
antenatal visit) in those with a personal or

family history of thyroid disease. 

The records of 4,083 pregnant women

attending the James Cook University

Hospital, Middlesbrough from January to

December 2000 were reviewed. 65 (1.6%)

of these 4,083 women had known thyroid

disease, and a further 486 (11.9%) had a

family history of thyroid disease (Table 1).

Therefore, according to our guideline, thy-

roid function screening was indicated in

551 (13.5%). However, we found that only

98 (17.8%) of the 551 had thyroid function

checked at antenatal booking.

At booking, 60 (92.3%) of the 65 women

with known thyroid disease had thyroid

function tests performed. Seventeen

(28.3%) had high TSH, and seven (11.7%)

also had low free thyroxine (FT4). Four

(6.2%) women with known thyroid disease

had suppressed TSH with raised FT4. Only

38 (7.8%) of 486 women with a family his-

tory and who were not known to have thy-

roid disease were screened, and two had

elevated TSH.

More than one quarter (28.3%) of preg-

nant women with pre-existing thyroid dis-

ease have a high TSH at booking. Checking

thyroid function in women with known

thyroid disease at booking (12–16 weeks

gestation) may be too late, as the mother is

the sole source of thyroxine for the fetus up

to about 12 weeks gestation4. All women

with thyroid disorders should ideally have

optimised thyroid replacement prior to

conception. Thyroid function tests (TSH

and FT4) should be performed as soon as

pregnancy is confirmed, and the dose of

thyroxine amended as necessary at the

earliest opportunity5.

The UK has no national guidelines on

screening thyroid function during preg-

nancy. However, a recent statement from

The British Thyroid Association recom-

mends checking thyroid function at book-

ing in pregnant women with a past or fam-

ily history of thyroid disease, with type 1

diabetes, and/or with symptoms of thyroid

disease6. Thyroid screening in high-risk

pregnant women has also been advocated

by other authorities, including The

Endocrine Society7 and The American

Association of Clinical Endocrinologists8.

However, the present study shows that more

than 80% of the high-risk pregnant women

in our district were not screened despite the

local development and circulation of guide-

lines. 
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One stop swallowing clinic may be
more effective than a new cancer
clinic

Introduction

The relatively high mortality rates for can-

cer in the UK may partly be explained by

delay in diagnosis1. To improve services,

National Service Framework with the ‘two-

week cancer initiative’ was set up with

special clinics staffed by multidisciplinary

teams to circumvent delays. These clinics

have had limited success2, while using

scarce resources at the expense of ‘non-

urgent patients’3. We describe our experi-

ence of a specialty clinic setup in 1990, to

assess and manage patients with swallow-

ing disorders, and its role in the NHS today.

The Clinic

Our swallowing clinic serves as a regional

centre for swallowing disorders, providing

single stop consultation and Upper GI

Endoscopy (UGIE) followed by review and

if needed, fast track investigations includ-

ing barium studies, oesophageal manome-
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Table 1. Thyroid function screening in pregnant women at antenatal booking (total
n=4,083) at the James Cook University Hospital, Middlesbrough, UK for the year
January to December 2000.

Number in whom thyroid Number in whom thyroid 
Sub-groups of pregnant screening indicated screening performed 
women (% of total) (% of those indicated)

With known thyroid disease
Hypothyroidism* 49 (1.2%) 49 (100%)
Thyrotoxicosis (past/current) 15 (0.4%) 10 (66.7%)
Non-toxic goitre 1 (0.02%) 1 (100%)
Total 65 (1.6%) 60 (92.3%)

With family history of thyroid 486 (11.9%) 38 (7.8%)
disease

High risk group (those with 
known thyroid disease and/or 
family history) 551 (13.5%) 98 (17.8%)

Includes primary hypothyroidism (n=42), post-thyroidectomy (n=6) and hypopituitarism (n=1)
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http://www.ingentaconnect.com/content/external-references?article=/0300-0664^282000^2953L.265[aid=3391670]
http://www.ingentaconnect.com/content/external-references?article=/0028-4793^281990^29323L.91[aid=3391671]
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try, pH monitoring, speech therapist

assessment and ENT consultation.

The team consists of a gastroenterologist

(prioritised referrals), registrar and

endoscopy nurse. An information sheet

about the procedure, the various expected

findings and information about

oesophageal dilatation was sent with the

appointment letter.

Results

Over two years 197 patients attended the

clinic, with a mean age of 57.9 years. The

pathology seen is shown in Table 1. Forty-

nine patients underwent oesophageal

dilatation. Six of the 11 patients with

oesophageal cancer had oesophageal stents

inserted, two had percutaneous gastro-

stomy, three had radiotherapy and one had

oesophagectomy. Patients managed endo-

scopically had no significant complica-

tions. Nineteen patients underwent

oesophageal manometry/pH monitoring,

46 patients had radiological investigations.

In a conventional set-up our 197 patients

would have had to make 443 hospital trips.

The integrated clinic saved 245 hospital trips

(55%). The patients were well informed and

thus gave the necessary consent for a com-

bined diagnostic and therapeutic procedure

saving the hospital 49 diagnostic UGIE.

Significant savings in administrative costs

were realised by avoiding booking further

appointments and endoscopies. 

The mean waiting time was 2.76 weeks

for all patients and for GI cancer it was

1.75 weeks, comparing favourably with the

average waiting time of 16 weeks from

referral to endoscopy at our hospital.

Patients were satisfied by the promptness

and care they received.

Discussion

Special clinics are increasingly being used

to meet the two-week cancer initiative. This

is by resource redirection rather than creat-

ing new services, leading to longer waiting

times for ‘routine’ patients.

We feel we have a way out. Dysphagia is an

uncommon presentation, which correlates

well with sinister pathology, helping us to

select patients who need urgent attention.

Out of the 197 patients who attended the

clinic 49 (24.9%) underwent intervention.

By performing a combined diagnostic and

therapeutic procedure the clinic achieved

significant cost and resource savings with-

out compromising standards. By reducing

hospital visits the clinic reduced invisible

costs for the patient and decreased disrup-

tion in their life. Cancer patients were diag-

nosed promptly and necessary management

instituted without waiting. A pragmatic

approach to diagnosis and management,

which provides for a ‘single session’ service

leads to better resource use, by preventing

unnecessary or repeated examinations.
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Table 1. Pathology seen at the one
stop swallowing clinic over a period
of two years.

Number of 
Pathology seen patients

Oesophageal cancer 11

Peptic strictures 36

Achalasia 2

Dysmotility 19

Globus 19

Peptic ulcer disease 11

Others 17

Gastroesophageal reflux disease 80

Pharyngeal pouch 2
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