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Welcome 
 
Welcome to the July 2020 edition of NewWave.   
 
If you have any relevant articles or papers that you would like to be 
included in future editions, please email them to 
steve.perring@poole.nhs.uk 
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Covid-19 
 
 

The Covid-19 continues to place a heavy pall over the NHS, 
and most of us are struggling with the difficulties of restoration 

of services in GI Physiology. The threat of Covid, while re-
duced, has not been eliminated, so we will continue to have to 

take considerable precautions to protect both ourselves and our 
patients. 

 
AGIP has been at the forefront of  providing guidance for the 

restoration of services (reproduced here) 

 

http://www.bsg.org.uk/
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Forthcoming Events 2020: 
 
 
12-17 July 2020  Ascona III Meeting on Advances in Clinical Measurement  
    of GI Motility and Function   
    Ascona, Switzerland CANCELLED 
 
18-21 November 2020 50th ICS Annual Meeting 
    Las Vegas USA 
    https://www.ics.org/2020  
 
11-13 October 2020  United European Gastroenterology (UEG) Week 
    Virtual 
    https://www.ueg.eu/week/ueg-week-2020/  
 
8-11 February 2021  BSG Annual Meeting 
    ACC Liverpool 
 
3-5 November 2021  The Pelvic Floor Society National Conference  
    Dundee 
    https://thepelvicfloorsociety.co.uk/events/29/  
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AGIP News 

 

Advice About Working in the presence of Covid-19 Risk 
 

These are challenging times! 

We have all had to respond to the rapid rise of the Covid-19 Pandemic and the near-

complete shutdown of normal hospital activity as part of the national “lockdown” strate-

gy. We are all now trying to find safe and practical ways of re-introducing services that 

have been in abeyance since the advent of Lockdown in March. 

 

AGIP Council have tried to help by publishing 2 documents, both of which are published 

here but are also available on the BSG Website. 

 

They document the precautions needed to re-introduce GI Physiology services in a way 

that is safe both for the patient and the members of staff working with the patient. They 

also document how to triage the patients in order to decide the urgency of the studies 

and undertake investigations on the most urgent first if, as is found in most hospitals, 

numbers of investigations are limited by the need for extra care to avoid infections and/ 

or lack of resources.  
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Physiologists in 
The Nightingale Hospital London 

 
Steph Smith 

Sheffield 

A global pandemic is not something we are familiar with. It has made us think in a way we did-

n't know we could and made us appreciate things we rarely considered in our busy, technology-

focused lives. Coronavirus (COVID-19) has caused great sadness for thousands, and our hearts 

go out to all of those who have been impacted by this terrible virus. We will be thinking of 

those who have suffered and the effect it has had on our universe for decades, as it goes down in 

the history books as one of the biggest threats we have known, certainly in our lifetime. 

  

Boris Johnson announced his lockdown rules on March 23th 2020, albeit rather late, stating: 

“from this evening I must give the British people a very simple instruction - you must stay at 

home,” which filled me with dread. 

 

Therefore, being presented with an opportunity to get involved in the London Nightingale Inten-

sive Care Unit (ICU) to offer help at such a challenging time was at the top of my priorities. 

This opportunity came when an email was circulated to current and ex-Clinical Scientists, ask-

ing for support for the Nightingale, and this is how I knew I wanted to spend lockdown. This 

was my chance to not only help those in need, but to keep my mind active at a pretty daunting 

time for everyone. Although I technically no longer practiced as a Clinical Scientist, ex-Clinical 

Scientists were put back onto the HCPC register temporarily, specifically for if opportunities 

like this arose, in order to help in the crisis. 

  

I was in a fortunate position to be able to uproot from Sheffield during lockdown; with my cur-

rent role as a clinical specialist for a private Medical Technology company having lower de-

mands than usual during the pandemic. This provided me with more time to give to others. 

  

Having worked for the NHS for over six years as a Clinical Scientist in Gastrointestinal Physi-

ology and Urodynamic Science, I was lucky enough not to have had to face the life or death sit-

uations that other frontline staff may have faced. However, the conditions and symptoms faced 

by many patients I have dealt with have been debilitating in a different way, with catastrophic 

impacts on their quality of life. I had certainly felt emotional on many occasions with the con-

versations I had had with patients. Empathy was needed in abundance when listening to their 

stories and helping them through their journey. This made the job so much more interesting and 

rewarding, whilst working within an incredible team in an incredible environment. Little did I 

know that it would be a whole different emotional ball game in the London Nightingale ICU, 

which frighteningly hit very hard, very soon. 

  

  

The Pandemic 
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A group of twenty Clinical Scientists got together at Guys and St Thomas’s eight days prior to our 

Nightingale start date of Saturday 11th April. We were already in lockdown. We had a day of in-

tense ventilator training given by an exceptional group of ICU doctors and consultants from Bris-

tol. We learnt the basics, how to troubleshoot and had clinical scenario tests with simulator pa-

tients to get us mentally ready for the situations we were likely to face in an ICU environment. I 

cannot deny that this was a very intense and emotionally demanding day. I have never learnt so 

much within nine hours in my life. I explicitly remember leaving the hospital alone thinking “oh 

god, this just got terribly serious” (with slightly more explicit choices of words in my head). I felt 

myself choking up at the uncertainty of what I could face on the ICU. 

  

The following week we had more training and activities to prepare us, ranging from: more in-

depth ventilator training, including the technical aspects of how ventilators and other ICU equip-

ment work. For instance, we were taught how to calibrate and undertake quality control checks as 

well as what the various components functions were. We also had the Nightingale induction day to 

learn what was expected of all staff; we went on the ICU ward itself to practice troubleshooting 

with equipment (not connected to patients!); and we had a lengthy psychological session in order 

to mentally prepare us for what we could face. This week of training also provided us as a group of 

twenty [near] strangers the opportunity to bond. I cannot emphasise enough how much of a posi-

tive impact this had on me, and I believe others too, as it gave me the strength and confidence to 

jump over the wall into the unknown of the pandemic, ready for the battle. 

  

A huge hat off to the Scientists who put all of this training together – Eskinder, Becky, Ross and 

Raveen. You could visibly see the effort they were putting in throughout to keep the momentum 

moving and to provide us with as many learning opportunities as they could. They were incredible. 

Although the uncertainty of what was to come was causing some anxiety, I felt I could at least 

now calibrate a ventilator if I panicked at everything else I faced on the ICU, and fortunately for 

the patients, most of the other Scientists could do even more than this. 

What training did you receive to prepare you for the Nightingale? 

Before our first shift. Yellow team from left to right: Steph, Steve, Hummy, Eskinder and Laura  
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What were your first impressions of the Nightingale? 

My only prior experience of the London Excel was for the Digestive Disease Week in 2015. For 

those of you who have attended the Excel building for an event, you will know what an intimidat-

ingly sized building it is. Walking the 600m of the boulevard to fetch our scrubs was always a 

highlight, as we were lucky enough to walk along the waterside of the Royal Victoria Docks and 

even luckier that we were blessed with sunshine hitting our faces for the majority of our Nightin-

gale journey, the silver lining. Whichever entrance you walked in, you were always greeted with 

cheerful smiles and enthusiasm. Sometimes even a thank you. We had not even done anything yet

(!) The number of donations and little reminders of appreciation around the building to all the staff 

involved were inspiring. There was so much positivity spread between everyone, it made it easy to 

put the fright of the ICU to the back of the mind. For moments, anyway. 

  

The Clinical Scientist’s had been split into four teams ready for our first shifts. For many like me, 

the 12.5-hour days would be the longest they had ever endured, and the night shifts would be the 

first of many to come. Little did I know at this point that this little team would be the making of 

my Nightingale experience. 

Ready for battle in PPE. From left to right – Steve, 

Steph, Eskinder and Hummy  

What did the Clinical Scientists do and how did you make a difference? 

We’re famous! 

The role of a Clinical Scientist at the London Nightingale ICU was not well defined. On the con-

trary, other staff on the ICU ward seemed to have (understandably) defined roles and we quickly 

had to adapt to make ourselves seen, offering a waving hand of help. We hoped we could fit into 

the role of a Critical Care Scientist, and truly hope we did this well. We were all new to the ICU 

environment, but incredibly versatile, analytically minded and keen to face whatever was thrown 

at us. 

We offered assistance in a variety of ways. We now knew how to use, maintain and troubleshoot 

ICU equipment; what specific ventilator parameters were used for a COVID-19 positive patient; 

what particular clinical signs were red flags; and we had specifically worked through clinical sce-
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narios with ventilators and how their parameters are adjusted in order to keep these patients as well 

as possible. We also felt confident enough to raise concerns with the ICU consultants, including if a 

blood gas sample returned hypoxic or hypercapnic; and I think I speak for us all that this confi-

dence grew during every shift. 

  

We offered help in other ways too. Whether that was maintaining and calibrating ventilators ready 

for new patient arrivals; doing hourly patient observations; helping to prone or de-prone patients 

(proning was a simple way to help the alveoli to be better recruited – essentially allowing them to 

take in more oxygen in an attempt to reduce hypoxia); taking blood from arterial lines already in 

situ for arterial blood gas analysis; and also cleaning patients. There was also a rather emergent sit-

uation I found myself in the middle of involving a patient extubating himself and a timely need to 

prepare for a non-invasive ventilation (NIV) machine so that the patient could continue to breath 

and take in oxygen, for which I have never acted so fast in my life! These tasks were undoubtedly 

different from my previous role in GI physiology, and now as a clinical specialist. 

How has the experience affected you? 

Being part of the London Nightingale was such an incredibly humbling experience. Hundreds of 

staff jumping ship to a new environment from a vast range of backgrounds with one common 

goal – to save lives. There were both highs and lows, both of which will stay with me forever. 

  

One of the low moments during the Nightingale experience I think is worth mentioning, as it 

highlights the compassion and resilience of all involved and why the staff and every other front-

line worker putting their life at risk during the pandemic deserve every ounce of credit and recog-

nition they can get. 

  

This example involved the first time I witnessed someone passing away. It was my first shift at 

the Nightingale. It was also my first ever nightshift and first time I had been on an adult ICU. I 

was running on adrenaline and I was learning so much as the minutes passed by. I was undoubt-

edly four coffees down by this point. I walked down the ward with one of the ODP’s (Operating 

Department Practitioners), Nibz, to collect some equipment and noticed several staff around one 

patient. His ventilator had been ‘withdrawn’ and I could physically see his blood pressure drop-

ping by the second. I hurriedly asked Nibz, “what is happening? Why is no one doing anything?” 

He gave me a look I will never forget. He calmly explained what steps had already been taken 

during the week to help this gentleman and why things had not improved. Everything that could 

have been done, had been done. The staff around him now had one priority of making this gentle-

man comfortable. The respect and understanding he and the other staff had for this entire situation 

was overwhelming. These people gave every ounce of their love and care to this one man in his 

last moments. The power and effect this had on me was something no one could have prepared 

me for. 

  

Despite how this affected me emotionally at the time, I felt so proud to be surrounded by 

healthcare staff that were prepared to give their absolute everything to those in need and in such 

difficult times. I hope this story gives readers confidence that everything that can be done for 

loved ones who may have suffered with COVID-19 (or any other illness for that matter), will be 

done. Should this still not quite be enough, their loved ones will be surrounded by the most pow-

erful feeling of love and support in their peaceful last moments. 
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How did you find working with your co-workers?  

Quite simply, these were the reason I made it through the Nightingale experience intact. On top of 

the support from my amazing family and friends from home, my team of Laura, Hummy, 

Eskinder, Steve and Jodie were phenomenal. Within days we had formed relationships I did not 

believe could happen, and I felt like I could trust them with anything. I was lucky enough to know 

Laura quite well before the Nightingale and had met Hummy before too. We gave each other the 

strength and encouragement when it was needed; we shared the load of the lows when they hit; 

and shared the joys when the patients, or one of us, had had a remarkable moment. We laughed, 

we cried, and we ate a lot to get us through. Unfortunately, the only thing I couldn’t share with 

them were the calories that I ate to get through a night shift. 

Yellow Shift gym night 

What have we learnt for any future pandemic or 2nd wave of Coronavirus? 

As a collective at the Nightingale London, I believe there was an exponential learning curve that we all embarked up-

on during our journey. I imagine that this is the same in every other hospital around the world that has faced the 

COVID-19 pandemic. Assimilating a field hospital; at a venue used to hosting sporting events and academic confer-

ences to name just two examples, and with staff from potentially hundreds of different backgrounds, was always going 

to prove a challenge. But I feel on the whole, it was a great success. 

  

As expected, there were areas that could be improved, and were 

improved. These included gaps in learning and equipment short-

ages capping admissions; and as a nation we were fortunate 

enough that this first wave did not reach its anticipated high. As 

these challenges have already been recognised within a period 

of respite (at the time of writing this…), it has given us strength 

moving forward should a second wave hit. All with thanks to 

everyone that has taken lockdown seriously. 

  

Every human that has had to leave their home to provide a ser-

vice to benefit and support others during lockdown, not just 

healthcare staff, have an extraordinary selfless character. And I 

only hope as a nation over the next coming weeks and months 

we can maintain some sort of common sense in order to manage 

COVID-19 as best as we can, thinking about our family and 

friends’ safety with every decision we make along the way. 

 

Last shift complete and still smiling! From left to right – 

Eskinder, Steph, Jodie and Steve  
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AGIP Council Guidance in Relation to GI Physiology Pro-
vision during the COVID-19 Pandemic 

 
First published 22nd May 2020 

AGIP Council 

Upper GI Physiology 

Upper GI Physiology procedures requiring nasal intubation (oesophageal manometry, impedance/

pH studies, small bowel manometry etc.) are Aerosol Generating Procedures (AGP). As 

such, Level 2  Personal Protective Equipment (PPE) should be worn as recommended by the 

BSG for Upper GI Endoscopy procedures and Public Health England1 for all AGPs irrespective 

of whether the patient is suspected to have COVID-19 or not. 

 

Non-urgent breath tests undertaken by GI Physiology departments such as Hydrogen methane 

breath tests, 13c urea breath tests, 13c gastric emptying tests etc.  could be considered AGPs. 

Please note that there are home testing kits available for Hydrogen methane breath test procedures 

which would allow patients to carry out the test at home rather than coming into the hospital envi-

ronment. 

Lower GI Physiology 

Lower GI Physiology procedures (anorectal manometry, endo-anal ultrasound, biofeedback thera-

py etc.) are not considered to be an AGP; however, Level 1 PPE with the addition of eye & face 

protection (fluid-resistant Type IIR surgical face mask & full-face visor or goggles) should still be 

worn2. It is important that a patient should not be asked to cough during an anorectal manometry 

even that is part of your local protocol. Providing patients with a mask to wear during any proce-

dure/treatment is advisable.  

Provision for Restoration of GI Physiology Services 

The reintroduction of services must be planned and phased according to urgency and consequent 

therapeutic availability. Whoever triages referrals, determines who is considered to be urgent (i.e. 

primarily achalasia/functional obstruction with nutritional compromise or similar) in whom phys-

iology will have an impact on endoscopic management which can be provided imminently. As 

such, it would be appropriate that these urgent cases are discussed at a local MDT to re-affirm the 

appropriateness for proceeding. Other subgroups of patients can be considered with the re-

emergence of therapeutic availability (e.g. reflux testing with a view to referring for anti-reflux 

surgery). 

 

Wherever GI physiology procedures are undertaken, published BSG Endoscopy Guidance should 

be adhered to in conjunction with relevant local guidance (including infection control etc.). Here 

are a few points to consider: 

 

 Allow extra time for and between procedures, to account for enhanced infection control 

SOP and cleaning processes 
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Scope 

 If your hospital’s SOP recommends testing for COVID-19 prior to endoscopy then it should 

be undertaken for GI Physiology patients as well; however not all hospitals currently test for 

COVID-19. A screening questionnaire and temperature check on the day is required (a high 

temperature is usually considered to be 37.5°C or above) 

 

 Adequate PPE provision should be ordered and confirmed in advance of initiating the service 

 

 Staff should be trained on donning and doffing PPE as well as hand hygiene as per the local 

endoscopy protocols 

  

This interim advice will be subject to change as new evidence becomes available.  

 

1. https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-

and-control/covid-19-personal-protective-equipment-ppe (specifically under section 

8.1 “Aerosol generating procedures”)  

2. http://www.nipcm.hps.scot.nhs.uk/media/1437/2019-02-11-aide-memoire-for-levels-of-

personal-protective-equipment-ppe-for-healthcare-workers-for-patient-care.pdf  

Triage guidelines for upper gastrointestinal physiology 
during restoration of services during the COVID-19  

pandemic 
 

Catherine Sykes 
1,2

, Helen Parker
2
, Rami Sweis

3
 

County Durham and Darlington NHS Foundation Trust
1
, Newcastle upon 

Tyne Hospitals NHS Foundation Trust
2
, University College Hospital

3
 

 

Reviewed and approved by the AGIP Council  

This document aims to provide guidance on the procedures for triaging patients referred for upper 

gastrointestinal (UGI) physiology investigations as services resume following the COVID-19 re-

strictions. Investigations include oesophageal manometry and 24-hour ambulatory reflux monitor-

ing. The guidance applies to both new referrals as well as referrals made prior to the pandemic 

which require being re-triaged. 

Scope 

Triage guidelines for upper gastrointestinal physiology 
during restoration of services during the COVID-19  

pandemic 
 

Catherine Sykes 
1,2

, Helen Parker
2
, Rami Sweis

3
 

County Durham and Darlington NHS Foundation Trust
1
, Newcastle upon 

Tyne Hospitals NHS Foundation Trust
2
, University College Hospital

3
 

 

Reviewed and approved by the AGIP Council  

Background 

The COVID-19 pandemic has adversely affected capacity across the board; for GI medicine it has 

had a direct impact on endoscopy and GI physiology testing. International recommendations are 

in press to address some of these issues and help guide departments through the pandemic1. The 

AGIP council published guidelines regarding GI physiology service provision during the COVID-

19 pandemic in May 2020 (above). This guidance highlighted the requirement for local MDT dis-

cussions to prioritise cases on the basis of urgency and local therapeutic availability. This docu-

ment expands on the triaging aspect of these guidelines, with a proposal regarding a possible 

framework for standardised decision-making based on clinical need.  
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Description 

The table proposes a triaging hierarchy for those referred for UGI physiology testing based on pa-

tient symptoms and clinical background (higher position indicating more urgent need). A traffic 

light system is used to categorise referral types according to degree of urgency, with red denoting 

the most urgent. Thus, patients with dysphagia are prioritised in order to reduce risk of potential nu-

tritional and symptomatic compromise. It is recognised, however, that there are local differences 

with regards to availability of endoscopy and radiology and therefore time-scales within which pa-

tients should be seen are likely to vary. 

 

The requirements of testing prior to physiology and the specific physiological tests recommended 

are documented but do not differ from standard clinical practice prior to the COVID-19 pandemic. 

Where appropriate, alternatives for physiology are also detailed. As per the BSG guidelines, 

‘recent’ endoscopy is a pre-requisite to oesophageal physiology2. In patients who do not report dys-

phagia, barium oesophagogram may be considered an appropriate alternative if the capacity for X-

ray services is sufficient; however, endoscopy remains the preferred option. Barium oesophagogram 

may also be a useful adjunct to assess the oesophago-gastric junction structurally, as well as proxi-

mal oesophageal symptoms (e.g. to exclude a web, diverticulum or stricture).  

 

Reflux testing to investigate reflux-like symptoms in isolation remains non-essential, with the ex-

ception of post-bariatric surgery patients with severe regurgitation. The expectation is that triaging 

with regards reflux testing (e.g. off or on PPI) will remain in line with standard practice 2,3, but will 

be delayed until routine service resumes. However, in those being investigated for a primary dys-

phagia disorder who also require reflux studies, rather than bringing the patient back at a later stage, 

it might be more appropriate to follow the manometry with ambulatory reflux testing. Such deci-

sions will need to be made by individual departments. 

 Take-Home Messages 
 Table 1 (below) provides a hierarchical approach to prioritising patients 

for UGI physiology tests after the initial COVID-19 peak.  
 Time-scales in which patients will be seen will be dependent on local 

clinical availability, including endoscopy and X-ray capacity as well as 
constraints on physiology services. 

Summary 

It is recognised that departmental capacities may change as services adapt to the COVID-19 situa-

tion. This document provides guidance for physiology units to ensure that patients are triaged in 

terms of clinical need. 

References 

 
1. Lee, Y., Bredenoord, A. & Gyawali, P. (2020). Recommendations for essential esophageal physiolog-

ic testing during the COVID-19 pandemic. Clinical Gastroenterology and Hepatology [in proof]. 

2. Trudgill, N., Sifrim, D., Sweis, R. et al., (2019). British society of gastroenterology guidelines for oe-

sophageal manometry and oesophageal reflux monitoring. Gut, 66: 1-20. 

3. Gyawali, P., Kahrilas P., Savarino E., et al. (2018). Modern diagnosis of GERD: the Lyon Consen-

sus. Gut. 67(7):1351-1362. 
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Welcome to our most recent AGIP Fellow 
 

Tanya Miller 
John Radcliffe and Churchill Hospitals 

Oxford 

Tanya graduated from the University of Portsmouth 

in 1992 with an Honours Degree in Biomedical Sci-

ence; following this she completed a PhD in Bio-

pharmaceutical Science studying the use of lectins 

as a method of extending ocular drug delivery. Dur-

ing this time she was involved in creating and deliv-

ering lectures and laboratories to undergraduate stu-

dents in Pharmacology, Organic Chemistry and 

Physiology. 

 

After graduating in 1996, Tanya completed a 2 year 

post-doctoral research project in collaboration with 

Shell Oil, on the evaluation of skin tumour promo-

tors. 

 

In 1998 Tanya joined the Physiology Department at 

St Mark’s Hospital in Harrow under the supervision 

of Professor Michael Kamm. Following training on 

the historical ‘Coventry course’ Tanya developed 

her skills under the direct supervision of Dr Amanda 

Raeburn. In 1999 she was promoted to Senior Clini-

cal Scientist in the department. 

 

In 1999, Tanya was elected to be a council member of Association of Gastrointestinal Physiolo-

gists (AGIP) and took up the role of Minutes Secretary for 2 years, followed by Treasurer and As-

sistant Editor of New Wave in 2001 to 2003. Tanya has been the Accreditation Officer for AGIP 

since 2009. 

 

In 2005, Tanya changed NHS Trusts to work at the John Radcliffe and Churchill Hospitals in Ox-

ford as Principal Clinical Scientist and Head of Department. The department has grown from a 1 

to 8 staff, with 6 clinical team members.  

 

Tanya is an active member of  the Accreditation Clinical Advisory Group (ACAG), which is in-

volved in steering the Improving Quality In Physiology Services (IQIPS) process in the develop-

ment and revision of standards, facilitated by the United Kingdom Accreditation Service 

(UKAS).She has also been an Objective Standard Final Assessment (OSFA) assessor since its in-

ception, which is facilitated by the National School of Healthcare Science (NSHCS) and has been 

an Accredited Independent Healthcare Practitioner in GI Physiology since 2004. More recently 

Tanya has become an Accredited Scientific programme (ASP) assessor, also facilitated by 

NSHCS. 

 

Outside of work, Tanya has been a black belt in Shotokan Karate since 2018 and is currently train-

ing for 2nd Dan. She also enjoys Ceroc dancing, book and film club evenings. 
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Introduction 

From the gastro-intestinal physiology coalface –  
preliminary findings from our study on prokinetic and pro-

ton pump inhibitor use in oesophageal hypomotility. 
 

Andres Vales - The Functional Gut Clinic  

Hypomotility can occur in asymptomatic 

healthy patients and is not always related to dis-

ease. Gastro-oesophageal reflux is a common 

cause of hypomotility, where exposure to gas-

tric juices causes a dilation of intercellular 

spaces and neural injury (1). This dysmotility is 

potentially reversible if exposure is reduced, 

creating a need to distinguish between those 

with reflux induced hypomotility and irreversi-

ble hypomotility, such as systemic scleroderma. 

Hypomotility as diagnosed via high resolution 

manometry (HRM) may significantly alter the 

patient’s clinical pathway and prevent them for going forward for surgical intervention. This cre-

ates a paradox for reflux patients where their condition prevents them from accessing the treatment 

they need to reduce it  

 

Previously common gastrointestinal pro-

kinetics such as metoclopramide and 

domperidone are restricted to use in nau-

sea and vomiting only and have been 

linked to cardiac and neurological side 

effects (3). Azithromycin is a macrolide 

antibiotic and a motilin receptor agonist 

such that it stimulates Gastro-Intestinal 

(GI) smooth muscle. For this to occur 

neural pathways must be intact; it will not 

work in neuromuscular disorders such as 

achalasia or systemic scleroderma. In this 

way AZI may be useful to distinguish be-

tween reversible and irreversible hypomo-

tility. It has been used to reduce reflux in 

lung transplant patients, has been shown 

to increase oesophageal contractility, and was found to have long-lasting effects (5).  

 

Jafari et al (6) showed that azithromycin (AZI) 250mg every other day was able to improve oe-

sophageal contractions versus placebo. We therefore decided to look at hypomotility in prospec-

tive anti-reflux patients by offering them AZI combined with high dose Proton Pump Inhibitors 

(PPIs), to see if this would identify them as having a reversible hypomotility  

Figure 1 Acid exposure causes dilated intercellular spaces, eventually 
allowing infiltration to the nerve plexus. This then affects the neural 
reflex arc, reducing smooth muscle contractility (2). 
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Methods and Results 

Our research is ongoing, but we are cur-

rently selecting patients from those that 

attend The Functional Gut Clinic after re-

ferral for HRM and 24-hour oesophageal 

pH/impedance testing. If patients are 

found to have oesophageal hypomotility 

they are offered a four-week course of 

high dose, twice daily PPI, combined with 

AZI 250mg taken every other day. A re-

peat manometry study is then performed to 

correspond with the last day of therapy. 

So far we have seen a significant improve-

ment in both the distal contractile integral 

and the mean distal amplitude (p< 0.05) and 33.3% of patients had a reversal of their previously 

measured hypomotility. 

Discussion 

The limitations of our study are primarily due to the small number of patients we have included so 

far, however we believe these results are useful as a proof of concept that a subgroup of patients 

may be prevented from accessing surgical interventions due to reversible hypomotility. The PPI/

AZI protocol we describe here may be able to identify this reversible hypomotility in a subgroup 

of patients. Further investigation is required to evaluate whether this improvement is due to a 

change in reflux induced dysmotility, the prokinetic effects of AZI, or a combination of both. 

Figure 2 Motilin receptor agonists such as azithromycin and erythromy-
cin bind to motilin receptors increasing GI tract contractions, as apposed 
to metoclopramide which blocks dompamine receptors inhibiting the 
release of acetylcholine (4). 
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RCCP Press Release –  
 

RCCP register renews approval from the  
Professional Standards Authority (PSA) 

The RCCP is delighted to announce that it has received approval from the PSA for the renewal 

of its Practitioner Register. The RCCP Register for Clinical Physiologists now enters Year 2 as 

one of the Government approved voluntary registers for clinical physiologists. 

 

The register enables clinical physiologists in the following occupations to join subject to them 

fulfilling entry requirements and a commitment to Continuing Professional Development 

(CPD):  

 

Audiology (including Hearing Therapists and Educational Audiologists), Cardiology, Gastro-

intestinal, Neurology, Respiratory, Sleep Physiology. 

 

The RCCP has had to go through a rigorous renewal process with the PSA where the organisa-

tion must demonstrate that it has met all of the PSA standards: 

 

https://www.professionalstandards.org.uk/  

 

Christine Braithwaite, Director of Standards and Policy said: 

 

“We are pleased that the RCCP continues to meet our demanding standards and has successful-

ly passed its annual accreditation assessment. We commend its work to help protect those using 

the services of clinical physiologists.” 

 

The RCCP is a new register and 2019/20 has seen many changes as the organisation adapts to 

its role as a ‘guardian of patient safety and protection’. Nearly 6000 clinical physiologists are 

now on the RCCP Register. 

 

 

The RCCP has during this period completed the following major tasks: 

 

 Strategic review of its role, function and governance. 

 Review and updating of all its policies and procedures in relation to complaints handling 

and ‘Fitness to Practise’ cases. 

 Fully established its head office function in order to effectively manage the register and to 

deliver its new Registrant Engagement Strategy. 
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 A review of its relationships with key stakeholders and partners and how these can be im-

proved. 

 

The RCCP will be announcing many new initiatives over the coming months as it looks to enhance 

its relationships and communication with its registrants and stakeholders. 

 

Paul Burgess MBE – Chair – RCCP said: 

 

“In these incredibly stressful times for our registrants many of whom are involved with the battle 

against COVID 19 it is great to have some good news to celebrate.” 

 

The renewal of the RCCP PSA Approved Register is fundamental to the role of the RCCP and this 

could not have been achieved without the enormous support and contribution made by our head 

office Team, the RCCP Board and specialist consultants. 

 

The COVID 19 crisis has highlighted graphically a huge number of issues in relation to the health 

service – resources, roles, functions, regulation, training and many more. The RCCP is determined 

to raise public awareness and to highlight the incredible role that clinical physiologists play in this 

process’. 

 

Paul Burgess MBE – Chair RCCP, the Board and HQ Staff 

 

A copy of the PSA review of the RCCP can be found on: 

 

https://www.professionalstandards.org.uk/docs/default-source/accredited-registers/panel-decisions/

registration-council-for-clinical-physiologists.pdf?sfvrsn=c2d97220_2 

 

We will bring you regular updates and share relevant documentation on COVID 19. Please do not 

hesitate to let us know if you have any queries or concerns that we can support with.  

 

Please contact the RCCP Support Team for any COVID-19 queries that you may have on 01905 

885350 or via email: rccp@rccp.co.uk 
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Meeting Report–  
 

South West GI Physiology Group Meeting 
19/06/2020 

 
Liz Brooks, Poole Hospital 

Due to the Covid 19 pandemic the planned SW GI Physiology Group meeting in May was can-

celled. In this unprecedented times, the Southwest GI Physiology meeting was switched to be 

held virtually via Microsoft Teams, a pattern that is likely to be reproduced nationally with fu-

ture meetings. 

 

Dom Foy (Bournemouth) began by talking us through his plans/thoughts on the reintroduction 

of oesophageal studies. Most departments were following similar steps as in only performing it 

for urgent cases. However some seemed under pressure from consultants to get started, there 

was also the concern of waiting lists continuing to grow and the difficulties surrounding PPE. It 

seems that fit testing is not just a one off event as hospitals are often supplied different types of 

masks (often weekly)-each requiring their own fit testing. Emma Jones (Southampton) also said 

that there is a type of  FFP2 mask which is very similar to the FFP3 standard mask required so 

please be aware. The air exchange in the room, having a suitable space for donning and doffing 

of PPE and the need for deep cleaning was also impacting on the number of investigations that 

could be safely performed in a day. The published AGIP advice was referred to often in the dis-

cussion. 

 

Ross Stevens (STP trainee Poole, now at Guys and St Thomas’) then shared his experiences of 

working at the Nightingale Hospital in London.  Ross was originally due to spend his elective 

in Australia but unfortunately things didn’t quite go to plan and he had to make a speedy return 

to the UK. He decided to stay in London and this is where he became involved in organising a 

group of clinical scientists from various different disciplines to be trained to work at the Night-

ingale Hospital. Ross talked us through the difficulties of trying to gather a group of staff to-

gether and to set up specialist ventilator training all at very short notice.  He explained the ba-

sics of how ventilators worked and what the clinical scientists’ roles were within the hospital.  

Ross said even though his elective time was not spent how he had planned it, he learned a lot 

about organisation and of how many of the skills acquired during his physiology and engineer-

ing training were transferable.  

Near-field ring artefact in a reconditioned EAUSS probe, interfering with visualisation of the IAS (left) and demon-

strated with a  uniform phantom (a suspension in water) 
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Steve Perring (Poole) presented about problems associated with  a reconditioned Endoanal Ultra-

sound probe and how to test them for imaging performance. The probe concerned had failed cata-

strophically, but when returned appeared to perform well apart from a set of concentric ring arte-

facts in the near field unfortunately right in the region where the internal anal sphincter (IAS) is 

often seen, making visualisation of the IAS very difficult or even impossible.  

 

Other staff mentioned they had also periodically seen a similar artefact.  This led to discussions 

on how people test their probes for commissioning and for assessment of continuing image quali-

ty performance. It turns out that most centres do not do any formal testing of image quality. At 

present the testing at Poole consists solely of imaging a plastic cup filled with a suspension of 

powdered lactulose in water. Steve mentioned he was currently looking into the possibility of get-

ting a phantom made specifically for testing the imaging performance of Endoanal Ultrasound 

systems, designed by trainee clinical scientist James Harkin (Medical Physics, Poole). Many peo-

ple seemed interested in this prospect  

Design for a proposed tissue equivalent imaging test tool phantom for testing 360 degree Endoanal Ultrasound 

probes.  

If any other group is interested in acquiring such a phantom capable of testing a 3D 360 degree 

Endoanal Ultrasound system, please contact Steve Perring (steve.perring@poole.nhs.uk) 

 


