood tests. Furthermore, GP
practices and third-party companies have created alternative
platforms which patients are already accustomed to.

Conclusion

To have a digital transformation of the NHS and empower
patients to manage their health, there needs to be a focus on
educating the public on the functionality of new digital
products. In addition, discussion with stakeholders are
needed for health services to promote the use of the NHS
app over alternatives, thus reducing the choice burden for
patients and create one uniform pathway to accessing the
NH5.

Bl Image reference: English Indices of Deprivation 2025
B ol e . https://deprivation.communities.gov.uk/mapstype=simd&pgeop=Is0a#8.42/54.368/-

1.455 [Accessed 20t April 2026]

1. Fit for the future: 10 Year Health Plan for England - executive summary www.gov.uk/government/publications,/10-year-health-plan-for-england-fit-for-the-future/fit-for-the-future-10-year-health-plan-for-england-

executive-summary [Accessed 27 February 2026]

2. Sukriti KC, Tewolde 5, Laverty AA et al. Uptake and adoption of the NHS App in England: an observational study. The British Journal of General Practice. 2023 Oct 3;73(737):e932.



‘About Time’ : Improving use of the 6-hour Decompensated Cirrhosis Care Bundle

Western Health

HsC)

INTRODUCTION

4 )

The British Society of Gastroenterology (BSG)/British Association for the Study of the
Liver (BASL) introduced the Decompensated Cirrhosis Care Bundle {DCCB) as a guideline
for clinical assessment, investigation and management within the first 24 hours.

Usage of the bundle was 11.4% on a national audit which prompted the development of
minimum audit standards alongside an updated 6-hour bundle, by the BSG, BASL and

and Social Care Trust

A Corry!, 5. Gilmour?, H. Sheikh?, R. 0'Kane?.

/'

\

We audited all admissions of acute decompensated cirrhosis from early May until the end of
June 2025.

MATERIALS AND METHODS

\

Cur aim was to establish if Altnagelvin Area Hospital was meeting these minimum audit
standards and undertake a Quality Improvement Project to improve our adherence with

the Society for Acute Medicine in 2025.

the new 6-hour bundle and audit standards.

/

\

Emergency Department. We sent communication regarding the new bundle and the required

We created laminated posters of the new 6-hour DCCB and displayed these around the
initial investigations and management to medical and emergency medicine colleagues.

Following this we re-audited admissions during August and September.,

GRAPH 1- CHANGE IN ADHERENCE WITH MINIMUM AUDIT STANDARDS / RESULTS, DISCUSSION AND CONCLUSION
=May/lune = Aug/Sept Minimum audit standards We found a number of areas where we were meeting audit standards,
100 . including early specialist Gl / Hepatology review and the initial management of
100 100 ﬁ - s acute kidney injury, upper gastrointestinal and variceal bleed, and
20 gp =og ==5g90 85 90 spontaneous bacterial peritonitis.
60 = % %.% As seen in Graph 1, while we have improved the use of the 6- hour DCCB and
EE == compliance with minimum audit standards, there remains areas where we
40 == = are not meeting these standards particularly initial blood tests, infection
= == = screening, ascitic taps and US doppler requests.
20 = 3333 = =
Eé Eé = % = % We are planning to complete a further intervention and then re-audit with
0 = = = e — oy \ the hope that there will be a further and sustained improvement. /
Inikial bload beds Infection 5 Ereen LS dappler Ascitic taps Dietician referrals Aleohol histary Thiamine/Pabrinex  Alcohalwithdrawal
prseribed seoring

/
N

References: 1. McPherson, 5. et al. (2025) Decompensated cirrhosis: an update of the B5G/BASL admission care bundle, BMJ Journals Frontline Gastroenterology . Available at: https://fg. bmj.com/content/flzastro/16/e1,/e3 full_pdf
(Accessed: 18 February 2026). 2. Decompensated cirrhosis: an update of the BSG/BASL admission care bundle (2025) British Society of Gaostroenterology. Available at: https:/ fwww bsg.org.uk/clinical-resource/new-decompensated-
cirrhosis-admission-care-bundle (Accessed: 18 February 2026).



Enhancing Information Resources for Patients with Motor Neurone Disease and their Carers in a

Specialist Respiratory Centre: A Multidisciplinary Quality Improvement Initiative

NHS

oyal Papwurth Hospltal

Alice Miller*:, Jessica Appleby®!, loyce Di Suet Cheng!, Charlotte Ho??, Julxie Playford?, Arosha Gunasekera?, Charlene Johnson!, Sharon Loveday?, Sarah Growe?* and Martina Masnn‘

*Joint first authors

1: Respiratory Support and Sleep Centre (RSSC), Royal Papworth Hospital NHS Foundation Trust, Cambridge, UK ,

2: Supportive and Palliative Care Service, Royal Papworth Hospital NHS Foundation Trust, Cambridge, UK

3: Arthur Rank Hospice Charity, Cambridge, UK

“Can be difficult as a carer
to deal with the day to day
caring”

input is essential in providing effective
care.’? Patient education is central to
allowing for comprehension of complex
information and shared decision making.?

Future work includes gathering feedback from a
larger patient-carer cohort and healthcare
professionals as well as disseminating the leaflets
via the hospital website and integrating their use
into clinical pathways.

Feedback post-intervention
(n=23, 43% patients, 57%

carers): e
Increased confidence in
future planning, know-

Background: The Respiratory Support Results ) Discussion:  Multidisciplinary,  co-designed
and Sleep Service (RSSC) at Royal Papworth THEMES HIGHLIGHTED BY & information resources improved carer and
Hospital runs a dedicated motor neurone PATIENTS AND CARERS Baseline Survey (n=21, patients’ confidence, reduced anxiety, and
disease (MMD) clinic that cares for 200-250 52% patients, 48% B enhanced their understanding of disease
patients in the East of England who require /L carers): b management and future planning. However, many
assisted ventilation. \r Three key areas identified 5 patients and carers found the clinical information

Carer Support whers further education distressing, despite many others expressing a
Multidisciplinary team (MDT) was needed (Fig.1). : desire for more information on topics like palliative

i . care and disease progression.

"“'-’\l*"“"“".' ”.'E\.'.r'.‘r!-d'.‘lr ‘t".""\f'.“'v

e Wil '&ﬂ-' A

Aim: To improve the information Care and Disease .
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Figure 2. Perceived benefits following leaflet implementation

MND ﬂ"‘““ﬂh collaboration between “Will a nursing home become le dge of res piratory
respiratory, palliative care and nursing necessary, how will we cope management and sup-
teams. at home (when) l.‘!ll"i-.lbi|ll'3.' FI'DI't pathwayrs [ng.z:]. Cnnclusinn: This ql-lﬂlit}" inq:rovement
— = Leaflets were clear, J\ project emphasises the importance of
Method: accessible, and providing disease specific information leaflets

to patients with MND. It also highlights the
diverse lived experiences and differing
information needs of patients and carers. This
low-cost intervention may be transferable to
other chronic progressive neurological
conditions managed within tertiary services.

1. Baseline survey performed to identify

patient/carers unmet education needs

2. Findings used by the MDT to design 4 =

new information leaflets:

» A guide to your first MND appointment
at the RSSC

» Breathing and respiratory support

appropriately pitched V
(Fig.3).

Most valued the
sensitive approach to
advanced care planning;
however, 13% found it
overwhelming,

Breathing Support

Muore information requested
on breathing aids and
breathing techniques

Mean Liker Scale Rating: 1=disagree, S=agnese

4
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= Your Wishes Figu re 1. |nfﬂgrﬂph-|': earlier StHgES of The leafiets ans aaty 1o read and The information provided was] would recommentsd thiss leaflats pﬂ'ﬁEﬂfS who pﬂ'["ﬁﬂfpﬂfed in this survey and shared
L. - unidgrsiand siichied Al thia right e o i patignisicarers of those ~ ~ i .

3. Leaflets distributed to patients/carers | SUMMArising areas requiring diagnosis. ’ P i D their experiences to help improve our service.

and feedback gathered further education Figure 3. Perceived Usefulness and Clarity of Leaflets
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A Multidisciplinary Approach to Steroid Safety in Rheumatology:
Implementing a Novel 'Patient Steroid Safety Pack' in Southend Hospital
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Table 1: Audit results (total 52 patients)
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This Ql project evaluated current practice,

rodice o S st ok o omed || O N R N
to improve documentation and safety processes. R P 21901 %0 2% 1) *  Asimple tick-box referral system has increased
steroids patient provision of nurse-led steroid education
po— . - sessions
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A retrospective audit at Southend University - - — o
LV started on long-term glucocorticoids (Jan

= E- prescribing prompts for stercids

2023-Sep 2025).
Electronic records from the first three clinic visits = e ,[sﬁ',ﬁ't‘; Emergency Card
were reviewed to assess indications, use of steroid AT N NI P8 AL R ——
emergency cards, and documentation of safety et Steroid ndcrmetion leadet Rl Masanal SociaryiChaty
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There was wide variation in glucocorticoid
prescribing and very poor adherence to
recommended steroid-safety practices, including
providing emergency cards, leaflets, sick-day rules
and helpline details.

A standardized 'Patient Steroid Safety Pack’ can
provide a practical solution to improve patient care.







