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FROM THE JOURNALS Edited highlights of weekly research reviews on https://bit.ly/2PLtil8
Drugs versus CBT
for depression
What is more cost
effective in the
initial treatment of
newly diagnosed
major depression—a
second generation
antidepressant or
cognitive behavioural
therapy?
Most trials have suggested that they work equally well,
but this US study found that cognitive behavioural therapy
produced higher quality adjusted life years (3 days more at
1 year and 20 days more at 5 years). The cost of cognitive
behavioural therapy was higher at 1 year, but lower at
5 years. However, we can’t answer the question of cost
effectiveness reliably, because longer term data, including
risk of relapse, are not available.
̻̻Ann Intern Med doi:10.7326/M18-1480

Nintedanib in progressive fibrosing
interstitial lung diseases
The INBUILD randomised multicentre trial found that
nintedanib, a tyrosine kinase inhibitor, slowed the loss of
lung function in people with progressive fibrosing interstitial
lung disease (rate of decline in forced vital capacity -80.8 mL/
year v -187.8 mL/year with placebo). Diarrhoea and
abnormal liver function tests were common side effects.
The fact that this seemingly heterogeneous group of
conditions—including chronic hypersensitivity pneumonitis,
autoimmune interstitial lung diseases, and idiopathic
pulmonary fibrosis—responded similarly lends weight to
the concept that they share a common pathophysiology.
Unfortunately, despite slowing the progression of fibrosis,
there was no substantial improvement in quality of life.
̻̻N Engl J Med doi:10.1056/NEJMoa1908681

Banning sugary drinks in the workplace
Does banning the sale of sugar sweetened beverages in the
workplace reduce consumption and improve employees’
cardiometabolic health? This study found that a 10
month workplace ban reduced consumption and waist
circumference, but not body mass index or insulin sensitivity,
among 214 employees who were drinking on average over
1 litre of sugar sweetened drinks a day.
Half of the participants were randomised to a brief
“motivational intervention” in addition to the sales ban to see
if this provided added benefit. This was a 15 minute face to
face talk with a health educator and three follow-up phone
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calls. The additional intervention led to a substantial fall in
consumption in those who were most overweight. Intake was
self-reported, although measured blood biomarkers suggest
that reporting was broadly accurate. There was a variable and
ultimately net neutral effect on blood biochemistry, lipids
(total cholesterol actually rose in the lean group), and weight.
Banning sugary drinks is an attractive idea, but the evidence
of impact from this limited study is not very strong.
̻̻JAMA Intern Med doi:10.1001/jamainternmed.2019.4434

Prevalence of survival without major
comorbidities in adulthood and premature birth
This Swedish population based cohort study of more than
2.5 million people born over 25 years found that health
outcomes in adulthood are strongly related to gestational
age at birth. The prevalence of survival without any major
comorbidities was 63% in those born at full term (39-41
weeks), 61.2% for early term (37-38 weeks), 58% at late
preterm (34-36 weeks), 48.5% at very preterm (28-33
weeks), and only 22.3% in those born extremely preterm
(22-27 weeks).
More than 95% of preterm infants in developed countries
now survive into adulthood. This survival has previously
come at the cost of an increased risk of cardiometabolic,
respiratory, and neuropsychiatric ill health. This study
showed that the absolute risk of complications is low,
although extreme prematurity does still mean that survival
tends to come at a price.
̻̻JAMA doi:10.1001/jama.2019.15040

Levothyroxine for older people
with subclinical
hypothyroidism
Subclinical hypothyroidism
(raised TSH levels, normal T4)
is a common finding in people
over 80 years old. Should
we prescribe levothyroxine
in such cases? This pooled analysis of data from two
randomised clinical trials, with a total of 251 participants,
found no significant improvement in thyroid-related patientreported quality of life outcomes (ThyPRO), hypothyroid
symptoms, or tiredness in those given levothyroxine
compared with placebo. Previous studies have shown similar
results, but people aged 80 and over, who are generally
underrepresented in trials, hadn’t been specifically studied,
and nobody had asked about their quality of life and whether
it improved once subclinical hypothyroidism was treated.
̻̻JAMA doi:10.1001/jama.2019.17274
Ann Robinson, NHS GP and health writer and broadcaster
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UNCERTAINTIES

Which emollients are effective and
acceptable for eczema in children?
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This is one of a series of occasional articles that highlight areas of practice where management lacks
convincing supporting evidence. The series advisers are Sera Tort, clinical editor, and David Tovey, editor
in chief, the Cochrane Library. This paper is based on a research priority identified and commissioned by
the National Institute for Health Research’s Health Technology Assessment programme on an important
clinical uncertainty. To suggest a topic for this series, please email us at uncertainties@bmj.com

Even in specialist
clinics the range of
emollients available to
try can be arbitrary

P

HOW PATIENTS WERE INVOLVED IN THE CREATION OF THIS ARTICLE
Our discussions with parents of children with eczema who are members of
the BEE study’s Patient and Public Involvement group informed the initial
draft. One of our coauthors has had eczema all her life and has raised two
children with eczema. Issues raised and incorporated into the article were:
problematic use of terms such as “hypoallergenic”; the variability of eczema
between and within people, meaning there is unlikely to be any “best”
emollient; concerns about restriction of access to different emollients and
carer/patient choice; the importance of emollients being provided for use
at nursery or school, the possible need for different types for different body
sites, purposes, and over time; sensory aspects of emollients; and the
potential versatility of one emollient as both leave-on emollient and soap
substitute.

WHAT YOU NEED TO KNOW
•   Although emollients alone can help reduce the symptoms of

eczema and prevent flares, most people will need to use antiinflammatory treatments such as topical corticosteroids of an
appropriate strength and duration as well
•   Effectiveness and acceptability of emollients varies according
to disease severity, body site, climate, container, and patient or
carer preferences and beliefs
•   Based on current evidence, the “best” emollient is the one that
the individual prefers after a period of testing

Atopic eczema or dermatitis, commonly
referred to as eczema, is characterised
by dry, itchy skin. Although mainly
a childhood condition, this disease
commonly persists into or develops in
adulthood.1 Patients are advised to use
“leave-on” emollients or moisturisers,
applied directly to the skin which add or
help retain moisture.2 3 While evidence
of their clinical effectiveness is limited,
their use is ingrained in clinical practice
and guidelines.2
Many different emollients can be prescribed
or bought over the counter. Most are
formulated as lotions, creams, gels, or
ointments (see infographic). There is
little evidence to recommend one type
of emollient over another. Healthcare
professional recommendation is the main
source of advice when choosing a prescribed
emollient.4 Preferences of the patient or
carer are critical and may be influenced by
the characteristics of the emollient, patient,
and environment.5
The National Institute for Health and Care
Excellence (NICE) recommends patients
try different emollients in the clinic before
choosing.2 This approach is not practical
in most primary care settings, and even in
specialist clinics the range of emollients
available to try can be arbitrary and
influenced by pharmaceutical companies
and local formularies.
Older, cheaper emollients may be as
effective as newer, more expensive ones,6
and the advantages of products that claim
“dermatologically tested,” “fragrance-free,”
and “hypoallergenic” are dubious.7 Through
a process of trial and error, families often
try many different emollients before either
finding one that works for them8 9 or giving
up and turning to unorthodox treatments
which may be harmful.10
“Which emollients are the most effective
and safe in treating eczema?” emerged as
one of the highest ranked uncertainties in a
James Lind Alliance research priority setting
exercise involving patients and healthcare
professionals.11
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A sticky decision

Visual summary

Choosing emollients for eczema in children

Dry, itchy skin is an unpleasant feature of eczema or atopic dermatitis.
‘Leave on’ emollients or moisturisers are commonly prescribed to
treat dryness, alongside topical corticosteroids used to treat red, itchy
inﬂammation caused by eczema. There are four main emollient types,
but little evidence is available to recommend one type of emollient
over another. This graphic describes factors that may help advise
children and their carers when choosing an emollient.

Choice of emollients

Trade offs
There may be trade offs between
effectiveness and acceptability,
depending on body site, whether
the eczema is acute or chronic,
and season. The best choice will
be one(s) that children and carers
are willing to use regularly

There are four main formulation types which patients could consider:

Thinner

Thicker
Lotion

Cream

Creams are slightly thicker
than lotions, but are still
easily absorbed into
the skin

The lightest emollients,
lotions have the highest
ratio of water
to oil

Commonly used
container types

Tubs

Pumps

Gel

Ointment

Gels are thicker again, but
not as greasy as ointments,
and can still be
dispensed using
a pump

Pumps may be preferred because they are
convenient to use and may be subject to less
bacterial contamination than open tubs

Bottles

Advantages of thinner emollients

Ointments are usually more
difficult to use but may
be needed for more
severely affected
patients

Advantages of thicker emollients

More quickly absorbed

May be more effective

Lotions absorb more quickly and easily, which may
be more pleasant in summer or in hot climates

Ointments may be needed for more severe dryness

Cosmetic acceptability

Longer duration of action

Lighter products may be more suitable for the face,
while heavier products can be used more readily for
trunk and limbs

Once applied, the effect of ointments may last
longer, reducing the need for reapplication

Less greasy

Lower risk of irritation

Lotions and creams are less likely to mark
clothing and bedding

Ointments are simpler formulations, reducing
the risk of irritation from preservatives and other
components of thinner emollients

All emollients may be associated with slips or falls, and are ﬁre hazards
Tips for prescribing emollients (based on authors’ clinical experience)
Prescribe emollients
Start with emollients without urea or
antimicrobials, to reduce risk of irritation
Initially offer one or more emollients in
100g quantities as “testers,” to try on
different limbs
Make preferred emollients available on
repeat prescription, including supplies for
nursery or school

Explain how they are to be used
Talk about how best to apply emollients:
with clean hands using downward strokes,
allowing it to soak in rather than rubbing

Follow up
Review in 2-4 weeks to re-assess disease
severity, treatment use and the
acceptability of emollients to the family

Specify frequency of application (usually
at least twice daily and as required)

Offer alternatives according to any
reported problems

Allow up to 60 minutes between
application of emollients and topical
corticosteroids to avoid dilution

Try to ﬁnd an acceptable regimen which
achieves the outcomes important to
the family

Disclaimer: This infographic is not a validated clinical decision aid. This information is provided without any representations, conditions, or warranties that it is accurate or up to date. BMJ and its licensors assume no responsibility for any aspect of
treatment administered with the aid of this information. Any reliance placed on this information is strictly at the user's own risk. For the full disclaimer wording see BMJ's terms and conditions: http://www.bmj.com/company/legal-information/
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PATIENTS’ PERSPECTIVE
“Many of our member families tell us how
important the texture, smell, or sensation of
creams are to their children. Without the young
patients’ buy-in, treating eczema can turn into
discouraging daily battles for parents and carers.
Reducing choice or access to a variety of eczema
treatments is a huge risk as they may not ‘work’
as well, or adherence to treatment may decrease,
leading to the deterioration of the skin condition
and triggering return GP appointments or referrals
to secondary care.”
Magali Redding, chief executive officer of Eczema
Outreach Support (a charity providing practical and
emotional support to families of children and young
people with eczema in the UK, www.eos.org.uk)

The best emollients for eczema study is recruiting children between six months and 12 years old

What is the evidence of uncertainty?

Is ongoing research likely to provide relevant evidence?

A Cochrane Review (77 trials, 6603 participants)
noted beneficial effects with use of most
emollients for eczema in prolonging time to flare,
reducing the number of flares and the need for
topical corticosteroids. The evidence on whether
some moisturisers or their ingredients were
better than others is inconclusive,12 leading to
uncertainty about how emollients compare,
both across and within each type. Most studies
(70/77) had “unclear” to “high” risk of bias. Most
head-to-head comparisons had been evaluated in
single studies which generally had small sample
sizes. Participant assessed disease severity was
reported in 24 studies, and three studies used
a validated instrument. Participant satisfaction
with treatment was assessed in 13 studies.
Reporting of adverse events—commonly rash,
itch, pain, or stinging—with use of emollients
was limited.
Subsequently, the COMET study reported on
the feasibility of a trial in primary care comparing
four different types of emollients (Aveeno lotion,
Diprobase cream, Doublebase gel, Hydromol
ointment) in children up to 5 years of age.13 It was
not powered to compare the effectiveness of the
interventions, but eczema severity improved in
all groups over a 12 week period.14 An open-label
study15 16 randomised 335 children aged 2-6
years with mild to moderate atopic dermatitis to
Dexeryl (V0034CR) cream, Atopiclair cream, or
no emollient: the proportion of patients with one
or more flares and the number of flares was lower
in both emollient groups, with Dexeryl cream
seeming to perform better than Atopiclair cream.
This uncertainty is reflected in prescribing
guidance. A recent review in England and Wales
identified 102 different emollient formularies
that made conflicting recommendations about
109 different emollients.17

Because of variability of eczema and associated skin dryness between and
within patients, it is unlikely that any one emollient will suit everyone.
Further evidence must guide “first line” emollient recommendations based on
comparative clinical effectiveness and safety in children.
We are running a trial comparing different leave-on emollients in children
with eczema. The BEE (best emollients for eczema) study is recruiting children
aged 6 months to 12 years in England, and will report in 2021 (www.isrctn.
com/ISRCTN84540529, www.bristol.ac.uk/bee-study). The study compares
four of the most commonly prescribed types of paraffin based emollient:
lotions, creams, gels, and ointments. The primary outcome is a patient reported
measure of eczema symptoms (POEM) over 16 weeks, with eczema signs and
quality of life as secondary outcomes. Participants will be followed up for 52
weeks, and a nested qualitative study will explore perceived effectiveness and
acceptability of study emollients by carers and older children.
We searched Cochrane CENTRAL and WHO ICTRP databases (using the terms
emollient OR emollients OR moisturiser OR moisturisers OR moisturizer OR
moisturizers) and found no other ongoing trials in children.

WHAT PATIENTS AND CARERS NEED TO KNOW
• Eczema is an inflammatory skin disease that needs anti-inflammatory
treatment with topical corticosteroids to get redness and itching under
control
• Emollients treat the dry skin associated with eczema and may help to
prevent flares
• Research comparing different “leave-on” emollients is limited, so the key
thing is to find one(s) that suits you and your child, which over time may
change
• It is important to apply emollients to your child regularly (usually twice a
day) as a maintenance treatment
• Emollients are safe, and any adverse effects are usually localised and mild.
However, take care to avoid any slips or falls through their use, such as
when washing
• Do not smoke or go near naked flames because clothing or fabric that have
been in contact with an emollient or emollient-treated skin can rapidly
ignite (https://www.gov.uk/drug-safety-update/emollients-new-informationabout-risk-of-severe-and-fatal-burns-with-paraffin-containing-and-paraffinfree-emollients)
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What should we do in the light of the uncertainty?

EDUCATION INTO PRACTICE

Discuss the uncertainty with your patient
Promote an open and honest conversation about
what emollients are for, what patients have
bought or had prescribed before, how often they
were applied, and what they did or did not like
about them. Consider factors that may affect
clinician and carer/patient preference for different
emollients (see infographic). Ensure carers and
older children understand that:
•   There are four main formulation types, and we
do not know whether one emollient is better
than another
•   There may be trade-off between effectiveness
and acceptability—the best emollient(s) for
them may change over time and vary by body
site, by whether the eczema is acute or chronic,
and by season, but will be one(s) that they are
willing to use regularly
•   An ointment is greasier, can be hard to apply,
and is less cosmetically acceptable. It may be
preferred in more severe eczema over a cream,
for example, because it requires less frequent
application and does not contain any additives
that may irritate the skin
•   Some are more acceptable as “soap substitutes”
than others.

• How do you routinely
discuss the different
types of emollients
available with patients
when prescribing?
• Review whether patients
with eczema you have
seen at your practice have
been prescribed an
anti-inflammatory
treatment alongside their
emollient
• How do you review the
use and acceptability of
eczema treatments by
carers and patients?
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Follow-up
Offer review in two to four weeks (by telephone
if suitable and preferable for the carer) to
reassess disease severity, treatment use, and the
acceptability of the emollient(s) to the family. Offer
alternatives according to any reported problems,
such as a thinner emollient where cosmesis is a
concern. Finding a safe and acceptable regimen
that achieves the
outcome(s) important to the family is more
important than focusing on frequency or quantity
of emollient use.

PAUL WHITEHILL/SPL

Prescribing an emollient
Refer to your local formulary and start with
emollients without urea or antimicrobials. These
ingredients are more likely to cause irritation
and are generally reserved for troublesome or
recurrently “infected” eczema.5 Some problems
with emollients can be related to specific
ingredients, such as sodium lauryl sulphate
(SLS). Avoid prescribing an alternative with
the same skin “sensitisers.” MIMS provides
one readily accessible source to help guide
clinicians.18 Aqueous cream is not recommended
as a leave-on treatment.12 Prescribing one or
more emollients in 100 g quantities as “testers,”
to try on different body sites may be preferred
initially. Make appropriate amounts (500 g or mL)
of the preferred emollient(s) available on repeat
prescription, allowing for supplies for nursery or
school.
Topical corticosteroids will be needed by
children with all but the mildest eczema to treat
or, used prophylactically,19 to prevent disease
flares. Ensure that the family have an adequate
supply and confidence to use them according to
the site and severity of eczema. A common reason
for discontinuation of emollients is “stinging,”
which may be due to under-treated inflamed skin
and will only improve with
topical corticosteroids (or calcineurin inhibitors
where there are concerns about the site or
duration of use).

Explain how it is to be used
Explain how best to apply the emollient: with
clean hands, using downward strokes (to reduce
the risk of folliculitis), allowing it to soak in
(rather than rubbing). Emollients that come in
pots can act as a potential infection reservoir. To
reduce this risk, spoon the emollient out when
needed and replace the lid.
Be specific on frequency of application (usually
at least twice daily and as required) and timing
in relation to topical corticosteroids (allowing up
to 60 minutes between the applications to avoid
dilution, order probably doesn’t matter). Direct
patients to reliable sources of written information
and consider giving them a personalised
treatment plan.20

Parents need to know how to apply emollients to a child's skin

Competing interests: We have read
and understood the BMJ Group
policy on declaration of interests
and declare the following interests:
HCW is director of the NIHR Health
Technology Assessment Programme
that has funded this study. He was
not involved in the assessment and
decision to fund this study.
Cite this as: BMJ 2019;367:l5882
Find the full version with references at
http://dx.doi.org/10.1136/bmj.l5882

9 November 2019 | the bmj

GUIDELINES

Management of ulcerative colitis:
summary of updated NICE guidance
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Ulcerative colitis is a chronic inflammatory disease of the
rectum and colon characterised by mucosal inflammation,
resulting in symptoms of diarrhoea (both soft stool and
an increased frequency of defecation), rectal bleeding, an
urgent need to defecate, and abdominal pain.
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Scanning electron micrograph (SEM) of freeze-fractured bowel
tissue from a patient suffering from ulcerative colitis

HOW PATIENTS WERE INVOLVED IN CREATION OF
THIS GUIDANCE
Committee members involved in this guideline update
included lay members who contributed to the formulation
of the recommendations summarised here.

WHAT’S NEW IN THE GUIDANCE
•   New recommendations on inducing remission
•

•
•
•

in people with mild to moderate ulcerative
colitis
  Classifying the extents of ulcerative
colitis by grouping left sided disease and
proctosigmoiditis, to more closely reflect
current practice
  In people with proctitis, proctosigmoiditis,
or left sided disease, offer a topical
aminosalicylate as first line treatment
  In people with extensive disease, offer a
topical aminosalicylate and a high dose oral
aminosalicylate as first line treatment
  Courses of oral corticosteroids should be time
limited (normally 4-8 weeks depending on
the steroid)
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The condition usually affects the rectum and a variable extent
of the colon proximal to the rectum. Inflammation of the rectum
is referred to as proctitis, and inflammation of the rectum and
sigmoid as proctosigmoiditis. Left sided colitis refers to disease
involving the colon distal to the splenic flexure. Extensive colitis
affects the colon proximal to the splenic flexure, and includes
pan-colitis, where the whole colon is involved.
The most widely used drugs for inducing remission in people
with mild to moderate ulcerative colitis are aminosalicylates and
corticosteroids. Choice of treatment depends on the extent of
disease (proctitis, proctosigmoiditis, left sided colitis, extensive
colitis), mechanism of action, route of administration, site and
mechanism of drug release, dose, duration, cost of treatment, and
patient preference.
This article summarises recent recommendations from the
update of the National Institute for Health and Care Excellence
(NICE) guideline for the management of ulcerative colitis in
children, young people, and adults.1 The update focuses on
inducing remission in people with mild to moderate ulcerative
colitis. All other areas of the guideline, such as surgery,
maintenance of remission, and monitoring remain unchanged
and are not covered here. Full details of the evidence, a complete
list of all recommendations in the guideline, and the clinical
pathway are available on the NICE website (www.nice.org.uk/
guidance/ng130).
This update is most relevant to specialists involved in
prescribing treatments for people with ulcerative colitis but
it is also important for primary care practitioners to be aware
of what treatments patients may be receiving to manage this
chronic condition.

Why did the guidance need updating?
Since publication of the previous guidance in 2013, a surveillance
review identified new trial evidence for medicines to induce
remission in people with mild to moderate ulcerative colitis,
leading to the decision to update this area of the guideline.
The updated recommendations for inducing remission in
people with mild to moderate ulcerative colitis are based on
systematic reviews and a series of network meta-analyses of
randomised controlled trials, an original cost effectiveness
model, and the Guideline Committee's (GC) experience and
opinion of what constitutes good practice. Evidence levels for the
recommendations are in the full version of this article on bmj.com.
9 November 2019 | the bmj

Inducing remission in people with mild to moderate proctitis
•   To induce remission in people with a mild to moderate first presentation or
inflammatory exacerbation of proctitis, offer a topical aminosalicylate as first
line treatment.
•   If remission is not achieved within four weeks, consider adding an oral
aminosalicylate.
•   If further treatment is needed, consider adding a time limited course of a topical
or an oral corticosteroid.
•   For people who decline a topical aminosalicylate:
–– consider an oral aminosalicylate as first line treatment, and explain that this
is not as effective as a topical aminosalicylate
–– if remission is not achieved within four weeks, consider adding a time limited
course of a topical or an oral corticosteroid.
•   For people who cannot tolerate aminosalicylates, consider a time limited course
of a topical or an oral corticosteroid.
Inducing remission in people with mild to moderate proctosigmoiditis and left sided
ulcerative colitis
•   To induce remission in people with a mild to moderate first presentation or
inflammatory exacerbation of proctosigmoiditis or left sided ulcerative colitis,
offer a topical aminosalicylate as first line treatment.
•   If remission is not achieved within four weeks, consider:
–– adding a high dose oral aminosalicylate to the topical aminosalicylate or
–– switching to a high dose oral aminosalicylate and a time limited course of a
topical corticosteroid.
I
f
further
treatment is needed, stop topical treatments and offer an oral
•   
aminosalicylate and a time limited course of an oral corticosteroid.
•   For people who decline any topical treatment:
–– consider a high dose oral aminosalicylate alone, and explain that this is not as
effective as a topical aminosalicylate
–– if remission is not achieved within four weeks, offer a time limited course of
an oral corticosteroid in addition to the high dose aminosalicylate.
•   For people who cannot tolerate aminosalicylates, consider a time limited course
of a topical or an oral corticosteroid.
Inducing remission in people with mild to moderate extensive disease
•   To induce remission in people with a mild to moderate first presentation
or inflammatory exacerbation of extensive ulcerative colitis, offer a topical
aminosalicylate and a high dose oral aminosalicylate as first line treatment.
•   If remission is not achieved within four weeks, stop the topical aminosalicylate
and offer a high dose oral aminosalicylate with a time limited course of an oral
corticosteroid.
•   For people who cannot tolerate aminosalicylates, consider a time limited course
of an oral corticosteroid.
Future research
The following were identified as important questions for future research:
•   In a mild to moderate first presentation or inflammatory exacerbation of
proctitis that is resistant to standard treatment, what is the effectiveness of
topical immunomodulators, such as tacrolimus, in achieving clinical remission
and what is the most effective formulation (suppository/ointment)?
•   What is the effectiveness of oral tacrolimus and systemic (intramuscular/
subcutaneous/oral) methotrexate in the induction of remission in mild to
moderate ulcerative colitis unresponsive to aminosalicylates?
•   What is the clinical and cost effectiveness of prednisolone, budesonide, and
beclometasone in addition to aminosalicylates compared with each other and
with aminosalicylate monotherapy for the induction of remission for people
with mild to moderate ulcerative colitis?

METHODS
The Guideline Committee (GC) comprised a
general practitioner (non-specialist chair), a
general practitioner with specialist interest in
gastroenterology, two gastroenterologists, a
paediatric gastroenterologist, two lay members,
a pharmacist, a dietitian, a Crohn’s and colitis
specialist nurse, and two colorectal surgeons.
The guideline was developed using standard
NICE guideline methodology (2014)
(https://www.nice.org.uk/media/default/
about/what-we-do/our-programmes/
developing-nice-guidelines-the-manual.pdf).
The GC developed the clinical question,
appraised the clinical evidence, and
evaluated the cost effectiveness of proposed
interventions and management strategies
through literature review and economic
considerations where possible. Quality
ratings of the evidence were based on GRADE
methodology (www.gradeworkinggroup.org).
These relate to the quality of the available
evidence for assessed outcomes rather
than the quality of the clinical study. Where
standard methods could not be applied, a
customised quality assessment was done.
Stakeholder consultation was undertaken at
the development stage.
GUIDELINES INTO PRACTICE
• Are all people in your care with left sided
ulcerative colitis offered topical therapies
where appropriate?
• How many courses of oral corticosteroid do
people in your care with ulcerative colitis
receive, including those prescribed within
primary care and hospital services, and is
the dosage, length of treatment course, and
tapering appropriate?

JUAN GAERTNER/SPL

Recommendations

Ulcerative colitis of the colon

Competing interests: Jenny Epstein was a member of the
NICE guideline committee. The committee’s declarations of
interests are available on the NICE website (https://www.
nice.org.uk/guidance/ng130/history). OA and BL are NICE
staff and have no relevant interests to declare.
Cite this as: BMJ 2019;367:l5897
Find the full version with references at
http://dx.doi.org/10.1136/bmj.l5897

the bmj | 9 November 2019											

247

NIHR SIGNALS Translating research into practice

The study

Steps to better understanding refusal
and resistance in patients with
dementia admitted to hospital
Refusal and resistance to care by people living with dementia being cared for within
acute hospital wards: an ethnographic study
Featherstone K, Northcott A, Harden J, and colleagues.
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Why was this study needed?
Patients living with dementia occupy at least
a quarter of acute hospital beds in the UK.
Challenging behaviour and resistance to some
aspects of care (such as refusing to take medicine)
are common in this group.
Poor understanding among healthcare staff of
how to care for people with dementia often leads
to frustration and alienation. People with dementia
who are hospitalised are more likely to experience a

lack of dignity and respect and poorer standards of
care than other patients the same age. On average,
they remain in hospital twice as long, leaving them
vulnerable to a rapid decline in health.
Ward staff and carers need to develop a better
understanding of resistance to care by people
with dementia on acute hospital wards. This study
aimed to identify how the quality of nursing care
can be improved.

What did this study do?
This study focused on interactions at the hospital
bedside to gain a better understanding of the
context in which refusal of care occurs and how
clinical teams respond. Five acute hospitals
participated from across England and Wales.
Observations were conducted at the bedside and
focused on everyday care, medication rounds, and
mealtimes within 10 wards that regularly admitted
people with dementia for acute conditions.

Interviews during observation were undertaken
with 436 nursing staff, healthcare assistants, and
clinical staff. Case studies were compiled from 71
interviews with 10 participants and 37 interviews
with their carers and family members.
This study is limited by the potential for participant
behaviour on the wards to have been changed by the
researchers’ presence, but strengthened by the large
number of interviews conducted.

What did it find?
•   High levels of resistance or refusal of care are

common in people living with dementia within
acute hospital wards. Every person living with
dementia observed during the study resisted care
at some stage of their hospital stay.
•   Where patients are known to have dementia,
staff tend to put all adverse behaviour down to
dementia and do not reflect on patient capacity
or the validity of the patients’ views. Resistance

to care is usually not a feature of a dementia
diagnosis, but a reaction to the way care is being
delivered at the bedside.
•   Common ward staff responses to challenging
behaviour included repeated instructions and
raised voices.
•   The well established timetables and routines of
acute wards lack flexibility and do not appear to
fit the needs of people living with dementia.

What does current guidance say on this issue?
There are few UK guidelines focusing specifically
on care of people with dementia in acute hospital
settings. Guidelines from the National Institute
for Health and Care Excellence (NICE) on dementia
support refer to hospital care, but lack detail.
The most useful guidance is available within

learning resources and factsheets produced by
NHS Scotland, University Hospitals Leicester, and
the Alzheimer’s Society. These cover good practice
in caring for people with dementia in hospital,
and focus on understanding dementia and the
provision of holistic, person centred practice.
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What are the
implications?
Ward routines make it difficult
for people with dementia to
communicate concerns. Ward
staff should not assume that
resistant behaviours are always
the result of dementia.
This study confirms that
dementia patients often refuse
care in hospital. This might be
because of how care is delivered
in highly structured ward
environments.
Quality of healthcare on
acute hospital wards can be
improved by introducing small
interventions that focus on
communication, mealtimes,
and hydration, and movement
and rehabilitation. Increased
flexibility to routines, dementia
friendly practices, and dementia
related staff training can
develop ward cultures that
have a positive impact on the
ward team, patients living with
dementia, and their families.
This study has the potential to
inform future guidance and will
be relevant to ward staff, ward
managers, and policy directors.
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ENDGAMES
CASE REVIEW
A 44 year old woman with episodic sweating and
hypertension
A 44 year old woman with hypertension and type 2 diabetes (treated with insulin) presented
with recurrent 10-15 minute episodes of sweating, tachycardia with regular pulse (110-120
beats/minute), pallor, and occasional increase in blood pressure (from ~130/90 mmHg to
~175/120). These episodes happened two to three times a week over eight months.
Glucose readings during these episodes were always greater than 8 mmol/L, ruling out
hypoglycaemia.
Her medications included doxazosin, metformin, and insulin. She had a body mass index of
32 kg/m2. Physical examination, baseline blood tests, and renal artery doppler were normal.
Further investigations were carried out as outlined in the table.
The results in the table prompted further investigation with magnetic resonance imaging
(MRI) of the abdomen and pelvis with and without gadolinium contrast (fig 1).
1 What is the most likely diagnosis?
2 How is this condition treated?
3 When would you consider genetic testing in patients with this condition?
Submitted by Mehdi Mirzazadeh, Ehsan Alijani, Mahdieh Fani, and Shahin Jamili
Patient consent obtained.
Cite this as: BMJ 2019;367:l5879

Fig 1 | Magnetic resonance image of the abdomen
with gadolinium contrast
24 hour urinary results (volume 2400 mL)
Test

Result

Reference interval

Creatinine
Metanephrine
Normetanephrine
Free cortisol

1.1 gr/24 h
1397 ug/24 h
627 ug/24 h
46.5 ug

0.6-1.7
<350
<600
4.3-176

1 What is the most likely diagnosis?
Pheochromocytoma: a catecholamine secreting tumour arising from the adrenal
medulla. It is benign in 90% of cases.
Characteristics include elevated urinary metanephrine and normetanephrine.
MRI showed a well defined right adrenal mass with no malignant radiologic
features, in keeping with benign pheochromocytoma (fig 2, arrow).
Classic symptoms include episodic headache, sweating, and tachycardia.
However, most patients do not have all three symptoms, and half have
paroxysmal hypertension. Obesity is generally not a feature.
Consider metaiodobenzylguanidine scintigraphy if there is clinical and
biochemical evidence of pheochromocytoma but computed tomography
imaging or MRI of the pelvis or abdomen are negative.
2 How is this condition treated?
Surgical resection of the adrenal mass, with preoperative blood pressure control
to avoid hypertensive crisis during surgery. Histopathology of the resected
specimen will confirm the diagnosis.
3 When would you consider genetic testing in patients with this condition?
Genetic testing may be considered if a patient has bilateral adrenal
pheochromocytoma, unilateral adrenal pheochromocytoma and family history
of pheochromocytoma, or presents at a young age (<45). Genes susceptible to
pheochromocytoma are mainly those that encode proteins that function in the
cellular response to hypoxia, or that activate kinase signalling.

LEARNING POINT
Consider pheochromocytoma when there
is episodic headache, sweating, and/or
tachycardia, discovery of an incidental adrenal
mass, or a positive genetic history.
Fig 2 | Magnetic resonance image of the abdomen
with gadolinium contrast showing a 33×24 mm
well defined right adrenal mass (arrow). No
invasion to the kidneys was detected and the rest
of the MRI appeared normal
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MINERVA
Abnormal calcifications in a pelvic radiograph
This radiograph shows multiple small, nodular,
intra-abdominal calcifications. They were an
incidental finding believed to be calcified
lymph nodes from previous tuberculous
peritonitis. Pelvic radiography nine years earlier
showed a similar appearance.
The patient was a 72 year old woman with
no abdominal or gynaecological signs or
symptoms. Tuberculosis was endemic in Hong
Kong when the patient was young.
Differential diagnoses of nodular
peritoneal calcifications include psammoma
bodies in ovarian cystadenocarcinoma,

previous tuberculous peritonitis, and
hyperparathyroidism.
Serum calcium was normal, making
hyperparathyroidism unlikely. Further
investigation was not indicated in view of
this finding’s chronicity and there being no
gynaecological signs on examination.
Computed tomography would be considered if
previous imaging was unavailable.
Tun Hing Lui (luithderek@yahoo.co.uk); Kwok Fai Tam,
North District Hospital, Hong Kong
Patient consent obtained.
Cite this as: BMJ 2019;367:l5767
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Optimism and longevity

Stop blaming social media

Two longitudinal studies from
the US report that people with
an optimistic outlook have
a lower mortality. Women in
the Nurses Health Study and
men in the Veterans Affairs
Normative Ageing Study
completed an assessment of
optimism in 2004 and 1986,
respectively, and their vital
status has been tracked ever
since (PNAS doi:10.1073/
pnas.1900712116).
In both cohorts, people who scored
highly for levels of optimism tended to
live longer and had a greater likelihood
of reaching 85, even after adjustment
for health at baseline. The investigators
speculate that optimistic people react
better to acute stressors and recover from
them faster than less optimistic people.

Many studies have drawn attention
to the harms of electronic devices
and social media. Exposure has been
linked to depression, social anxiety,
insomnia, and low self esteem.
Children and adolescents are thought
to be especially vulnerable, and
several august bodies have taken it on
themselves to advise parents on the
amount of screen time they should
allow their children.
A sceptical reappraisal in Scientific
American says it’s far from clear that
these associations are real. It argues
that most of the dangers attributed
to social media stem from faulty
statistical analysis and a failure
to appreciate the limitations of
observational data.

Fibromyalgia
Fibromyalgia is characterised by chronic
widespread pain, fatigue, and sleep
disturbance. Its causation is poorly
understood, but in the past few years,
small studies have hinted that impairment
of peripheral unmyelinated nerve fibre
function may be to blame.
Detailed neurophysiological investigation
of more than 100 people with fibromyalgia
living in Germany confirmed widespread
small nerve fibre dysfunction in the skin
and cornea (Ann Neurol doi:10.1002/
ana.25565). Symptom severity correlated
with the extent of dermal denervation.

Preventing melanoma
SunSmart is an Australian public
health programme that aims to
change behaviour with regard
to exposure to solar ultraviolet
radiation. When it was launched
in 1988, there was not mainstream
acceptance of the need to protect
skin from strong sunlight. Over 30
years the programme had a large
and sustained effect in persuading
people to wear hats, use sunscreens,
and stay inside.
With at least a 20 year latency
between exposure and disease, it’s
impossible to know how many cases
of skin cancer have been prevented,

but the falling incidence of melanoma
in younger people suggests that
SunSmart has made a useful
contribution (PLoS Med doi:10.1371/
journal.pmed.1002932).

Pancreatic cancer
Although being overweight or
obese is well established as a risk
factor for cancer of the pancreas, an
investigation from the US suggests
that it is adiposity in early adult life
that carries the greatest risk.
In a cohort of nearly a million
adults, a 5-unit increment in BMI
before the age of 50 was associated
with a 25% higher risk of mortality
from pancreatic cancer among both
men and women (Am J Epidemiol
doi:10.1093/aje/kwz251). The
increasing prevalence of overweight
and obesity in younger people is
likely to be an important influence
on time trends of this cancer.
Cite this as: BMJ 2019;367:l6279
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