Using the Pulmonary Embolism Severity
Index (PESI) we found that up to 43% of
patients with PE would be eligible for out-
patient treatment.> As suggested by Aylin
et al, age was significantly different in the
low-risk and high-risk groups, 55 years and
77 years respectively (p<0.001). In the low-
risk group 30-day mortality was 0 com-
pared with 6.5% in the high-risk group. We
calculated that employing an outpatient
treatment strategy for low-risk PE as iden-
tified by PESI, would be safe and could
account for a saving of 165 bed days per
year at our district general hospital.

With growing pressure on inpatient
resources the increasing rates of admission
for PE could be safely cut by around 40%
using entirely clinically based risk stratifi-
cation indexes, to identify patients for out-

patient management.
J LANDY
C BAYLISS
West Middlesex University Hospital
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Stranger on the shore — a personal
view

Flying into London at night is one of the
most beautiful sights, especially when seen
for the first time through the eyes of a nine-
year-old child arriving from Pakistan. To
me it is as beautiful today as it was in 1959
when we first landed on these shores.

The view remains forever etched in my
memory and even as I prepare to attend my
first dinner at the Royal College of
Physicians (RCP), having recently been
made an Honorary Fellow, it all flashes
before me again as I gaze out through the
windows of my Canary Wharf penthouse
and see the lights of London sparkling
below me.

I walk into the classroom to be faced
with a sea of white faces. I am a stranger on
the shore, a shore which has seen very few
strangers. A welcome, words of kindness, a

gentle enquiry and a wish to share their
world with me makes me feel very special.
A welcome given to a special guest, ‘Where
do you come from?’, ‘Come sit next to me,
‘Be my best friend?. The school bell rings
and I start my first day at school in
Peckham, London.

I walk into the main hall at the RCP. I am
a stranger on this shore. The hall is packed
with the great and the good; notaries dressed
with regalia each symbolising some part of
the college’s history, distinguished veterans
of the College, dinner-jacketed and at ease
with the events of the evening as though it
were their own private dinner party. I am
welcomed as a stranger — the face of the
College is wise and old and mainly male. I
am welcomed, hosted and escorted to my
seat, introduced to guests on my right and
left and made to feel the full welcome and
hospitality given to a new guest.

I reflect how the landscape has changed in
the schools over the last 50 years — who
welcomes who now? The Bhangra, the
Bollywood, and a concoction of Eastern
food feasts seem to be the norm now in
many school events — the welcome for the
stranger on the shore is gone. Neighbours
treat each other as outsiders, the humanity
that binds each of us is forgotten somewhere
in a dim past.

I look around at the College and reflect.
What will the landscape be like here in the
next 50 years? What will become of this

house of ancient customs?
YASMIN DRABU
Medical Director
Barking, Havering ¢ Redbridge Hospitals
NHS Trust
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Inflammatory rheumatic conditions
and cardiovascular disease

Inflammatory rheumatic diseases have
been clearly linked to premature and accel-
erated coronary vascular disease (CVD)."
This is thought to arise through the effects
of systemic inflammation on lipid profile,
insulin resistance, endothelial dysfunction
and hypercoagulability, as well as the
effects of physical deconditioning as a
result of disability and the adverse effects of
treatment.>* There has also been recent
focus on the role of C-reactive protein
(CRP) and leptin as possible mediators of
atherosclerosis in patients with systemic
inflammation.*

It is therefore important for the rheuma-
tologist to identify and treat modifiable
cardiac risk factors. The objective of this
audit was to investigate the frequency of
cardiac risk factor monitoring in rheuma-
tology outpatients, and to identify which
patients had an appropriate record of pre-
existing cardiac risk factors.

Method

Over a two-week period the medical
records of 70 patients attending the
rheumatology clinic at Charing Cross
Hospital, London, were examined for evi-
dence of the following standards of CVD
risk factor monitoring, as suggested by
Domsic et al:?

1 Weight taken and body mass index
(BMI) calculated during clinic visit

2 Blood pressure measured during clinic
visit

3 Lipid profile measured within one year,
or six months if previously abnormal
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