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Acute Medicine is the part of general

medicine concerned with the

immediate and early specialist

management of adult patients who

present to hospital. During a normal

working day, as part of the acute

medical team, we encounter patients

with a wide variety of conditions

including venous thromboembolism,

ischaemic heart disease, cardiac

arrhythmias, diabetic complications,

exacerbations of chronic respiratory

disease, acute infections and sepsis,

cerebrovascular disease, complications

of drug and alcohol misuse and many

more. We are a key link to the

Emergency Department, Critical Care

teams, secondary care specialist teams,

as well as Primary Care teams.

We are lucky at South Warwickshire

NHS Trust that our Acute Medicine

department consists of Oken Ward

(AMU), Guy Ward: Acute Decisions

Unit (ADU); Ambulatory Care Unit

(AEC); and the Outpatient Parenteral

Antimicrobial Therapy (OPAT). I

believe that if we can share our

knowledge and experiences within

Acute Medicine, we can continuously

learn from each other and build on this

amazing team. I felt that the easiest

and most accessible way to do this was

to create our very own Acute Medicine

Newsletter.

I really would like everyone within the

team to get involved, with reflections,

case studies, learning experiences, new

upcoming ideas or events, audits or

any information you would like to

share. There is no article too big or too

small!! I hope to be able to include

some regular threads to each edition,

for example ‘Not another Blood Test!?’

by Sadie Davis. If you feel that you

have a topic that you would like to

contribute to the next edition, please

contact me angela.perrett@swft.nhs.uk

I hope that you enjoy this first edition.

1
Angela Perrett, Acute Medicine ACP

Meet the Team2
Natalie Evans, Band 5 Nurse, AMU

My name is Natalie Evans (Nat). I am

a newly qualified nurse at SWFT where

I have recently been appointed as Staff

Nurse on Oken ward (AMU). I love

AMU because you learn something new

every day and see new diagnoses and

illnesses that I have never heard of. It

is so interesting and the amount of new

medications I use and learn about every

day is mad! My job on Oken is so

varied every day but ensuring I give

excellent care to my patients is crucial.

Being able to detect deteriorating

patients is also just as important on

Oken. It can be so unpredictable in an

acute medical ward as one minute your

patient can be fine, the next minute

they can deteriorate. The importance of

using NEWS2 and your own judgement

when detecting the deteriorating

patient is so vital. Teamwork within

Oken is also important, we work with so

many different multi-disciplinary team

members that all do different jobs.

Being a nurse is about being able to

work within this environment and

ensuring the best care for your patient.

I love Palliative Care and Oncology as I

have had cancer in my family and so it

interests me. I want to learn as much as

I can and expand my horizons on Oken,

as we see so many different co-

morbidities and different illnesses. I

would love to become a link nurse for

Palliative Care on Oken as this would

give me the opportunity to not only

educate myself, but also help educate

other staff about the importance of

palliative care and ensuring patients

can die in the place of their choosing

with dignity and respect.
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The values that drive me are

communication – I am a huge believer

that patient satisfaction is hugely

impacted if there is a lack of

communication. Good communication

allows a rapport to be built with patients

and therefore they are honest with you

and open up to you. In Oken especially,

alcohol abuse, substance abuse and

domestic violence can be quite prevalent.

It is so important that a person trusts you

in order for them to receive the correct

and appropriate care.

Another value that drives me is empathy

and compassion. It is especially

important when caring for the vulnerable

and sick that we are compassionate to

patients, in their time of need. When

patients are on Oken, they are their most

vulnerable and a lot are depending on us

for excellent care. I feel that compassion

will ensure a patient feels comfortable

with your care whether it be washing

them or doing an invasive procedure.

Care and compassion go a long way.

In my free time, I love walking my dog. I

have a real passion for animals and enjoy

getting out and enjoying nature. I love

listening to music and going out for meals

with friends. I enjoy going to the gym and

swimming, I try to keep active on my

days off. However I do love Netflix and

sitting and watching the TV too. I would

love to travel one day and explore

Australia, Thailand and backpack around

Europe as well. It has been my passion to

travel since a young age, and to achieve

this would be amazing.

OPAT stands for Outpatient

Parenteral Antimicrobial Therapy,

hence the abbreviation (!) however,

that doesn’t really capture all of what

the team at SWFT does. The OPAT

team is a specialist infection team

overseeing or sharing care of patients

who have infections but don’t need to

be in a hospital bed. In line with good

antimicrobial stewardship practices

and recent trial data (the OVIVA trial

in orthopaedic infections, POET in

cardiology) some of these patients are

in fact on oral antimicrobials but

receiving the same level of care and

monitoring that they would have done

on IVs. Both the trials mentioned

above state that oral antibiotics can be

safe in patients with more severe

infections provided they have close

monitoring and input from a specialist

infection team, like OPAT.

Who are we?

The team consists of Dr Helen Dillon,

Consultant in Infectious Diseases and

Acute Medicine. Julie Statham is the

Team Manager and an ACP from a

pharmacist background. Rachel Kenion

is also an ACP and a nurse by

background. The three of us form the

OPAT senior team. We have 4 nurses:

Amy, Gail, Rachel and Ryan and a

support worker / admin assistant, Julie

G. The team office is based in AEC on

Guy ward and is next to the AEC

consultation rooms.

There are two major strands to the

OPAT team’s work:

Clinical oversite of 

infection patients

This includes close monitoring of

patients to ensure infections are

improving but also to pick up any

potential complications or side effects

of treatment. Timely IV to PO switch

decisions and stop decisions are made

by the OPAT team. Appropriate follow

up care (including ensuring follow-up

with the base team and repeat

imaging) is provided. We also provide

follow-up monitoring for patients who

have been under our care (including

follow up reviews, blood tests and blood

cultures off antibiotics).

What is OPAT?3
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Many of the patients OPAT manage are

acute patients requiring close medical

care. Given we have limited consultant

time, the OPAT team uses a colour-coded

system to rate patients based on their

likelihood to be readmitted, fail in

treatment or develop complications. This

allows us to prioritise consultant time for

the patients that most need it without

restricting our capacity. The system also

allows the ACPs to independently manage

patients within their competence within a

clear governance structure.

We run a daily clinic Monday – Friday

from AEC to ensure close monitoring of

patients. You can recognise the OPAT

patients on the AEC whiteboard because

they are coloured purple and they have a

symbol of a bug in the ‘speciality’ column.

For patients with another speciality team

(such as endocrine, T&O) we share care of

OPAT patients with the base team in the

community, although the overall decisions

regarding infection treatment lie with the

OPAT team. For Acute Medicine patients,

as the OPAT consultant is also an Acute

Medicine consultant, we normal take full

clinical responsibility for the patient after

discharge.

The OPAT phone is manned from Mon-Fri

09:00-17:30 for referrals and Mon-Sun

09:00-17:30 for patients, carers and

community nurses for problems with

current OPAT patients.

Nursing service for delivery 
of antibiotics

Each day, the OPAT team has a nurse

who can visit patients in their own home.

Most visits are to either administer IV

antibiotics, or to train a patient or relative

to administer their own antibiotics.

The OPAT nurses are also able to take

blood tests, perform observations, provide

appropriate wound care, give tinzaparin

and care for the vascular access of a

patient who also needs IV antibiotics in

the patients’ own home.

During COVID, the team also brought in

video iPad reviews in the patient’s home

to a member of the senior team.

What is OPAT?
continued

Referrals to the team can be made from inpatient wards, outpatient clinics, AEC

and direct from GPs. We don’t have any strict referral criteria so we ask if you

have a patient who may be suitable for treatment at home to refer to us and we

will assess for suitability. Referrals can be made via the team mobile or by

speaking to a senior member of the OPAT team on AEC. We treat a vast range of

conditions from cellulitis to endocarditis and anything from a day or two of

treatment to finish a course, to months of treatment for deep-seated infections.

Please be aware that at SWFT, patients cannot be discharged or commenced on

IV antibiotics in the community, without acceptance from the OPAT team.

When a senior member of the team is not assessing patients in the OPAT clinic

they will be reviewing referrals across the wards at SWFT, giving advice to the

ward teams and preparing patients for discharge under the service. We often

have a list of 10-15 inpatients whom we review daily on the wards providing

infection management plans and co-ordinating care for.

Think 
Antibiotic 

Stewardship
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A 48-year-old lady, with a history of

hypertension and migraine presented

with a 3-week history of worsening

intermittent headache. Her headache

started as a normal migraine but had

been intermittent and associated with

nausea.

Presented to ED as constant, worsening

headache over the preceding 24 hours.

Discharged following a normal CT head.

Represented some hours later as

headache ongoing and was referred to

Ambulatory Care for assessment.

On questioning, headache was worse

than normal migraine and had also

noted some blurring of vision. She also

complained of some right-sided neck

pain, which the patient herself thought

was muscular due to position of sleeping

the previous night. The patient was

given the opportunity to volunteer any

other symptoms she thought may be

relevant and mentioned a ‘whooshing’

sound in her right ear.

Clinical examination was unremarkable

other than mild anisocoria and diplopia

on right lateral gaze.

An urgent CT angiogram of carotid arch

and bilateral carotid arteries was

performed which showed progressive

narrowing of bilateral internal carotid

arteries in the upper neck with some

beaded appearance with marked

narrowing in the distal neck segment at

proximal petrous segment and a small

aneurysm in left distal ICA at C2

vertebral level.

The patient was admitted and MRI and

MRA was undertaken the following day.

This showed further narrowing with

occlusion of the right internal carotid

artery and likely intramural haematoma /

dissection seen in the distal right internal

carotid artery at C1-C2 vertebral

level. Similar severe narrowing also

noted in the left internal carotid artery in

it’s distal segment in the neck.

She was blue-light transferred to UHCW

under the care of the neurologists for

further management. She was diagnosed

with spontaneous bilateral internal

carotid artery dissections with no

evidence of stroke. Vasculitic screen

which was performed at Warwick was

normal and the patient underwent a

normal LP during her admission to

UHCW.

She was discharged on dual antiplatelet

therapy with follow up imaging in 3

months and review by neurology.

Learning points

Do not dismiss a patient’s concerns, even

if the symptoms do not immediately fit

nicely into a clinical diagnosis.

A normal non-contrast CT head can

provide false reassurance when requested

for the wrong clinical indication.

Remember to consider rarer causes for

the common presentations we normally

encounter.

4
Dr Marwa Mattar, Acute Medicine Consultant

Ali’s had her 
flu jab.  

Have you 
had yours?



Basic ECG Rhythm 
Strip Analysis 

Acute Medicine Educational Newsletter 7October 2020, 1st Edition

STEP 2- IS THE RHYTHM REGULAR OR IRREGULAR

Take a piece of paper, mark the positions of the tips of 2-3 QRS complexes then 

slide along the rest of the ECG to compare.  If they align, your rhythm is regular.

STEP 3 – IS THERE ATRIAL ACTIVITY?

Find the P wave

Charlotte Potter, Acute Medicine Trainee ACP

5

STEP 1- CALCULATE THE RATE

Using the bottom strip (rhythm strip), count 30 big squares (represents 6 

seconds), then count the number of QRS complexes that fall within the 30 big 

squares and multiply this by 10.  This will give the beats per minute (BMP).  For 

example, 9 QRS complexes x 10 = 90bpm.

STEP 4 – IS THERE VENTRICULAR ACTIVITY

Are there QRS waves, if so …   is it broad/narrow or normal? Normal QRS width is < 3 

small squares or less, < 3 small squares is < 0.12 secs.

If the QRS is narrow or normal, the rhythm is usually atrial in origin. If the QRS is broad, 

the rhythm is usually ventricular in origin (not good).

STEP 5 – WHAT IS THE RELATIONSHIP BETWEEN ATRIAL ACTIVITY AND 

VENTRICULAR ACTIVITY

There should be one P wave before every QRS complex.

STEP 5 – MEASURING THE INTERVALS

> 3 small squares

< 3 small squares

< 3 small squares

Now we need to look at all the waves and assess if they 

fit the right time intervals.  To help, here is a picture 

illustrating the time intervals of the different sized 

squares.  So, 1 small square = 0.04 secs, 1 big square (5 

small squares) = 0.2 secs.
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STEP 5A – P WAVE MEASURING

The PR Interval represents atrial depolarization. Start by measuring the

duration of the P wave from where it starts to where it ends. It should not

exceed 3 small squares (< 0.08 secs).

STEP 5B – PR INTERVAL MEASURING

The PR Interval is the time taken for atrial depolarization and AV node delay.

Measure from the start of the P wave to the beginning of the QRS complex. It

should normally be 0.12-0.20 secs (3-4 small squares).

STEP 5C – QRS MEASURING

The QRS is ventricular depolarization.  It is measured from when the deflection 

first leaves the baseline after the PR interval.  It should be < 0.12secs (< 3 small 

squares).

STEP 5D – QT INTERVAL MEASURING

The QT interval is the total time from the onset of ventricular depolarisation to

repolarization. It is measured from beginning of QRS to the end of the T wave.

Note: its duration varies with HR and the QTc is corrected for heart rate.

A Student Nurses’ 
View

6Basic ECG rhythm strip analysis continued

Jessica Swords, Student Nurse

Being a student nurse is like a 3-

year rollercoaster, add a pandemic

into the mix and it’s a bit of a wild

ride. Luckily, Oken have been so

welcoming and friendly. Liz has

made sure I’ve seen different parts of

AMU, AEC and ADU and the roles

that each section play within a

patient’s journey. Liz’s role with

students is fab and is a role that

other placements should consider

developing. Knowing someone is

there to support you with your

learning is a huge relief when you’re

a newbie, with each placement being

somewhere different.

I have found Oken a massive learning experience and if patients are

poorly with something I haven’t seen before I’ve had to learn, FAST. I’ve

found the wide range of different job roles and how they all work together

in this placement interesting.

It’s unusual to be the only student nurse on a placement, without the

added fact of being the wards first student nurse in some time, although

this is very exciting. I’m looking forward to seeing what the rest of this

placement brings!
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Rhabdomyolysis: a term used for muscle injury, whether direct or indirect. The

damage to the muscle causes a breakdown in the muscle fibres (specifically

skeletal muscle), which then disintegrate, contaminating the bloodstream. The

substances released from the muscle include potassium; creatinine kinase;

myoglobin (protein) and in large amounts, the kidneys will become overwhelmed

leading to Acute Kidney Injury (AKI). It is generally considered a rare condition

(approximately 20,000 cases in the UK annually) but undiagnosed and left

untreated, rhabdomyolysis can be fatal.

Causes: traumatic and non-traumatic.  

Traumatic causes such as major disasters, car accidents, electrocution, lightning 

strike and venom from snake or insect bites. 

Non-traumatic causes includes hyperthermia; Diabetic Ketoacidosis (DKA); seizures;

some medications such as Statins and antipsychotics; other illicit drugs – Heroin,

Cocaine, amphetamines and excessive alcohol misuse.

Bacterial and viral illness may also lead to rhabdomyolysis.

Symptoms: can be mild in the early stages and may mimic other, more common,

conditions. The patient may present with muscle aches, muscle weakness, dark

coloured urine (secondary to the presence of myoglobin via the kidneys). In more severe

cases, the patient may experience shortness of breath, hyperkalaemia, lethargy,

confusion, agitation, hypocalcaemia.

Urgent diagnosis and treatment are required to avoid further deterioration leading to

acidosis, muscle necrosis and AKI,

Monitoring and Treatment: regular routine bloods* - including Lactate - and ECG’s,

urinalysis and discussions with nephrology / orthopaedic teams if

indicated. Depending on the cause of rhabdomyolysis, the treatment will be structured

and adapted for the individual, this may include - intravenous fluids, medications, rest,

dialysis (severe renal failure), surgery (compartment syndrome).

*full range of bloods to be considered – LFTs, U&E, FBC, VBG, BONE, CK.

Outcomes: In most cases, this condition is reversible, and many patients will make a

full recovery. However, having had rhabdomyolysis, there is an increased risk of re-

occurrence.

The causation of the condition must be explored, in order to avoid rhabdomyolysis in

the future.

References

https://www.webmd.com/a-to-z-guides/rhabdomyolysis-symptoms-causes-treatments#1

https://jasn.asnjournals.org/content/11/8/1553.short#T5

https://www.healthline.com/health/rhabdomyolysis#outlook

https://www.emedicinehealth.com/rhabdomyolysis/article_em.htm

7

Emma Byrne, Acute Medicine ACP

RABDOMYOLYSIS



Drug of the Issue 

Acute Medicine Educational Newsletter 10October 2020, 1st Edition
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How is this relevant to practice

•There was recently an incident where a patient had a seizure as a direct result 

of giving IV cyclizine.

•Cyclizine was discovered as a result of researching a new anti-histamine.

•As well as blocking histamine it has effects such as being a CNS depressant.

•It is extremely irritant to the vein as pH 3.3-3.7 meaning very acidic.

•Chronic use can lead to dependence due to euphoric effect.

•Always observe after giving IV to ensure patient safety

Hi Cheryl,

I just wanted to express my thanks to you and your 
team for being so welcoming in my first few weeks in 

this new trust. Specifically I wanted to mention Liz and 
what I understand to be her new role which has been 
extremely beneficial to me as a new starter. Having Liz 

able to take the time to orient me and go through 
training/online systems and so much more made my 

transition to your ward smooth and so much less 
stressful than it could have been. She has been great 

support and is truly a credit to your team. 

Thank you again and I look forward to continue working 
with you.

Kind regards, 

Ellie

For treatment of nausea, vomiting, vertigo, motion sickness and Labyrinthine

disorders. Can be given orally, IM or intravenously.

Cautions: in epilepsy, neuromuscular disorders-risk of transient paralysis with

IV use. Those susceptible to angle-closure glaucoma

Side Effects include: Agitation; Abdominal pain; Anxiety; Constipation;

Dizziness; Hallucinations; Headache; Injection site necrosis; Pain; Decreased

conscious level.

Pregnancy: manufacturer advises to avoid. Use in third trimester can cause

adverse effects such as irritability.

Breast feeding: varying levels in breast milk- avoid if possible.

Caution advised with hepatic impairment.

Not licensed for children under 6.

Harriet Richards, Acute Medicine Trainee ACP

CYCLIZINE



Your Wellbeing!
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Aim:

The wellbeing of the on-call team is not only crucial for the team, but it’s also

very important for patient safety, for our families, colleagues and our

community.

The aim of this audit was to assess the overall wellbeing of the on-call team

(including junior doctors, middle grades and ACP’s) and act on it to improve

the overall team’s wellbeing.

Results (n=22):

Who answered the questions?

40% by SPR’s (including training and non-

training), 28% by SHO’s (including training 

and non-training), 18% by ACP’s, 5% F1,

9% F2.

Dr Khaled Abuelenain, ST4 Acute Internal Medicine

9

Method:

A questionnaire and survey was developed and sent to the team - all junior

doctors, middle-grades and ACPs in-training or trust grade posts that cover

the acute medical take at Warwick hospital in the period from 1/1/2020 until

1/10/2020.

The data collected covered all aspects of wellbeing including, senior support,

Welfare, stress level, different stressors and suggestions.

Caring for doctors caring for patients by GMC

(West and Coia, 2019)

What is the most stressful part of your 
shift?

How often do you get a break during ‘a 
very busy’ shift?

How much do you feel supported by 
your senior during your shift?

What might hold you back from 
asking for support from your seniors?

If you ever need to debrief, who do 
you get back to?



Acute Medicine Educational Newsletter 12October 2020, 1st Edition

Future plan:

- Include a debrief part during the handover, should be consultant led.

- Add a reminder of having a break besides the sepsis six and VTE
prophylaxis.

- Discussion with the acute consultants whether the arrest bleep could be
held by another Registrar during the day-time for a 30 minute break.

- Series of sessions about how to look after your own wellbeing before, during
and after on-calls.

- Email all the GIM consultants about the results of the survey and ask their
support for encouraging the juniors to seek help when needed and to
encourage them on taking breaks during the shift.

- Refreshing sessions about common cases during the take for juniors led by
registrars in specific specialities.

- Re-Audit after implementing the above changes.

Have you 
entered the 
Acute Unit 
Halloween 

Mask 
Competition?

The NHS Staff Survey in 2018 found that 36% of all Consultants and 

39% of all doctors (in training) reported feeling unwell due to work-

related stress.

“One in 4 doctors in training in the UK and one in five trainers said 

they felt burnt out to a high or very high degree because of their work.” 

GMC, national training Surveys 2018.

The on-call team’s wellbeing should be looked after by all of us. It’s obvious

that the on-call is the most stressful part of our job and that lots of factors

that affect the stress level are actually preventable e.g. putting a clear plan in

place by the day team, having a proper break during your on-calls, having

someone to hold your bleep for the very short period of your break and being

encouraged to ask questions whenever you need.

The interesting thing is that we don’t tend to hear these issues during the on-

calls and that we get these answers only on surveys. Although this is a good

sign that the on-call team is doing a great job without complaining, we should

always encourage the escalation culture to be able to improve ourselves and

the service we are giving to our community. It’s also very encouraging to see

that the majority of the surveyed team felt well-supported by their seniors.

“Having face to face induction to 

meet peers.”

“Increased senior support.”

“Protected breaks.”

“A quiet area for breaks, less 

interruptions when performing 

tasks like discharge letters.”

“More doctors out of hours.”

“Make it known that you are there 

to support your colleagues.”

“Variable start and end times to 

shifts.”

“A dedicated space to have breaks. 

Someone to hold bleeps so we can 

actually have a break.”

“Look after each other”

“Debrief time in handover for 

anyone who needs it.”

“A 24-hour hot meals facility.”

“The need for a Registrar-specific 

induction.”

Suggestions given by the on-call team to improve 
the overall wellbeing during the on-calls

Conclusion:



A missed diagnosis of 
Subarachnoid Headache
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A 72-year-old lady presented to AEC, 2 days after the sudden onset of a

headache with neck pain. She had a background of hypertension and atrial

fibrillation for which she was taking rivaroxaban. By the time of assessment, her

headache was improving but she had marked tenderness on palpation of the left

cervical paraspinal muscles with no meningism. Blood pressure was 150/100

mmHg and neurological examination was entirely unremarkable. She was

discharged with a working diagnosis of musculoskeletal pain secondary to neck

muscle spasm.

2 days later, she represented to ED with ongoing neck pain and hearing

difficulties. She was seen and discharged by the GP in ED with a diagnosis of

eustachian tube dysfunction.

5 days after this, she collapsed at home and was brought by ambulance to ED.

Her GCS was 3/15 and CT head demonstrated extensive subarachnoid

haemorrhage. After consultation with neurosurgery at UHCW she was treated

conservatively and died several hours after admission.

The classical presentation of aneurysmal subarachnoid haemorrhage is with a

sudden-onset, severe headache typically described as the ‘worst headache of my

life’. All patients with this type of ‘thunderclap’ headache should be evaluated for

SAH by CT, followed by lumbar puncture for xanthochromia if CT is normal.

The Ottowa SAH Rule is a validated clinical ‘rule-out’ tool which can be applied

to selected patients presenting to ED with acute headache. It is 100% sensitive

for SAH and can prevent unnecessary diagnostic workup for SAH in patients

who do not meet any of the 6 criteria. However, it has very low specificity (15%)

and therefore cannot be used to diagnose SAH, even in patients for whom all

criteria are positive. Senior clinical judgement is required to determine what

further workup, if any, is required for patients who ‘fail’ the rule.

Pitfalls in the diagnosis of SAH

1. None of the above clinical features are specific to SAH – their presence or absence 
cannot be used to diagnose or exclude a diagnosis of SAH on clinical history and 
examination alone

2. Between 20-50% of patients may present initially with a Sentinel Headache or 
‘warning leak’ that precedes aneurysm rupture by hours-days (2 weeks on average)

3. Although the accepted definitions of Thunderclap Headache (TCH) describe abrupt 
onset reaching maximal intensity within 5 minutes (often < 1 min), a small 
proportion of patients with SAH have a time to peak headache intensity of up to 1 
hour

4. Headache is the only clinical manifestation of SAH in up to 1/3 of cases and may be 
mild or even absent (8% of cases)

5. Improvement in headache with simple analgesia / triptans and a prior history of 
headache (including migraine) cannot be used to rule out SAH clinically

6. Patients with SAH (especially if Sentinel Headache) may appear deceptively ‘well’ 
and neurological examination is often normal

A new Trust clinical guideline covering the assessment and diagnosis of acute 
headache, including TCH and SAH, is currently being developed.
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Dr Tom Heaps, Clinical Director, Acute Medicine

Other clinical features associated with an increased 
likelihood of SAH include:

Age > 40 years

Hypertension

Vomiting or witnessed loss of consciousness (syncope) at headache onset

Onset during physical exertion, Valsalva or sexual intercourse

Neck pain / stiffness / meningism +/- photophobia

https://www.mdcalc.com/ottawa-subarachnoid-hemorrhage-sah-rule-headache-evaluation


Not Another Blood Test!?
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Plasma = colloid

Viscosity = thinness / thickness

So what?….

Viscosity level rises with an increase of

proteins in the plasma

Viscosity measures a group of

molecules, the most prominent ones

being; fibrinogen, albumin and some

proteins involved in clotting. It is an

ancillary test that is not diagnostic but

used for its prognostic abilities.

The test……

Proteins are released in the event of 

infections, cancers, and autoimmune 

diseases, which alter the viscosity of 

blood, it is non-specific.

The measurement…….

Analyses the pressure required for the

flow of plasma in a given timespan at a

standardised temperature. Baseline

plasma viscosity is 1.3-1.7mPas

(millipascal-second) at a temperature

of 37.0 degrees. Raised mPas =

increased viscosity of blood.

Results….

Cancer: A significant rise in plasma

viscosity may be indicative of

paraproteins being present which is

associated with neoplasms, for example;

myeloma or lymphoma.

Autoimmune: Plasma viscosity can aid in

diagnosing specific inflammatory diseases,

for example; temporal arteritis, giant cell

arteritis and polymyalgia rheumatica. It

can also be used for monitoring response

to treatments.

Infection: A rise in plasma viscosity can

be an indicator of infection.

Following a rise in plasma viscosity,

further diagnostics are required in order

to ascertain the specific cause.

Plasma viscosity results give an indication

of the amount of protein in the blood

which can become elevated for many

reasons. In most cases, a raised plasma

viscosity will decrease over time once the

underlying inflammation or other cause is

addressed. If there is chronic

inflammatory disease, plasma viscosity

may fluctuate with the degree of activity

of the condition.
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Mindfulness
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Why is it important for me to practice mindfulness? The initial incident took

place whilst at work on a busy shift, tasks were piling up and patient waiting

times were increasing. I was then approached by a colleague from a different

department to take on their patient as their shift was over and they still had

patients in the department. I responded in an unprofessional manner by ‘rolling

my eyes’. I was devastated that my actions resulted in upsetting a person who

needed help – I feel I am a helpful person most of the time. This was then brought

to my attention by one of my senior colleagues, who reiterated that I needed to be

aware of my emotions and facial expressions during challenging times, and how

this can affect people around me.

I was sorry to be viewed as the person who ‘rolls her eyes’ when things become

busy or challenging at work. It was then that I recognized that I needed to make

changes for myself. To be better and more resilient when coping with stress, I did

not consider how my response would impact on others around me. I knew then I

needed to make changes. I realised that I was not the thoughtful and helpful

human being I wanted to be.

The above incident is when I decided to research mindfulness. I wanted to

understand how it would help me during stressful situations at work and in

everyday life. I wanted this change to be more focused in work life and home life. I

wanted to stop wasting energy on negativity and be more in control of my

emotional responses.

I watched ‘YouTube’ videos, downloaded the ‘Headspace App’, and began to

practice mindfulness. I started to feel more in control and less reactive in

stressful situations and adapted it to a situation which I would normally

feel stressed such as home schooling (due to the COVID-19 pandemic) as

my son had other ideas. I was getting more and more impatient and this

was impacting on my son’s behaviour.

I am no expert, and I am only practicing. Mindfulness can be utilised

anywhere, such as whilst waiting in a queue, reading emails and whilst

stuck in traffic. I am learning how to reduce my stress levels and how not

to be reactive to situations. I am also learning how to get to know myself

better, which aids in identifying things that I value and enjoy the most.

Mindfulness should not be viewed as an answer for every problem, it is not

easy, requires regular practice and not everyone likes it or benefits from it.
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The Impact of COVID-19 on the Nursing

and Midwifery workforce (ICON) study is

an ongoing national survey aimed at UK

healthcare professionals looking into the

short- and long-term effects this period of

nursing is having on their personal lives

and how it is affecting their mental

wellbeing.

The survey led by Professor David Kelly

and the Royal College of Nursing

Research Society is evaluating the impact

of COVID-19 on the UK nursing and

midwifery workforce.

The research is comparing before the

COVID peak, during the COVID peak

and the aftermath of the COVID peak.

The results of the first two studies have

been released and we are awaiting the

final results in the upcoming months.

Just over 4000 nurses, midwives and

other nursing professionals have been

involved.

A few interesting points have been

highlighted; it was discovered that 88% of

participants actively worry about the

health risks of working in the NHS

during the COVID-19 pandemic, and the

risks that this brings to their families,

but less worried about the health risks to

themselves.

It also discovered high rates of reported

anxiety, depression, stress, and in some

cases, the worrying signs of the beginning

of post-traumatic stress disorder (PTSD).

However, only 12% of these participants

reported to be using, or accessing

psychological support services or

wellbeing apps (such as Headspace) and

only 17% reported having time to access

time-out rooms or psychological support

rooms.

I personally feel this research shows the

need for us to continue to look out for

each other during these difficult times,

and to use all the support services out

there if we feel like we are struggling at

work, especially as we get closer to the

usual winter madness coupled with the

next phase of this pandemic.
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Clinical Incident –
Learning points for all
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.

Learning Points

No target INR documented on admission.

INR should have been checked daily. If a sample was unprocessed, a further sample
should have been sent on that day and chased later by either the nursing or medical team
and appropriate warfarin prescription should have been documented and given if
required.

The nursing staff on the ward should feel supported and encouraged to query any matters
regarding patient treatment and care with the medical team, especially over weekends
when medical staffing is reduced and more junior.

Why is this important?

Atrial fibrillation causes the heart to beat irregularly and too fast. When this happens,
blood does not flow properly through the heart and the rest of the body which means that
people with AF may be at increased risk of blood clots. Blood clots can block blood vessels;
thus AF can lead to a stroke. Without a good blood supply, brain cells can be damaged or
destroyed because they do not receive enough oxygen. Anticoagulants are used to make
the blood take longer to clot and thus reduce the risk of patients with AF having a stroke.
(NICE, 2014).

Sr Cheryl Markham, Oken Ward Manager
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Compliance 
with VTE 

assessment is 
still poor.

Let’s beat 
73.3% 

Day 1

•On admission, the patient’s INR recorded as 4.1 and  it was documented 
to hold warfarin that day in both the clerking booklet and warfarin 
prescription chart.

Day 2

•It was documented on the anticoagulation chart ‘No INR, recheck 
tomorrow’.  It was also documented in the clerking booklet and a blood 
form printed off on Lorenzo.

Day 3

•It was documented on the anticoagulation chart by a junior doctor that 
‘INR sample incorrect’, ‘unable to prescribe warfarin’, ‘repeat INR 
tomorrow’.

Day 4

•INR 1.3 on ICE, no documentation in notes or anticoagulation 
prescription chart, no prescription of warfarin.

Day 5

•INR 1.3 from day before documented on anticoagulation prescription 
chart and patient prescribed and given 5mg warfarin.

Day 6
•INR documented at 1.0 further 5mg warfarin prescribed and given.

Background

A patient was admitted to Oken Ward on a Friday in September. This patient
was known to have Atrial Fibrillation (AF) and was on warfarin. The usual dose
was documented – 3mg daily except Mondays 4mg – on the anticoagulation
chart. No target INR was documented in the notes or on the warfarin chart.
During the first few days of admission, the patient’s warfarin was not prescribed
correctly.

Order of events



The impact of lockdown 
and alcohol use
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I found this blog by Dr Matt Parker

(Neuroscientist and Alcohol Researcher

at the University of Portsmouth), who

discusses the impact of COVID-19

lockdown on alcohol use. I have taken

his ‘key points’ and reflected how this

has impacted on us locally, sharing my

experiences and thoughts.

As the COVID-19 pandemic has been

one of the biggest threats to public

health in living memory, governments

have been uncertain how to respond.

The imposed lockdown restrictions,

have seen many people isolated often

reporting to be ‘suffering in silence’ in

fear of burdening the health service

with their ‘less pressing’ health

problems, and the lines of empty beds

in hospital wards raising concerns

about increased rates of health

problems (heart attacks, stroke, cancer)

becoming a reality as we move out of

lockdown.

The evidence is overwhelmingly clear

that social isolation and lack of access

to health services are among the most

significant risk factors for mental

health problems, including drug and

alcohol misuse and dependence.

At the beginning of the lockdown, Dr

Matt Parker wrote an Op Ed in The

Lancet: Public Health, in which he

raised the following concerns:

• Lockdown may be stressful, and we

know that stress increases cravings

for alcohol

• Lockdown might increase boredom,

and we know that those at risk of

alcohol misuse show high rates of

impulsivity, and that impulsive

people are much more prone to

boredom

• Lockdown reduces social support

and access to face-to-face services.

For those in recovery or treatment

for alcohol-related problems,

continued support from those

around them, including clinicians

but also wider social support

networks, is a critical part of their

success.

Here at SWFT, the initial first few

months were very quiet with a

noticeable dip in acute / A&E alcohol-

related presentations.

Outpatient Gastro clinic patients generally

reported no change, either continued

abstinence or maintained controlled

drinking. Both acute / chronic and clinic

patients appeared and reported to have

been ‘scared’ of COVID-19 death and the

worldwide threat to humanity

(interestingly less scared by personal risk of

ALD and associated deaths).

Moving out of lockdown, studies initially

appeared to show that generally, people

were drinking less. Alcohol Change UK

survey of 2000 people showed that 72%

think they have been consuming either the

same or less than prior to lockdown. This

was somewhat unexpected, given the

meteoric rise in supermarket and online

alcohol sales that were reported early in the

lockdown by consumer data analytics

organisations such as Neilson. However,

with the closure of bars and restaurants, it

seems likely that many people simply

changed their moderate drinking habits

from outside to inside the home.

Those statistics still leave 28% drinking

more, and some of those have been drinking

a lot more. Personal communications I’ve

had from staff on the frontline of alcohol

services (such as hepatology and specialist

nursing teams) have indicated a sharp spike

in cases of alcohol-related illness, including

relapse of some people who were in recovery.

Reports from the USA of increases in

alcohol use amongst people who tend to

drink to cope, raising concerns of similar

problems in the UK. This could lead to a

rise in the number of people developing

alcohol use disorders in the coming months,

or in any future lockdowns.

Sam Adaway, Substance Misuse Practitioner
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The impact of lockdown and alcohol use 
-continued
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July onwards at SWFT saw an

increase in A&E presentations – not so

much the ‘intoxicated weekend binge

drinkers’’ but the moderate to chronic

drinking patients with now increased

levels of drinking. Also, increased

numbers of patients presenting with

ALD – both first-time presentations

and also those resulting in death.

Increase in number of complex

presentations with co-morbidities -

alcohol use with mental health and

forensic involvement (ODs, house fires,

safeguarding, domestic violence etc).

Outpatient Gastro clinic patients now

mostly reporting increased drinking

once lockdown eased – most citing

‘lockdown’ as a reason.

With the likelihood of further waves of

COVID-19 and further social

distancing measures, it is critical that

health professionals focus on those at

risk of alcohol harm and devise

strategies for supporting them during

lockdown. It may be that at-risk people

are encouraged, even during lockdown,

to access face-to-face services. It may be,

dare I say it, that the Government

introduces some limitations in alcohol

sales during lockdown? This seems to

have worked well in South Africa,

albeit with a large spike of hospital

admissions after the ban was lifted.

Whatever route we take, it’s important

to learn the lessons from this crisis

before the next one hits us!

Shared, continued frustration from

both patients and myself that

community support, such as CGL, offer

a limited amount of face to face clinics

for OST services users, however those

battling to abstain from alcohol are

restricted to telephone contact and on-

line groups only, which may suit some

but not others. My personal fear that

the many who have had an excellent

treatment here are then left

abandoned to cope alone until they

receive a call.

However, a few patients maintained

abstinence and used lockdown

constructively to build on.

Case study:  

• SP - Female, 40 years, 78+ presentations

• Multiple detox over last 10 years. Some / limited contact with CGL - 3/12 rehab -

continued to drink 1 bottle vodka +, further detoxes.

• Moved out of area Dec 2019, last detox SWFT Jan 2020 – abstained briefly.

• COVID-19 – ‘rose to challenge to home school 9yr old son, started on-line gym

instructor business, abstained 6/12+’.

• August 2020 took UK family holiday – lapsed on last day – family returned home

alone leaving SP to return later.

• SP found dead in car by police the next day. Family felt ‘fear of return to normal’

therefore no longer needed, led to lapse.



FebriDx® Testing

Acute Medicine Education Newsletter 20October 2020, 1st Edition

What?

Acute respiratory infections are

extremely common, and symptoms

often include a cough. It can be difficult

to decide if these symptoms are viral or

bacterial, and patients usually require

nasal / throat swabs to determine this,

which can take up to 48 hours to be

processed. This can cause an increased

requirement for isolation rooms during

winter pressures. The COVID-19

pandemic has also caused a burden on

the healthcare system with regards to

isolation rooms, due to how contagious

COVID-19 is and its rapid spread.

Waiting for the nasal / throat swab

results, specifically molecular testing

for SARS-CoV-2, can impact on both

flow and inappropriate placement of

patients. Swabs have also been shown

to have suboptimal sensitivity (Fang et

al, 2020; Zhoa et al, 2020). It is

suggested that patients diagnosed with

COVID-19 can be cohorted together,

which reduces the pressure for isolation

rooms, and those with negative swabs

can be allocated appropriate wards.

With the increased numbers of patients

attending hospitals with COVID-19

symptoms, a rapid diagnostic test

would reduce this burden. It is also

important that patients with bacterial

infections are not missed.

So What?

FebriDx® is the first and only rapid

point-of-care testing device that can

differentiate a viral from a bacterial

respiratory infection. The test only

takes 10 minutes to perform, with an

extremely easy device. Lumo-

Diagnostics believe that this test’s

highly sensitive / specific dual

biomarker technology provides reliable

differentiation of viral and bacterial

infections. Two UK studies (Karim et

al, 2020; Clark et al 2020) prospectively

looked at real-world data of COVID-19

hospitalised adults. Karim et al (2020)

studied 48 patients suspected of

COVID-19 and FebriDx® identified

35/35 COVID-19 positive patients

(100% sensitivity) and RT-PCR 28/35

(82.9% sensitivity). Clark et al (2020)

studied 248 patients with presumed

COVID-19; FebriDx® confirmed 110/118

that had been confirmed on RT-PCR

and 7 patients that were missed by the

SARS-CoV-2 RT PCR. (93% sensitive).

These studies suggest that FebriDx® is

highly accurate in identifying viral

infections including COVID-19 and also

suggest that FebriDx® has the potential

to identify COVID-19 patients missed

by the SARS-CoV-2 RT-PCR.

The company believe that it is sensitive and

specific because it uses 2 biomarkers, CRP

and MxA. CRP is an acute phase

inflammatory protein that is elevated in

both viral and bacterial infections. MxA is

an intracellular blood protein that is

stimulated by interferon (IFN) alpha / beta

cells. IFN cells are induced by viruses and

form an essential part of the immune

system’s defence against viral infections.

MxA protein become elevated only in the

presence of acute viral infections and not in

bacterial infections. Lumo-Diagnostics

(2020) believe that FebriDx® optimises the

sensitivity and specificity of both markers

to accurately and reliably differentiate

between viral and bacterial acute

respiratory infections which was

demonstrated by previous prospective

studies (Sharpiro et al. 2018; Self et al,

2017), and this test was previously used

with children in GP surgeries to help

reduce antibiotic use in children. The test

is also relatively cheap at £11.25 each.

Now What?

I am very interested in being a part of

understanding the use of FebriDx® within

the context of both COVID-19 and other

viral infections. At present we are one of a

handful of Trusts that have chosen to use

the FebriDx® test to help rule out COVID-

19 in intermediate probability patients (see

below) to help with flow and correct ward

allocation. It is important to monitor

within our setting how accurate the test is.

Alongside Dr Dillon, I have started to

collect data and audit the use and accuracy

of FebriDx® and hope to be able to share

this data with you soon…

Angela Perrett, Acute Medicine ACP
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