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Throughout 2013, we are really focusing on service excellence 
as we aim to ofer truly consistent ive-star service to all our 
customers.

The results of our latest patient survey, prepared by an independent company, are 
extremely encouraging. 100 per cent of patients surveyed said they would recommend the 
Hospital – rating their overall care as excellent or very good. 

Meanwhile, the overall nursing satisfaction score was 98.9 per cent, with 80 per cent 
rating it excellent.

I am also delighted to report that the Hospital will continue to be the home of the UK’s 
Olympic track and ield athletes for another four years. 

UK Athletics, now known as British Athletics, have agreed a new four-year contract to 
keep us as their London medical HQ. Some of the eventual winners in the 2012 Olympic 
squad were treated at the Hospital – and we look forward to helping to keep them in top 
form ready for the next Olympic Games in Rio.

Meanwhile, the London Spine Unit has now relocated to a state-of-the-art facility  
on the third loor of the main Hospital. We will have an oicial opening of the Unit  
in September.

We have also completed the expansion of our private walk-in urgent care centre, 
Casualty First, adding an extra consultation room and almost doubling the number of staf 
to keep up with demand. Since opening in September 2011, we have now treated nearly 
20,000 patients, including 6,000 children, and numbers continue to rise. Our Casualty First 
consultants are always delighted to ofer you any support they can with your patients.

Our Hot Topics Symposium in March was attended by more than 200 GPs and you can 
now book a place at our Annual Symposium in October (see page 18 for full details).

All the Hospital’s work helps us to continue to fund the vital work of our on-site 
Hospice, St John’s. The introduction of our palliative care ambulance is making a big 
diference to patients, allowing them swift transfers in and out of the Hospice without 
delays. Please turn to pages 8 and 9 for full details of all the services the Hospice ofers 
for free to the community. 

Thank you for your continued support of the Charity. Have a wonderful summer.

   DAVID MARSHALL  CHIEF EXECUTIVE

Dear All,

Welcome to the Summer 
Edition of GPi magazine
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PaTieNT edUCaTioN
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Casualty First

O
ur urgent care centre, Casualty First, has recently been 
expanded to keep up with demand. Eighteen months 
since inception and with nearly 20,000 patients already 

treated, the centre now boasts a third consulting room which 
has been created by converting part of the main Hospital 
reception area. Due to its phenomenal success we have also 
recruited more full-time staff which enables us to keep waiting 
time to a minimum.

Patients can be reassured they are being treated in a fully 
equipped private hospital with the advantages of instantly 
available on-site imaging, theatres, pharmacy, testing, 
physiotherapy and access to our inpatient wards if admissions 
are required.

We pride ourselves by investing in the latest modern 
diagnostic equipment and technology, including brand new 
256-slice CT and 3T MRI scanners.

The centre operates seven days a week and uniquely treats 
children from the age of one. This is a walk-in service able to 
deal with minor injuries, accidents and illnesses, listed opposite.

Tel  020 7432 8300  www.casualtyirst.co.uk

CASUALTY FIRST BUILDS
ON SUCCESS l Sports injuries

l Fractures, soft-tissue injuries,   
     sprains and strains
l Wounds, wound closure and   
     burns
l Cuts and grazes
l Ear, nose and throat conditions
l Gynaecological conditions
l General medical conditions
l Respiratory and chest complaints
l Stomach, bowel and bladder   
     problems
l Eye conditions
l Ear consultation and ear 
     syringing
l Flu vaccines
l Travel vaccinations and advice
l And many more on a walk-in
     basis
     
     
   

The team of Casualty First has contributed immensely to its success and treated nearly 20,000 patients since opening 



eXCiTiNG deVeLoPMeNTs
iN CARDIAC CT

DR ANDREW R. WRIGHT
MA  FRCP  FRCR

Consultant radiologist  

Contact 0207 806 4030

our state-of-the-art
256-slice Philips Brilliance 
iCT can “freeze cardiac 
motion”, allowing expert 
examination of the heart 
and arteries

Fig 2a CAC scan slice showing no  
evidence of coronary calcium.

Fig 2b Patient with heavy calciication 
in the LAD coronary artery.

C
ardiac CT has been available 
for a number of years but came 
to prominence recently with 

the development of ultra-high-end  
CT scanners which can virtually 
‘freeze’ cardiac motion. 

The Hospital of  St John and  
St Elizabeth has acquired one 
of these new CT machines, the 
256-slice Philips Brilliance iCT, with 
the intention of further developing 
our cardiac imaging service. 

This is one of the very few CT 
scanners recommended for cardiac 
CT by NICE, and it can image 
the heart and coronary arteries 
in a matter of seconds with low 
radiation dose (Figure 1). It also gives 
outstanding images of the cardiac 
chambers and valves as well as 
allowing assessment of grafts, stents 
and even cardiac wall motion. Our 
scanning room is equipped with a 
state-of-the-art ambient lighting 
system which reduces stress and 
optimises the patient experience 
(Figure 1).

Cardiac CT can be divided 
broadly into two categories: the 
non-contrast calcium-scoring studies 
(CAC); and the more advanced 
contrast-enhanced studies (CTCA).

In general practice, CAC studies 
are well suited for reining risk of 
coronary artery disease (CAD) in 
patients with stable chest pain 
or asymptomatic patients with 
other risk factors or concerns. A 
negative CAC study gives a very high 
probability that there is no signiicant 
CAD (although it does not exclude it 
completely). 

Where coronary calcium is 
discovered, it is possible to proceed 
to the contrast CTCA to deine the 
extent of disease (Figure 2).

For the contrast studies, where 
more detailed assessment is 
required, there is ample literature 
showing good correlation between 
CTCA and conventional coronary 
angiography for coronary disease 
and, in particular, CTCA has a very 
high negative predictive value, 
which means that if the CTCA reveals 
normal coronary arteries, signiicant 
coronary artery disease is extremely 
unlikely (Figure 3).

The NICE chest pain guidelines 
(2010) underscore the use of cardiac 
CT in the management of patients 
with stable chest pain. 

The commonest referral 
indications are:

l Atypical chest pain or chest 
pain with low to intermediate 
pre-test probability – the high 
negative predictive value of CT 
is important here
l Typical chest pain but 
negative or equivocal ETT
l Typical chest pain with 
positive ETT but patient not 
willing to undergo invasive 
catheter angiography
l Suspected anomalous 
coronary artery
l Asymptomatic patients 
at high risk (although 
controversial, this may provide 
further reassurance for patients) 

FoR CTCA (wITh                             
InTRAvenous ConTRAsT) 

COrONAry ASSESSmENT
WHErE mOrE DETAILED            

ASSESSmENT IS INDICATED

l Symptomatic patients with 
stable chest pain, in accordance 
with NICE guidelines, to conirm 
or exclude atheroma.  If positive, 
can proceed to CTCA at same 
sitting
l Asymptomatic patients for 
cardiovascular risk stratiication 
(ideally should have risk factors)

FoR CT CAlCIum sCoRInG 
(non-ConTRAsT)

4
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Cardiac

l Assessment of bypass 
grafts either after failure to 
identify all grafts on invasive 
cath or sometimes as an initial 
assessment
l Prior to re-do procedures, to 
assess anatomical relations and 
proximity of structures deep to 
the sternum, as well as other 
features (graft patency, native 
coronaries, etc)

GRAFTs AnD Re-oPeRATIon 
AssessmenT

3c) Diseased rCA with multiple 
non-calciied plaques.
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3a) rendered image of heart 
showing the LAD and circumlex 
coronary arteries. 

3b) Curved-plane reformatted 
image of normal right coronary 
artery (rCA). 

Technical advances mean that 
prospective gating (previously only 
suitable for calcium scoring) can now 
be used for contrast-enhanced CTCA 
in suitable patients. The radiation 
dose for CTCA performed in this 
way is very low, ranging from <1-4 
mSv, which compares favourably 
with conventional catheter coronary 
angiography. Further dose reduction 
is to be expected in the future 
due to improvements in detector 
technology and reconstruction 
algorithms, and the use of low kV 
techniques. radiation dose will 
cease to be a signiicant concern in 
cardiac CT, and this will hasten its 
more widespread acceptance in the 
medical community. Generally, this 
is a modality undergoing signiicant 
expansion as its advantages become 
more widely accepted and known.

Our cardiac CT studies are reported 
by radiologists with Level III 
accreditation with the British 
Society of Cardiac Imaging/Society 
of Cardiac Computed Tomography. 
This is the highest level of expertise 
currently recognised for cardiac CT 
reporting. For further information, 
please contact: andrew.wright@
imperial.ac.uk.

l Stent evaluation if no good 
history of angina

l Pulmonary vein studies 
(evaluation of cardiac anatomy)

l Functional assessment 
(particularly where mrI is 
contraindicated)

l Valve morphology and 
function

l Left (and right) ventricular 
function – ejection fraction and 
regional wall motion assessment

oTheR InDICATIons



6

While many acute injuries and 
some foot and ankle conditions 
evidently require a specialist 
referral, others are less clear-cut. 
Mr Martin klinke, consultant 
orthopaedic surgeon of the 
London foot and ankle Centre, 
gives a concise guide to when 
to refer, what to look for and 
commonly missed problems. 

WHEN TO 
rEFEr TO AN 
OrTHOPAEDIC 
SPECIALIST

The sprained ankle that won’t heal. When is a lat foot a problem 
foot? How long should you wait for heel pain to go away?

The ‘ankle sprain’ that won’t heal
Ankle sprains account for about 10 per cent of A&E 
attendances and while the majority will heal with rest 
(and sometimes physiotherapy), a significant number will 
not. Up to 40 per cent of patients will be symptomatic six 
months after their injury.

refer
The sprained ankle which does not 
heal steadily within two months of 
the injury taking place.

Bear in mind
l Standard X-rays will not show 
damage to the articular surface 
of the talus, lateral ligament 
insuiciency, tendon injury or 
synovial impingement.
l Even if the patient can walk, this 
does not exclude the possibility of 
a fracture. The Jones fracture of the 
5th metatarsal occurs on the top of 
the foot, often with an ankle sprain, 
but is often missed.
l If there is swelling in the foot, 
rather than ankle, with bruising 
on the sole of foot, promptly refer. 
This strongly indicates a Lisfranc 
ligament injury or fracture, which is 
a signiicant injury.

Arthritis
referral to a specialist 
for surgery is often 
considered only at an 
advanced stage. But 
earlier referral is very 
beneficial because  
much can be done  
before major surgery.

refer
As soon as the patient is in pain 
and/or experiences reduced 
function. 

Bear in mind
l Orthotics prescribed by a podiatrist can alleviate 
symptoms considerably.
l Arthroscopy is a very good treatment option for 
clearing scar tissue and removing arthritic spurs, 
but many patients are referred too late for this to be 
considered.
l Early referral for patients with rheumatoid arthritis 
is essential; feet in this patient group are often 
under-treated.
l New generation ankle replacements now provide 
a reliable alternative to fusion for many patients.

CELEBRATING 10 YEARS OF  LONDON      FOOW
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KNOW THE
SPOrT, SPOT
THE INJUry

A guide for GPs to sports injuries and the 
risks posed by different sporting activities

New Year’s resolution 
enthusiast

All age groups, sometimes with poor baseline 
itness levels. The main risk factor for this 
group derives from sudden increased activity 
without adequate preparation or technique.

risks
Stress fractures are the main problem when there is 
a sudden increase in activity. These ‘hairline’ fractures 
are caused by a series of loading and unloading 
cycles that weaken the bone, precipitating a break. 

Bear in mind
l Indications of a likely stress fracture are pain which 
persists for more than 72 hours, swelling which  
persists for more than 24 hours.

The weekend warrior

Commonly aged 30-60, combining 
professional jobs with intense endurance 
training at the weekend. main risk is over-
use injuries; they are reluctant to rest and 
very likely to keep training despite pain.

risks
This group will commonly run 20 to 40 miles each 
week, so there is a major risk of tendon over-use injury 
(tendinopathy). Achilles tendinopathy and plantar 
fasciitis are very common problems for this group.

Bear in mind
l Tendinopathy is degenerative, not inlammatory, 
so is unlikely to respond to anti-inlammatory 
medication. Specialist extracorporeal shockwave 
therapy is now established as an efective treatment.

The ball sports player

Fitness will vary but enthusiasm 
usually abounds. The main risk 
comes from the twisting, turning and 
sometimes jumping involved in ball 
sports, plus the potential for collisions.

risks
Two injuries commonly afecting this group 
are Jones fracture of the ifth metatarsal – the 
bone that runs along the outer side of the 
foot – and navicular fracture on the top of 
the midfoot. Ankle sprains are also extremely 
common.

Bear in mind
l Jones and navicular fractures are often 
missed because patients can normally still 
walk. But without proper treatment, both can 
lead to severe and chronic pain. Sometimes a 
patient will have a sprained ankle combined 
with a Jones fracture. Commonly the focus is 
on the obvious ankle sprain while the more 
serious fracture is missed. Repeated ankle 
sprains suggest underlying ankle instability 
which must be addressed.

CONTACT: Tel: 020 7078 3800

www.londonfootandanklecentre.co.uk

NDON      FOOT AND ANKLE CENTRE
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HOW ST JOHN’S CAN 
HELP YOUR PATIENTS

Hospice
Focus on 
the work of 
St John’s Hospice

We are very proud of our Hospice. st John’s ofers ultimate care for patients 
and their families with irst-class nursing and consultants - without charge. 

if you need to discuss a patient, feel free to call at any time.
We have a dedicated referral number, 07736 444222. if you would like us to visit your 

surgery to introduce the service or provide teaching or an education event, we are 
more than happy to do so.

Our Hospice rooms are both comfortable and welcoming 

Dr Chris Farnham 

MB BS, BSc, FRCP

Dr Farnham has been the 

medical Director at the Hospice 

for seven years and is also a 

consultant in Palliative Care. He 

leads a team of doctors, nurses 

and carers who look after the 

patients in the Hospice. 

Dr Samantha 

Jayasekera MBBS, 

MRCGP, DCH

Dr Jayasekera 

specialises in palliative 

care and is a consultant 

at the Hospice. She has 

been with the Hospice 

for more than a year. 

Dr Anna Gorringe is currently the registrar and has been with the Hospice since October 2012. Having qualiied in 

2006, she is on course to become a consultant in palliative care in two years. 

Dr rhiannon Will is on six-month rotation training at the Hospice having qualiied in 2009. She is specialising as a 

general practitioner.

Dr Libby yates is on four-month rotation training having qualiied in 2011. She will start her specialist training in 

anaesthetics in August. 
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We have 19 beds in a very pleasant unit. Patients are referred for 
symptom control, end-of life-care and respite. Patients can be 
admitted 24 hours a day, 365 days a year.  They can be referred simply 
by calling the referral number on  020 7806 4065. Generally, patients 
stay for about 10 days to enable their symptoms to be sorted out and 
have their discharge package arranged.

InPATIenT

our Community specialist Palliative Care nurses will assess patients 
in their own homes, together with our occupational therapist, 
physiotherapist and social workers. They will liaise with you to  
make sure that patients and their families receive the best palliative 
care available.

CommunITY

Here, patients can be assessed by a nurse or doctor to help manage 
their symptoms. our ambulatory Clinic can also ofer bisphosphonate 
and blood products. Patients can access a variety of alternative 
therapies to augment their medical treatment.

DAY unIT

st John’s ofers a service 
whereby carers trained by the 
Hospice will support patients 
and their families in being 
able to stay and receive 
excellent care at home, if 
that is the place where they 
choose to be cared for.

hosPICe@home

all of the services 
are supported by 
two consultants 
and the junior 
doctors of st John’s

John’s Hospice
O F  S T  J O H N  &  S T  E L I Z A B E T H

T H E  H O S P I C E  O F  T H E  C H A R I T A B L E  H O S P I T A L  

OUR AMBULANCE IS AVAILABLE FOR ALL HOSPICE PATIENTS

Hospice@Home 
accepts referrals 
seven days a week, 
with a nurse  
co-ordinator available 
to take the referral 
and arrange for care. 
The service can be 
contacted daily on 
020 7806 4027 or by 
fax to 020 7806 4041

W

dedicated referral number, 07736 444222.
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rONALD A. mILLEr  
mS FrCS FrGS
CONSULTANT UrOLOGICAL 
SUrGEON

how should the clinician 

recognise this common 

cause of loin pain?

I
t usually occurs in oice workers 
and is related to poor posture 
when using computers. It can be 

related to old trauma.
When this is suspected the 

clinician should locate the twelfth 
rib with the patient lying on their 
side with the afected loin directed 
uppermost. Having located the tip 
of the twelfth rib by palpation, an 
area of exquisite tenderness can 
be located just below the tip of the 
twelfth rib with one single inger.

This will immediately bring on 
a sharp bout of pain that is often 
experienced anteriorly in the right 
hypochondrium. It is important 
to exclude renal pathology, (MSU/
haematuria, ultrasound, plain 
abdominal X-ray/stones). 

Having identiied the subcostal 
nerve as the culprit, the clinician 
can once again locate the subcostal 
nerve and, using a blue or green 
needle depending on patient 
size, place an injection of local 
anaesthetic and steroids 2cm 
below the rib at the point of 
maximal tenderness. The patient 
will experience an ‘electric shock’ 
sensation as the needle hits the 
nerve. I use Marcaine 0.5% 10mL 

with Hydrocortisone acetate  
50mg-75mg. Depo-Medrone is a 
suitable alternative.

Within 10 minutes the pain 
should cease. Tests of lateral lexion 
will conirm the diagnosis and 
the eicacy of the block. In my 
experience 60 per cent of patients 
respond to one or two blocks at two-
monthly intervals. I generally will not 
do more than four treatments.

DEALING WITH 
TWELFTH rIB 
SyNDrOmE

Following injection the patient 
can expect to have no pain for a 
period of six to 24 hours. At that 
stage the pain will return as the  
local anaesthetic wears of and 
hopefully will gradually reduce over 
the next seven to 14 days as the 
steroid takes efect.

I have not experienced any 
serious complications while placing 
these blocks. 

CONTACT
londonurology@hje.org.uk

(0)20 7432 8297     www.londonurology.org.uk

As a consultant 
urologist with 30 
years’ experience,      
I have come 
to realise that 
urological pain 
syndromes are very 
poorly dealt with 
in clinical practice, 
yet they frequently 
present in general 
practice. Twelfth rib 
Syndrome is one of 
these.

 LONDON UROLOGY EMPLOYS THE FINEST CONSULTANTS   IN THEIR FIELD 
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Urology

l Loin pain, which can be  
     continuous, intermittent,  
     unilateral or bilateral.    
     Worse on lateral lexion  
     and in bed

l Single inger pressure  
     on the subcostal region  
     of the twelfth nerve will  
     precipitate and mimic  
     the pain that the patient  
     experiences

l Total relief of the pain 
     by local anaesthetic   
     blockage of the twelfth  
     subcostal nerve

The FeATuRes oF 
TwelFTh RIb 

sYnDRome ARe:

S   IN THEIR FIELD 

mr LEyE AJAyI
Qualiications: mBBS, mD, FrCS, 
FrCS (Urol)

Expertise: Adult urology, rapid access, one-
stop haematuria and prostate assessment, 
laser surgery for prostate and stone 
disease, lithotripsy and andrology

mr rONALD mILLEr
Qualiications: mS, FrCS

Expertise: General urology, prostatic 
disorders, urinary tract infections, 
urological tumours and stones

mr SImON CHOONG
Qualiications: mBBS, FrCS (Eng), 
FrCSEd, mS, FrCS (Urol)

Expertise: Practices general urology, 
specialises in kidney stones, lithotripsy, 
prostate and bladder diseases, urinary tract 
infections and haematuria (blood in urine)

mr JErEmy OCKrIm
Qualiications: mD, BSc(Hon), FrCS(Urol)

Expertise: Female and reconstructive 
urology and urinary incontinence, UTI, 
pelvic organ prolapse, pelvic and bladder 
pain syndromes, functional urology and 
urodynamics. Investigation of haematuria 
(blood in the urine), prostate assessment, 
investigation and fast-track testing. 
Benign prostate surgery including TURP 
scrotal surgery, circumcision, vasectomy, 
hydrocoele and varicocoele repair

mr DAVID J. rALPH
Qualiications: BSc, mS, FrCS (Urol)

Expertise: Erectile dysfunction and male 
infertility, genital reconstruction, general 
urology, vasectomy reversal, penile 
implants and peyronies

ouR 
leADInG

ConsulTAnTs

London Urology ofers ultimate 

standards of care to patients. 

our highly skilled group of 

urologists all work at london 

teaching hospitals and are all 

leading specialists in their ield.

appointments are ofered to 

patients within 24 hours and 

we have clinics available every 

day of the week. We are always 

happy to arrange last-minute 

appointments and have a 24-

hour on-call emergency service.
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alWyn R D’Souza FRCS(oTo), FRCS(oRl-HnS)
ConSulTAnT EnT SuRgEon

The discharging ear is a frequent presentation in Primary Care and treatment can be challenging. 
There are multiple causes, ranging from otitis externa and acute suppurative otitis media (ASoM) 
to chronic suppurative otitis media (CSoM). Successful management of these patients depends 
upon an accurate assessment of the ear which is hindered by debris and pus in the ear canal 
obscuring the tympanic membrane. An accurate history, examination and, if possible, careful aural 
toilet can aid diagnosis and subsequent treatment.

This article aims to assist Primary Care in diagnosis and management and suggests guidelines 
for referral to EnT services.

diseases of THe eXTerNaL 
aUdiTorY CaNaL (eac):

1. otitis externa (oe)
2. furuncle of the ear canal
3. Malignant (necrotising) otitis externa
4. trauma to the eac
5. tumours of the eac
6. foreign body in the ear canal (fB)

Diseases affectinG the 
MiDDle ear (Me):

1. acute suppurative otitis media (asoM)
2. active chronic suppurative otitis media   
    (csoM), with or without cholesteatoma
3. speciic otitis media: e.g. tB, syphilis
4. tumours – benign and malignant

Difuse otitis externa
otitis externa is an inlammatory or infective condition 
afecting the skin of the eac, which can be acute or chronic. 
common causes are trauma from using cotton buds, hearing 
aids, scratching or water exposure, hence the term ‘swimmer’s 
ear’. Predisposing conditions include eczema or psoriasis.
symptoms and signs include deafness, crusting of the skin, 
itching, otorrhoea, otalgia (especially on manipulation of 
the ear), erythema of the skin with debris and peri-auricular 
lymphadenopathy. causative bacteria include Pseudomonas 
aeruginosa, staphylococcus aureus and Proteus. fungal 
infection (otomycosis) can occur, usually as a secondary 
infection caused by repeated treatment with oral antibiotics.
initial treatment is usually with antibiotic/steroid ear drops. 
the ear should be kept dry in all cases and swimming should 
be discouraged. adequate analgesia should be instituted.
if the pain doesn’t resolve in four to ive days, ent referral is 
advised for microsuction and treatment with topical antibiotic 
steroid drops. in severe obstructive cases, a wick impregnated 
with the appropriate topical treatment should be inserted 
carefully in the canal and left for one to three days. the patient 
will need further follow-up for wick removal and further 
microsuction if required.

squamous cell carcinoma, malignant 
melanoma and sarcoma may arise 
in the eac and are associated with 
chronic discharge, which can be 
easily mistaken for oe in the early 
stages. the diagnosis is made after 
performing a biopsy for histological 
studies.

Bleeding in the absence of 
signiicant trauma is an ominous sign, 
and referral is mandatory.

Diseases of the eac

furuncle of the ear canal
this is localised infection of a hair follicle which is treated with 
systemic antibiotic in the inlammatory phase and incision and 
drainage in the abscess phase.

this is a severe infection usually in association with diabetics or immune-suppressed patients and should be 
suspected in those who do not respond to standard treatment. it is characterised by bony erosion and cranial 
neuropathy. investigation starts by taking an ear swab for microbiology, histology and ct scan of the skull 
base and isotope bone scan. the treatment is long-term use of topical and systemic antibiotics and surgical 
debridement may be required. it is potentially fatal.

referral to secondary or tertiary care is essential in cases of oe, in high-risk groups, when resolution is not 
evident in seven to ten days.

Malignant (necrotising) otitis externa

tumours of the eac

   DISCHARgIng EAR              
      In PRIMARy CARE
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otitis media is an infection of the mucosa of the middle ear cleft 
and usually occurs in children following an urti. the commonest 
pathogens are streptococcus pneumoniae, haemophilus inluenzae 
and Moraxella catarrhalis. the classic features are severe otalgia, 
pyrexia, hearing loss and eventually perforation of the tympanic 
membrane causing purulent discharge, but relief from pain. clinically 
the tympanic membrane looks dull, hyperaemic and later on bulging 
prior to perforation. treatment includes analgesia and oral antibiotics, 
mainly amoxycillin, and advice to keep the ear dry and avoid 
swimming for two weeks.

referral is advised in case of recurrent acute otitis media (more 
than three episodes in six months or four episodes in 12 months) 
myringotomy and insertion of short-term ventilating tubes 
(grommets) may be indicated.

acute suppurative otitis media 
(asoM)

csoM can be subdivided into inactive and active. the symptoms 
include discharge, deafness, dizziness, tinnitus, facial weakness 
and occasionally cns complaints. long-term discharge through 
a perforated eardrum or secondary to cholesteatoma (keratin in 
the middle ear cleft) may damage the structures of the middle 
ear. it is accepted practice to treat the actively infected ear with 
aminoglycoside or ciproloxacin drops, or an alternative, for a  
two-week period even in the presence of tympanic membrane 
perforation. there is no strong evidence to support the routine 
administration of systemic antibiotics.

if, after the treatment, there has been no response or if the 
diagnosis is clearly csoM, the patient should be referred to ent.

active chronic suppurative otitis 
media (csoM)

suMMary

              AND ITS MAnAgEMEnT     
csoM: Deep canal

polyp extruding 
through the 
perforation

csoM – active 
infection

normal ear canal and tM

otitis externa – Difuse

fungal otitis externa

Malignant otitis externa

a discharging ear is usually due to aoe, asoM or csoM, but one should 
always be aware of rarer causes in non-responsive patients. aoe and 
asoM are typiied by pain but this is assuaged in asoM
when the discharge starts. By contrast, csoM is rarely painful.

the treatment for a discharging ear is initially antibiotic eardrops for 
two weeks but failure to respond should precipitate an early ent referral 
rather than overprescribing and causing a fungal infection.

high-risk groups should be referred early to avoid life-threatening 
complications.

ConTACT

(0)20 7806 4060     info@hje.org.uk



TIPS In
DERMATology

Dermatology can be tricky.  Here are some tips 
that you might ind helpful when trying  to 
sort out patients with skin problems.

Dermatology

beware of the one-sided skin problem
Most skin conditions that are endogenous are symmetrical. So if you 
have atopic eczema or psoriasis you tend to get lesions distributed in a 
symmetrical fashion on the body.  If something is unilateral think, ‘Could this 
be an infection or a cancer or is there something external that is causing it’.

Bilateral psoriatic plaques on  
the knees

A single 
isolated scaley  
itchy lesion 
with a raised 
edge is likely 
to be due to a 
fungal infection

A non-itchy lesion may be 
Bowen’s disease

One-sided blistering may 
be due to Herpes Simplex 
or Zoster or due to the 
application of something 
externally on the arm.  
Note the blistering streaks 
caused by the irritant 
contact dermatitis due to a 
caustic liquid

Itchy 
weals and 
redness that 
disappear 
within hours 
leaving no 
mark are 
urticaria

Red bumpy symmetrical 
lexural rashes which persist 
and weep are usually 
eczematous.

Itchy bumps that come 
and stay and leave marks 
and form ‘lines’ may be insect 
bites. There is an epidemic 
of bedbugs in London at 
present.

l Ask your patients to bring in their 
creams. This has several advantages.
1. You can check how much they 
are using and ask them to show 
you where they are applying their 
creams. More than 40 per cent of 
eczema patients don’t use their 
creams and this could be one 
reason why they are not getting 
better. Also you can be alerted to 
possible topical steroid-induced 
atrophy if they are putting potent 
topical steroids in ‘danger’ areas 
such as the face or lexures.
2. Patients often get hold of creams 
that can make things worse. They 
buy them from markets, of the 
internet and borrow creams from 
others. So a fungal infection that is 
getting worse might be because 
a patient is using a potent topical 
steroid on it. 

Bilateral 
blistering with 
itching of both 
hands is likely 
to be due to 
pompholyx 
eczema 
or bullous 
pemphigoid
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Consultant Dermatologist 

S
kin cancer is the most common 
type of cancer in the UK, and its 
incidence is rising rapidly. More 
than 100,000 new cases are 

diagnosed every year, and they have 
more than quadrupled in the past  
30 years. The most common type 
of skin cancer, basal cell carcinoma, 
has risen by 80 per cent in the past 
decade. Prevention is the key, and this 
comes with sun awareness. 

Despite these facts, there is a 
startling lack of knowledge among the 
general public, and misconceptions 
about the dangers of the sunburn 
and skin cancer are common. There is 
a high level of confusion, particularly 
in younger people, regarding sun 
protection and the real dangers 
presented by gaining a ‘healthy’ tan.

A huge misconception is the 
commonly held belief that a 
base tan helps to protect against 
sunburn. In fact, a base tan is a 
sign of UV damage to the skin and 
provides very minimal protection. 
Men in particular are three times 
more likely than women to 
incorrectly think that a tan forms a 
defence from the sun’s rays. 

Worryingly, half of Britons think 
that their skin is darker than it 
actually is. These people are likely to 
spend longer in the sun than is safe 
for their actual skin type. Further 
to this, few people know exactly 
what they should be looking for 
in a sunscreen. The ‘sun protection 
factor’ SPF shows the level of 
protection against UVB rays. This 
is diferent to the UVA protection, 
which protects against skin ageing 
and therefore prevents wrinkling. 
It is important to choose a ‘broad 
spectrum’ sunscreen with high SPF 
as well as a high UVA protection. 

A major problem for 
dermatologists is that tanned skin 

Sun AWAREnESS
PATIEnT
EDuCATIon

and E is for evolution of the lesion. 
Two-thirds of cases occur in moles 
that are new, and one-third occur 
in moles that are long-standing. 
Those that are growing, changing 
shape, developing new colours, 
inlamed, bleeding, crusting, red 
around the edges, itchy or behaving 
unusually should be seen by a 
doctor. Barriers to seeing a doctor are 
embarrassment, lack of time, fear of 
wasting the doctor’s time, not liking 
going to the doctor and a fear of 
being diagnosed with skin cancer.

As the statistics and research 
demonstrates, there is still a huge 
need to increase awareness about 
the necessity of sun protection 
and to educate the public about 
the risks of sun exposure, the 
need to protect against it and the 
necessity for self-checking.   

With better prevention 
and early detection methods, 
dermatologists hope to stem 
the current upward trend of skin 
cancer incidence, and help people 
to enjoy the sun safely.

is perceived as more attractive and 
therefore very desirable. Despite 
great advances in fake tanning, 
sunbathing is still the most popular 
way of bronzing – 54 per cent of 
people sunbathe while abroad, 
and 35 per cent sunbathe in the 
UK. The The British Association of 
Dermatologists (BAD) recognises 
that it is hard to ight against fashion 
as well as people’s holiday habits, 
and so is increasing focus on early 
detection, as well as prevention. 

Unfortunately, 80 per cent of 
people either infrequently or never 
check their skin for signs of skin 
cancer. Most people would have no 
idea what they should be looking 
for even if they were to check 
themselves. BAD recommends that 
self-checking be carried out once 
a month. People should look for 
moles or patches of skin that follow 
the ABCDE of change; A is for a 
lesion becoming asymmetrical, B 
is for changes in the border of the 
lesion, C is for changes in colour, 
D is for changes in diameter size 

It is important to choose a ‘broad spectrum’ sunscreen 
with high SPF as well as a high uVA protection 

ConTACT

(0)20 7806 4060     www.londondermatologyunit.co.uk
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LUCI DANIELS
BSC REGISTERED DIETICIAN

FBDA PAEDRA DIHMIS BSC MBDA

DIeTeTICs AT sT John & 
sT elIZAbeTh

the outpatient Dietetic service is available on all weekdays.  
appointments can be made by contacting 020 7806 4060

l Weight management – to treat  
     overweight, obesity and  
     underweight
l eating disorders – including  
    binge eating disorder, bulimia  
    and anorexia nervosa
l Diabetes, impaired glucose  
    tolerance and reactive   
    hypoglycaemia
l oncology – during treatment  
    and cancer prevention
l irritable bowel syndrome
l other gastroenterology   
    disorders – inflammatory bowel  
    disease, diverticulitis, chronic  
    constipation etc
l food allergy and food intolerance
l Pre-operative and post-operative  
    weight loss
l high cholesterol, high blood  
    pressure
l heart health
l renal disease
l liver disease
l anaemia and other nutrition  
    deficiencies
l General healthy eating advice
l Vegetarian and vegan diets

l The dietetic service at St John and St Elizabeth is run 
by registered dietitians. our dietitians are registered 
with the Health Professions Council and are members of 
the British Dietetic Association.
l The dietetic service covers both outpatient and 
inpatient services.
l Registered dietitians translate the science of nutrition 
into everyday information about food. Advice given 
enables people to make informed choices about diet 
and lifestyle.

Dietitians:
4 treat nutrition-related health problems using a range 
of therapeutic diets.
4 help prevent nutrition-related health problems by 
improving individual diets.
4 use the current scientific evidence base as the basis for 
all advice given.
4 are the only nutrition professionals to be regulated by 
law and governed by an ethical code to ensure that they 
always work to the highest standard.

Inpatient services

Many of the inpatients referred 
to the dietetic service are at risk 
of disease-related malnutrition.    
some of these patients live 
locally and appear to be 
struggling to cope at home 
with maintaining their nutrient 
intake. Malnutrition greatly 
affects recovery times and has a 
considerable effect on morbidity 
and mortality.  

it is very important that 
patients at risk of malnutrition 
are identified as early as possible 
and referred for nutrition 
intervention. this may include 
dietary modification, the use of 
oral nutrition supplements and 
offering alternatives to current 
dietary habits. 

Dietary advice can be of value in the following conditions:

outpatient services

Dietetics
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Children usually snore 
due to the presence of 
large tonsils and adenoids 

– adenotonsillar hypertrophy. 
Other causes include macroglossia, 
retrograde mandible and laryngo 
malacia. 

The peak age for adenotonsillar 
hypertrophy is around three years 
old. The tonsils and adenoids are 
lymphoid tissue that are involved 
in the immune response, and 
swell up when they are infected. 
Those children who already have 
adenotonsillar hypertrophy may 
become worse during upper 
respiratory tract infections, and 
those with borderline sleep apneoa 
may develop the true syndrome.

This is when the tonsils and 
adenoids meet in the midline, 
completely blocking the airway 
on inspiration. This causes a fall 
in blood oxygen saturation, with 
arousal from sleep recurrently 
throughout the night, with resultant 
sleep fragmentation and poor-
quality sleep. This leads to loss 
of concentration and daytime 
sleepiness, with poor performance at 
school an inevitable consequence.

The diagnosis is made on the 
history and examination, in which 
large tonsils will be seen, the child 
may have a runny, blocked nose, 
and be mouth breathing due to the 
presence of large adenoids. Glue 
ear may also be present, which will 
further afect performance at school. 
The treatment, if the severity of the 
condition warrants it, is to perform 
the operation of adenotonsillectomy 
under a short general anaesthetic, 
usually as a day case.

Adult snoring and sleep apnoea 
is more complex. Efects range 
from disturbed patient and 
partner sleep to severe obstructive 
sleep apnoea, which can trigger 
nocturnal myocardial infarction. 
Sleep apnoea is a major cause of 
morbidity, from hypertension and 
insulin resistance to loss of mental 

performance, in particular loss of 
memory, concentration, libido and 
increased irritability. As in children, 

the cause is always found in the ENT 
system because snoring and sleep 
apnoea are caused by obstruction 
in the airlow. ENT examination is 
vital and causes to be looked for 
include: fat neck with collar size 
more than 17 inches, large, posterior 
tongue, large tonsils, an elongated 
and thickened soft palate/uvula 
complex, underbite, a blocked nose 
due to septal delections, allergy or 
polyps and, more rarely, tumours in 
the oropharynx.

If obstructive sleep apnoea is 
suspected, the Epworth Sleepiness 
score should be assessed. If it is 
signiicantly elevated, a sleep study 
should be performed. Moderate 
to severe sleep apnoea must be 
treated as it can be life-threatening.

The treatment of this condition 
in adults ranges from weight 
loss and continuous positive 
pressure ventilation to mandibular 
advancement device itting and 
airway unblocking surgery. Close 
co-operation is required between 
ENT surgeons, chest physicians, 
orthodontists and dieticians. ENT 
operations that are particularly 
useful are tonsillectomy, usually laser 
vapourisation, palatoplasty under 
local anaesthetic, again using laser, 
nose unblocking procedures such as 
septoplasty, sinus and polyp surgery, 
and laser turbinoplasty.

A properly treated patient will 
notice a huge improvement in their 
quality of sleep and daytime energy 
levels, the spin-of being that the 
bed partner will also beneit.

DIAgnoSIS AnD TREATMEnT 
oF SnoRIng AnD SlEEP 
                             APnoEA

ConTACT
Tel: 020 7806 4060 

Email: info@hje.org.uk

non-surgical treatments for 
snoring include a proper 
dietary/exercise regime 
designed to reduce fat, 
particularly around the neck, 
where it causes pressure on 
the airway during the muscle 
relaxation phase of deep 
sleep, and causes the airway to 
obstruct. 

Also, a blocked nose caused 
by nasal polyps or rhinitis can 
be treated with combination 
therapy including systemic 
steroids, steroid sprays for 
the nose, antihistamines, 
antileukotrienes and also 
salt water sprays or douches. 
large inlamed tonsils may 
be reduced by a course of 
anti-inlammatory medication. 
antiseptic gargles can also help.

Basic advice such as leaving 
a window open at night to 
reduce stuiness, sleeping on 
your side and focusing on not 
eating or taking cafeine late, 
along with alcohol reduction, 
may also help.

non suRGICAl

TReATmenTs



18

Education
gP EDuCATIon
Earn your cPD credits by joining our education Programme. We run a number of lectures 
throughout the year on a range of topics. all lectures are given by our consultants.

our outreach lectures are open to all gPs in 
london. If you would like one of our  
consultants to give a personalised lecture at a 
time convenient for you, we’re happy to help.
Please contact our Education Team with your 

chosen topic or the consultant you would 
like to hear from and your availability. We’ll 
do the rest. 
Email: 
education@hje.org.uk for more information.

outreach lectures

Time: 7.15-8.15pm (Hot bufet dinner from 6.45pm) 

Wed, September 11  Urology
Wed, September 25  Palliative Care 
Wed, October 2  General Medicine
Wed, October 23  Breast
Wed, November 6  GI & Nutrition
Wed, November 20  ENT

  

 Time: 9am-1pm

 Sat, September 14  Orthopaedics (Foot & Ankle Centre)
 Sat, November 16  Paediatrics

 
 Time: 9am-3pm

 Sat, October 12  10th Annual GP Symposium

education Calendar september–December 2013

How to register:

Email: education@hje.org.uk 

Web: www.hje.org.uk (go to Information for Medical Professionals, then GP Education)

GP SHORT LECTURES

GP SEMINARS

GP SYMPOSIA

Venue: Hospital of St John & St Elizabeth



LONDON 
WELLWOMAN 
CLINIC

bReAsT unIT
Telephone: 020 7266 4272   
Fax: 020 7432 8264
email: breastunit@hje.org.uk

www.thebreastunit.org.uk

Telephone: 020 7806 4060   
Fax: 020 7806 4045
email: info@hje.org.uk

www.theophthalmologyunit.org.uk

ST JOHN & ST ELIZABETH’S SPECIALIST UNITS

l Our proits help support St John’s Hospice, which 
cares for more than 2,000 terminally ill people and 
their families every year for free

sPIne unIT
Tel: 0844 589 2020 
Fax: 0844 589 6060
email: medsec@spineadvance.com

www.londonspineunit.org.uk

sTRoKe unIT
Telephone: 020 7806 4075   
Fax: 020 7806 4003
email: info@hje.org.uk

www.thestrokeunit.org.uk

PAeDIATRIC unIT
Telephone: 020 7078 3831
Fax: 020 7806 4001
email: info@hje.org.uk

www.thepaediatricunit.org.uk

lonDon Knee sPeCIAlIsTs
Telephone: 020 7432 8328  
Fax: 020 7432 8251
email: londonkneespecialists@hje.org.uk

www.londonkneespecialists.co.uk

CARDIAC AnD 
ResPIRAToRY unITs
Telephone: 020 7806 4080
Fax: 020 7806 4081
email: cardiacinvestigations@hje.org.uk
www.thecardiacunit.org.uk
www.therespiratoryunit.org.uk

lonDon uRoloGY 
Telephone: 020 7432 8297
Fax: 020 7806 4008  
email: londonurology@hje.org.uk   

www.londonurology.org.uk

lonDon 
wellwomAn ClInIC
Telephone: 020 7806 4098   
Fax: 020 7806 4001
email: londonwellwomanclinic@hje.org.uk

www.londonwellwomanclinic.co.uk

oPhThAlmoloGY
unIT

lonDon DeRmAToloGY
unIT
Telephone: 020 7806 4060
email: info@hje.org.uk 
www.londondermatologyunit.co.uk

new RAPID ReFeRRAl seRvICe . . .
leT us mAKe IT eAsY . . .

Call our dedicated referral line for urgent 

appointments or personal advice from our 

consultants. We are here to help any time.

Call 07736 223344 or email info@hje.org.uk

Telephone: 020 7078 3800   
Fax: 020 7078 3801
email: enquiries@londonfootandanklecentre.co.uk
www.londonfootandanklecentre.co.uk

lonDon FooT & AnKle CenTRe

shoulDeR unIT
Telephone: 020 7806 4004
Fax: 020 7806 4008
email: shoulderunit@hje.org.uk 

www.shoulderunit.co.uk

hYPeRmobIlITY unIT
Telephone: 020 7806 4010 
Fax: 020 7806 4009
email: info@hje.org.uk
www.thehypermobilityunit.org.uk
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PRIVATE Self-Pay Walk-in Urgent Care Centre

Seven days a week
Monday-friday: 8am-8pm

Weekends: 10am-6pm

 Tel  020 7432 8300  www.casualtyirst.co.uk

l Your local casualty for minor 
    injuries
l Treatment for children from  
    the age of one
l All minor accidents and 
    injuries treated   
l Shortest waiting times: 
    Get seen almost immediately
l All consultations are with   
    doctors
l Instant referrals to hospitals
l Open seven days a week
l Two minutes’ walk from 
    St John’s Wood tube station
l Onsite parking  

20,000 PATIenTs TReATeD sInCe oPenInG
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