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Introduction The Scottish government “Living and Dying Well”
action plan aims to ensure that end of life care needs are recognised
in all care settings. This study aims to examine end of life care for
Upper GI cancer patients, diagnosed within the geographically
diverse region that comprises NHS Highland. Following diagnosis,
do we get patients home, and do they die at home?
Methods E-Case Cancer Audit, Cancer Waiting Times Submissions,
General Register Office Death and Cancer Registry databases were
searched using ICD10 codes for upper GI cancer (ICD10 C15eC17
and C22eC25) for years 2005e2010. Place of death for patients
diagnosed within NHS Highland was identified and recorded as one
of: home, hospital, hospice or “other institution”. This data were
then compared with Scottish national data for all cancers, compiled
and published by Information Services Division, Scotland.
Results 978 patients were diagnosed with upper GI cancer in the
study period. Place of death was not known in 298 patients and
these were therefore excluded from further analysis. Of the
remaining 680 patients 237 (34.9%) died at home, 295 (43.4%) died
in hospital, 96 (14.1%) died in hospice and 49 (7.2%) died in another
institution. Of 75 522 cancer deaths in Scotland between 2004 and
2008 24.3% died at home, 51.9% died in hospital, 17.6% died in
hospice and 6.2% died in another institution. Using c2 testing with
Yates’ correction, differences between NHS Highland and national
data show highly significant differences in both “at home” and “in
hospital” deaths (p<0.0001).
Conclusion Despite government initiatives, over half of cancer
patients in Scotland still die in hospital and just under a quarter die
at home. In our study group fewer patients die in hospital and
moredover one thirdddie at home. Despite the challenges of
geography and transport links in the north of Scotland, the ability to
deliver complex care and end of life planning for patients with
Upper GI cancer is not adversely affected.
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Introduction Sustainable endoscopy services could improve
management of upper gastrointestinal malignancy and haemor-
rhage, both common in Malawi. Since 2008 we have committed to
improving endoscopy training through an International Health Link
(IHL) partnership with Malawi. We aimed to (1) develop a
sustainable training “hub” with locally-trained Trainers in Blantyre

(2) develop locally-relevant training courses, (3) extend training
support to regional hospital “spokes”.
Methods We partnered in five training visits to Malawi, funded by
the Tropical Health Education Trust and the British Society of
Gastroenterology. We ran 14 courses (Basic Skills, Skills Enhance-
ment, Training the Gastroscopy Trainers (TGT) and Endoscopy
Nurses) involving 52 delegate-training-episodes (29 local doctors, 12
clinical officers (COs), three expatriate doctors, eight nurses).
Outcomes were monitored by JAG-format DOPS and course eval-
uations. Progress over time towards the three aims was assessed.
Results Aim 1) Training models and audit, reporting and assessment
tools were introduced in Blantyre. The mean number of delegate-
episodes increased from 6.3 during the first four visits, to 20 during
the last two visits. During the first four visits the local faculty was
four expatriate doctors and one CO, increasing to seven local
doctors, five COs, two nurses and one expatriate doctor during the
last two visits. In the first four visits, 16/21 delegate-episodes
involved only skills learning and 5/21 (24%) were as mentored or
local faculty, while in the last two visits, 25/40 involved only skills
learning and 15/40 (38%) were as mentored or local faculty. In 2011
we ran and evaluated the first TGT within Malawi. Aim 2) We
developed a Basic Skills in Gastroscopy course appropriate to local
circumstances, which was delivered, evaluated and modified over
each visit, and ultimately delivered by two locally-trained Trainers.
Aim 3) The delegates’ region of origin for the first four visits was 18/
19 from Blantyre, and for the last two visits was 15/40 Blantyre, 13/
40 Lilongwe, 7/40 Zomba, 3/40 Mzuzu and 2/40 Zambia. The origin
of UK external faculty increased from 1 to 3 sites, and two new IHLs
were established with Lilongwe and Zomba.
Conclusion IHL partnerships represent a sustainable means of
improving GI endoscopy training. Modified JAG-format courses,
assessments and evaluations were useful even in a resource-limited
setting. A hub-and-spoke model helped to support other regions.
Future training priorities include training in therapy and further
development of local trainers. Local reporting tools should allow
audit of outcomes across regions.
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Introduction Dyspepsia is a very common symptom world wide.
Unless managed effectively it can burden endoscopy services and
create high treatment costs. Management algorithms are widely
used in developed countries but have not been validated in sub-
Saharan Africa. In Malawi, Helicobacter pylori (HP) infection rates are
high, endoscopy facilities are scarce and proton pump inhibitors
(PPIs) expensive. In addition the region has extremely high rates of
oesophageal cancer and HIV. The incidence of gastric cancer is not
known. These conditions make dyspepsia management particularly
challenging. Queen Elizabeth Central Hospital (QECH) in Blantyre
is Malawi’s tertiary hospital, and provides endoscopy services for a
large part of the Southern Region.
Methods A prospective audit of all patients presenting routinely to
the outpatient department or endoscopy unit at QECH with
dyspeptic symptoms over a 4-week period between August and
September 2010. Patients were interviewed and health records and
prescriptions reviewed.
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Results 105 patients with dyspepsia were identified; 55 already
listed for endoscopy. 143 prescriptions for HP eradication were
reviewed; 95% of these did not conform to a recognised regimen.
Most errors were in dosing or duration but 38% used a H2 receptor
antagonist instead of a PPI and 31% included only one antibiotic.
The 55 patients undergoing gastroscopy had all received prior HP
eradication therapy. Mean symptom duration was 33.8 months. The
clinical diagnosis matched endoscopic findings in only 18%. 9% were
found to have peptic ulcer disease and “gastritis” was recorded for
35%. There was one gastric cancer and 10 oesophageal cancers.
Seven of these 11 patients had dysphagia and malignancy had been
suspected; 4/11 malignancies were not suspected. Only 5.5% of
endoscopies were normal.
Conclusion Empirical management of dyspepsia in Malawi is poor.
HP eradication therapy is given frequently but almost always
incorrectly. This is likely to promote antibiotic resistance and make
subsequent HP eradication more difficult. Referral criteria for
endoscopy are not clear, yet the yield of serious pathology is
surprisingly high. The low rate of normal endoscopic findings
contrasts with UK practice but may be explained by over-diagnosis
of “gastritis”. In light of this audit, guidelines on dyspepsia
management were developed and implemented. They emphasise
correct medical management in young dyspeptic patients without
alarm symptoms and urgent referral for gastroscopy if malignancy is
suspected at any age. Urease testing has been piloted. The impact of
these changes will be assessed later this year.
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Introduction Acute alcohol withdrawal (AAW) is an increasingly
frequent cause for hospital admission in the UK. NICE guidance
(2010) recommends the use of a symptom triggered regimen (STR)
rather than a fixed-dose regimen of benzodiazepines for the
management of AAW. The aim of this study is to observe the effects
of the introduction of a STR protocol as part of the introduction of a
specialist Alcohol Liaison Team (ALT) in a large teaching hospital
trust.
Methods Data were collected prospectively on all patients admitted
for management of AAW during two 3-month periods; before and
after the introduction of a symptom triggered regimen. The Clinical
institute for Withdrawal Assessment for alcohol scale (CIWA-Ar)
was used to assess AAW objectively. The introduction of the STR
was overseen by an ALT consisting of a specialist nurse and a
consultant at both hospital sites in the trust.
Results In the initial period, 102 patients were managed using a
fixed-dose regime. Median length of stay (LoS) was 4.0 days (IQR
2e6 days). Median total chlordiazepoxide dose was 260 mg (IQR
120e490 mg). After introduction of STR, 119 patients were
included. Median length of stay was 3.0 days (IQR 1.5-5.0 days).
Median total chlordiazepoxide dose was 200 mg (IQR 55e450 mg).
Age, gender and comorbidities in the before and after groups were
comparable. The reduction in length of stay and total chlordiazep-
oxide dosage following introduction of the STR protocol were
statistically significant (p<0.001).

Conclusion Introduction of a STR protocol for management of acute
alcohol withdrawal was associated with a reduction in the length of
stay and total benzodiazepine dose required. A specialist ALT
facilitated the introduction of the STR at two hospital sites in a
large teaching hospital trust. The reduction in length of stay alone
could contribute to potential cost savings to the trust of around
£280 000 per annum. This justifies the presence of an alcohol liaison
team in the trust and supports the recommendations of the NICE
guidelines.
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Introduction Alcohol-related medical admissions rise by 10% every
year at The Hillingdon Hospitals NHS Foundation Trust, frequently
readmitting patients to the medical wards. We sought to work
collaboratively, crossing traditional boundaries between different
care providers, to improve the quality of care provided to patients
admitted with alcohol-related problems.
Methods Acute and community care providers worked with the
Collaboration for Leadership in Applied Health Research and Care
(CLAHRC) for Northwest London to identify and overcome barriers
to care and communication for patients with alcohol-related
admissions to the medical wards at a District General Hospital. We
employed a Psychologist with appropriate addiction and alcohol
expertise as an Alcohol Specialist Practitioner (ASP). The role of the
ASP was to: (1) educate, empower and support staff to better
identify patients with alcohol problems deliver; (2) perform a
comprehensive psychological assessment; (3) deliver psychological
interventions; (4) encourage patient engagement with community
alcohol services when assessed as appropriate; (5) measure outcomes
as a result of service implementation. 103 medical inpatients (76
male; 27 female) were referred to the new inpatient service between
1 August 2011 and 31 December 2011. We compared the rate of
engagement with alcohol services of the cohort referred to the ASP,
to a cohort of 41 patients admitted to the Gastroenterology ward in
2010 with an alcohol-related admission, formally referred to alcohol
services on discharge, by the Ward Manager. We studied the 30-day
readmission rates between patients who did and did not engage
with psychological interventions/community services. The
Student’s t-test was used for statistical analysis between groups.
Results 7 of the 103 patients referred to the service subsequently
died as an inpatient, a further seven were abstinent at the time of
referral. Analysis was performed on data from the remaining 89
patients. 69.5% of patients referred to the inpatient service engaged
with the ASP and/or community alcohol services. This compares to
an engagement rate of 15% with community alcohol services before
the appointment of the ASP, (p 63% of those that declined the
assessment/intervention of the ASP were readmitted within
30 days, significantly more than intervention group (p
Conclusion Employment of a Psychologist as an ASP on the medical
wards significantly improved the subsequent engagement of
patients with community alcohol services. Patients engaged with
community alcohol services had a significantly lower rate of alcohol-
related readmissions, compared to those who did not engage.
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