
Introduction BSG guidelines provide clear recommendations for
the investigation and management of iron deficiency anaemia
(IDA). The algorithm lends itself to a ‘one stop’ new patient
clinic in secondary care with further follow-up in primary care.
We set up a dedicated IDA clinic aiming to streamline patients’
management and reduce unnecessary follow-up visits.
Methods A ‘one stop’ IDA clinic was set up and run by a single
gastroenterologist from November 2013. Data was collected
prospectively for the first 60 patients referred with IDA (Group
A). Patients without confirmed IDA (10, [17%]) were analysed
separately. A second group of proven IDA referrals seen in unse-
lected gastroenterology clinics in 2011 was identified (Group B).
Rates of clinic follow up were recorded and the two groups
compared. Additional data collected included demographics, hae-
moglobin, MCV, ferritin and other iron indices (Fe/TIBC) as
well as radiology and endoscopy reports. Iron deficiency was
defined as isolated microcytosis and/or low ferritin.
Results Fifty patients fulfilled diagnostic criteria for IDA in
group A (35 female, median age 69.0, range 35–91). Group B
comprised 50 IDA patients (28 female, median age 72.0, range
38–83). All patients in Group A were seen by a single, UKconsul-
tant compared to 80% seen by consultants in Group B.

Four patients were diagnosed with colorectal cancers in group
A. Two patients were diagnosed with oesophago-gastric tumours
and 4 with colorectal cancers in group B. One new diagnosis of
coeliac disease was made in each group. Group A contained five
females with gynaecological pathology responsible for IDA (1
advanced cervical cancer and 4 menorrhagia).

Despite confirmation of IDA with a low ferritin, 11 (22%) in
Group A and 6 (12%) in Group B had undergone additional
serum iron/TIBC measurements before referral. Only 3/17
(18%) iron studies were congruent with the ferritin result.

Significantly more patients in Group A (94%) were dis-
charged back to primary care after their initial consultation and
investigations compared to Group B (26%, p < 0.0001).
Conclusion A specialist IDA clinic leads to appropriate discharge
to primary care virtually eliminating secondary care follow up.
Clinical assessment allows identification of a significant propor-
tion of non-IDA referrals requiring alternative management.
Measurement of serum iron/TIBC should be discouraged.
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Introduction Parenteral iron has been used increasingly over the
last decade to treat specific patient groups with iron deficiency
(ID) anaemia. There is, however, limited evidence of safety and
efficacy in all patients with ID, particularly those with underly-
ing malignancy or inflammation.
Methods Data from all outpatients receiving iv iron isomaltoside
(Monofer) for confirmed ID between 1st April and 31st Decem-
ber 2012 at our UK District General Hospital was analysed,
regardless of underlying diagnosis or comorbidity. Patients
received their infusions under the care of Gastroenterology on
our Medical Investigations Unit, a 7-day nurse led unit that
works extended hours and is located within the main hospital.

ID was defined by ferritin <24 mcg/l, transferrin saturation
index (TSAT) <15% or a blood film compatible with ID. Anae-
mia was defined as a low haemoglobin concentration (Hb) (men
<130 g/l, women <115 g/l). Data was collected for each
patients first treatment within the study period only, albeit 1 or
2 infusions. The dose of parenteral iron was at the discretion of
the referring Consultant. All patients had post infusion bloods,
75 (88%) within 4 weeks. Data on the cause of ID and signifi-
cant comorbidity was collected.
Results 85 patients received monofer infusions for confirmed ID
over the study period, with 80 of these having ID anaemia.
Referrals were from a range of medical, surgical and oncological
specialities. 55 patients (65%) were female and the age range
was 18–92 years (median 73 years). Baseline bloods (median and
interquartile range (IQR)) were Hb 90 g/l (80–99), Mean Cell
Volume 81 fl (72–88), Mean Cell Haemoglobin 24.8 pg (22.2–
28.0), ferritin 15mcg (9–24) and TSAT 9% (5–15).

Most patients had extensive comorbidity; 29(34%) had active
malignancy and 44(77%) of those without malignancy had active
inflammation. The median iron dose was 14.6 mg/kg (IQR
11.2–17.5). No significant adverse reactions occurred and all
patients received the full infusion.

Post infusion bloods demonstrated a median increase in Hb
of 23 g/l (Figure 1) with 52% having a Hb increase of >20 g/l.
The Hb rise was significantly higher in individuals with a lower
baseline Hb; regression slope of baseline against change in Hb =
-5.9 Hb, p < 0.0001.
Conclusion Treatment of ID anaemia with parenteral iron is safe
and effective in all patients including those with cancer or active
inflammation. A rapid rise in Hb within 4 weeks is seen in many
patients particularly where the baseline Hb is low.
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Introduction Although nasogastric feeding will continue to be the
preferred method of assisted nutrition, after oral intake, better

.
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understanding of the risks associated with pulmonary misplace-
ment and how to improve delivery of service is required. It is well
known that feeding through a pulmonary placed NGT can lead to
serious harm or mortality. The National Patient Safety Agency
(NPSA) issued guidelines in 2011 to try to reduce reported cases
of feeding into the lungs. However,it is unknown whether the
introduction of an NG tube into the lungs,in itself can introduce
infection.
Methods We conducted two snapshot audits at a tertiary centre
between 2012–2013. Between these audits, organised training of
nursing and core medical trainees was conducted. Audits involved
spot-checks on 34 wards, assessing notes of all patients with NGTs
in situ that day. These were then compared to NPSA guidelines.

We also did a retrospective study on the outcome of cases
with pulmonary misplaced tubes, between 2012–2013. To iden-
tify these, chest X-ray reports were searched. Patient mortality
and cases that later developed sepsis or chest infection were cal-
culated. They were then compared to a group of controls that
did have correctly placed NGTs.
Results The number of patients with NG tubes in situ were 38
and 46 in 2012 and 2013 respectively. None of these had cases
of pulmonary misplacement. After the training that staff received
there was a remarkable improvement in guideline adherence in
2013. Documentation of insertion increased by 46% (p <
0.001), and length of NGT recording increased by 53.9% (p <
0.001). pH checks being the first line confirmation of position,
rather than X-ray, increased by 33.8% (p = 0.002). In the 18
patients that had pH checks in 2013, 7 patients did not require
a second line Xray to check position.

From the radiology search there were 27 patients that did
have pulmonary misplacement out of a total of 1332 (2.03%).
For mortality RR = 1.33 (95% CI: 0.8424 – 2.1077, P =
0.2199). For development of infection the RR = 1.94 which
was statistically significant (95% CI: 1.1362 – 3.3207, P =
0.0152). Direct logistic regression was performed on patient age
to assess the impact on the likelihood of developing disease.
However, this was not found to be statistically significant.
Conclusion It appears that training of both nursing and medical
staff can have a huge benefit in increasing adherence to guid-
ance. This study suggests that patients are nearly twice as likely
to develop chest infection or sepsis after pulmonary misplace-
ment of their NGT. Although other factors such as age have
been shown to have little affect on this outcome, factors such as
patient morbidity before misplacement could not be assessed.
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Introduction Living and Dying Well: a national action plan for pal-
liative and end of life care for Scotland calls for the identification,
assessment, monitoring and care planning for palliative patients, irre-
spective of diagnosis or location. The primary aim of this project
was to audit the assessment, care planning and recording of palliative
status in the Gastroenterology Department in Aberdeen.
Methods Patients who died of chronic liver disease between July
2011 and May 2012 were identified using a retrospective notes
review approach. A data capture sheet was devised in consulta-
tion with Senior Medical staff from the Gastroenterology and
Palliative Medicine Departments.

Results Twenty patients were identified. The audit standard of
90% was met in the following: dying recognised and recorded
in the medical notes; dying recognised and recorded in the nurs-
ing notes; DNACPR in place; record of discussion with the fam-
ily and agreed plan with family; anticipatory prescribing. The
90% standard was not met for medication review, discontinuing
unnecessary medication or non-essential monitoring/ interven-
tions. None of the prognostic tools examined (MELD, Child
Pugh, MI, GAHS) showed high sensitivity for recognising poor
prognosis in this patient group. Almost all the patients who died
in the acute sector had been admitted as unscheduled emergen-
cies. None had any evidence of pre-admission advance care
planning.
Conclusion This audit demonstrated a high standard of end-of-
life care in the GI unit despite the difficulties identified in prog-
nosticating in this patient group. There is a need to further
explore whether advance care planning is possible and practica-
ble for patients with chronic liver disease.

REFERENCE
Scottish Government Living and Dying Well: A National Audit Plan for Palliative and
End-of-Life Care in Scotland The Scottish Government Edinburgh September 2008
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Introduction The prevalence of Barrett’s oesophagus (BO) is
increasing and surveillance of this population is a growing bur-
den for endoscopy units.1 Guidelines exist to facilitate quality
surveillance but are poorly adhered to.2 We evaluated previous
endoscopy (OGD) and histology reports of patients due to
undergo BO surveillance in 2014 at a UK district general hospi-
tal. By using the 2013 BSG guidelines we decided if sufficient
data were available to discharge patients or increase their surveil-
lance interval.3

Methods The endoscopy department provided a list of all adult
patients booked for BO surveillance in 2014. Electronic reports
were used to find the length of BO, presence/absence of intesti-
nal metaplasia (IM), adherence to the Prague CandM criteria
and compliance with the Seattle biopsy protocol (4 biopsies
every 2 cm). A Consultant pathologist clarified any uncertain his-
tology reports. Outcomes after reviewing the cases were: ‘dis-
charged from surveillance’, ‘delayed OGD’ or ‘no change to date
of OGD’. No patients with long segment BO(>3 cm) had their
endoscopies delayed. Finally hypothetical outcomes were calcu-
lated assuming all previous OGD’s were compliant with BSG
standards. Data were entered into an Excel spreadsheet and sim-
ple statistics used to analyse findings.
Results 125 patients were due BO surveillance in 2014. 96 male
(77%), average age 64 years (range 34–84). 76 (61%) endoscopy
reports were compliant with Prague CandM criteria. 33 (26%)
reports were compliant with the Seattle biopsy protocol, whilst
92 (74%) were not. In 110 (88%) cases no change was made to
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