Acute
Medicine
Educational
Newsletter
This Issue features:
Non-Invasive Liver
Disease Screen– Page 8
Myeloma– Page 14

Duty of Candour– Page 16

JULY 2021

3 rd Edition

Acute Medicine Educational
Newsletter
Contents
Editors Letter.

Heart Failure: Part 2.

Angela Perrett.

Natalie Barber.

Non-Invasive Liver Disease

Meet the Team.

Screen.

Chelsey Lindsay.

Dr Tom Heaps.

Day in the life of an OPAT nurse

Decompensated Liver Disease

in Clinic.

Bundle Audit.

Rachel Yeoman.

Dr Sunita Rai and Dr Racheal

July 2021, 3rd Edition

Hyponatraemia.

Duty of Candour.

Annie Joshi.

James Spearing.

Drug of the issue:

Not another blood test!?

Lofepramine.

Catecholamines.

Harriet Richards.

Sadie Davis.

Myeloma.

Condition of the issue:

Natalie Cannon.

Dancer.

Editor
Angela Perrett
Acute Medicine ACP

July 2021, 3rdEdition

SIADH.
Emma Byrne.

.
Disclaimer, the information provided in the articles
are provided in good faith and is for general
information purposes.
The editor assumes no
responsibility for errors or omissions in the contents.

Acute Medicine Educational Newsletter

2

1 Message from the
Editor

Angela Perrett, Acute Medicine ACP
The year is flying by and we are now
on the 3rd Edition of the Acute
Medicine Educational Newsletter. I
have been receiving great feedback
from so many people. I have also had
lots people requesting to write
articles, which is really amazing, and I
thank you.
I am always open to new ideas for the
newsletter and one suggestion was to
include a list of new starters in the
team. I really liked this idea and you

will find them on page 18. If anyone,
has any further suggestions please let
me know. I want the newsletter to be
a useful resource for you all, and a
way of developing our team for both
the well being of our patients, by
enhancing the high quality care we
provide, and to support team morale.

closing the hospital to medicine and now
I've been on AMU at Warwick since
December.
2.

Acute Medicine?
That everyday is different and you
learn so much. I like seeing people's
condition improving. I enjoy the fast
pace of acute medicine.
3.

early on for sepsis and starting early
intervention, I really enjoy seeing

4.
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hospital which had a 2-bed resus
area, I then moved to AEC for 2
years, before COVID ended up

Podcasts/Books?
Desert island discs Louis Theroux and

Mikey Flanagan, The Ricky Gervais

What are the values that drive
To always been kind. To respect
everyone. To commit to continuous

show podcast .

Name 3 things on your bucket-list
* To one day complete a half
marathon.
* To go back to the Philippines.
* To one day get a campervan and
travel Europe.

Can you play an instrument?

8.

Used to play the guitar quite well, I'm

learning.
5.

What are your top 3 favourite

7.

you?

for working in your position?

first 3 year were in an AMU at Solihull

by.

people quickly improve with your help.

1. What is your past experience,

I have been a nurse for 6 years, the

If it's meant for you, it won’t pass you

I'd say being able to assess patients

Chelsey Lindsay, AEC Ward Manager
Every issue I take time to think who
to ask to complete the Meet the
Team Questionnaire. For the 3rd
edition I thought that it would be
nice to ask Sr Chelsey Lindsay.
Chelsey has been working on Oken
ward, as a band 6, for the past 6
months, but has recently changed
roles to the AEC Ward Manager.

What is your niche within acute

What is your favourite quote?

6.

medicine?

I hope you enjoy this edition, with the
second part on heart failure, another
blood test of the issue and an article
on hyponatraemia.

2 Meet the Team

What do you like about working in

not sure I'd be any good anymore.

What is your favourite food?

9.

Chocolate
10.

If you could have a superpower,
what would it be?
I'd love to be able to fly.
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Day in the life of OPAT
Nurse in Clinic

The patient then remained in clinic for

myself and patient was then reviewed by

longer, to recheck blood sugars, to make

our ACP and given drain site care.

sure they were safe to attend their

Diabetic Outpatient appointment (OPA).

Rachel Yeoman, OPAT Nurse
Hi, my name is Rachel. I am an OPAT
Nurse and I am going to take you
through a day in the life of an OPAT
Nurse in clinic.

8am - My shift starts at and on arriving
in the office I first ensured that the
clinic list is prepared for the day, we
had 9 patients due in clinic that day. I
then went through our database to
ensure I was up-to-date for every
patient as to why they were attending
today. The blood forms had been
printed the day before but I checked
these to ensure there were no
additional tests required, for example
INR. I then telephoned each patient to
do a COVID screen before attending,
no issues were identified. Next I
prepared the supplies for those
patients on intravenous antibiotics
(IVAB) coming in for a weekly review
and ensured our trolley was stocked
with supplies.
9am – First patient being treated for
pyelonephritis arrived and required
bloods, observations, a urine sample

July 2021, 3rd Edition

We received a phone call from the Nurse
and a post void bladder scan, which I
ensured was all completed ready for
the patient to be reviewed by Rachel
our ACP in clinic that day.
9.30am – Rachel K, ACP and Julie G,
Clinical Support Worker (CSW), started
work. I went through the clinic list with
Rachel and updated her on the patient
already in clinic and the outcome of
the urine dip and bladder scan.

9.45am – Next patient being treated
for a worsening foot ulcer arrived for
their weekly review – this always
involves
our
routine
bloods,
observations, giving a further weeks
supply of IVAB and supplies and
Linecare®. During this the patient
stated they felt they were having a
hypo as they had not checked their
blood sugar that morning. As I was in
the middle of an Aseptic Non-Touch
Technique (ANTT) procedure with the
midline exposed, I called for help and
Rachel, who was reviewing a patient in
the chair next to me, came to assist.

on the road with a clinical concern for a
patient who had developed a swollen left
arm and hand and had a high temp.
Patient was stable therefore arranged for

patient’s family to bring them to clinic for
review immediately.

Phone call on OPAT mobile from a
patients

wife

who

is

attaching

The next patient being treated for right

Accufusers® daily but noted that it was

heel ulcer and cellulitis was not seen till

not draining sufficiently therefore booked

after 11am due to the issue with our

to attend clinic, after lunchtime, for

previous patient and was due in Diabetic

review.

OPA at 11.15am. I attempted to take
bloods using the USS machine as patient

11.30 – Patient with a back abscess with

known to have difficult access but unable

MSSA had bloods and observations taken.

to retrieve a blood sample. Patient sent to

They complained of a distended stomach

OPA and returned to OPAT for the ACP to

therefore handed this over for our ACP to

take blood.

review.

11.00 – Patient arrived for weekly review

12.00 – Diabetic foot patient arrived for

who was being treated for a subphrenic

bloods and observations. Patient had a

collection and wound infection hemi-

hallux amputation the previous week.

hepatectomy – bloods and observations

Dressing removed for Rachel ACP to

taken by our CSW while I was still with the

review the wound. I then assisted our

previous patient. Linecare® provided by

CSW in redressing the wound.
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12.45 – I reviewed the extra patient in

15.30 – After my 30 minute lunch break

clinic with the Accufuser® – Lifecath®

a patient with pyelonephritis attended

was assessed and flushed well, no

clinic for self admin training of IVAB –

leaking and VIP 0. New Accufuser®

patient

attached and as patient was having a

administer IVAB with step by step

home visit the following day, I handed

instructions given and will return to

over to our road nurse to review.

clinic tomorrow for further training.

SKYDIVE

observed me prepare and

24TH July 2021

ECG performed.
13.30 – Patient with a left prosthetic
knee

infection

attended

clinic

for

Once all patients had arrived and are

review, bloods and observations taken.

awaiting blood results or review, I start

Patient complained they were still

documenting the clinic, check blood

feeling very itchy, had some loose stool

results and escalated any concerns. We

and nausea. Handed this over to ACP

also had a jobs list from our weekly

for review.

MDT meeting that we try to fit in
around the clinic day this included

14.00 – Patient with the swollen arm

contacting patients to arrange clinic

attended clinic - patient placed in a side

attendance, arranging ambulances for

room due to high temp. Bloods and

clinic attendance, chasing results, well

observations taken and reviewed by

being calls.

ACP

and

Dr

Dillon.

Patient

Anna Tillotson and
Charlotte Potter

Raising money for the
Acute Medical Team at
Warwick Hospital.

for

admission – patient was cannulated, IV

The nurse on the road then returned

fluids given, FebriDx® completed and

from their visits, I handed over the

COVID swab taken, started on IV

patient who needed observations whilst

meropenem.

awaiting admission as my shift was

finished.

July 2021, 3rd Edition
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Focus on Heart Failure:
Part 2

Treatments
For

Heart failure unlikely,
consider other causes of
< 47 pmol/L

symptoms.
(Echocardiogram if clinically
considered heart failure)

47-236 pmol/L

Request Echocardiogram

Referral to Cardiology Team

with

fluids. Generally an average size male
will already be fluid overloaded by 2

Echocardiogram

litres to show signs of mild oedema.

There are several different diagnostic

and

tests used to confirm of exclude heart

estimated on the patients ‘dry weight’

failure. An Echocardiogram should be

their usual weight without all the

performed on all patients with suspected

excess fluid. Weighing the patients

heart failure, consider an up to date

daily will determine the success of the

echocardiogram

diuretics and adjusted accordingly.

previously

had

>1year

and

decompensating
Echocardiogram

if

Admission weight is very important

the

an

patient

heart
will

has

a

target

weight

should

be

diagnose

The

those

depends on symptoms and the level of

ejection

fraction

(EF)

ventricular
meaning

a

fluid overload. Remember patients on

reduction in pumping power and those

bed

with either a mildly reduced or preserved

peripheral oedema not just in lower

EF.

important

legs but back of thighs, sacrum and

differentiation as the treatment options

back. Fluid will also gravitate to the

will vary. Further investigations such as a

lowest body parts.

This

is

a

very

Coronary Angiogram or Cardiac MRI scan

(e.g. Bisoprolol or carvedilol) as there is
poor correlation between symptoms
and the severity of heart failure these

drugs should be titrated to the optimal
tolerated doses and not according to
symptoms. Patient’s already on an ACE
inhibitor admitted with heart failure
should be switched to Entresto. This
combination

drug,

containing

Entresto

has

dual

action,

been standard treatment in heart
Deciding if diuretics are oral or IV

left

and perindopril) and Beta blockers

Valsartan like an ACE inhibitor has

heart

Heart failure is classed into 3 groups,
reduced

diagnosis ACE inhibitors (e.g. Ramipril

HFREF.

Vs

failure and identify possible causes.
with

the EF ≤ 40%. For patients with new

ACE inhibitors for the treatment of

with

failure.

treating HFREF being introduced when

Valsartan and Sacubitril, is superior to

Echocardiogram
present

maybe be necessary.
>236 pmol/L

admitted

initial treatment is off loading excess

Diagnosing heart failure

NTpro-BNP results

patients

decompensating heart failure the first

Natalie Barber, ACP Cardiology

Brain naturetic Peptide is a protein
released into the blood stream when the
heart is under strain. This can be
measured in the form of a NTpro-BNP
(biochemistry bottle) results as followed,
this test can be useful if heart failure is
suspected
however
be
careful
sometimes the level maybe low in
treated heart failure or in obesity so if in
doubt
request
a
transthoracic
echocardiogram. High levels of BNP carry
a prognosis please refer these patients
urgently to the Inpatient service for
review (NICE, 2018).

all

supporting for the drug treatments for

rest

be

sure

to

assess

for

failure for many years but Sacubitril is
a neprilysin inhibitor that inhibits the
breakdown of ANP and BNP both of
which improves the symptoms of heart

failure. In studies, Entresto was shown
to improve survival over ACE inhibitors,
20%

less

likely

to

die

from

cardiovascular cause or be admitted to
hospital. If you think a patient is

Heart Failure with Reduced Ejection

suitable to switch to Entresto, please

Fraction (HFREF)

discuss with the cardiology team.

There is a large volume of evidence

July 2021, 3rd Edition
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Other medication includes Aldosterone

such as good blood pressure control,

Cardiac

Therapy

any patients admitted into hospital have

Antagonists, either Spironolactone or

controlling

these

(CRT’s) is a specialist pacemaker with

a device either ICD or CRT please

Eplerenone for HFREF ≤35%. Ivabradine

patients

loop

leads pacing both the left and right

contact

to reduce heartrate in sinus rhythm and

diuretics.

ventricle. For patients with HFREF (EF

Referral team. If you want to know

Digoxin can be used in Atrial Fibrillation

≤35%) and Left Bundle Branch Block (or

more about devices contact the device

and HF or for Symptomatic HF in sinus

QRS > 150milliseconds) on ECG.

specialist nurse Donna McDonnell on

arrhythmias.
require

Often

titration

of

rhythm when standard medication has

Resynchronization

To improve heart failure symptoms in

failed to improve symptoms.

patients who are expected to survive

New medication group for HFREF are

greater than 1 year. The device team is

Sodium-glucose co-transporter 2 (SGLT2)

Dr Clarke, Dr Beadle, Donna McDonnell

inhibitors such as Dapagliflozin. This

and the Cardiac Investigations staff. If

treatment for type 2 diabetes has had
favourable outcomes in heart failure
trials,

reducing

hospitalisation

and

worsening symptoms in both patients
with and without type 2 diabetes (DAPAHF, McMurray et al, 2019).
Heart Failure with Preserved Ejection
Fraction (HFPEF)

less evidence based medication than the
previous group, and drug trials for
standard heart failure treatments fail to
demonstrate

then

improvement

in

mortality and reduction in hospitalisation.
Focus of treatment should be to manage

Cardiology

Inpatient

extension 6506 or bleep 2151.

See the next newsletter edition to read
part 3 and find out more about
palliative care and the Integrated Heart
Failure Nursing Service.

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.

This group of patients are trickier, there is

the

➢ Patients

with

symptomatic

heart

failure (EF ≤35%) despite > 3 months
of optimal treatment and with HFREF
due

to

either

Cardiomyopathy

IHD
if

or

Well done,
Jeanette.
5 years and
no sickness!!

Dilated

expected

to

survive > 1 year.

the underlining cause of heart failure

July 2021, 3rd Edition
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Non-Invasive Liver
Disease screen
Dr Tom Heaps, Acute Medicine Consultant.

The following tests should be requested in patients presenting with abnormal LFTs
with predominant hepatitis i.e. ALT raised >> ALP
➢ INR
➢ AFP (alpha-fetoprotein)
➢ Lipid profile and HbA1c (non-alcoholic fatty liver disease, more common in

Additional tests to be considered in selected patients:
•

Paracetamol levels (if history of acute or chronic paracetamol excess)

•

Urine pregnancy test in females of child-bearing age

•

Iron studies (transferrin saturation) and haemochromatosis genotyping (if high

ferritin and clinical suspicion for haemochromatosis)

obese patients and diabetics)
➢ Liver autoantibodies:

•

ANA (anti-nuclear antibodies, raised in chronic autoimmune hepatitis)

•

AMA (anti-mitochondrial antibodies, raised in primary biliary cirrhosis)

•

Anti-Sm (anti-smooth muscle antibodies)

•

Anti-LKM (anti-liver kidney microsomal antibodies)

➢ Serum immunoglobulins

•

Alpha1-antitrypsin (young patients with COPD, especially if no significant smoking
history)

•

Caeruloplasmin if age < 40 years (Wilson’s disease)

Other key points:
1.

Take a detailed alcohol history – alcoholic hepatitis alone is NOT the cause of
hepatitis if ALT > 500 IU and other causes should be actively sought

2.

Review prescribed drugs (e.g. statins) and enquire specifically about any OTC
medications or herbal remedies which may cause hepatitis

➢ Ferritin
➢ Viral serology:
•

Hepatitis B & C (chronic hepatitis)

•

Hepatitis A & E (acute hepatitis)

•

EBV and CMV serology

3.

Liver USS is the key investigation in patients with suspected obstructive
(cholestatic) jaundice (raised bilirubin & ALP / GGT > ALT) +/- malignancy

4.

Isolated raised bilirubin (other LFTs normal) is most commonly due to Gilbert’s
syndrome but consider haemolysis if anaemic (check reticulocyte count, LDH,
haptoglobin and Coombs’ test)

➢ Liver ultrasound scan

July 2021, 3rd Edition
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Decompensated Liver
Cirrhosis Care Bundle
Dr Sunita Rai (ST3 in Acute Medicine), Dr Racheal
Dancer (Consultant in Acute Medicine)

A retrospective audit of 29 patients with decompensated
liver cirrhosis presenting in 2020 which showed poor
compliance (14%) with the completion of the
Decompensated Liver Cirrhosis Care Bundle, room for
improvement in performing ascitic taps (76% at mean 26
hours, target standard of 6 hours), and only 41%
documented discussions with Gastroenterology.
Introduction
Decompensated cirrhosis is a complex condition affecting multiple systems with
a significant risk of in-hospital death. However early effective management can
help recovery, save lives, and reduce length of hospital admission. As a result,
the British Society of Gastroenterology advises the use of the ‘Decompensated
Cirrhosis Care Bundle in the First 24 Hours’ to help guide the early management.

Aim
To assess and improve compliance with national guidance on managing
decompensated liver cirrhosis, and thus to improve patient care.

Methodology
A retrospective audit of patients admitted to Warwick Hospital between January and
December 2020. Admissions were identified using the coding ‘K746 Decompensated
Cirrhosis’ and ‘K703 Alcohol Cirrhosis’. Patients meeting the inclusion criteria of being
admitted with decompensated liver cirrhosis from this list were included. Data was
collected on demographics and information related to the decompensated liver
cirrhosis care bundle collected (whether it was completed, NEWs score, investigations
performed, if ascites were present, if ascitic tap was performed and if referral to
gastroenterology was done).

Results
Out of 141 patients, 29 patients met the
inclusion criteria. Of these 55% were
males (n=16) and 45% were female (n=13)
with a mean age of 63years (range 31-86
years).

Investigations
All 29 patients had a NEWs Score
documented.
Figure 2: The percentage of patients who
had bloods tests performed

Decompensated Cirrhosis Care bundle
Figure 1: The percentage of patients who
had the decompensated care bundle
completed.

Figure 3: The percentage of patients who
had other investigations performed

Standard
100% of patients presenting to Warwick Hospital with decompensated liver
cirrhosis should have the “Decompensated Cirrhosis Care Bundle in the First 24
Hours” form completed within 6 hours of admission.

July 2021, 3rd Edition
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Figure 4: Compliance of performing ascitic taps and referring to
Gastroenterology

A Thank You to the
wonderful Nurses on Oken
Donated by Jon Bolger

Referral to Gastroenterology
There were 12 patients (41%) who had been referred to the Gastroenterology
Team according to the documentation with a mean time of 46 hours to referral.
However, there is a possibility that patients were discussed or referred to the
Gastroenterology team but not documented in the notes, which could account
for the low numbers.

Conclusion
This audit importantly demonstrates that there is poor completion of the care
bundle document, and that we should be doing more ascitic taps and perform
them earlier.
We are working on improving the awareness of the care bundle by
disseminating our audit findings. This newsletter, together with the
presentations at the acute medicine meeting and clinical governance meeting
form part of that process. We will be developing a poster which will be displayed
in the acute medicine department.

July 2021, 3rd Edition
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Hyponatraemia
Annie Joshi, MNP, Ambulatory Care Unit

Hyponatraemia
is
a
common
electrolyte disorder which affects
almost 15 to 30% of patients who gets
admitted to the hospital, most
common in older people with multiple
co-morbidities.
Hyponatremia is a
condition when the sodium level in
your blood goes down to less than
135mmols/litre.
Your body needs
sodium for fluid balance, blood
pressure control, as well as the nerves
and muscles. When the sodium level in
your blood is too low, extra water goes
into your cells and makes them swell.
This swelling can be dangerous
especially in the brain since the brain
cannot expand past the skull.

Causes of Hyponatraemia
➢ Renal failure- kidneys can not get
rid of extra fluid from the body.
➢ Heart failure- due to the retention
of water in the body
➢ Liver cirrhosis
➢ Excessive vomiting and diarrhoealooses sodium

July 2021, 3rd Edition

➢ Polydipsia - causes excessive thirst
and causes too much fluid intake
➢ Abnormal ADH secretion (SIADH)
➢ Medications
like
diuretics,
antidepressants, analgesia and
antihypertensives.
➢ Burns
➢ Older patient with multiple co
morbidities

Diagnosis and Management
Interpretation of the laboratory tests
helps to differentiate the various types of
hyponatremia. Treatment varies with the
nature of onset - acute or chronic,
severity and symptoms. Treat as acute if
the onset is <24hours and chronic if it is
>48hours and symptoms are mild.

Euvolemic hyponatremia –
total body water increases, but the body's
sodium content stays the same.

Management➢

Hypovolemic hyponatremia –
water and sodium are both lost from the
body, but the sodium loss is greater.

➢

Management –
Patients with a history strongly suggestive
of dehydration should receive fluid
resuscitation with 0.9% sodium chloride.
The rate of normal saline depends on
haemodynamic status and degree of
dehydration.
Where
the
clinical
assessment is unclear, and the patient is
not taking interfering drugs e.g., diuretics,
urine sodium can be helpful. If the urine
sodium is <30ml/litre which indicates the
cause
of
hyponatremia
is
from
hypovolaemia,
consider
fluid
replacement. Repeat assessment of
serum sodium and potassium will be
necessary within 4 hours where large
volumes
of
fluids
have
been
administered, or 12-24 hourly in other
cases.

➢

➢

Stop interfering drugs like diuretics,
ACE inhibitors and proton pump
inhibitors
If the patient is not taking diuretics or
ACE inhibitors, send a urine sodium If
Urine sodium > 30ml/l suggests chronic
water overload.
Send
paired
urine
and
serum
osmolarities to confirm SIADH if this is
suspected. SIADH if serum osmolality
<275 and urine osmolality 100>osm/kg.
Send blood tests to confirm the
diagnosis:
thyroid
function
(hypothyroidism
can
cause
hyponatraemia
and
hypotension),
cortisol
(to
rule
out
adrenal
insufficiency), lipids and glucose (to rule
out factitious hyponatremia caused by
hyperglycaemia,
every
5.5mmol/L
increase in serum glucose will drop the
serum sodium by 1.6mmol/L and
treatment of the hyperglycaemia will
correct the sodium).

Acute Medicine Educational Newsletter
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➢

If the patient is euvolemic, start fluid restriction to 1 litre. Tighter restrictions
to 750mL/24 hours will be appropriate in some cases.

➢

Reassess the serum sodium AND the patient’s fluid charts and the patient’s

Hypervolemic hyponatremia –
both sodium and water content in the body increase, but the water gain is greater

Management

clinical fluid status at 4 hours if the presenting sodium level was
120mmols/litre or at 12 hours for levels 120-125 or at 24 hours 125-130 or
sooner if the patient is unwell.
Continue to monitor sodium 2-4 hourly in the unwell patient. The rate of

➢

Patients with clear signs of fluid overload for example raised JVP, peripheral oedema

and pulmonary oedema will have hypervolemic hyponatremia. In these cases, the
underlying disease e.g. congestive cardiac failure or nephrotic syndrome must be
identified and treated.

correction of hyponatremia should generally be a rise of 6- 9mmol/L/24 hours

Acute on set of hyponatraemia with life threatening symptoms like seizures, coma,

but never exceed 12mmol/L/24 hours due to the risk of sudden osmotic shift

altered GCS or encephalopathy should be treated in Intensive Care Unit.

and demyelination.
If the clinical response is very slow, reassess the patient and their fluid charts,
and repeat urinary sodium. If the patient is hypovolaemic, a trial of 250mL 0.9%
sodium chloride solution over 4 hours with a repeat serum and urine sodium
may be helpful. A rise in serum sodium indicates that this treatment should
continue. A fall in serum sodium and a rise in urine sodium indicates that the

Team Acute Med Help out
on the Hep C Bus!

patient is retaining the free water and does indeed have SIADH.

July 2021, 3rd Edition
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Drug of the Issue:

LOFEPRAMINE

Harriet Richards, Acute Medicine Trainee ACP.

What is it?
Tricyclic anti-depressant which can be used to treat depression.
Lofepramine is a strong inhibitor of noradrenaline reuptake and moderate
inhibitor of serotonin reuptake.
Lofepramine and Amitriptyline are both tricyclic anti-depressants. Studies have
found they are both effective in treating depression and in fact Lofepramine is
often better tolerated than Amitriptyline.

Cautions:
Epilepsy, Diabetes, Bi-Polar Disorder, hyperthyroidism (risk of arrythmias), CVS
disease, history of psychosis, high risk of suicide, chronic constipation, urinary
retention.
Treatment should be stopped if patient enters manic phase

The Elderly are particularly susceptible to side effects- need close monitoring for
risk of psychiatric and cardiac side effects.

Contraindications-

Side effects:
•

Accommodation

disorder
•

Agitation

•

Arrythmias

•

Dizziness

•

Drowsiness

•

Dry Mouth

•

Hallucinations

•

Sexual Dysfunction

•

Paranoia

•

SIADH

•

Suicidal thoughts

•

Thrombocytopenia

•

Resp depression

•

Tinnitus

•

Skin Reactions

•

Sleep Disorder

•

Photosensitivity

•

Mood altered

•

Hepatic disorders

•

Hyponatremia

How is this relevant to practice
Lofepramine was prescribed as a regular medication for an 82 year old female who
was admitted following likely syncopal episode.
She was prescribed 140mg AM and 70mg ON daily (max dose = 210mg)
During admission the dose was reduced to 70mg BD, as this was the likely cause of
syncope, and the GP encouraged to wean the dose.

SO WHAT?
The patient had started taking Lofepramine ten years ago after her husband died.

Heart block, arrythmias, acute MI, acute porphyrias
The GP did no further monitoring after one year.

Avoid
in renal and hepatic impairment, present in breast milk

July 2021, 3rd Edition

This is a good example of complications in the elderly due to polypharmacy.
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Myeloma
Natalie Cannon, Band 6 Acute Medicine

What is myeloma?
Myeloma
is
a
haematological
malignancy
characterised
by
uncontrolled
multiplication
of
abnormal plasma cells in the bone
marrow (NICE, 2021). Plasma cells
secrete
antibodies
to
recognise,
memorise and subsequently trigger the
death of invading antigens (Cutler and
Brown, 2012). Antibodies are the body’s
primary defence against infection and
foreign elements such as toxins or
bacterial organisms (antigens) which
may alter or affect immune response.
Malignant
plasma
cells
produce
excessive quantities of non-functional
antibody
(immunoglobulin)
or
paraprotein which is unable to bind to
invading antigen, leaving the patient
highly susceptible to any infection (King
et al, 2006). Excessive infiltration of the
bone marrow by malignant cells also
leads to inhibition of red cell
production causing the anaemia found
in 75% of myeloma patients at
diagnosis (Rajkumar, 2016).
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identifiers as measures to allow formal

local anaesthetic a needle is inserted into

diagnosis:

the posterior iliac crest or sternum to

Full body MRI: Patients will be booked for
full body MRI to determine the presence of
lytic lesions’ whereby abnormal physiology
disturbs

the

balance

between

bone

creation and reabsorption. (Osteoblast and
osteoclast activity)

How is Myeloma diagnosed?
Patients with myeloma will begin
investigation predominantly by self
referral for non-specific symptoms such
as fatigue, anaemia and skeletal pain.
Red flags for myeloma would be a
patient over 60yrs old, back pain,
anaemia, hypercalcaemia, recurrent
infection and impaired renal function
(NICE, 2021). Identification of CRAB
criteria, an acronym for the calcaemic,
renal, anaemic symptoms and bony
pain caused by disease manifestation is
a fundamental part of myeloma
diagnosis and subsequent treatment
and nursing care (Talamo et al 2010).

This disruption also

obtain

bone

Clinicians

can

infiltration

marrow

for

quantify
through

sampling.

plasma

cell

microscopic

observation (Al- Quaran et al, 2007) and

myeloma is diagnosed if >10% of abnormal
plasma cells are present (NICE, 2021).

leads to high levels of calcium secretion

Measurement of paraprotein levels via

into extracellular fluid present in around

venous

30% of patients at diagnosis (NICE, 2021).

electrophoresis (gold top bottle) and urine

Bone marrow aspiration: This will be
performed

in

a

specialist

setting:

a

procedure where, following injection of

blood

sampling

for

serum

sent for testing for Bence Jones proteins
also forms part of myeloma diagnosis

(white top clear container).

Myeloma Treatment and Prognosis:

Patients with suspected myeloma will
all be placed on a two week wait
referral to see a haematologist (NICE,
2021) with the following tests and
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Myeloma is mostly incurable but
control of the disease can be
obtained through oral agents such as
Lenolidamide, courses of high dose
steroids
and
outpatient
chemotherapy (primarily Bortezamib).
Therapies are prescribed with regard
to
age,
disease
progression,
performance status and quality of life.
Prognostic factors such as β2microglobulin can be obtained
through
standard
venepuncture,
allowing haematologists to report on
the course of the disease and to
assess the patient’s response to
treatment (Gerecke, 2016).

Myeloma resource and
clinical guidance at SWFT:
Haematology patients are primarily
placed on Farries Ward at Warwick
Hospital with all outpatient care
taking place at the Aylesford or Rigby
Units. Specialist haematology nurses
are available weekdays on bleep 8131
and a haematology registrar is
available 8am-4pm Monday to Friday
on 8181 with on-call consultant cover
overnight
and
on
weekends
contactable through switchboard.
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We support patients with the following;
•

around symptom control
•

Treatment of Multiple Myeloma,

psychosocial concerns or unresolved issues around last days
of life care

Pearson Prentice Hall
Gerecke, C (2016) The Diagnosis and

a diagnosis of a life limiting illness with unresolved needs

•

rapid home to die discharge

How can you refer to us?

Al- Quaran, S.J, Yang, L. Magill, J.
Braylan, R and Douglas-Nikitin, V.K

There is a referral criteria to ensure patients with progressive

(2007) Assessment of bone marrow

terminal or life limiting diseases that have been admitted to

plasma cell infiltrates in multiple

hospital, whom require Acute Specialist Palliative Care input

myeloma: the added value of CD138

are seen in a timely manner.

immunohistochemistry.Human
Pathology.Volume 38, Issue 12, 1779–

http://intranet.swft.nhs.uk/media/305010/specialist_palliative_c

1787

are_referral_flowchart_april_2021.pdf

Coleman RE. Skeletal complicatio ns

If you have any questions please do not hesitate to contact the

of malignanc y. Cancer 1997; 80:

Specialist Palliative Care Team on Acute.SPCTeam@swft.nhs.uk

1588-

or telephone 8298.
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10 Duty of Candour
James Spearing, Charge Nurse AMU
Firstly, what is duty of candour
(DoC). The Nursing and Midwifery
Council states that DoC is every
healthcare professional being open
and honest with patients when
something goes wrong or care causes
or has the potential to cause harm or
distress. This is echoed by all the
healthcare professional bodies such as
the General Medical Council and the
General Dental Council.
DoC legislation was introduced in 2014
in response to two main sources; the
concerns and recommendations made
in the Francis Report following
investigations at Mid Staffordshire NHS
Foundation Trust and the tireless
campaign by the parents of Robbie
Powell, a young boy who passed away
in the early 90’s.
The Francis Report of 2013 looked into
the failings in care at Mid Staffs
between 2005 and 2009, one of the
main branches of the report looked
into the culture of “sweeping thing
under the carpet”, this led to 4 main
recommendations in regards to DoC.
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Recommendation 181: a statutory
and legal professional duty to uphold
DoC and have a culture of openness
and transparency when things go
wrong
Recommendation 182: Legal DoC for
hospital
higher
managers
and
directors to inform, not obstruct and
be truthful in all information given to
healthcare regulators and health care
commissioners
Recommendation
183:
Ensure
criminal liability can be bought against
any registered healthcare professional
(Nurses,
doctors,
pharmacist,
physiotherapists etc) if they fail to act
up to the ideals of DoC or if they
knowingly
provide
misleading
information or know of misleading
information being given out and do
not act upon it.
Recommendation 184: Provides the
Care Quality Commission (CQC) with
the powers to police the above
recommendations.

The other facet which led to DoC
legislation being introduced was the case
of a 10 year old boy who passed away in
the 90s in Wales, Robbie Powell. His
parents after his death fought tirelessly to
have official legislation brought into place
to prevent others going through what
they did. The whole case of Robbie Powell
is very large and justifies its very own
article, however I will briefly touch upon
it. Robbie was taken to numerus
healthcare professionals by his parents
such as his G.P, health visitors, hospital
paediatricians and all misdiagnosed his
Addison’s Disease. It was a catalogue of
medical errors and neglect, such as failing
to act upon blood tests, which led young
Robbie to pass away from a severe
Addison’s Crisis. However, rather than
provide his parents with the truth and
admit to mistakes made in his treatment
and diagnosis the healthcare professions
involved made the conscious decision to

lie and evade any possible criminal or
professional accountability or liability.
This involved such things as one
paediatrician falsifying a ward round in
Robbie’s Medical notes stating he was
well; however, this ward round didn’t
appear in the medical notes until 50 days
post Robbie’s death. Robbie’s parents
fought this case in many courts eventually
it made its wat to the European Court of
Human Rights – this court stated that at
that time under British laws healthcare
professionals had no legal duty to give
parents of a child who has died as a result
of their negligence a truthful account of
the circumstances of the death, nor even
refrain
from
deliberately
falsifying
records.
The above all led to Regulation 20 of the
Health and Social Care Act 2014, which
put all of Francis’ recommendations into
enforceable law, this includes all settings
which provide healthcare, such as
dentists, private hospitals and adult social
services.
It is important to note that the DoC legal
framework is not about saying mistakes
aren’t going to happen but instead
making sure if a mistake does occur there
is openness and transparency.
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Not Another Blood Test!?
Catecholamines
Sadie Davis, Acute Medicine ACP

Catecholamines are hormones stored in
the adrenal glands. Namely; dopamine;
norepinephrine; and epinephrine.

Catecholamines can be measured by a urine test and/or a blood test, both together
enhances accuracy, these tests confirm a diagnosis of pheochromocytoma by detecting
elevated levels of catecholamines or its metabolites in the urine and blood.
Metabolites are the by-products of catecholamines produced when the body
metabolises them.
A urine catecholamine test measures the total amount in urine over a 24-hour period as
hormone levels fluctuate throughout the day.
Levels are checked if investigating for a
malignancy arising from chromaffin
cells which affect the hormone levels.
These kinds of tumours include:
➢

➢

➢
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If left untreated, pheochromocytomas may progress to life-threatening complications
for example cardiomyopathy, myocarditis, cerebral haemorrhaging, or pulmonary
oedema.

Types of Catecholamine Tests

The
adrenal
glands
secrete
catecholamines to the blood system
when physically or emotionally stressed.
They cause symptoms of tachypnoea,
headaches,
palpitations
and
hypertension.
Rarely high blood pressure is caused by
tumours however if there are other
symptoms like headaches, arrythmias,
bone pain, weight loss, diaphoresis,
abnormal
gait,
or
masses
in
the stomach then the test identifies if
this could be the cause.

If levels are raised then further investigations in the form of imaging will need
requesting.

Pheochromocytoma tumours, which
form in the middle of an adrenal
gland
Paraganglioma tumours, which form
on the outside of an adrenal gland
Neuroblastoma tumours, which are
cancers that begin in nerve cells.

The blood test is called metanephrines and requires a purple bottle, the sample is
transferred over to UHCW and once the blood sample is obtained it needs to be taken to
the pathology laboratory immediately (ice is not required). (Information obtained from
UHCW biochemistry department 02476 965478 direct line if any queries)
To note is that if you require additional tests (ie FBCs) you must obtain a second purple
bottle.
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New Team Members

What else can elevate catecholamines?

Since our last edition we have had 10 new starters join our team.

➢

Stress

➢

Exercise

➢

Some foods can increase your catecholamine levels.:

➢

•

Coffee, tea, or any other caffeinated drinks

•

Chocolate and cocoa of all kinds

•

Bananas

•

Citrus fruits, like oranges or lemons

•

Vanilla
A

range

of

prescribed

medications,

including

ones

Heidi Cook
Senior Pharmacist

Leela Byrne
Trainee ACP

Andy Gilbert
OPAT Band 5

Thekli Gee
OPAT Consultant

Deena Cole
Ambulatory Care
NMP

Lisa Williamson
Band 2
Oken Ward

Charlotte Binns
Band 2
Oken Ward

Hannah Sayer
Band 5
Oken Ward

used

for diabetes, depression, and infections, can affect catecholamine levels,
too.
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Kumar, P. and Clark, M. (eds.) (2009) Clinical Medicine. 7th edn. London: WB
Saunders
Clinical Autonomic Research (2010). Catecholamines 101 Dec; 20(6): 331-352.
Published online 2010 Jul 11. doi: 10.1007/s10286-010-0065-7
Dahia P (2020) NORD Pheochromocytoma available from
<https://rarediseases.org/rare-diseases/pheochromocytoma/>
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Litu Solly
Band 5
Oken Ward

Hapreet Hayer
CSW
Oken Ward
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Condition of the Issue:
12 SIADH
Emma Byrne, Acute Medicine ACP

Major abdominal and thoracic surgeries can
also result in the excessive secretion of ADH

❖

Focal, generalised seizures, stupor
or coma.

Hypervolaemia: pulmonary oedema,
peripheral oedema, raised jugular
venous pressure and ascites.

Hyponatraemia
severe.

–

mild,

moderate,

In simple terms SIADH inhibits the
body’s ability to release urine causing a
fall in sodium (hyponatraemia).

What are the causes?

HIV and AIDS (Acquired Immune Deficiency
Syndrome) are both associated with the
development of SIADH.

What are the signs and
symptoms of SIADH include:

disturbances

❖

Nausea or vomiting.

❖

Cramps or tremors.

❖

❖
❖

Depressed
impairment.

mood,

such

system
as,

haemorrhage, infection, and trauma

memory

Personality changes, such
confusion, and hallucinations.

as

Malignancies also produce ADH these include – pancreatic and lung
cancers.
Pneumonia and other pulmonary
disorders such as Acute Respiratory
Failure
(ARF),
atelectasis
and
pneumothorax.

Apr;

3(2):61-73.

Doi

Drugs that may cause SIADH
Antidepressant agents (selective serotonin
reuptake inhibitors, tricyclic antidepressants)’
Carbamazepine, oxcarbazepine
Cyclophosphamide, ifosfamide

Diagnosis & Treatment:
❖

❖

(CNS)
stroke,

(2012)

Hydrochlorothiazide, thiazides

❖

can all result in the release of ADH.

Irritability, lethargy.
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nervous

with

Medications (see table 1 below).

❖

Central

Metabolism

10.11.77/2032018812437561)

SIADH may also be associated
Hormone and Hereditary disorders.
SIADH syndrome of inappropriate
secretion of antidiuretic hormone is a
disorder
of
impaired
water
excretion caused by the inability to
suppress the secretion of antidiuretic
hormone (ADH). If the intake of water
exceeds the urine output, the
retention of water will lead to the
development of hyponatremia.

Table 1: (Therapeutic Advances in Endocrinology and

❖

❖
❖

❖

Nonsteroidal anti-inflammatory drugs
Vincristine

Strict fluid management, input output
charts (assess for dehydration).
Urinalysis, Urine sodium and osmolality
– this should be paired with a blood
test for serum osmolality (Yellow top
bottle).
Bloods –
Osmolality.

TFT,

Cortisol,

Desmopressin (DDAVP, Ferring, Kiel, Germany),
vasopressin
Oxytocin
Chlorpropamide
Clofibrate

Sodium,

Imaging such as CXR and in some cases
CT chest, abdomen, and pelvis to rule
out malignant causes.
Treat any underlying
medications (table 1).

Neuroleptic agents

cause’s

Inc.

Fluid restriction
Hypertonic saline - see acute medicine
web page for procedure and dosing.
Regular reassessment of bloods and
treatment.

Useful links/references
https://www.ncbi.nlm.nih.gov/pmc/articles/
PMC3474650/
Clinical management of SIADH (nih.gov)
Geeky Medics –SIADH – Symptoms
investigations and Management
Primehealthchannel.com
–
SIADH
–
Definition, symptoms, causes, diagnosis and
treatment.
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Acute Medicine
Educational Newsletter
Thank you to all the staff that have provided
articles for this newsletter. Please contact me via
teams or email if you would like to be a part of the
next edition.

For any queries contact angela.perrett@swft.nhs.uk
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