
Clinical
Specialties 
medical student revision guide

Rebecca Richardson 
& Ricky Ellis

� everything you need to prepare for exams

� diagrams, flowcharts, colour coding  
and summary boxes

� includes all core topics for medical  
finals & foundation years

� peer-reviewed with the latest guidelines

✓

✓

✓

✓

Community medicine

Geriatrics

Gynaecology

Obstetrics

Paediatrics

Psychiatry

Dermatology

Ear, Nose & Throat

Ophthalmology

Anaesthetics

 Palliative care

Richardson & Ellis
C

linical Specialties



Clinical
Specialties 
medical student revision guide

"This book is what I would have wished 
for in my medical student days"

From the Foreword by Stella Vig, National 
Clinical Director for Elective Care

Clinical Specialties-Prelims.indd   1Clinical Specialties-Prelims.indd   1 21/12/2022   12:3021/12/2022   12:30
Clinical Specialties.indb   1Clinical Specialties.indb   1 26-Dec-22   11:54:05 AM26-Dec-22   11:54:05 AM



Student Ambassadors
We are looking for student ambassadors at all UK Med Schools to help us with the following:

• review book ideas, proposals and manuscripts

• promote Scion books locally, especially our Scion VIP Club which gives 30% discount on all our books and 
free economy postage

To find out more, please contact  simon.watkins@scionpublishing.com

Feedback, errors and omissions
We are always pleased to receive feedback (good and bad) about our books – if you would like to comment on 
any of our books, please email info@scionpublishing.com.

We’ve worked really hard with the authors to ensure that everything in the book is correct. However, errors 
and ambiguities can still slip through in books as complex as this. If you spot anything you think might be 
wrong, please email us and we will look into it straight away. If an error has occurred, we will correct it for  
future printings and post a note about it on our website so that other readers of the book are alerted to this.

Thank you for your help.
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Foreword
I think back to my medical student days fondly. They were packed full of excitement, learning, demanding work schedules and fun. 
I learnt how to translate heavy, almost unreadable tomes into my revision notes (personalised with colourful annotations), and how to 
pass exams. Ensuring that the basic facts were clearly structured in my memory was important and allowed me to add in experiential 
learning through patient and other clinical interactions.

I continue to employ these practices in my everyday work as a Consultant Surgeon, as in this profession we never stop learning. This 
is the magic and attraction of medicine! I enjoy my time as a trainer and encourage my medical students to understand the basics first, 
and then create their own way of learning by annotating and adding to these.

This book is simple to use and concise despite the breadth and depth of what it covers. It entices the reader to use it as a personal 
board, to add newly learnt facts or clinical experiences. It has already completed the arduous work of summarising key points and 
highlighting co-dependencies or important life-changing facts. Rebecca and Ricky have used a broad group of reviewers to 
ensure that this book does what it sets out to do; to support learning and revision in a way that fits modern life and act as a scaffold 
that provides safe and proper practice, with signposts for an individual to pursue their interests with more detail.

The world is becoming ever busier, and the medical curriculum even larger as our medical knowledge develops. This book is what I 
would have wished for in my medical student days. It would have saved me time, a precious commodity when everyone is tired. If 
we can support our medical students to learn and enjoy life, we can look forward to a rejuvenated NHS workforce crucial to delivering 
the excellent care we wish for in the NHS.

Stella Vig
Consultant Surgeon and Trainer

National Clinical Director for Elective Care
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Preface
I remember it well. Countless evenings sat at my desk, desperately trying to work out what I needed to know, and how I was going 
to know it. Hours spent trudging through textbooks, soaking up line after line of information, only to be left certain that after a week 
on my new placement, it would all be forgotten. Medical school is tough. The vast volume of knowledge that must be acquired and 
retained, to achieve the standards expected of a safe and successful doctor, is a daunting task. But as you will find at every stage in 
your medical career, help is always available if you know where to look. For you, I hope this book can be your help. I present it as 
your trusted companion, a loyal friend that will stand by your side through good times and bad, something to turn to when you need 
guidance, reassurance, or simply just a place to start!

There is no end of resources available for medical students, all designed to make the journey from student to doctor that little bit 
easier. For me, I found this wealth of information to be just as much of a curse as it was a blessing. Not only was I faced with the 
overwhelming task of learning it all, but I first had to find and dissect the parts that were relevant to me. Wouldn’t it be easier if 
everything I needed to know was in the same place? The simple answer – yes. And that is how I started to write this book.

My first goal when creating the Medical Student Revision Guides was to bring together all the key topics needed for medical school 
exams and life as a junior doctor in one readily available place. I did this through summarising a variety of recognised resources, 
including textbooks, articles and clinical guidelines. This has been supplemented by the expert knowledge of specialists in each 
field, who have reviewed each chapter to ensure it is accurate and reflects the most up-to-date guidance.

My second goal was to do everything I could to help you remember this information. I appreciate everyone is unique in the way 
they learn, but with most of us relying on vision as our dominant sense, it seemed illogical not to utilise its power. As such, I have 
specifically designed this book with an extensive use of colour, diagrams and summary tables, to create a resource that is visually 
striking and a refreshing change from your current textbooks. The informal ‘notes-style’ layout and dedicated column that allows for 
your own annotations on each page, are features that I hope make the content feel more accessible and easier to engage with.

It is my sincere hope that you find this book useful, whether it be as your comprehensive revision resource, or a quick reminder of a 
condition that you come across on the ward. I am forever grateful for any feedback that can help me to better help you, so please 
do leave a review with your honest thoughts. 

I wish you luck with your exams, and all the best for your future careers.

Rebecca Richardson

Disclaimer

It is important to note that this book is designed as a revision tool and aide-memoire. It is not intended to give an in-depth understanding of each condition, but 
rather to focus on the key points that often appear in undergraduate exams. It should not be solely relied upon in clinical situations; please always check the most 
current and local guidelines before implementing management or administering any treatment.

Every attempt has been made to ensure that the most up-to-date information has been included at the time of writing this book. However, due to the continuously 
evolving nature of the medical profession, and with variations in clinical practice between hospital Trusts, this cannot be guaranteed. It is therefore advised that 
you correlate these notes to other resources, and supplement them with your own clinical encounters, to ensure a complete learning experience. Readers should 
also ensure that they learn all elements of their own medical school curriculum, regardless of whether they are covered in this book.
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General abbreviations

2ww – 2 week wait
a. – Arterial
ABCDE – Airways, Breathing, Circulation, 

Disability, Exposure
ABG – Arterial blood gas
ABX – Antibiotics
AXR – Abdominal X-ray
BB – Beta-blocker
BD – Twice a day
BG – Blood glucose
BMI – Body mass index
BP – Blood pressure
Ca – Calcium
CBT – Cognitive behavioural therapy
CCB – Calcium channel blocker
CCF – Congestive cardiac failure
CF – Cystic fibrosis
CHF – Chronic heart failure
CI – Contraindication
CK – Creatine kinase
CKD – Chronic kidney disease
CMV – Cytomegalovirus
CN – Cranial nerve
CNS – Central nervous system
CPAP – Continuous positive airway pressure
CPR – Cardiopulmonary resuscitation
Cr – Creatinine
CRP – C-reactive protein
CRT – Capillary refill time
CSF – Cerebrospinal fluid
CT – Computed tomography
CV – Cardiovascular
CVA – Cerebrovascular accident
CVD – Cardiovascular disease
CXR – Chest X-ray
D&V – Diarrhoea and vomiting
d – Day
DBP – Diastolic blood pressure
DDx – Differential diagnosis
DM – Diabetes mellitus
DOAC – Direct oral anticoagulant
DRE – Digital rectal examination
DVLA – Driver and Vehicle Licensing Agency
Dx – Diagnosis
ECG – Electrocardiogram
ECT – Electroconvulsive therapy
EEG – Electroencephalogram

eGFR – Estimated GFR
ENT – Ear, nose and throat
EPO – Erythropoeitin
ESR – Erythrocyte sedimentation rate
FBC – Full blood count
FHx – Family history
G&S – Group & save
GA – General anaesthetic
GCS – Glasgow Coma Score/Scale
GFR – Glomerular filtration rate
GI – Gastrointestinal
GP – General practitioner
h – Hour
Hb – Haemoglobin
HF – Heart failure
HIV – Human immunodeficiency virus
HR – Heart rate
HTN – Hypertension
ICP – Intracranial pressure
Ig – Immunoglobulin
IHD – Ischaemic heart disease
IM – Intramuscular
inc. – Including
IV – Intravenous
IVDU – Intravenous drug user
Ix – Investigation
LFT – Liver function test
LHS – Left-hand side
LMWH – Low molecular weight heparin
LOC – Loss of consciousness
m – Month
mcg – Microgram
MCS – Microscopy, culture and sensitivity
MDT – Multidisciplinary team
MI – Myocardial infarction
min – Minute
MND – Motor neurone disease
MRI – Magnetic resonance imaging
Mx – Management
NBM – Nil by mouth
NSAID – Non-steroidal anti-inflammatory 

drug
N&V – Nausea & vomiting
OCD – Obsessive–compulsive disorder
OD – Once a day
OT – Occupational therapist
PCR – Polymerase chain reaction

PE – Pulmonary embolism
PET – Positron emission tomography
PHx – Past history
PNS – Peripheral nervous system
PO – Per ora (orally)
PR – Per rectum
PRN – Pro re nata (as required)
pulm. – Pulmonary
RA – Rheumatoid arthritis
RBC – Red blood cell
RFT – Renal function test
RHS – Right-hand side
r/o – Risk of
R/V – Review
re – Regarding
RF – Risk factor
RR – Respiration rate
s – Second
SALT – Speech and language therapy
SBP – Systolic blood pressure
SC – Subcutaneous
SD – Standard deviation
SE – Side-effect
SL – Sublingual
SLE – Systemic lupus erythematosus
SOB – Shortness of breath
SSRI – Selective serotonin reuptake  

inhibitor
Sx – Symptoms
TB – Tuberculosis
TCA – Tricyclic antidepressant
TDS – Three times a day
TFT – Thyroid function test
TIA – Transient ischaemic attack
TNM – Tumour, nodes, metastases
Tx – Treatment
U&Es – Urea & electrolytes
USS – Ultrasound scan
UTI – Urinary tract infection
VBG – Venous blood gas
vit – Vitamin
VTE – Venous thromboembolism
W – Week
WBC – White blood cell
WCC – White cell count
WHO – World Health Organization
y – Year

Each chapter begins with a set of abbreviations specific to that chapter.
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How to use this book
The underlying principle of this book is to present information in a way that is eye-catching, clear and easy to remember. 
This page will explain some of the key layout features that have been used to achieve this.

1. Notes column – each page is divided into a main text section, and a tinted notes column. The notes column is used to house 
additional information, and to provide space for your own notes, should you wish to make any.

Notes column Main text section

2. Text colour
• chapter coloured text – used to expand on a point / provide extra information
• grey text – used for less important information
• red text – used for red flags and emergency points
• blue text – used for extra points / annotations

3. Highlighting – words/phrases that have been highlighted are linked to extra information. Look for another highlight of the same 
colour on the page to find this information. The below example uses yellow highlighting to link ‘ABX’ to the additional information 
‘use CENTOR score to assess need for ABX’.

4. Box colours – a variety of different boxes are used to display information.
• Yellow tinted box – for triggers / risk factors, complications & prognosis
• Blue tinted box – for differential diagnoses
• Red box – for red flags / emergency points
• Chapter coloured box – for all other types of information

Yellow-tinted Blue-tinted Red
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2 Chapter 1: Community-based medicine

Asthma
Chronic, reversible increases in airway resistance due to bronchospasm, 
inflammation & mucus production

Pathophysiology

Triggers activate mast cells to release spasmogens & chemotaxins:

1. Early phase: bronchospasm (spasmogens: histamine, PGs, leukotrienes)

2. Late phase: inflammation (chemotaxins: attract eosinophils/monocytes)

Types

1. Extrinsic: type 1 hypersensitivity reaction ( IgE ± other atopies)
↳ early onset / younger patients (may improve with age)
↳ in adults = OCCUPATIONAL ASTHMA: chemicals, enzymes in flour, animal substances

2. Intrinsic: non-immune mechanisms (often no cause identified)
↳ late onset / middle-aged patients

Symptoms

• Wheeze, SOB, cough – worse at night / early morning / on exercise
• Chest tightness 

Investigations

• Hx: FHx/PHx of atopies, typical Sx with diurnal variation, identifiable trigger
• Auscultation: expiratory polyphonic wheeze
• Atopy tests: skin prick / serum IgE
• Spirometry + bronchodilator reversibility test (BDR)
• FeNO test (fraction of expired NO) – if still unsure of Dx in kids or if >17y 
• PEF: monitor variability over 2–4w
• Direct bronchial challenge: last resort

Management of acute asthma (adults)1

Immediate Tx:
1) O2 via non-rebreathe mask (aim 94–98%)
2) 5mg salbutamol neb (SABA)
3) 0.5mg ipratropium neb (SAMA)
4) 40–50mg PO prednisolone/IV hydrocortisone

If severe/no improvement:
1) Senior review
2) + ipratropium if not already given
3) + MgSO4 IV
4) continue back-to-back nebs (every 15–30min)

Assess severity of attack

Fig. 1.1

Severe attack Life-threatening 
attack

• incomplete sentences
• accessory muscles
• hyperinflated chest
• pulsus paradoxus* 

• PEF 33–50% of 
best

• RR ≥25
• HR ≥110 

* SBP with inspiration

• exhaustion/confusion
• silent chest
• cyanosis
 

• PEF <33% of best
• spO2 <92%
•  HR &  BP
 
ABG:  CO2, O2 <8, 
low pH

Parasympathetic action: ACh → M3 receptors
= bronchoconstriction &  mucus
Sympathetic action: adrenaline → β2 receptors
= bronchodilation &  mucus

Triggers
• allergens: pets, pollen, dust mites
• cold air • viral infection 
• emotion • pollution
• smoking • drugs: NSAIDs/BBs

Diagnostic test results

• FEV1:FVC <70%
• PEF >20% variability
• BDR: FEV1 ≥12% improvement or ≥200ml 

volume increase
• FeNO >40ppb

Key elements of diagnosis

1. History – variable symptoms, triggers, 
PHx or FHx of atopy

2. Examination – wheeze
3. Spirometry – bronchodilator  

reversibility
4. Response to trial of Tx

NO = produced in response to inflammation

1 NICE (2021) CKS – Scenario: Acute exacerbation of asthma
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Chapter 1: Community-based medicine 3

Management of chronic asthma2

Fig. 1.2

Occasional SABA
e.g. salbutamol

+ low dose ICS
e.g. beclometasone

+ LABA*
e.g. salmeterol/formoterol

+ LTRA
e.g. montelukast

 dose ICS ± LTRA

+ long-term oral 
steroids 

e.g. prednisolone

Co
ns

id
er

 st
ep

pi
ng

 d
ow

n 
if 

Sx
 c

on
tr

ol
le

d 
fo

r 3
 m

on
th

s

• Uses SABA ≥3 × a week OR
• Night symptoms ≥1 × a week OR
• Exacerbation of asthma in past 2y

*do not use LABA without ICS

LABA + ICS = MAST regimen
Combined in 1 inhaler (brown)
e.g. Symbicort/Fostair

Referral to specialist

OTHER FACTORS TO CONSIDER:
1. Lifestyle: smoking, weight loss, breathing exercises

2. Inhaler technique: spacer, add-ons

3. Safety-net: including signs & Mx of acute attack

4. Follow-up appointment: annual review with practice nurse

Safety-netting

SEEK MEDICAL ATTENTION IF:
• Symptoms are getting worse/interfere with daily life
• Waking up at night 

SIGNS OF AN ACUTE ATTACK:
• Reliever inhaler isn’t helping
• Too breathless to speak/eat/sleep
• Very tight chest / coughing a lot
• RR increasing / feel like can’t get enough air

What to do in an asthma attack

• Sit up straight
• Puff of PRN inhaler – up to 10 times
• If no improvement call 999

Components of an asthma review

• Level of control – poor control suggested if:
▶ using SABA >3× per week
▶ night symptoms
▶ interfering with activities
▶ chest tightness, wheeze

• Any exacerbations 
• Compliance/technique
• Side-effects of medications

Medications

1. Beta-2 agonists (SABA/LABA) 
• Beta-2 selective → relaxes smooth 

muscle in lungs
SE = tachycardia, muscle cramps/tremors

2. Inhaled corticosteroids 
•  lipocortin → inhibits PLA2

• reduced arachidonic acid conversion to 
LTs/PGs

•  inflammation
SE = oral candidiasis (rinse mouth)

3. Leukotriene receptor antagonists (LTRAs)
•  bronchoconstriction & mucus
•  eosinophils & inflammation

SE = GI upset, headache, hepatic disorder, Churg–
Strauss syndrome (vessel inflammation)

4. Long-term oral steroids
• same mechanism as ICS
• more systemic SEs

SE: acne, hair,  weight, HTN, cataracts, 
osteoporosis, immunosuppression/infections
→ cause adrenal suppression so  dose 
gradually

2 BTS/SIGN (2019) Guideline for the management of asthma
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Challenges of geriatric medicine

• Multiple diagnoses
• Non-specific symptoms/signs
• Polypharmacy – use START/STOP TOOL to assess if all medications are 

needed
• Increased vulnerability to and reduced recovery from illness
• High prevalence of cognitive dysfunction
• Increased risk of falls
• Complex ethics

AGEING: ‘The accumulation of cellular damage over time that leads to a 
generalised decline in function and an increased probability of death’1.

FRAILTY: a state of increased vulnerability to illness, and of not returning 
to baseline functioning following a stressor event. Not all older people 
are frail, but prevalence increases with advancing age.
The frail phenotype includes:
• unintentional weight loss/sarcopenia → can test grip strength
• weakness, exhaustion, slow walking speed → TUG test
• low level of physical activity
• falls, immobility, delirium, memory loss, incontinence

Clinical frailty scale2

Very fit Robust, active and energetic

Well No active disease symptoms, exercise from time to time

Managing well Medical problems are well controlled, but not regularly active beyond walking

Vulnerable Not dependent on others but symptoms limit activities, e.g. being slow / increasingly tired

Mildly frail Need help with more involved ADLs (e.g. transport, shopping, housework)

Moderately frail Need help with all outside activities & housework; difficulties with stairs, bathing, dressing

Severely frail Completely dependent for personal care but not at high risk of dying

Very severely frail Approaching end of life – may not recover from minor illness

Terminally ill Life expectancy <6m but not otherwise evidently frail

International classification of functioning (ICF)3 

Describes health against domains of:

Fig. 2.1

Geriatric giants: the 6 Is

• Iatrogenesis
• Instability
• Impaired cognition
• Impaired senses
• Incontinence
• Inadequate nutrition

1 Woodford H (2016) Essential Geriatrics, 3rd edition. CRC Press. 
2 Rockwood K, Song X, MacKnight C, et al. (2005) A global clinical measure of fitness and frailty in 
elderly people. CMAJ, 173: 489. 
3 World Health Organization (2001) International Classification of Functioning, Disability and Health (ICF).

Gerontology

Frailty can be secondary to dementia, where 
cognitive impairment means support is 
required for ADLs

The study of social, cultural, psychological,  
cognitive, and biological aspects of 
ageing

Health (disease/disorder)
e.g. stroke

Environmental factors
e.g. need ramp access to house

Personal factors
e.g. don’t want help

Body function & structure (impairment)
e.g. hemianopia, depression

Activities
e.g. ability to drive

Participation 
e.g. ability to get to social group

Fig. 2.2
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Chapter 2: Geriatric medicine 21

MUST (Malnutrition Universal Screening 
Tool)
A scoring system that uses BMI, % weight loss & 
risk of weight loss to identify adults who are at 
risk of malnutrition.

Barthel Index: 100-point score that assesses 
independence level for a number of different 
ADLs.
Berg Balance Scale: 14-item scale designed to 
measure balance of the older adult in a clinical 
setting.

Key MDT members for CGA
• Doctors & nurses
• Physiotherapist
• Occupational therapist (OT)
• Social workers
• Speech & language therapists
• Dietitians, optometrists, podiatrists, etc. 
Communication is key!

4 British Association of Parenteral and Enteral Nutrition (BAPEN) (2011) Malnutrition Universal 
Screening Tool (MUST). Malnutrition Advisory Service. 
5 Mahoney FI & Barthel DW (1965) Functional evaluation: the Barthel Index. Md State Med J, 14:61. 
6 Kreutzer J, DeLuca J & Caplan B (eds) (2011) Encyclopedia of Clinical Neuropsychology: Berg Balance 
Scale. Springer.

Comprehensive geriatric assessment (CGA) 

→ Gold standard for managing frailty
CGA = A multidisciplinary diagnostic process that considers the medical, 
psychological & functional capabilities of a frail older person, to develop a 
coordinated and holistic management plan for acute treatment & long-term 
follow-up. 
5 DOMAINS OF THE CGA: referenced with colour coordinated management 
categories throughout the chapter

Domains Items to be assessed

Physical health
(medical)

Comorbidities
New diagnoses
Medication review
Nutritional status: MUST tool4

Frailty status

Mental health

Cognition: MoCA, AMT, MMSE
Capacity
Mood/anxiety
Fears 

Functional aspects

Basic ADLs: Barthel Index5

Instrumental ADLs
Mobility, gait & balance: Berg Balance6

Activity participation

Social aspects
Formal/informal carers (family/social services)
Social networks/visitors
Legal matters (power of attorney, etc.)

Environment

Housing/place of residence
Supportive equipment
Safety features, e.g. alarms
Transport facilities

Assessment scales for mental function

1. Abbreviated mental test (AMT) = 10 questions  to quickly identify/
monitor cognitive impairment
→ carried out on all patients >65y admitted to hospital 
→ score <8 needs further investigation (e.g. MMSE/CAM/MoCA)

2. Mini-Mental State Exam (MMSE)* = standardised  
quantitative test, examining  
a variety of domains

Domains: Orientation, Registration, Calculation, Recall, Language, Attention
→ score <23/30 = dementia (if patient has at least 8y of education)

3. Montreal Cognitive Assessment (MoCA) = more in-depth assessment of 
cognitive function

= 90% sensitivity for mild cognitive impairment, 100% sensitivity for diagnosis 
of Alzheimer’s
= good to discriminate between normal and mild cognitive function, but not so 
much between moderate and severe

*Limitation: depends on 
educational background

AMT

1. Age
2. Time
3. Address for recall 
4. Year 
5. Place 
6. Identify 2 people

7. Date of birth
8. Year 1st World War 

began
9. Current monarch
10. Recall address

Summary of key concepts in geriatric 
medicine

• HOLISTIC CARE – use the CGA framework 
to address all elements of care, including 
psychological, physical & social

• REDUCE POLYPHARMACY – avoid 
unnecessary medications & for those which 
are needed, start at low dose & increase 
slowly

• PROBLEM SOLVING – as well as using CGA 
framework to help guide management, 
consider all aspects when investigating issues
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48 Chapter 3: Gynaecology

Conditions of the cervix
Frequency of screening

25–49y = every 3y
50–65y = every 5y
>65y = only if recent abnormal smear

Risk factors for cervical cancer
• HPV 16 & 18 ( sexual contacts)
• Smoking
• Immunosuppressed/HIV
• Long-term OCP use (v. small risk)

5 PHE (2021) Cervical screening: programme and colposcopy management

CIN = cervical intraepithelial neoplasia
→ pre-cancerous changes to cells

Grade depends on amount of dyskaryosis 
(abnormal nuclei) 

CIN I = atypical cells in 1/3 epithelium
CIN II = atypical cells in 2/3 epithelium
CIN III = atypical cells throughout 

⅓ become malignant in 10y

Cervical screening

AIMS
1. Reduce incidence of cervical cancer by detecting pre-cancerous changes

2. Reduce mortality from invasive cervical carcinoma

METHOD: cervical smear test
• Insert Cusco’s speculum
• Use brush to sweep around transformation zone
• Liquid-based cytology of cells collected (centrifuge + microscopy)
• HPV also tested for in this sample

Transformation zone  = area of metaplasia between squamous and columnar epithelium
Oestrogen causes columnar epithelium to evert onto endocervix
→ exposure to acidic vagina causes metaplasia to squamous epithelium

HPV PRIMARY SCREENING5

Screen for high risk HPV (16 & 18) in smear before cytology for dyskaryosis
• high risk HPV present in 99.7% cervical cancers
• more sensitive test (fewer false negatives) 

Fig. 3.4

HR HPV TEST

LIQUID CYTOLOGY

COLPOSCOPY

CIN II/III → LLETZ

Return to screening programme

Repeat screening in 12m

CIN I → Punch biopsy & 
repeat screening in  

12m

Low grade dyskaryosis

Negative

Normal
Positive

Abnormal

High grade 
dyskaryosis

Colposcopy

METHOD
• speculum to open vagina & colposcope to examine cervix
• acetic acid added to stain cells → abnormal cells turn white 
• biopsies taken for histological examination & definitive diagnosis 

(CIN I, II, III or rarely cervical cancer)

Fig. 3.5 Abnormal 
cells stained white with 
acetic acid.

Preventing cervical cancer:
HPV vaccine, barrier contraception, screening

Symptoms of cervical cancer
• bleeding between periods, after sex, after 

menopause
• change in vaginal discharge
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Chapter 3: Gynaecology 49

Reassure women with CIN that these are 
pre‑malignant changes & colposcopic 
treatment is straightforward and very successful

Complications/risks of LLETZ
• post-op haemorrhage (1–2%)
• cervical stenosis
• small increased risk preterm labour & PROM 

LLETZ = large loop excision of transformation zone

METHOD
• excision of abnormal cells under local anaesthetic
• diathermy (heat) can stop bleeding vessels

COUNSELLING POST-PROCEDURE
• avoid tampons & intercourse for 4w
• one treatment of LLETZ doesn’t reduce fertility
• may have some bleeding / brown discharge (if offensive get ABX from GP)

Benign conditions of the cervix

Ectropion/erosion: area of eversion at transformation zone appears red
• Sx: may present with vaginal discharge or post-coital bleeding
• Tx of bleeding: cryotherapy*
Acute cervicitis: due to STIs (rare)
Chronic cervicitis: inflammation/infection usually of ectropion
• Sx: vaginal discharge
• Tx: cryotherapy ± ABX
Polyps: benign tumours of endocervical epithelium
• Sx: asymptomatic/IMB/PCB
• Tx: avulsion & histology

Cervical intraepithelial neoplasia (CIN)

→ pre-malignant changes to cervical epithelium due to HPV (16 & 18)
Epidemiology: peak 25–29y
RF: same as for cervical cancer
Pathology: exposure of cells at transformation zone to HPV results in 
incorporation of viral DNA into cells
Symptoms: asymptomatic but risk of cervical malignancy
Diagnosis: cervical smear screening programme
Management: if HPV positive refer to colposcopy

*Rule out carcinoma first with colposcopy
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BP in normal pregnancy: aim for 135/85
• BP drops to <90/60mmHg in 2nd trimester
• Rises again to pre-pregnancy levels by term

Risk factors
• Nulliparity
• Previous pre-eclampsia
• FHx pre-eclampsia
• Older age (>35y)
• Chronic HTN/DM
• Obesity
• Twin pregnancies
• Renal disease
• Autoimmune disease

Hypertensive disorders in pregnancy
Pre-existing/chronic hypertension

= BP >140/90mmHg before pregnancy or 20 weeks’ gestation or taking an 
antihypertensive
→ Increases risk of pre-eclampsia so give prophylactic ASPIRIN & MANAGE BP

Pregnancy-induced hypertension (5–7%)

= BP >140/90mmHg after 20 weeks’ gestation 
→ Due to pre-eclampsia or transient HTN

Pre-eclampsia (5%)

= BP >140/90mmHg AND proteinuria >0.3g/24h after 20 weeks’ gestation 

• Mild/moderate pre-eclampsia = BP 140/90–159/109 → asymptomatic
• Severe pre-eclampsia = BP >160/110 and/or symptoms → headache, N&V, 

oedema, visual disturbance, RUQ/epigastric pain, reduced urine output, 
hyper-reflexia, seizures

PATHOPHYSIOLOGY
Multisystem disease caused by complex interaction between immunological & 
vascular adaption
↳  Stage 1 (<20w): incomplete invasion of trophoblast into spiral arteries 

→ poor placental perfusion 
↳  Stage 2 (>20w): ischaemic placenta induces endothelial damage 

→ vasoconstriction,  permeability, clotting dysfunction

COMPLICATIONS FOR FETUS
• IUGR (<34w needs pre-term delivery)
• Increased risk placental abruption

COMPLICATIONS FOR MOTHER
• Eclampsia – grand mal seizures due to cerebral vasospasm – Tx: Mg sulphate
• Cerebrovascular haemorrhage
• Renal failure – Tx: may need dialysis
• Pulmonary oedema – Tx: O2 + furosemide
• HELLP syndrome (liver failure)

H: Haemolysis – dark urine, LDH, anaemia
EL:  Elevated Liver enzymes – RUQ/epigastric pain, liver failure, clotting 

dysfunction
LP: Low Platelets – DIC may occur

INVESTIGATIONS
• BP & urinalysis
• Bloods: FBC, LFTs, clotting, U&Es/uric acid level
• USS (umbilical artery Doppler) & CTG

Management (of pre-eclampsia and existing HTN)2 

MILD/MODERATE: as outpatient → deliver at 37–39w
• BP & urine twice a week (clinic or midwife)
• USS every 2–4w (fetal growth)

SEVERE: admit for careful monitoring → deliver at 34–36w
• Magnesium sulphate IV – seizure control
• Antihypertensives – if >150/100 (labetalol, nifedipine)
• Steroids – promote fetal pulmonary maturation
• Restrict fluids – reduce risk pulmonary oedema

 morbidity & mortality

2 NICE (2019) Hypertension in pregnancy [NG133]

Ix for complications

ALT/LDH (), plts (), Cr (), Hb (), USS, 
umbilical artery Doppler, CTG

Prognosis: resolves after 24h post-delivery

Risk reduction

1. Booking Ix identifies risk
• Hx, BP, proteinuria

2. Aspirin 150mg OD (12w–birth)
• if deemed high risk

Postpartum care

GP review
• Close fetal monitoring
• Maternal monitoring: BP, FBC, LFTs, U&Es, 

fluids
• Maintain BP: at 140/90mmHg 

Avoid ACEis in pregnancy
→ give labetalol 
→ + aspirin 75mg

1. 4-hourly BPs
2. Fluid balance
3. 24h urine
4. Reflexes (for Mg)

 BP & proteinuria 

IF FETAL DISTRESS / MOTHER AT RISK
→ consider delivery
(mechanism depends on individual situation)
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Glycaemic disorders in pregnancy
Pre-existing diabetes mellitus (1%)

MANAGEMENT: 
MDT team → consultant-led care
• Pre-pregnancy: 

 ▶ optimise glycaemic control 
(education)

 ▶ folic acid 5mg daily
• During pregnancy:

 ▶ increase insulin dose to maintain 
normoglycaemia

 ▶ aspirin 150mg daily to reduce 
pre-eclampsia risk

 ▶ regular BG, HbA1c, BP & renal 
monitoring (& screen for 
retinopathy)

 ▶ regular fetal monitoring (20w 
USS + regular growth scans, fetal 
echocardiography) 

→ Delivery by 39w

3 NICE (2015, updated 2020) Diabetes in pregnancy [NG3]

Glycaemic changes in pregnancy: 
• Transplacental glucose transport (reflects 

mum’s levels)
•  HPL, progesterone, cortisol cause  insulin   

resistance  
 → results in  maternal glucose levels

in 2nd trimester

Diagnostic criteria for GDM

1. Fasting glucose >5.6mmol/L
2. OGTT >7.8mmol/L (2h after 75g oral 

glucose)

Risk factors for GDM  
• PHx/FHx GDM
• 1st-degree relative with DM
• BMI >30kg/m2

• Black Caribbean, South Asian
• Previous large fetus (>4.5kg)
• Previous unexplained stillborn

Complications of hyperglycaemia in pregnancy

MATERNAL COMPLICATIONS
• Hypoglycaemia/ketoacidosis (rare)
• Infection: UTI, endometritis, wound 

infection
• Pre-eclampsia: more common if 

pre-existing DM
• Deterioration of pre-existing 

disease: retinopathy, nephropathy

NEONATAL COMPLICATIONS
• Hypoglycaemia
 As developed compensatory 

hyperinsulinaemia in womb
• Respiratory distress syndrome 
 Due to reduced pulmonary maturity

FETAL COMPLICATIONS
• Congenital abnormalities  

(×3) – NTDs, cardiac 
• IUGR/IUFD
• Macrosomia ( birth weight) –  

hyperglycaemia causes  fetal 
insulin & fat deposition → C-section 
if >4.5kg

• Polyhydramnios – due to  fetal 
weight causing  fetal urine

• Preterm labour (10%) 
• Birth complications: trauma, 

dystocia, fetal distress/death
↳ C-section / instrumental  

delivery more likely

MANAGEMENT3: 
stepwise approach for optimising glucose 
control + regular review

1. Lifestyle advice: diet & exercise 

2. Oral agents: if not controlled with 
lifestyle (e.g. metformin)

3. Insulin: if still not controlled 
(discontinued after pregnancy)

4. 75mg aspirin: prophylaxis for 
pre-eclampsia

5. Folic acid: 5mg

6. Regular fetal growth/USS 
scans – every 4w

POSTPARTUM CARE
• Educate on increased lifetime risk*  

of DM: diet/exercise advice 

• Educate on increased recurrence of 
GDM

• Carefully monitor fetus: prefeed 
blood glucose for 24h

↳ very important

Gestational diabetes mellitus (GDM) (13.5%)

DEFINITION: glucose intolerance first diagnosed in pregnancy 
→ may or may not resolve after 

AETIOLOGY: Beta islet cells unable to compensate for raised maternal glucose 
levels in pregnancy → hyperglycaemia

SCREENING:
• Booking appointment: screen for   high-risk group  
• 28 weeks*: OGTT if identified as high-risk
• Any time in pregnancy: OGTT if RFs develop

Glucose = teratogenic

Further Ix

• HbA1c (check not T2DM)
• Abdo palpation (SFH, lie, pain)
• USS & fetal artery Dopplers

*OGTT done ASAP if previous GDM/DM

Polyhydramnios / persistent glucosuria

*>50% diagnosed with DM in 10y postpartum
→ fasting glucose test at 3m postpartum

Clinical Specialties.indb   76Clinical Specialties.indb   76 26-Dec-22   11:54:25 AM26-Dec-22   11:54:25 AM



Chapter 5: Paediatrics 109

↳ Syndrome: particular set of multiple anomalies occurs repeatedly 
in a consistent pattern due to an underlying mechanism

Chromosomal abnormalities

TRISOMIES → non-disjunction, translocation or mosaicism

DOWN SYNDROME (trisomy 21)  ≥50% live over 50y

Physical features
• round face
• small mouth/ears
• hypotonia
• flat nasal bridge
• protruding tongue
• single palmar crease
• epicanthic folds (upper eyelid)
• Brushfield spots (in iris)
• ‘sandal gap’  between toes

Associated abnormalities: screen for these at birth 
e.g. ECHO, TFTs, vision & hearing screens
• congenital heart 

defects (40%)
• hearing impairments 

(otitis media)

• early onset Alzheimer’s 
disease

• moderate learning 
difficulties

• visual impairments 
(cataracts, squint)

• epilepsy, coeliac 
disease, infections

Maternal age: 20 30 35 40 44 Overall

Prevalence: 1 : 1530 1 : 900 1 : 385 1 : 110 1 : 37 1 : 650

EDWARDS SYNDROME (trisomy 18) 
= 1 in 8000

Physical features
• IUGR / low BW
• Prominent occiput, small mouth
• Flexed, overlapping fingers
• Rocker-bottom/clubbed feet
• Cardiac & renal malformations

→most die in infancy

OTHER CHROMOSOMAL SYNDROMES

TURNER SYNDROME (45,X) = 1 in 2500

Physical features
• Short stature 
• Spoon-shaped nails
• Lymphoedema of hands/feet
• Webbed neck

Associated conditions
• Congenital heart defects (aortic coarctation)
• Delayed puberty
• Hypothyroidism
• Ovarian dysgenesis = infertile
• Renal anomalies 

Investigations for Turner syndrome

• Blood karyotyping
• Buccal swab (for Barr body = inactive X 

chromosome)
• LH & FSH
• For complications: TFTs, urinalysis 

(for glucose etc.)

Tx for Turner syndrome

• Growth hormones
• Oestrogen replacement
→ develop 2° sexual characteristics but still 
infertile

→ 2% babies have congenital malformation
→ 5% babies have genetic disorder

PATAU SYNDROME (trisomy 13)  
= 1 in 14,000

Physical features
• Brain defects (microcephaly)
• Small eyes (microphthalmia)
• Cleft lip/palate
• Polydactyly
• Cardiac & renal malformations

→most die in infancy

Fig. 5.9 Down syndrome.

Fig. 5.10 Physical features  
of Turner syndrome.

Webbed neck
Wide carrying angle

Diagnosis of Down syndrome

• antenatal screening: combined/ triple test 
• chromosome analysis (blood test): FISH

Down syndrome affects 1 in 150 live births

Genetics & syndromes
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KLINEFELTER SYNDROME (47,XXY) = 1 in 1000

Physical features
• hypogonadism / small testes = infertile
• gynaecomastia

• lack of chest/facial hair
• tall stature

Tx: testosterone therapy may help

Single gene/Mendelian disorders

AUTOSOMAL DOMINANT = 50% chance child inherits affected allele

TUBEROUS SCLEROSIS = 1 in 6000

Signs Associated conditions

• ‘ash-leaf’ lesions (hypopigmented)
• shagreen patches (rough patches)
• ungual fibroma (nail tumour)
• angiofibromata  (benign 

nasopharyngeal tumour in butterfly 
distribution over nose)

• benign tumours (brain, skin, heart, eyes, lungs)
• infantile spasms
• autism
• epilepsy

ACHONDROPLASIA (DWARFISM) = disorder of bone growth 
→ Tx: growth hormones/surgery for spine

Signs Associated conditions

• short stature & limbs/digits
• large head (macrocephaly)
• large forehead & depressed nasal bridge 

• apnoea • obesity
• lordosis • spinal stenosis

MARFAN SYNDROME = 1 in 5000 → disorder of connective tissue 
(fibrillin-1 mutation)

Signs Associated conditions

• tall & thin
• hypermobility
• scoliosis
• long limbs
• crowded teeth
• sunken chest

• AAA, aortic dissection, valve regurgitation
• glaucoma, cataracts, retinal detachment
• lung collapse, asthma, sleep apnoea

NEUROFIBROMATOSIS = 1 in 3000–4000 → skin changes + tumours along nerves

Signs Associated conditions

Type 1:
• café au lait spots
• axillary/groin freckles
• Lisch nodules (benign growth in eye)

Type 2: (much rarer)
• hearing loss / balance problems
• juvenile cataracts

• neurofibromas (benign)
• malignant peripheral nerve sheath tumours
• hypertension
• scoliosis

CN VIII tumours
• vestibular schwannoma 
• bilateral acoustic neuromata

NOONAN SYNDROME = 1 in 1000

Signs Associated conditions

• short stature
• webbed neck
• pectus excavatum
• flat nasal bridge
• wide-set eyes

• mild learning difficulties
• congenital heart disease (pulmonary stenosis, ASD)
• bleeding disorders
• scoliosis

→ similar phenotype to Turner syndrome

Fig. 5.13 Café au lait spots.

Fig. 5.14 Noonan syndrome.

Fig. 5.11 Angiofibromata.

Fig. 5.12  Ash-leaf patch.
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Alcohol & substance misuse
Definitions

Acute intoxication: transient physical & mental abnormalities shortly after 
administration e.g. altered cognition/behaviour
Harmful use: continued use despite evidence of damage to physical/mental 
health or social wellbeing but no dependence
Withdrawal: physical dependence causes physical symptoms on abrupt 
cessation e.g. seizures, delirium, psychosis
Tolerance: need to take more drug for same effect – often choose more rapidly 
acting administration route

Dependence syndrome:  obtaining drug becomes priority in life (primacy), 
continued use despite negative consequences, loss of control of consumption, 
tend towards single preferred drug, tolerance & withdrawal

Alcohol misuse

→ In UK 9% men & 4% women are dependent
→ Younger people drink more heavily, older people drink more frequently
→ Alcoholic liver disease is greatest cause of alcohol-related deaths 
↳ prevalence is increasing

RISK FACTORS:
• Genetics & gender – male > female
• Mental illness – depression, anxiety disorders, schizophrenia
• Stress, low self-esteem, social anxiety / isolation
• Significant life events – bereavement, trauma
• Lower socioeconomic status
• Occupation – bartenders, farmers, healthcare professionals

Complications of alcohol misuse

Medical consequences Psychiatric consequences

CNS: cognitive/memory impairment, reduced brain volume, 
cerebellar degeneration, Wernicke–Korsakoff syndrome

PNS: peripheral neuropathy, optic atrophy

Alcoholic hallucinosis: hallucinations while sober / after 12–24h 
of abstinence (usually visual)
Respond well to antipsychotics & typically resolve in 24–48h

DDx: acute psychotic episode, delirium tremens

Hepatic: fatty liver, hepatitis, cirrhosis*, hepatocellular carcinoma, 
hepatosplenomegaly, pancreatitis

Pathological jealousy – primary delusion that partner is unfaithful
→ associated with violence towards partner

Gastric: gastritis/ulcer, carcinoma, oesophageal varices, Barrett’s, 
Mallory–Weiss tears

ARBD (alcohol-related brain damage): cognitive/memory 
impairment & dementia

Renal: CKD, hepato-renal syndrome Anxiety & depression

GI: malabsorption, diarrhoea, thiamine deficiency (Wernicke’s) + 
niacin deficiency (pellagra), GI cancer

Suicide (10–15% risk)

CVS: cardiomyopathy, arrhythmias, HTN, cerebrovascular events Schizophrenia – increases risk of relapse & violence

Reproductive: sexual dysfunction, infertility, fetal alcohol syndrome

*risk in women

↳ esp. AF

↳ Costs NHS £3.5 billion per year

ICD-10 diagnostic criteria:  

Tolerance Tremor (withdrawal Sx)
Control loss Compulsion
Primacy Persistence despite harm

One unit = 10ml ethanol
Guidelines = ≤14 units per week*

*spread over ≥3 days

Social consequences of alcohol misuse

• Relationship problems / domestic violence
• Risky sexual activity
• Missed work / poor performance
• Suicide/homicide
• Financial & legal problems  

(contact with criminal justice system)

5/6 in past year

**In alcoholics: poor diet &  
absorption/hepatic storage

Acute Wernicke–Korsakoff syndrome: due to thiamine (vitamin B1) deficiency**

Wernicke’s encephalopathy:
• Acute confusion
• Ophthalmoplegia/nystagmus
• Ataxic gait
Treat promptly to prevent progression & death:  
IV Pabrinex (vit B & C) + alcohol withdrawal Tx

Korsakoff syndrome:

• Antero-/retrograde amnesia
• Confabulation (false memories)
• Apathy (indifference/  interest)

progresses in 80%
Wernicke’s prognosis

15% mortality if untreated
20% complete recovery
25% significant recovery
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202 Chapter 6: Psychiatry

Investigating alcohol misuse

HISTORY
Lifetime pattern of consumption
• When did they begin to drink 

regularly / first feel they had a 
problem? 

• Reasons for periods of heavy drinking

Current pattern of consumption
• How often, what type of drink, 

how much? 
• Where and when?
• Description of a typical day / heavy 

day of drinking

Signs of dependence
• Withdrawal symptoms in 

morning / if not had a drink
• Having to drink more for same 

effect (tolerance)
• Episodes of memory loss / blackouts 

(amnesia)

Social/occupational problems
• Missed days of work / lost job

• Relationship difficulties
• Financial impact, criminal charges

Previous treatment attempts
• Nature and effectiveness

Physical and mental health (often 
comorbid mental health Dx)
• Resulting from or exacerbated by 

drinking

INVESTIGATIONS
• MCV – stays raised 3–6m after 

abstinence
• GGT – alcohol-related liver 

inflammation 
• Liver USS – if indicated

PHYSICAL EXAMINATION
• Of major systems (liver stigmata, 

cerebellar signs, peripheral 
neuropathy) & for symptoms of 
withdrawal

Poor prognostic factors

• Ambivalent about change
• Homeless / unstable accommodation
• Unemployed
• Lack family / social support
• Repeated treatment failures

Screening questions to detect misuse: CAGE

Cut down – ever felt you should cut down your 
drinking?
Annoyed – ever been annoyed by others 
criticising your drinking?
Guilty – ever felt bad/guilty about your 
drinking?
Eye opener – ever drunk first thing in the 
morning to steady nerves?

Patients often non-compliant

Stages of change model  describes how ready 
patients are to change behaviours

1 NICE (2011) Alcohol-use disorders [CG115]

Management of alcohol misuse1

PSYCHOSOCIAL

• Drug & alcohol services (e.g. Alcoholics Anonymous)
• Motivational interviewing, CBT, counselling, self-help resources
• Housing, financial, childcare support, avoid other users

BIOLOGICAL
1. Detoxification/withdrawal management: reducing regimen over 7–10d

• Chlordiazepoxide – a BZD to treat withdrawal symptoms
• Thiamine (B1) – to avoid/treat Wernicke–Korsakoff syndrome

2. Maintaining abstinence: 
• Disulfiram – irreversible inhibition of acetaldehyde dehydrogenase (ALDH) 

causing acetaldehyde build-up
↳ unpleasant symptoms of flushing, headache, nausea deter further 

alcohol consumption
• Acamprosate – enhances GABA transmission to reduce alcohol cravings 

(contraindicated in renal failure)
• Naltrexone – reduces euphoric effects (can raise liver enzymes) 

→ in the community unless severe/high risk delirium tremens / liver failure

RISK ASSESS

Withdrawal effects Timeframe Signs & Sx

Withdrawal symptoms >6h after last drink
Resolve in 24–48h

Insomnia, tremor, anxiety, GI upset, headache, sweating, palpitations

Seizures 12–48h after last drink Tonic–clonic seizures

Delirium tremens 48–96h after last drink
Last 1–5d

Hallucinations, disorientation, HR, BP, sweating, fever, agitation  
Emergency admission for Tx: PO lorazepam, thiamine, hydration

Alcoholic hallucinosis 12–24h after last drink
Resolve in 24–48h

Vivid visual hallucinations (have insight)

Fig. 6.1

ContemplationRelapse

Maintenance

Action

Preparation

Pre-
contemplation

→ often missed (patient denial is a problem)
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Chapter 7: Dermatology 227

Common inflammatory skin disorder commonly affecting ages 14–19y

Pathophysiology

• Abnormal keratinisation of follicle = pore blockage
•  Sebum production = due to  androgens at puberty
• Overgrowth of Cutibacterium acnes = Gram +ve commensal

▶ releases pro-inflammatory mediators
▶ follicles rupture & contents leak into surrounding dermis

Lesions of acne

1. Non-inflammatory
• Closed comedones (whiteheads) – small papules that may burst
• Open comedones (blackheads) – flat or raised with impacted keratin

2. Inflammatory
• Papules – burst comedones cause inflammation
• Pustules – papules containing pus
• Nodules – painful swellings lasting weeks–months

Sequelae of acne

1. Non-scarring
• Hyper-/hypopigmentation
• Erythematous macules

2. Scarring
• ‘ICE-PICK’ scars (atrophic) – collagen loss
• ‘KELOID’ scars (hypertrophic) – collagen formed

Management2

→ depends on severity, psychological impact, response to previous Tx

1. TOPICAL TX = 1st-line for mild/moderate acne
• Retinoids = affect keratin production
• Antibacterials e.g. benzyl peroxide
• Antibiotics e.g. erythromycin/clindamycin

2. SYSTEMIC ABX = 2nd-line OR 1st-line for severe acne
• Lymecycline/doxycycline (teratogenic / yellow teeth in kids)

3. ORAL ISOTRETINOIN (ROACCUTANE) = retinoid (s sebum made) 
Indicated in:
• Nodulocystic acne
• Tx-resistant subtypes
• Visible scarring or risk of bad scarring
• Significant psychological distress

4. HORMONAL TX = Tx-resistant females / cyclical flares / hirsutism
• Combined oral contraceptive pill

5. SCAR TREATMENT
• Microdermabrasion (removes dead skin) – superficial scars
• Laser resurfacing – atrophic scars
• Punch biopsy/excision – ice-pick scars
• Intralesional steroids – keloid scars

CIs: pregnancy/lactation, PHx or FHx VTE

Acne vulgaris

2 NICE (2021) Acne vulgaris [NG198]

Risk factors for acne
• Male
• Cosmetic/hair products
• Excess washing
• OCP/steroids
• Endocrine disorders – PCOS

All Tx may cause irritation/erythema & 
photosensitivity

Contraindications to Roaccutane

• Pregnancy
• Severe liver/renal disease
• Severe depression
• Peanut allergy

Side-effects of Roaccutane (key parameters 
to monitor in parentheses)

• Teratogenic – 2× contraception + monthly 
pregnancy test

• Hepatitis – avoid alcohol (LFTs)
• Photosensitivity & dry skin – protection
• Muscle aches
• Mood changes
• Anaemia & thrombocytopenia (FBC)
•  Triglycerides & cholesterol (fasting lipids)

Papule

Pustule

Nodule

Fig. 7.2

important monitoring requirements
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228 Chapter 7: Dermatology

Itchy skin condition characterised by erythema, dry skin, scaling

± vesicles & blisters (acute)
± fissures & lichenification (chronic)

↳

Atopic eczema

Prevalence: 20–30% schoolkids & 5–10% adults
Onset: usually <2y
Features: red, dry, scaly skin → affects flexures
Complications: susceptible to infection

S. aureus / Strep:
• Weeping pustules / crusting 
• Fever/malaise

HSV (eczema herpeticum)
• Pain, fever, lethargy
• Clustered blisters & punched-out erosions

↳ 

Management of eczema3 

→ assess impact on life / psychological impact*

MILD ATOPIC ECZEMA
1. Emollients (e.g. Cetraben cream) – for dry skin: liberally as often as needed
2. Mild potency topical steroids – for active areas: ‘finger-tip’ portion 1/2 × daily

MODERATE ATOPIC ECZEMA
1. Emollients
2. Moderate potency topical steroids – for active areas
3. Topical calcineurin inhibitors e.g. tacrolimus, pimecrolimus (warn about 

stinging/burning sensation in first 2w of use)

MODERATE ATOPIC ECZEMA
1. Emollients
2. Potent topical steroids – for active areas
3. Topical calcineurin inhibitors 
4. Phototherapy + emollients & topical steroids
5. Immunosuppressants: ciclosporin, 

methotrexate, azathioprine

GENERAL: avoid irritants/allergens/triggers

ADDITIONAL TREATMENTS
• Systemic ABX – if infection (flucloxacillin/

erythromycin or aciclovir)
• Antihistamines
• Dupilumab (monoclonal antibody)

*EASI/DLQI scores: assess severity & impact

Eczema

Causes/risk factors:
• Genetics

 ▶ mutated filaggrin gene
 ▶ PHx/FHx atopies

• Environmental
 ▶ irritants (chemicals, soap, nylon)
 ▶ allergens (pets, dust, food)
 ▶ illness/infection/stress
 ▶ cold weather

Lotion → cream → gel → ointment
(become more oily from left to right = better 
moisture trapping BUT greasier)

3 NICE (2007, updated 2021) Atopic eczema in under 12s [CG57]

Fig. 7.3 Atopic eczema.
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244 Chapter 8: Ear, nose and throat

Salivary glands 
Anatomy

Minor glands: 600–1000 beneath 
mucosa

Major glands: 3 paired

1. Parotid – serous 
→ fibrous capsule = painful if 
stretched
→ Stensen duct enters opposite 
2nd upper molar

2. Submandibular – mixed
→ Wharton duct opens either side 
of frenulum under tongue

3. Sublingual – mucus

Xerostomia (dry mouth)

Causes:
• Depression/anxiety
• Drugs – antimuscarinics/sympathomimetics
• Radiotherapy to head/neck
• Sjögren’s syndrome

Salivary gland disease

General symptoms
↳ SWELLING + PAIN ± xerostomia
↳ Dry, itchy eyes (lacrimal gland also involved)

SIALADENITIS (inflammation of gland)*

Causes: infection, stones, malignancy

Symptoms
• Swollen, tender gland
• ± pus from duct
• ± fever & systemic Sx

Management
• Hydration & analgesia
• High dose ABX ± pus drainage
• (Gland removal)

SIALOLITHIASIS (calculi in glands) → can cause SIALECTASIS (dilated 
ducts)

Symptoms
• Post-prandial swelling & pain
± palpable calculi in gland

Investigations
• CT/X-ray
• Sialogram = radio-opaque dye

Management
• Hydration & analgesia
• Duct massage
• Surgical stone removal (if necessary)

RF: dehydrated, poor oral hygiene, elderly

Sjögren’s syndrome: autoimmune disorder of 
 saliva/mucus
Symptoms 
• DRY MOUTH & EYES (+ vagina)
• Glossitis
• ± Parotid gland enlargement

Management
• Steroids
• Artificial saliva/tears
• Parotidectomy

Investigations: 
• Genes: HLA, B8, DR2
• Specific antigens: SSA, SSB
• Labial biopsy = diagnostic 

 risk of non-Hodgkin’s lymphoma

* PAROTITIS = inflammation of parotid gland
Causes
• Infection – measles, mumps, HIV, TB, 

candidiasis
• Sarcoid
• Drugs

Parotid salivary gland

Parotid duct

Sublingual
salivary gland

Submandibular duct Submandibular
salivary gland

Sublingual
ducts

Fig. 8.3
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Salivary gland malignancy 

→RARE (most commonly seen in PAROTID & are BENIGN)

SYMPTOMS

Benign Malignant

• Well-defined
• Discrete
• Mobile
• Slower growth

• Ill-defined border
• PAINFUL
• Fixed
• Rapid growth ± nerve involvement

INVESTIGATIONS
• Fine needle aspiration cytology (FNAC) + core biopsy → for histology report
• USS – more information about tumour and lymph node status
• CT/MRI – to assess size, position and spread  

in malignant disease

MANAGEMENT1 

Submandibular tumours
• Benign: simple excision
• Malignant: 

 ▶ wide excision (resection margins depend on grade of tumour)
 ▶ + selective neck node dissection
 ▶ + adjuvant radiotherapy unless small and low-grade

Parotid tumours
• Benign: complete excision
• Malignant: 

 ▶ parotidectomy (conserving any part of facial nerve that has not been 
infiltrated)

 ▶ + selective neck node dissection if metastases
 ▶ + adjuvant radiotherapy if tumour in close proximity to facial nerve or in 

high grade/large tumours 

DDx of facial/neck swellings

Non-salivary swellings:
• Masseter hypertrophy
• Lymphadenopathy
• Dental infection/abscess
• Mastoiditis
• Cysts

Salivary swellings:
• Sialadenitis
• Sialolithiasis
• Sjögren’s syndrome
• Neoplasm – benign/malignant

TNM STAGING IS USED

Most common types of salivary gland 
malignancy

Benign
• Pleomorphic adenoma
• Myoepithelioma
• Basal cell adenoma
• Warthin’s tumour

Malignant
• Adenoid cystic carcinoma
• Mucoepidermoid carcinoma
• Acinic cell carcinoma
• Polymorphous adenocarcinoma
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Chapter 9: Ophthalmology 271

Diabetic eye disease
Diabetic retinopathy

→ most common cause of visual impairment in those aged 20–65y

Pathophysiology
1. Hypoperfusion of retinal vessels – due to hyperglycaemia → ischaemia
2. Pericyte death in vessels – weakened walls → microaneurysms & oedema
3. Macrophage accumulation – to clear debris → exudates
4. AV shunts open – to overcome hypoxia → IRMAs (intraretinal microvascular 

abnormalities)
5. Neovascularisation – abnormal, weak vessels → haemorrhages

1. BACKGROUND / NON-PROLIFERATIVE (NPDR)
= after 8–10y → asymptomatic
Features
• Microaneurysms
• Exudates

• Haemorrhages (dot, blot, flame)
• Cotton wool spots (infarcted axons)

In severe pre-proliferative: 4-2-1 RULE
• 4 quadrants with dot haemorrhages
• 2 quadrants with venous beading
• 1 quadrant (anywhere) with IRMAs

Management2

1. Diabetes control – most important!
2. Control of comorbidities (HTN, hyperlipidaemia etc.)
3. Careful monitoring – at least biannually

2. PROLIFERATIVE (PDR)
= 5% of DM cases → asymptomatic until haemorrhage

Features
• Irregular new vessels (over disc or elsewhere)
• Haemorrhage (vitreous or pre-retinal)
• Neovascularised iris (rubeosis iridis)

Management2

1. Diabetes control – most important!
2. Pan-retinal laser photocoagulation

Diabetic maculopathy

→ when retinopathy affects the macula → GRADUAL LOSS OF VISION
Features: focal or widespread retinal oedema, exudates within the macula
Treatment: mostly intravitreal anti-VEGF injections or macular laser (to treat 
macular fluid)

Diabetes control = still very important!

2 RCOphth (2012) Diabetic Retinopathy Guidelines

Fig. 9.6 Background retinopathy.

Diabetes increases risk of other eye disease:
•  risk eyelid infections
•  risk cataracts
• delayed healing abrasions/ulcers/wounds

Pan-retinal photocoagulation
= burn away peripheral photoreceptors to  O2 
demand &  VEGF & new vessels
→ start far out, r/v in 4–6w, burn further in  
if needed

Risk factors for diabetic retinopathy
• Duration & control of DM
• HTN / renal disease
• Lifestyle – smoking/alcohol/diet
• Pregnancy
• Age
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AMD is the most common cause of vision loss in UK. Patients have 
progressive, irreversible central vision loss.

General investigations
• Eye examination – fundoscopy, acuity, central visual field test (Amsler grid)
• Fundus photos

DRY AMD (90%) = gradual vision loss (years)

Pathophysiology
• Lipid debris thickens Bruch’s membrane = drusen (discrete yellow spots)
• RPE atrophy = pale areas on retina
• RPE hypertrophy = black spots on retina

Management3: ophthalmology referral
• Counsel patient:

 ▶ no real cure
 ▶ smoking cessation
 ▶ vitamin supplementation (AREDS2 formula) → just slows progression

• Low level visual aids
• Regular eye checks

WET AMD (10%) = sudden, severe vision loss (months) → starts with 
distorted images

Pathophysiology
• New, abnormal vessels pierce Bruch’s membrane
• Leak fluid & blood = oedema, haemorrhage & RPE detachment
• Fibrotic tissue left once bleed settles = disciform scar

Management: as above + anti-VEGF

Fig. 9.8 Disciform scar.

3 RCOphth (2021) Commissioning Guidelines – AMD 

Age-related macular degeneration

Fig. 9.7 Dry AMD with drusen.

Impact on life of AMD

• Struggle recognising faces
• Difficulty reading & driving
• Increased falls risk

Risk factors for AMD
• Age (>50y)
• Smoking
• CVD – HTN,  lipids

AREDS2 formula = a combination of vitamins & 
nutrients that were shown to reduce progression 
of mild AMD to more advanced stages of the 
disease during clinical trials
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See General Medicine and Surgery companion volume for more details

Post-operative fluids

• Providing patients drink after 1–2h post-op, no fluids are needed unless 
increased fluid loss (e.g. vomiting) 
▶ consider type of loss to help guide type of fluid given as replacement

• If surgery prolonged or patient fails to drink, then IV maintenance is required
▶ replacement = maintenance + deficit
▶ (1.5ml/kg/h) + (losses/time without fluids)

• e.g. 70kg patient fasted since 8am and unable to take fluids at 6pm requires
▶ 1.5ml/kg/h to make up the deficit = 1.5 × 70 × 10 = 1000ml
▶ 1.5ml/kg/h from 6pm to 8am the following morning = 1.5 × 70 × 14 = 1400ml
▶ total = 2400ml

 ▶ also needs 1mmol/kg of Na and K → use Hartmann’s or saline + K + dextrose

Post-operative oxygen

Why?
→ Reduced respiratory drive: due to anaesthetic agents (& opioids)
→ Reduced respiratory effort: due to pain → 
→ Gas exchange failure: if atelectasis

Oxygen delivery: nasal cannulae, Hudson, Venturi, non-rebreathe mask

Monitoring: vital signs, PaO2 & ABG

Post-operative nausea & vomiting (PONV) 

→ 20–30% patients

RISK FACTORS

Patient Surgical Anaesthetic

Female
Younger adults
Obese
Non-smoker
Hx PONV / motion sickness
Gastric contents (emergency op)

ENT / squint surgery 
Adenoids/tonsillectomy
Abdo-/gynae surgery
Longer operations
Intraoperative dehydration
Hypotension

Opioid analgesics
Inhaled analgesics 
N2O
Spinal anaesthesia

ASSESSING THE PATIENT: ABCDE approach
→ What was the operation – was it likely to  
cause PONV? 
→ Are there other factors contributing to nausea? 
→ Which anaesthetic/post-op drugs have  
been used? 
→ Which anti-emetic would suit them best?

MANAGEMENT5

Drug MofA Dose Time given Contraindication/caution

Ondansetron 5HT3 antagonist 4mg IV/IM or 8mg PO End of op or prophylactic Long QT syndrome

Droperidol/prochlorperazine DA (D2) antagonist 0.625–1.25mg IV End of op Bradycardia, CVD, DM

Cyclizine Antihistamine (H1 antag.) 50mg TDS PO/IV/IM End of op HF, IHD, elderly, glaucoma

Metoclopramide D2 antagonist 10mg PO/IM/IV GI cause of N&V Bowel obstruction

Dexamethasone Glucocorticoid 4–8mg IV Intra-op or prophylactic CHF, DM, glaucoma, HTN

Some hospitals protocolise supplemental 
O2 for ALL post-op patients, others just for 
high risk (e.g. COPD) or low O2 sats (<92%) 

REMEMBER to consider other causes of nausea & vomiting 
(e.g. infection,  ICP, obstruction)

Apfel score for PONV

Risk factors Points

Female 1

Non-smoker 1

History of PONV 1

Post-op opioids 1

Total score 0–4

often as an adjunct unless diabetic

Post-operative care
Appropriate rate for post-op fluids:

• 1000ml over first 4h
• 1000ml over following 6h
• 500ml over final 4h

Water requirements:

25–30ml/kg/d or 1.5ml/kg/h

Vomiting centre = in medulla

It receives input from higher structures, 
Chemoreceptor trigger zone, GIT & vestibular 
system

Prevention is better than cure! (use TIVA)
• Minimise opiates, inhaled agents & spinal 

anaesthetics
• Prophylactic anti-emetics (dexamethasone/

ondansetron)
• Ensure adequate hydration & post-op 

analgesia

Fluid need increases 10% for every degree 
of pyrexia

5 Gan TJ et al. (2014) Consensus guidelines for the management of postoperative nausea and 
vomiting. Anesth Analg. 118:85
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Key principles of palliative care
WHO definition of palliative care1: an approach which improves the quality 
of life of patients and their families facing life-threatening illness, through 
the prevention, assessment and treatment of pain and other physical, 
psychosocial, and spiritual problems.

• Provides relief from pain & other distressing symptoms
• Aims to enhance quality of life by setting clear goals of treatment, 

and regards dying as a normal process
• Intends neither to hasten nor postpone death
• Integrates psychological & spiritual aspects of patient care
• Offers support to help patients live as actively as possible
• Offers support system to those close to the patient e.g. family
• Early involvement of palliative care teams has shown survival benefit in some 

settings2

• Uses a team approach: all those involved in patient care with support of the 
palliative care team

Supportive care: ‘umbrella term’ for services helping patients & family to cope 
with life-limiting illness & its treatment (from pre-diagnosis to cure/continuing 
illness/death).
• Self-help & support
• Psychological & social support
• Information giving
• Symptom control
• Rehabilitation
• Palliative care
• Bereavement care

Assessment in palliative care

Holistically assess individual, family & carer requirements to determine a 
care plan
• Ask the patient what is important to them
• Consider physical & psychological symptoms – may use scoring tool e.g. 

Edmonton Symptom Assessment System3

• Consider consent & mental capacity
• Consider social & practical needs e.g. financial, family, residential 

circumstances
• Consider spiritual needs
• Ensure confidentiality (share info only with consent)

End-of-life decision-making

• Identify important individuals to share information with & get contact details e.g. family
• Discuss patient’s priorities for end-of-life care (e.g. where they want to die, DNACPR)

 ▶ put in place advanced directives / care plans / LPAs / organ donation
 ▶ if lacking capacity, for best interest decisions with involvement of family

End of life care: usually refers to last 6–12m 
of life.

Consultant, nurse specialist, physio, OT, 
dietitian, pharmacist, social worker, 
psychologist, chaplain

Services available

• Inpatient units
• Outpatient hospices
• Specialist outpatient clinic
• Inpatient palliative care team
• Care at home

1 WHO (2002) National cancer control programmes. Policies and managerial guidelines. World Health 
Organization 
2 Hoerger M, Wayser GR, Schwing G, Suzuki A, Perry LM (2018) Impact of interdisciplinary outpatient 
specialty palliative care on survival and quality of life in adults with advanced cancer: a meta-analysis 
of randomized controlled trials. Ann Behav Med, 53:674 
3 Bruera E, Kuehn N, Miller MJ, Selmser P, Macmillan K (1991) The Edmonton Symptom Assessment 
System (ESAS): a simple method for the assessment of palliative care patients. J Palliat Care; 7:6
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