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Abstract

Objective To guantify James Bond's consumption of alcohal as detailed in the
series of novels by lan Fleming.

Design Retrospective literature rewiew:
Setting The study authars' homes, in a comfy chair,
Participants Commander James Bond, 007; Wy lan Lancaster Fleming.

Main outcome measures Yweekly alcohol consumption by Commander Bond.
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Assessment of inflamed joint

Overview Emergencies
Summary Urgent considerations
Aetiology
Summary

Inflammatory arthritis is a common term for several conditions that manifest as joint pain,
swelling, and stifness, with varving degrees of functional impairment. These diseases can

be hroadly categorised as:

= Infectious arthtitis

= Immune-mediated arthritis

= Mon-infectious and non-immune-mediated inflammatary arthritis
» Paraneaplastic arthritis

= Meoplastic arthritis

Incases of pain and swelling in a single joint, acute infection is a relatively commaon cause -
ane that can resultin rapid and irreversible damage. In contrast, the majority of patients with

Diagnosis Resources
Step-by-step References
Differential diagnosis Images
Guidelines Patiert leaflets
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Differential diagnosis

Sort by, common/uncommeon or category
Common

= Septic non-gonacoccal arthritis

= Ganococeal arthritis

* Rheumatoid arthritis

* Gout

* Pseudogout

Uncommon

* Indolent infections

* Pamvoviral syndrome

= Lyme disease

= Juwenile idiopathic arthritis (pauci-
articular type)

invalvement of multiple joints tend to have disorders of chronic duration. The prognosis is good

far those wha remain unclassifiable, with nearly 50% of such patients undetgoing remission
requiring no pharmacological therapy on follow-up at 1 year. A multinational collaborative study
on undifferentiated peripheral inflammatary arthritis summarised the diagnostic approach to

this problem quite succinctly. [1] [2]

Differentiation of joint pain

Jointinflammation is notthe only cause of joint pain. In addition to inflammatory joint diseases,
pain can also be due to joint damage (e.g., ostecarthritis, ortrauma leading to a fracture ar
internal ahnormality), referred pain, or an altered pain threshold (as is seen in central
sensitisation syndromes such as fibromyalgia). Pain due to an intra-articular pathology needs
to be differentiated from referred pain arising from adjacent softtissues or juda-articular bone.
Inthe context of referred pain, the range of motion of the joint is usually unaffected, and joint
maotion does not aggravate pain, whereas palpation aver a regional bursa, tendon, or ligarment

can elicit pain.

» Acute rheumatic fever (ARF)

= Sarcoidosis

= Spondyloathropathy

= Bystemic lupus enthematosus (SLE)
» Adult-onset Still's disease (A0S0}
* Psoriatic arthritis

= Reactive arthritis

= Ankylosing spondylitis (AS)

= Ostenarthritis

= Trauma

* Mon-fraumatic haemarthrosis

* Hypertrophic osteoarthropathy

= Intra-articular metastatic cancer

QUS’@ Q
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Rheumatoid arthritis
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Diagnostic tests

1st tests to order

Treatment details

Acute

= active symmetric arthritis lasting =6 weeks
= age A0 to A5 years

= female sex

= joint pain

= joint swelling

= rheumatoid nodules

Other diagnostic factors

tmamming stifiess
swan neck defarmity
Boutonniers's defarmity
ulnar deviation

= vasculitic lesions
pleuritic chest pain
scleritis andfor uweitis

History & exam details

= rheumnatoid factor (RF)

= anti-cyclic citrullinated peptide (anti-CCF)
antibody

= radiographs

Tests to consider

= disease activity scores)

Diagnostic tests details

mild or moderate disease activity at initial

pr: not pregnant
pregnancy

= DMARD

= corticosternids

= NSAID

high disease activity at initial presentation:
not pregnant/plar

= methotrexate

= hiological agent or tofacitinib
= coticosteraids

= MEAID

planning pregnancy or pregnant

= cofticosteroids, sulfasalazine, o
fydroxychloroguine

Ongoing

failure to reach low disease activity after 3
months of therapy: not pregnant; i
pregnancy




Common show al

v Seplic =
ee aur comprehensive coverage ofSepti@

History

acute onset, severe pain, fever,
malaize; patients at risk include
intravenous drug users, those with
recent bacteraemia,
immunocompromised patients (e,
those with HIY disesse or on
chemotherapy or cther
immunosuppressive drugs), patients
with zickle cel disease or other
haemoglobinopathies, or those with
prosthetic joints

w Gonococcal arthritis

Exam

joirt is searm and ssweollen, sith limited

range of maotion

@ SER OUF comprehensive coverage of Gonarrhoea infection

History

fever, chillz, malzize, involvement of
predominantly lower-extremity joints
(knees, ankles], urethritis

» Rheumatoid arthritis
» Gout

» Pseudogout

Uncommon zhow sl

Exam

mono- of aligoarthritiz, tenosynovitis
(werists, fingers, ankles, toes),
pustular of vesiculo-pustular skin
lesions

1st test

» needle joint aspiration:
identification and recovery of
pyogenic bacteria on microscopic
examination (Gram stain) of
synovial fluid and cutture; WBC
court in synovial fluid iz often =100
w 10301 (=100 ,00004mm"3)
[palymorphonuclear leukocytes
=TS More =

1st test
= needle joint aspiration:
idertification and recavery of
Nelzseria gonorerhosge from
synovial fluid microscogple

examination and cult @
« blood cultures : rechwapd

dotorrhneaahdore =

Other tests

= blood cultures : growth of
causative organism More =
CT-guided joint aspiration: \WBC
count in synovial fluid iz often =100
= 10901 (=100 000imm®™3)
(polymarphonuclesr leukocytes
=75%)

ultrasound-guided joint
aspiration: WBC count in synovial
fluid iz aften =100 x 1090

(=100 000Mmm™3)
(polmaorphonuclesr leukocytes
=Ta%)

Other tests

needle joint aspiration

oynovial fluid culture on Thayer-Martin rmediurm.

Close £9

» urethral discharge Gram stain:
gram-negative diplococe

 Indolent infections

History
chronic infection, joirt pain

Exam

joint svweeling and tenderness, usually
moncarthropathey

1st test
= joint aspiration: may show acid-
fast bacillus with special prep and
stainz, fungal elements More =
= blood culture: growth of
causative organism

Other tests

= synovial biopsy: identificstion of
organism
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Treatment Options

Consult your local pharmacewtical database for comprehensive drug information including contraindications, drug interactions, and
alternative dosing.

Patient group

confluent scalp lesions

u thin lesions, few in number

Treatmemt Treatment =howy all &

line

1st
1st

» CIVOSUrgery

i » topical therapy

Topical fluorouracil interferes with DRA and RMNA synthesis, influencing fast-
growing cells, such as dysplastic cells, more than normal cells, and causing
their death. Among patients who tolerate the treatment, the efficacy has been
reported to he =90%. [2] Low treatment compliance due to its adverse effects
iz aszociated with B0% failure rates. [28] iz available ina 0.5%
microsponge delivery system farmulation that needs to be used anly once
daily, rather than twice daily as with regular farmulations.
Imiguirmod up-regulates the cell-mediated immune response in the skin,
which ultimately leads to the death oftumour cells. [38] It can only be used in
immunocompetent patients. Advantages include the induction of immune
mermary, thus minimising the recurrence of AKs, and the ability to also treat
sub-clinical, unapparent lesions. [2] Expect exacerbation of enthema during
initial weeks. Periods of no treatment sugaested for strong local adverse
effects and low tolerability.
Ingenol mehutate, a topical treatment extracted from the plant Ewehorbia
pepils, is recammended for the treatment of Ak, I initially induces disruption
ofthe plasma membrane and rapid loss of the mitochondrial membrane
potential in dyskeratotic keratinooywtes by chemoahlation, fallowed by cellular
death by necrosis. Secondarily, it induces turmour-specific antihodies, pro-
inflammatary cytakines, and neutraphil infiltration, resulting in the elimination
ofresidual cells by an antihody-dependent cellular cytotoxicity. Itis a well-
tolerated treatment with transient local skin reactions, such as enthemna,
flakingf=caling, and crusting, usually spontaneously resalved within 2 o 4
weeks after treatment. Multiple clinical trials have demonstrated significant
efficacy when compared with placebo. [108] [109] [110] Evidence C
Evidance B
Topical diclofenac is less effective than the ather three madalities, Evidence ©
but has the advantage of causing less inflammation due to its anti-
inflammatary properties. Evidence C
Additionally, patients are advised to wear broad-spectrum sunscreen.

Primary Options

fluorouracil topical ; (0.5%) apply to the affected areals) once daily for 2-4
weeks; (1-5%) apply to the affected areais) twice daily for 2-4 weeks

OR

irmigquirnod topical @ {3.75%) apply to the affected area(s) once daily far 2
weeks initially, followed by 2 weelks of no treatment, followed by a further 2
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Actinic keratosis
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Step-by-step diagnostic approach

Characteristic history and examination findings are often sufficientto diagnose the condition.

History
Ak presents typically in a man with light-coloured skin, =40 Print & Close Q:‘
outdoors since childhood without sun protection.

Akls are more prevalentin people living at lower latitudes, 3
instahility and melanin deficiency (e.q., autosamal recessi
albinism, and xeraderma pigmentosum). [15] [16] [17] [1

Physical examination

Single or multiple lesions in sun-exposed areas including
gars, lower lip, and dorsum of the hands and farearms. Th
colodred, vellowis =
scaly macules ar

There may he mild pruritus, irritation, ar hleeding if the lesi
Other presentations include:
« Scaly lesions with a hyperkeratotic surface thyperkerato
« Well-defined, scaly, browwn lesions resembling solar len

« Lesions resembling seborrhoeic keratosis, melanocytic
melanoma (spreading pigmented Aks) [5]

« Skin-coloured, papillomatous, elevated wark-like papule Actinic cheilitis

« Plagues with very mild scale over very thin shiny skin (atig

« Yinlaceous well-defined papules with fine white lines o
lichenaoid Aks)

« Hyperrophic canical-shaped protuberances growing fram the surface of the skin {cutaneous
harm)

« Scaly red roughness with induration, fizsuring, and ulceration afthe lower lip to the



Von Willebrand disease
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Step-by-step diagnhostic approach

Diagnostic algorithm

Initial evaluation
(history and

Positive

v

physical examination)

Laboratory evaluation

¥

Intial haemostasis tests

Izolated prolonged APTT that
— carrects an 1.1 mixing study,
ar no abnormalities

Megative

Mo further evaluation

]

1 ar mare tests
abnormal

& FBC and platelat count
* AFTT
® PT
® Fibrinagen or TT {optional) Inttial YWD assays
If hleeding history is strong, &* VW Ag
consider performing initial & VWF RCo
WD assays & FYII
Mo test
Other cause identified, eq., abnorrnal
L4 platelets, isolated abnormal PT ¢

lowy filbrinogen, abnarmal TT

Passible refarral for other
appropriate evaluation

v

Referral far ather
appropriate evaluation

Referral for selected specialised
Wi D studies

® FRepeat initial VWD assays

if hecessany

Ratio of YIWF:RCo to WINF: Ag
M ultimer distribution

Callagen hinding

RIF& ar platelet binding

FWll hinding

Platelet WINF studies

DMA sequencing of WIWF gene

Disgnostic algoritbim for von Willebrand dizeaze, APTT. activated partial thromboplastin time; FYIE factor Wi
FT. prothrombin time; RIPA; ristocetin-induced platelet agglutination; TT: thrombin time; %W von Willebrand
dizease; YW Ay von Willebrand factor antigen; YWWFRCo YWE activity by ristocetin cofactor
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Treatment Options

Consult your local pharmaceuwtical database for comprehensive drug information including contraindications, drug interactions, and

alternative dosing.

Patient group
line

Treatment Treatment =how sl £

suspected Ml 15t

{w aspirin plus oxygen

Fatient should be admitted to a unit with continuous cardiac monitoring and
started on strict bed restforthe first 12 to 24 hours.
vgen saturation should be maintained aver 80% with supplemental oxvgen.
[*] [17] International guidelines diverge cancerning rodtine oxygen
administration. US guidelines recommend that oxygen may be administered
rautingly to all patients with STEMI in the first 6 hours. [7] Other guidelines
recomimend that ;xygen not he routinely administered in non-hypoxic people.

(7l

Aspirinis given immediately, Evidence A

Primary Options

aspirin

Choose your formulary:
AHFS DI Eszentials

BMF
Martindale

Edit farmulary settings

and

meygen - consider oxygen to maintain oxyvgen saturation =90%

b angoing chest pain plus © » Mmorphine

adjunct &

» Olyceryl trinitrate

300 mg orally immediately, fallowed by 75 mog once daily
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Treatment approach

The main goals oftreatment are to limit myocardial damage by restoring myacardial blood flow

as guickly as possible and to decrease sube®e wemaodelling, which can have deleterious
effects onventricular function and prognos

Immediate ' o : o LT ithin

80 minutes Reference L revent

ngnepﬁirf:ns;”- verma VI, Hollenberg Sh. Update on acute coronary ©
syndromes and ST-elevation myocardial infarction. Curr

Initial n Opin Crit Care. 2005;11:401-4085.

Patient sho Lane Library rict

bed restfor Al stract ] LLZA0 © STANFORD th

supplemen ants

with arterial “iew all references ¥YEn

adrministration. wo guioennES rRCUTTIFTIEINT NE0 DS EN IIEY B Jurrnriesiered rooungry w all
patients with STEMI in the first 6 haurs. [7] Other guidelines recommend that oxgen not he
rautinely administered in non-hyvpoxic peaple. [17] Aspirin is given immediately. Evidence A

Adeguate analgesia with morphine is essential to relieve pain and its related sympathetic
activity, which can further increase myacardial oxrgen demand.

Glycery trinitrate should also be given immediately, if the patient is not hypotensive, as it
reduces myocardial oxygen demand and lessens ischaermia, and may rarely abart Ml ifthere is
coronary spasm. However, it shoold nat be given in doses that interfere with analgesic therapy.
Suhblingual dosing should be given first to all patients, while intravenous therapy is resened far
natients with hypetension aor heart failure.
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Related systematic reviews: Questions

Myocardial infarction (ST-elevation)

= Which treatments improve outcomes in people with myocardial infarction (ST-elevation) ?
= Which treatments improve outcomes in people with cardiogenic shock after acute MI?

“iew this review's GRADE table, the basis of our judgements about evidence quality.
Fead maore

Mon ST-elevation acute coronary syndrome

= YWhat are the effects of antiplatelet treatments in people with non ST-elevation acute coronary
syndrome?

= YWhat are the effects of antithromhin treatments in people with non ST-elevation acute
caronary syndrame?

= YWhat are the effects of anti-ischaemic treatments in people with non ST-elevation acute
caronary syndrame?

= What are the effects of lipid-lowering treatments in peaple with non ST-elevation acute
caronary syndrame?

= YWhat are the effects of invasive treatments in people with non ST-elevation acute caronary
syndrame?

“iew this review's GRADE table, the basis of our judgements about evidence quality.
Fead maore

Evidence Scores

Evidence A Prevention of MI: there is good-quality evidence that ticlopidine plus conventional
treatment reduces vascular deaths and bl at & maonths compared with conventional treatment
alone in peaple with unstable angina. Ticlopidine has been associated with reversibile
neutropenia.

ClinicalEvidence

Online resources

1.TIMI risk scare calculatar

2.GRACE risk score calculator

EII

I:II

Last updated: Now 22, 2013
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Criteria Weight Description
pricing/content 0% Pricing was important, but not more impeortant than the overall quality and
functionality of the products. MEHL reserved the right to consider how content
was reflected in the price
access levels 4% MEHL have two access levels; full national access and limited access. Full national
access means that all Morwegian Internet Protocol address (IPs) have access.
- . P ol
Serials = 24(1), March 2011 Kjell Tienswoll ~ Mational licensing for the NEHL
authentication 4%
Helsebiblioteket.no branding 6%
enterprise search &% Selecting the winners often less precise and cannot be answered with
: - All deliveries were checked for any significant yes or no.
technical requirements 3% . ] L )
linking and integration 6% reservations. Then copies were distributed to the Example: Search features? The competing
HHC suppart 2% reference group for analysis. NEHL staff assessed products have big wvariations in how they
rights to reference and re-use | 4% the input from the reference group and used the approach search and the presentation of search
information to score the quotes. results. They all more or less comply with the
agreements 4% The highest score was for BM] Best Practice requirements, but Best Practice got the best
full version 2% from BM] and the second highest score was for score from the users.
UpToDate from UpToDate Inc. NEHL chose to  m Nice-to-have criteria are less important, but can
accessibility and availability 2% . . A . . .
langusge - make agreements with both vendors for national still be critical to win a competition. These
search features 7% access to their products. criteria can range from yes or no to more vague
user interface 6% quE'EtilDl'lE.
administrative tools ™% | Eroduet™ endor ~Hnalscore Example 1: Support for SNOMED ontology?
scope and purpose 2% 4aM) Best Practice EM] Group 0.9 Yes or no
coverage and g% . .
e enese UpToDate proare 07092 Example 2: NEHL welcomes creative solutions
P Product 3 Vendor 3 0,6584 .
stakeholder involvement 2% that can enhance the user experience or the
Product 4 Vendor 4 0,5990 .
rigour of development 6% averall value of the product.
. . Product 5 Wendor 5 04994
clarity and presentation %
applicability 2% Product & Vendor & 0.4594 Today, NEHL have agreements with most
Product 7 Vendor 7 0.3964 publishers and vendors where national access and
editorial independence e Product 8 Vendor 8 0.2476 support for enterprise search are included. A
metadata 7% Table 2. Scoring table significant number of agreements are also invoiced
_ in Morwegian Kroner. None of these issues has
training provision % Training programs provided by the vendor
operational services 2% Diocumentation on performance, disruptions and security systems
helpdesk services % Awailability of support staff when needed

Table |. Table of decision criteria produced by NEHL to aid the tender process



ST-elevation myocardial infarction
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Treatment Options

Consult your local pharmaceutical database for comprehensive drug information including contraindications, dru
alternative dosing.

Presumptive

Patient group Treatment Treatmenmt =how all

line

suspected Ml 15t {w aspirin plus oxygen
Fatient should be admitted to a unit with continuou
started on strict bed restforthe first 12 to 24 hours,
ygen saturation should be maintained over 90%
[F] [17] International guidelines diverge cancernin
administration. US guidelines recommend that oy
rautingly to all patients with STEMI in the first 6 hou
recommend that ;xyvgen not he routinely administe
7

Aspirinis given immeadiate

Evidence A

Bvidence Score

Wortality: there is good-guality evidenc
reduces martality, re-infarction, and str
compared with placebo in people with

Related systematic reviews: Questions Intervention Table

Treatments in Ml (ST-elevation)

Evidence

Aspirin

In this section:
Summary statement | Benefits | Harms | Comment

Summary statement

Top
Mortality

Compared with placebo Aspirin is more effective at reducing all-cause and vascular maortality
forup to 4 years in people with acute Ml {high-gquality evidence ).

Cardiovascular events

Compared with piaceHo ASpirin s more effective st reducing recurrent infarction and non-tatal
stroke at 1 month in people with acute M Chigh-guality evidence).

For GRADE evaluation of interventions for acute Ml, see table.

Benefits

Top
Aspirin versus placebo:
Wie found one systematic review (search date 1990, 9 RCTs, 18,773 people) comparing
antiplatelet agents hegun soon afterthe onset of acute MIand for at least 1 month aterwards
warsus placebo. [11] Almost all (over 95%) of the people in these studies were randomised to
either aspirin or placebo. The review found that aspirin significantly reduced mortality,
reinfarction, and stroke at 1 maonth compared with control. The absolute and relative benefits
found in the systernatic reviews are shown infigure 2. In the systematic review, the mostwidely
tested aspirin regimens were 7510 325 mg daily. [11] Doses throughout this range seemed
similatly effective, with no evidence that higher doses (aspirin S00-1500 mg: AR 124379223
[13%] with aspitin v 151459248 [16%] with placebo; OR 0.79, 85% Cl presented araphically)
were maore effective than "medium” doses (aspirin 180-325 mg: AR 1303011 906 [11%] with
aspirin v 174001 1,862 [15%] with placebo; OR 0.72, 95% C| presented graphically) or"lower”
doses (aspitin TA=160 mo: AR 1290440 [9%)] with aspirin v 1681438 [12%] with placebo, OR
0.74,95% Clpresented graphically). The review found insuficient evidence for efficacy of doses
helov 75 mo daily. One RCT identified by the review found that a loading dose of 160 0 325 mg
daily achieved a prompt antiplatelet effiect. [12] The largest ofthe RCTs identified by the review
(17,187 people with suspected acute M) compared aspirin 162.6 mg versus placebo chewed
and swallowed on the day of acute Ml and continued daily for 1 manth. [13] There was 3 2.4%
ahsolute reduction in vascular death at 35 days. The survival henefitwas maintained far up to 4
years. [14]

Harms

The largest RCT identified by the review found no significant difference between
aspirin and placeho in rates of cerebral haemaorrhage or bleeds requiring
transfusion {AR: 0.4% with aspirin and placeho). [13] ltalso found a small absalute excess of
"minor" bleeding (ARl 0.6%, I not reported; P =0.01)

Top

....... = angoing chest pain plus &

Evidence level A

adjunct

participants.

hore info frofg Bhd Clinical Evidence

Systematic reviewws (SR=) or randomized controlled trials (RCTs) of =200

Patient group Treatmer
line
haemodynamically unstable 15t » emergency revascularisation

adjunct

» inotrope support or intra-aortic balloon pump (IABP)




Infective endocarditis
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Guidelines on the prevention, diagnosis, and treatment of infective endocarditis

(new version 2009) i)

Published European Society of Cardiology; European Society of Clinical Microhiology and
by: Infectious Diseases; International Society of Chemotherapy far Infection and

Cancer
Last 2009
published:

» Summary

Antimicrobial prophylaxis against infective endocarditis )

Published by:
Last published: 2008

» Summary

Mational Institute for Health and Care Excellence

North America showal o

Clinical practice guidelines by the Infectious Diseases Society of America for the
treatment of methicillinresistant Staphylococcus aureus infections in adults and

children e

Publisheid by:
Last published: 2011

» SUmMImMany

Infectious Diseases Society of America

Infective endocarditis: {Ianosm antimicrobial therapy, and management of

complications i)

Published by:
Last published: 20045

» Summary

American Heart Association




Infective endocarditis

Highlights Basics Prevention Diagnosis Treatment Follow Up Resources
SUMMmary Definition Primary Hiztory & examination Details Recommendations References
Cveryieyy Epidemialogy Secondary Teztz Step-by-step Complications Images

Aetiology Differential Emerging Prognosis Cnline resources

Pathophy siclogy Step-by-step Guidelines Patiert leafletz
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Caze hiztory

Earn CME  CEHMQ| | Add to B Portfolio || Bookmark | M| | Motes | =| | Toals |+

Secondary prevention

Fatients with g e Ty 1 et high risk of a further episode of endocarditis.
Therefare, tha i iafi Acommends that these patients receive antibiatic
praphylaxis far the followTg proceadres: [9] [14] [14]

« Dental procedures that invalve manipulation of gingival tissues ar periapical redion of the
tooth ar perforation of the aral mucosa

« [fvasive procedures of the respiratory tract that involve incision ar hiopsy of the respiratany
mucosa, such as tonsillectory and adenoidectomy. Instrumentation of the respiratory tract
to treat a septic focus (e.g., drainage of an empyema or an ahscess)

« Ifwvasive treatment for infected skin, skin structures, or musculoskeletaltissues.

@H, the Mational Institute of Health and Care Excellence (MICE s recommended that
at-rizk patefits ooeTooe e e e ald no longer be given antibiotic

praphylaxis against IE. However, it emphasised that antihiotic therapy is still necessary ta treat
active ar patential infections. [16] The recommendations from the American Hear Association
and from MICE may not be universally accepted in other countries,

Last updated: Jan 14, 2014

Top
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Ehrlichiosis Emthe
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Anabolic steroid abuse
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Critical care medicine
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Dermatology

Ear, noge and throat

Infections diseases
Assessmenis

Derrmatology

Uralogy

Oncalogy

Infections diseases

Ear, nose and throat

Uralogy

Emergency medicing
Dermatology

Haernatology
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Genetice

Cermatology
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* Available for PC, tablet, mobile phone
* Online and offline (1oS & Android apps)
e UK, US and Brazilian channels

* Born digital for easy integration into
electronic systems

* Fully coded for linking to the clinical
setting or patient problems
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Integration into electronic systems

e Streamlined and simplified

offering supporting 3 main
use cases

1. Any webpage/system: Search
and browse widgets

2. Patient-specific problem list: HL7
Infobutton

3. Customer portal: AJAX API

BM)
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Bookmarking pages

4. Make it your own!

Saving searches
Linking pages to BMJ Portfolio for CME/CPD

Setting default drug formulary
Setting navigation language
Setting default search language

Saving notes to any page

SN XS X

Managing all notes in a single interface (My BP)
Displaying institutional logo
Displaying links to favourite sites / organisations

Adding local guidelines
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Adding local patient leaflets
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