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Aims
• Is the foundation solid?

•Why should we do LTC care?

•Which conditions should we see?

•How can we do this?

•What should we check?

•How often should we check?











SUMMARY
• Evidence to support inclusion rarely ever show by doing an intervention 

in LTC care you change the outcome. e.g. PTH in CKD or ACR in 
T2DM. SIGN 116 on T2DM didn’t even mention HBA1c monitoring in 
T2DM


• Tendency to err on side of caution. 


• Risks false positives/workload/patient anxiety/false negatives


•  Evidence describes variation in reporting or test performance but does 
not address the fundamental question if a test is necessary of beneficial


• 78% of GPs spent >30mins a day looking a blood results and only 53% 
of the time felt confident on how how to manage all abnormalities  
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Disease measures

Patient perspectives
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5 mm Hg reduction of systolic blood 
pressure reduced the risk of major 

cardiovascular events by about 10%, 
irrespective of previous diagnoses of 

cardiovascular disease, and even at normal 
or high–normal blood pressure values 









Why do LTC Care?

•Optimise patient health (and well-being) 
outcomes into the future

•Selected patients who suffer a particular 

conditions

• In whom an intervention could improve an 

outcome



WHICH CONDITIONS
TRADITIONALLY
• HYPERTENSION


• CKD


• DEMENTIA


• EPILEPSY


• CHD/IHD/PAD/AF/HF


• STROKE/TIA


• RA

• COPD/ASHMA


• CANCER


• OBESITY


• MENTAL HEALTH


• PALLIATIVE CARE


• DIABETES


• OSTEOPOROSIS



ORGANISATION
• Primary/Secondary 

Prevention 

• HYPERTENSION


• CKD


• IHD/PAD/AF/HF


• STROKE/TIA


• DIABETES


• OSTEOPOROSIS


• MENTAL HEALTH


• RA

• Improved Care 

• CANCER


• DEMENTIA


• PALLIATIVE CARE


• Public Health 

• OBESITY


• Ongoing Active Management 

• EPILEPSY


• COPD/ASTHMA



HOW COULD YOU DO THIS?
Data gathering vs review









WHAT SHOULD YOU CHECK? PRINCIPLES
• Evidence in general is not strong almost all build upon consensus/opinion. Very few things 

have absolute clarity of what to do


• There is very little evidence on frequency of review. Success in Lothian for 2 yearly review of 
stable T4


• In T2DM SIGN check eGFR annually; NICE advises person-centred depending on 
previous…


• No mention of checking FBC at almost any LTC review (bar CKD 3B/4/5)


• Cardiovascular risk is measures in years. 

• For those on statins (NICE CG 181)


• Only check ALT/AST before, 3m and 12m


• At 3m check 40% reduction in non-HDL cholesterol


• NEVER AGAIN



• Alcohol misuse


• AF


• Bladder cancer


• Coeliac


• COPD


• Dementia


• Depression


• Diabetes


• Familial 
hypercholesterolaemia


• Hypertension


• Kidney disease


• Lung cancer


• Osteoporosis


• Partner violence


• Thyroid disease


• Vascular risk

Population screening is not UKNSC recommended for:



RISKS AND SCREENING



WHAT TO CHECK
• Primary/Secondary 

Prevention 

• HYPERTENSION


• CKD


• CHD/PAD/AF/HF


• STROKE/TIA


• DIABETES


• OSTEOPOROSIS


• MENTAL HEALTH


• RA

• Improved Care 

• CANCER


• DEMENTIA


• PALLIATIVE CARE


• Public Health 

• OBESITY


• Ongoing Active 
Management 

• EPILEPSY


• COPD/ASTHMA (Page 30)

https://cks.nice.org.uk/topics/hypertension-not-diabetic/management/management/
https://cks.nice.org.uk/topics/chronic-kidney-disease/management/management-of-chronic-kidney-disease/
https://cks.nice.org.uk/topics/angina/management/routine-review/
https://cks.nice.org.uk/topics/peripheral-arterial-disease/management/
https://cks.nice.org.uk/topics/heart-failure-chronic/management/information-advice-follow-up-referral/
https://cks.nice.org.uk/topics/stroke-tia/management/secondary-prevention-following-stroke-tia/
https://cks.nice.org.uk/topics/diabetes-type-2/management/management-adults/
https://www.sign.ac.uk/media/1813/sign-142-qrg-v3.pdf
https://cks.nice.org.uk/topics/psychosis-schizophrenia/management/the-routine-schizophrenia-or-psychosis-review/
https://cks.nice.org.uk/topics/rheumatoid-arthritis/management/confirmed-ra/
https://cks.nice.org.uk/topics/dementia/management/follow-up-of-confirmed-dementia-in-primary-care/
https://cks.nice.org.uk/topics/epilepsy/management/routine-epilepsy-review/
https://cks.nice.org.uk/topics/chronic-obstructive-pulmonary-disease/management/stable-copd/
https://www.brit-thoracic.org.uk/document-library/guidelines/asthma/btssign-guideline-for-the-management-of-asthma-2019/






TAKE HOME MESSAGES
•Stick to only what is clearly mentioned as it stands and no more 
•Be assured, there is not evidence to say you are wrong!

•Be creative and develop processes to suit patient need

•Consider dividing data capture & management. [CTAC/online 
etc]

•Be safe. If you don’t maintain systems, outcomes could worsen

•There should be agreement across Scotland (or summarise from 
NICE) the basic data captures which have some evidence where 
possible which could be offered at each type of LTC review


• www.pexels.com for royalty free photos

http://www.pexels.com


DEMAND 

EVIDENCE 


AND 

THINK 


CRITICALLY


