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Message from the 
Editor
Angela Perrett, Acute Medicine ACP

It has been 9 months since the last

edition of the Acute Medicine

Educational Newsletter, and as

always within the NHS, lots of

changes have been

happening. Outside of the hospital

Government Guidelines have eased,

with less restrictions in place and life

is starting to resemble some type of

"pre-COVID" normality. Within the

Acute Medicine we have seen all

areas open-up to visitors again,

which is wonderful for the

patients. However, COVID-19 has not

gone away, case numbers remain

high, and it is wonderful to see how

the Acute Medicine Team

have worked so hard to support their

colleagues through some very

difficult times.

The aim of this newsletter is

to create a useful resource for all

*

members of the acute team,

supporting personal development,

enhancing high quality care we provide,

and to improve team morale. If you

have anything you would like to see in

future editions, then please let me

know. I see this as a newsletter written

by the team!

I hope you enjoy this edition, with a day

in the life of the OPAT team on the

road, another blood test of the issue

and an article from the Stroke Team. I

would like to say a huge thank you to

ACP Natalie Baber as this edition has

the final instalment on heart failure, I

have found this extremely helpful in my

clinical practice and hope that you have

too.

Meet the Team

Every issue we have a Meet the Team

article and this time I have asked our

lovely Acute Medicine Matron, Liz

Greenaway, to tell us a little about

herself.

1. What is your past experience, for 

working in your position?

I was a Clinical Sister on AMU many

years ago (when we ran AEC out of the

conservatory on Fairfax Ward, fun

times!). I’ve held various other positions

in the Trust but I’m so happy to be back

supporting the Team in Acute

Medicine.

2. What do you like about working in 

Acute Medicine?

The level of unpredictability of such an

acute area! Nothing surprises me

anymore!

3. What is your niche within acute 

medicine?

Corporate Nursing.

Liz Greenaway, Matron

4. What are the values that 

drive you?

Compassion, kindness, integrity,

honesty and humility

5. What do you enjoy doing 

when you are not working?

My partner Carl is a Clinical

Practitioner with the Site Management

Team at SWFT so any time together

with our 4-year-old daughter is

precious.

We find peace and calm within

nature and try to be outdoors as much

as we can☺

6. What is your favourite quote?

Do what makes you happy.

7. Can you play an instrument?

Nope. Played the flute and piano badly

as a child!

1

May 2022, 4th Edition Acute Medicine Educational Newsletter 3



Acute Medicine Educational Newsletter 4

8. What are your 

top 3 favourite Podcasts/Books?

Uncanny by Danny Robbins (podcast)

Rebecca by Daphne du Maurier (book)

The Colour Purple by Alice

Walker (book)

9. Do you have any nicknames?

Lilly

10. Do you have any pets?

Dog called Tye, who I love like a child

and a massive part of our family life.

11. What is your favourite food?

Halloumi salad

"Dynamic and supportive 
team"

12. Name 3 things on your bucket-

list

Win the lottery!

Loose about 5 stone ☺

Go to Hawaii and Canada on holiday

13. If you could have a 

superpower what would it be?

Change people’s bad values and ethics

(the world would be a better place)

14. Is there anything else you 

would like to share with the team?

I love being part of SWFT and my drive

is to help and support anyone, don't

hesitate to ask.

Parkinson’s Disease: 

Getting it On Time3

For more 
information contact 

Cheryl or Sadie.

Introduction

Parkinson’s Disease (PD) is a progressive neurodegenerative condition, caused by

the death of dopamine-producing cells in the substantia nigra. The resulting lack of

dopamine can produce a variety of motor and non-motor symptoms, including

tremor, bradykinesia, rigidity, constipation, hallucinations, freezing, and cognitive

impairment. The mainstay of most patients’ treatment is levodopa, an oral

dopamine precursor.

People with PD are often treated with complex regimes of drug treatments. These

can develop over years of management in specialist clinics and are tailored to each

patient’s specific requirements. Each level of detail of their treatment schedule is

crucial: the names and brands of the drugs, their dosages, and of course, their

timings.

If a patient doesn’t get the correct medications at the right time, the symptoms of

their PD can deteriorate seriously. Omission of their normal drugs can lead to

significant anxiety, delirium, and difficulty with speech and swallowing. Rarely, it

can even lead to Neuroleptic Malignant Syndrome. These problems will cause huge

distress to the patient and their family and can worsen the illness they have been

admitted for. This will inevitably result in increasing their length of stay in hospital,

exposing them to all the risks of prolonged inpatient admissions.

According to Get it On Time, a 2019 survey by Parkinson’s UK of the hospital

experiences of people with PD, 63% of patients didn’t always receive their

medications on time. This group of patients faced 28,860 excess bed days per

Vivek Murthy, SPR
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year in England, costing the health

service £10m. National strategies

have been launched with the aim of

improving this, but anecdotal reports

from patients suggest that there is still

much work to be done.

How are we doing?

We carried out a survey here at

Warwick hospital, over a 1-month

period, to see how well our patients’

Parkinson’s medications are managed.

The results suggest that there is

plenty of room for improvement. Of

the 13 patients who were admitted for

2 days or longer, 9 patients were

subject to an error in their

medications: an entirely missed dose,

or a dose mis-timed by more than 1

hour due to incorrect administration

or prescription time. 3 out of the 8

patients who were here for less than a

day missed at least one dose of their

medications.

One patient had 31 doses given to

them at the wrong time, over the

course of a 15-day admission. Another

patient, who was admitted for 11-

days, had 24 doses given to them

at the wrong time, and missed a

further 4 doses altogether.

How can we improve our PD

patients’ care?

The good news is that we can all do

something to help improve this for

our patients.

Day 1 is an opportunity to get things

right from the start. Be mindful that a

patient who has been waiting to be

seen in ED for a few hours may have

already missed a dose of medications

when you meet them. Anyone can

spot this issue and should be

supported in raising it with the nurse

or doctor looking after the patient.

Patients who can safely self-administer

their Parkinson’s medications should be

identified and supported with doing

this.

An accurate medications history is vital,

using as many sources as necessary to

arrive at the patient’s correct regime, e.g.

discharge letters, clinic letters and the

patient’s Summary Care Record. But

don’t forget to ask the patient and their

family – they are experts in their own

care, after all. Pharmacists and the

community palliative care nurse

specialists can also offer vital

information.

An accurate prescription chart is equally

important. Document the patient’s

individual administration times clearly.

When handing over patients’ care, either

between shifts or from one ward to the

next, we should try to highlight the fact

they have PD, and hand over the exact

time they need their next medications.

What if my patient can’t take

their usual PD meds?

If you think your patient might not be

able to take their usual oral medications,

it’s important to identify this early, and

take steps to make sure the patient gets

some form of medication to control

their PD.

The optimum management is to place

an NG tube and convert all medications

to dispersible Madopar. Receiving actual

levodopa by NG tube is the better option

for controlling a patient’s Parkinson’s

disease.

The second-line option is to give

Rotigotine via a patch, but this should

only really be done if the patient

declines or cannot tolerate an NG tube,

or if the enteral route is inappropriate.

Rotigotine is only a dopamine agonist, so

it’s less effective than giving levodopa –

especially in patients with complex-

phase PD.
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You can use the online OPTIMAL

calculator to work out the conversion

doses of Madopar or rotigotine required

for your patient.

If a patient is nil-by-mouth because of a

procedure, we should try to limit the

number of missed or altered

medications by planning in advance.

This might involve requesting the patient

to be at the start of an operating list, or

clarifying with the responsible clinician

what the latest time is that the patient

can have a sip of water and their tablets.

In this way, patients can normally have

their meds up to two hours before

undergoing generalanaesthetic.

Who can I ask for help?

If you need help with any aspect of

treatment for PD patients, you can ask

for help from the pharmacists, the

community PD nurse specialists, or the

Care of the Elderly consultants – in

particular Dr Griffiths and Dr Wears.

"I love... being able to 
have a laugh with my 

colleagues! "

What do you love 
about the team and 

working on AMU?

"Amazing Teamwork!"

"I love... being a part of an 
amazing team. Always 
getting the tasks done, 
working together and 

having fun with it"

"The fact that Cheryl is 
the boss!"

"Being a stand-alone 
worker, not part of any 
team, OKEN/AMU is THE 

most supportive, friendly, 
helpful and happy ward 
within the whole trust –

for me!! Thank you!"
Sam Adaway

"Opportunities it has 
given me and continues to 

do so."

"Being busy and 
constantly learning"

"Every day is different, and 
you are constantly 

learning"

"Dynamic and supportive 
team"

"We have a laugh, whilst 
remaining professional"

"We are like a BIG family"

References and further 

reading

Get it On Time – Report and campaign 

by Parkinson’s 

UK. http://www.parkinsons.org.uk/get-

involved/get-it-time

OPTIMAL – Guideline and dose 

conversion calculator for medicines 

management in PD. 

http://www.parkinsonscalculator.com

MacMahon, M. and MacMahon, D. 

(2012) ‘Management of Parkinson’s 

disease in the acute hospital 

environment’, Journal of the Royal 

College of Physicians of Edinburgh 42: 

157-162. Accessible 

here: http://www.researchgate.net/pub

lication/225300480_management_of_P

arkinson%27s_disease_in_the_acute_ho

spital_environment
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Bundles of Care
Ali Pullen, Acute Medicine ACP

What is a care Bundle?

A Care Bundle is a list of 3-5 specific

interventions or processes of care

that have a greater effect on patient

outcome if done together in a time

limited approach (www.evidence

.nhs.uk)

Care bundles ensure that strongly

evidence-based clinical practice is

consistently applied methodically to

all patients on all occasions. Bundles

enable clinicians to deliver the best

possible care where every

intervention carries inherent risk

through its administration or

omission. As an Independent

medical prescriber, they provide a

checklist and act as a prompt so as

not to forget what is required to

treat and manage an acutely ill adult.

They simply mean, improving care in

a structured way.

4

Many patients present to hospital acutely unwell with common presentations such

as Community Acquired Pneumonia (CAP) Alcoholic Liver Disease (ALD), Acute

Kidney Injury (AKI) and Sepsis and pictured are our bundles. The middle section is a

large sticker that is put into the clerking document and the little block colour sticker

goes onto the spine of the booklet. Once completed the remaining paper

is completed and posted into the audit collection points. This is in a grey

box situated behind the nurse's station on AMU.

Care Bundles can not only act as a checklist, but the AMBER care bundle aims to

improve the quality of care for patients whose recovery is uncertain and who may

be approaching the end of their lives despite still receiving active treatment. It

gives staff a greater opportunity to involve patients and their families in discussions

about treatment and future care. Patients and their relatives need to be reassured

that treatments do not stop abruptly, but that starting the bundle encourages staff,

patients and families to continue with treatments which may help, while talking

openly about their wishes and putting plans in place if the treatments are not

effective.

There are two essential

elements. First, a bundle is made up

of a small (usually three to six)

number of processes that have

been demonstrated by

the highest quality of evidence to

work, so that applying them

collectively and reliably will improve

patient outcomes. There is an

increasing tendency to use the

term “care bundle” loosely to cover

pathways based on

recommendations or good practice

rather than the highest quality

evidence. These trends must be

reversed so that the integrity, and

hence effectiveness, of care bundles

is maintained.

Implementation of sepsis protocols /

bundles, started in the ED, helped

to increase attention and placed the

emphasis on the early diagnosis and

management of sepsis, and that it

is an important and common

diagnosis associated with significant

mortality. There is a potential

increased risk of mortality associated

with delayed administration of

antibiotics for severely ill infected

patients and suggest that emergency

physicians focus on this evidence-

based component of the bundle.
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Staff must talk to the patient and their family to let them know that the

healthcare team has concerns about their condition, and to establish their

preferences and wishes and decide together how the patient will be

cared for should their condition get worse. An agreed plan can then be

documented and all members of the team looking after that patient are

aware.

The AMBER care bundle is one of the tools referenced in the NICE guidance

end of life care for adults: service delivery. The aim is to ensure that

patients and their carers are involved as much as they want in

shared decision making at a time when there is medical uncertainty.

OPAT Community Road 

Visits5

Gail Sweeny, OPAT Nurse

The OPAT Community visits included;

visiting using the road visit list the

OPAT seniors had prepared for the

day. I used the OPAT database to

collate relevant clinical information. I

then telephone triaged all patients

prior to my visits for Covid-19. I

collected relevant prescriptions,

checked supplies, blood test forms,

equipment were all in order prior to

the visits. I ensured my nursing bag

had all the essential equipment in

place including; BP machine, pulse

oximeter, red OPAT Telephone,

Anaphylaxis kit and Thermometer.

Visits booked for today were in a wide

range of areas across the region

including Leamington, Southam,

Coventry, Kenilworth, Stratford and

Alcester.

Patient 1:

Patient with infected Inguinal hernia

repair, inguinal lymph node

swelling. Visit included; midline care,

observations, blood test, Intravenous

Antibiotic (IVAbx) medications and

supplies delivered. Arranged for

patient to attend clinic for review on

Tuesday. Patient’s wife competent to

administer the IVAbx for patient.

Blood test reviewed by OPAT seniors

in clinic. Patient’s wife raised concern

IVAbx not administered very well day

before liaised with OPAT seniors and

to monitor the dose that evening and

if any concerns with the evening dose

to contact OPAT in the morning to

assess further.
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Patient 2:

Patient with osteomyelitis of foot with

foot ulcer. On oral clindamycin. The

visit was for bloods, observations and

wound care. When I attended the

patient had a temperature of 38.2

and significant swelling to his arm. He

was in pain and clearly struggling. I

escalated to the senior team who

asked the patient to attend clinic for

urgent review. I contacted the

patient’s daughter who came over to

bring the patient to clinic and I waited

with him until she arrived.

Patient 3:

Patient with Diabetic foot ulcers and

currently treated with oral Co-

amoxiclav. Home visit for bloods,

observations and wound care. The

patients wound were improving and

his observations were stable. Blood

test taken with consent. This visit had

been arranged to avoid hospital

attendance as the patient is frail and

needs hospital transport.

Patient 4:

Patient with infected exacerbation of

bronchiectasis. Tazocin® accufuser®

24-hour infusion via midline. Home

visit for accufuser® 24-hour change,

patient removes accufuser® from her

fridge prior to our visit to ensure at

correct temperature. Observations

completed.

Patient 5:

Patient with Hip wound infection, treatment includes; IV Teicoplanin infusion and

further 2-hour IV Zavicefta® infusion which is set to run over 2 hours, patient is

trained to observe infusion using timed giving sets and is trained to monitor, flush

midline and apply curos® cap following administration. Observations completed

during visit.

Patient 6:

Patient currently not fit for surgery being treated for Prosthetic knee infection.

Home visit included; midline care, blood test, observations. During visit patient’s

husband informed me life Cath midline had been leaking slightly. Midline care

completed and when flushing midline I noted leaking from insertion site. Escalated

to OPAT seniors and a plan was made for patient to bereviewed in OPAT clinic.

Patient 7:

Patient with Left Total Shoulder infection. Home visit included; IV Daptomicin®

bolus injection via midline and observations completed during visit.

Following my visits, I documented on the OPAT database the outcomes of the visits

for the day. I then assisted in the OPAT/AEC clinic with the patient who was being

admitted and performed the nursing care he needed, ensured he had everything he

need and handed over to the admission ward. I then prepared for the clinic for the

next day including printing blood test forms, ensuring prescriptions and supplies

are all ready for the next day.

Is the patient on 
IVAbx treatment?

Is the patient stable 
for discharge?

Can OPAT help?

Call
07867506818
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New Team Members
Since the last edition we have had 16 new starters join our 

team

Henry Mbilika
Clinical Support 

Worker

Donna Underhill
Clinical Support 

Worker

Abby Shanker
Clinical Support 

Worker

Amina Sharif
Newly Qualified

Registered Nurse

Sophie D'arcy
Ward Clerk

Katie Manning
Newly Qualified

Registered Nurse

Charmaine 
Hinchen

Newly Qualified
Registered Nurse

Emily Barnes
Registered Nurse 

Associate

Carlyne Capiral

Registered Nurse

Milsy John
OPAT Nurse

Susan Mahabir-
Patterson

Registered Nurse

Janine-Lynda Cooke

Registered Nurse

Katie
Clinical Support 

Worker

Charlotte
Medical Nurse 

Practitioner

Bethany Scarpellino
OPAT Nurse

Teigan Feeney
OPAT Nurse

Dr Claire 
Winterbottom

Consultant
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Sadie Davis, Acute Medicine ACP

Why?

Iron homeostasis includes;

• regulation of intestinal iron absorption

• transport of iron to the cells

• storage of iron

• incorporation of iron into proteins

• recycling of iron after red blood cell (RBC) degradation

Haemoglobin (Hb) is produced in the bone marrow; iron is required for this

process. If the Hb is low then complete iron studies are needed to ascertain if

the cause is iron deficiencyanaemia (IDA).

Causesof IDA…..

• Poor oral intake (i.e. dietary)

• Excess loss (i.e. bleeding)

-Menorrhagia.

-In non-menstruating females and males, the most common site of blood

loss is the gastrointestinal tract (GI), so need to consider

malignancy, oesophagitisand gastritis, peptic ulcers, polyps.

• Higher demand (i.e. pregnancy)

• Poor absorption (i.e. Coeliac, Crohn’s disease) (medications, e.g. PPI)

Not Another Blood Test!?
Iron Studies

Pathophysiology of Iron….

Iron – travels as ferric ions (Fe3+)

Total Iron-Binding Capacity 
(TIBC)

Total iron binding capacity (TIBC)

means the space available on

the transferrin molecule for the iron

to bind (directly related to the

amount of transferrin in the

blood). This test ascertains how well

transferrin carries iron through your

blood. Both TIBC and transferrin

levels increase in iron

deficiency and decrease in

iron overload.

Therefore ------ the ratio of serum

iron and TIBC = transferrin

saturation.

Ferritin

Ferritin analysis gives a measure

of body iron stores, it is always the first

iron study to fall and is a better

indicator of iron deficiency than

measuring the iron levels in blood.

Ferritin is the form iron takes when it

is deposited and stored in cells, it is a

protein that is released, when

necessary, the highest concentrations

are found in hepatocytes,

immune cells and skeletal cells.

When required ferritin will bind

to transferrin and carried to where it is

needed; if there is not enough ferritin

available, iron stores can deplete

quickly.

6
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Levels may increase if the patient
has:

• Haemochromatosis

• Hyperthyroid

• Stills disease

• Rheumatoid arthritis

• Leukaemia

• Lymphoma

• Diabetes

• Frequent blood transfusions

• Liver disease

• Infection

Serum Iron

Serum iron levels are variable 

throughout the day, therefore in 

isolation it is not a particularly useful 

measure.

Causes of high iron levels…

• genetic condition

• multiple 
or extensive blood transfusions

• overdose of iron

If iron deficiency is 

suspected measuring ferritin rather 

than serum iron aids the diagnosis of 

iron deficiency anaemia. Serum iron 

can identify when anaemia is due 

to chronic illness.

Transferrin Saturation

If less iron in the cells,

then transferrin is less saturated, if

iron levels are high then more

saturated. Levels can fluctuate after

meals or supplements.

CausesB12 deficiency…

• Pernicious anaemia -
an autoimmune condition

• Diet – found in meat, 
fish and dairy those on vegan 
diets can be at risk

• Abdominal surgery 
i.e. gastrectomy or those 
with absorption compromise

• Certain medications –
ie PPIs stomach acid required to 
release B12 from foods

Causesfolate deficiency…

• Low dietary intake

• Misuse of alcohol

• Malabsorption i.e. Crohn’s

• Polyuria

• Certain medications –
i.e. anticonvulsants, sulfasalazine,
methotrexate

• Pregnancy

• Cancer

• Sickle Cell Anaemia

In summary, iron studies should

be taken to ascertain the cause

of anaemia when a patient has a low

Hb. Often, they can be added

on to recent blood tests, call

B12 and Folate

When requesting iron studies

always include B12 and folate

levels. Deficiency occurs when a lack

of either of these vitamins impacts

on the production of fully

functioning RBCs. People

with vitamin B12 or folate

deficiency anaemia have under-

developed large red blood cells

termed megaloblastic anaemia.

the pathology laboratory 4198, if not

you will need to use a (biochemistry)

yellow / gold top bottle.

.
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Drug of the Issue:

Harriet Richards, Acute Medicine Trainee ACP.

7

What is it?

Diuretic (water tablet) used for oedema and resistant oedema or as a treatment 

for resistant hypertension alongside anti-hypertensives.

Can be given orally or IV to reduce oedema in heart, kidney or liver failure

Common side effects:

• Potassium loss (hypokalaemia)

• Mild renal impairment / electrolyte imbalance

• Dizziness, fatigue, headache, nausea

• Diarrhoea, muscle spasms, light sensitivity

Cautions:

Caution with diabetics- may cause hypoglycaemia, can cause gout and induce

hypotension.

Caution in elderly patients.

Patients on long term furosemide may be at risk of AKI if the drug is not monitored

closely. This is more likely during an illness where the patient is not eating / drinking

as normal and / or has diarrhoea / vomiting. This requires the drug to be held for a

week to give the kidneys chance to recover. In the doctors plan it is often written as

…......... HOLD NEPHROTOXICS. Treatment includes IV fluids.

FUROSEMIDE

Join the AMU 
book Club

May's book:

Contact Cheryl for more details

January's book:

"I don't think I'd have picked 

it myself, so it is nice to 
read different books."

"I thought it was a good read"

"It made me want to read on to 

find out what was going to 
happen next, hopeful for a 

better result"
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The Stroke Team
Karen Thomas, Stroke Specialist Nurse

The Stroke team comprises of one Stroke Consultant, Stroke Specialist Nurses,

physiotherapists, occupational therapists and speech and language therapists.

There is a stroke nurse working part of each day for 7 days a week. The team can

be contacted by phoning ext 4332 or bleep 2130 and are based in the Stroke office

on Victoria ward.

Stroke Consultant: Bhomraj Thanvi

Stroke Specialist Nurses: Kathy Baxter, Tracy Denning, Karen Thomas

What to do if person suffers a stroke whilst an inpatient at

SWFT or in ED with symptom onset time of <4hrs

Contact UHCW stroke team urgently on 02476968335 who will advise if

appropriate to blue light transfer patient to them for thrombolysis assessment. If

not appropriate for transfer, the patient will need an urgent request for CT scan to

rule out bleeding, a swallow screen (time limit of 4hrs), request for a stroke unit

bed and early referral to stroke team for full assessment.

National targets for stroke patients which are relevant for

patients even if not appropriate for thrombolysis

CT scan to be done within one hour of onset of symptoms if inpatient or within

one hour of admission to hospital.

8
• Swallow screen to be done within four hours. If the screen is not carried out, the

reason needs to be documented eg. too drowsy. Staff on Victoria Ward can carry

out screens if the stroke nurse is not available.

• Direct admission to a stroke unit within 4hrs.

• Assessments as early as possible (definitely within 24 hrs) by Stroke Consultant,

Stroke Nurse, Physio, OT and SALT

• All patients should spend over 90% of their time in hospital on a stroke ward.

• You can all help meet some of these targets by referring to the stroke team

early and by ensuring the above investigations/ assessments have been done.

Transient Ischaemic Attack (TIA)

TIA patients, whose symptoms have completely resolved within 24hrs do not

need to be admitted. However, if they are on anticoagulation, they will need a

CT scan to rule out bleeding prior to going home. A TIA referral form needs to be

completed and sent to UHCW at the earliest opportunity. The TIA referral form can

be found on the intranet via the Acute Medicine Page. Please ensure every section

is completed fully.
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Clinical Case:
Occam’s Razor?

Claire Pollard, Consultant Acute Medicine

Case History

65-year-old lady normally fit and well

(regular yoga) referred to AEC by GP.

Previous curative treatment bowel

cancer 2018 (left hemicolectomy).

Presented with significant hip pain

and fatigue. Worse during

night/early morning time.

.

Neurological examination of legs

normal- tone / power / reflexes /

sensation. No skin rashes or joint pain.

No significant weight loss or night

sweats.

Imaging

X-ray hip & pelvis -

mild degenerative changes only.

CT Thorax/Abdo/Pelvis –

no significant masses or enlarged 

lymph nodes

9

MRI thoraco-lumbar spine -

degenerative changes in lower lumbar

spine. No disc prolapses, normal spinal

cord.

Investigations – Bloods

.

Working Diagnosis

Clinical presentation and results above 

discussed with Haematology Registrar 

on-call:

Possible Waldenstrom

Macroglobulinaemia (WM).

Plan

Referred for urgent haematology

outpatients to confirm diagnosis.

Unfortunately, patient’s pain continued

to escalate, and she required morphine

for pain relief. Progressive weakness

and decline in function, including

weight loss.

Contact with GP who queried a trial of

steroids for Polymyalgia Rheumatica

(PMR)? Held off pending haematology

review as steroids may interfere with

bone marrow.

Patient sought haematology privately

and bone marrow biopsy confirmed

Waldenstrom’s (15-20% infiltrate).

Prednisolone subsequently introduced

and there was a quick and marked

improvement in patient’s symptoms-

typical for PMR .

Patient currently under 6-month NHS

surveillance. Prognosis of

Waldenstrom’s good in this case

because of low tumour burden. Good

chance she may live with this cancer and

not require anti lymphoma therapy in

the future - 2/3 of patients do.

Patient remains on 4mg

prednisolone currently, which is keeping

her symptoms of PMR in check.

Waldenstrom Macroglobulinaemia

"A disease with two problems"

7

Lymphoma and Leukaemia Society 2018.

• Disease classified as a lymphoma and

also has characteristics in common with

chronic lymphocytic leukaemia (CLL) and

multiple myeloma.

• Most commonly presents with

cytopenia (a reduction in bone marrow

cell lines including red blood cells) and its’

associated complications -> fatigue, pallor,

breathlessness, bruising/bleeding easily,

hepatosplenomegaly (enlarged liver and

spleen), lymphadenopathy,

constitutional symptoms (such as fever),

and hyperviscosity syndrome (may

include headaches). Back pain can also be

a feature.
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Dear Mr Burley,

Last Monday 21st February, I staggered into 
Warwick Hospital A&E reception with what 
turned out to Pulmonary Embolisms.
I was quickly cared for firstly in A&E and then 
over 6 days I stayed in the AMU, the CC Unit 
and finally the Malins Ward. At every stage I 
was given tremendous professional care, support 
and encouragement from every member of staff 
in every function that I encountered until I was 
released last Saturday afternoon.
Whilst the media continually report on the NHS 
being under extreme pressure, I experienced no 
compromise in any of my care.
I just wanted put on record my sincere thanks to 
you and your excellent team.

Kind regards
RJ

• PMR is an age-related condition. Most

people diagnosed are > 70 yrs, and it’s

very rare in people <50 yrs. More common

in females.

• Estimated 1 in every 1,200 people in UK

develop the condition every year. Cause

unknown but combination of genetic and

environmental factors thought to be

responsible.

• Treatment with prednisolone. Moderate

dose which is gradually reduced over time.

Most people require 18 months - 2 years

to prevent their symptoms returning.

• 1 in 5 people with PMR develop

temporal arteritis (AKA Giant Cell Arteritis -

GCA) where the arteries in the head and

neck become inflamed. There is a risk of

permanent sight loss if not treated

promptly- this is an emergency! Symptoms

include a severe headache that develops

suddenly, pain in jaw muscles when

eating, sight problems- double vision or loss

of vision.

References

www.nhs.uk

www.macmillan.org.uk

Thank You Acute Medicine
• Neuropathy- an abnormal antibody can

attack and damage nerves in the

legs causing paraesthesia (pins and

needles) and painful neuropathy.

• Generally not considered to be curable-

but it is treatable. Some patients are

under surveillance rather than active

treatment straight away. Variability

in progression.

• Treatment can include chemotherapy, b

iologics/immunotherapy, plasmapheresis

(plasma exchange), stem cell transplant

and radiation therapy

Polymyalgia Rheumatica 

(PMR)

• PMR is a condition that causes

pain, stiffness and inflammation in the

muscles around the shoulders, neck and

hips. Main symptom is muscle stiffness in

the morning that lasts longer than 45

mins.

• Other symptoms may include: extreme

tiredness, loss of appetite, weight

loss and depression. Diagnosis can be

challenging because symptoms

are similar to many other conditions,

including rheumatoid arthritis.
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Focus on Heart Failure:
Part 3

Natalie Barber, ACP Cardiology

This is the 3rd part on Heart Failure, in the previous newsletters please find
information on

Devices

Implantable cardioverter-defibrillators (ICD’s) is 

recommended to reduce the risk of sudden death in:

•Patients who have recovered from ventricular arrhythmias who are expected to

survive > 1 year.

•Patients with symptomatic heart failure (EF ≤35%) despite > 3 months of

optimal treatment and with HFREF due to either IHD or Dilated Cardiomyopathy

if expected to survive > 1 year.

Cardiac Resynchronization Therapy (CRT’s) is a specialist pacemaker with leads

pacing both the left and right ventricle. For patients with HFREF (EF ≤35%) and

Left Bundle Branch Block (or QRS > 150milliseconds) on ECG. To improve heart

failure symptoms in patients who are expected to survive greater than 1 year.

The device team is Dr Clarke, Dr Beadle, Donna McDonnell and the Cardiac

Investigations staff. If any patients admitted into hospital have a device either

ICD or CRT please contact the Cardiology Inpatient Referral team. If you want to

know more about devices contact the device specialist nurse Donna McDonnell

on extension 6506 or bleep 2151.

Palliative Care

At some point we will die and in

patients with heart failure this may

occur at any point, often suddenly

and unexpectedly. With the heart

failure disease trajectory of slow

decline in physical health

interspersed with sudden

deterioration due to

decompensating heart failure it can

be difficult to establish if a person is

approaching the end of their life. If

the symptoms of a person with heart

failure are worsening despite

optimal specialist treatment, discuss

their palliative care needs with the

Cardiology Inpatient referral team

and consider a needs assessment for

palliative care.

From the outset of a heart failure

diagnosis prognosis should be

discussed with all patients. Also prior

to a device insertion there is

discussion around switching the

defibrillating component of a device

off when someone is approaching

end of life. A lot of patients will have

a Respect form with

those conversations having taken

place by their consultant, GP or heart

failure specialist nurse prior to

admission. Yet despite this recent

local audit suggests we can do better

at identifying this group of patients

and communicating that to the

patient and their families.

The CASTLE website support

towards life’s end within Coventry

and Warwickshire has a lot of

useful information and

downloadable tools that can help

with decision making.

The final part of Focus on

Heart Failure with be in the

5th AMEN edition.

10

May 2022, 4th Edition Acute Medicine Educational Newsletter 17



Acute Medicine Educational Newsletter 18

Clinical Incident -
Learning Points for all

Sr Cheryl Markham, Oken Ward Manager, Acute Medicine

Background

Patient admitted from CERU following recent diagnosis of Guillain-Barré

syndrome. Admitted with catheter in-situ, which had a flip-flow to maintain

bladder control. Hoist to transfer onto commode.

Very comprehensive assessment done: 48hr booklet and medical clerking

booklet.

Patient in pod B5

Complaint

Wife received call from patient, bell not being answered, she drove 30 mins into

hospital and bell still ringing.

What his wife found

What next?

Statements were requested from Nurses in bay (1 Regular Band 5, 1 Agency

Band 5, 1 new CSW on supernumerary and 1 SNA new to this placement). Issues

identified in bay with acutely unwell patients, behaviour patients and very

demanding patients.

I met with this patients' wife, a retired Mental Health Nurse, with Matron Liz.

Learning

Comprehensive assessments done but poor handovers to next shifts. Flip flow,

hoist etc. not handed over.

Poor Infection Prevention practice, catheter on floor.

Issues in bay not identified to Nurse In Charge and help not asked for.

Skill mix could have been better

Call bells ignored by ALL of team as it’s not only responsibility of nurses in bay to

answer bells.

The wife has been invited in to talk with team for learning (to be arranged).

10
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STOP, THINK ASSESS 
Using VHP Tool

There has been some bad practice seen within the 
trust.....

All intravenous medicines potentially pose a threat to 
vessel health. Good practice in vascular access 
assessment is paramount for early detection of 

complications.

Please ensure good documentation in Acute Medicine.

Mental Health Matters11

We have all chosen a career to care for

others. It’s an amazing one, where we

can have that wonderful feeling, when

you’ve given great care and feel like

you’ve really made a difference and

remember the reason why you decided

to work for the NHS. Unfortunately, in

our jobs it’s not always possible to feel

this way. There are so many different

pressures / external factors, staff

sickness, patient turnover, time

pressure, work-load intensity, to name

a few. Not to mention the added

complication COVID has had on most

aspects of our working and personal

lives. We are there, as a team,

providing daily care for our vulnerable

patient's day and night, they rely on us,

they appreciate us, and we do make a

difference to their lives every day we

come to work. But while caring for

others is amazing, it can also be

physically and mentally draining, and

we must make sure we are looking

after ourselves, to keep well, so that we

can keep giving the exceptional care

that we do.

During the pandemic mental health

has been discussed more than ever,

especially the mental health of the

front-line staff such as ourselves. It is

amazing to have it at the forefront of

people’s minds and people

openly talking about their experiences/

struggles, and normalising feelings of

stress and anxiety.

While we are busy working long days

and juggling personal lives, it’s easy to

forget our own well-being matters and

not notice that we are struggling with

Anna Tillotson, ACP Acute Medicine
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our mental health until we behave out of character or feel tearful, angry, anxious, down,

depressed. These feelings can be short term, after a busy eventful day, or, they can last

longer, weeks to months but there is help out there! No one is immune to suffering from

stress, anxiety or feeling overwhelmed, we can’t have a vaccine to protect our mental

health, so we’ve got to look after it.

So what can we do.....

the day in a calmer, more focused

headspace and end the shift hopefully

leaving some of those worries

behind. We’ve all left work with a

million jobs running through are

heads so take a few minutes before the

journey home and try to let go. Please

give feedback about the sessions

if they are helpful or if we can

adjust them. All of these sessions are

optional, but there's nothing to lose by

giving it a go.

.

So, remember, please look

after yourself, it’s ok to not

be ok, there’s support here if you need

it. Thank you for your amazing hard

work and dedication!

these apps can help with anxiety,

calming the mind, allowing a more

restful sleep. “Headspace” are offering

free app service until December

2022, you can sign up using your

trust email address they offer a

range of short meditation /

mindfulness videos to help from

anxiety, panic or angry feelings. “Unmin

d” is a website that offers support to

improve mental well-being, “Stay Alive”

App developed for suicide prevention it

also has a range of useful resources.

Other apps are Unmind, Sleepio,

Daylight, Silvercloud.

Take 5...

Short mindfulness sessions

have been proven to

improve levels or stress and anxiety.

So, over the coming weeks we will

be started to offer 5

minutes of mindfulness at handover. T

his will be using a recording and we ask

that you be open to the sessions to see

if they are helpful. Handover is

an opportune time to take 5-

minutes out, it can help you start

In AMU/ADU/AEC we have an amazing team,

a warm welcoming friendly environment to

work in, we need to look after our colleagues

if we see someone’s having a difficult day we can cheer then up, offer a shoulder to cry

on, ask if they’re ok, take the time to hear the answers, or check in with them after a shift

to see if they need any support. We wouldn’t forget to feed our patients or not offer

them food/hydration, so we shouldn’t be doing it to ourselves. It’s very busy on the ward,

but ensure everyone has a break, manages to eat and stay hydrated throughout the

shift. Seek help, support and advice from the senior nursing team on the ward and the

ACP team.

The trust also offers support, you can refer to clinical health psychology within the trust

who will offer 1:1 sessions, they have useful resources available on the intranet under

“staff well-being”. You can also be referred to the occupational health team. The trust

have developed some outdoor areas near Oken where you can have your breaks, fresh

air and taking a breather from the ward environment, if possible, during the shift can

improve your mindset and make you feel calmer. There are also some online well-

being programmes available via the intranet, mindfulness, online yoga, live tai chi and

daily stress visualisation.

If you would like to access some mindfulness from home, there are also some free apps

to help, this can be short 5-minute session before going to sleep to help switch off,
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Aortic Dissection
Laura Morris, Acute Medicine Trainee ACP

What is aortic dissection?

Aortic dissection (AD) is a critical

condition in which there is a tear in

the wall of the layers of the aorta.

The aorta has three layers making up

the vessel wall- the intima, the media

and the adventitia. A tear in one of

these layers can cause a “false

lumen” which can significantly

weaken the aortic wall and risks

rupture which can ultimately prove

fatal for patients. There are two

types of aortic dissection which are

classified as type A and type B. Type

B dissection occurs in the descending

aorta closest to the back and type A

occurs in the ascending aorta directly

from the heart (Mayo clinic, 2021).

Risk Factors

There are a number of underlying health conditions which may also contribute to

the risk of AD; connective tissue disorders such as Marfan’s syndrome and Ehlers-

Danlos have a greater risk of developing a dissection (Hoffjan, 2012). Pregnancy

and cocaine use are also of note in being a significant risk factor as well as

previously having a diagnosis of hypertension. It is imperative that as clinicians we

are aware of the risks associated with this past medical history.

It is possible for routine investigations including bloods, ECG and chest X-ray to be

normal; it is important to take a detailed history and bear AD in mind as a potential

diagnosis for unexplained symptoms (Ohle et al., 2018). On examination patients

may also present with radio-radial or radio-femoral delay. Historically patients are

also often examined for a 20mmhg drop in the blood pressures between the left

and right arms. O’hele et al (2020) suggests that in order to aid in the diagnosis of

AD in the emergency department use of D-dimers and the aortic dissection

detection risk score coherently could aid clinicians in detection and diagnosis of AD.

Signs and symptoms of
aortic dissection?

Aortic dissection is often

misdiagnosed as alternative causes

of chest / back pain - signs and

symptoms may be transient in

nature and wide-ranging from

neurological to gastrointestinal

issues and potentially involve limb

ischemia due to branch vessel

occlusion. Typically, the onset of

symptoms are described as

“thunderclap” with sudden onset

maximal intensity pain which may

subside shortly after. Pain may also

be described as “tearing” or “ripping”

and radiating to the back or jaw.

12
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Bilateral blood pressure -
dispelling the myth

When I first began working on Oken

ward it was often impressed upon

me the importance of bilateral blood

pressures in consideration of a

diagnosis of AD. After working with

the aortic dissection charitable trust,

I was surprised to learn that bilateral

bloods pressures have a very low

sensitivity in detecting AD but a high

specificity; meaning that the absence

of a 20mmHg drop between arms

does not necessarily rule out AD as a

diagnosis but if found may support a

suspicion (Ohle et al., 2018).
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Management of Aortic dissection

Aortic dissection is often associated with a high mortality rate; if a patient

presents with an aortic dissection, we can medically manage them prior to

discussion and transfer to UHCW. In medical management our aim is for blood

pressure below 130 and heart rate below 60. In order to do this, we can utilise

medications such as IV labetalol, metoprolol and losartan to reduce pressure on

the aortic wall and minimise the risk of rupture (Zughaib et al). Patients may

then be transferred for surgical intervention in order to prevent rupture. I would

encourage everyone to listen to some of the patient stories on the aortic

dissection charitable trust website and look at some of the educational

resources available.

Pictured below is a 
dissecting aorta found 

on CT scan where we can 
see the “true” and 

“false” lumen.

(Zughaib et al., 2021)

On 16th July 2022, Cheryl, Charmaine, Jodi, Lauren,
Angela, Molly, Julie, Sian and Lynsey will be completing a
13miles walk in the Cotswolds.

Please sponsors 'Joyce's Yorkies' and help us raise money
for the Alzheimer's Society, a charity close to many of our
hearts.

Collection box now on Oken
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