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HAEMATOLOGY ELECTIVE TIMETABLE FOR CHUNG-WEI HSU
21 OCTOBER TO 15 NOVEMBER 2024

Report to: Drs Office, 2nd Floor, Grafton Way Building, Grafton Way for 09:00hrs
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Ward Week from 21 to 25 October — Grafton Way Building

=  Monday: Leukaemia Team — DrsJames Leveson, Mathilde Chanut, Sarah Mohamed
= Tuesday: Myeloma Team: - Dr Constantinos Loukari
* Wednesday: Lymphoma Team — Dr Dreen Gul
® Thursday: Red Cell Team — Dr Usman Javed & Dr Andrea Diallo
= Friday: Myeloma Team — Dr Constantinos Loukari

Clinic Week: Monday 28 to Thursday 31 October - Macmillan Cancer Centre (MCC)

MON 28 OCT

TUE 29 OCT

WED 30 OCT

THU 31 OCT

PM AM

PM

AM

AM

1pm MPN Clinic
4th Floor MCC
Dr Jon Lambert

9am Haem Preg Clinic
EGA, Level 1
Dr Mari Thomas

1.30 pm WM Clinic
4th Floor MCC
Dr Shirley D'Sa

8.45am Gen Haem Clinic
4th Floor MCC
Dr Sajir Mohammedbhai

9am Lymphoma Clinic
4th Floor MCC
Dr Jon Lambert

Ward Week from 4 to 8 November - Grafton Way Building

* Monday: Leukaemia Team — Drs Andrea Diallo, Elena Torre, Usman Javed
* Tuesday: Lymphoma Team — Drs Cath Lecat, Derek Chan

*  Wednesday: Red Cell Team — Dr Chris Bailey
®  Thursday: Myeloma Team — Dr Vaishak Vidyadhar

® Friday: Leukaemia Team — Drs Andrea Diallo, Usman Javed

Clinic Week: Tuesday 12 to Friday 15 November - Macmillan Cancer Centre (MCC)

TUE 12 NOVEMBER

WED 13 NOVEMBER

THU 14 NOVEMBER

FRI 15 NOVEMBER

AM

AM

AM

PM

8.30 am Red Cell Clinic
4th Floor MCC
Dr Perla Eleftheriou

9am Myeloma Clinic
4th Floor MCC
Dr Jonathan Sive

10am TYA Leukaemia
3rd Floor MCC
Dr Jenny O'Nions

1.30pm Coag Clinic
4th Floor MCC
Dr Matt Stubbs




19 November 2024

Hsu, Chung-Wei

| hereby confirm that the above named student has fulfilled the required criteria for a 4 week
elective by the Medical School of University College London from 28/10/2024 — 15/11/2024.

Mr Hsu completed his placement in Haematology at the University College London Hospital.
During which time he was supervised by Dr Maeve O'Reilly. Mr Hsu had the same rights,
duties and responsibilities as medical students of the University College London Medical
School.

During his elective Mr Hsu gained experience in communication skills, clinical method, clinical
management, professional development and attitudes and analytical skills.
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Assessment of Performance

Communication Skills

Clinical Method inc examination and reasoning

Clinical Knowledge & Management

Professional atfitude and teamwork

Approach to leaming and attendance

Well organised and resilient under stress

OVERALL PLACEMENT PERFORMANCE

=< | B | =[]

Satisfactory Attendance es

Feedback for the student

Excellent Work!

[ KEY: A—Well above level expected / B — Above level expected / C — At level expected

Yours faithfully

Mrs Deborah Caleb
Visiting Electives Manager
UCL Medical School
University College London
London WC1E 6AL

University College London

UCL Medical School

Gower Street, London WC1E 68T

Email: medsch.visitingelectives fucl. aculk

hitps:/fwww.ucl ac ukimedical-school! raduatevisiti -electives
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Abstract

This elective in the hematology department at University College London Hospitals
(UCLH) was my first hands-on experience with clinical hematology, a field I haven’t yet
explored in Taiwan. My goal was to build a strong foundation in assessing patients, using
diagnostic techniques, and understanding treatment methods specific to hematology, while
also improving my general internal medicine skills. Thanks to the excellent bedside
teaching, | practiced important skills like taking patient histories and doing cardiovascular,
chest, and abdominal exams. The practical and focused feedback I received has not only
boosted my confidence in hematology but also made me more prepared for a wide range of
internal medicine cases.

Ward rounds and clinic visits gave me a new perspective on patient communication and
personalized care, made possible by a lighter patient load than what I’m used to in Taiwan.
This setup allowed for detailed conversations about treatment options, possible side effects,
and patient concerns, encouraging shared decision-making that could be carefully tailored
to each individual. 1 also saw how the department’s involvement in clinical trials added
flexibility and creativity to treating challenging cases. Through rotations in specialties like
leukemia, myeloma, lymphoma, and red cell disorders, with focused learning in each area,
I gained a solid understanding of the wide range of conditions within hematology.

Reflecting on my experience, | noticed clear differences between healthcare in Taiwan and
the UK, especially the role of General Practitioners (GPs), who play a key part in
coordinating patient care. I was also impressed by the hospital’s integrated systems that
allow departments and even hospitals to work together seamlessly, which helps create
well-rounded treatment plans that consider the patient’s overall health. Although Taiwan’s
healthcare system has its own strengths, the values | saw here—listening closely to patients,
explaining clearly, and working with them to make decisions—are principles | hope to
bring back to my practice. This elective has not only deepened my knowledge of
hematology but also strengthened my appreciation for patient-centered care, showing me
how up-to-date treatments and compassionate communication can come together to
provide high-quality, well-rounded care.



Learning Report

Date: October 31
Department: Lymphoma Clinic

Patient Summaries and Learning Points

Patient 1: 22-year-old Male with Refractory Hodgkin Lymphoma

® Medical Background: The patient, an IT student, was diagnosed with Hodgkin
lymphoma and has undergone six cycles of first-line treatment. Despite this, his
lymph node biopsy and imaging studies show refractory disease. Given his young age,
he may be a candidate for autologous hematopoietic stem cell transplantation
(AHSCT).
® Current Treatment Plan:

1. Biopsy Site Care: Removal of three stitches from his left chest biopsy site.

2. Pre-AHSCT Therapy: He will undergo two cycles of R-GDP salvage
chemotherapy (rituximab, gemcitabine, cisplatin) over approximately eight to nine
weeks. Each cycle lasts eight days, followed by a month of observation to assess
response.

3. Peripheral Access: A peripheral PICC line will be inserted for chemotherapy, as
it is preferable over a catheter.

4. Post-Chemotherapy Evaluation: PET scan after salvage chemotherapy to assess
for remission.

5. Oral Medications: Prednisolone, allopurinol, and lansoprazole.

® [earning Objectives:

1. First-Line Treatment for HL: Familiarize myself with the typical first-line
treatments for Hodgkin lymphoma.

2. Role of Radiation Therapy in Refractory HL: Consider radiation therapy (RT)
for local disease that doesn’t respond to chemotherapy, weighing potential side
effects like mediastinal inflammation and esophagitis.

3. AHSCT Process: Understand the AHSCT procedure, including the necessity of a
one-month hospital stay for transplant monitoring.

4. Chemotherapy Side Effects and Management:

A. General Side Effects: Nausea, vomiting, and diarrhea, managed with
antiemetics and symptomatic medications.



B. Mucositis and Ulcers: Damage to rapidly dividing mucosal tissues;
managed with mouthwashes.

C. Hematologic Toxicity: Anemia, fatigue, bleeding (low platelets), and
infection risk due to low WBCs.

D. Cisplatin-Specific Side Effects: Risk of kidney damage and hearing
abnormalities, necessitating hydration and monitoring for ototoxicity.

5. Oral Medication Functions and Precautions:

A. Prednisolone: Controls inflammation around tumor cells. Avoid use before
biopsy to prevent inconclusive results.

B. Allopurinol: Helps clear byproducts from the breakdown of tumor cells.

C. Lansoprazole: A proton pump inhibitor given to prevent gastric ulcers due
to steroid use.

Patient 2: 62-year-old Male with Stage IV Lymphoma (Spleen Involvement)

Medical Background: The patient, in stage IV lymphoma with spleen involvement,
reports low back pain. A PET scan is pending, and recent CT imaging shows no
significant changes. His back pain could be due to injury (the patient is a golfer).
Although he has not yet begun chemotherapy, bone marrow involvement may become
a concern once treatment begins, which could lead to anemia and low blood cell
counts.

Current Treatment Plan:

1.  New Chemotherapy Regimen: Cytarabine (high dose) + Rituximab, as it offers
a higher remission rate compared to the traditional R-CHOP protocol.

2. Infection Monitoring: Body temperature monitoring is critical, as fever is often
the first indication of infection in chemotherapy patients with neutropenia.

Learning Objectives:

1. Understanding Drug-Specific Side Effects: Study the side effects of cytarabine
and rituximab.

2. Steroid Management: Recognize the effectiveness of steroids in treating
lymphoma but understand the increased risk of diabetes mellitus.

3. Fever Management in Chemotherapy Patients: Avoid paracetamol as it may
mask fever, the primary indicator of infection in neutropenic patients. If fever
occurs, IV antibiotics should be administered within one hour.

4. Proactive Symptom Management: Encourage regular use of supportive
medications for chemotherapy side effects to prevent symptoms from escalating.



Reflections and Insights

Today’s cases highlighted the complexity of treating refractory and advanced-stage
lymphoma. Key insights included the importance of thorough infection control in
immunocompromised patients, careful symptom management, and understanding the
potential complications and side effects of intensive chemotherapy regimens. The
discussions also underscored the critical role of supportive care and detailed patient
education, especially regarding the side effects and management strategies for
chemotherapy and steroid use.

Learning about AHSCT and the considerations for refractory lymphoma treatment has
enriched my understanding of hematologic oncology, particularly in how treatment plans
are adapted for young, high-risk patients. Through this experience, | aim to deepen my
clinical knowledge in managing lymphoma and improving patient quality of life during
intensive treatment regimens.

End of Report
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Learning Report

Date: November 4
Department: MPN Clinic

Patient Summaries and Learning Points

Patient 1: Female with Primary Mpyelofibrosis (PMF), Post-Breast Cancer, and

e N F @

Leukemia

Medical Background:

Patient with primary myelofibrosis, confirmed by JAK mutation, and a history of
breast cancer (post-radiotherapy) and leukemia.

Chief complaints include fatigue and lightheadedness. Blood pressure was lower at
this visit, and lab results showed hemoglobin at 6.2 and platelets at 11 (previously
35-40).

Current Treatment Plan:

Momelotinib (JAK inhibitor) will be paused until platelet count reaches 70-80.
Scheduled for a blood transfusion and introduction of danazol to support blood count.
Learning Points:

Differentiating Primary from Secondary Myelofibrosis: Primary myelofibrosis is
confirmed by specific genetic mutations, such as JAK2 V617K, CALR, or MPL
mutations, which distinguish it from secondary myelofibrosis caused by other
underlying conditions. JAK mutations lead to continuous activation of the JAK2
protein, causing abnormal cell proliferation and fibrosis in the bone marrow.

JAK Inhibitors in PMF: JAK inhibitors, such as momelotinib, help control
symptoms like splenomegaly and constitutional symptoms (e.g., weight loss, night
sweats, fatigue) but do not reverse the underlying bone marrow fibrosis. Common
side effects include a temporary drop in blood cell counts, which is closely monitored.
Danazol for Blood Count Support: Danazol is a mild androgen that supports platelet
production, often with minimal side effects. Potential side effects include mild liver
enzyme elevation, skin rash, and temporary hair loss. It is an option when other agents,
like flutamide, pose a higher risk (e.g., clotting risk).

Introduction to Momelotinib: Momelotinib is a newer JAK inhibitor approved in
2024 in the UK. It offers another option in addition to ruxolitinib and fedratinib,
commonly used for PMF management.

Distinguishing Spleen from Kidney Masses on Physical Exam:
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A. Spleen: Moves with respiration, has a notched edge, appears dull on
percussion, and enlarges diagonally across the abdomen.

B. Kidney: Does not move significantly with respiration, lacks a notched edge,
often retains resonance (retroperitoneal position), and enlarges downward
rather than obliquely.

Reactive Thrombocytosis (Secondary Thrombocytosis): This condition is often due
to infections, inflammation, tissue damage, iron deficiency, malignancies, or recovery
from thrombocytopenia. Differentiating it from primary thrombocytosis requires
identifying the underlying cause through lab tests and imaging.

Reactive Erythrocytosis (Secondary High Hemoglobin): High hemoglobin due to
secondary causes like chronic hypoxia, dehydration, or erythropoietin-secreting
tumors needs to be differentiated from primary erythrocytosis. Dehydration, obesity,
and stress can lead to pseudo-erythrocytosis without actual red blood cell
overproduction.

Patient 2: Female with Essential Thrombocythemia (ET) and Breast Cancer

e »w N~ e

Medical Background:

Diagnosed with ET and breast cancer. On hydroxycarbamide for cytoreduction.
Chief complaints: Leg cramps, numbness in fingers and toes.

Lab results: Stable platelet count (290) but decreased WBC (neutrophil 1.2).
Current Treatment Plan:

Discontinue interferon and hydroxycarbamide.

]
1.

Learning Points:

Thrombosis in ET and PV: In ET and polycythemia vera (PV), thrombosis tends to
be arterial, and smoking is a significant risk factor. Management often involves
addressing lifestyle factors, such as smoking cessation, alongside medication.
Hydroxycarbamide for Cytoreduction: Commonly used in patients over 60 or with
a history of clotting, hydroxycarbamide reduces platelet counts to prevent thrombosis.
Monitoring blood counts is essential as over-suppression can lead to cytopenia.

Patient 3: 79-Year-Old Male with Essential Thrombocythemia (ET)

Medical Background:

Longstanding ET managed with hydroxycarbamide; however, platelet counts remain
elevated (580).

History of stroke, atrial fibrillation, high cholesterol, and migraine (currently on
propranolol).

Chief complaints: Fatigue and weakness.

12



® Current Treatment Plan:

Increase hydroxycarbamide dose and perform a bone marrow biopsy. Patient is positive for

CALR mutation and may be eligible for a clinical trial involving bispecific antibodies or

pegylated interferon-alpha.

® Learning Points:

1. Macrolide Side Effects: Includes gastrointestinal symptoms such as nausea, vomiting,
abdominal pain, and diarrhea, which were reasons for stopping this treatment in the
patient.

2. Interferon Side Effects: Interferon can cause skin rash and platelet decrease.
Symptoms often resolve when treatment is paused or discontinued.

Patient 4: 36-Year-Old Male with Eosinophilia and Myocarditis

® Medical Background:

Recently diagnosed with eosinophilia and myocarditis, possibly due to vasculitis or

autoimmune disease.

® Current Treatment Plan:

Initiated on steroids with consideration for methotrexate or cyclophosphamide to manage

vasculitis if needed for long-term care.

® | earning Points:

1. Eosinophilia and Organ Involvement: Eosinophilia can lead to multi-organ damage,
such as myocarditis, CNS symptoms, lung involvement, and skin manifestations. This
patient requires treatment due to organ impact, with the goal of preventing further
damage.

2. Differential Diagnosis for Eosinophilia:

A. Infection: Commonly due to parasitic infections.

Allergy: Drug reactions, asthma, eczema.

Autoimmune Diseases: EGPA, RA, PAN.

Endocrine Disorders: Adrenal insufficiency.

Neoplasm: Certain cancers, such as Hodgkin lymphoma.

Atheroembolic Disease: Associated with cholesterol emboli.

Hypereosinophilic Syndrome (HES): Multi-organ involvement, typically

resistant to steroids.

G Mmoo w

Patient 5: Systemic Mastocytosis

® Medical Background:

Diagnosed with systemic mastocytosis, with stable platelet count (66), neutrophil (1.7),
and tryptase levels (5.4). Currently stable without KIT inhibitor treatment.

® Current Treatment Plan:

13



Regular monitoring as condition remains stable.

L
1.

Learning Points:
Mastocytosis Overview: A rare disease where mast cells proliferate excessively,
affecting various organs. Symptoms include allergic reactions, bone pain, Gl issues,
and in severe cases, anaphylactic shock.
Mastocytosis Subtypes:

A. Indolent (ISM): Slow progression with milder symptoms.

B. Smoldering (SSM): Higher mast cell burden.

C. Aggressive (ASM): Rapid progression with significant organ damage.

D. Mast Cell Leukemia (MCL): Severe and life-threatening.
Diagnosis and Treatment: Diagnosis often includes elevated serum tryptase, bone
marrow biopsy, and KIT mutation analysis. Treatment ranges from antihistamines to
tyrosine kinase inhibitors like midostaurin for advanced cases.

14



Reflections and Insights

This clinic session offered in-depth exposure to various aspects of MPN and related
disorders, from managing complex myelofibrosis cases with JAK inhibitors to
differentiating conditions with similar presentations (e.g., spleen vs. kidney masses). The
experience underscored the need for a tailored approach when managing hematologic
malignancies, taking into account both the genetic basis of diseases and the individual
patient's tolerance to treatments. Understanding the nuances of medication management,
such as side effects from interferon and hydroxycarbamide, highlighted the importance of
balancing therapeutic benefits with potential adverse effects. Furthermore, learning to
distinguish the underlying causes of eosinophilia and secondary erythrocytosis expanded
my diagnostic skill set, reinforcing the value of comprehensive assessments in complex
cases. Through this session, | gained a deeper appreciation for the multifaceted approaches
required in hematologic care, where precision and patient-specific strategies are essential
for effective, compassionate treatment.

End of Report
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Learning Report

Date: November 12
Department: Red Cell Clinic

Patient Summaries and Learning Points

Patient 1: 53-Year-Old Male with Sickle Cell Disease (SCD) and HbS-g Thalassemia

® Medical Background:

Middle-aged African school teacher with a history of multiple annual pain crises typically
managed at home. Recently, more severe episodes required hospital care. Past
complications include Bell’s palsy, a lung collapse (managed with exchange transfusion 15
years ago), occasional exertional dyspnea, and priapism during adolescence.

® Pain Management:

Effective pain relief is achieved with diamorphine, moderate relief with morphine, and
minimal benefit from oxycodone. Current medications include folic acid, dehydrocodeine
(used during crises), and erythromycin.

® Additional Health Issues:

Splenic atrophy identified on recent ultrasound, degenerative changes in the spine (advised
to limit heavy lifting), past chest infection (resolved), and scheduled eye exams to assess
blood vessels. Gallstones suspected but not confirmed in recent ultrasound.

® Current Plan:

Explore hydroxyurea or hydroxycarbamide for symptom control. Consider gene therapy or
allogeneic bone marrow transplant in the future. Stronger pain management options may
be considered if necessary, including fentanyl. Scheduled ophthalmology referral for
regular eye monitoring.

® | earning Points:

HbS-B thalassemia combines features of sickle cell disease and beta-thalassemia, causing
anemia, pain crises, and potential complications like splenic sequestration and organ
damage. Treatments include hydroxyurea, transfusions, and possibly bone marrow
transplantation, depending on severity. HbS-B° thalassemia tends to be more severe than
HbS-B*, which presents with milder symptoms.
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Patient 2: Monk with Non-Transfusion-Dependent Beta-Thalassemia (NTDT)

® Medical Background:

Diagnosed with beta-thalassemia (NTDT) and currently on a Mitapivat drug trial aimed at
boosting ATP in red cells, enhancing their longevity.

® Treatment Experience:

Patient reports reduced fatigue since beginning the drug trial over two years ago and
attends a trial clinic every three months for monitoring.

® Complications:

Age-related chronic anemia, bone marrow expansion in atypical locations (spine, spleen,
liver), iron overload, and potential gallstones (mainly fat-based).

Patient 3: 43-Year-Old Male with Secondary Polycythemia

® Medical Background:

Diagnosed with polycythemia related to a right-to-left shunt causing hypoxia. Current
hemoglobin level is 191 g/L, managed primarily through phlebotomy.

® Management:

Phlebotomy continues as the primary treatment approach to reduce blood viscosity and
minimize the risk of blood clots.

® | earning Points:

Polycythemia can be primary (Polycythemia Vera, PV) or secondary (in response to
hypoxia). PV, often caused by JAK2 mutations, leads to excessive red cell production and
is treated with phlebotomy, low-dose aspirin, and sometimes hydroxyurea. Secondary
polycythemia is managed by treating the underlying hypoxia. Diagnosis involves blood
tests (CBC, EPO level), genetic testing (JAK2 mutation), and sometimes imaging to rule
out secondary causes.

Patient 4: Young Male with Thalassemia Intermedia

® Medical Background:

Diagnosed with thalassemia intermedia, a moderate form of thalassemia, and referred to
rheumatology for connective tissue disease (CTD) concerns.

® | earning Points:

Thalassemia intermedia is characterized by milder anemia, fatigue, and possible bone
deformities due to marrow expansion. Treatment may include occasional transfusions, folic
acid, iron chelation (if needed), and sometimes splenectomy. Complications include iron
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overload, bone deformities, and increased thrombosis risk. Regular monitoring of iron
levels and bone health is crucial to manage long-term outcomes.

Reflections and Insights

Today's cases provided a deeper understanding of complex hemoglobinopathies and the
tailored approaches to managing chronic conditions like SCD, NTDT, and polycythemia.
Key insights included the importance of individualized pain management, the role of novel
therapies like Mitapivat, and the challenges of managing secondary effects like iron
overload and bone complications in thalassemia. These cases highlighted the value of
integrated care plans and regular monitoring in preventing long-term complications.
Through these experiences, | aim to enhance my knowledge in managing chronic
hematologic disorders and refine my approach to providing comprehensive patient care.

End of Report
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