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alternative exists (Novoseven®). Readers 

should be reminded that an abnormal acti-

vated partial thromboplastin time (APTT) 

should never be dismissed, regardless of a 

normal prothrombin time (PT). Also, a 

prolonged PT fails to identify the most 

common inherited disorders of haemos-

tasis (von Willebrand disease, haemophilia 

A & B and factor XI deficiency). 

Acquired haemophilia is a rare, but treat-

able condition affecting a predominantly 

elderly population likely to have compli-

cating comorbidities. With modern treat-

ment approaches the outlook from the 

point of view of treatment of bleeding 

events and suppression of antibody pro-

duction is good, but requires prompt diag-

nosis and treatment. Patients and relatives 

require clear and up-to-date information 

about treatment options available to make 

informed decisions. 
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Erratum – the authors of the original 

article (Clin Med April 2012 pp150–52) 

have pointed out that an error crept into 

their manuscript. It is deficiencies of 
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An unusual cause of bleeding in 
an elderly patient

Editor – We read the recent case report on 

acquired haemophilia A with interest (Clin 

Med April 2012 pp150–52). As a rare condi-

tion occurring mainly in the elderly 

(median age 73.9 years) it often presents to 

the general physician.1 

The authors correctly state that the first 

aim of treatment is to control bleeding. 

However, this patient presented with two 

life-threatening bleeding events and was 

seemingly not treated with haemostatic 

bypassing agents on the basis that the 

intensity of treatment and monitoring 

would not be in the patient’s best interest. 

Good haemostatic responses are seen with 

both bypassing agents: factor eight inhib-

itor bypassing activity (FEIBA) and recom-

binant factor VIIa (r-FVIIa)(Novoseven®); 

both are given as simple infusions. 

Subsequent immunosuppression to eradi-

cate the underlying inhibitor results in 

complete responses in 58% and 80% of 

patients treated with either steroids or ster-

oids and cyclophosphamide respectively, 

with good responses (>50%) seen to 

second-line treatment.2 

Although it is useful to highlight this rare 

condition, we feel that some of the mes-

sages to the general physician with regard 

to the management of this case are mis-

leading. Firstly, initial treatment of bleeding 

is rarely contraindicated and may be life or 

limb saving. Early liaison with a haemo-

philia comprehensive care centre is crucial 

to expedite expert management. Viral 

transmission from plasma-derived FEIBA 

has not been reported and a recombinant 

compared to hospital pharmacists and 

drug knowledge is limited. A recent survey 

of our trainee doctors showed that 8/44 

did not realise Tazocin was a penicillin 

and 7/44 thought meropenem was. Similar 

problems have arisen with Timentin. To 

compound the issue, only 10/44 trainees 

said that their consultants checked the 

drug chart on a ward round ‘nearly all the 

time’ or ‘all the time’. Unfortunately, our 

nursing colleagues are often the health-

care professionals disciplined for pre-

scribing errors. 

We have used regular updates on our 

intranet, mandatory briefings, individual 

and consultant reflection, free hospital 

name stamps and laminated lanyard ‘credit 

card’ aide memoires, all with limited 

success. Benefits from a post-take ward 

round checklist have been demonstrated 

elsewhere.3

A national drug chart (as in Wales)4 

would be useful. Electronic prescribing 

may not be the cure-all that is hoped for 

and it will need the same national evi-

dence-based approach. In addition, med-

ical students need to get first-hand experi-

ence of hospital pharmacy, prescribing 

practice and nurse dispensing. Review of 

the drug chart should be standard ward 

round practice and organisations should 

have standard feedback mechanisms for 

prescribing errors.
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echocardiography and device program-

ming, especially in the non-responders.

• Counselling: Depression leads to poorer 

outcomes in patients with heart failure, 

including increased risk of poor func-

tional status, hospital readmission, and 

death.12 Hence, depression screening in 

cardiology day case units could be a 

way forward to improve QOL in those 

suffering from CHF.
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sionals might provide some of the fol-

lowing services.

• Recognition and monitoring: A recent 

systematic review and meta-analysis 

showed that telemonitoring and struc-

tured telephone support appear to be 

effective interventions to improve out-

comes in patients with CHF.9 However, 

the recent trials (TIM-HF, Tele-HF) 

did not show much overall benefit 

from them. The reason behind this was 

the flaw in the study design (both con-

trol groups were just too well treated to 

show much between-group difference). 

Telemedicine may help to recognise 

patients needing interventions in a day 

case cardiology unit. 

• Heart failure bio-marker monitoring: 

The aim of the PROTECT study was to 

determine whether treatment aimed at 

achieving and maintaining amino-ter-

minal B-type natriuretic peptide 

(NT-proBNP) levels at or below 1,000 

pg/ml could improve outcomes in 

patients with chronic LVSD.10 An 

improvement in quality of life and a 

reduction in the number of cardiovas-

cular events was reported in the 

NT-proBNP group compared with the 

standard therapy group. The evidence 

of this study could be applied in cardi-

ology day case units to monitor heart 

failure patients. 

• Other interventions: Enhanced external 

counter pulsation (EECP) is a valuable 

outpatient procedure providing acute 

and long-term relief of anginal symp-

toms and improved quality of life 

among a group of patients with symp-

tomatic ischemic heart disease with or 

without CHF.11 However, further 

research is needed in terms of cost-

effectiveness of this intervention in 

CHF patients.

• Optimisation of cardiac resynchronisa-

tion therapy: Cardiac resynchronisation 

therapy (CRT) is an established treat-

ment of patients with symptomatic 

advanced heart failure. 25% of patients 

with CRT are non-responders. Given 

the cost related to the device implant 

and follow-up, the role of the day case 

unit is to integrate the follow-up of this 

group with optimisation using 

factors VIII (not V), IX,X, XI and XII that 

may explain an isolated prolonged APTT, 

as well as severe von Willebrandt’s disease, 

lupus anticoagulant and unfractionated 

heparin usage.

Cardiology day case unit: the way 
to manage chronic cardiovascular 
conditions cost-effectively in 
future

Editor – We read with great interest 

Banerjee et al’s clinical practice paper (Clin 

Med April 2012 pp 133–6) on intravenous 

diuretic day-case treatment (DCIDT) for 

heart failure patients. DCIDT appears to be 

a very simple, innovative way to reduce the 

burden of hospital admissions in heart 

failure patients.

It is clear that heart failure is a common 

condition and affects between 1 and 20 per 

1,000 of the general population.1 The prev-

alence of heart failure is likely to increase in 

parallel with life expectancy due to the suc-

cess of medical therapy for conditions such 

as myocardial infarction and hypertension. 

This trend is seen across the industrialised 

world.2 In this country, heart failure 

accounts for a total of 1 million inpatient 

bed-days (2% of all NHS inpatient bed- 

days) and 5% of all emergency medical 

admissions to hospital.3 Hospital admis-

sions because of heart failure are projected 

to rise by 50% over the next 25 years – 

largely as a result of the ageing popula-

tion.4,5 It is estimated that the total annual 

cost of heart failure to the NHS is around 

2% of the total NHS budget; approximately 

70% of this total is due to the costs of hos-

pitalisation.6,7 Readmissions are common: 

about one in four patients are readmitted 

within three months of discharge.8 

Given these figures, there is an obvious 

need to develop new management strate-

gies to provide treatment to patients 

without requiring hospital admission. We 

believe that several recent developments in 

the management of chronic cardiovascular 

conditions could form the foundation of a 

well-run cardiology day case unit in the 

future. Such units could dramatically 

reduce the overall cost of congestive heart 

failure (CHF) to the NHS. A multidiscipli-

nary approach with heart failure specialists 

nurses, clinicians and allied health profes-
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