
healthcare assistants (HCA) to perform LSMs. The aim of this
review was to assess the impact of this change on the quality of
LSM as measured by success rate and failed scans.
Methods A transient elastography service delivered by trained
specialist liver nurses was set up in our hospital in May 2010. In
July 2013, 3 HCAs were trained to carry out LSM using a Fibro-
scan®. The HCAs were initially trained by the manufacturers of
the Fibroscan® unit (Echosens Europe) and then underwent a
period of formally observed training with formative and summa-
tive work place based assessments. After competency was ascer-
tained, the HCAs were independently allowed to carry out
LSMs. A retrospective review of all LSM reports from January
2013 to December 2013 was carried out and success rate of the
tests were recorded. Any repeat requests due to failure were also
recorded.
Results A total of 876 LSM were performed during the review
period. 542 LSMs were performed by trained nurses and 334 by
trained HCAs. There was no statistically significant difference in
the mean success rate between nurses (96% SD 11.9%) and
HCAs (96.4% SD 11.7%) (p = 0.699, 2 sample T Test) nor the
proportion of LSMs with 100% success rates between the two
groups (78.4 vs. 82.3% p = 0.151, Fisher’s exact test). Further-
more, there were no statistical differences in any central measure
of the observed interquartile ranges of the reported LSM
between the 2 groups (p = 0.255). No LSM was repeated when
performed by HCA for reasons of failure.
Conclusion LSM using a Fibroscan® can be accurately per-
formed by appropriately trained HCAs. The introduction of this
change in practice has allowed a reduction in waiting time for
LSM to within 2 weeks without affecting the quality of the serv-
ice and allowed a more efficient use of resources. A high quality
transient elastography service can be delivered by HCAs.
Disclosure of Interest None Declared.
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Introduction The Cancer Access or ‘Red-Flag’ referral pathway
was introduced to facilitate appropriate referral between primary
and secondary care for cases of suspected cancer. Despite this,
many cases of upper and lower gastrointestinal (GI) cancer are
diagnosed through ‘routine’ referral grading, emergency presen-
tations, and in the case of colorectal cancers, the bowel cancer
screening (BCS) programme. The purpose of this study was to
assess the original referral pathway for patients diagnosed with
gastrointestinal cancer within our Health Trust and the effects, if
any, on patient outcomes.
Methods We looked at a random sample of clinical notes of 107
patients diagnosed with a GI cancer between April 2011 and
December 2012 within our trust (56 patients with lower and 51
patients with upper GI cancer) to determine referral source and
grade, whether red-flag criteria were positive, staging and out-
comes, whether curative or palliative.
Results 58 patients (54%) diagnosed with upper or lower GI can-
cer had been referred to the Trust via GP (with 22% seen initially
at clinic and 32% at direct access endoscopy), 5 patients (5%) had
been referred to clinic by another physician, 28 patients (26%)
attended through casualty, 10 patients were diagnosed through the
BCS programme (9%), 5 oesophageal cancers (5%) through

Barrett’s surveillance, and 1 colorectal cancer (1%) through polyp
surveillance. All 27 lower GI cancer patients initially referred by
their GP had ‘red-flag’ symptoms, but only 12 (44%) were
referred with an initial ‘red-flag’ grade; similarly, all 31 upper GI
cancer patients initially referred by GP had ‘red-flag’ symptoms,
but only 15 patients (48%) were initially referred as ‘red-flag’. Of
the 51 upper GI cancer patients, 20 underwent curative treatment;
11 such patients were referred from GP (5 of which were origi-
nally referred as ‘red-flag’), 3 from another physician, 5 from Bar-
rett’s surveillance and 1 casualty self-presenter. Of the 56 lower GI
cancer patients, 33 underwent curative treatment – 17 referred
from GP (only 7 originally referred as ‘red-flag’), 6 casualty self-
presenters, and all 10 BCS patients (all Dukes’ A-B). Of the 54 pal-
liative cases of either upper or lower GI cancer, only 15 of the 30
patients referred by their GP were referred through the ‘red-flag’
pathway.
Conclusion All patients diagnosed with a GI cancer that were
originally referred from primary care had evidence to satisfy
‘red-flag’ referral, although less than half of these were referred
through the ‘red-flag’ pathway. This study highlights the need
for ongoing education and reinforcement of the ‘red-flag’ refer-
ral criteria.
Disclosure of Interest None Declared.

PTH-043 OUR EXPERIENCE OF A PHARMACIST LED
IMMUNOMODULATOR (IMD) CLINIC: A NOVEL SERVICE
IN A DISTRICT GENERAL HOSPITAL
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S Riyaz. Gastroenterology, Barnsley District General Hospital, Barnsley, UK
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Introduction Increasing numbers of patients are being treated
with immunomodulators (IMD) for inflammatory bowel disease
(IBD) and autoimmune hepatitis (AIH). This needs intensive
monitoring and impacts by increasing clinic waiting times. After
approval from the Quality and Safety Board of the Trust, a phar-
macist led IMD clinic was established in 2012 to manage
patients initiated on IMD for initial monitoring and dose titra-
tion with a view to reduced clinic visits.
Methods Patients were referred to the pharmacist led clinic by
the gastroenterologists and IBD nurse specialist for commencing
and monitoring of IMD after initial counselling. Screening blood
tests including the TPMT assay were checked prior to commenc-
ing the IMD as per agreed protocol. The pharmacist issued pre-
scriptions and patients were given blood forms for weekly tests
for the initial two months, fortnightly for the next two months
and three monthly thereafter. Results were monitored by the
pharmacist and patients were offered a choice of telephone or
email consultations with the pharmacist for subsequent appoint-
ments. The pharmacist had easy access to advice from the clini-
cian in the event of adverse effects. After initial stabilisation
patients were referred back to the GP or the referring clinician
for follow up.
Results 81 patients were referred to the pharmacist led IMD clinic
between October 2012–2013 [(50F); Median age 44 (range 19–
76)]. Indications for treatment were IBD (n = 73) [ulcerative coli-
tis (n = 33), Crohn’s (n = 40)] and AIH (n = 8). Twenty seven
patients (33.3%) experienced side effects between weeks 2 to 6 of
initiation of treatment. These were nausea or vomiting 16% (n =
13), skin rash 1% (n = 1), fatigue 1% (n = 1),myalgia 1% (n = 1),
intolerance 1% (n = 1) and stomach cramps 1% (n = 1). Abnor-
mal blood tests were noted in 23.4% (n = 19) patients. These
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were abnormal liver tests [predominantly transaminitis] (n = 11);
myelosupression (n = 6). Six patients were admitted to hospital
[myelosuppression n = 2, pancreatitis n = 1, unrelated to IMD n
= 3]. Management of adverse events included changing to an
alternative agent (n = 13), dose adjustment (n = 12) and discon-
tinuation of IMD (n = 10).
Conclusion A pharmacist-led clinic is a safe alternative to con-
ventional gastroenterology clinics for monitoring of patients on
IMD. Adverse events were picked up early and adequately acted
upon. There was a high level of patient compliance and reduced
number of clinic visits; the average numbers of clinic visits saved
were 10 per patient.
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Das J, Hospital Pharmacist. January 2008
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PTH-044 A SINGLE-CENTRE PILOT STUDY EXAMINING INTERNET
USE FOR HEALTH RELATED INFORMATION AMONG
PATIENTS WITH INFLAMMATORY BOWEL DISEASE

K Greveson*, T Shepherd, M Hamilton, CD Murray. Centre for Gastroenterology, Royal
Free London NHS Foundation Trust, London, UK

10.1136/gutjnl-2014-307263.490

Introduction The internet offers a wealth of information for
patients with chronic disease, facilitating education and shared
decision making; however, this can often be unregulated and inac-
curate.1 Inflammatory bowel disease (IBD) patients use of the
internet has been investigated2 but no studies have examined
whether internet use alters with disease activity or influences
patients decisions regarding health. We evaluated patients internet
use for health-related information (HRI), including factors influ-
encing website choice and whether this information influences
decisions regarding healthcare or changes with disease severity.
Methods A prospective, pilot survey of 170 consecutive patients
attending the IBD clinic over a one month period in November
2013. The anonymous questionnaire included demographic
information on age, gender, education level, diagnosis and dis-
ease activity. There were also questions regarding use of the
internet for HRI, determinants of website quality and influences
of information found on the internet on decisions affecting their
health.
Results A total of 136 IBD patients completed the questionnaire
(80% response rate), 60 [44%] male, age 18–85 years [median
age 37 years] 67 [49%] had CD; 84 [62%] reported a flare of
symptoms in the preceding 6 months. 126 (93%) use the inter-
net, 110 (81%) of which access HRI information via the inter-
net. 94% of patients were educated to completion of high
school or above and level of education did not affect internet
use. Using NHS direct (46%), Crohn’s and colitis UK (40%) and
IBD forums (29%), patients searched for general health (77;
57%); IBD specific (63; 46%) and medication (47; 35%) infor-
mation. 45 (33%) stated that information found on the internet
would influence their choice of medication, irrespective of a
flare within the last 6 months. 71% (96) felt confident that they
could obtain factual information on the internet, although when
determining website quality, overall appearance and position in
search engines and whether the site was non-commercial were
ranked least important and IBD-specific sites from a reputable
source most important.
Conclusion In our study, internet use is shown to be a major
source of disease –specific information and can affect patients’

decision making. Internet usage and type of information sought
do not alter with disease activity, suggesting that information is
equally useful to all patients with IBD.
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PTH-045 INTEGRATED ALCOHOL AND HEPATOLOGY MDT:
REDUCING ALCOHOL-RELATED HOSPITAL ADMISSION
AND ATTENDANCE

K Mannix*, K Patterson, L Richardson, S puravady, L Owens, P Richardson. Hepatology,
Royal Liverpool and Broadgreen University Hospital Trust, Liverpool, UK
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Introduction In 2010 a joint position paper on behalf of British
Society of Gastroenterology, the Alcohol Health Alliance UK,
and the British Association for Study of the Liver highlighted
that the most deprived lifestyle groups have up-to 15 times
greater alcoholspecific mortality and up to 10 times greater alco-
holspecific admissions to hospital. It therefore recommended
that each acute hospital should develop a multidisciplinary
approach to the care and management of people attending or
admitted to hospital with an alcohol-related cause.1

Methods We conducted a notes review of all patients attending or
admitted to the hospital on more than 6 occasions in the previous
6 months. We also complied 3 in-depth case studies of our most
frequent attenders. We investigated the reason for admission
including medical and social confounders. We then looked at the
range and number of medical and social disciplines involved in
their care, discharge planning and aftercare. We spoke to our
patients about why they had chosen to attend hospital and what
they felt could be provided as an alternative. We developed an
electronic early warning system to inform the Alcohol Team when
a patient was admitted. This triggered referral to our integrated
alcohol and hepatology consultant led MDT
Results Our investigations showed that the majority of patients
had a range of support including key workers from a variety of
voluntary agencies, housing agencies, GP’s, primary care alcohol
specialist nurses, social workers, homeless outreach, and special-
ist medical consultants from psychiatry to hepatology. However,
much of this work was happening in isolation and was at times
conflicting with no one organisation or professionals supporting
or mapping out the patients journey. Importantl, y, the patients
were unclear where to go for what, and were often utilising the
ED as a failsafe when they were unsure or troubled. The MDT
is a vehicle to ensure that the patient gets the right treatment at
the right time by the right person; which has helped our patients
better understand their care pathways and their aims. This has
resulted in a significant reduction in hospital attendance and
admission for this small but significant patient group.
Conclusion An MDT for alcohol-related admissions augments
and centralises the expertise of health and social care partners in
the development of truly patient centred shared plans of care. This
leads to hospital admission only when appropriate and necessary
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