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PROGRAMME

11:00 – 12:00	Registration and meet the reps 
12:00 – 12:45 	LUNCH 

12:45 – 1:30 	GUEST SPEAKER:   Parth Narendran - Birmingham University 
Screening for, monitoring and treating early type 1 diabetes
   
RESEARCH  

13:30 - 13:42    Sara Crowley -  Diabetes Transitional Care National Coordinator 
– NHS Performance & Improvement
A national Survey of Welsh Diabetes Services mapped care across childhood to young adulthood highlighting where provision fragments during transition and in identifying opportunities for improving. 

13:42 – 13.54   Syeda Safa Fatima – Cwm Taf Morgannwg University Health Board 
		Raised Sex Hormone binding globulin levels in man: A retrospective observational study 

13:54 – 14:06    Shahriah Khan Sharjada. Royal Glamorgan Hospital and University Hospital of Wales 
		 Impact of Somatostatin Analogues on glycaemic control in patients with neuroendocrine 
tumours: A retrospective observational study

14:06 – 14.18	Arshiya Tabasum, University Hospital of Wales, Cardiff and Vale University Health Board   
Improved patient outcomes facilitated by C-Peptide testing, enabling reclassification and therapeutic changes for patients with diabetes

[bookmark: _Hlk103103660]14:18: – 14:30 	 Ahmed Drah, Cardiff University School of Medicine, Cardiff 
 Dermatological impact of adhesives for insulin infusion sets and wearable glucose monitors   
 In patients with type I diabetes  

14:30 – 14.50 	  GUEST SPEAKER   David Fryer – Shetland NHS Trust 
  The challenges of general medicine and endocrinology in Shetland
	
14:50 – 15:10      COFFEE 

  CASES  
15.10 – 15:22 	  Thein Myint Tun, Hasini Chandresekera – Morriston Hospital, Swansea Bay Health Board
  Hidden Cause of Hypoglycaemia 	   

15:22 – 15.34      Fred Keen – Nevill Hall Hospital, Aneurin Bevan University Health Board 
  TTR related dystransthyretinaemic hyperthyroxinaemia – A case of thyrotoxic mimic   
                             
[bookmark: _Hlk165569859]15:34 – 15:46     Giselle Sharaf, University Hospital of Wales 
  Hypercalcaemia induced Arginine Vasopressin Resistance AVP Resistance (AVP-R) – 
  Diagnostic and Management difficulties  
			
15.46 – 15.58       Adel Habib, University Hospital of Wales, Cardiff 
                             Managing primary hyperparathyroidism associated with severe hypercalcaemia in a 
   pregnant patient
                             
15:58 – 16:10	   Srikanda Krishnamoorthy Vasan Krishnamoorthy, Prince Charles Hospital 
   Case report: A case of central diabetes insipidus (DI) secondary to neurosarcoidosis   
   involving pituitary infundibulum 		    
                             	
16:10  - 16:22	   Will John, Ahmed Masoud; University Hospital of Wales 
   A rare mimic of apoplexy      
 
 “How Do I” Workshop   

16:25 – 16:50 	How do I manage my pre-diabetes clinic in a world of screening and immunotherapy 
Colin Dayan - Cardiff

16.50 – 17.15	How do I manage thyroid eye disease from referral to the future.
		Pete Taylor - Cardiff
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Name:  
Prof. Parth Narendran 


Institution:    
Professor of Diabetes Medicine 
University of Birmingham, and The Queen Elizabeth Hospital Birmingham

Title: 	
Screening for, monitoring and treating early type 1 diabetes

PARTH NARENDRAN
Parth's research interest focusses on understanding the autoimmune destruction of insulin secreting beta cells that lead to type 1 diabetes and exploring how this process can be modulated. He is part of a national effort to explore the feasibility and acceptability of early surveillance programmes for pre-type 1 diabetes and is also exploring which therapies are best tested in the prevention arena. He has developed an international reputation for exploring whether exercise can be used to modulate the autoimmune process in type 1 diabetes. He is the Chair of the MS Prevention Taskforce for the Multiple Sclerosis Society to explore treatment parallels across other conditions with similarities to type 1 diabetes.
 
Parth leads the Diabetes Research Unit and the Type 1 Diabetes clinical service at the Queen Elizabeth Hospital. He is the author of over 100 peer-reviewed publications including publications that have been cited by international bodies on Type 1 diabetes and its management. He has served on the Diabetes UK Research Committee and was previously on the Research Advisory Board of the Diabetes Research and Wellness Foundation and Regional Advisory Committee for the NIHR RfPB programme. He was previous chair of the Academic subcommittee of The Association of British Clinical Diabetologists having led and supported the setting up of its first research grant funding scheme and national Diabetes Update training programme for doctors specialising in diabetes and endocrinology. 
 
Parth reviews for all the major national and international diabetes journals. He contributes to the NIHR Horizon Scanning, and NICE Medical Technology reviews for new therapies.

[image: ]GUEST LECTURER 2

Name:  
Dr David Fryer 


Institution:
Shetland NHS Trust     

Title: 	
The challenges of general medicine
 and endocrinology in Shetland




Dr David Fryer went to medical school as a graduate and after a larger number of SHO jobs than most, covering many fields of medicine, returned to Newcastle for his registrar training.  Then, not really warming to any of the futures on offer he worked in many locum consultant posts before going to Shetland for a short locum where his wide-ranging experience proved even more useful than it had elsewhere; there really is no substitute for experience.  

After a while there he took up a newly created post expecting to be there for six to nine months before a permanent appointment was made.  He recently retired from Shetland after thirteen years.

















“How do I?” Session 1: 


Colin Dayan, MA MBBS, FRCP, PhD


Professor of Clinical Diabetes and Metabolism, 
Cardiff University School of Medicine.
Senior Clinical Researcher, University of Oxford.
Director, Cardiff Joint Research Office.

Colin Dayan trained in medicine at University 
College, Oxford, and Guy’s and Charing Cross 
Hospitals in London, UK before obtaining a PhD
in the immunology of Graves’ Disease in the 
Laboratory of Marc Feldmann. He then spent a year
 as an endocrine fellow at the Massachussetts General Hospital in Boston, USA before completing his specialist training in diabetes and endocrinology as a Lecturer in Bristol. 
In 2010, he was appointed to the Chair of Clinical Diabetes and Metabolism and Head of Section at Cardiff University School of Medicine and in 2020 as part-time Senior Clinical Researcher in the Nuffield Department of Medicine at the University of Oxford.

Prof Dayan has a long established interest in translational research in the immunopathology of type 1 diabetes promoting progress to “insulin free T1D”. He has published first-in-man clinical studies on the development of peptide immunotherapy and the use of nanoparticles in T1D as well as pioneering the use of lymph node and injection site sampling to monitor the response to therapy. 

Since 2015 he has been a leading member of the UKT1D-Research Consortium which has hosted more than 15 clinical trials in early T1D over 30 sites. He is currently leading on novel trial designs including the T1D Plus platform trial in Europe and Australia to rapidly test combinations of therapies. In collaboration with the Critical Path Institute, he led the TOMI consortium of 21 clinical trials to define the relationship between C-peptide preservation and clinical endpoints and build an FDA/EMA approved clinical trial simulation tool. He is now seeking to define novel endpoints in preclinical T1D as part of the EDENT1FI European programme. 

[image: ]Prof Dayan is a committed advocate to finding ways to bring beta cell preservation and         delaying the need for insulin therapy into routine clinical practice. In this regard he supported the application for regulatory approval of Tzield to the FDA in 2021 and is working with colleagues to introduce immunotherapy and population screening into the UK



“How do I?” Session 2:
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Dr Peter Taylor PhD FRCP

Dr Peter Taylor  is a Clinical Reader and Consultant
Endocrinologist at Cardiff University and the University Hospital
of Wales. His clinical and research interests span thyroid 
disease and type 1 diabetes, with a focus on translational 
clinical trials, immunotherapy, and endocrine epidemiology. 
He has over 70 publications, including first-author papers in 
The Lancet, Nature Medicine, and Lancet Diabetes & 
Endocrinology, and has recently led national guidance for the Society for Endocrinology on thyroid 
storm and myxoedema coma. He is current Chair of the Welsh Endocrine and Diabetes Society and has 
previously been UK thyroid network for several years.
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Oral Communication 1: 

AUTHORS NAME      	Sara Crowley, Diabetes Transitional Care National Coordinator

INSTITUTE		NHS Performance and Improvement (formerly NHS Executive)

ABSTRACT TITLE	A national survey of Welsh diabetes services mapped care across childhood to young adulthood, highlighting where provision fragments during transition and identifying opportunities for improvement.

ABSTRACT:

Background:	
Effective transitional care is essential to support children and young people with diabetes as they move between paediatric and adult services. This period of change is critical, and ensuring high-quality care is vital for both short- and long-term outcomes. In recent years, transitional care has been a national priority, with Standards and Pathways outlining clear expectations across the life course. However, variation in delivery has been reported anecdotally, and young people often describe struggling to adapt to adult services. A systematic evaluation across Wales has not previously been undertaken. Mapping where services align or diverge from Standards can inform improvement and promote equitable provision.

Aim:		
To evaluate paediatric and young adult diabetes service provision in Wales against National Standards and Pathways, with a focus on identifying differences in care delivery across age categories.

Methods:	
All paediatric diabetes services in Wales were invited to complete a structured Microsoft Forms survey, aligned to the national standards and guidance. The survey asked teams to report whether young people in their service had access to specific elements of care (e.g. GP, MDT, psychology, education, care processes etc.) across four age groups: children, adolescents, older adolescents, and young adults. Services were asked to collaborate with their adult colleagues to ensure joint responses. Data was collated and the number of services reporting provision in each age group was counted. Findings were presented graphically to illustrate where access increased, decreased, or remained consistent across age categories.

Results:		
All health boards with a paediatric diabetes unit responded. For one service, only paediatric data was provided, with no adult input, demonstrating near-complete national coverage. Key findings included: Children: High consistency in care, with most services providing core elements such as annual reviews, structured education, and multidisciplinary access. Adolescents: Some consistency in certain areas, but variation begins to appear, particularly in psychological support, structured transition planning, and peer support opportunities. Older adolescents and young adults: High variation across most elements of care, with differences most pronounced in access to psychological services, education and dedicated young adult clinics. Age-appropriate transitional care education: Provision of education tailored to age and developmental stage appears to be increasing over time, 




suggesting progress in supporting young people through transition. Collaboration between paediatric and adult teams: While some services demonstrated effective joint working, many reported gaps in communication, limited shared planning, and inconsistent provision of joint clinics. These findings were illustrated graphically, showing how access to key elements of care changes across age groups.

Conclusions		
Mapping service delivery against National Standards across four age groups reveals a clear picture of where care begins to fragment. While childhood provision is consistent, disparities widen during adolescence and young adulthood. These findings provide a robust evidence base for targeted service improvement, supporting national benchmarking and guiding health boards in strengthening transitional care.

Acknowledgements	
We thank all paediatric and adult diabetes teams across Welsh health boards for providing data and collaborating on this project
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Presenting: 	Variation in Diabetes Services Across the Transition to Adult Care in Wales
	
Institute: 	NHS Performance and Improvement

Supervising 
Consultant: 	Clinical Lead: Dr Julia Platts
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E-mail: 	Sara.crowley2@wales.nhs.uk


 
 













 
Oral Communication 2: 

AUTHOR:		Syeda Safa Fatima

 INSTITUTE		Cwm Taf Morgannwg University Health Board

ABSTRACT TITLE	Raised Sex Hormone Binding Globulins levels in men: A retrospective observational study

ABSTRACT:		

Sex hormone binding globulins (SHBG) are glycoproteins synthesized in liver, which have high specificity and affinity to bind with sex steroids. Raised levels of SHBG are observed in thyrotoxicosis, hepatic disease, anorexia, growth hormone deficiency and rarely due to oestrogen secreting tumours. Aging and medications (e.g. cytochrome P450 enzyme inducers) are also associated with an increase in SHBG levels.

Objectives
We carried out a retrospective analysis of all the raised SHBG test measurements in men (aged > 18 years), recorded and logged in our University teaching hospital over last 10-years (2014-2024). The primary objective of this observational study was to ascertain possible underlying cause of raised SHBG levels in this cohort apart from registering the final clinical outcome.

Methodology
The existing biochemistry data based was searched for all the raised SHBG test results in men (aged > 18-years) over last 10-years irrespective of their serum testosterone levels. A retrospective analysis of case notes and biochemical & radiological investigation results available on clinical portal was carried out.

Results
We retrieved a list of 123 raised SHBG test results over a period of 10-years in men aged 20-83 years. After excluding the duplication of test results, a total of 45 men (n=45) were included in the final analysis. 12 had raised SHBG secondary to hepatic dysfunction whilst 8 men were found to have high levels secondary to medications (like opiates, carbamazepine, phenytoin).The third commonest cause identified was hyperthyroidism (n:5) and anabolic steroid use (n:5) with other rare causes noted like nutritional deficiencies, increasing age and T1DM. 5 men were found to have no known aetiology.

Conclusion
Hepatic dysfunction, hyperthyroidism, aging and iatrogenic factors remain well known contributory factors for raised SHBG levels. Oestrogen secreting tumours have been described in literature as rare though important pathology which need to be kept in mind while evaluating men with high SHBG levels. Contrary to what has been described in medical literature, we observed anabolic steroid use associated with raised SHBG levels in 5 of our patients (and the SHBG levels normalized after stopping the anabolic steroids)


Author’s contact details
Name: Syeda Safa Fatima		Presenting: Syeda Safa Fatima
Institute: CTM UHB			Supervising Consultant: Atul Kalhan
Telephone: 07555698756		E-mail: syedasafa.fatima@wales.nhs.u

Oral Communication 3: 
AUTHORS NAME       Shah S, Kalhan A & Khan M.	

INSTITUTE	              Royal Glamorgan Hospital, University Hospital of Wales

TITLE 			Impact of Somatostatin Analogues on glycaemic control in patients with 
			Neuroendocrine Tumours: a retrospective observational study
ABSTRACT

Introduction
Long-acting somatostatin analogues (SSAs), such as Octreotide and Lanreotide remain the main stay of medical management of Neuroendocrine tumours (NETs). SSA use has been observed to impact glucose homeostasis based on results from randomised clinical trials. Although, there are only a limited number of studies which have appraised evidence from real-world clinical practice related to long term impact of SSA on glycaemic control.

Objective
The primary objective of our retrospective observational study was to evaluate impact of long acting SSA on glycosylated haemoglobin (HbA1c) which remains the most commonly used parameter to analyse glycaemic control.

Methodology
By using South Wales NET tertiary clinic electronic data base, we identified all the patients with confirmed diagnosis of NET who were initiated on SSA analogues from year 2014-2024. The NET patients were further sub-divided into 2 sub-groups: with or without Diabetes (prior to initiation of SSA therapy). The baseline clinical and biochemical parameters were recorded with focus on capturing data related to glycaemic control. Changes in body weight, medication dose and/or regimen and HbA1C levels were evaluated post initiation of SSA therapy.

Results
We identified 98 patients (n=98) with confirmed diagnosis of NET who were initiated on SSA therapy from year 2014-2024. 81 of these NET patients were not known to have diabetes prior to initiation of SSA therapy. It was interesting to note that 13 (16%) out of these 80 NET patients, developed diabetes on long term follow up as evidenced by increase in HbA1C to ≥ 48 mmol/mol (mean HbA1c increase by 10 mmol/mol). The mean duration (post SSA initiation) for developing diabetes in this cohort was 29 months. In the other sub-group of 17 patients who were known to have diabetes prior to SSA initiation, 13 were observed to have an increase in HbA1c levels by an average 17 mmol/mol. Across the entire cohort, a mean HbA1C increase of 4 mmol/mol was documented post-SSA treatment.

Conclusion
Our retrospective observational study data suggests that long term SSA use in patients with NET has a modest detrimental impact on glycaemic control in patients with or without pre-existing diabetes. The sub-group of patients with pre-existing diabetes being initiated on SSA therapy need to be counselled about importance of self-monitoring of blood glucose (SMBG) levels. In case the SBMG readings reflects sub-optimal glycaemic control, a close liaison with primary and secondary care diabetes services can improve clinical outcomes.

Author’s contact details
Name:  Shahriar Khan Shahjada, Senior Clinical Fellow, Royal Glamorgan Hospital
	Prof. Atul Kalhan, Consultant, Royal Glamorgan Hospital
Mohid Khan, Consultant, University Hospital of Wales
Presenting: Shahriar Khan Shahjada		Institute: Royal Glamorgan hospital
Supervising Consultant: Prof. Atul Kalhan	Telephone: 07459618465 (Dr. Shahriar Khan) 
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Oral Communication 4: 

AUTHORS NAME 	Arshiya Tabasum, Carol Evans, Rowan Hellier, Colin Dayan

INSTITUTE		University Hospital of Wales, Cardiff , CF14 4XW

ABSTRACT TITLE	improved patient outcomes facilitated by C-peptide testing, 
			enabling reclassification and therapeutic changes for patients 
			with diabetes
ABSTRACT:

Aim: 

To re-evaluate individuals with clinician diagnosis of T1DM using Serum C-peptide concentration. To potentially reclassify individuals as type 2 DM, and subsequently modify their treatment and improve their quality of life (QoL) through insulin cessation.

Method: 

We evaluated individuals with type 1 diabetes of more than 3 years duration with negative islet cell antigen autoantibodies or have not had autoantibodies tested in the past. They were offered random serum C-peptide testing during their routine outpatient clinic review. A C-peptide >200 pmol/L prompted further evaluation using a diagnostic algorithm. We also evaluated the overall improvement in glycemic control (HbA1c), BMI, quality of life and cost saving.

Results:

C-peptide is a biomarker of insulin reserve and can be used as an indicator that a patient may not have Type 1 Diabetes Mellitus (T1DM), with the potential to reduce or discontinue insulin therapy. In this study, an integrated clinical care team performed serum C-peptide testing in 400 patients for re-evaluation. Of these, 44 patients (11.1%) were identified with a C-peptide level >200 pmol/L. Among them, 36 patients (9.1%) were reclassified as having Type 2 Diabetes Mellitus (T2DM).

Of the reclassified group, 19 individuals (4.7% of the total cohort) were able to completely stop insulin, with the addition of co-therapies. In this off-insulin subgroup, HbA1c improved by 12 mmol/mol (p < 0.0002), and BMI decreased by 7 kg/m² (p = 0.002). Additionally, 16 patients reported an improvement in quality of life (QoL).

A cost evaluation estimated annual savings of £1,773/patient/year, attributed to treatment modifications and reduced glucose monitoring.

Conclusion: 
Thus, strategic incorporation of C-peptide testing into clinical practice enables precise diagnosis of type 1 verses type 2 diabetes. Resulting in patient centered treatment approach with safe and effective withdrawal of insulin enhancing better quality of life to the patients.

Author’s contact details

Name/Presenting: 	Dr Arshiya Tabasum ( Consultant)
Institute: 		University Hospital of Wales
Oral Communication 5	 

AUTHORS 		Ahmed Drah and F. Susan Wong

INSTITUTE		Cardiff University School of Medicine and University Hospital of Wales 

ABSTRACT TITLE	Dermatological impact of adhesives for insulin infusion sets and wearable 
			glucose monitors in patients with type 1 diabetes.

ABSTRACT:

Background: 

As diabetes technology advances, new complications have emerged, particularly dermatological reactions to the adhesives used to secure continuous subcutaneous insulin infusion (CSII) pump infusion sets and continuous glucose monitors (CGMs) to the skin. Repeated exposure to adhesive materials may lead to skin irritation, impacting patient comfort, adherence to device wear time, and overall device effectiveness. This study explores the prevalence and severity of such dermatological effects among adults with type 1 diabetes using these wearable devices.

Methods: 

A mixed-methods approach was used. An online questionnaire combining quantitative and qualitative items was distributed to individuals living with type 1 diabetes using CSII pumps and/or CGMs attending the Cardiff and Vale University Health Board clinics. A subset of respondents was invited to participate in follow-up semi-structured interviews. A total of 49 complete responses were collected over a 145-day period.

Results: 

Of the 49 participants, 55% used the Medtronic 780G pump and 53% used the Guardian 4 CGM. Overall, 71% of respondents reported noticeable skin changes (e.g., redness, itching, ulcers) at insulin infusion sites, while 57% reported similar reactions around CGM sensor sites. The average irritation rating on a 1–10 scale was 4.73 for insulin infusion sets and 4.72 for CGMs, indicating mild to moderate irritation as the norm. Notably, 10% of respondents reported maximum irritation (10/10) for infusion sets.

The abdomen was the most frequently used site for CSII infusion set insertion (46%) and also the most commonly reported location of severe irritation (44%). Despite widespread irritation, only 22% of participants used any products or methods (e.g., moisturisers, barrier sprays) to manage skin changes, suggesting a gap in patient education or access to support strategies.

Interestingly, 38% of participants felt that their insulin became less effective the longer the infusion set remained in place—most commonly noticing this on day 3 of wear. Those who reported skin irritation were more likely to report this reduced insulin efficacy, indicating a possible link between inflammation and insulin absorption, in addition to other possible factors including insulin degradation.




Conclusion: 

Dermatological issues related to adhesive use in CSII insulin pumps and CGMs are common, with one in three participants (33%) experiencing significant skin irritation that can impact quality of life and device adherence. Skin reactions appear regardless of device type, and may arise early in therapy rather than accumulating with long-term use. Despite this, most patients do not use any preventative or management strategies. These findings underscore the need for improved patient education, better adhesive formulations, and further clinical guidance to minimise dermatological complications in wearable diabetes technology.




























Oral Communication 6:

AUTHORS		Thein Myint Tun1, Hasini Chandrasekera1, A Shaikh1, D Cole2, K Boregowda1

INSTITUTE		1  Department of Diabetes and Endocrinology, Morriston Hospital, 
			    Swansea Bay University Health Board 
2  Department of Biochemistry, Cardiff and Vale UHB

ABSTRACT		Hidden Cause of Hypoglycaemia


ABSTRACT:

Introduction

Hypoglycaemia is one of commonest endocrine emergencies. In the absence of treatment of diabetes, hypoglycaemia can be caused by drugs and various medical conditions with insulinoma being most common cause. Some inherited metabolic defects can lead to hypoglycaemia. Multiple-acyl-CoA dehydrogenase deficiency or MADD is a rare autosomal recessive disorder caused by deficiency of electron transfer of flavoprotein. Late onset form of MADD typically presents with slowly progressive proximal weakness, myalgia, lethargy, vomiting, hypoglycaemia and metabolic acidosis. Confirmation of the diagnosis requires relatively complicated tests including muscle biopsy, Acylcarnitine profiling, urinary organic acid analysis and molecular gene testing. MADD responds dramatically to riboflavin supplementation and dietary treatment such as high carbohydrate, low fat and low protein diet.

Case

A 42-year-old lady attended emergency department at Morriston hospital with a history of feeling unwell in November 2024 and was found to have low plasma blood glucose of 3.5 mmol/l at the time. She was advised to monitor blood sugars which confirmed multiple episodes of hypoglycaemia both fasting and post prandial, so she was referred to the endocrinology clinic. She complained of intermittent dizziness along with episodes of myalgia, difficulty in sleeping, dark orange urine (likely caused by dehydration rather than rhabdomyolysis) and she had right upper quadrant tenderness on examination. She also reported similar episodes but infrequently since 2022. Her past medical history includes fibromyalgia, Raynaud’s syndrome, asthma and a parotid tumour in 2001 which was treated with parotidectomy. She was subsequently investigated with 72 hour supervised fasting test which showed appropriately suppressed insulin and c-peptide level with normal ketone response to hypoglycaemia. Her other blood test including Serum IGF 2:1 ratio, IgG insulin antibodies, cortisol, TFTs were normal and sulphonylurea in the urine sample was not detected. CT TAP and MRI pancreas were done prior to 72 hour fasting test as she presented to the emergency department with hypoglycaemia on multiple occasions and they did not identify any pathology. She was prescribed diazoxide, but she could not tolerate the higher doses and continued to suffer from hypoglycaemia with the lower dose. She was also referred to the dietician, but their advice did not make much difference to her symptoms. After excluding insulin mediated hypoglycaemia, she was referred to the metabolic clinic to investigate for inherited metabolic disorders, but we felt it is unlikely considering the age of presentation. Carnitine profile performed in the metabolic clinic showed elevated acylcarnitine suggestive of multiple acyl-CoA dehydrogenase deficiency (MADD). Apart from inherited 




cause, MADD can be caused by nutritional deficiencies, certain medications, supplements, and other metabolic conditions. She is currently awaiting a DNA analysis for R98 gene pane to identify an inherited cause. She has been prescribed Riboflavin 100mg once a day and 25% Glucose Polymer drinks as a part of emergency metabolic decompensation regimen.

Conclusion

Multiple Acyl-CoA Dehydrogenase Deficiency is a rare metabolic disorder which presents with muscle weakness, exercise intolerance, myalgia along with persistent hypoglycaemia. It is usually underdiagnosed in adults. We present this patient to highlight the importance of pursuing with investigations for metabolic disorders in case of non-insulin driven hypoglycaemia.


Reference

Hooi WF, Kyndt C, Faragher M, et al 029 Multiple-acyl-coa dehydrogenase deficiency (MADD): a rare but treatable genetic metabolic myopathy Journal of Neurology, Neurosurgery & Psychiatry 2018; 89:A12.
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Oral Communication 7:

AUTHORS	    Fred Keen, Nadia El-Farhan, Pete Taylor and Fiona Smeeton

INSTITUTE	     Nevill Hall Hospital, Aneurin Bevan University Health Board

TITLE		     TTR-Related Dystransthyretinaemic Hyperthyroxinaemia – A Case of a Thyrotoxic 
		     Mimic

ABSTRACT:	     Transthyretin (TTR)-related dystransthyretinaemic hyperthyroxinaemia is an extremely rare condition causing high-normal or high total and free T4 and T3 levels with a normal TSH in euthyroid individuals. Transthyretin is a carrier protein produced by the liver which binds to 20-30% of thyroxine in the serum. Genetic mutations in the TTR gene on chromosome 18q12 can increase the T4 binding affinity of TTR and hence produce this biochemical picture on thyroid function tests in patients who are clinically euthyroid.

We present the case of a 59 year old female who had been treated for presumed Graves’ disease in Essex in 2014 and treated for 18 months with carbimazole. She subsequently moved multiple times to different areas of the UK and did not have her thyroid function rechecked during this time. She moved to Wales in 2023 and repeated thyroid function tests with her GP showed a picture of a borderline raised fT4 and fT3 with a borderline suppressed TSH. Clinically she was very anxious and restless and reported that she felt the same as when she was diagnosed with Grave’s disease 9 years previously. She was hence referred to endocrinology with a provisional plan to recommence carbimazole.

Further thyroid function tests raised the possibility of assay interference but repeat testing with a different assay showed a consistent biochemical picture. Her case was discussed with the local biochemists and a plan was made for genetic testing, suspecting possible thyroid hormone resistance. This subsequently confirmed her deranged thyroid function was in fact due to TTR-related dystransthyretinaemic hyperthyroxinaemia. Our patient was found to have the p.(Ala129Thr) variant which has only been identified in four other families. The patient was reassured that no treatment was required for this, but that there is a 50% chance of her offspring inheriting this variant, and she agreed to be referred to the clinical genetics team for cascade testing.

This case was complex as clinically the patient appeared hyperthyroid, with significant anxiety and restlessness on examination, as well as having a mildly suppressed TSH, which are both unusual in euthyroid hyperthyroxinaemia. Endocrinologists should be aware of these rare genetic causes of deranged thyroid function tests when faced with such patients.
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Oral Communication 8: 

AUTHORS NAME 	Dr. Giselle Mary Sharaf, Dr. David Williams, Dr. Peter Taylor, Dr. Anna 
			Scholz, Dr. Rahim Khan, Dr. Fizzah Iqbal

INSTITUTE		University Hospital Wales

ABSTRACT TITLE	Hypercalcaemia Induced Arginine Vasopressin Resistance AVP Resistance (AVP-R) - Diagnostic & Management Difficulties

ABSTRACT:

Introduction:

AVP resistance is well described in patients with hypercalcaemia. It results due to persistently elevated calcium levels more than 2.75mmol/L, leading to polyuria and polydipsia, with elevated copeptin levels, dilute urine and high plasma osmolality. It is uncommon after cancer therapy with immune checkpoint inhibitors (ICI), namely, nivolumab, in which AVP deficiency is more common, due to hypophysitis. We would be discussing an interesting patient we treated recently.

Case:

We had a gentleman with malignant melanoma, who underwent treatment with Nivolumab. After 8 weeks of therapy, he had persistent hypercalcaemia greater than 2.75mmol/L, which lead to nephrogenic AVP resistance. We had to use various treatment options to control AVP resistance, including, intravenous fluids, zolendronic acid, denosumab, cinacalcet, steroids, diuretics and indomethacin. We had to prescribe desmopressin to control polyuria as well.

Conclusion:

AVP resistance due of hypercalcaemia of malignancy is rare and difficult to treat. We had a multi-disciplinary approach, involving oncology, endocrine, general medicine and intensive care teams.

Reference:

Angelousi A, Papalexis P, Karampela A, Marra M, Misthos D, Ziogas D, Gogas H. Diabetes insipidus: A rare endocrine complication of immune check point inhibitors: A case report and literature review. Exp Ther Med. 2022 Nov 16;25(1):10. doi: 10.3892/etm.2022.11709. PMID: 36561623; PMCID: PMC9748697.
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Oral Communication 9:
AUTHORS		Dr Adel Habib, Dr B Bhukya and Dr A Masud
INSTITUTE		University Hospital of Wales, Cardiff

ABSTRACT 	Managing primary hyperparathyroidism associated with severe hypercalcemia in a pregnant patient

ABSTRACT:

INTRODUCTION

Primary hyperparathyroidism is uncommon in pregnancy with no published data on incidence. We present a case of severe hypercalcaemia secondary to primary hyperparathyroidism during the first trimester of pregnancy and the challenges in management

CASE:

36-year-old female presented at 8 weeks of gestation with symptoms of nausea and vomiting, managed initially as hyperemesis gravidarum. Biochemical screening however revealed corrected calcium of 3.32 mmol/L (2.20-2.60), phosphate of 0.38 mmol/L (0.80-1.50), PTH 40.3 pmol/L (2.3 – 11.5) and Vitamin D of 15 nmol/L (>30). She was managed with aggressive IV fluids and anti-emetics but this failed to lower calcium below 2.9. Foetal monitoring with obstetric ultrasound was reassuring. Subsequently IV calcitonin was commenced but patient had side effects with it. She required a prolonged hospitalization for IV fluids and was ultimately commenced on cinacalcet along with discussion with surgical team for consideration of parathyroidectomy. Ultrasound neck failed to localize an obvious adenoma, but MRI neck revealed 11 mm focus anteroinferior to the right lobe of the thyroid anterior to the proximal right common carotid artery in keeping with a parathyroid gland. She underwent successful right inferior parathyroidectomy at 12 weeks with removal of a 14 mm adenoma. Her calcium normalized soon after surgery and remains normal along with normal foetal growth on US.

CONCLUSION:    

Primary hyperparathyroidism in pregnancy is rare with conflicting data regarding obstetric and foetal complications. A 2015 study by Dochez et al reported a 3.5-fold increased rate of foetal loss. More recently, a retrospective study by Rigg et al in 2019 reported improved maternofoetal outcomes but a higher rate of preeclampsia and preterm delivery in medically treated patients. Many of the pharmacological agents used in non-pregnant individuals are contra-indicated during pregnancy making medical management challenging. The 2022 primary hyperparathyroidism guidelines advise against use of bisphosphonates and comment on limited data availability on cinacalcet use in this population. In our patient, a multidisciplinary approach with obstetric and surgical teams on board and discussion with patient regarding risks and benefits of available therapies was key to a successful outcome.
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ABSTRACT TITLE 	Case Report: A case of Central Diabetes Insipidus (DI) secondary to Neuro 
			sarcoidosis involving Pituitary infundibulum 

ABSTRACT:  
We present a case of Central DI secondary to neuro sarcoidosis. Patient is a 59-year-old male. He has a history of Pulmonary sarcoidosis diagnosed by lung biopsy in June 2021. He was treated with high dose prednisolone, had good response and steroids stopped in December 2021. He has been in remission since then and all follow up scans were stable with no evidence of recurrence. He then developed polyuria, nocturia and polydipsia in June 2024 and a referral was sent to Endocrinology. He had these symptoms for a year. He did not have headache, photophobia, vision abnormalities, cognitive impairment, any signs of peripheral neuropathy. He had a history of systemic hypertension on amlodipine. 

His neurological examination revealed bilateral weak finger adduction and finger flexion with weak thumb opposition, no atrophy of thenar eminence, deep touch sensation slightly reduced on left arm with no specific dermatomal distribution. No signs of cranial nerve palsy. All other system examination was normal. 

Pituitary function was assessed and found to be normal. Computed Tomography (CT) scan of brain was normal including the pituitary gland. He informed that the 24 hours urine volume was more than 5 litres, however, attempt to measure the 24 hours urine volume was unsuccessful as he had run out of containers. Serum osmolality was 291 mmol/Kg and serum sodium was 139 mmol/L, paired urine osmolality was 151 mmol/Kg and urine sodium was <20 mmol/L. After water deprivation, serum was concentrated (osmolality 312 mmol/Kg along with hypernatremia) with inappropriately hypotonic urine (osmolality266 mmol/Kg) consistent with diabetes insipidus. After receiving desmopressin 100 micrograms orally the urine osmolality increased to 582 mmol/Kg and serum sodium dropped to 140 mmol/L. Polyuria resolved and urine volume was less than 2.5 litres a day. 

He is currently on desmopressin 600micrograms/day orally in divided doses and has responded well to this clinically and biochemically. He subsequently had a Magnetic Resonance Imaging (MRI) scan which showed thickening of pituitary infundibulum suggestive of sarcoid involvement. There was no evidence of pituitary adenoma on the scan. His case was discussed in the pituitary multidisciplinary team meeting, and they agreed with the diagnosis. He is currently awaiting assessment by the neuroinflammatory disorder team. 

Although it is rare, symptoms of central DI could be the first clinical manifestation of neuro sarcoidosis. Early recognition and initiation of appropriate treatment in a timely fashion would help avoiding complications. 
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ABSTRACT     A rare mimic of apoplexy

ABSTRACT:

A 34-year-old woman presented to A&E with a one day history of partial ptosis and blurred vision. She also reported several weeks of retro-orbital headaches. A stroke call was initially made, and a non-contrast CT head was done which was reported as normal, before being amended to state there was a sellar mass in keeping with a pituitary macroadenoma. On review the following day, she was found to have new left-sided temporal hemianopia in addition to partial ptosis. Biochemistry revealed hypopituitarism with mild hyperprolactinaemia, suggestive of pituitary stalk compression.

Given the acute onset of symptoms and hypopituitarism, pituitary apoplexy was suspected, and urgent investigations were arranged. However, MRI brain showed no haemorrhage or infarct within the pituitary gland. Lumbar puncture revealed inflammatory changes in the cerebrospinal fluid. Therefore, the working diagnosis became basal-predominant meningoencephalitis. The differentials include granulomatous processes and carcinomatous infiltration.

This case highlights how sellar and suprasellar masses can mimic pituitary apoplexy both clinically and radiologically. Pituitary apoplexy is commonly associated with sudden onset headache, ophthalmoplegia, and hypopituitarism. However, it is important to also consider other pathologies. Inflammatory and infiltrative processes such as meningoencephalitis, hypophysitis, tuberculosis, granulomatous disease, lymphoma, or metastases may closely mimic apoplexy, as can vascular lesions such as subarachnoid haemorrhage or cavernous sinus thrombosis. Therefore, careful integration of clinical, biochemical, and radiological findings is key to guide appropriate management.
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ABSTRACT TITLE 	Frailty Adjusted Glycaemic Targets in the Older Adult: An Audit of Current Practice

Background

Older adults are more prone to hypoglycaemia and more vulnerable to its consequences, including falls, cognitive decline, hospital admission, cardiovascular events and death1. Assessment of frailty in older adults and examining functional status, cognitive ability and comorbidities using the Rockwood Clinical Frailty Score (CFS), is a routine part of Geriatric Assessment2, though not featured in Diabetic Annual review. Current evidence supports the adjustment of glycaemic targets according to frailty status, to minimise the risks of hypoglycaemia, hospitalisation and drug side effects3. According to Expert Opinion on the Management of Adults > 65 years with Diabetes, the following targets are suggested4:

Frailty Status HbA1c Target

Functionally independent (healthy pre-frail, CFS 1-4) 53-59 mmol/mol
Functionally dependent (moderate frailty: 2 comorbidities and impairments in
ADLS, CFS 5-6) 59-64 mmol/mol
Severely frail (severe frailty: significant co morbidities, functional deficits, limited
independence, CFS 7-8) 64-69 mmol/mol
End of life/poor prognosis (CFS 9) Avoid symptoms of hyperglycaemia

Aim of Audit:

- To assess if hospital in-patients > 65 years with diabetes and frailty syndromes received a review of their glycaemic targets, with appropriate escalation and de-escalation of treatment.

- To incorporate CFS and Frailty Adjusted Glycaemic targets into routine review of patients >65y with diabetes.

Methods

- Retrospective Data collection from in-patients with Diabetes between 01/01/2025 and 28/02/2025, from two wards (Diabetes and COTE) in Royal Gwent Hospital, using notes and digital records.

Results

32 patients were identified for inclusion during this time- period of which 93% (29) had a diagnosis of type 2 diabetes and 37% were Insulin- treated. In 97% of patients, admission was unrelated to Diabetes. 84% of patients had CFS documented on admission, Mean score: 5.56 (moderate frailty). 




91% of patients had an HbA1c checked within the previous 12 months. 22% of patients met their Frailty adjusted HbA1c target, with 30% above target and 48% below target. During their hospital stay, a change of treatment was made for 40% of patients (de-escalation 75%, escalation 17%).


Conclusions and Recommendations

This audit shows that the majority of in-patients reviewed had HbA1c checked within the previous year, though only a minority met their Frailty Adjusted Glycaemic target or received a change in treatment. This data was presented to our COTE and Diabetes teams. Frailty Adjusted Glycaemic targets will now be incorporated into the diabetes in-patient (DICE) referral proformas and the Aneurin Bevan Type 2 Diabetes Pathway.
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ABSTRACT TITLE	A Very Rare Case of Cushing’s Syndrome (CS)

ABSTRACT:
Background:
Cushing syndrome (CS) is a rare endocrine disorder caused by prolonged exposure to high levels of cortisol, which can be exogenous or endogenous. Endogenous causes are classified as ACTH-dependent or ACTH-independent (adrenal) CS due to adrenal tumours or hyperplasia.

Case Description:

■ A 66-year-old female with a background of hypertension, prediabetes, asthma, and superficial melanoma presented with acute dyspnoea, and pleuritic chest pain in May 2024. As a result, she underwent a CT pulmonary angiogram which showed saddle PE1 and an incidental finding of multiple nodular lesions in both partially imaged adrenal glands. A dedicated adrenal CT (fig. 1) showed bilateral large adrenal nodules, with no suspicious features. ■ On clinical review in the endocrine clinic, examination revealed central weight gain and dorsocervical fat pad, but no facial plethora, abdominal striae or proximal myopathy. Blood pressure was elevated despite 2 agents.

Investigations and management: 

■ Blood results (table. 1) confirmed a diagnosis of ACTH-independent CS. In view of the bilateral nodules, she underwent genetic testing which found a germline ARMc5 mutation. She has been managed with Apixaban and Metyrapone. Genetic counselling for family is awaited. Following review in the adrenal clinic, she has opted for a bilateral adrenalectomy.

Discussion:

■ PBMAH is an increasingly recognised cause of adrenal CS, characterised by multiple, large (>1cm) nodules in both adrenal glands. ■ ARMc5 (Armadillo-containing repeat protein 5 gene3) is a tumour suppressor gene found in 20-55% of PBMAH cases, leading to a familial cause of the disease. ■ Cortisol secretion increases in proportion to the enlarging mass, explaining the often gradual progression of CS. ■ Previously bilateral adrenalectomy has been considered best management, but requires life-long adrenocortical replacement. More recently unilateral adrenalectomy has been promoted with reports of >90% initial remission4. Both options should be carefully evaluated and discussed with patient.

Conclusion: 

Genetic studies should be carried out in cases of PBMAH. Management options should be carefully considered based on severity of disease and comorbidities and risks and benefits of either unilateral/bilateral adrenalectomy should be fully discussed.
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ABSTRACT TITLE	Unmasking the Unexpected: Intra-Operative Vasopressin Deficiency During Complex Craniopharyngioma Resection
ABSTRACT:

Introduction

Arginine vasopressin deficiency (AVP-D), historically known as central diabetes insipidus, is the most common postoperative water balance disorder following transsphenoidal and transcranial surgeries for craniopharyngioma. AVP-D typically presents within 48 hours post-surgery and may be transient or permanent. However, the development of AVP-D acutely during surgery is exceedingly rare and necessitates swift, multidisciplinary intervention to avoid critical complications.

Case Description

A 24-year-old female with adamantinomatous craniopharyngioma, treated previously with two resections, cranial radiotherapy, and Omaya reservoir insertion, underwent elective endoscopic re-do debulking due to symptomatic and radiological progression. During initial intra-operative tumour manipulation, she developed sudden, marked polyuria (400–500 ml every 10 minutes), escalating hypernatremia, and rising lactate levels. The operation was halted, and she required aggressive intravenous fluid replacement alongside continuous intravenous desmopressin infusion, transitioning to subcutaneous dosing over 48 hours as homeostasis was regained.

Discussion

This case exemplifies a highly unusual presentation of AVP-D with immediate onset intra-operatively—a phenomenon infrequently reported in current literature. Systematic reviews indicate that postoperative AVP-D incidence following craniopharyngioma surgery approaches 30%, predominantly manifesting hours to days after surgery rather than during it. Risk factors include repeated surgical interventions, prior radiotherapy, and direct manipulation of the hypothalamic-pituitary region, which heighten vulnerability to neuroendocrine disruption. Acute intra-operative AVP-D poses significant risk, as rapid hypernatremia can precipitate hemodynamic instability, neurological injury, and increased perioperative morbidity and mortality. Early recognition and prompt initiation of vasopressin analogues and fluid management are indispensable for optimising outcomes. This case underscores the critical importance of intra-operative vigilance and preparedness, especially in re-do surgeries where anatomical distortion may exacerbate neuroendocrine compromise.

Conclusion

Acute intra-operative AVP-D during craniopharyngioma surgery is exceedingly rare, with very few cases reported globally. Immediate recognition and multidisciplinary management are critical to avoid life-threatening complications. Clinicians should maintain vigilance for this possibility, especially in re-operative surgical settings.
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TITLE		   	Recurrent Takotsubo Cardiomyopathy: An Endocrine Cause Not to Be 
Missed
Background: 	

Takotsubo cardiomyopathy (TC), or stress-induced cardiomyopathy, is a transient cardiac syndrome characterised by acute but reversible left ventricular dysfunction. While emotional or physical stress is the most common precipitant, catecholamine-secreting tumours such as phaeochromocytomas are recognised but underdiagnosed causes. Phaeochromocytomas account for <0.2% of secondary hypertension, and their variable manifestations often delay diagnosis.

Case Presentation:

A 72-year-old woman presented in October 2022 with acute decompensated heart failure and severe left ventricular systolic dysfunction (LVSD), which later normalised. She re-presented in July 2023 with chest discomfort. Coronary angiography revealed only moderate coronary artery disease, while echocardiography showed apical akinesis, moderate LVSD, and a transient left ventricular thrombus. Cardiac MRI demonstrated no scarring. In July 2024, she was admitted again with chest pain; echocardiography confirmed recurrent TC. Her clinical history included a two-year pattern of paroxysmal hypertension, diaphoresis, and dizziness. Biochemical testing showed markedly raised urinary metanephrines. MRI identified a 4.2 cm left adrenal lesion consistent with phaeochromocytoma and a smaller adenoma. She was commenced on phenoxybenzamine with resolution of her symptoms and is awaiting adrenalectomy.

Discussion:

Phaeochromocytoma-induced TC represents a distinct and often more severe phenotype of stress cardiomyopathy, with increased risk of recurrence, arrhythmia, and thromboembolic complications compared with typical TC. Excess catecholamines directly impair myocardial contractility via microvascular dysfunction and calcium overload. Recognition is critical, as definitive treatment with adrenalectomy can prevent further cardiac injury. This case highlights the importance of suspecting phaeochromocytoma in patients with recurrent or atypical TC, particularly in the presence of labile hypertension or sympathetic symptoms.

Conclusion: 

Recurrent Takotsubo cardiomyopathy should prompt consideration of underlying endocrine causes. Timely diagnosis and targeted management of phaeochromocytoma can prevent life-threatening cardiovascular complications.
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ABSTRACT TITLE	Tirzepatide-induced chronic vomiting with ketoacidosis in a non-diabetic 
			patient with a history of disordered eating


ABSTRACT:


A patient with a history of disordered eating self-administered tirzepatide after purchasing the medication from an online pharmacy. Despite developing tirzepatide-related recurrent vomiting they continued to administer the medication for two further weeks. She then presented to hospital with mixed high and normal anion gap acidosis secondary to ketoacidosis which requires treatment with intravenous fluids, electrolyte replacement and anti-emetics.


Tirzepatide is a novel drug licenced as an adjunct for weight loss which can be accessed in the UK from online pharmacies without in person review by a clinician. Clinicians should be aware that those with disordered eating behaviours may continue these drugs despite their side effects leading to harm. Regulatory agencies have issued warnings regarding hypoglycaemia, potential side effects and use outside of the licenced indications.


This case demonstrates the role of the anion gap calculation in the differential diagnosis of metabolic acidosis and the management of starvation ketoacidosis. We will discuss the changes to access in the UK to GLP-1, and GLP-1/GIP receptor agonists and the potential for both abuse and harm when accessed through private providers, including outside of the licenced indication.
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ABSTRACT TITL	A Long Road to Recovery: Severe Hypocalcaemia After Bariatric Surgery

Abstract: 

A woman in her 60s presented with severe, treatment-resistant hypocalcaemia following a Roux-en-Y gastric bypass performed in 1998. She had no postoperative follow-up or micronutrient supplementation. Her symptoms included paraesthesia, muscle cramps, fatigue, recurrent dental infections, and hair loss. Despite oral calcium and vitamin D supplementation, her deficiencies persisted due to malabsorption, requiring multidisciplinary care and intramuscular vitamin D. This case highlights the importance of lifelong monitoring and tailored treatment strategies post-bariatric surgery.

Background:

Hypocalcaemia is a common presentation in Acute Medicine. Common causes include iatrogenic postsurgical hypoparathyroidism, vitamin D deficiencies, inadequate dairy dietary intake, gastrointestinal surgery and coeliac disease. Malabsorptive bariatric procedures such as Roux-en-Y gastric bypass are associated with vitamin and micronutrient deficiencies. Fat-soluble vitamin deficiencies, particularly vitamin D, can lead to secondary hyperparathyroidism and persistent hypocalcaemia. This case highlights the importance of lifelong follow-up and patient education in preventing and managing such complications.

Case Presentation: 

A woman in her 60s presented with severe, treatment-resistant hypocalcaemia following a Roux-en-Y gastric bypass performed in 1998. She had no postoperative follow-up or micronutrient supplementation. By 2019, she started to experience symptoms of severe hypocalcaemia. Her symptoms included paraesthesia, perioral tingling, muscle cramps and spasm, recurrent dental infections, hair loss and fatigue. The fatigue was particularly debilitating and distinct from her pre-existing fibromyalgia, which significantly impaired her daily life. Over a 24-month period, she required 21 hospital visits for emergency intravenous calcium replacement, highlighting the chronic nature of her condition and its significant impact on her quality of life. Despite multiple intravenous calcium replacement, oral calcium replacement, oral vitamin D loading and maintenance doses, her severe symptomatic hypocalcaemia persisted.

Investigations:

Initial investigations revealed severe vitamin D deficiency (<13 nmol/L)(Normal 25-50 nmol/L), persistently low calcium (1.72–2.05 mmol/L)(Normal 2.2-2.6 mmol/L), elevated PTH (47.5 nmol/L), iron deficiency anaemia (Hb 78 g/L, Ferritin 7 μg/L), and low selenium and zinc levels. ECG showed prolonged QTc intervals up to 470 ms, raising concerns about potential cardiac arrhythmias 



associated with hypocalcaemia. There was no documented test of Trousseau’s sign or Chvostek’s sign. Imaging and endoscopic assessments excluded malignancy, gastrointestinal bleeding, and coeliac disease.

Treatment, Outcome and Follow-Up: 

Following a review in the Endocrine clinic, she was commenced on 3 monthly intramuscular vitamin D (300,000 IU), intravenous iron, intramuscular vitamin B12, oral multivitamin, oral calcium, zinc and selenium supplementation. By December 2024, calcium levels normalised (2.25 mmol/L), vitamin D improved (29 nmol/L), and symptoms resolved. The patient continues to receive regular follow-up in the Endocrine clinic and supplementation.

Discussion: 

Our patient’s severe hypocalcaemia was a direct result of chronic vitamin D deficiency, which prompted secondary hyperparathyroidism. This demonstrates a key challenge: standard oral and intravenous calcium supplementation proved insufficient. A more tailored approach involving high-dose intramuscular vitamin D and multidisciplinary care was necessary. Systematic reviews support this, showing that doses of 1,100 to 7,100 IU/day are often required to treat severe vitamin D deficiency, in addition to the daily maintenance dose. Additionally, studies have shown that intramuscular vitamin D can lead to more significant serum level improvement compared to oral supplementation alone, suggesting that a one-time treatment may not resolve the abnormality. Lifelong patient follow-up is essential for improving metabolic health, and vitamin D deficiency is a common complication after bariatric surgery. Patient education also plays a key role, including which food groups to increase in their diet, with dietitians providing advisory input. Regular nutritional panels, including vitamin D and calcium, should be performed on all patients with gastrointestinal malabsorptive conditions, such as those who have had bariatric surgery, celiac disease, or inflammatory bowel disease. The literature also suggests that lifelong monitoring for B12, B1, vitamin C, folate, vitamins A, D, K, iron, selenium, zinc, and copper is necessary, as over-the-counter supplements often do not provide adequate amounts to reverse deficiencies.

Conclusion: 

Hypocalcaemia following bariatric surgery is a challenging condition that demands lifelong monitoring, personalised supplementation, and coordinated multidisciplinary care. This case emphasises the importance of early identification and proactive management strategies to prevent complications and improve the quality of life for affected patients.
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ABSTRACT TITLE 	Audit Report : Evaluation of Diabetes Foot Care in the first 24 hours of 
			admission to a District General Hospital 

ABSTRACT: 

Diabetes foot infection is a significant cause of morbidity and mortality. Prompt recognition and rapid initiation of treatment with timely involvement of multidisciplinary teams improves outcomes and prevents long-term disability. The National Institute of Care and Excellence (NICE) recommends that every patient admitted with diabetes foot infection should be assessed, started on treatment and referred to a multidisciplinary footcare service within 24 hours of admission 

Aims and Methods 	

To evaluate delivery of care to patients admitted with Diabetes foot infections to a District General Hospital, and to compare outcomes against NICE recommendations. A retrospective review of case records over a period of 6 months was performed by a single observer. 

Results 		

25 patients were included in the study. Mean age was 64.08 years and 88 % were male patients. 20 % of the patients had microvascular complications, 40 % of the patients had macrovascular complications. 36 % of the patients had both micro and macrovascular complications. All patients who had macrovascular complications related to diabetes had a positive smoking history. 24 % of the patients included had HBA1C < 50 mmol/mol. Mean HBA1C was 80.95 mmol/mol. 54 % of the patients had the wound thoroughly examined within first 24 hours of hospital admission. Foot pulses were examined only for 20 % of the patients within first 24 hours of hospital admission. For 60 % of the patients, wound swabs/ blood cultures were sent within the first 24 hours of admission. 79 % of the patients had appropriate imaging within the first 24 hours of admission. 83 % of the patients received antibiotics within the first 24 hours of admission. 22 % of the patients were referred to specialist teams (including Podiatry, Tissue viability nursing team) within the first 24 hours of admission. 

Discussion 

High rates of compliance were observed in the following, with scope for further improvement: 
Assessing smoking history – 72% of the patients 
Requesting imaging – 79 % of the patients 
Commencing antibiotics – 83 % of the patients 
Poor compliance was seen in the following areas: 
Thorough wound examination – only 54 % of the patients 
Examination of foot pulses – only 20 % of the patients 
Referral to specialist teams – only 22 % of the patients 






Action Plan 	

We intend to design a structured proforma to include initial assessment with prompters to enable a thorough wound examination, investigations and treatment plans and facilitate continuity of care, with the goal being referral to multidisciplinary team within 24 hours of admission. 
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ABSTRACT TITLE	Unusual pituitary haemorrhage

Abstract:		

Pituitary apoplexy is a condition caused either by the death of an area of tissue (an infarction) or a haemorrhage in the pituitary gland. It is typically caused by bleeding into a pre-existing benign tumour of the pituitary gland or by death of an area of tissue in the pituitary gland as a result of the tumour.. We report a case of a 66-year- old gentleman who presented with severe sudden onset headache and was subsequently identified to have a pituitary haemorrhage in the absence of a pituitary adenoma. This is a rare phenomenon.

Case presentation:

A 66-year-old gentleman presented with a 24-hour history of sudden onset frontal throbbing headache. Initial investigations revealed hypokalemia which was a longstanding problem. The presentation along with his background history of intraventricular brain mass (Neurocytoma under surveillance) prompted requesting CT head which initially raised concerns about possible bleed within the intraventricular brain mass, but this was ruled out subsequently after the MRI was done. The MRI reported by the Neuroradiologist as pituitary apoplexy without evidence of any pituitary adenoma. Fundoscopy examination revealed early papilloedema and marked peripheral visual field constriction Lt>Rt. No risk factors of significance for pituitary apoplexy were found. A pituitary panel workup was done and revealed secondary adrenal insufficiency, for which steroid replacement was commenced. A previous CT abdomen showed adrenal adenoma, but Synacthen test ruled out primary adrenal insufficiency as a reason for the low cortisol. Although cortisol level was maintained after corticosteroid treatment, potassium levels remained constantly low. The patient developed large bilateral Pulmonary embolism during his hospital admission and commenced on anticoagulation due to the high thrombotic risk compared to the bleeding risk. The patient was treated conservatively for the apoplexy with a plan for outpatient MRI pituitary in 3 months and follow up with the Endocrinologist.

Conclusion:		

Pituitary apoplexy is a medical emergency. Pituitary haemorrhage in the absence of pituitary tumour or trauma is extremely rare. The risk factors and management steps are not fully elucidated but need careful consideration and an MDT approach.
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