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Chemotherapy-induced febrile

neutropenia

Editor – Marshall and Innes recently pro-

vided a useful review of the management

and prevention of chemotherapy induced

febrile neutropenia (Clin Med August 2008

pp 448–51).

Their comments, however, regarding

timing of antibiotic administration could

lead to confusion. On the one hand they

suggest immediate and prompt adminis-

tration of intravenous (iv) antibiotics but

on the other they suggest that antibiotics

can be given within two to four hours of

diagnosis.

The Surviving Sepsis Campaign guide-

lines provide advice regarding antibiotic

administration ie iv antibiotic therapy

should be started as early as possible and

within the first hour of recognition of

septic shock (GRADE criteria 1B) and

severe sepsis without septic shock (GRADE

criteria 1D).1

I would suggest that every effort should

be made to administer iv antibiotics as

early as possible when patients present

with sepsis or septic shock and that a two

to four hour delay may not be acceptable. 

PAUL TEMBLETT
Consultant in Intensive Care Medicine

ABM University Hospital, Swansea
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In response

We fully support the comments made by

Dr Temblett and agree that speedy resusci-

tation and iv antibiotic administration is

essential in the severely ill patient as out-

lined in the Surviving Sepsis guidelines.

Our comments were aimed at clinically

stable patients where formal risk assess-

ment with the Multinational Association of

Supportive Care in Cancer index may

define a significant proportion of patients

eligible for alternative low strategies.

E MARSHALL
Macmillan Consultant in Medical Oncology

H INNES
Consultant in Medical Oncology

Clatterbridge Centre for Oncology, Bebington,
Wirral

Specialist diabetes services and

acute-general internal medicine

Editor – Specialist diabetes services should

embrace a commitment to acute-general

internal medicine. Winocour et al (Clin

Med August 2008 pp 377–80) highlight the

concern that the provision of care of spe-

cialist diabetes services is being increas-

ingly compromised by a commitment to

acute-general internal medicine services.

This trend is reflected in work currently

undertaken by consultants at Torbay

Hospital: four diabetes and endocrinology

consultants provide care on the acute gen-

eral medical take rota and it is regularly

necessary for clinics to be postponed so

that on-call commitments can be met. In

addition, there is the need for specialist

registrars to be available for on-call shifts,

the frequency of which leads to further

clinic postponement in order to meet the

requirements of the European Working

Time Directive. 

The dilemma for the specialty is whether

it should opt out of general medical on-call

commitments. I would urge the specialty to

seize the opportunity of providing increased

responsibility for acute general medicine

takes. Emergency admission units will con-

tinue to increase in size with increased rates

of admission and the necessity to meet four-

hour waiting times in accident and emer-

gency departments. A need for cardiology

and gastroenterology specialties to be avail-

able to provide 24-hour availability for

emergency procedures makes it challenging

for these specialties to also contribute to

acute medical post-take rounds. Diabetes

specialists are regularly exposed to cardio-

vascular, renal and neurological complica-

tions and an ongoing exposure to general

medicine facilitates our understanding of

these complications. Acute medical takes

continue to provide the opportunity for

diagnostic challenges outside the specialty

which should be relished.

Winocour et al report that 377 specialist

trainees in diabetes and endocrinology are

due to complete their training over the

next five years. I believe that for employ-

ment to be available for these trainees we

should welcome the need for contributing

to acute general medical takes, especially as

diabetes care increasingly shifts to the com-

munity. It is equally important that the

specialty is safeguarded and that time for

commitment to endocrinology and dia-

betes as a specialty is recognised in future

job plans.
AUGUSTIN BROOKS

Specialist Trainee (ST4) 
Diabetes and Endocrinology

Torbay Hospital

Trends in hospital admissions for

pulmonary embolism 

Editor – Aylin et al demonstrate that pul-

monary embolism (PE) is an increasingly

common cause for admission in NHS hospi-

tals in England (Clin Med August 2008 pp

388–92). This poses a significant challenge

in the organisation of acute care for this

group of patients. Implementation of strate-

gies for ambulatory care programmes is

essential to limit the burden on inpatient

resources. However, with a mortality of 10%

for primary PE and a markedly higher risk

in the over 75s, identifying safe strategies is

paramount. 

Although recommended by the British

Thoracic Society, outpatient management

of low-risk PE has not been generally

adopted.1 A number of risk scores have

been developed to identify those suitable

for outpatient management. We have

analysed 100 randomly selected cases of the

last 200 admissions to our hospital with a

primary diagnosis of PE to assess the feasi-

bility and potential advantages of imple-

menting outpatient treatment strategies

for low-risk PE. 
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