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	A&E
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	Advanced Life Support



	ALT
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	AMA
	Anti-mitochondrial antibodies
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	ANA
	Antinuclear antibodies



	ANCA
	Antineutrophil cytoplasmic antibodies



	Anti-LKM
	Anti-liver/kidney/microsomal



	antibodies
	antibodies



	Anti-SLA
	Anti-soluble liver antigen



	AP
	Anterio-posterior



	APTT
	Activated partial thromboplastin time



	APUD cells
	Amine precursor uptake and decarboxylation cells
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	Arrhythm ogenic right ventricular cardiomyopathy



	ASIS
	Anterior superior iliac spine
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	Abdominal X-ray
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	Blood pressure
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	BPH
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	Bpm
	Beats per minute
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	Breast cancer gene



	BTS
	British Thoracic Society



	BXO
	Balanitis xerotica obliterans



	CA 19-9
	Carbohydrate antigen 19-9



	CABG
	Coronary artery bypass graft



	CAGE
	Cutting, annoyed, guilty, eye-opener



	CARD
	Caspase Recruitment Domain



	CbDs
	Case-based Discussions
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	Capillary blood glucose



	CCF
	Congestive cardiac failure



	CD
	Crohn’s disease



	CEA
	Carcinoembyronic antigen



	Ch
	French gauge



	CHART
	Continuous hyperfractionated accelerated radiotherapy



	CHF
	Congestive heart failure



	CK
	Creatinine kinase



	CK-MB
	Creatinine kinase muscle/brain type



	CLL
	Chronic lymphocytic leukaemia



	CLO
	Campylobacter-like organism



	CML
	Chronic myeloid leukaemia



	CMV
	Cytomegalovirus



	CNS
	Central nervous system



	COPD
	Chronic obstructive pulmonary disease



	COX
	Cyclo-oxygenase



	CPAP
	Continuous positive airway pressure



	CPPD
	Calcium pyrophosphate dehydrate



	CPR
	Cardiopulmonary resuscitation



	CRH
	Corticotrophin releasing hormone
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	C-reactive protein
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	Cerebrospinal fluid



	CT
	Computer tomography



	CTPA
	Computer tomography pulmonary angiogram
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	Central venous pressure
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	Circumflex artery
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	Disseminated intravascular coagulation



	DMARDs
	Disease modifying anti-rheumatic drugs
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	Date of birth



	DOPS
	Direct observation of procedural skills



	DOT
	Directly observed therapy
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	Deliberate self-harm
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	Delirium tremens



	DVLA
	Driver and Vehicle Licensing Agency



	DVT
	Deep vein thrombosis



	EADs
	Early after depolarisations
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	Emergency Assessment Unit



	EBV
	Epstein-Barr virus



	ECG
	Electrocardiogram



	ED
	Emergency Department



	EEG
	Electroencephalography



	EF
	Ejection fraction



	ELISA
	Enzyme-linked immunosorbent assay



	EMF
	Endomyocardial fibrosis



	ENT
	Ears, Nose, and Throat



	ERCP
	Endoscopic retrograde cholangio-pancreatography



	ERDS
	End-stage renal failure



	ESR
	Erythrocyte sedimentation rate



	ESWL
	Extracorporeal shock wave lithotripsy



	ET
	Endotracheal



	EVAR
	Endovascular aneurysm repair



	EVLA
	Endovenous laser ablation



	FAP
	Familial adenomatous polyposis



	FBC
	Full blood count
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	FFP
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	Fine needle aspiration
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	FY
	Foundation Year



	G6PD
	Glucose-6-phosphate dehydrogenase



	GABA
	Gamma-aminobutyric acid



	GALS
	Gait, arms, legs, and spine



	GCS
	Glasgow coma scale



	GGT
	Gamma-glutamyl transferase



	GHB
	Gamma-hydroxybutyrate



	GI
	Gastrointestinal



	GMC
	General Medical Council



	GOR
	Gastro-oesophageal reflux



	GORD
	Gastro-oesophageal reflux disease



	GP
	General practitioner



	GTN
	Glyceryl trinitrate



	GUM
	Genitourinary medicine



	HAV
	Hepatitis A virus



	Hb
	Haemoglobin



	HBcAg
	Core antigen



	HBeAg
	Pre-core antigen



	HBsAg
	Surface antigen



	HBV
	Hepatitis B virus



	HCG
	Human chorionic gonadotropin



	HCM
	Hypertrophic cardiomyopathy



	HCV
	Hepatitis C virus



	HDU
	High dependency unit



	HDV
	Hepatitis D virus



	HER2
	Human epidermal growth factor receptor 2



	HIV
	Human immunodeficiency virus



	HLA
	Human leukocyte antigen



	HNPCC
	Hereditary non-polyposis colon cancer



	HO
	House Officer



	HPV
	Human papilloma virus



	HRT
	Hormone replacement therapy



	HSV
	Herpes simplex virus



	IBD
	Inflammatory bowel disease



	lBS
	Irritable bowel syndrome



	ICP
	Intracranial pressure



	ICU
	Intensive care unit



	Ig
	Immunoglobulin



	lHD
	Ischaemic heart disease



	ILS
	Immediate life support



	IM
	Intramuscular



	INR
	International normalised ratio



	ISDN
	Isosorbide dinitrate



	IUCD
	Intrauterine coil device



	IV
	Intravenous



	IVP
	Intravenous pyelogram



	IVU
	Intravenous urogram



	JVP
	Jugular venous pressure



	KUB
	Kidneys-ureters-bladder



	LA
	Local anaesthetic



	LAD
	Left anterior descending artery



	LBBB
	Left bundle branch block



	LCIS
	Lobular carcinoma in situ



	LDH
	Lactate dehydrogenase



	LFTs
	Liver function tests



	LHRH
	Luteinising-hormone releasing hormone



	LMWH
	Low molecular weight heparin



	LOS
	Lower oesophageal sphincter



	LP
	Lumbar puncture



	LQTS
	Long QT syndrome



	LSD
	Lysergic acid diethylamide



	LV
	Left ventricle



	LVP
	Large-volume paracentesis



	MAO
	Monoamine oxidase



	MC+S
	Microscopy, culture and sensitivity



	MCP
	Metacarpophalangeal



	MCV
	Mean cell volume



	MDCT
	Multi-detector computer tomography



	MDMA
	3,4-methylenedioxymetham-phetamine ectasy



	MDRTB
	Multi-drug resistant TB



	MDT
	Multidisciplinary team



	MEN
	Multiple endocrine neoplasia



	MEWS
	Modified early warning score



	MHC
	Major histocompatibility complex



	MI
	Myocardial infarction



	Mini-CEX
	Mini clinical evaluation exercise



	Mini-PAT
	Mini peer assessment tool



	MMSE
	Mini mental state examination



	MRCP
	Magnetic resonance cholangiopancreatography



	MRI
	Magnetic resonance imaging



	IvlRSA
	Methicillin-resistant Staphylococclis aureus



	MS
	Multiple sclerosis



	MST
	Morphine sulphate tablets



	MSU
	Mid-stream urine



	NAC
	N-acetylcysteine



	NAFLD
	Non-alcoholic fatty liver disease



	NAPQI
	N-acetyl-p-benzoquinoneimine



	NBM
	Nil by mouth



	Nd:YAO
	Neodymium-doped yttrium aluminium garnet



	NO
	Nasogastric



	NHS
	National Health Service



	NICE
	National Institute for Health and Clinical Excellence



	NTV
	Non-invasive ventilation



	NOD
	Nucleotide-binding oligomerization domain



	NSAlD
	Non-steroidal anti-inflammatory drug



	NSCLC
	Non-small-cell lung cancer



	NSOCT
	Non-seminomatous germ cell tumours



	NSTEMI
	Non-ST elevation myocardial infarction



	NYHA
	New York Heart Association



	OCP
	Oral contraceptive pill



	OD
	Omin die (once daily)



	OGD
	Oesophagogastroduodenoscopy



	OGTT
	Oral glucose tolerance test



	OSCE
	Objective structured clinical examination



	OTC
	Over the counter



	PA
	Postero-anterior



	PALS
	Patient Advice and Liaison Services



	PBC
	Primary biliary cirrhosis



	PCR
	Percutaneous coronary intervention



	PCNL
	Percutaneous nephrolithotomy



	PCP
	Pneumocystitis carinii



	PCR
	Polymerase chain reaction



	PE
	Pulmonary embolism



	PEA
	Pulseless electrical activity



	PEF
	Peak expiratory flow



	PEFR
	Peak expiratory flow rale



	PET
	Positron emission tomography



	PIP
	Proximal inter-phalangeal



	pND
	Paroxysmal nocturnal dyspnoea



	pNS
	Peripheral nervous system



	PO
	Per oral



	PPI
	Proton pump inhibitor



	PR
	Per rectum



	lORN
	Pro re nata (as needed)



	PSA
	Prostate specific antigen



	PI’
	Prothrombin time



	PTFE
	Polytetrafluroethylene



	PTH
	Parathyroid hormone



	PUO
	Pyrexia of unknown origin



	PUVA
	Psoralens and ultraviolet A phototherapy



	RA
	Rheumatoid arthritis



	RBBB
	Right bundle branch block



	RBC
	Red blood cell



	RCA
	Right coronary artery



	RCM
	Restrictive cardiomyopathy



	RCR
	Royal College of Radiologists



	RTF
	Right iliac fossa



	RNA
	Ribonucleic acid



	ROSC
	Return of spontaneous circulation



	RTA
	Road traffic accident



	SA
	Sino-atrial node



	SAAG
	Serum-ascitic albumin gradient



	SAH
	Subarachnoid haemorrhage



	SANAD
	Study of Standard and New Anti-Epileptic Drugs



	SCC
	Squamous cell carcinoma



	SCLC
	Small-cell lung cancer



	SDH
	Subdural haemorrhage



	SHO
	Senior House Officer



	SIADH
	Syndrome of inappropriate antidiuretic hormone secretion



	SIRS
	Systemic inflammatory response syndrome



	SLE
	Systemic lupus erythematosus



	SMA
	Smooth muscle antibodies



	SMR
	Standard mortality ratio



	SOB
	Shortness of breath



	SOL
	Space occupying lesion



	SpR
	Specialist Registrar



	SSRI
	Selective serotonin re-uptake inhibitors



	ST
	Specialist Trainee



	STEMI
	ST elevation myocardial infarction



	SUDEP
	Sudden unexplained death in epilepsy



	SVT
	Supra-ventricular tachycardia



	SXR
	Skull X-ray



	TB
	Tuberculosis



	TCA
	Tricyclic antidepressants



	TDS
	Ter die sumendus (three times a day)



	TENS
	Transcutaneous electrical nerve stimulator



	TFT
	Thyroid function tests



	TGF
	Tumour growth factor



	TIA
	Transient ischaemic attack



	TIPSS
	Transjugular intrahepatic portasystemic stent shunt



	TNF
	Tumor necrosis factors



	TNM
	Tumour-node-metastasis



	TOE
	Trransoesophageal echocardiography



	TP
	Trombocytopenic purpura



	TPA
	Tissue plasminogen activator



	TPN
	Total parenteral nutrition



	TRUS
	Transrectal ultrasound scan



	TSH
	Thyroid stimulating hormone



	tTGA
	Tissue transglutaminase



	TUR
	Transurethral resection



	TURBT
	Transurethral resection of bladder tumour



	TURP
	Transurethral resection of the prostate



	TWOC
	Trial without catheter



	U&Es
	Urea and electrolytes



	UA
	Unstable angina



	UC
	Ulcerative colitis



	UMN
	Upper motor neuron



	URTI
	Upper respiratory tract infcction



	USS
	Ultrasound scan



	UTI
	Urinary tract infection



	V IQ scan
	Ventilation perfusion



	VF
	Ventricular fibrillation



	VT
	Ventricular tachycardia



	VZV
	Varicella zoster virus



	WBC
	White blood cell



	WCC
	White cell count



	WE
	Wernicke’s encephalopathy



	WHO
	World Health Organization



	WLE
	Wide local excision



	WPW
	Wolff-Parkinson-White



	XDRTB
	Extremely drug resistant TB






Foreword by Professor Lord Ara Darzi

The introduction of the Foundation Programme has been fundamental in helping bridge the gap for Foundation Year doctors, ensuring that high quality continuous education is provided with a rigorous curriculum.

This is a practical handbook of the Foundation Programme curriculum in medicine and surgery, incorporating current assessment tools used for postgraduate medical education as its basis, such as Direct Observation of Procedural Skills and Case-based Discussions. It provides Foundation Doctors with a valuable and practical clinical insight into their FY1 and FY2 years. It is clearly designed and laid out to aid the busy Foundation Year doctor and will enable them to successfully complete their e-portfolio to a high standard in order to achieve the best attainable scores. Key chapters include: Case Based Discussions of both core surgical and medical cases, supplemented by up-to-date guidelines from NICE; comprehensive illustrated step-by-step instructions on how to competently and safely carry out the major procedures one may experience during the Foundation training; and the Mini-Clinical Evaluation Exercise, which highlights the necessary clinical examination skills required for successful attainment of high scores in the assessments.

I have no doubt that this book will provide a valuable reference guide for medical students and junior doctors to completion of their Foundation training and their chosen postgraduate medical or surgical careers.

Professor Lord Ara Darzi


Foreword by Sir Graeme Catto

Who knows what will be expected of doctors forty years from now? The science will have changed; society’s expectations will have changed – but people will not have changed. They will trust us when most burdened by ill health and worries. That need for trust and humanity in medicine is unchanging but it is conditional. It depends on our professionalism – our competence and our unfailing willingness to put the interests of our patients first.

The Foundation Programme is critically important in promoting both aspects of our professionalism. Not only does it allow the postgraduate student to integrate the knowledge, skills and behaviours acquired during the undergraduate years and provide the good quality clinical care patients expect, but it ensures a breadth of experience across a range of specialties. The well documented problems of the last few years have produced some significant benefits. Firstly they have emphasised the importance of postgraduate education in creating the well-informed, flexible medical workforce any health service will require in the years ahead. Secondly we now have a credible and creditable curriculum for the Foundation Programme in the UK.

This Handbook is not only essential but unique. It is the only text that covers the whole Foundation Programme curriculum, incorporating medical and surgical topics in a way that is practical and immediately relevant for the busy postgraduate student. The chapters on practical procedures and mini clinical evaluations provide detailed information and are particularly useful for doctors in training. Whatever specialty you choose to pursue, this Handbook provides the necessary basic information. Aimed at postgraduate students during the Foundation years, this text cannot but improve patient care and patient safety. Perhaps as importantly, it is an enjoyable read – for all postgraduate medical students whatever their age and stage.

Sir Graeme Catto


Foreword by Professor Iona Heath

Courage and Joy

As you embark on your career as a qualified doctor, I wish you both courage and joy. I want to make ten points about courage and five about joy. And, of course they are closely related and you will need the courage to realise the joy.

Courage

I wish you the courage:

1. to come close enough to each patient not only to look but to see, not only to listen but to hear. John Berger wrote almost fifty years ago in his book A Fortunate Man, which is an extraordinary portrait of a GP working in the Forest of Dean: ‘He does not believe in maintaining his imaginative distance: he must come close enough to recognise the patient fully.’

2. to look beyond the attenuated truth of scientific medicine and not to seek its familiar shelter too soon. Remember that doctoring is not a science but the sensitive application of science to the lives of unique individuals. Doctors need to be able to see and hear each successive patient in the fullness of their humanity, to minimise fear, to locate hope (however limited), to explain symptoms and diagnoses in language that make sense to each different patient, to witness courage and endurance and to accompany suffering. There is no biomedical science that I know of that helps with any of this and so you will find that while a knowledge and understanding of science is essential it is not sufficient.

3. to trust the patient’s account of their experience of illness and to pay real attention to the parts of their story that do not fit with your initial diagnostic understanding.

4. to tolerate the inevitable uncertainty of applying the generalised truths of biomedical science to particular patients; to take time whenever possible; to use time as a diagnostic and a therapeutic tool and to know that you cannot get it right all the time.

5. to hold the frontier between illness and disease and to resist medicalisation. Per Fugelli, the Emeritus Professor of Social Medicine in Oslo writes: ‘Modern technological medicine converts more and more of biological variation, natural stress, and the natural troubles of life into diagnoses with demands for specialized investigation and therapy. The result is a malignant combination of learned helplessness and perfectionist expectations among patients.’ You will need courage to resist this accelerating process.

6. to help patients to make their own decisions which accommodate their own values.

7. to be a partisan and an advocate. All doctors have a wider social and political responsibility to speak out on behalf of the most needy and the least heard: to speak truth to power.

8. never to assume; always to ask.

9. to be honest, not to flinch and to remain present in the face of suffering, loss and dying.

10. to know when to stop struggling to preserve life in the face of your own fears and needs, and to help the patient and their family to make it easier for each other to accept the inevitability of death.

Joy

And I wish you joy in:

1. the whole of humanity. Your work will bring you into privileged contact with a quite extraordinary range of different people, life stories and contexts.

2. sharing stories. The great biographer Richard Holmes reminds us that: ‘Once known in any detail and any scope, every life is something extraordinary…often containing unimagined degrees of suffering or heroism, and invariably touching extreme moments of triumph and despair, though frequently unexpressed.’

3. the intensity and breadth of your work. John Berger writes: ‘Happiness occurs when people can give the whole of themselves to the moment being lived.’

4. making a difference through science, skill, witnessing, and advocacy.

5. the amazing opportunities that medicine gives you to find colleagues and to make friends around the world.

So I wish you luck and joy and courage in equal measure!

Professor Iona Heath
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To all those I love, and who love me. You are my world.


How to use this book


Every effort has been made to ensure the accuracy of the material contained within this guide. However it must be noted that medical treatments, drug dosages/formulations, equipment, procedures and best practice are currently evolving within the field of medicine.

Readers are therefore advised always to check the most up-to-date information relating to:

• The applicable drug manufacturer’s product information and data sheets relating to recommended dose/formulation, administration and contraindications.

• The latest applicable local and national guidelines.

• The latest applicable local and national codes of conduct and safety protocols.

It is the responsibility of the practitioner, based on their own knowledge and expertise, to diagnose, treat and ensure the safety and best interests of the patient are maintained.



This book, written by doctors, is intended for Foundation Year doctors, medical students and educational and clinical supervisors. The book has been designed to cover the Foundation Programme curriculum. The top 20 symptoms/presentations mentioned in the curriculum are covered in the medical and surgical chapters of this book. A differential diagnosis table for each symptom/presentation exists at the beginning of each subchapter. The differentials in bold are covered in the subchapter. Please note that the differentials not in bold may be covered in other subchapters of the book and thus you may need to refer to the Index. The ‘Top Tips’ boxes are comprised of clinical and practical hints from current junior doctors, including the key pieces of information they wish they had known when starting their foundation years.
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So you have finally made it: Doctor

Doctors are men who prescribe medicines of which they know little, to cure diseases of which they know less, in human beings of whom they know nothing.
François-Marie Arouet (‘Voltaire’ 1694–1778)

Despite William Harvey’s discovery of the circulatory system, van Leeuwenhoek’s identification of micro-organisms and Jenner’s development of vaccines, medicine and surgery in the 1700s remained crude, brutal and mostly ineffective. Chance played as great a role in patient recovery as any medical skill and Voltaire’s satirical quip about doctors was well justified. Many might argue that little has changed. Although great advances have been and continue to be made, it is tempting as doctors to imagine we know all the answers to the problems of the human body. The truth is that we do not.

Our patients are not just bodies. They are people, full of hopes and dreams, worries and fears, plans for the future and memories of the past. The art of medicine lies in acknowledging this individuality and learning how to develop and apply our knowledge meaningfully so that the the logical scientist combines with the humanitarian. The best teachers along this path are the people we meet as patients. If we listen carefully, we can at least become doctors who ‘prescribe medicines in human beings of which we know a little’.

The doctor

The medical profession is currently going through a period of change and adjustment. Many clinical roles are evolving from those of specialised generalists to highly specialised individuals within a wider healthcare team. Ever-increasing technical developments, more complicated treatment pathways and rising patient demands are resulting in a complex world of healthcare, presenting diverse challenges for individual practitioners.

Case Study: A patient, friend and meaningful moments…

I had last seen Mrs A as the porters wheeled her to theatre on the morning of her operation. We met the evening before, when she was admitted. Her CT scan revealed a large tumour and brought a continuous stream of neurosurgeons to her room that evening. They held long discussions with Mrs A, which she neither understood nor remembered, and left her none-the-wiser about their plans.

We sat that evening, after the torrent of surgeons had diminished, and watched as a beautiful rainbow emerged from the gloomy day. We talked through what the neurosurgeons were planning – as far as I understood, anyway! Although overwhelmed, Mrs A was also positive. ‘But I’ve had such a good life,’ she kept repeating, such a good life and she recounted slurred tales of her days in Malaysia and Singapore. As she was wheeled away, waving, on the trolley the next morning, it was impossible not to admire her spirit, and optimism. I did not think I would ever see her again and felt a pang of sadness for someone who had passed so fleetingly through my life.

Eighteen months later I was sitting in a GP consulting room, looking through the list of requested home visits. To my great surprise, I saw Mrs A listed on the screen. It must be her: palliative, hemiplegic, requesting a review of her steroids. I drove over to see her and to my great surprise she did remember me. Over the next couple of months I watched her decline. Gradually her speech became more and more incomprehensible and eventually she never left her hospital bed. It was frequently surrounded by varying combinations of relatives and carers, palliative nurses and old friends and gradually she grew weaker and weaker.

I expected her to die before I left the practice, but to my surprise she hung on and eventually I was the one who had to say goodbye. I went one lunchtime after morning surgery, a couple of days before I was moving to my next rotation. I think she understood I was leaving, but her reply was incomprehensible. However, the tears that trickled down her steroid-swollen cheeks were unmistakable. I too felt a dampness at the corner of my eyes – and then the niece began to cry and then the carer, and then we all burst out laughing.

I won’t ever forget Mrs A. She died about six months after I left the GP practice – a peaceful death, I’m told. I had done little for her as a doctor but I felt she had taught me much about how to help a patient as a person. I had shared her fears before surgery and eventually her final decline, but also witnessed her enjoyment of life and the people she cared about. We had been through something together, and perhaps that is what being a doctor should be about.

However, the study and practice of medicine is still one of the most interesting and rewarding professions. The pleasure felt at making a correct diagnosis or seeing the relief and gratitude of patients and families, combined with the guilt and remorse that arise when more could have been done, generate a rollercoaster of highs and lows not experienced in many other walks of life. The grip of a fearful hand evokes many powerful emotions. It is a great privilege to be part of such a world and this should not be forgotten in the stress of the many daily challenges.

The team

From the moment you start out as a foundation doctor, throughout your years as a trainee and beyond, it is important to recognise that you are part of a wider team, who share success and failure together. This may not always be easy, but working with a diverse range of highly skilled, talented and generally caring individuals will offer many opportunities for professional and personal development and should be embraced. Creating a friendly and supportive work environment is crucial for both effective clinical care and the happiness of individual team members and should not be underestimated.

You

Medics have always had a ‘work-hard, play-hard’ reputation. At every level medicine can be physically and emotionally demanding and it’s vital to find some way of balancing these stresses in order to keep going. Despite the introduction of the European Working Time Directive, most doctors still work long, antisocial hours, often having to travel great distances from family or friends, which can lead to periods of isolation and loneliness. A profession that prides itself on caring for others all too often doesn’t pay enough attention to looking after its own members. We need to remember to try and care for ourselves and colleagues as well as our patients – sometimes easier said than done.

Congratulations on making it to this point. Graduating as a doctor is a huge achievement that well deserves recognition and celebration. It is also a great responsibility. Welcome to our profession. We do hope you enjoy your work in medicine, whichever path you choose to take, and wish you the best of luck for your future progress.

This book

This book is designed to provide a clinical reference for some of the commonly encountered clinical and surgical problems during the foundation years. It is not comprehensive, nor is it a replacement for clinical experience or senior advice when you feel out of your depth. It also includes some guidance on how best to complete the training requirements of the early years as a junior doctor and some inspiration for the many possible career routes or alternatives following completion of the Foundation Programme.

We hope to provide some practical tips and advice for surviving and succeeding as a doctor and have included some of the stories and lessons we have learned from patients along the way.

Always laugh when you can. It is cheap medicine
Lord Byron (1788–1894)



Chapter 2

An introduction to the Foundation Programme
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An introduction to the Foundation Programme

[image: images] Introduction

The life so short, the craft so long to learn
Hippocrates

The first years of practice as a doctor have always been challenging. Not only do you have to learn how to apply theoretical knowledge quickly, often in unfamiliar settings and with unfamiliar patients and medical teams, but you also have to contend with the practical demands of the job, which can seem far more daunting. Printing the patient list seems a simple task until none of the printers work and the ward clerk has not arrived, the consultant is waiting and your bleep has just gone off twice…

You will quickly pick up these skills and learn how to usefully apply your knowledge. In order to satisfy the requirements of the Foundation Programme you also need to prove that you have done so. Feedback from team members, procedural skills, practical assessments and CBDs all need to be recorded on an online e-portfolio. Being well prepared and organised, both with work and these training assessments, will make life much easier and earn you the trust of your seniors. They will then be more keen to teach, allow you greater clinical independence and offer more constructive feedback.

Despite their challenges, the Foundation years should also be enjoyable. If they are not, something is wrong and you need to tell someone. Beyond your immediate clinical team, each year you will have an assigned Educational Supervisor and a different Clinical Supervisor for each placement. They are the people to talk to if you are experiencing problems. There will also be a number of contacts within your local postgraduate department and training deanery, who should also be able to help. Never be afraid to ask for help or support at any point.

This chapter will cover some general and practical advice to try and help make the next two years enjoyable and successful.

[image: images] Before you start

Shadowing

Many medical schools organise shadowing periods for medical students in their final years so they can discover what the job of a foundation doctor entails. Most hospitals also arrange a similar week for the new FY1 intake before the August handover. These can be really valuable experiences and will help give you knowledge and confidence for your first rotation. Make sure you ask the current FY1 for their top tips on doing the job effectively, especially how they manage the patient lists and handovers or any particular challenges they have found and how they have dealt with them.

Your hospital

Probably one of the greatest challenges you will face as a foundation doctor is making sure you have found all your patients. You will quickly get a rough idea of the layout of the hospital, but make sure you find the wards where you tend to have patients as soon as possible and get used to the set-up and teams there. Other useful places to be able to find will include the radiology department, your consultant’s office (and perhaps more importantly his secretary’s), theatres, if you have a surgical job, the postgraduate centre and above all, the doctor’s mess and the nearest coffee shop.

Your job

Whether you start in a very specialist tertiary referral unit or an acute general medical ward in a District General Hospital (DGH), your job as an FY1 will be broadly similar. You will be required to know which patients are under your team’s care and keep a record of them, help with the ward round and simple ward jobs, prepare discharge summaries and look after any acutely unwell patients, calling for senior back-up when needed. You will also probably be included in an on-call rota to cover any urgent jobs and clerk new patients. The exact requirements of on-call roles tend to vary considerably, but you will always have senior back-up to help you.

It is helpful to learn early about your patient throughput ie where/how do patients arrive, stay and leave your care and what is your specific input at each of these different stages. The senior nurse on the ward, ward manager or ward clerk can help with this and you will soon pick it up. It is also useful to know where different members of your team will be on different days – your consultant’s secretary is a good person to ask if you are ever unsure.

Your team

There will be different members of the team depending on the job. Don’t worry if you can’t immediately remember everybody’s name – that will quickly come and bleep numbers may be more important. It’s useful to make a note of these on your phone on day 1 or write them at the top of your patient list, so you always have someone you can call for advice or help.

The team members will normally include:

The consultant

The most senior, fully trained doctor who holds ultimate responsibility for the care of their patients and therefore your actions. They are responsible for organising your induction to the team when you arrive and overseeing your training during your placement. They will also probably be your Clinical Supervisor for the duration of that post.

Different consultants have different likes and dislikes and you will quickly work this out! It is worth asking the outgoing FY1/2 if they have any specific tips for keeping the boss happy, and the registrar is always a good person to ask if you have any queries about this.

One of the worst mistakes you can make is to be frightened of your consultant and fail to ask them questions. The majority are very approachable and it is better to ask if you are ever in doubt – most doctors would rather head off any problems early with their patients, rather than have to deal with them later. They are also people who generally like meeting trainees and getting to know you.

It is also vital to have a good relationship with your consultant’s secretary, who will often be a gold mine of useful information and can help you get forms signed etc.

Specialist Trainee (ST) doctors

These are junior doctors beyond FY2, and are in a training scheme to become a consultant in a particular speciality. They are referred to by the number of years’ training they have had – ST1 onwards. They will be involved in outpatient clinics, theatre or procedure lists, working on the wards and doing on-calls. They tend to make most of the day-to-day management decisions and lead the ward rounds. When things get frightening, they are the people to call.

ST1 and ST2 doctors will often be on the ward and may have a similar job to you. They are particularly useful people to help complete assessments. Along with FY2 doctors they make up the old ‘Senior House Officer’ grade.

The House Officer (FY1 doctor)

The most junior, but very important, member of the team, who is crucial to help the daily ward round and general ward work smoothly.

The wider team

Nurses

Nurses are without doubt some of the most important people to you and can make the difference between things going smoothly and completely falling apart. You need to have them on your side.

Find out who is in charge of the ward (Senior Sister/Charge Nurse) and make a special effort to introduce yourself. This person will be incredibly useful to you both practically and educationally. They can solve problems that you might be having trouble with. Remember: you work on their ward, and they will know the systems and the other staff better than you do.

Ensure you know who the other nurses and healthcare assistants are, and what skills they have. This may take some time, but it means you can ask the right favour from the right person. Knowing the people you work with on a day-to-day basis will also make for a much easier start to your job.

You may also work with a number of specialist nurses, who are highly trained in a single field. They are often very experienced and knowledgeable and can be a great resource, as well as providing practical help if you need it.

Pharmacists

The ward pharmacist will be able to give any advice you need about prescribing medications, or which drugs are on the hospital formulary. They help ensure that no medication errors arise by checking the drug charts and also are responsible for getting drugs up to the ward – they can be particularly useful if you need something urgently or to try and facilitate a prompt discharge.

Physiotherapists (PTs)

PTs use physical therapies such as breathing exercises, muscular training and motivational strategies to improve your patient’s stability, strength, stamina and confidence. They often use frames and walking aids to get patients moving, especially after operations. They work in rehabilitation, and are an essential part of your discharge planning, but will also help in acute illnesses such as pneumonia or other respiratory conditions.

Occupational therapists (OTs)

If your patient has any persisting difficulties after they have been treated for their illness, the OT will try and help them to find solutions. These will often include modifications to a patient’s home environment that aim to maximise independence. Again they are an essential part of your discharge team and should be involved in patient care from an early stage.

Social workers

If your patient needs support when leaving hospital, the social worker will help to co-ordinate and find funding for it. They are invaluable when aiming to discharge elderly patients, who may need carers at home or funding for nursing home placements. Along with the ward discharge co-ordinator, they are essential to help maximise patient throughput – which sadly is becoming increasingly pressurised and challenging for many teams.

Case Study: The sadness of a delayed discharge

Mr and Mrs Jones had lived in a little village in South Wales all of their married life. For their ruby wedding anniversary, they decided to go on holiday to France. Unfortunately, on the way home, Mrs Jones tripped over a curb and sustained an open tibia/fibula ankle fracture. She was taken to the nearest trauma centre, where they fixed the fracture and covered the defect with a free gracilis flap.

The team referred Mrs Jones to the local hospital in South Wales so that she could continue her rehabilitation closer to home. They were happy to accept her but there was no bed. Mr and Mrs Jones had never been apart before and he completed a 6-hour round journey to visit his wife every other day throughout her stay. Occasionally his son drove him, but most of the time the 76-year-old came on his own.

Initially Mrs Jones recovered well and she eagerly anticipated going home. However, over time complications developed. Much of the skin graft over the flap failed and further reconstructive procedures had to be performed, necessitating a longer stay in hospital. Mrs Jones sank into a deep depression and became unwell, suffering a chest and then urinary infection, which necessitated a stay on the High Dependency Unit. Mr Jones was distraught. Gradually she improved, the Welsh hospital found a bed and Mr and Mrs Jones were delightedly reunited.

Although Mrs Jones suffered a nasty injury and a series of medical complications, it is difficult not to speculate about how different her story might have been, had she been closer to home, without the stress of separation from friends and family.

[image: images] How to be a good Foundation Year doctor

You have three things to achieve as an FY doctor.

1. To learn and develop

2. To prove you have learned and developed

3. To ensure the smooth running of your clinical team and take good care of your patients

If you concentrate on the last point the others will follow. Try and be organised, friendly and approachable, know your limits and when to ask for help and you will be safe and an enjoyable member of the team.

The ward round

The ward round usually happens in the morning and sets the tone for your day. The aim is for a review of all the patients under your team’s care in order to move their management forwards. Your job as an FY doctor is to ensure the ward round moves smoothly, that decisions and plans are documented, and that the jobs that are generated are done quickly and effectively.

There are various different ward rounds:

Consultant ward rounds

The consultant sees all their patients and makes decisions about their progress. They will often only have a limited amount of time, so you should be well prepared with notes, investigation results etc.

Post-take ward rounds

All new admissions are seen by the consultant. If you have clerked the patient you will be required to present them to the team, which can be nerve-wracking, but again just try and be organised and practice will help. Your most important job is to make sure all the patients are added to the list.

Business round

The most senior doctor, usually a Registrar, leads a ward round to ensure that the management of patients is progressing. These are often a bit more laid-back and may be a better time to ask any non-urgent questions you have regarding the patients. During the ward round you will need to guide the team from patient to patient, finding the notes en route. It is often helpful if there’s more than one of you to do this. You will also need the observation and drug charts by the time you arrive at the bedside.

It can be helpful for the team if you give a brief presentation of each patient and any recent changes. As the team discuss the case, you need to note and record the observations, the consultation that takes place and the plan that is reached.

There may be a ward round proforma, but if not, it is important to note down:

• Date, time and the person leading the round

• Diagnosis +/- procedure or any current issues

• How the patient is feeling that morning – any new complaints

• Observations

• Any examination findings

• The impression and plan

If you are unsure at any point or miss something, ask. Everybody understands that ward rounds are busy, especially for FY1 and 2 doctors, and it is much better for patient and team to take a few moments now than implement the wrong management plan.


Top tips for the ward round
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The list

Every patient list varies, but it is essential that it includes the following information:

• Patient’s name

• Date of birth

• Hospital number

• Location in the hospital

• Presenting complaint and diagnosis

• Jobs that they need doing

Make enough copies of the list for all the members of your team, and circulate these at the beginning of the ward round. Keeping a good list is probably the most important thing an FY doctor can do. If you can’t find a patient, you can’t look after them.

Jobs

During the ward round, more difficult jobs may be taken up by the consultant or more senior trainees. After the ward wound it is a good idea if all remaining junior doctors sit down and make sure you have written down all the jobs. Prioritise and divide them between you – it may be more appropriate for FY1 doctors to do the bloods and discharge summaries etc and the FY2s to make referrals.

Getting the jobs done can be more complicated than it sounds. Make sure you prioritise and are organised to minimise your workload eg if you need to talk to the radiologists about some investigations, collect them all together so you only have to make one trip, or sit down and order all the laboratory investigations in one go.

The jobs normally fall into the following categories:

• Jobs that need to be done immediately

• Radiological investigations

• Laboratory investigations

• Referrals

• Discharges

• Other jobs

Prioritise

Working out which jobs to do first can be difficult. The following tips may help, but you need to be flexible and work as a team – you never know when you may be bleeped in an emergency:

• Who are the sickest patients? Do their jobs first.

• If you need an investigation by the end of the day, focus on it early.

• If you need to involve someone who works regular office hours, do these jobs before 5pm.

• Do clinical jobs before clerical jobs.

Immediate jobs

If you discover a sick patient on the ward round, or something that needs to be done immediately, it has to be prioritised. If the team is big enough, it may be possible to peel off the ward round and do the job then before catching the team up later on.

Radiological investigations

Find out on day 1 exactly how your hospital processes requests for radiological intervention. Most now use a computer based system, but some use handwritten forms. You will need to know the quickest and most effective ways of doing this. It is also important to know how to actually make an investigation happen – different to making the request – often involving a trip to the radiology department to chat to the on-call radiologist and radiographers. Your seniors will be able to offer you advice on this.

Radiologists are legally responsible for the radiation dose they expose patients to, which means every investigation must be justified. Moreover, computer tomography (CT) and magnetic resonance imaging (MRI) machines are coming under increasing pressure to deliver more and more investigations, so it can sometimes be very challenging to get an urgent scan. It is important to know when to escalate this to your seniors and when to accept the limitations of the system – if in doubt, ask.


Top tips for getting an urgent scan
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Beware…

Every doctor has a list of radiological images that stick in the mind. There is the chest radiograph with a tension pneumothorax where, instead of treating the clinical signs with an urgent needle thoracocentesis, time was wasted ordering an investigation and the patient died.

There is another showing bilateral chest drains because the radiograph was mistakenly uploaded as a mirror image and the initial drain inserted on the side with clinically no haemothorax, necessitating a second invasive procedure. There is the aspiration pneumonia with a nasogastric tube in the right main bronchus, or the tortuous subclavian line sitting in the left ventricle – the list goes on…

Investigations complement clinical history and examinations. It is essential to know when to, and when not to, perform such tests and how to interpret and act on the information they provide. Know and respect your limitations and ask for help! Radiologists sometimes seem scary, but they are an excellent source of advice – use them.



Laboratory investigations

Like radiological investigations, it is crucial you know how to request laboratory tests for biochemistry, haematology and microbiology specimens. Some more specialist tests may have to be sent away for processing. Find out how to contact these labs directly, in and out of office hours, as sometimes you need a result quickly, or advice about how to do a specific test.

Learn which colour blood bottles are required for each test. This varies slightly from hospital to hospital. All samples sent to any laboratory should be labelled with:

• The patient’s name

• Date of birth

• Unique identifying number

• Date and time

They should be accompanied by a request form with as much clinical detail as you can, and the exact nature of the test required. In many hospitals this is now done through an electronic requesting system. When making group and hold or cross-match requests, it is essential to send two temporally distinct samples with separate request forms. It is often a good idea to confirm with the transfusion service exactly what is required for each patient before you take any blood.

If the result of a laboratory test is needed urgently, then you will have to either collect the blood yourself or ask another team member – many nurses and HCAs can take blood and are a valuable resource. If the test can wait until the next day, then you can ask the phlebotomists to do it – if you are lucky enough to have them! You will need to know your local policy for making such requests – and double check the blood is taken the next day.

In an emergency you can get urgent results by running some venous blood through a blood gas analyser. These often provide a haemoglobin count, basic electrolytes, glucose and lactate levels and a guide to the metabolic state of the patient. The machines are found in Accident and Emergency departments and intensive care, respiratory and renal wards and sometimes acute medical admission units. You should find out where your nearest one is, how they work and any code you might need to access it. If in doubt, there is often a friendly nurse or doctor around who can help you run the sample.

Referrals

Referrals to other consultants are the way your team can get other specialists’ opinions on your patient’s condition and management. They are an important part of the patient’s care, because they ensure optimal management in all aspects, and are often made when you reach the extent of your team’s expertise. It is important to try and make these requests as early in the day as possible, as this allows the other team time to organise their own work and increases the likelihood of a timely review for your patient.

Most inpatient referrals are organised by phone conversations between junior members of the two teams. However, some may be done through online forms eg referrals to multidisciplinary teams, and some will be done via letter – this is often more common in an outpatient setting.

When making any kind of referral, make sure you:

• Contact the appropriate member of the other team – requests for urgent clinical reviews should go straight to the registrar, whereas more routine requests could go via more junior levels

• Use a standardised communication style to avoid waffling such as Situation, Background, Assessment, Response Required (SBAR)

• Make sure the priority of the referral is clear; for example, it is helpful to know that this is not urgent clinically, but may facilitate a speedy discharge

• Ensure you get the name of the person to whom you made the referral and leave several suitable contacts for your team

• Clearly document all aspects of the conversation, especially the other team’s response

Discharges

When a patient leaves hospital, it is essential there is an effective handover to the primary care team and that they leave with appropriate medications. The discharge summary provides this means of communication, summarising the hospital stay, any significant management steps and, most importantly, what needs to be done in primary care when the patient returns home.

Discharges are crucial to allow a patient to leave on time ie to tie in with transport, carer packages, medications, district nurse visits etc, therefore it is essential you make sure they are ready on time. Try to anticipate discharges and begin the letters well in advance, preferably from when the patient is admitted.

How to write a discharge summary

Many hospitals now have electronic discharge templates, which require you to fill in specific information. Essentially, the GP needs to know when, why and under whose care the patient went into hospital; what happened to them and what was done; and anything further they need to do to look after them. It is good practice to make sure all of the following are communicated:

• Patient identifying details

• Presenting complaint

• Physical findings

• Results of investigations

• Diagnosis

• Management

• Medications on discharge, including any changes to long-term medication and why

• Any follow-up planned by the hospital

• Any follow-up suggestions to the GP

• Your name and contact details

Other jobs

These can include a whole range of non-clinical, often menial, chores ranging from important conversations with family members to fetching the coffee! Use your initiative and try not to think about how long you spent at medical school to be able to carry a request form to the relevant department!

Being efficient

Foundation doctors have always had to work very hard. This is not going to change. If you are not strategic and intelligent about the way in which you go about the job you will quickly be snowed under by more and more work. This is depressing and stressful, and will prevent you from learning. There are a number of ways you can try and improve how efficiently you work.

Invest in your reputation

This is not as superficial as it seems. A reputation for being polite, kind, caring and considerate of the people around you, patients and professionals, will be your most useful asset for your foundation years and beyond. If you obviously care for your patients and their relatives, then it is much more likely that the professionals around you will want to help you. This will help you with requesting services from other specialties, and will encourage other staff around you to support you.

Delegate

When all the jobs are delegated to you, it may often seem like there is no one left on the team who can help. However, nurses, HCAs and other professionals often share many of your practical skills and, whilst busy, may be able to help. This is often particularly true when you are on-call. Don’t be afraid to ask (politely); they can always say no. Utilising other resources available to you such as the phlebotomy team will also ensure that you are free to do the tasks that only a doctor can do, such as referrals.

Again, make sure you have a good relationship with the phlebotomists, so you can always ask for an extra favour if needed. Be polite, grateful and strategic in your requests; phlebotomists work to time, not to workload, so if you give them too many bloods to take, you may well end up having to do them yourself. You should really only ever request investigations (including bloods) when they are clinically indicated.

Shortcuts

There are always shortcuts – physical or to negotiate systems and tasks – that you will learn for each job. Try and find them early, as they really will save you time, but be careful never to take any that might compromise patient care.

Being effective

Getting your jobs done quickly is very different to getting them done well. Most of the work of a junior doctor will involve getting the most appropriate investigation or review for your patient, and there are some strategies that may be used to help you do this:

Know your patient

Whenever you approach a senior about something, always try and know everything you can about the patient. Take a few minutes to read through the notes from the current admission and previous discharge letters and correspondence may also be helpful.

Have a focused question

Explain exactly what the clinical (or other) question is that you are facing and what you need from the other person or team. Listen to any alternatives and try and justify why the team has taken this management strategy.

Confirm the plan

After the discussion, make sure you confirm the steps agreed. Repeat back what you are expecting to happen or what you need to do, to avoid any misunderstanding. Ambiguity in communication is very often the cause of mistakes or the reason for delays in patient management. Always remember to document the discussion and the agreed plan.

Asking for help

If you are ever stuck or need technical assistance, your immediate seniors are the people to ask, escalating up the ladder as needed. If you are worried about an acutely unwell patient, never be afraid to call for help from any grade of doctor. If you cannot get hold of the registrar, most consultants would want to know immediately that you were concerned and struggling and will find you another source of help if they cannot come themselves.

There are also a number of more specialist teams available to provide assistance if needed. For example, there may be an IV team who can help you with IV access, or there may be a urology specialist nurse to help with catheterisations. Other team members or nurses may know what is available in your hospital.

Going home

Going home on time is one of the most important things you can do, for you, your family and the team. Of course there will be times when this is not possible, but try not to become sucked into the vortex of work. It is vital you have time to recover between shifts and the importance of a meaningful work-life balance cannot be overstated.

Before leaving each day the following needs to have been accomplished:

• Any changes documented in the notes, with a plan for treatment

• All jobs from the ward round done

• All investigation results reviewed and actioned

• Any sick patients stabilised, or handed over to the on-call team

• All fluids prescribed for the night

• All monitored drugs prescribed eg warfarin, monitored antibiotics such as gentamicin

• Any drug charts rewritten if needed

Once you are satisfied that you have done all these things, leave.

Professionalism

In a very unsatisfying way, it is difficult to define professionalism. We all know it when it is there and recognise the lack when it is not. A sense of integrity combined with the following elements all contribute to developing professionalism:

• Punctuality

• Honesty

• Politeness

• Knowing your limits

• Being willing to admit to mistakes

• Being willing to improve

Whistle-blowing

The term whistle-blowing tends to invoke unsavoury connotations. However, if one of your colleagues or seniors is not up to scratch, not coping with the job, or is lying or covering up mistakes, it is your professional duty to your patients to do something about it. Each trust has its own whistle-blowing procedures; however, as a foundation doctor, you should speak to your consultant and follow their guidance on what to do next. Other options can include your clinical or educational supervisors.

If you are worried no one is taking your concern seriously, put it in writing to your Foundation Supervisor. This will give you a record of the communication, and will encourage action on the part of your seniors.

‘Professional’ is not a label you give yourself – it is a description you hope others may apply to you.

David Maister
(True Professionalism, Free Press, 1997)
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On-call shifts add variety to your daily work, provide excellent learning opportunities and often allow you greater autonomy and independence. However, they are also often busy, stressful and tiring.

As an FY1 doctor on-calls will consist of:

• Clerking new patients

• Emergency jobs for acutely unwell patients

• Maintenance jobs for stable patients

Whilst the breakdown of these components will vary, the unpredictability of an on-call remains the greatest challenge in all rotations.

Unpredictability and uncertainty

As the FY1 on-call, you are the first port of call for any simple jobs that need to be done and for any acutely ill patients that need assessing. The nature of the job means that you can never fully predict what will happen, and when. You will have to deal with an unpredictable workload and uncertain diagnoses in unwell patients. Somehow you have to work with that uncertainty.

One of the greatest challenges is ordering this workload in some kind of organised manner. Prioritise your jobs. If they are emergencies or urgent, do them as soon as you can; if they are routine, try and do them geographically. Write down the details of every phone call and all the patient details so you remember everything you have been asked to do.

Handover processes and the way you structure your on-call shift may help you minimise the uncertainty you are facing.

Handover

At the beginning of your shift it is vital to have a good handover about any sick patients and jobs that need doing. Many hospitals organise formal team handovers and this can be a useful opportunity to discuss how you will manage these patients throughout the shift and any senior support that may be required.

If you receive verbal handovers from separate teams, make sure you take a note of all the patient details and what the plan is for them. If you are asked to follow up investigations, make sure you ask the team how they were planning to alter management depending on the results.

Structuring your shift

When you arrive, the first thing you should do is find out who your seniors are for that shift and how to contact them. It is often worth touching base with them before you start so that they know that they are working with you.

At the beginning of the shift, it is a good idea to proactively visit the wards for which you’re responsible and ask the nurses if they have any jobs that you can get out of the way. These normally include:

• Prescribing fluids

• Prescribing warfarin

• Prescribing simple analgesia

• Rewriting drug charts

• Taking drug levels for monitoring eg gentamicin

If it is safe to do so, prescribe enough fluids and warfarin to last until the end of your on-call period eg the whole weekend. Find out if the nurses on the ward are able to help you with levels or routine bloods etc. The more of this routine work you can do early, or delegate, the less pressured you will feel when you are called to deal with urgent reviews.

Clerking new patients

You might have to clerk new patients whilst on-call, which is time consuming. As soon as you are bleeped, ask the nurse calling you what the basic presenting complaint is, what the observations are and whether the patient looks well or not. Also ask if anyone can take bloods from the patient.

You can review the patient briefly and assess how unwell they are. If they are stable, then you can do any more urgent jobs and return later, but if they are acutely unwell, then you may have to break off and work on them now.

Dealing with the sick patient

Inevitably during your on-call, a nurse will bleep you and tell you about a patient they are worried about, that they would like you to see. It is almost impossible to judge how sick a patient is on the other end of a telephone, so never try to do it. Nevertheless, try to get as much information as you can on the first call – what are the symptoms and the observations and why in particular is the nurse worried now?

It might be tempting to dismiss a bleep as somebody being overcautious, or having little substance, but many nurses have a lot of experience and can recognise when someone is ill, whether the observations indicate it or not. Ask the nurse to do a fresh set of observations and electrocardiogram (ECG) and put the patient on high flow oxygen while you are on your way. If the blood pressure is low, ask them to get a bag of fluids ready for when you arrive.

On the way, run through some of the possible differentials in your head. Stay calm. When you arrive, make a quick airway, breathing, circulation, disability, exposure (ABCDE) assessment and put out an immediate arrest call if any of these are compromised (see Chapter 5). If you are happy the patient does not warrant an arrest call, briefly look at the notes and ask the patient and nurses what the latest problem seems to be. Examine the patient, observation chart and ECG and perform some basic investigations – commonly venous or arterial blood gases, blood and urine cultures and appropriate radiological tests. Ensure the patient has intravenous access.

Often it will not be immediately clear what the underlying diagnosis is. Treat the symptoms and signs as you progress through your ABCDE assessment to stabilise the patient. If there is any suspicion of sepsis (see Chapter 3), ensure the Sepsis 6 bundle has been enacted:

• High flow oxygen

• IV fluids

• Empirical antibiotics

• Blood cultures

• Lactate

• Monitoring urine output – possibly with a catheter

When you have performed these steps, notify your senior and let them know the status of the patient and what your management plan currently is.

Two sick patients

If you have two patients that are sick, you are not going to be able to do everything for both of them. Call for help from your seniors and take their advice. They will help you prioritise and develop a strategy for dealing with both patients safely. Never be afraid to ask for an early senior review – most people would prefer to know of any concerning patients early, to help head off any trouble.


A day in the life of an on-call Trauma and Orthopaedic FY1 doctor

Saturday morning and I long for a lie-in. Instead I leave the house at 6:30, to organise the lists before the trauma meeting at 8:00. I doze gratefully as the registrar and SHO present the X-rays for the day’s operating lists, post-operative patients and referrals.

Then the ward round, as busy as ever. The SHO and I scrabble to make sure the consultant has seen all the patients before they head off to theatre. A brief respite for coffee – essential – and then we return to the ward. There are three cannulas awaiting us, several drug charts and an anxious nurse requesting a discharge summary for a patient who has suddenly been offered a nursing home bed – worth its weight in gold. I start the discharge summary and the SHO does a round of cannulas.

She is soon bleeped from A&E to admit a new patient and disappears. Mrs Jones has a low blood pressure, which magically returns to normal when we repeat it. Then a bleep from a distant ward – Mr Hughes has low saturations. Has he been out for another cigarette? I wonder, but go to review him anyway. This is lucky as he is tachycardic and quite unwell. The SHO runs up briefly from A&E to review him and asks me to send off some bloods and cultures and request an X-ray, she starts some fluids and antibiotics and disappears again. I finish the jobs and return to the ward – two more cannulas and another urgent discharge summary are waiting.

Luckily the phlebotomists have been round, so it is soon time to do the warfarin prescriptions and order the bloods for tomorrow. I chase some results and discover Mr Prewitt’s abdominal ultrasound has shown moderate ascites – secondary to his liver metastases, poor man. A phone call to the medical registrar earns him an ascitic tap and it’s time for a (very brief) late lunch. The afternoon is similar – checking bloods, giving fluids, a few cannulas, drug charts and so on until finally, exhausted, I hand over to the night team, desperate to get home for some food and sleep before beginning all over again tomorrow!
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People in hospital are sick and some of them will die. Death is never far away and you will need to get used to this. When a patient dies, you should quickly confirm their death, otherwise the rest of the hospital cannot get on with dealing with the death. You may also be required to write a death certificate and a cremation form.

Confirming death

As an FY doctor, it will be your job to confirm their death:

1. Ask the nurses to ensure that any relatives have left the bedside

2. Check that the patient does not respond to verbal and pain stimuli

3. Feel for a central pulse for three minutes, whilst listening for heart sounds

4. Feel for respiratory effort for three minutes, whilst listening for breath sounds

5. Inspect the pupils and confirm that they are fixed and dilated

When you are satisfied the patient is dead, check if there is a pacemaker by feeling over the chest. Note the time of death with your findings in the notes, writing out the patient’s full name, date of birth and hospital number yourself. You also need to document those present at the time of death, anybody you spoke to and mention if you spoke to anyone present about the death and document whether or not they had any concerns, and make it clear whether or not there was a pacemaker present.

The death certificate

Once your patient is confirmed dead, they need to have a certificate written so that their death can be registered and their funeral planned. Death certificates may be issued by any doctor, confident about the cause of death, who provided care during the last illness and who saw the deceased within 14 days of death. Often this will be the doctor who verifies the death. You will often have to write this.

The information that must be included on the death certificate includes:

• The patient’s name

• The place of death

• The last time you saw the patient alive

• The causes of death:
– Ia the immediate cause

– Ib the condition causing Ia

– Ic the condition causing Ib

– II conditions contributing to the death, but not directly causing it


• Your name and signature

• Your qualifications

• The consultant responsible for the patient’s care

Part Ia

Deciding on the causes of death is often tricky. Always talk to your consultant before completing a certificate. Cause is often likely to be something like pneumonia, pulmonary embolism or ventricular tachycardia, all of which may result in a myocardial infarction (the mode of death).

Always be as specific as you can and, if there are several possible causes eg pneumonia and pulmonary oedema, use the notes and observation charts etc to try and select the most likely.

Parts Ib and Ic

These are the conditions that led directly to the immediate cause of death. For example, if your patient died of pulmonary oedema, then they most likely had left ventricular failure (Ib) which will have been caused by some form of cardiac disease, eg ischaemic heart disease or myocardial infarction (Ic). If your patient had a cerebrovascular event (Ia), then that may have been caused by AF (Ib) which may have been caused by thyrotoxicosis (Ic).

Part II

This is where you write the other conditions that your patient had, which contributed but did not directly cause death. Often, conditions such as renal failure or dementia that made treating the primary causes more difficult, are included here along with co-morbidities in the same organ system as the terminal illness.

The Coroner’s Office

You have to discuss a case with the Coroner if:

• The patient was in hospital less than 24 hours

• The patient underwent an operation within the last year of life

• Death is deemed to be in any way ‘unnatural’, ie violent, accidental, sudden or unexplained, involving substance abuse, due to industrial disease (this includes those elderly patients who die following a neck of femur fracture)

• You cannot give a cause of death

In these cases, phone the Coroner’s Office and discuss the case. They may suggest what to write, or they may suggest talking to a pathologist about the case. Sometimes they will tell you a post-mortem is required. The Coroner makes decisions about the cause of death if you cannot do so.

Cremation forms

If a patient’s family have decided that their relative is to be cremated, then you will have to complete Part A of a cremation form to state that there is no reason why the body should not be cremated. Essentially, you are saying that there is no reason to suspect any foul-play in the patient’s death, and so a cremation is legally acceptable. This is a big responsibility, and you should take it seriously.

The Part A section of the form consists of: more detailed information about the patient; details of their final illness and duration of your care; any individuals who were with them at the time of death; details of your inspection of the body; the reasoning behind the cause of death you have stated and whether they have any potentially dangerous implants.

Once you have completed the form, a more senior doctor checks it. They may call you and other people you have mentioned on the death certificate, so as to discuss what was written and whether anyone has any concerns about the patient’s death.

Case Study: A challenging death

Mrs Smith had never wanted to live to be 100, her son explained. She had always just enjoyed life and had never experienced a day’s illness until she was diagnosed with Alzheimer’s Disease when she was 93. Over the next year she progressed rapidly, and her 94th birthday was spent in the residential home her family found for her when she could no longer recognise them or care for herself.

They were very pragmatic people – as indeed they reflected she had been – and had no desire to prolong her life unnecessarily. Unfortunately, one day she fell while walking with her zimmer frame and was admitted to hospital, thought to have suffered a large stroke. She became more and more unwell, developing sepsis and delirium. In her agitation she would scream and howl, throwing her arms around violently, not caring if they made contact with bed rails, people or any other parts of her own body. Her skin was bruised a deep, rich violet colour and she moaned continually.

A CT scan was performed, which was negative. She had not had a stroke. On closer examination one of her legs was shorter than the other and twisted outwards – she had a hip fracture. One night, septic and delirious, she was transferred to the orthopaedic team, who did their best to stabilise her in order to operate and fix her hip. However, she became progressively more unwell and it became evident she was dying. When she finally passed away, her pain and agitation controlled with a syringe driver and surrounded by her family, her son and daughter-in-law expressed their relief that her suffering had ended.

When it came to writing the death certificate the FY1 struggled to know what to put on the certificate. The consultant wanted 1a to be neck of femur fracture, but the FY1 knew that hadn’t caused her death. She had died of sepsis, but the source was unclear – was she more likely to have had pneumonia or urosepsis or was there perhaps some other hidden cause of her infection? Did it matter? Unsure and needing to notify the Coroner of the death, she called his office and discussed the case. The Coroner agreed Mrs Smith had not died of her fracture and talked the FY1 through the clinical notes, finally determining that the death certificate should read Ia) urosepsis Ib) acute kidney injury II) Alzheimer’s Disease and neck of femur fracture. Ultimately of course, the cause of death was far less important than the course of death, and it was sad that the attention paid to the former had not been paid earlier to the latter.
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The job of a foundation doctor has probably not changed enormously over the last few decades. There is more paperwork, they must seek a greater number of referrals from specialist teams and there is an ever-increasing pressure caused by the rapid increase in patient throughput. However, the most important part of the FY1’s role has stayed the same, and that is to ensure the smooth running of the team.

However, the introduction of the Foundation Programme, which was designed to encourage foundation doctors to take responsibility for their own learning, requires a record of a specified number of structured ‘Situational Learning Events’ as well as other evidence, including a demonstration of:

• Competency at core procedures

• Competency at other practical skills (using DOPS)

• Competency at assessing and managing patients (using Mini-CEXs)

• That you are developing your knowledge (using CBDs)

Core procedures

In FY1, the GMC requires evidence of demonstration of competency at 15 core procedures:

• Venepuncture

• IV cannulation

• Prepare and administer IV medication, injections and fluids

• Arterial puncture in an adult

• Blood culture (peripheral)

• IV infusion including the prescription of fluids

• IV infusion of blood and blood products

• Injection of local anaesthetic to skin

• Subcutaneous injection

• Intramuscular injection

• Perform and interpret an ECG

• Perform and interpret peak flow

• Urethral catheterisation (male)

• Urethral catheterisation (female)

• Airway care including simple adjuncts

• That you are working well within your team (using Mini-TABs)

• That you are participating in teaching (using a Developing the Clinical Teacher SLE)

• Satisfactory reports from your Clinical and Educational Supervisor for each placement and a satisfactory end-of-year Educational Supervisor’s report

• Evidence of reflective practice

• Evidence of career planning

This evidence is all recorded on the NHS e-portfolio website (https://www.nhseportfolios.org).

Up to date information regarding the Foundation Programme can be found at the following websites:

[image: images] www.foundationprogramme.nhs.uk
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Any doctor more senior than FY1, senior nurses or allied healthcare professionals who have been trained in the procedure and assessment and feedback methodology can perform these assessments.

Mini-Clinical Evaluation Exercise

(see Chapter 10)

This is an assessment of your ability to perform a clinical evaluation of a patient; essentially taking a history, or examining them, making a diagnosis and then deciding on a management plan.

On-calls or post-take ward rounds are often good environments to complete these assessments, and it is often easier to request to send your assessor an email ticket at a later date for them to complete your report. Assessments must be performed by trainees at ST1 or above. A recommended minimum of three Mini-CEX assessments is suggested for each placement in FY1 and six must be completed in both FY1 and FY2.

Direct Observation of Procedural Skills (DOPS)

(see Chapter 9)

DOPS are assessments of practical skills, which demonstrate your ability to perform a certain skill. They are often more specialist procedures than core procedures eg lumbar punctures or insertion of arterial line. Specialist clinics, anaesthetic rooms or theatre may be good places for these assessments.

Assessors must be competent to perform the procedure themselves and there is no minimum number that must be completed throughout the Foundation Programme; however, up to three DOPs may count towards the requirement for six Mini-CEXs.

Case-Based Discussions (CBDs)

This is an assessment of your developing clinical knowledge, to show that you are learning medical facts as well as skills. Sometimes assessors will request you to prepare in advance and sometimes they will be a more informal discussion.

A variety of assessors (ST1 and above) should be used to help you complete a minimum of two CBDs in each placement. Six must be completed in each year.

Team Assessment of Behaviour (TAB)

This is a multi-source feedback, requiring feedback from a variety of people you work with. You will receive a rating and written feedback from each person and in theory this should be done anonymously. It is an excellent way of assessing how good a team player you are and allowing any individual to raise concerns or provide particular praise about your practice.

You must complete one TAB per year, and it is recommended that these are started in the fourth month of the first placement of both years, so as to give you time to repeat an assessment if needed.

A minimum of ten ratings/assessors are required for each TAB, which must include at least two of:

• Doctors more senior than F2, including at least one consultant or GP principal

• Senior nurses (band 5 or above)

• Allied health professionals

• Other team members including ward clerks, secretaries and auxiliary staff

Developing the Clinical Teacher

One of these assessments must take place each year, with the aim of helping the doctor develop teaching or presenting skills. Useful settings for completion might include FY1/FY2 local teaching sessions, departmental audit days or providing observed tutorials or bedside teaching sessions to medical students.

Supervisors’ reports

You have one Educational Supervisor (ES) each year and one Clinical Supervisor (CS) per placement. Academic FY2 doctors also have an Academic Supervisor (AS). You must provide evidence of satisfactory end-of-placement ES and CS reports and one end-of-year ES report. Depending on the exact programme structure, AF2 doctors may need to substitute an AS for a CS report during their research block.

These reports are generated during end-of-placement meetings with the relevant supervisors and must be signed by both trainer and trainee. It is often a good idea to book these with the consultant’s secretary as you start your placement in order to make sure they take place.

Reflective practice

This is an important part of medical practice and personal development in general. There will be many patients that raise challenging questions in your mind, or that you find yourself wondering what might have happened had the case been managed in an alternate way, if certain discussions had been handled differently or if particular team members had behaved otherwise.

Whilst you do not have to complete these assessments, demonstration of engagement with reflection provides further evidence for the GMC that you are engaging with the training programme and that you are a well-rounded and thoughtful trainee.

Career development

Again, whilst you do not have to provide formal evidence about any career planning you have undertaken, recording any taster days you undertake and reflecting on what you have learned will again provide additional evidence about what sort of doctor and individual you are. It may also provide a useful stimulus for discussions with your clinical or educational supervisors, who may be able to suggest how you could explore your options further.



Chapter 3

Core Foundation competencies in medicine



[image: image]



Core Foundation competencies in medicine

What we need in medical schools is not to teach empathy, as much as to preserve it – the process of learning huge volumes of information about disease, of learning a specialized language, can ironically make one lose sight of the patient one came to serve; empathy can be replaced by cynicism.

Abraham Verghese
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Differential diagnosis




	System/Organ
	Disease



	Gut
	Gastritis
Gastro-oesophageal reflux disease
(GORD) Peptic ulcer
Intestinal obstruction
Diverticulitis
Inflammatory bowel disease (IBD)
Ulcerative colitis
Crohn’s disease
Appendicitis
Volvulus
Gastroenteritis
Strangulated hernia
Constipation
Irritable bowel syndrome (IBS)



	Hepato-biliary
	Cholecystitis
Ascending cholangitis



	Pancreatic
	Acute pancreatitis
Chronic pancreatitis



	Splenic (referred to shoulder tip)
	Infarction
Rupture



	Urinary tract
	Urinary tract infection (UTI)/ pyelonephritis
Acute urinary retention
Polycystic kidney (eg haemorrhage into cyst)
Ureteric colic



	Gynaecological
	Ectopic pregnancy
Ovarian cyst (rupture or torsion)
Endometriosis
Severe dysmenorrhea



	Vascular
	Aortic dissection
Ischaemic colitis



	Peritoneum
	Peritonitis



	Abdominal wall
	Rectus sheath haematoma



	Retroperitoneal
	Retroperitoneal haemorrhage



	Referred
	Lower lobar pneumonia
Myocardial infarction (MI)
Thoracic spinal disease



	Other
	Hypercalcaemia
Diabetic ketoacidosis (DKA)
Porphyria Uraemia





Table 3.1: Differential diagnosis of abdominal pain

Gastro-oesophageal reflux disease (GORD)

Epidemiology

Affects up to 30% of Western populations. There is a higher incidence in the developed countries as obesity tends to be more common in these individuals.

Aetiology








	Mechanism
	Precipitant



	Reduced clearance from oesophagus
	Poor posture, post-prandial



	Reduced pressure of the lower oesophageal sphincter
	Systemic sclerosis



	Direct damage to the mucosa of the oesophagus
	Foods with a high fat content, alcohol, caffeine, smoking, pregnancy, nitrates and channel blockers



	Increased production of gastric secretions
	Alcohol, hot drinks, acidic stomach contents, bile, NSAID, Zollinger-Ellison syndrome



	Damage to the anti-reflux mechanism
	Hiatus hernia



	Delayed gastric emptying
	Pyloric stenosis, gastric atony



	Increased intra-abdominal pressure
	Obesity, ascites, tight clothing and pregnancy





Table 3.2: Mechanism and precipitants of GORD
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Figure 3.1: The differential diagnoses for causes of acute abdominal pain

Pathophysiology

A small amount of post-prandial reflux is normal. However, GORD involves the passage of acidic gastric contents into the distal portion of the oesophagus which causes symptoms and impairs quality of life. It usually occurs where there is dysfunction of the lower oesophageal sphincter (an intrinsic muscular band around the lower 4 cm of the oesophagus and the crural diaphragm).

Oesophagitis may be evident macroscopically or microscopically but correlates poorly with symptoms. Around two-thirds of symptomatic patients have no evidence of oesophagitis on endoscopy.

Microscopically there is initial hypertrophy of the epithelial layer of the oesophagus. Subsequently, there is an infiltration of inflammatory cells resulting in macroscopic inflammation, erosions and mucosal ulceration. As healing occurs strictures may form.

With prolonged exposure to acid there is metaplasia of the normal stratified squamous epithelium and Barrett’s oesophagus develops.

History/examination

• Epigastric or retrosternal burning pain – worse on lying flat, bending down or on straining

• Symptoms mostly after meals, with some symptomatic relief with the use of antacids

• Exacerbation of symptoms with large, fatty meals and tight clothing

• Waterbrash: the excessive production of saliva and bitter taste in the mouth due to acidic gastric contents refluxing into the oespohagus

• Recurrent chest infections caused by nocturnal aspiration

• Chronic cough or wheeze

• Dysphagia or odynophagia due to ulcers of the oesophageal mucosa and any resultant strictures

• Oesophageal ulceration may present with an upper GI bleed

• Nausea and vomiting

• Epigastric tenderness

• It may be difficult to distinguish between the symptoms of GORD and those of cardiac ischaemia

– both may be provoked by exercise and relieved by the use of GTN spray


NICE recommendations for suspected upper GI cancer referrals:

• Dysphagia at any age

• Dyspepsia at any age + one or more of the following:
– Weight loss

– Proven anaemia

– Vomiting



• Dyspepsia in a patient aged 55 years or more with at least one of the following ‘high-risk’ features:
– Onset of dyspepsia <1 year previously

– Continuous symptoms since onset



• Dyspepsia combined with at least one of the following known ‘risk factors’:
– Family history of upper GI cancer in more than two first-degree relatives

– Barrett’s oesophagitis

– Pernicious anaemia

– Peptic ulcer surgery over 20 years previously

– Known dysplasia, atrophic gastritis, intestinal metaplasia

– Jaundice

– Upper abdominal mass



In a prospective observational study, the prevalence of gastric cancer was 4% (and serious benign disease 13%) in a cohort of patients referred urgently for alarm symptoms.



Investigations

Blood tests:

• FBC and haematinics

• U&Es

• Clotting screen

Endoscopy:

• Part of urgent investigations for upper GI cancer in patients with alarm symptoms as recommended by NICE

• Not generally indicated

• Findings are normal in more than half of patients with GORD with some showing features of oesophagitis

Other:

• Barium meal: often unhelpful as it may illustrate gastro-oesophageal reflux even in asymptomatic individuals. It can demonstrate a hiatus hernia.

• Oesophageal pH and manometry studies: can be performed in patients where the gastroscopy is normal despite typical features of GORD or if symptoms are unresponsive to treatment. With no erosions on endoscopy, the presence of a positive 24-hour pH study gives a diagnosis of non-erosive reflux disease (NERD) but a negative study gives a diagnosis of ‘functional heartburn’.

• Cardiac investigations may be required for atypical pain.

Management

• Lifestyle measures: smoking cessation, weight loss avoidance of drugs that precipitate symptoms (NSAIDs, steroids, bisphosphonates etc), spicy foods, alcohol, large meals late at night, and hot drinks such as coffee and tea. Night-time dyspepsia may be eased by elevating the head of the bed by 15 cm.

• Antacids such as magnesium and aluminium hydroxide or alginates (eg gaviscon).

• Acid suppression: if no alarm symptoms are present and no endoscopy is planned, NICE recommends a one-month trial of a proton pump inhibitors (eg omeprazole). If symptoms persist or recur, investigation for H. pylori is recommended, followed by eradication therapy and treatment with the lowest dose PPI possible to control symptoms.

• Prokinetic drugs: can relieve nausea and vomiting, eg metoclopramide and domperidone.

• Surgery: patients who do not respond or are intolerant to medical therapy may require surgical management: the most common procedure is the laparoscopic Nissen fundoplication, where the fundus of the stomach is sutured around the end of the distal oesophagus. This results in a region of high pressure at the lower oesophagus reducing the volume of acid reflux.

Prognosis

Approximately 50% of patients are successfully treated with weight loss and the prescribing of simple antacids.


Dyspepsia occurs in 40% of the population annually and leads to a primary care consultation in 5% and endoscopy in 1%.

Of those who undergo endoscopy:

• 40% have functional or non-ulcer dyspepsia

• 40% have gastro-oesophageal reflux disease (GORD)

• 13% have ulcer disease

• 2% have gastric cancer

• 1% have oesophageal cancer



Peptic ulcer disease

Epidemiology

Peptic ulceration is now decreasing in the developed world due to effective treatment of Helicobacter pylori. H. pylori is a Gram-negative microaerophilic flagellated bacillus, which has an incidence of 40% in the developed world and up to 80% in the developing world. It is associated with a lower socio-economic background and overcrowded living conditions.

Males are more commonly affected than females with a ratio of 4:1. Duodenal ulcers are 3–4 times more common than gastric ulcers. Duodenal ulcers are most likely between 20 and 60 years of age whereas gastric ulcers tend to present more in the elderly population.

Aetiology

The major causes are Helicobacter pylori infection and NSAIDs. Others include gastric cancers (adenocarcinoma and lymphoma), gastrinoma, Zollinger-Ellison Syndrome, hyperparathyroidism, radiation and severe physiological stress.

Smoking, chronic alcohol use and stress increase the likelihood of peptic ulceration.

Pathophysiology

Peptic ulcers form due to a breach in the mucosa in the stomach and duodenum. Duodenal ulcers tend to develop due to impairment in the production of gastric acid. Gastric ulcers usually result from the effects of cytotoxins produced by bacteria such as H. pylori and the resultant stimulation of an immune response.








	H. pylori
	Chronic NSAIDs



	• First described by Marshall and Warren in their Nobel-prize winning paper of 1983.

• Account for 70% of gastric and 95% of duodenal ulcers.

• Bacteria cause inflammation of the gastric mucosa, which is usually asymptomatic. Approximately 15% of those infected develop an ulcer.

• H.pylori is also associated with B-cell lymphoma and Gastric Associated Lymphoid Tissue tumours.

	Inhibit cyclo-oxygenase (COX 1 and 2). COX-1 is involved in the production of prostaglandins, which protect the gastric muscosa by increasing the secretion of bicarbonate, therefore COX suppression results in gastric mucosal damage.





Table 3.3: How H. Pylori and NSAID/Aspirin lead to peptic ulcer disease

History/examination

• Epigastric pain, related to meal times, with symptoms of nausea, heartburn, chest pain and acid reflux, bloating, haematemesis (including coffee-ground vomiting) and malaena. There may be epigastric tenderness on examination.

• Gastric ulcers classically present with epigastric pain precipitated by food. Associated symptoms of anorexia, vomiting and weight loss are common and more pronounced if there is an underlying malignant ulcer.

• Duodenal ulcers classically present with pain one to three hours after food and during the night. The pain is often relieved by milk or other neutral foods. The pain may radiate to the back in the case of a posterior ulcer.

• Symptoms respond to antacid treatment.

Complications

• Gastric outlet obstruction (pre-pyloric or duodenal ulcer) presents with projectile vomiting and a succession splash.

• Perforation (more commonly associated with duodenal ulcers) with signs of peritonitis.

• Upper GI bleeding with pallor or a more acute haemorrhage with malaena on digital rectal examination.

Investigations

Blood tests:

• FBC: to check for a drop in Hb

• U&E: an isolated raised urea is indicative of the ‘protein meal’ in cases of bleeding associated with the ulcer

• Clotting screen

• Cross-match

• Consider serum gastrin and calcium if clinically indicated to exclude rarer causes such as Zollinger-Ellison syndrome and hyperparathyroidism

Upper GI endoscopy:

• Peptic ulcers are most common on the gastric lesser curve and first part of the duodenum.

• Gastric carcinomas characteristically have a rolled edge, and tend to affect the greater curvature and antrum.

• A biopsy must be taken to confirm the nature of the lesion.

H. Pylori detection:

• 13C urea breath tests or stool antigen tests are the recommended way of testing for H. pylori, although laboratory-based serology can be used if locally validated. Stop antisecretories or bismuth two weeks before the test.

[image: images]

Figure 3.2: Sites of gastric ulcer disease

Management

Triple therapy for H. pylori eradication for 10–14 days. Either regimen is thought to be equally effective, and treatment failure with one should proceed to treatment with the other.








	Regimen 1
	Regimen 2



	Omeprazole 20 mg or Lansoprazole 30 mg BD



	Clarithromycin 500 mg BD



	Amoxicillin 1g BD
	Metronidazole 400 mg BD



	> 80% of patients are cured with this combination of treatment and the relapse rate is <5%.





Table 3.4: The common regimens of triple therapy

• Lifestyle advice: smoking cessation, weight loss, alcohol reduction and avoidance of NSAIDs and aspirin.

• Proton pump inhibitors: reduce gastric acid secretion and are effective for ulcer healing. They should be taken for at least four to eight weeks.

• Antacids: symptomatic relief.

• Surgical management if:
– There is persistent bleeding or ulcer perforation

– No response to maximal medical therapy

– A malignant gastric ulcer has been diagnosed



Case Study: An unpleasant path…

Mrs Rivers had just woken up. For the past three weeks she had been unconscious – sedated, ventilated, battling for her life with the help of antibiotics and inotropes. She had barely made it. The infection that had stolen her fingers and toes and turned her legs a dusky purple had very nearly also stolen her life. Mrs Rivers lived with her husband and two young children, and her intensive care cubicle was littered with drawings and ‘get well soon’ cards. There was even a live photo frame, across which smiling, blond-haired little girls kept appearing.

It was all rather grim, but finally, finally she was awake and unventilated and talking. Life seemed to have turned a corner and Elizabeth was looking forward to leaving the ICU for the ward – she couldn’t remember which one they were taking her to, or which group of doctors would be looking after her, but that really didn’t seem to matter. At least she would be leaving the beeping, buzzing, whirring machines behind.

A few hours before she was supposed to be moved, she began to feel a bit more unwell – nauseous and with a slight aching pain in the middle of her chest. She didn’t say anything; feeling unwell was part of being in intensive care. A few moments later, Elizabeth was sick. A stream of bright red blood flew onto her hospital blankets and pooled between her knees. Doctors and nurses came running towards her and merged together as her vision blurred and her head felt fuzzy and light-headed.

She was vaguely conscious of everything happening around her, but the next thing Elizabeth really remembered was the horrible, claustrophobic feel of the smooth camera tube going down her throat. She gagged and tried to pull it out, but someone held her hands and she was too weak anyway. She could feel a cold drip running through her cannula and saw two bags of blood hanging above her head. ‘Ulcer,’ she heard them mutter, ‘just on the greater curvature. I’m not sure I’ve ever seen one bleeding that much before’. ‘Inject it?’ Another voice, this one younger. ‘Yes, and zap it too I think.’ Elizabeth felt a funny feeling deep inside, just beneath her rib cage and then a sharp, intense pain. She tried to cry out, but couldn’t because of the tube in her throat. ‘That’s got it, I think,’ the first voice again and she felt the tube slide quickly up her throat. She coughed and coughed as it came out and took great gasps of air.

A few hours later and she was back in intensive care with her family around her. ‘It was an ulcer,’ one of the young, boyish doctors was explaining, ‘sometimes when people are really unwell all the stress causes them to develop and they can bleed, like yours did.’ ‘Can’t you stop them?’ John asked, squeezing Elizabeth’s contracted hand. She felt too weak and sore to say anything. ‘We were trying. We give you a medicine every day to try and protect the stomach, but despite that sometimes, if people have been really unwell, it’s just not enough.’ John and Elizabeth looked at each other. Each knew they were both thinking the same thing. She was so lucky to be here, so lucky, and the battle had really only just begun, but they would fight it, all the way, and she would get better.

Prognosis

Patients confirmed to have a gastric ulcer require a repeat OGD in six to eight weeks to reassess the ulcer, check for healing and to repeat biopsies and cytology to exclude the diagnosis of gastric carcinoma. This is performed even if the patient is asymptomatic with initial treatment.

The annual recurrence rate is now as low as 2% since the introduction of H. pylori eradication therapy.

Inflammatory bowel disease (IBD)

The term IBD encompasses two chronic disease processes: ulcerative colitis (UC) and Crohn’s disease (CD) which will be considered separately.

Ulcerative colitis (UC)

Epidemiology

Primarily a disease of the developed world, affecting 70 per 100,000 people are affected with an incidence of 10 per 100,000 per year. Most people present between the ages of 20 and 40 years.

Females are affected more than males and the incidence is higher in the white population, in particular Ashkenazi Jews. In Europe northern populations are affected more frequently than those in the south.

Aetiology

The aetiology remains unclear, but is thought to result from an abnormal pro-inflammatory response of the body to food products or bacteria which are present within the bowel lumen, which is determined by both genetic and environmental factors.

A family history is present in around 25–40% and an association has been demonstrated with particular HLA-DRB1 alleles, whilst other environmental factors that have been implicated include infection, abnormalities in the immune response, defective mucous production and psychosocial factors.

Interestingly cigarette smoking has a protective role but there is some mild evidence to suggest that NSAID use may increase the risk of developing, or exacerbate the severity of, IBD.

Pathophysiology

UC starts in the rectum and spreads proximally. Initially the mucosa becomes inflamed and oedematous. As the disease progresses granuloma formation, bleeding, pus production and eventually ulceration of the epithelial layer is seen. Healing is by mucosal granulation, resulting in the formation of pseudopolyps.

• Distal disease (left-sided colitis, proctitis or proctosigmoiditis) – 60% of patients

• Left-sided colitis (up to the splenic flexure) – 40% of patients

• Extensive colitis (up to hepatic flexure) and pancolitis – 20% of patients

Microscopic features:

• Crypt abscesses

• Mucosal oedema

• Continuous disease

• Dysplastic epithelial changes if longstanding

Macroscopic features:

• Confluent, superficial inflammation

• Pseudopolyps

• Shortened, narrowed ‘hosepipe colon’

History/examination

• Bloody diarrhoea

• Colicky abdominal pain, urgency, tenesmus (procto-sigmoiditis or extensive colitis)

• Constipation and rectal bleeding (proctitis)

• Malaise, fever, weight loss

• Symptoms of extra-intestinal disease: joint, cutaneous or eye manifestations

The disease follows a chronic, relapsing-remitting course with precipitants for relapse including stress, infection, antibiotic therapy and drug use eg NSAIDs.

Investigations

Blood tests:

• FBC: anaemia and increased WBC

• Inflammatory markers: raised ESR and CRP

• Biochemistry: low albumin

• Cross-match

Imaging:

• Erect CXR if perforation suspected

• AXR shows dilatation of large bowel loops, toxic megacolon, mucosal oedema, and proximal faecal loading in proctitis

Sigmoidoscopy/colonoscopy:

• Inflammation of the colonic mucosa, oedema, ulceration, active bleeding and pseudopolyps.

• Colonoscopy should never be performed in acute flare-ups as there is a significant risk of perforation due to the friable nature of the mucosa. It can help to define the extent of disease and differentiate UC from Crohn’s disease as well as screen for any evidence of dysplasia.

Histology:

• Biopsy confirms diagnosis and determines the extent of disease

Other:

• Stool MC&S to exclude infective diarrhoea

Management of acute flares

• A to E assessment and resuscitation

• Assess severity using Truelove and Witt’s criteria

• Consider emergency surgery

• NBM with IV fluids

• Consider thromboprophylaxis

• Decompression of toxic megacolon and antibiotics if perforation

Pharmacological therapy

1. Corticosteroids:
i) Topical (enema, foam or suppository) or IV

ii) Usually orally for four weeks in mild relapse; orally for four to six weeks in moderate relapse and IV for five days then orally in severe relapse

iii) Judicious use due to side effects (diabetes, hypertension, osteoporosis, myopathy, hypokalaemia, cataracts etc) – avoid long-term use and monitor appropriately for side effects


2. 5 -Aminosalicylates (Mesalazine or Sulphasalazine):
i) First-line therapy in inducing and maintaining remission in mild/moderate disease, reducing relapse from 80% to 20%

ii) Orally/enema/suppository. Slow release preparations eg Asacol and Pentasa

iii) Side effects: rash, headache, acid reflux, diarrhoea, blood dyscrasias


3. Azathiprine:
i) Oral immunosuppressive that acts as a steroid-sparing agent

ii) Side effects: nausea, headache, bone marrow suppression, hepatitis (monitor LFTs)


4. Ciclosporin:
i) Oral immunosuppressive used in severe UC or if no response to initial treatment. Helps reduce need for urgent surgical intervention

ii) Side effects: electrolyte disturbances, renal dysfunction, hypertension, seizures, opportunistic infection (monitor levels)



5. Infliximab:
i) Monoclonal antibody against TNF

ii) Rescue therapy for acute severe colitis or refractory disease

iii) Only recommended in cases where ciclosporin is contraindicated



Urgent surgical intervention

• Indications: colonic perforation, massive haemorrhage, toxic megacolon, failure of medical therapy

• Procedures: total colectomy with end ileostomy; proctocolectomy with ileo-rectal anastomosis; proctocolectomy with ileao-anal pouch formation




	
	Mild
	Moderate
	Severe



	Stool frequency
	<4 daily
	4–6 daily
	>6 daily



	Blood in stool
	Small amounts
	More blood
	Visible blood



	Anaemia
	No
	No
	Yes



	Heart rate
	<90
	<90
	>90



	Fever
	No
	No
	>37.8



	Inflammatory markers
	normal
	normal
	ESR >30





Note. For severe disease, one or more features of systemic upset must be present.

Table 3.5: NICE definitions of disease severity (based on Truelove and Witt criteria)

Management of chronic disease

The aim of treatment is induction and maintenance of remission:

• Education of patient and family

• Provision of information about patient support groups eg National Association for Colitis and Crohn’s disease

• Dietician referral – may need iron and nutritional supplementation

• Referral to clinical psychologist

• Long-term follow-up with gastroenterology

Pharmacological therapy:

• Topical or oral aminosalicylates

• Steroid-sparing agents if aminosalicylates not tolerated or effective

Surgical therapy:

• Indications: disease not controlled by maximal medical therapy; development of carcinoma (or prophylaxis); prevention of adverse effects on childhood growth

• Procedures: as for acute disease

Up to 30% of patients may ultimately require surgical intervention as part of the management for their UC.

Gastrointestinal complications

• Haemorrhage: either chronic, minimal loss, resulting in microcytic anaemia or massive haemorrhage requiring emergency intervention.

• Toxic megacolon: haemodynamically, rapidly deteriorating patient with AXR revealing: lack of faecal shadows, mucosal thickening, dilated loops of colon (>6 cm); urgent surgical intervention required.

• Pouchitis: in patients who have undergone surgery resulting in formation of an ileo-anal pouch. Infection can be managed with metronidazole and ciprofloxacin.

• Carcinoma: increased risk of developing colorectal carcinoma. Greater risk in patients with duration of disease, recurrent relapses and co-existing primary sclerosing cholangitis. Colonoscopic screening recommended from ten years following onset of symptoms.

Extra-intestinal manifestations/complications

• General: weight loss, lethargy, growth retardation

• Haematological: increased risk of venous and arterial thrombosis

• Eyes: episcleritis and uveitis

• Hepatobiliary: fatty changes in the ti, primary sclerosing cholangitis and cholangiocarcinoma

• Skin: erythemanodosum, pyodermagangrenosum

• Musculoskeletal: arthritis (peripheral and axial) with an identical picture to ankylosing spondylitis and sacroiliitis.
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