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Introduction/Aim 

• Following the death of a patient in his 50s due to small bowel volvulus we 
explored our inter-disciplinary learning together with the late patient's wife.  

• We examined the impact of involving colleagues and patients’ relatives on the 
professionalism of doctors who have to deal with uncertainty1.   

Methods 

• We present the learning outcomes from a case review of a patient (whom we 
called “Bryn”) who had been admitted with diarrhoea and dehydration.  

• Bryn was diagnosed with small bowel volvulus with a significant necrosis and 
passed away from complications of this condition.  

• The patient's care involved input from Emergency Medicine, Acute Medicine, 
Radiology and General Surgery. 

• Given that the diagnosis of Small Bowel Volvulus was not initially 
considered, the consultants involved undertook an additional 
multi-disciplinary analysis of contributing human factors that 
might have been involved in the case, and reviewed learning in 
relation to human factors.  

• The patient's wife, “Fiona”, was approached and invited to 
participate in developing the blog. She both contributed to the 
content, and co-edited it. Her name and that of the patient were 
change to preserve the privacy of their family.  

• The learning was summarised as a #FOAMed educational blog 
for any clinicians, anywhere, disseminated publicly via Twitter (63k 
views & >1500 downloads so far) and other social media outlets.  

Outcomes/Results 

“Bryn’s Tale” reviewed the pathogenesis, radiology, clinical findings, treatment, 
human factors and, most importantly, the human impact of an unusual and 
tragic clinical case.  

The learning was personalised and multi-disciplinary, and covered all four of the 
GMC domains2 for professional revalidation:  

• Domain 1: Knowledge, skills and performance  
• Domain 2: Safety and quality 
• Domain 3: Communication, partnership and teamwork 
• Domain 4: Maintaining trust 

Most importantly, the process of producing this blog involved sharing clinicians’ 
doubts and learning with a patient's family.  

This process helped both relatives and doctors in their grieving about 
a patient whose life was lost. The participation of the patient’s widow, 
and public admission of uncertainty, might also positively affect unit 
culture. Feedback via social media was universally positive.  

Conclusion 

Asking patients’ families for help in reviewing difficult diagnostic and 
treatment decisions can be part of learning for health care 
professionals, and can also help to bring closure to all concerned. 
  
The authors would like to thank “Bryn’s” family, particularly his wife 
“Fiona”, for their help and understanding. They are truly amazing.  
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that wasn’t… 

volvulus 
[vol-vyuh-luhs]  

noun, plural 
volvuluses.  

Pathology. 

1. a torsion, or twisting,  
of the intestine, causing 
intestinal obstruction. 

GASTROENTERITIS 

Educational	tales	from	Bangor	ED…

Gastroenteritis	that	wasn’t			

(or,	the	day	the	hoofbeats	were	zebra)	
Every Emergency Physician knows about bowel ischaemia… 

After all, this is core knowledge. Sigmoid volvulus happens in the elderly (a not-uncommon 

cause of intestinal obstruction) with caecal volvulus a lot rarer, in slightly younger patients.  

Both present with abdominal pain and bowel obstruction. Then there’s bowel ischaemia, 

which we’ve all seen in elderly patients in AF, with horrendous abdominal pain, desperately 

unwell, and yet with a soft abdomen. But as for the small bowel? Well, we might recall that 

neonates with intestinal malrotation can get a midgut volvulus.   

But for me - and probably many other EM docs - that’s about it. So, when Bryn arrived in my 

ED one evening, I definitely wasn’t thinking small bowel volvulus, because he just didn’t look 

anything like my mental model of a patient with 40cm of dead bowel. Here are the salient 

(and much abbreviated) features of Bryn’s tale. I hope you find it helpful.  - Dr Linda Dykes   

This is the story of a man we’ll call 

Bryn Jones.  We are sharing it with 

you at the request of - and with the 

involvement of, and contributions 

from - Bryn’s wife Fiona. Only their 

names have been changed.  

Bryn’s presentation was unusual, and 

by sharing it, we hope that one day, a 

doctor somewhere, will get a head 

start on realising what is going on 

with a patient presenting in a similar 

way, and maybe save their life.    

This is our 2nd #FOAMed 

educational “co-production”, albeit 

with family, not patient,  
this time, as sadly Bryn did not 

survive. We hope you find it useful 

and would welcome your feedback.  

volvulus	[vol-vyuh-luh	s]		noun,	plural	volvuluses.		Pathology.	1.	a	torsion,	or	twisting,	of	the	
intestine,	causing	

intestinal	obstruction.	

Bryn was one of those patients you just like from the 

outset. He was a gentleman in his mid-50s with no 

significant PMHx. He’d had had watery diarrhoea for 

a couple of days (although it had stopped a few 

hours before, since passing a solid stool at lunchtime) 

with some intermittent abdominal pain that went 

away after opening his bowels. He felt thirsty, and a 

bit faint on standing up. He hadn’t eaten for two days, 

but there’d been no vomiting.  He mentioned he was 

burping a lot.  He looked a bit peaky, but was chatting happily about 

his recent early retirement (the week before, in order 

to spend more time with family) and rueing the social 

engagements he’d had to cancel due to being ill.   

He’d been seen by the out-of-hours GP that 

afternoon who diagnosed gastroenteritis, but arrived 

at ED by ambulance a few hours later.  The 

paramedics had found him tachycardic with a 

postural drop, but 750ml of crystalloid later, and his 

BP was up and pulse down. His respiratory rate was 

18, pain score 4/10, tongue dry, and his abdomen 

“generally mildly tender esp central area, but no guarding 

and no rebound; no AAA palpable; bowel sounds ↑↑”.  

The bowel sounds were very active: when I first saw 

Bryn (at 8.30pm, in the back of an ambulance parked 

outside the ED)  I’d made the paramedic & tech have 

a listen and explained that I thought it was “intestinal 

hurry”, because there wasn’t any severe abdominal 

pain, vomiting or absolute constipation to suggest 

obstruction. In fact, it even crossed my mind that with 

another litre of fluid, we might be able to get Bryn 

home.  
By 9pm, we’d found a suitable room inside the ED, 

and I took another look at him once he was inside the 

building. Now, under proper lights, I thought he 

looked “unwell; pale and grey; clammy on sitting up” 

and I started to get a little bit worried.  

I asked for an ECG & bloods, but wrote “History 

overwhelmingly suggests gastroenteritis, diarrhoea 

profuse for 48 hours, now dehydrated with postural 

drop”. 

Bryn’s Tale 

v1.0 16/7/2017  - this is a #FOAMed personal production by Dr Linda Dykes, Dr Chris Subbe & Mr Nik Abdullah, and Bryn’s wife Fiona, with additional 

contributions from Dr Vikas Shah & Professor Ewen Sim. Please see page 5 for further information and our contact details for feedback. 


