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Introduction 

The European Health Innovation Collaborative (EuHIC) brings together current and future 

leaders from medicine, nursing, science, academia and industry to showcase the latest 

developments in technology and healthcare provision. 

EuHIC 2016, held at Imperial College London, covered a broad range of cutting edge 

research and technology. This eBook provides a comprehensive collection of the lectures 

given at EuHIC’s inaugural event, making this a unique sourcebook of educational material 

from distinguished contributors. 

Do use the internal and external hyperlinks to pinpoint the sections you particularly wish to 

access and when quoting from this excellent resource, please use appropriate citation to 

acknowledge the contributors.  

We hope you will find the collection valuable. It was compiled by the EuHIC 2016 team and 

our thanks are due to them: 

Sami Abu Wardeh 

Farzad Heidari 

Allon Hazan 

Sophia Whitman 

Valeria Clausi 

 

 

 

 

  Dr Yvonne Anderson                                     Dr Steven Walker 

 

  Directors of St Gilesmedical  

  EuHIC Sponsors 
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©St Gilesmedical 2016: with kind permission of contributors  3 

 

Table of Contents 

Introduction 1 

The Christie Oncology Symposium                                                                              GO TO PAGE 

Cytoreduction and Heated Intraperitoneal Chemotherapy.  

Mr Malcolm Wilson 
2 

Advances in Radiotherapy.  

Dr David Thomson 
2 

Novel Technologies for Patient Monitoring.  

Mr Omer Aziz 
3 

Enhanced Supportive Care.  

Dr Richard Berman 
4 

Novel Cancer Therapies, Summary and Vision for the Future.  

Dr Mark Saunders 
5 

Diabetes: Too Many Drugs? Too Many Guidelines?                                                 GO TO PAGE 

Introduction.  

Prof Andrew Krentz 
6 

Is There Still a Need for More Diabetes Drugs?  

Dr Claire Stocker 
6 

New Cardioprotective Diabetes Medications – Could Combination Therapy Save 

Even More Lives? Dr Bob Ryder 
6 

Medical Devices                                                                                                             GO TO PAGE 

Biomedical Polymers and Drug Delivery in the Treatment of Cancer.                      

Prof Andrew Lewis 
8 

Optimising colorectal cancer screening: availability of the Epi proColon blood test. 

Prof Yasmin Buchaeckert 
8 

Medical Devices: From Ideas to Innovation to the Future.                                          

Mr John Pike    
8 

Hair Loss and Scalp Cooling: Integration State of Science Into Practice.                  

Prof Annie Young 
9 

Early Breast Cancer Detection with Ultrasound CT.                                                    

Prof Hartmut Gemmecke   
9 

 

 

 



 
 

©St Gilesmedical 2016: with kind permission of contributors  4 

Taking the Pulse of Modern Cardiology                                                                      GO TO PAGE 

Innovations in Cardiac Intervention: Searching for the Magic Bullet.                         

Dr Mamta Buch 
11 

Delivering Innovations in Cardiology: Can We Have It All?                                         

Prof Azfar Zaman 
11 

Advances in Emergency Medicine Across Europe                                                    GO TO PAGE 

Advances In Prehospital And Hospital Trauma Care - What Is The Evidence?                 

Dr Bernd A. Leidel 
13 

Opportunistic Screening In The Emergency Department.  

Dr Patrick Roberts  
13 

Better Management Of Shortness Of Breath.  

Dr Jon Matthews 
14 

Future of A&E Telemedicine.  

Dr Martin Abendroth  
15 

Ultrasound By Emergency Staff: Safety, Training And Patients Benefit?                             

Dr Jon Matthews 
15 

Perspectives In Emergency Medicine Over The Next 5 Years.                                     

Prof Rajan Somasundaram 
15 

Gastroenterology and Hepatology: Overview of new developments       

from St Marks Hospital                                                                                                  GO TO PAGE 

Introduction. 

Dr Max Pitcher 
 

Update On Bowel Cancer Screening And Advances In Colonoscopic Endosurgery.     

Dr Zacharias Tsiamoulos   
16 

Update On Treatment Of Viral Hepatitis.  

Dr Ashley Barnabas  
16 

Assessment And Management Of Malnutrition.  

Dr Simon Gabe  
16 

Update On Inflammatory Bowel Disease.  

Dr Naila Arebi  
17 

The Microbiome And Faecal Microbiota Transplantation.  

Dr Ravi Misra   
18 

  

 

 

 

 



 
 

©St Gilesmedical 2016: with kind permission of contributors  5 

Better Palliative and Supportive Care: Problems and Solutions                             GO TO PAGE 

Dying In Hospital: Who Is Missing The Liverpool Care Pathway?  

Dr Antke Hagena 
19 

Managing Uncertainty.  

Dr Adrian Tookman  
19 

Supporting Staff To Enable Good Care At End Of Life.  

Dr Faye Gishen  
20 

Is There A God And What’s His Position On Palliative Care?  

Tony Kyriakides 
21 

The Future of Medical Journals and Getting Published in the Digital Age             GO TO PAGE 

Research Identification - Finding The Information You Are Looking For And 

Measuring Its Quality. Michael Markie  
22 

Reviewers And Reviewing Issues In Scientific Publishing.  

Dr Maria Hodges  
22 

Ensuring Transparency, Reproducibility And Accreditation In Research.                   

Adrian Aldcroft  
23 

Will Journals Be Replaced By Social Media?  

Dr Anna Sharman 
23 

Panel Discussion: The Future Of Medical Journals And How To Get Data Published 

In A Digital Age? CHAIR Dr. Beatrix Dörr 
24 

Blurring the Boundaries: Innovations and the Changing Face  
of Primary Care                                                                                                               GO TO PAGE 
The Patient Will See You Now: Primary Care in 2030.  

Dr Marion Lynch 
25 

Next Steps in 5 Year Forward View: New Care Models.  

Dr Mo Dewji  
25 

Psychology: The Link Between Disease and Mental Health,  
Prevention and Treatment                                                                                            GO TO PAGE 
Psychology: The Link Between Disease and Mental Health, Prevention and 

Treatment. Dr Esther Murray 
27 

Reconnecting with The World: Designing Interventions to Help People Move 

Forward After Cancer Treatment. Ms Charlotte Potter  
27 

TANDEM: A Psychological Intervention To Improve Psychological and Physical 

Health in Patients with COPD and Anxiety or Depression. Prof Steph Taylor   
28 

 

 

 

 



 
 

©St Gilesmedical 2016: with kind permission of contributors  6 

The Exciting World of Ophthalmology                                                                        GO TO PAGE 

What’s behind the Global Rise in Shortsightedness? Miss Kate Williams  30 

Deep Phenotyping of RPGR-associated Retinopathy in Preparation for Future 

Intervention. Mr James Tee    
31 

Laser Assisted Cataract Surgery.   

Mr Harry Roberts   
31 

The Retina’s Not Just There to Sit and Look Pretty.  

Mr Omar Mahroo   
32 

The Exciting World of Ophthalmology.  

Mr Roger Wong 
32 

Digital Medicine – a Revolution in Healthcare?                                                         GO TO PAGE 

Introduction.  

Prof Ann Blandford 
33 

Big data and personalised medicine.  

Paul Thomas 
33 

Digital health lessons for leaders: finding low-hanging fruit, supporting change and 

avoiding failure. Andrew Beale 
33 

Digital tools for vulnerable people: a handful of experiences.  

Harry Harrold 
34 

Measuring the impact of scientific publications.  

Ben McLeish 
34 

Challenges and future directions in digital medicine.   

Prof Ann Blandford  
34 

Nursing Research and its Application to Improve Patient Outcomes  
Prof Angela Grainger                                                                                                      GO TO PAGE 
What Patients Want from Research and Why Their Involvement   
Matters                                                                                                                            GO TO PAGE 
Introduction: Why Do We Participate in Research and Why Do We Get Involved in 

Research? Richard Stephens  
36 

Impact of Research Participation on Researchers and Patients.                                  

Dr Sophie Staniszewska 
36 

After Caldicott – What Next for Patient Data.  

Chris Carrigan 
36 

 

 

 

 



 
 

©St Gilesmedical 2016: with kind permission of contributors  7 

Is it Ethical to Ask Patients to Participate in Research If They Have Not Been 

Involved in Its Design or Commission? Jim Elliott  
37 

Whose Life Is It Anyway? Patient Involvement in QoL and PROMS 

Dr Sophie Staniszewska 
37 

  

 

 

 

 

 



 
 

©St Gilesmedical 2016: with kind permission of contributors  1 

 

 

 

 

 

 

 

Introduction 

 

Opening speech, Prof Des Johnston 

The EuHIC conference 2016 was opened by Professor Des Johnston, Sub Dean of Education 

at Imperial College London. Prof Johnston welcomed delegates and introduced the venue - 

Imperial College London. He then gave an overview of the faculty of medicine and the 

distinguished history of the university.  

 

President’s welcome, Prof Andrew Krentz 

EuHIC 2016 President Professor Andrew Krentz welcomed delegates and highlighted the rich 

programme of talks for the day ahead and wished delegates an enjoyable and informative 

day.  
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The Christie Oncology Symposium 

 

Introduction: Dr Mark Saunders, Symposium Chair.  

Dr Saunders opened the session by stressing the importance of a multidisciplinary team for 

treating patients with cancer.  

Cytoreduction and Heated Intraperitoneal Chemotherapy, Mr Malcolm Wilson. Slides. 

Mr Wilson outlined the conditions that cytoreduction and heated intraperitoneal 

chemotherapy (HIPEC) can be used to treat, highlighting that peritoneal metastases of 

colorectal origin (PMCR) are not as rare as people believe. Survival after PMCR is very poor 

compared with other metastases. Mr Wilson described cytoreduction and HIPEC, now 

covered under NICE guidance. The technique involves removing all abnormalities, including 

stripping out the lining of the abdomen. Anything not resectable will be subject to 

diathermy and areas at risk also removed, e.g. ovaries. The abdomen and pelvis are then 

perfused with HIPEC using a combination of chemotherapies within a very narrow 

temperature window. The perfusion circuit is created by a special machine that costs 

around £75,000 and requires a specialist team of perfusionists. Almost 1000 HIPEC 

procedures have now been carried out at the Christie, increasing significantly since 2012. A 

high proportion of patients are now having a complete removal of disease thanks to 

cytoreduction and HIPEC.  

Mr Wilson explained that the procedure is not as complex as people believe. The median 

operation time is 8.5 hours and the median hospital stay is 12 days. With the procedure, 

50% of PMCR patients are now surviving longer than five years, compared with 0% surviving 

30 months prior to the procedure. Complications from HIPEC are low but it is a significant 

procedure. Only two units are currently undertaking cytoreduction + HIPEC in the UK and 

more are needed.  

Question from the audience: 

What is the learning curve for the procedure? 

Answer: Mr Wilson estimated that at least 100 procedures are required for training to 

become proficient. More centres are being opened in the UK in which the procedure will be 

carried out.  

Advances in Radiotherapy, Dr David Thomson. Slides 

Dr Thomson explained that radiotherapy for head and neck cancer is an important modality 

but it has significant and prevalent side effects for patients. Radiotherapy is a balance of 

http://www.euhic.com/wilson
http://www.euhic.com/thomson
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attacking the cancer while minimising damage to surrounding structures. Dr Thomson 

described the following innovations that are being implemented in radiotherapy for head 

and neck tumours: 

1. Intensity-modulated radiation therapy (IMRT) delivers precision radiation, increasing the 

dose to cancerous cells and reducing it to normal tissue. A study of IMRT (PARSPORT) 

reported reduced incidence of severe mouth dryness, a significant side effect for patients.  

2. Functional imaging allows targeting of areas more radio-resistant 

3. Adaptive radiotherapy adapts to the dynamic changes in the anatomy of patients and 

therefore increases the precision of the radiotherapy.  

4. Proton beam therapy enables the entire radiation dose to be delivered to the target with a 

minimal exit dose. This is highly valuable in lower dose radiotherapy where protecting the 

normal tissue is a priority, such as in paediatrics. 

Poor radiation targeting, wrong doses, poor planning or gaps in treatment all have a major 

impact on survival of patients. The Christie runs quality assurance rounds to maintain high 

standards. 

Question from the audience: 

Does elderly tissue respond differently to radiotherapy, as they seem to suffer from more 

side effects? 

Answer: Dr Thomson agreed that toxicity does appear to be increased among elderly people 

and there are ongoing studies exploring toxicities in different populations to answer this 

question.  

Novel Technologies for Patient Monitoring, Mr Omer Aziz. Slides 

Mr Aziz began by setting the scene of healthcare today; an increasing proportion of gross 

domestic product (GDP) is being spent on healthcare (currently eight percent) but hospital 

beds are decreasing and therefore the cost of providing healthcare outside the hospital 

environment is increasing. We have a clear driver to create innovations in healthcare. With 

the digital revolution transforming our lives, wireless, wearable technologies have been 

identified as having great potential in healthcare.  

An example of wireless technologies is Cardionet, in which three ECG leads are connected 

wirelessly to a computer, sending information to a mobile device and a monitoring station. 

Other innovations include sensors integrated into fabrics that patients can wear.  

These innovations can be adapted for cancer inpatient acute care, which is currently very 

labour intensive and prone to human error. Mr Aziz described Sensium Vitals, a disposable 

patch that can monitor patients’ vital signs. Adapting wearable monitoring devices for post-

operative patients at home can provide statistics on physical activity and blood oxygen 

saturation, thereby potentially alerting the healthcare team to predict problems before they 

http://www.euhic.com/aziz
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happen. Sensors are being developed for chemotherapy patients at home with the potential 

to monitor parameters such as white blood cell count. The scope and range is huge for 

novel patient monitoring technologies. 

Question from the audience: 

Are there any technologies for monitoring medical adherence? 

Answer: Mr Aziz described an innovative mechanism whereby a sensor is worn on the 

patient’s chest and records when specially marked tablets are swallowed. Another group 

have developed sensors in toilets that can measure drug metabolites. Many apps are also 

available that can be set to remind patients to take their medication.  

Enhanced Supportive Care, Dr Richard Berman. Slides 

Dr Berman introduced the initiative developed at The Christy. Enhanced Supportive Care 

(ESC) was set up for the timely prevention and management of the problems caused by 

cancer and cancer treatment, and providing better access to that expertise. As diagnosis and 

treatments improve, people are living longer with cancer and therefore ESC is needed to 

identify patients who are experiencing adverse symptoms and treat before they escalate. 

ESC has rebranded palliative care, which patients reported was synonymous with death and 

dying.  

Evaluative studied of ESC care have reported improved mortality rates and reduced 

emergency admissions. The initiative has been approved by the Department of Health and is 

now being rolled out to 22 cancer centres. In future ESC will be extended to other disease 

groups.  

Dr Berman described the Ambulatory Care Centre that is currently being piloted in 

Manchester. This is a GP-led, seven-day service for acute oncology patients to provide 

better access to care.  

Novel Cancer Therapies, Summary and Vision for the Future, Dr Mark Saunders. Slides 

Dr Saunders provided a brief explanation of some novel cancer therapies in molecular 

biology: 

1. Antibodies developed to target specific pathways to target mechanisms, for example, 

Interleukin 1 alpha inhibitors are being developed to slow down tumour survival, growth and 

spread. There are many targets for potential antibody therapies.  

2. Circulating tumour cells can be detected in blood samples and can predict areas of 

metastases and help tailor therapies.  

3. Circulating free DNA can be collected from blood samples to profile the circulating tumour 

DNA. This is currently being done in the TARGET trial and patients are being stratified to 

appropriate therapy trials based on the genetic profile of their tumour.  

http://www.euhic.com/berman
http://www.euhic.com/saunders
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4. Immunotherapies are being developed to activate T-cells to attack tumour cells, a pathway 

that is often utilised by tumours to evade immune detection.  

Dr Saunders highlighted how all the initiatives described in the symposium are interrelated 

and that all have led to better care and improved survival for patients but left the audience 

with the question of affordability for the NHS.  

 

BACK TO CONTENTS 
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Diabetes: Too many drugs? Too many guidelines? 

Introduction, Prof Andrew Krentz. Slides 

Professor Krentz gave an overview of the history of diabetes drugs and provided insight into 

ongoing trials. One major drawback to current glucose lowering drugs such as rosiglitazone 

and troglitazone has been the increased risk of cardiovascular (CV) events, which has led to 

the withdrawal of many glitazone-based drugs. 

Brand new classes of drugs are now being developed without these side effects. For 

example empagliflozin is an SGLT-2 inhibitor that has been shown to reduce cardiovascular 

events. 

Other trials such as the LEADER and SUSTAIN-6 trials are also working on novel mechanisms 

to reduce glucose with promising results. 

The current consensus that Type-2 diabetes is a progressive disease that cannot be reversed 

is now under threat. New evidence has demonstrated that the “Personal fat threshold 

hypothesis” is more relevant, and may lead to regression of the disease. 

Is there still a need for more diabetes drugs? Dr Claire Stocker. Slides. 

Dr Stocker discussed several new diabetes drugs under development in the lab. 

The primary goal of current drugs has always been to lower glucose levels. This is important, 

but there should also be a goal to normalise glucose levels permanently. 

It is important to note that once insulin resistance and diabetes has been diagnosed, almost 

85% of the pancreatic islets have been destroyed, so we now need therapies where we 

induce islet neogenesis. In prediabetes states there is almost 80% loss of islets; a cure for 

type 2 therefore necessitates the restoration of normal insulin production and secretion. 

She discussed the new targets FFAR1/4 and the drugs in development to target them e.g. 

TAK-875 (Fasiglifam). 

This new class of drug aims not to just reduce glucose levels, but to stimulate new cells to 

produce glucose.  

New cardioprotective diabetes medications - could combination therapy save even 

more lives? Dr Bob Ryder. Slides 

Dr Ryder asked us to redefine diabetes, not by the loss of blood sugar, but by its 

cardiovascular mortality due to loss of insulin regulation. 

• Liraglutide and semaglutide are new classes of drugs that can reduce cardiovascular 

mortality 

http://www.euhic.com/krentz
http://www.euhic.com/stocker
http://www.euhic.com/ryder
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• Even current drugs, after significant periods of long-term use can cut total 

cardiovascular incidents, but can often increase the risk of a fatal cardiovascular 

event. 

• Pioglitazone was one drug shown to reduce both myocardial infarction and stroke 

events. 

 

BACK TO CONTENTS 
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Medical Devices 

 

Introduction, Prof Abhay Pandit  

Professor Pandit from the University of Ireland, Galway, and inventor of many medical 

devices himself introduced the topic by defining what a ‘medical device’ actually is. 

Traditionally, we imagine a device to be something like a robot or machine such as a 

defibrillator.  

By law, a medical device is any instrument, apparatus, implant, in vitro reagent, or similar or 

related article that is used to diagnose, prevent, or treat disease or other conditions, and 

does not achieve its purposes through chemical action within or on the body (i.e. a drug). 

Therefore, we must expand our ideas of medical devices to include drug delivery systems, 

stents and other non-mechanical systems. 

Biomedical polymers and drug delivery in the treatment of cancer, Prof Andrew Lewis. 

Slides 

Professor Andrew Lewis from Biocompatibles UK presented a novel method of drug delivery 

for liver cancer. Liver cancer is often treated by transarterial chemoembolisation (TACE) - an 

inaccurate system that depends largely on the preparation of the drug. 

DC beads are a new method of delivery: synthetic beads of mixed size, able to soak up a 

drug at a specific amount. The beads are inserted intravenously, using minimally invasive 

techniques, then releasing the drug at a constant rate over time. 

Optimising colorectal cancer screening: availability of the Epi proColon blood test, 

Prof Yasmin Buchaeckert. Slides  

Dr. Yasmin Buchaeckert from Epigenomics spoke about new findings from her organisation, 

one of which is the Epigenomics test. This test identifies mutations in the Septin 9 

biomarker gene for a non-invasive test of colon cancer, only requiring a blood sample. 

Positive identification of the Septin 9 mutation was shown to be >99% specific, and was a 

very strong indicator of colon cancer susceptibility and early cancer detection. 

Medical devices: from ideas to innovation to the future, John Pike. Slides. 

John Pike, from Medtronic UK provided a concise overview of medical devices from the 

1950s to the present. He demonstrated the shrinkage of pacemakers from a massive 

external device to a device so small it can be inserted through blood vessels directly into the 

heart with no major surgery. 

http://www.euhic.com/lewis
http://www.euhic.com/buchaeckert
http://www.euhic.com/pike
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John outlined the three main areas that are the drivers of innovation: miniaturisation, big 

data and “closing the loop”; creating devices that monitor themselves and give their own 

feedback without user intervention. 

In the future, devices will feed data back to companies, helping to drive research, 

knowledge and improvements. Machines will learn about their users and personalise 

outputs. 

Hair loss and scalp cooling: integration state of science into practice, Prof Annie 

Young. Slides. 

Paxman scalp cooling showed results from their novel scalp cooling device to prevent the 

loss of hair following chemotherapy. Hair loss can be one of the most distressing effects of 

chemotherapy, and the symptom that people fear most about their treatment. The damage 

chemotherapy causes to the hair follicle can be alleviated by using scalp cooling, also known 

as the 'cold cap'. It works by reducing the temperature of the scalp (usually by 19oC) 

immediately before, during and after the administration of chemotherapy. This in turn 

reduces the blood flow to hair follicles to prevent or minimise the hair loss. 

Results have shown significant improvement in the amount of hair lost, and the technology 

is now being introduced in a number of health organisations in England, with a view to 

expand abroad. 

Early breast cancer detection with ultrasound CT, Prof Hartmut Gemmecke. Slides 

Particle physicist Professor Hartmut Gemmeke has invented a novel method of breast 

cancer detection that utilises the different refraction rates of different tissue types. 

Dense tissue, such as in cancer, refracts light differently to tissue such as fat, skin or muscle. 

This can be used to generate a 3D heat map that clearly shows tumour locations at vastly 

higher resolution. 

Instead of a flat, 2D image, the device records data in 3D on multiple planes, making it much 

easier to detect even tiny tumours. 

Questions from the audience: 

Q1: What do you think the future of medical devices lie? 

Answer:  The ‘internet of things’ allows devices to talk to each other, and to researchers. 

Users and innovators will get data in real time, leading to huge repositories of data. 

Q2: Regarding the drug delivery system, where do you see this expanding to in future? Can 

this method be used for other cancer drugs? 

Answer (Andrew Lewis) We are already trialling similar treatments for breast cancer using a 

tamoxifen based drug. As long as the chemical has a similar water solubility it can be used 

http://www.euhic.com/young
http://www.euhic.com/gemmecke
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Q3: What are the obstacles for medical devices coming to market? 

Answer: Money is obviously a major problem; many smaller companies can only go so far 

before they must be bought by others to expand.  Also, in the UK it can be very difficult to 

get massive organisations such as the NHS on board to even try a device. 

 

BACK TO CONTENTS 
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Taking the Pulse of Modern Cardiology 

 

Innovations in Cardiac Intervention: Searching for the Magic Bullet, Dr Mamta Buch. 

Slides 

Dr Buch described the origins of cardiology, beginning in the 17th century with William 

Harvey documenting how blood is pumped through the body. The 20th century saw the 

invention of the ECG, the use of the ultrasound for visualising anatomy and the concept of 

the coronary care unit. Drug treatment has also greatly improved, underpinned by a better 

understanding of the pathophysiology of cardiovascular disease (CVD). Catheter based 

interventions invented in the late 1970s constituted a pivotal moment for CVD therapies.  

Dr Buch outlined how CVD is a major part of the global shift towards non-communicable 

disease. There will be significant changes this century in medicine with demographic shifts, 

new technologies and cost pressures. 

Coronary artery disease (CAD) forms a large part of the burden of CVD. As the 

understanding of atherosclerosis has improved, so have the pharmacological treatments. In 

addition, percutaneous coronary interventions have transformed the standard of care for 

those patients developing thrombi. This method is safer and more cost effective.  

Innovation in CVD is now moving towards biological treatments, tissue regeneration and 

biological pacemakers. Progress in imaging is underpinning these advances, for example 

cardiac magnetic imaging can detect myocardial iron in thalassaemia related iron overload. 

Digital and nano-technology are improving individualised patient care, while developments 

in precision medicine will allow problems to be detected before symptoms emerge.  

Delivering Innovations in Cardiology: Can We Have It All? Prof Azfar Zama. Slides 

Prof Zama discussed the conflicting views of bringing innovation to practice with some 

calling for early implementation and others preferring to wait until more data are available. 

The two must be balanced to bring innovation at the right time.  

Prof Zama described how treatment for valvular heart disease has progressed from open 

heart surgery requiring general anaesthesia and five days in hospital to transcatheter aortic 

valve replacements carried out under local anaesthetic with next day discharge. Eventually 

there will be a medical treatment for valvular disease, as we have seen in the treatment of 

artherosclerosis.  

 

 

http://www.euhic.com/buch
http://www.euhic.com/zama
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The American College of Cardiology listed the top five interventional innovations as: 

1. 3D imaging 

2. Wearable technologies 

3. Wireless technologies and biosensors 

4. New devices 

5. 3D printing 

Prof Zama spoke about the different NHS programmes supporting innovation and 

highlighted that they are all centred around the NHS Five Year Forward View’s core 

principles. 

The NHS supports and encourages innovation; the challenge is engaging all NHS employees 

to innovate in healthcare.  

Question from the audience 

What is the most important innovation in cardiology right now? 

Answer: Imaging is very important but is hard to pin down. Imaging has now been overtaken 

by, for example, wearable devices and 3D printing. Personalising medicine such as 3D 

printing valves is also very important. Perhaps it would be better to think more about how 

we can make patients’ lives better. Each perspective is different, e.g. putting a TV in a 

patient waiting area had a significant impact on reducing patient anxiety. Incorporating 

innovation in all areas of work can improve patient experience AND outcomes. 

 

BACK TO CONTENTS 
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Advances in Emergency Medicine Across Europe 

 

Advances In Prehospital And Hospital Trauma Care - What Is The Evidence?  Dr Bernd 

A. Leidel. Slides 

Dr Leidel began by stating that prehospital care is a developing and exciting area of 

emergency practice. It comprises a variety of emergency care domains, including ambulance 

and emergency medical services (EMS) practice, medical rescue, prehospital physician 

response and medical direction, retrieval medicine, (including aircraft and seaborne 

activities), dispatch and communications, telemedicine, disaster medicine 

A major problem has been auditing the effectiveness of prehospital care and whether it is 

cost effective, or even worth the effort at all! Strong emotions and forcible opinions exist 

among both supporters and detractors. 

The fundamental problem has been the lack of evidence-based assessment of prehospital 

practice. A fundamental part of the problem has been the lack of reliable indicators to 

measure effectiveness, commonly because of the large variety of variables operative in this 

area. Attempts have been made to develop indicators, mainly in Europe but there has not 

been general acceptance of appropriate indicators. In many EMS systems response times 

and on scene times are used as standards of system effectiveness 

Commonly prehospital care providers see their end point as the delivery of a live patient to 

a hospital. There is often little attention paid to the final outcome of the patient, and 

whether or how prehospital care influenced this. Much work needs to be done still on the 

development of accurate indicators for prehospital emergency care, and the development 

of these is, surely, fundamental to the evolution (and indeed, survival) of prehospital care 

systems. Attention to this is one of the most important activities in which prehospital care 

providers can engage. 

Opportunistic Screening In The Emergency Department, Dr Patrick Roberts. Slides  

Dr Roberts began with some dramatic facts:  

In 2012 there were an estimated 98,400 people living with HIV in the UK, representing an 

overall prevalence of 1.5 per 1,000 population (1.0 in women and 2.1 in men). Of this total, 

an estimated 21,900 (1 in 5) were unaware of their HIV positive status, and this number of 

undiagnosed people has remained relatively constant over recent years.  

Fortunately early diagnosis and treatment for HIV prolongs life, reduces transmission, 

improves quality of life and has been demonstrated to be a cost-effective public health 

intervention.  

http://www.euhic.com/leidel
http://www.euhic.com/roberts-hiv
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Dr Roberts and his team have been running an HIV screening test in the Emergency 

Department at the Chelsea and Westminster Hospital, where the routine offer of an HIV test 

is currently recommended to all medical admissions, all patients accessing secondary care, 

or patients having a planned venepuncture for any reason in populations where the 

diagnosed HIV seroprevalence exceeds 2/1000. This opportunistic screening has yielded 

encouraging results:  

• 32,107 tests (June 2009-August 2016) 

• 83 patients diagnosed HIV positive 

• Positivity of 0.26% progression 

Dr Began summarised with these points: 

 A significant number of people have undiagnosed HIV 

 Increased testing in non sexual health settings is recommended 

 It is feasible and acceptable to test in the Emergency Department 

Better Management Of Shortness Of Breath, Dr Jon Matthews. Slides 

Dyspnea is a cardinal symptom of chronic obstructive pulmonary disease (COPD), and its 

severity and magnitude increases as the disease progresses, leading to significant disability 

and a negative effect on quality of life. Refractory dyspnea is a common and difficult 

symptom to treat in patients with advanced chronic obstructive pulmonary disease 

 (COPD). “There are many questions concerning optimal management and, specifically, 

whether various therapies are effective in this setting” said Dr Matthews. 

Mr Matthews demonstrated evidence to support the benefits of oral opioids, 

neuromuscular electrical stimulation, chest wall vibration, walking aids and pursed-lip 

breathing in the management of dyspnea in the individual patient with advanced COPD. 

He emphasised the importance of oxygen for COPD patients with resting hypoxemia, though 

its use for the targeted management of dyspnea in this setting should be reserved for 

patients who receive symptomatic benefit.  

He found insufficient evidence to support the routine use of anxiolytic medications, 

nebulized opioids, acupuncture, acupressure, distractive auditory stimuli (music), relaxation, 

hand-held fans, counselling programs or psychotherapy. There is also no evidence to 

support the use of supplemental oxygen to reduce dyspnea in nonhypoxemic patients with 

advanced COPD. 

The role of effective therapies for the comprehensive management of refractory dyspnea in 

patients with advanced COPD is particularly important in the context of the emergency 

department, concluded Mr Matthews.  
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Future of A&E telemedicine, Dr Martin Abendroth. Slides 

Dr Abendroth began with a ststistic: “NHS England figures for June 2016 showed 1,950,754 

A&E attendances – a 2.1 per cent increase on the same period last year”. In the near future, 

A&E faces tremendous pressure as the population ages. Long-term health problems such as 

chronic pulmonary disease, heart failure, diabetes and dementia are already leading many 

elderly people to be admitted to casualty regularly, placing added strain on dwindling funds 

and manpower.  

Quick diagnosis technology is helping to cut down the time a patient spends in hospital. In 

May, Philips launched the Minicare I-20 troponin blood test: a hand-held device that takes 

just ten minutes to help doctors rule out a cardiac arrest quickly in casualty patients.  

Telehealth – administering healthcare and advice to patients remotely, either at home or in 

hospital – is helping the NHS cope with mounting patient demands. Telehealth technology 

allows patients near-instant virtual access to clinicians and caregivers via laptops, 

smartphones and TVs. Digital health diaries can also use predictive algorithms to pre-empt 

falls, allowing caregivers to intervene earlier and avoid an unnecessary admission to 

hospital. 

Dr Abendroth suggested that for the first time healthcare could essentially become 

completely mobile, rather than tethered to hospitals and clinics, concluding “It will change 

emergency care. Connected and drone-delivered A&E departments are already being 

piloted.” 

 

Perspectives In Emergency Medicine Over The Next 5 Years. Prof Rajan 

Somasundaram. Slides 

Prof Somasundaram gave us a definition of emergency medicine and itemised the 

challenges the specialty will face over the next five years, including: 

 Increasing demand 

 ‘Exit-block’ and overcrowding 

 Rising elderly population with increased need 

 Fewer qualified (or motivated) staff 

 Constrained resources. 
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Gastroenterology And Hepatology: Overview Of New Developments 

From St Marks Hospital 

 

Update On Bowel Cancer Screening And Advances In Colonoscopic Endosurgery, Dr 

Zacharias Tsiamoulos. Slides 

Dr Tsiamoulos began: “With the advent of bowel cancer screening and increasing patient 

awareness of bowel symptoms, there has been an unprecedented increase in demand for 

colonoscopy” he said. Delivering a quality colonoscopy service is therefore a healthcare 

priority and identifying specific quality metrics help define and shape an optimal service, 

forming a secure basis of improvement. Advanced devices, accessories and cutting-edge 

techniques have been improved and therefore doctors and get better results.  

Colonoscopic polypectomy is a continuously evolving therapy that has been remarkable at 

reducing the risk of colorectal cancer. Difficult to reach polyps continue to require various 

endoscopic tricks and an ability to improvise for successful resection. On the research stage, 

there is still a shortage of studies about many specific aspects of polypectomy, and there is a 

significant need for more quality studies in the future 

Update On Treatment Of Viral Hepatitis, Dr Ashley Barnabas. Slides  

Dr Barnabas walked us though hepatitis history explaining that hepatitis onset was in 

Australia, while viral hepatitis is now a silent epidemic in the United States. Most of the 3.5–

5.3 million Americans living with viral hepatitis do not know that they are infected, placing 

them at greater risk for severe, even fatal, complications from the disease and increasing 

the likelihood that they will spread the virus to others. Many of those living with HIV/AIDS 

are disproportionately affected by viral hepatitis. 

HCV Treatment Advances 

In late 2013, the FDA approved two additional drugs, including one that has demonstrated 

safety and efficacy to treat certain types of HCV infection without the need for co-

administration of interferon. These new drugs further advance the shift in the treatment 

paradigm for chronic hepatitis C, with higher cure rates, therapies of shorter duration, and 

simpler dosing regimens all of which can improve patient acceptance and adherence. A 

number of additional DAAs are currently in the drug development pipeline. 

Assessment And Management Of Malnutrition, Dr Simon Gabe. Slides  

Dr Gabe reminded us that malnutrition is a common clinical and public health problem, 

affecting all ages and all care settings. The cost of malnutrition in England was estimated to 
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be £19.6 billion per year, or more than 15% of the total public expenditure on health and 

social care. About half of this is expenditure is due to older people (>65 years), and the 

other half to younger adults and children.  

Interventions with nutritional support (to implement the NICE clinical guidelines/quality 

standard), including (ONS), enteral tube feeding (ETF) and parenteral nutrition (PN) in 

hospital and community settings, were found to lead to greater net cost savings than those 

reported by NICE. The savings were even greater when the prevalence of malnutrition was 

high, when hospital admission rates were high, and when the gap between current care and 

desirable nutritional care was high  

The economic budget impact analyses indicate that the use of nutritional support including 

oral nutrition supplements (ONS), enteral tube feeding (EFT) and parenteral nutrition (PN) 

ultimately save rather than cost money (£119,000 – £432,000 per 100,000 depending on the 

model used). It is necessary to make a commitment to invest money before the financial 

benefits can be reaped.  

The economic benefits of interventions are greater when the prevalence of malnutrition is 

high, when hospital admission rates are high, and when the gap between current and high 

quality care is large.  

Dr Gabe concluded that the burden of malnutrition should be tackled in an integrated and 

coordinated manner by multidisciplinary groups of health and social workers, including 

health planners, commissioners, clinicians, nurses, dietitians and pharmacists. The role of each 

should be clearly defined.  

Update On Inflammatory Bowel Disease, Dr Naila Arebi. Slides  

Dr Arebi began with a definition of inflammatory bowel disease (IBD) as a group of 

conditions characterised by inflammation in the intestinal tract. She explained that 

inflammatory bowel disease is common and increasing in prevalence. Recent population 

studies indicate it is as common in England as in other parts of the world. 

She stated, “while our ability to diagnose, evaluate and manage patients with IBD continues 

to improve, it remains a challenging and complex disease”. Moreover, treatment philosophy 

is moving toward altering the natural history of the disease while aiming for as normal a 

quality of life as possible. 

Inflammatory bowel disease is no longer an illness managed solely by the 

gastroenterologist; it requires a multidisciplinary approach with many key players. Only by 

taking a long term approach and adapting a chronic disease pathway to management will an 

optimal outlook for a vast majority of patients with IBD be achieved.   
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The Microbiome And Faecal Microbiota Transplantation, Dr Ravi Misra. Slides  

Dr Misra offered this scenario: A scientist at a conference claims to have found a new organ 

in the human body. It is comparable to the immune system in as much as it is made up of a 

collection of cells, it contains a 100 times more genes than the host, is host-specific, contains 

heritable components, can be modified by diet, surgery or antibiotics, and in its absence 

nearly all aspects of host physiology are affected. While this may seem far-fetched, it is the 

current situation in which we find ourselves. We now realise that the human microbiota is 

an overlooked system that makes a significant contribution to human biology and 

development. 

Our understanding of the gut microbial system is expanding all the time. Dr Misra explained 

a new technique that shows which of the bacterial genes are expressed and what pathways 

are activated. The goal is try to modulate the bacteria to affect these downstream 

pathways. Faecal transplant is the most crude way to do this and has been used since the 4th 

century - in western medicine we finally got round to using it in 1958! 

The number of publications on faecal transplant has increased dramatically in the last ten 

years, though there are a number of outstanding issues that need to be resolved before it 

can be used in conditions such as ulcerative colitis.  
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Better Palliative and Supportive Care: Problems and Solutions 

 

Dying In Hospital: Who Is Missing The Liverpool Care Pathway? Dr Antke Hagena. 

Slides 

In Britain, although most people would prefer to die in their own home, around half end 

their days in hospital. The proportion dying at home will increase, but because of a rise in 

the death rate, the actual numbers dying in hospital will also increase. The Liverpool Care 

Pathway for the Dying Patient (LCP) is an approach to care, including a complex set of 

interventions that resulted from a desire to replicate within the hospital sector the standard 

of care for the dying found in many hospices. The introduction and widespread use of the 

LCP must be seen in the context of a number of developments in society itself. One of these 

is a substantial shift towards the idea of patient choice, with people increasingly likely to 

question treatment plans for themselves and their relatives, and to question the authority 

of clinicians. A second factor is that death and dying is now beginning to be debated more 

openly.  

Dr Hagena presented a case study about the mother of 28-year-old CW, who claimed her 

human rights were breached, because she was not consulted over the ‘do not resuscitate’ 

(DNR) decision made about him. CW had cerebral palsy and had been admitted to hospital 

with pneumonia, necessitating oxygen, fluids and antibiotics, though he lacked capacity to 

discuss his possible needs for resuscitation. 

C’s condition deteriorated that evening and he died of bronchopneumonia at 23.05. 

Subsequently, it was explained that artificial ventilation was unsuitable, because C would be 

unlikely ever to be weaned off it. 

The litigation that followed concerned only the lack of consultation with C’s mother; no 

criticism was levelled at the clinical decision itself. 

Managing Uncertainty. Dr Adrian Tookman. Slides 

‘Uncertainty has many layers’ so began Dr Adrian Tookman’s thoughtful and informative 

presentation. His focus was both on uncertainty facing the dying patient and the place of 

Specialist Palliative Care (SPC). 

First of many uncertainties is one of terminology: what are the differences between 

‘palliative care’, end of life care’, ‘specialist palliative care’, ‘terminal care’ and ‘supportive 

care’? What does each entail or are they just part of a continuum? 
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Dr Tookman addressed the issue of where general palliative care ceases and SPC begins: are 

those being looked after in the community by GPs and district nurses (the majority) missing 

out in any way? 

A further uncertainty is that we not know what best care looks like. While the disease 

trajectory of many patients with cancer can be predicted, we shy away from the ‘too hard to 

do’ e.g. managing the increasing burden of frail elderly with multiple morbidity such as 

heart, lung and brain failure. In the former when to involve SPC can often be predicted but 

uncertainty surrounds management of the complex and increasing latter group. 

We need to learn about uncertainty from our patients, after all they are the ones living with 

it. Dr Tookman presented a number of patient stories. In one email, Lucy Booth, a young 

woman with advanced breast cancer, writes that the uncertainty of not knowing when the 

end will be and having to feel like this until it happens terrifies her. 

Drawing his presentation to a close, Dr Tookman believes that being honest about 

uncertainty, facing up to the associated challenges and learning to cope with them offers 

patients near the end of their lives and those looking after them a better health journey.. 

Supporting Staff To Enable Good Care At End Of Life. Dr Faye Gishen. Slides 

Dr Gishen proposed that difficulties and problem at work make easy to become exhausted 

and for doctors to become emotional or even angry in front of patients. The complexity of 

patient-doctor interactions is experienced on every occasion, prompting Dr Gishen to state 

that we should build resilience to recover readily from illness, depression, or adversity; in 

short we require buoyancy. 

A survey of final year medical students at UCLMS demonstrated  that more than 90% were 

concerned about compassion fatigue and burnout and were seeking ways to combat this 

In summary, Dr Gishen advised following practical tips:  

• Choose good colleagues who you trust 

• Get a good supervisor, regularly 

• Learn to say no (and don’t feel guilty) 

• Find a niche 

• Book your next holiday 

• Take regular breaks from work 

• Exercise, or find another outlet for stress 

• Try to sleep well. 
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Is There A God And What’s His Position On Palliative Care? Tony Kyriakides. Slides 

There are around 37 resident patients at the Hampstead hospice, some of whom might be 

atheist, others who are Greek Orthodox, Muslim, Jewish, Christian, or Hindu. While some 

are there for end of life care, other people also go in and out during their illness for respite, 

rehabilitation or to manage their symptoms.  

When someone gets a knock in life, not necessarily facing death, but being mugged in the 

street, or an important relationship breaks up, there are questions like, ‘Why me, why now? 

What have I done to deserve this, am I being punished, am I being tested?’ 

And in a hospice there are questions about how pain figures, and about death… it’s those 

bigger questions, those existential questions that are really on offer to people. Mr 

Kyriakides told us that one of the most challenging aspects of his job is being brushed off or 

“stereotyped” by people who just see him as a religious figure. 

In the community of the hospice, with its own hope and vibrancy, there are many 

opportunities for surprising and touching services. 

He arranged a funeral officiated by a Greek Orthodox priest and an Imam for a Muslim man 

who became Greek Orthodox when he married. 

He also recalled a service of commitment for a couple in their early 20s at a beautiful venue 

with all their friends gathered. 

The couple spoke about their hopes and dreams, even though the young woman was 

terminally ill. 

“It’s about living the life you’ve got rather than focusing on the death which will come to all 

of us,” Mr Kyriakides concluded.   
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The Future of Medical Journals and Getting Published in the Digital Age 

Research Identification - Finding The Information You Are Looking For And Measuring 

Its Quality. Michael Markie. Slides 

Michael Markie from F1000 provided a critique of modern publishing standards and the 

focus on impact factor. The focus on impact factor is an impediment to research as it 

becomes the key determinant of career productions. 

Negative results, or results that are not ‘sexy’ are published in lesser journals or not at all. 

Markie argued that scientists increasingly read individual articles relevant to their field, 

rather than reading whole journals. However, there are currently few filters or 

recommendations about which articles are good or not. 

There needs to be a shift in the way research is presented. This has already started with 

organisations such as Wellcome creating an open platform for all results, both negative and 

positive. 

Platforms such as F1000 allow a far greater level of output and results, and provide peer-

reviewed recommendations to help direct other academics. 

Support is needed from universities, which currently recruit mostly based on impact factor, 

discouraging true unbiased research. 

Reviewers And Reviewing Issues In Scientific Publishing. Dr Maria Hodges. Slides 

Maria Hodges, from Biomed Central talked about the changing face of publications in an 

online world and about open peer review 

Finding the right people to review articles is becoming increasingly challenging in an open, 

online, and international publishing space 

There are currently few incentives to encourage reviewers to do a good job, and the 

method of rebuttal is broken, often leading to falsified or cherry-picked results. 

Open journals allow for a much wider range of topics to be covered, and for open peer 

review. Previously, editors would choose the articles they thought the most interesting, or 

that would generate the most publication sales. With open journals, a vastly greater variety 

of results can be shown, which also allows for more reporting of negative results. 

The researchers pay for their own articles, so it is the scientists and medics who decide what 

is published or not. 
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Most researchers do not even read paper copies of journals any longer, online only has 

many benefits such as interactive articles, more publishable figures and greater capability 

for feedback and response. 

Ensuring Transparency, Reproducibility And Accreditation In Research. Adrian 

Aldcroft . Slides 

Adrian Aldcroft, from the British Medical Journal (BMJ) discussed increasing transparency in 

reporting scientific results. 70% of scientific data is unreproducible, this is encouraged by 

peer review rejecting data rather than providing ways to improve it. 

BMJ open provides a transparent way of submitting data. 

Before submitting any data, researchers must publish their protocols to be openly 

commented on, also to be submitted to a suitable regulatory body. 

Greater transparency has lead to better, more reproducible results 

Will Journals Be Replaced By Social Media? Dr Anna Sharman. Slides 

Anna Sharman from Co-Factor described how publishing is slowly changing to accept ideas 

from social media to improve the dissemination of data. 

Utilising social media ideas such as direct comments to authors has enabled researchers to 

get quick, direct responses to their data from a much wider range of users. 

The line between journals and social media is increasingly blurred, with most journals 

having presences on multiple platforms. 

Micro-publications are a novel idea that allow researchers to post small amounts of data 

which can be publicly commented on. 

Panel Discussion and Questions- Chaired by Beatrix Döerr.  

Questions from the audience: 

Q1: How can we ensure that the peer review process is fair and rigorous when there are so 

many papers to review? 

Answer: Some publishers have already begun experimenting with paying reviewers, 

currently, reviewing is not paid which means that professors etc. are spending less and less 

time on each paper. This needs to be addressed, but this may have negative aspects too, 

such as reviewers from poorer countries just reviewing for the money. 

Q2: How many years does print publication have left? 

Answer: Many publications have already gone online-only. There is still a suborn set of 

journals which refuse to go online only, but more and more of these are turning to open 

access. When was the last time anyone went to a library? There is a fine line however 
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between allowing everyone to visit a publication and keeping a publishing business in profit. 

The next 5 years will determine the future of journals, be they online or otherwise. 

Q3: PLOSOne was a great initial idea for open access, but it looks like it is failing. What went 

wrong and what can stop that from happening again? 

Answer: PLOSOne had a number of internal factors that stopped it from continuing its 

success. Primarily, it over expanded too quickly, and without any checks at all on what was 

being published. The principal was great, but poorly implemented. 
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Blurring The Boundaries: Innovations And The Changing Face Of 

Primary Care 

 

The Patient Will See You Now: Primary Care In 2030, Dr Marion Lynch. Slides 

Dr Lynch gave us a vision for the NHS in the medium-term future: 

1. Improvements in digital technologies enable an increase in the use of personalised 

medicine, underpinned by genomics. 

2. New digital technologies also allow people to track and analyse their own health 

data, and to share this and other health knowledge with others in way that will aid 

prevention and management of long-term illnesses.  

3. Social innovation is the key to the revolution in how people are involved in their own 

care and that of others.  

4. New insights into human behaviour will improve clinical quality and make it easier 

for people to lead healthy lifestyles. 

5. People will have much greater opportunity to help themselves and others achieve a 

healthy life and they will be better supported by the NHS to do this. 

6. New services have replaced or changed today’s institutes of care. Personalised care 

will be best provided by a frontline that can adapt and respond to patient’s needs 

and expectations. Staff will help patients to create integrated pathways that embed 

specialist input. They will also have opportunities to experiment with changing the 

services they provide, through structured schemes for problem solving and trialling 

new interventions. 

Products become services tailored to you, your genes and your behaviour. Things are 

changing from buildings, people and products to software, services and mobile devices.  

Next Steps In 5 Year Forward View: New Care Models, Dr Mo Dewji. Slides 

Making sense of the programme  

 The New Care Models Programme began in March after More than 260 health and 

social care organisations responded to an invitation to join. 

 These new models of care are being locally designed by diverse communities and 

patients working in partnership with health and care organisations across England 

For the NHS to meet the needs of future patients in a sustainable way, we need to 

close all three of the following gaps. 
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1. Health and Wellbeing Gap.  

Radical Upgrade in Prevention 

 National action required on major health risks such as targeted prevention initiatives 

e.g. diabetes  

 Much greater patient awareness  

2. Care and Quality Gap  

New Care Models and new Support 

 Defining and measuring quality and tackling unwarranted variation  

 A menu of New Care Models for local areas to consider, backed by investment and 

flexibility in implementation  

 New whole systems intervention regimens to transform local health economies and 

raise standards  

3. Funding and Efficiency Gap  

Efficacy and Investments 

 Action required on three fronts: demand, efficiency and funding  

 Action on prevention and care could deliver significant efficiency gains  

 The Government has committed to an additional £8.4bn in funding by 2020/21 and, 

with this investment and implementation of new care models we believe that we 

could close the known finance gap.  
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Psychology: The Link Between Disease and Mental Health, Prevention 

and Treatment 

 

Psychology: The Link Between Disease and Mental Health, Prevention and Treatment, 

Dr Esther Murray. Slides 

Dr Murray opened the session by explaining that all the presentations will be about 

interventions intended to provide a framework for understanding and dealing with 

psychological distress in chronic illness. Physical illness has a great psychological impact for 

many patients and Dr Murray stressed that the role of healthcare providers is greater than 

one thinks.  

Anxiety and depression are prevalent in people with chronic health conditions and this 

worsens their outcomes by, for example, affecting adherence to medical advice. A diagnosis 

of a chronic illness disrupts the psychological equilibrium, with patients and their healthcare 

providers striving to restore it. Patients must adapt to their new situation but when they 

struggle, it can manifest in behaviours such as non-adherence and disengagement.  

Dr Murray discussed the importance of a biographical disruption in the story of one’s life 

that a chronic illness creates. Allowing the patient to organise their thoughts in a story-form 

can help, as can listening to this story.  

A member of the audience commented that the coherent story coming from the patient is 

very powerful and Dr Murray agreed, adding that the healthcare provider becomes a 

constant in their story and this helps the patient.  

Reconnecting with the World: Designing Interventions to Help People Move Forward 

After Cancer Treatment, Ms Charlotte Potter. Slides 

Ms Potter described how the intervention being presented employed a user-based 

approach for cancer survivors aged 20–40. Younger adults are more at risk of poor mental 

health and wellbeing after surviving cancer, and therefore were the focus of this 

intervention. Patients are expected to move on once their cancer is cured, however, these 

individuals have been through traumatic situations and intense interventions. The impact of 

suddenly being alone and expected to pick up the pieces can have detrimental 

consequences on their psychological wellbeing. The team conducted ethnographic research, 

visiting participants in their homes and asking them to keep journals, in addition to holding 

focus groups. Based on findings from their research, the team piloted prototypes of the 

“Pick Me Up Pack” aimed to reach out to cancer survivors and provide support. Feedback 
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from participants was positive. The team are now conducting qualitative and quantitative 

research to measure the impact of these packs on participants’ mental wellbeing.  

Questions from the audience 

Can they work with health care providers? 

Answer: Yes, they are currently working with healthcare providers 

Is there any method for selecting users of the intervention? 

Answer: No, they are not screening participants and are assuming that they are self-

selecting. The intervention is not for patients with severe mental health issues 

Is the three month limit on the time scale of the intervention down to financing issues? 

Answer: One month did not seem sufficient but retention over six months would be 

unlikely. 

How much do the packs focus on mental health? 

Answer: not at all; the focus is on “taking back control”. 

If the researchers are planning to correlate outcomes with impact on mental health, how will 

they measure this if they are avoiding mentioning mental health in the intervention? 

Answer: this is being considered. 

TANDEM: a psychological intervention to improve psychological and physical health in 

patients with advanced chronic obstructive pulmonary disease (COPD) and anxiety or 

depression, Prof Steph Taylor. Slides 

Prof Taylor began by describing the burden of COPD on the NHS. For example, acute 

exacerbation of COPD is the second most common cause of emergency admission to 

hospital. Breathlessness is a key symptom. Between 10 and 50% of patients with COPD are 

estimated to suffer from anxiety and depression is twice as likely in a COPD sufferer than a 

member of the general population. The main therapies for COPD are stopping smoking, 

oxygen therapy and pulmonary rehabilitation (PR). PR services have a high level of attrition 

but studies have shown that it has positive benefits on mood.  

TANDEM is an intervention bolted on to routine PR to promote attendance and reduce 

anxiety and depression among patients. The intervention focuses on breathing difficulties, 

using a CBT approach with practical insights. A large RCT to evaluate TANDEM is planned, 

with pre-piloting currently taking place.  
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Questions from the audience 

Can members of the patient’s family join in? 

Answer: COPD has a tremendous impact on carers and so family and friends are able to join 

in, although the information supplied is specifically for the patient. 
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The Exciting World of Ophthalmology 

 

What’s Behind the Global Rise in Short-sightedness? Miss Katie Williams. Slides 

Miss Williams began by defining myopia, describing the epidemiology and the current 

epidemic. Global prevalence of myopia is twice that of obesity and prevalence is particularly 

high in Asia. Risk factors have been postulated as follows: 

1. Near work: although some research studies refute that reading is associated with 

onset/progression of myopia. Also computing devices cannot be blamed, as the increasing 

prevalence was apparent before the introduction of tablet and smart phones.  

2. Intelligence.  

3. Education: progression to higher education doubles risk.  

4. Urbanisation: see below 

5. Lack of time outdoors: unclear which of the numerous elements associated with time 

outdoors mediate this relationship. Hypotheses include bright sunlight, distant focus and 

Vitamin D production.  

Miss Williams highlighted the need for appreciation of myopia as a disease, with a huge 

ramifications implicated from the myopia boom. Trials of potential treatment are required.  

Questions from the audience 

Does it help to reduce accommodation by wearing contact lenses at night or using atropine 

eye drops? 

Answer: Orthokeratology (night time contact lenses) have been shown to be beneficial in 

children but are made of hard material and hence adherence is poor, especially in paediatric 

population. Studies of atropine drops are ongoing but low doses have been shown to be 

effective at reducing myopia progression.  

What are Miss Williams’ views on laser surgery for myopia? 

Answer: Although not available on the NHS, it is widely available now and safe and 

successful for the majority. However, patients need to be carefully selected, for example, if 

there is a very high degree of myopia, a lot of tissue needs to be removed and therefore is 

not recommended.  

Has the role of environmental pollution been considered in the myopia boom? 

Answer: There is a strong association with urbanisation but this is usually attributed to near 

work and less outdoor exposure.  
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Is trying to frame myopia as a disease not unnecessarily increasing anxiety? 

Answer: This was more of a comment for the ophthalmic community but the problem is not 

benign.  

Deep phenotyping of RPGR-associated retinopathy in preparation for future 

intervention, Mr James Tee.  

Retinitis pigmentosa (RP) is the most common inherited retinal disorder. X-linked RP caused 

by defects in the retinitis pigmentosa GTPase regulator (RPGR) gene is the most common 

cause of RP and regarded as the most severe form. Successful gene therapy for RP has been 

successful in dogs and mice. The question is now, can this be translated to humans? 

Morefields are planning clinical trials next year  

Several techniques can be employed to provide deep phenotyping of RPGR-associated 

retinopathy: Optical Coherence Tomography, Visual Field Modelling and Analysis (VFMA), 

Fundus Autofluorescence Imaging and Adaptive Optics. These give highly detailed analyses 

of the degree of disease progression of the retina. The next step is to perform genotype-

phenotype studies.  

Laser Assisted Cataract Surgery, Mr Harry Roberts. Slides 

Mr Roberts opened with a revision of the anatomy of the ocular anterior segment and 

explained how a cataract sits in the lens capsule. Mr Roberts then outlined how cataract 

extraction surgery has progressed, beginning with intracapsular extraction and moving to 

extracapsular extraction, which is still commonly performed in the developing world or for 

advanced cataracts. Phacoemulsification is a newer technique that uses ultrasonic 

frequencies to dissolve cataracts and then vacuum them up.  

Femtosecond laser assisted cataract surgery is a newer technique that fires short bursts 

causing controlled plasma explosions to cut through tissue. A machine makes a perfect 

anterior capsule opening and the cataract segments are vacuumed up with minimal effort. 

The technique is used in the private sector and evaluative RCTs are ongoing.  

Questions from the audience 

Does the newest technique lead to less damage to the posterior capsule?  

Answer: the current evidence shows that there is not much difference between the machine 

and manual opening. The opening at the front is more delicate and can tear to the posterior 

region. 

Does it take the same time as routine surgery? 

Answer: there is less time in the operating room but the total patient experience takes 

longer as the procedure is spilt into two halves. The machine costs approximately £250,000. 

http://www.euhic.com/roberts
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The Retina’s Not Just There to Sit and Look Pretty, Mr Omar Mahroo. Slides 

Mr Mahroo explained that while technology allows us to obtain a histological slice of the 

retinal structure within seconds, we do not have readily available techniques for assessing 

the function of the retina. There is a large degree of higher neuronal processing between 

the brain and retina, which is difficult to assess.  

Mr Mahroo gave an overview of the processes involved in the visual system. The retina’s 

purpose is to generate electrical signals in response to light and these signals can be 

recorded by the electroretinogram (ERG). 

ERGs are handheld devices with skin electrodes that were first validated with the gold 

standard machines. They give a deeper insight into the functioning of the retina and allow 

for more advanced diagnosing and monitoring of retinal disease, including guiding 

treatment and evaluating the success of novel therapies. Mr Mahroo gave the example of 

“transient smartphone blindness”, whereby patients who reported temporary monocular 

blindness where given ERGs that were able to prove the phenomenon was attributed to one 

eye becoming adapted to the light when reading a smart phone in bed with one eye 

covered by the pillow.  

The waiting time to undergo ERG recording is currently very long and only carried out in a 

small number of centres. The potential of portable ERG recordings to improve testing of 

retinal function is great, although a large validation study is needed.  

Mr Mahroo highlighted some of the more complex applications of ERGs currently being 

developed using mathematical modelling.  

The Exciting World of Ophthalmology, Mr Roger Wong. Slides 

Mr Wong concluded the informative session by describing some of the cutting-edge 

innovations unique to ophthalmology. Examples included the restoration of vision in the 

RPE65-deficient Briard dog using gene therapy, and the development of the bionic eye.  

Questions from the audience 

What is the evidence for laser surgery on the cornea for improving bifocal vision? 

Answer: Cataract surgery with bi/multi focal lenses is better than laser surgery. Laser on the 

cornea causes dry eye, especially in the elderly.  

Is any latex used in cataract surgery? 

Answer: No not during surgical procedures.  
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Digital Medicine – a Revolution in Healthcare?  

 

Introduction. Prof Ann Blandford 

Prof Blandford introduced the session with an overview of what constitutes digital 

medicine: 

 Big data – analytics and learning across the population 

 Clinical data – for directly managing patient care 

 Personal health data – collected, interpreted and managed by the individual 

 …and all the tools and techniques that stating that digital technologies enable new 

styles of care and self-management, and new health discoveries. 

Big data and personalised medicine. Paul Thomas. Slides 

Paul Thomas introduced us to Microsoft initiatives that are transforming aspects of 

healthcare, including  

 Patient monitoring 

 Genome sequencing 

 Virtual consultations via Skype 

 Predictive analytics 

 Medical imaging. 

One of Microsoft’s research projects, InnerEye, uses state of the art machine learning for 

the automatic, quantitative analysis of medical images. The project’s main focus is in the 

treatment of tumours and monitoring the progression of cancer in temporal studies. 

InnerEye builds upon many years of research in computer vision and machine learning. It 

employs decision forests (as used already in Kinect and Hololens) to help radiation 

oncologists and radiologists deliver better care, more efficiently to their cancer patients. 

Digital health lessons for leaders: finding low-hanging fruit, supporting change and 

avoiding failure. Andrew Beale. Slides 

Andrew Beale provided a rationale for collaborative methods of innovation and 

development that we have learned from technology, starting with lessons from the 

discovery of radar.  

He introduced the audience to new ways of working, including Agile project management, 

Lean start-up and Design thinking.  

Collaboration combined with new methods will help us avoid making things that nobody 

wants. 

http://www.euhic.com/copy-of-thomas
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Digital tools for vulnerable people: a handful of experiences. Harry Harold. Slides 

Building on Andrew Beale’s session, Harry Harrold expanded upon new methods for building 

tech products for social good. He emphasised the centrality of Design thinking in putting 

user experience at the heart of digital design.  

Examples from Neontribe’s digital portfolio include: 

 Innovation Labs, digital products for mental health, co-produced with young people 

 The Great British Toilet Map 

 DocReady, helping people prepare for a GP appointment 

 MOMO, giving a voice to children in the social care system. 

Measuring the impact of scientific publications. Ben McLeish. Slides 

Alternative metrics (or web-based metrics) were defined by Ben MacLeish as ‘early stage 

indicators that reflect digital behaviour’. 

Reflecting changing contemporary consumption and usage of information, Altmetrics can 

track downloads, social media commentary, sharing, ‘likes’, news coverage and so on. This 

provides authors with a fuller picture of the likely impact of their work than, say, an 

exclusive focus on scholarly citations. 

Ben stressed that alternative metrics complement, rather than replace traditional impact 

measurement, though the results are usually more rapid and reflective of wider audience 

numbers. 

Challenges and future directions in digital medicine. Prof Ann Blandford. Slides 

Prof Blandford concluded the presentations by offering some visions for the future. In an 

ideal future digital medicine will empower patients to understand and manage their own 

health, consulting with appropriate clinicians as and when they devide they need them. A 

more dystopian view is that digital medicine will develop without regard to patients or 

indeed clinicians, creating threats to safety and integrity of the system. 

In the realistic vision, there will be large sums invested in technology, with gains for possibly 

small numbers of people. Developers of digital innovations and products will go for easy 

wins and scant regard will be paid to fitting technology to the context of people’s lives. 

Great advances are likely to be made in genomics, miniaturisation and sensing technologies. 

The challenges that will remain include delivering on the digital promise and focusing 

equally on mundane needs as well as the exciting cutting edge innovations. 
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Nursing Research and its Application to Improve Patient Outcomes 

Dr Angela Grainger. Slides 

 

Dr Angela Grainger gave a broad analysis of both her work as well as general research 

practices in nursing, underlining the importance and the role of research in the field of 

nursing. 

Dr Grainger spoke about the methodology and the role played by ethics within research as 

applied to nursing, stressing the relevance of the qualitative research, with validity and 

reliability as key points. 

Dr Grainger analysed nursing from a scientific point of view and gave examples of how this 

applies to daily practice, with the aim to stimulate the audience to strive for a more 

evidence-based practice of nursing where applicable and possible. 

 

The Q&A session involved a detailed and informative discussion with nurses in the audience, 

covering the application of academic research to modern nursing. 
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What Patients Want from Research, and why their Involvement 

Matters 

 

Introduction: Why Do We Participate In Research, And Why Do We Get Involved In 

Research? Richard Stephens. Slides 

Richard Stephens, patient representative and consumer lead at the National Cancer 

Research Institute, gave a stimulating presentation covering the role of patient involvement 

in research and delivery of clinical care. He discussed developments such as the Action on 

Access report (2012) which concluded that every cancer patient in the UK should be offered 

to take part in a trial. Mr Stephens also covered issues regarding the wide range of quality of 

care of cancer treatment throughout the UK (colorectal cancer patients more likely to 

survive longer if treated in a “research rich” hospital. 

Impact of research participation on researchers and patients, Dr Sophie Staniszewska. 

Slides 

Dr Staniszewska gave an evidence-based perspective on impact of patient involvement in 

research. Patient involvement can have an impact on research. An important hurdle to 

overcome is developing ways in which researchers can develop skillsets to resolve issues, 

such as sharing power and spending time with patients and communities. Face to face 

discussion of research with patients was recommended, as well as developing respect 

within communities of patients. Evidence does, however, suggest that patient involvement 

adds time to research process. 

A challenge for researchers will be shifting power boundaries to give more power to patient 

groups to help in the allocation of research priorities. 

Dr Staniszewska explained that more knowledge and training and support for patients 

before getting involved in research in the next step in greater patient involvement. 

After Caldicott - what next for patient data, Chris Carrigan. Slides 

Chris, Carrigan, Former Director of the National Cancer Intelligence Network and patient 

involvement champion, spoke about patient data and the value of large scale data collection 

in healthcare. The “Use My Data” initiative was introduced – an initiative that helps train 

patients in data collection and usage, helping them decide how to use their data to benefit 

research and development. 

Mr Carrigan discussed issues with patient consent and data usage and concern that data is 

being sold for profit, specifically referring to the care.data programme which had 2 million 
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opt-outs as a result of bad publicity. This is a great loss as there is more data around cancer 

treatment than any other health issue, with lots of potential that may be wasted due to 

issues surrounding consent. Patients need to be aware specifically of where data is held, as 

well as the benefits and risks of data usage. 

The take-home message here is that a lot of work needs to be done to remedy the negative 

perception of data usage and create more patient involvement in research and data 

collection. 

Is it ethical to ask patients to participate in research if they have not been involved in 

its design or commission? Jim Elliott. Slides 

Jim Elliott, Public Involvement Lead at Research Involvement and Engagement UK, gave a 

summary of the meaning and importance of public involvement. Public involvement is the 

term given to patients and public working collaboratively with researchers, and Mr Elliott 

summarised the importance of involving patients in research design and implementation 

from early decision-making stages. 

Whose life is it anyway? Patient involvement in QoL and PROMs, Dr Sophie 

Staniszewska. Slides 

Dr Staniszewska, Senior Research Fellow at the University of Warwick, discussed the various 

ways in which we can capture how patients feel in order to improve on current quality-of-

life assessment tools. Quality of life questionnaires often miss key areas of patient 

experience, for example fatigue was not previously measured in rheumatology patients until 

patients started to become more involved in research and healthcare planning. 

Dr Staniszewska stressed the importance of challenging assumptions about health and the 

importance of listening to patients. 
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