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* |s the foundation solid”

* Why should we do LTC care”

* \Which conditions should we see”
* How can we do this”

* \What should we check?

e How often should we check?
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Abstract
Backaground

We have shown previously that current recommendations in TTK guidelines for monitoring
long-term conditions are largely based on expert opinion. Due to a lack of robust evidence on

optimal monitoring strategies and testing intervals, the guidelines are unclear and incomplete.

"This uncertainty may underly variation in testing that has been observed across the UK
between GP practices and regions.

Methods

Our objective was to audit current testing practices of GPs in the UK; in particular,
perspectives on laboratory tests for monitoring long-term conditions, the workload, and how
confident GPs are in ordering and interpreting these tests. We designed an online survey
consisting of multiple-choice and open-ended questions that was promoted on social media
and in newsletlers ltargeling GPs practicing in UK. The survey was live between October—
November 2019. The results were analysed using a mixed-methods approach.

Results

The survey was completed by 550 GPs, of whom 6% had more than 10 years of experience.
'The majority spent more than 30 min per day on testing (78%), but only half of the
respondents felt confident in dealing with abnormal resnlts (53%). There was a high level of
disagreement for whether liver function tests and full blood eounts should be done ‘routinely’,
‘sometimes’, or ‘never' in patients with a certain long-term condition.

"The free text comments revealed three common themes: (1) pressures that promote over-
testing, 1.e. guidelines ar protoenls, workload fram secandary care, fear of missing something,
patient expectations; (2) negative consequences of over-testing, i.e. increased workload and
patient harm; and (3) uncertainties due to lack of evidence and unclear guidelines.

Conclusian

These results confirm the variation that has been observed in test ordering data. The results
also show that most GPs spent a significant part of their day ordering and interpreting
monitoring tests. The lack of confidence in knowing how to act on abnormal test results
underlines the urgent need for robust evidence on optimal testing and the development of
clear and nnambiguous testing recommendations. [Incertainties surrounding optimal testing
has resulted in an over-use of tests, which leads to a waste of resources, increased GP
wourkload and potential patient harm.
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Abstract

Background: Studies have shown unwarranted variation in test ordering among GP practices and
regions, which may lead to patient harm and increased health care costs. There is currently no
robust evidence base to inform guidelines on monitoring long-term conditions.

Objectives: To map the extent and nature of research that provides evidence on the use of
laboratory tests to monitor long-term conditions in primary care, and to identify gaps in existing
research.

Methods: We performed a scoping review—a relatively new approach for mapping research
evidence across broad topics—using data abstraction forms and charting data according to

a scoping framework. We searched CINAHL, EMBASE and MEDLINE to April 2019. We included
studies that aimed to optimize the use of laboratory tests and determine costs, patient harm or
variation related to testing in a primary care population with long-term conditions.

Results: Ninety-four studies were included. Forty percent aimed to describe variation in test
ordering and 36% to investigate test performance. Renal function tests (35%), HbA1c (23%) and
lipids (17%) were the most studied laboratory tests. Most studies applied a cohort design using
routinely collected health care data (49%). We found gaps in research on strategies to optimize test
use to improve patient outcomes, optimal testing intervals and patient harms caused by over-testing.
Conclusions: Future research needs to address these gaps in evidence. High-level evidence is
missing, i.e. randomized controlled trials comparing one monitoring strategy to another or quasi-
experimental designs such as interrupted time series analysis if trials are not feasible.
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What you need to know

« Current UK guidelines for monitoring type 2 diabetes, chronic kidney
disease, and hypertension are largely based on expert opinion; robust
evidence for optimal monitoring strategies and testing intervals is lacking

» Unnecessary testing in primary care can lead to false positive and false
negative results, increased workload for clinicians, and increased costs
for the health service

« Patients and healthcare professionals should be aware of these
uncertainties when making shared decisions about chronic disease
monitoring

Pathology tests have a unique place in management of chronic
diseases. They are used to guide disease management; assess
risk and compliance; and enable early detection of adverse
events, complications, and development of secondary diseases.
Primary care clinicians rely on guidelines for common chronic
diseases such as type 2 diabetes, chronic kidney disease, and
hypertension to inform them which tests they should recommend
to their patients and how frequently these should be done. With
rates of pathology tests rising—at an estimated annual cost of
£1.8bn to primary care in the UK'—and the potential for harm
from over-testing, it is important to consider the evidence base
for these recommendations.

In this article, we review monitoring strategies in current UK
guidelines for patients with type 2 diabetes, chronic kidney
disease, and hypertension (box 1), highlighting the uncertainties
in these guidelines and the need for further research.

Box 1: Search strategy and guideline selection

We searched for published UK guidelines for the management of patients with
type 2 diabetes, chronic kidney disease stages 1-3°, or hypertension using
the following sources:

« National Institute for Health and Care Excellence (NICE)

« Scottish Intercollegiate Guidelines Network (SIGN)

» Royal Colleges of Pathologists (RCPath), Physicians, and General
Practitioners

« Quality Outcomes Framework (QOF)

The following guidelines are included in this review:
« SIGN 116 Management of diabetes (2017)°

» NICE CG127 Hypertension, the clinical management of primary
hypertension in adults (2011)*

« NICE CG182 Chronic kidney disease (partial update) (2014)*
« NICE NG28 Type 2 diabetes in adults (2015)°

« NICE PH38 Evidence reviews (Type 2 diabetes: prevention in people
at high risk) (2017)*

« RCPath: National minimum retesting intervals in pathology (2015)’

We extracted any guidance on the use of laboratory tests for disease
monitoring, the recommended frequency of testing, and the level of evidence
on which the guidance was based. Tests recommended specifically in relation
to medication monitoring are not included.

The main limitation of this search strategy is that we did not search the primary
literature itself. As a consequence, we may have missed evidence that is not
picked up by the guidelines or was published after the guideline was written.

*Chronic kidney disease stages 4 and 5 are generally monitored in secondary
care and are therefore not included in our analysis.

What is the evidence of uncertainty?
Tests recommended by guidelines

For the chronic diseases reviewed, the recommended tests are
similar across guidelines. In the case of type 2 diabetes the
monitoring tests recommended across guidelines are glycated
haemoglobin (HbA ), plasma glucose profile, and renal function
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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

e /8% 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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Data to support the peer review GP Cluster Continuous Quality Improvement
process in 2016-17
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Please find attached an out-line of what data will be provided to practices, Clusters
and the wider health and social care system (Health and Social Care Partnerships
and Boards) to support the delivery of high quality individualised care; the peer led
Continuous Quality Improvement process in GP Clusters; and wider service planning
across the local health and social care system.

It is intended that the data will be provided no more often than quarterly, starting
soon after the end of the second quarter of 2016 i.e. September 2016, in order to fit
with the Cluster timetable also mentioned in the attached short paper.

In the meantime work is on-going to finalise the Access Report and Anticipatory Care
Plan Review templates and High Health Gain cohort of patients mentioned in our
earlier TQA letter (February 2016) and these will be with practices before the end of
September.

We have deliberately timed the data extractions in this way in order to give practices
and wider systems some ‘headroom’ to adjust to a post QOF world, where data is
not generated or used for payment purposes but instead used to support quality
improvement and service planning and to allow time for Clusters to form and
Practice Quality Leads and Cluster Quality Leads to be agreed. Health And Social
Care Partnerships and Boards will be contacted shortly to confirm cluster
arrangements, to support the provision of appropriately configured datasets.

The 2016-17 data extractions will contain a small number of READ codes that were
previously used in QOF for payment purposes but that will not be the case here,
instead they will be used only to support practices to; deliver high quality
individualised care to their patients; have peer led quality review discussions with
other practices in their cluster; and hold informed discussions with the wider health
and social care system (Health and Social Care Partnerships and Health Boards) on
the most appropriate use of resources/(re)design of services.
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Type 1 Diabetes Outcomes
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Pharmacological blood pressure lowering for primary and
secondary prevention of cardiovascular disease across
different levels of blood pressure: an individual
participant-level data meta-analysis

The Blood Pressure | owering Trealmen! Triulists’ Colluboration™

Summary

Background The effects of pharmacological blood pressure lowering at normal or high-normal blood pressure ranges
in people with or without pre-existing cardiovascular disease remains uncertain. We analysed individual participant
data from randomised trials to investigate the effects of blood pressure lowering treatment on the risk of major
cardiovascular events by baseline levels of systolic blood pressure.

Methods We did a meta-analysis of individual participant-level data from 48 randomised trials of pharmacalogical
bload pressure lowering medications versus placebo ar other classes of blood pressure-lowering medications, or
between more versus less intensive treatment regimens, which had at least 1000 persons-years of follow-up in each
group. Trials exclusively done with participants with heart failure or short-term interventions in participants with
acute myocardial infarction or other acute settings were excluded. Data from 51 studies published between 1972 and
2013 were obtained by the Blood Pressure Lowering Treatment Trialists’ Collaboration (Oxford University, Oxford,
UK). We pooled the data to investigate the stratified effects of blood pressure-lowering treatment in participants with
and without prevalent cardiovascular disease (ie, any reports of stroke, myocardial infarction, or ischaemic heart
disease before randomisation), overall and across seven systolic hlood pressure categories (ranging from
<120 to 2170 mm Hg). The primary outcome was a major cardiovascular event (defined as a composite of fatal and
non-fatal stroke, fatal or non-fatal myocardial infarction or ischaemic heart disease, or heart failure causing death or
requiring admission to hospital), analysed as per intention to treat.

Findings Data for 344716 participants from 48 randomised clinical trials were available for this analysis.
Pre-randomisation mean systolic/diastolic blood pressures were 146/84 mm Hg in participants with previous
cardiovascular disease (n=157728) and 157/89 mm Hg in participants without previous cardiovascular disease
(n=186988). There was substantial spread in participants’ blood pressure at baseline, with 31239 (19-8%) of
participants with previous cardiovascular disease and 14928 (8.0%) of individuals without previous cardiovascular
disease having a systolic hlood pressure of less than 130 mm Hg. The relative effects of bload pressure-lowering
treatment were proportional to the intensity of systolic blood pressure reduction. After a median 415 vears’ follow-up
(Q1-Q3 2-97-4-96), 42324 participants (12-3%) had at least one major cardiovascular event. In participants without
previous cardiovascular disease at baseline, the incidence rate for developing a major cardiovascular event
per 1000 person-years was 319 (95% CI 31:3-32.5) in the comparator group and 25:9 (25:4-26-4) in the intervention
group. In participants with previous cardiovascular disease at baseline, the corresponding rates were 39-7 (95% CI
39.0-40-5) and 36-0 (95% CI 35:3-36-7), in the comparator and intervention groups, respectively. Hazard ratios
(HR) assaciated with a reduction of systolic hlood pressure by 5 mm Hg for a major cardiovascular event were 0-91,
95% CI1 0-89-0-94 for partipants without previous cardiovascular disease and 0-89, 0-860-92, for those with
previous cardiovascular disease. In stratified analyses, there was no reliable evidence of heterogeneity of treatment
effects on major cardiovascular events by baseline cardiovascular disease status or systolic blood pressure categories.

Interpretation In this large-scale analysis of randomised trials, a 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 hiph-normal blood pressure values. These findinps sugpest that a fixed depree of
pharmacological blood pressure lowering is similarly effective for primary and secondary prevention of major
cardiovascular disease, even at bload pressure levels currently not considered for treatment. Physicians communicating
the indication for blood pressure lowering treatment to their patients should emphasise its importance on reducing
cardiovascular risk rather than focusing on blood pressure reduction itself.

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
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Your results may vary: the imprecision of medical measurements
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Interpreting results can be challenging for patients and clinicians
alike. Results can be affected by measurement uncertainty, and by
variation caused by biological pracesses. This tool (based on data in
the article below) is designed to help you decide if two consecutive
results can be considered truly different after these kinds of
variation have been taken into account.
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variation caused by biological processes. This tool (based on data in
the article below) is designed to help you decide if two consecutive
results can be cansidered truly different after these kinds of
variation have been taken into account.

'@ Choose a test

e Adjust variables

These boxes are automatically
populated withreasonable

HbA1c Diabetes IFCC (mmol/mol) D
estimates of the analyticvariation

HbA1c Diabetes IFCC (mmol/mol)
Analytic Biologic Normalrange Confidence
variation (i) i variation () |§ (reference interval) level ©
(authors’ lab) and biologic Low High
iati blished .
variation (publishedresearch) . o % as 95% D

These can be adjusted as needed.

Enter lab o View estimates

results
Enter one ar, The minimum changerequired to conclude that two serial measurements are likely different is called the
if available, two "reference change value" (RCV). Arraws to the left and right ofyour first result show the RCV for this test.

serial lab results ©@ For serial results, measurements can beconsidered different if the second is outside theRCV of the first.

:

Narmalrange o Result 2 is within the RCY, so the difference

may be due to the combined efécts
of analytic and biological variation

Outside normalrange

Disclaimar:This Infograpnic Is not 2 valldated clinical decision alg. This Infermation Is provided withcut any represantations, conditions, or warrantias that it s @ 2020 BM)
accurate or up to date. BM) and its licensors assume no responsibility for any aspect of treatment administered with the &id of this information. Any reliance placed Publishing Group Ltd
on this Information Is strictly at the user's own risk. For the full disclaimer warding sea BM)'s terms and condlitlans: hrtp://www.bm).com/company/legal-Infarmation/ g .



0 Specialist
® Phormacy NHS
Service

%

Suggestions For Drug
Monitoring in Adults in
Primary Care

September 2020

A Collaboration between London & South East Medicines Service, South West
Medicine Information Service and Croydon Clinical Commissioning Group

The monitoring parameters cited are derived from a range of guideline sources,
other reference sources and expert opinion and must therefore be considered
suggeslions only. Adherence lo them will nol ensure a successful oulcome in
every case. The ultimate judgement regarding a particular clinical result must be
made by the doctor in light of the clinical data presented by the patient and the
diagnostic and treatment options available. For any enquiries contact David
Erskine david.erskine@gstt.nhs.uk and Alison Alvey Alison.Alvey@uhbw.nhs.uk

New - SPS is changing the way we will present drug monitoring material in the future. We
believe that there is a better way to dispiay this high quality matenal to better meet users'
needs. We are creating an interactive on-line tool for therapeutic drug monitoring content
which we are planning to release by the end cf January 2021. If you are involved with drug
monitoring as part of your roie and you would like to share your experience please gef in

touch (silvia.ceci@nhs.net).

www.sps.nhs.uk The first stop for professional medicines advice



National Guidance for GP

Improving together Clusters

A National Framework
for Quality and GP Clusters

: A resource to support GP Clusters and
In Scotland

support Implementing Improving Together

Scottish Government
Riaghaltas na h-Alba
gov.scot

"
January 2017 ’A‘



Why do LTC Care?

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

e Selected patients who suffer a particular
conditions

* |In whom an intervention could improve an
outcome




WHICH CONDITIONS

TRADITIONALLY

« HYPERTENSION « COPD/ASHMA
 CKD « CANCER

« DEMENTIA  OBESITY
 EPILEPSY « MENTAL HEALTH
 CHD/IHD/PAD/AF/HF  PALLIATIVE CARE
« STROKE/TIA  DIABETES

* RA « OSTEOPOROSIS



ORGANISATION = ™mProvedcare

+ Primary/Secondary * CANCER
Prevention . DEMENTIA
 HYPERTENSION

 PALLIATIVE CARE
« CKD

* Public Health

o |[HD/PAD/AF/HF

 OBESITY
e STROKE/TIA
. DIABETES * Ongoing Active Management
+ OSTEOPOROSIS * EPILEPSY
 MENTAL HEALTH « COPD/ASTHMA

* RA



HOW COULD YOU DO THIS?

Data gathering vs review




® Scott Jamieson MedLink Dashboard

Client
Total MedLinks Max | Avg Age D Remote Review Recommend
441 8752 —  O7% 91%
&% Client Dashboard
Setup Guide Kirriemuir Medical Practice - S13532 Click to expand / +
hide
Manage Users
Manage Practices _ o _
Review Submissions Max Age Average Age Remote Review Recommend
My MedLinks
Total 441 87 52 91% 91%
Patient Feedback
Asthma 132 85 51 86% 93%
My Documents
0 0
Responses POP 49 54 38 96% 100%
My Profile COPD 37 81 65 - 86%
Logout Contact 35 83 59 - -
Healthcheck 34 87 68 - 97%
HRT 31 65 56 97% 93%
COCP 29 61 32 97% 100%
Diabetes 26 79 65 - 64%
Blood Pressure 24 80 61 - 95%

Depression 18 66 49 94% 83%




Q Scott Jamieson
Client

@D Client Dashboard

Setup Guide
Manage Users
Manage Practices
My MedLinks
Patient Feedback
My Documents

Responses
My Profile

Logout

Patient Feedback

Review

HRT

Asthma

Asthma

Healthcheck

POP

COCP

COCP

POP

COPD

Practice

Kirriemuir

Kirriemuir

Kirriemuir

Kirriemuir

Kirriemuir

Kirriemuir

Kirriemuir

Kirriemuir

Kirriemuir

Feedback

Very easy to use Convenient

It reminds you of when to seek further assistance and helps you to guage if your medication Is
enough to maintain normal breathing

Very efficient and easy to complete | like that the answers are still reviewed and that it doesn't
replace a direct consultation if needed

Easy to use and follow

Easy to do and save bother nurses

Really easy to complete

Really liked having this as an option to use instead of visiting the GP especially during current times
Would much prefer to do this way in future too

Very handy especially in this climate!

Very easy to use

Date

18/May/2021

12/May/2021

12/May/2021

12/May/2021

26/Apr/2021

08/Mar/2021

27{Febf2021

12fJanf2021

14/Dec/2020
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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




Population screening is not UKNSC recommended for:

* Alcohol misuse e Familial
AF hypercholesterolaemia

* Hypertension
* Bladder cancer

* Kidney disease

e Coeliac
* Lung cancer
« COPD
| e Osteoporosis
 Dementia

| e Partner violence
* Depression

| * Thyroid disease
* Diabetes

e \Vascular risk



RISKS AND SCREENING



* Improved Care

WHAT TO CHECK . CANCER

 Primary/Secondary

Prevention * DEMENTIA

« HYPERTENSION  PALLIATIVE CARE

+ CKD * Public Health

« CHD/PAD/AF/HF

- e OBESITY

« STROKE/TIA

 iARETES * Ongoing Active
Management

« OSTEOPOROSIS
e EPILEPSY

« MENTAL HEALTH

» COPD/ASTHMA (Page 30)

* RA


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/

Heart fallure - chronic:

Scenario: Information and advice, follow-up, and

referral

Last revised in January 2017

Surmnary

Have | got the right teplc?
How up-to-date s this topic?
Coals and outcome measures
Backgreund information
Diagnosis

Management

Scenaric: Confirmed heart
failure withreduced ejection
fraction

Seenarie: Confirmed heart
failure with preserved ejection

fraction

Stroke and TIA:

Scenario: Secondary prevention following stroke and

TIA

Last revised in August 2020

Summary

Have | got the right topic?
How up-to-date is this topic?
Goals and outcome measures
Background information
Diagnosis

Management

Scenario: Suspected acute
stroke

Scenario: Suspected transient
ischaemic attack

Scenario: Secondary
prevention following stroke

From age 16 years onwards,

What information and advice should | give toa
person with confirmed heart failure?

» Advlse the person about reporting symptoms of worsening heart fallure, including
Increasing breathlessness, fatigue, ankle or abdominal swelling, and rapid weight gain,
= Advise them to seek urgent medical advice if symptoms deteriorate.
» Conslder advising the person to monitor thelr welght at home to detect fluld
retention of worsening heart failure, if practical.
= Advise the person to check their weight, for example daily, week by or fortnightly,
depending onclinical judgement.
» Advise the person toweigh themselves at the same time of day (for example after
waking and voiding but befare dressing or eating),

= Advise what to doifthere is a sudden and sustained weight gain [for example
more than 2 kgin 3 days). Optionsinclude secking medical advice, increasing the
diuretic dose, reducing fluid intake, or 2 combination of actions.

= The person should understand that deterioration can cccur without weight gain,

& Printthispage  Lastrevised in October 2020
From age 16 years onwards. On this page
Summary
o Secondary
How should | follow up a person who has had a preventionfollowing  Have | got the right topk?
stroke or TIA? stroke and TIA

» Secondary preventative measures are initiated at diagnosis in secondary care.

o Arrange follow up in primary care on discharge, at 6 months and then at least
annually to review health, social care needs (such as access to benefits, community
participation, housing and return to work), ongoing risk factors, and secondary
prevention,

o Arrange review of carers of people with stroke at 6 months and then annually to
assess their health and socil care needs.

» Offer information on stroke, transient ischaemic attack (TIA) and vascular risk
factors to people with stroke or TIA and their family/carers:

¢ Patient information is available from the Stroke Association.

o Provide advice about drivirg if appropriate,

o Provide advice about returning to work if appropriate.

» Advise the person on lifestyle measures:
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Management of osteoporosis
and tha prevention of
fragility fractures

Treatment options §
discussed with the p
their views and pref
taken into account.
Ths should include 3
of the risks of fractu
without treatment,
such as Qfracture an
the risks and benefit
treatment and the of
to have drug treat

Quick reterence guice

First pubihed March 2018
Rrvived Joe 2020
Revied Jnvery 2023

This Quick Reference Culde provides a wummary
of the mah recommenciations in SICN 142

MR @aTent OF OITEOPOrTE M BT the prevention
of fragiiey fractores.

Recommesdations R are worded %0 indicate
e drengh of the supporting eviderce.

Epilepsy:
Scenario: Routine epilepsy review
Last revised in March 2021

Summary From birth onwards.

Haue  got the right topic? How should | routinely review a person with

On this page [von

Good pracice ponts ¢ e provided where the
Suhdeine develoment group wishes 10 Nghlight
000N pects of acoepled ORnicH Praciice.

Tet ON0O 22840

Thet 1 D% NUSONM! M@ MNC (400 PAITRMLON e Sor
WOl B v e e Pl en el beas b) reins e W

* |nformation and
Advice

e Realerral

e Follow-up

Dementia:

care

Haw up-to-date is this topic?
Goals and autcome measures
Background infarmation
Diagnosis
Management

Scenario: Suspected dementia

Scenario: Follow up of
confirmed dementia in primary
care

This QRC & ai50 avalladie a5 part of the SICN
wdeirerazn

Detads of He evidence wWoporting these
recommendations can be found n the A8
Soteine rvaiadie on the SON website

Peorer | peopie w P csheoponry s

@/ 2o \® )

From age 30 years onwards,

How should | follow up a person who has been
diagnosed with dementia?

Following a diagnosis of dementia:

» Discuss the diagnosis and give written information to the person and their
family/carer,

o Explain the symptoms, treatment, and prognosis of demeantia to the persan and, if
the person consents, their carerfamily.

o Givewritten infarmation on local dementia suppart services and sources of
infoonation, for example voluntary support organizations, advecacy services, and
sources of inancial and legal advice,

* |dentify the persons wishes for future care (advance care planning) while the person
still has mental capacity. This should include discussion on:

Scenario: Follow up of confirmed dementia in primary

& Print this pag

On this page

How up-to-date is this topic?

confirmed epilepsy?

Goals and outcome measures Undertake a routine review of all people with epilepsy in primary care at least once a

'.
Backgreund information .

» Ensure the person and their carers are aware of who to contact if there are problems

Diagnosis relating to their epilepsy, such as a named epilepsy specialist nurse.

@ Ensure all children and young people are reviewed by an epilepsy specialist at least
ONCe 3 year,

o Specialist review of other people with epilepsy is at the discretion of the specialist
once the diagnosis is confirmed and treatment is planned.

Management
Scenario: Suspected epilepsy

Scenario: Managing an epileptic
» Assess seizure control by asking aboul seizure freguency and severity, and any

seizure

changes since the persan was last reviewed.
Scenario: Routine epilepsy o For people who have more than one type of seizure, identify how frequently they
review

have each seizure type, If seizures are uncantrolled, see When ta seek specialist

What is the role of primary care in the
management of someone with confirmed
rheumatoid arthritis?

*» Therole of primary care as part of the multidisciplinary team managing people
with rheumatoid arthritis (RA) is to:

¢ Ensure that all adults with RA have:
= Rapid access to specialist care for flares.

= Information about when and how to access specialist care — for example, check
the person has a named rheumatology specizlist nurse who coordinates care and
has access to physiotherapy, occupational therapy and podiatry services for
advice on mobility, pain control, work-related issues and foot health.

= Ongoing drug monitoring — offer regular medication reviews ta
check concordance, ask about adverse effects and manage where appropriate.
For more information, see the CKS topics on DMARDs (for details of the blood
monitoring reauired for individual DMARD:s if this is not carried out in sccondary
care) and NSAIDs - prescribing issues.

c Ensure all people with RA, including those who have achieved the treatment target,
are offered an annual review (this may be coordinated by rheumatology) to:



Coronary/cerebrovascular Disease Review (20 minutes)
(includes AF, CHD, Angina, PVD, Stroke/TIA)

Document:

Symptoms of disease (chest pain/angina/palpitations/SOB/TIAs/claudication)
Smoking status/cessation advice/l ifestyle/eating/exercise advice

FAST screen (#338u) and Alcohol Consumption Counseling (#9k11) if applicable (LES)
Medication compliance

NYHA Class [in heart failure]

Measure:

Send:

BMI [in moderate/severe heart failure advise home monitoring of weight on waking in the
AM. If sudden gain in 3-4lbs (1.5-2kg) with increase in SOB symptoms get a GP review soon.

BP [preferably HBPM]

In heart failure: Pulse rhythm & rate— aim for resting pulse around 60. Get pt to measure
resting pulse at home before referring to GP if needed to increase BB dose.

C&E
Fasting glucose every 3 years if not diabetic [if previously raised also do HBA1c]

Anaemic screen if on DOAC or warfarin and has symptoms of anaemia

Check: All on ACE-l or ARB (unless AF alone)

AF should be considered warfarin or DOAC if CHADSVASc >1. Also BB, diltiazem or digoxin
Angina/previous Ml on beta blocker

Cerebrovascular or PVD on clopidogrel!

Coronary Artery disease (MI/angina) on aspirin [heart failure alone doesn’t need aspirin|
ALL on a statin (80mg atorvastatin if PVD)

*¥**f any of above not met, pass name to GP for virtual review***

Give intluenza vaccination if not already had that season

Follow up: Annual or review with GP if symptoms worsening

No requirement to check: Urinalysis, LFTs, cholesterol [as all should be on statin], FBC, ACR. Should

patients wish a letter to explain rationale for not checking annual cholesterol, provide practice



TAKE HOME MESSAGES

eStick 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
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