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Case-based discussion 1: Hypertension

Problem 1: Dry Eyes

Hx: Gritty eyes for a few weeks now; advised by optician to get a prescription for lubricating drops from the GP

Plan: Prescribed medium acting lubrication drops

Problem 2: Essential Hypertension

Hx: C/O frequency since doubling dose of Bendroflumethiazide; noticed since doubling of dose; started to notice tremor after morning ventolin also

O/E: PR 80bpm regular; BP 145/75; resting tremor

Plan: Reduce bendro to 2.5mg & review BP in 3/52

Problem 3: Mild memory disturbance

Hx: Worried she may be developing dementia; finding life quite difficult with day to day chores and caring for husband who has limited mobility due to spinal stenosis; more unhappy than normal 

O/E: AMTS 9/10

P: Reassured but will review again in three weeks with MMSE

This patient has had recorded systolic BPs in excess of 160 mmHg for over a year. Beyond this systolic BP is classified as moderate (type II) hypertension by the British Hypertension Society (BHSOC) who recommend anti-hypertensive treatment at this level regardless of target organ damage or cardiovascular risk. 

Mrs G is 75. The BHSOC supports either calcium channel blockers or diuretics in hypertensive patients over 55 years.  Bendroflumatiazide is a thiazide diuretic and at a once daily dose of 2.5mg was a suitable initial treatment.

Based on BHSOC guidelines the optimal BP for a non-diabetic patient on anti-hypertensives like Mrs G is < 140/85 mmHg, and the audit standard is < 150/90 mmHg. In March 2010 Mrs G's BP remained in the moderate hypertension range (161/72 mmHg) and as such was not reaching either of these targets. Her dose of bendroflumethiazide was doubled to address this however the side effect profile of a 5mg dose is sub-optimal and as such is not advised. 

This error was spotted in this consultation and was explained to the the patient. Her dose was cut back to 2.5mg to alleviate her symptoms of polyuria. Given her BP was under the audit standard it was decided to trial monotherapy at 2.5mg for 3/52 but if Mrs G's BP returned to a sub standard level at three weeks dual therapy, in the form of calcium channel blockers, would be commenced to supplement her bendroflumethiazide.  

Reference:
1. http://www.bhsoc.org/pdfs/Summary%20Guidelines%202004.pdf 
Case-based discussion 2: Diabetes Mellitus

Mr D

16.9.2010      G.P. Surgery                                        

Problem:        Acute conjunctivitis                                          

History:          Dry eyes since lens implants last year; worse over            

                       last few days to weeks; currently on carmellose               

                       drops but is getting less relief from these now               

 Examination: Conjunctiva red and dry on examination                        

 Plan:               Prescribed viscotears 980 and some chloramphenicol    

Mr D is a long term Type II Diabetic. His last blood sugar was 8mmol/L and his last HbA1c was 8.6% in May 2010. This has improved considerably since November 2009 when it stood at 12.2%. The patient was already taking 16 and 10 units AM & PM respectively of long acting insulatard and 6units AM and PM short acting (actrapid) insulin twice daily but because of his very high blood sugars (24mmol/L) and HbA1c (12.2%) each of these doses were increased by 2 units. 

Mr D, in the past, has used biguanides, sulphonylureas +/- thiazolidinodiones in accordance with NICE guidelines on Type II diabetes pharmacotherapy and is now taking a combination of metformin and insulin due to a consistent HbA1c above 7.5%. NICE have found that dual therapy with glucose lowering medication and insulin is more effective than insulin monotherapy at reducing blood sugars. As such they have endorsed the practice of continuing biguanides/sulphonylureas when patients commence basal/mealtime/premixed insulin regimens. 

Mr D started with a basal insulin regimen and has since moved on to the premixed insulin regimen that is recommended by NICE when HbA1c is elevated above 9%. He has the insulin prepared at the practice every week.

Reference:

1. http://www.nice.org.uk/nicemedia/live/11983/40803/40803.pdf 

Case-based discussion 3&4: Stable and Unstable angina

Mrs O 78

20/09/10

  Problem:           Essential hypertension                 

  History:            BP better controlled now re-introduced 

                           bendroflumethiazide, well.             

> Examination:   BP 120 / 80 mm Hg                      

Past Medical History:

Atrial fibrillation      

Acute coronary syndrome  

Ischaemic heart disease  

Angina pectoris          

Essential hypertension   

Medications:

Aspirin, Simvastatin, Sotalol Hydrochloride,       

 Paracetamol, Warfarin Sodium, Bendroflumethiazide  

In 1995 Mrs O was diagnosed with angina pectoris, a condition on the less severe end of the spectrum of Ischaemic Heart Disease (IHD). In 2003 NICE issued guidelines on assessment and diagnosis of chest pain. A number of investigations such as ECG, cardiac enzymes and imaging can be used to investigate stable angina but for the large part these investigations fail to identify specific pathology and are more useful in ruling out unstable angina and myocardial infarction (MI). As such the diagnosis remains predominantly a clinical one based on history and risk factors for cardiovascular disease however if the diagnosis is uncertain imaging can be undertaken based on the % cardiovascular risk the patient exposed to. However, where possible a clinical diagnosis should be established to avoid exposing the patient to unnecessary doses of radiation. Mrs O’s diagnosis was made in 1995 and was most likely a clinical one made in general practice.

NICE guidelines on the treatment of stable angina are expected in July 2011. SIGN however issued guidelines on the treatment of stable angina in 2007. They recommend that beta-blockers (CCBs, long acting nitrates or nicorandil if intolerant) remain the first line treatment for the relief of the symptoms of stable angina while glycerol trinitrate should be used for the immediate relief of symptoms or prior to activities that are known to bring on symptoms. If symptoms are not controlled with beta blockers dual therapy with the addition of calcium channel blockers (CCBs) is advised (if CCBs are first line then long acting nitrates or nicorandil can be added). The evidence for triple therapy is limited and so patients whose symptoms remain poorly controlled (indicated by frequent symptoms/GTN use) should be referred to a cardiologist for further investigation/intervention.

Despite the fact that these guidelines were not in place in 1995 Mrs O appears to have been receiving the appropriate treatment of GTN spray and Propranolol although it is more likely that the propranalol was being prescribed for her hypertension (HTN). Diltiazem was started in 2001 but again it is unclear whether this was for her hypertension or worsening symptoms of angina. She started on aspirin and a statin in 2001 which along with her anti-hypertensives represent another aspect of the treatment of angina, namely the controlling of cardiovascular disease risk factors.

SIGN advises the use of aspirin and statins in all cases of stable angina to reduce platelet aggregation, lower cholesterol and thus significantly reduce all cause and coronary mortality. These measures slow the formation of athersclerotic plaques. SIGN also advocates tight control of essential hypertension that will reduce the work of the heart and help slow plaque formation. If diabetes is present it should be tightly controlled as close to a HbA1c of 6.5% as possible and if the patient smokes they should be encouraged to smoke and referred to a smoking cessation officer if necessary. Our patient neither smoked nor had diabetes but did have essential hypertension and hypercholesterolaemia and the interventions made were appropriate to reducing her overall cardiovascular risk and slowing her progression towards unstable angina.

Despite these interventions Mrs O developed acute coronary syndrome (ACS) in 2009 and was discharged home with similar anti-ischaemic and anti-thrombotic medications. The OHCM states that should ACS recur within a short time of admission a referral for urgent angiography should be sent. Otherwise it advises that a routine appointment for angiography should be organised to establish the degree of coronary stenosis. Results of angiography will dictate whether stents or a coronary bypass will be more suitable. Mrs O has had no recurrence of her ACS and appears not to have had angiography yet but earlier this year she did develop paroxysmal atrial fibrillation (PAF) that resulted in the removal of beta blockers from her prescription and the addition of the anti-arrhythmic solatol, and warfarin plus the replacement of CCBs with bendroflumethizaide which means she is still getting the anti-ischaemic and anti-thrombotic medications she requires to control her ischaemic heart disease while she awaits angiography.

References: 

1.
http://www.sign.ac.uk/pdf/sign96.pdf   

2.
http://www.nice.org.uk/nicemedia/live/12947/47938/47938.pdf
3.
Oxford Handbook of Clinical Medicine

Case-based discussion 5: Chronic Renal Failure

Mr Y 70

Problem:     Essential hypertension                          

History:       had episode of double vision that lasted 1 hour.

                    ????? TIA  happy to take aspirin. may consider  

                    statin next time                                

 Objective:  BP 146 / 72 mm Hg                               

 Treatment: Amlostin Tablets 10 mg                         

                   Aspirin Dispersible Tablets 75 mg               

 Plan:         BP needs better control so double amlostin      

                    review 1/12    

PMH: Essential hypertension; chronic kidney disease (CKD)

Mr Y presented to reassess his poorly controlled blood pressure (BP). He was started on amlostin 5mg 2/52 ago but his blood pressure at 146/72 mmHg still remains suboptimal. He also mentioned an episode of diplopia some weeks ago for which he was started on aspirin to treat a possible cerebrovascular disease (CVD) induced transient ischaemic attack (TIA). Mr Y was happy to increase his dose of amlostin to 10mg. This will lower his cardiovascular risk but is also required as part of the management of his chronic kidney disease (CKD).

Mr Y has an estimated glomerular filtration rate (eGFR) of 36/ml/min which is classified as stage 3b (moderate impairment) in accordance with the National Kidney Foundation Kidney Disease Outcomes Quality Initiative (NKF-KDOQI). UK CKD, Caring for Austrailasians with Renal Impairment (CARI), the British Hypertension Society (BHS) and the NKF-KDOQI have all issued subtly different guidance on the management of hypertension in CKD. NICE, after reviewing large scale meta-analyses, RCTs, longitudinal cohort

studies and post-hoc analyses of RCT, have advised maintaining systolic BP below 140mmHg (target range 120-139mmHg) and diastolic below 90mmHg which is the reason Mr Y’s dose of amlostin was increased based on today’s BP. If CKD is complicated with diabetes or an albumin to creatinine ration (ACR) of >70 mg/mmol or a protein to creatinine ratio (PCR) > 100 mg/mmol then optimal blood pressure is below 130/80 which may be the case for Mr Y if his ACR/PCR are found to exceed these limits.

NICE advises renin-angiotensin system (RAS) blockade with angiotensin converting enzyme inhibitors (ACEi’s) as the first line and angiotensin receptor blockers (ARBs) as the second line. The UK CKD guidelines advise this intervention for all CKD patients with stage 3 disease and above. This criterion qualifies Mrs Y for the lisinopril he has been taking since 2009. Under NICE guidelines he would qualify for ACEi’s by having an ACR of > 30mg/mmol. Mr Y has not had a recent ACR but given his eGFR of 36/ml/min it is likely that this he would breach this threshold. ACEi’s should be titrated to the maximum dose before adding ARBs. 

NICE advises getting baseline eGFR, potassium and creatinine levels before commencing ACEi/ARB. Modifying ACEi/ARB is not indicated unless they deteriorate by > 30%. Mr Y’s creatinine increased by > 30% in July and so his ACEi was changed to amlostin. Potassium should also be expected to rise. If potassium levels rise above 6mmol/l in the absence of any other potassium sparing medications ACEi/ARBs should be stopped. If Mr Y progresses to stage 4 impairment or should he be found with heavy proteinuria (ACR > 70mg/mmol) then he should be referred for specialist review.

Reference:
http://www.nice.org.uk/nicemedia/live/12069/42116/42116.pdf 

Case-based discussion 6: 
Chronic Obstructive Pulmonary Disease (COPD)

Mr B 61

  Problem:        Chronic obstructive pulm.dis.                   

  History:          start of acute exacerbation. needs meds for now 

                         and just in case                                

  Examination:  no wheeze some crackles. coughing and more      

                         breathless                                      

  Treatment:      Clarithromycin Tablets 500 mg                  

                         Carbocisteine Capsules 375 mg                                                      

 PMH: Diverticulosis of the colon             

            Chronic obstructive pulmonary disease   

            Bilateral vasectomy for contraception   

Medications: Carbocisteine, Salbutamol, Prednisolone, Symbicort 

Mr B presented with an infective exacerbation of COPD for which he received clarithromycin (the new first line anti-biotic for community acquired pneumonia) and carbocisteine (a mucolytic that helps reduce the viscosity of sputum). Anti-biotic prescription for infective exacerbations is endorsed by NICE as is the use of carbocisteine in reducing the frequency of exacerbations in COPD patients.

Judging by the reduction of his peak expiratory flow rate (PEFR) in the last 6 months (368-210L/min) it appears his COPD is at least moderate in severity, however for to classify his severity it terms of the Global Initiative for Chronic Obstructive Lung Disease (GOLD) he would need to have this expressed in terms of FEV1/FVC. 

Mr B takes symbicort, a combination of budesonide (steroid) and formeterol (long acting beta 2 agonist (LABA)) which implies under NICE guidelines that his FEV1 is < 50%. If he goes on to develop persistent exacerbations the only elevation in terms of inhalers would be to use a combination long acting muscarinic antagonist with a steroid and LABA in a combination inhaler. Prednisilone is used in moderate to severe COPD. Once FEV1 falls < 30% or they begin to suffer from more and more frequent exacerbations a specialist review is called for. A respiratory physician will make further judgements on home nebulisers and home oxygen which is usually indicated when the patient reaches maximum therapy and their PaO2 remains < 7.3kPa . Mr B is not yet for specialist care. He has recently come under the care of the Somerset Community COPD service and has been referred for pulmonary rehabilitation which is again endorsed by NICE guidelines.

Reference:

1. http://www.nice.org.uk/nicemedia/live/13029/49425/49425.pdf                                 

Audit

An audit of cyclo-oxygenase-2 selective inhibitors (COX-2) prescribing

Ian Cole

Introduction

Since the withdrawal of rofecoxib by its manufacturer Merck on 30th September 2004, there has been a great deal of interest surrounding cyclo-oxygenase-2 selective inhibitors (COX‑2) and their cardiovascular safety.

‘In the light of emerging concerns about cardiovascular safety, cyclo-oxygenase-2 selective inhibitors should be used in preference to standard NSAIDS only when specifically indicated (i.e. for patients who are at particularly high risk of developing gastroduodenal ulcer, perforation, or bleeding) and after the assessment of cardiovascular risk.  Furthermore, the CSM has advised (December 2004) that patients receiving a cyclo-oxygenase-2 selective inhibitor who have ischaemic heart disease should be switched to alternative treatment as soon as possible’.1  (British National Formulary, 50th Edition)  
Celeoxib, etodolac and meloxicam are licensed for symptomatic relief in osteoarthritis and rheumatoid arthritis1.

Etoricoxib is licensed for symptomatic relief of osteoarthritis, rheumatoid arthritis, and acute gout1.

Valdecoxib is licensed for symptomatic relief of osteoarthritis, rheumatoid arthritis, and dysmenorrhoia1.

The European Medicines Agency has announced a number of regulatory actions for the COX-2 inhibitors following discussions of the Committee for Medicinal Products for Human Use (CHMP)2.  As such, patients should not be prescribed COX-2 selective inhibitors if they suffer from ischaemic heart disease, stroke or hypertension where blood pressure is not under control, i.e. >140/90 mmHg.

COX-2 inhibitors should be prescribed with caution in patients with risk factors for heart disease, namely hypertension, hyperlipidaemia, diabetes, smoking and peripheral vascular disease.

Other contra-indications to COX-2 prescribing include hypersensitivity to aspirin/NSAIDs, pregnancy/breastfeeding, coagulation defects, severe congestive heart failure and active peptic ulceration.  They should be used with caution if a patient has renal, cardiac or hepatic impairment or if there is a history of cardiac failure, left ventricular dysfunction or oedema.

Aim

The general aim of this audit is to assess and improve the care of patients prescribed COX-2 drugs within a primary care setting.  I wish to review all patients at the Masham and Kirkby Malzeard practice that are currently prescribed COX-2 selective inhibitor drugs.I will then ascertain if there are any contra-indications to the patients receiving the drug. In order to achieve this aim affectively, I will use relevant computerised patient records held on the practice’s EMIS system.

Target criteria
Evidence of a current prescription of a COX-2 inhibitor (celecoxib, etodolac, meloxicam, etoricoxib or valdecoxib) or one generated since 1st January 2005. No evidence of contra-indications to the prescription of that COX-2 inhibitor.

Standard
I would expect 90% of the patients prescribed a COX-2 inhibitor since 1st January 2005 not to have any contra-indications to being prescribed the drug.

Method
The practice computer system, EMIS, has an auditing function, and this was used to select patients who have received a prescription for a COX-2 inhibitor since 1st January 2005.  From this list I looked in detail to see if there were any contra-indications to the patient receiving the drug. 

Results
	Patients taking COX-2 selective inhibitors since 1st January 2005
	52

	Patients taking COX-2 and having contra-indication
	25

	Percentage of patients taking COX-2 and no contra-indication
	48%


	Contra-indication
	Number of patients taking COX-2

	Ischaemic heart disease
	4

	Cerebrovascular disease
	5

	Moderate or severe heart failure
	1

	Hypertension
	14

	Hypersensitivity to aspirin
	0

	Pregnancy
	0

	Coagulation defects
	0

	Peptic ulceration
	1

	Total
	25
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Fig. 1 Pie chart showing the break down of contra-indications to COX-2 selective inhibitors used in the audit.

Analysis and suggestions for change

The results show that the target criteria have been achieved in 48% of patients taking a COX-2 selective inhibitor.  This level is quite a way below the predicted 90% used as the standard to conduct the audit.

There are many different reasons for this discrepancy, not least that each patient is treated on an individual basis.  The prescription of a COX-2 selective inhibitor would be based on the drug’s merits, patient profile and doctors prescribing habits. This is a factor that is not taken into account with this audit.   It would be foolish to interpret these results without taking into consideration the whole aspect of a particular patient’s care, which could only be appreciated by the prescribing doctor and not through guidelines in a prescribing manual.

Ways to improve this result could involve creating a pop-up icon on the doctor’s computer when prescribing a COX-2 selective inhibitor to a patient with a known contra-indication to that drug.  This would be fairly easy to achieve using the practice’s existing computer system.  It would, however, rely on accurate data entry and appropriate use of the read code system.

Liaising with local pharmacies to ensure that patients are asked if they have any contra-indications before they are dispensed a COX-2 selective inhibitor could also be effective in preventing an adverse event.  Admittedly, this could be seen in many ways to be ‘bolting the stable door after the horse has gone’, but would be effective all the same.  This action would not directly alter the practice’s prescribing figures and would add to the pharmacist’s workload.

I would like to think the practice could take something from this audit, and that the doctors may become increasingly mindful of their prescribing habits. Re-educating doctors, for example, by having a seminar given by a drug sales representative, or having a lead prescribing clinician, may be effective in reducing the number of patients prescribed a COX-2 selective inhibitor who have a contra-indication to that drug.

I would hope that should these suggestions be implemented, the percentage of patients who are prescribed a COX-2 selective inhibitor, in the absence of a contra-indication, will increase towards somewhere near the standard described of 90%.

In order to check that the prescribing habits of the practice are progressing the right direction, it would be prudent to repeat this audit cycle, in say three to six months time.  If in this time it is found that the figures are not improving, then further steps may be taken to achieving the set standard.

References

1. British National Formulary 50, British Medical Association & Royal Pharmaceutical Society of Great Britain, 2005

2. Website: www.emea.eu.int/htms/hotpress/d6275705.htm 
Prize audit 2010/11
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Significant Event Analysis 1

Michael Rafferty 

On the day of my Imperial interview my Gran had a stroke, which left her with a complete left sided hemiplegia and expressive dysphasia. Later that year my grandfather passed away and my Gran was left without a carer. She moved in with my parents where she needs constant care. My mother retired from her job as a teacher and looks after for all but 2 days a week when to the people from ‘Help the Aged’ come and take her out for the day. 

I and all my brothers have since moved out and my mother looks after her on her own. This GP attachment is the first time I have been back to my parent’s house for any substantial amount of time. Most days I take my Gran out to walk the dog round the park or to the shops to buy lottery tickets. But today I decided to take my Gran to Tesco to buy ingredients for a recipe that we saw on a fairly electric episode of Ready Steady Cook. 

I thought the trip would be relatively simple. It was a real treat to use the disabled parking bay, but that’s really where the fun ended. Within minutes of entering Tesco my Gran needed the toilet, for which she needs and uncomfortable amount of help in doing. It is also difficult to understand what she is saying as she muddles her words and we both get quite frustrated. It took a good 10 minutes in the shampoo section for my Gran to finally convey that she actually wanted some paracetamol. I thought her rubbing her head with a weird expression on her face was just her getting the urge to Herbal. All in all it took over 2 hours to go around Tesco mainly due to the four toilet stops we took. We bought only a dozen items, although I still went through the ten items or less as no one shouts at people in wheelchairs. 

On the way back my Gran apologised for all the delays, this made me feel in-between three and four inches tall. I realised that although my Gran’s disabilities had delayed me in returning home to watch any form of sport on TV it affects my Gran in even the smallest activities in her life. 

It is impossible to comprehend how much my mother does for my Gran without any break. In the past I have always been critical when we go out for dinner and my mum decides that it would be best to leave my Gran at home. But now I realise that without a break my mum would become even crazier. After just the 2 hours in Tesco with my Gran, I needed a nap and a stiff drink. 

Millions of people in the UK are full time carers, I hold these people in the highest regard. The patience that my mum shows towards my Gran can only be described as saintly and if I can take a fraction of this patience and compassion for the patients I treat throughout my career I would be the world’s greatest doctor. 

Significant Event Analysis 2

The consultation

The patient, a very well presented seventy year old English woman who came alone for a follow-up visit. She has initially presented a week ago with a small lump with a punctum on her chin. A reasonable, presumptive diagnosis was made of sebaceous cyst and she was given a week’s supply of flucloxacillin, a referral made to the general surgeons and the patient asked to return in a week should it not clear up.

The patient came into the room with her hand over her chin, commenting, "it looks worse, it's so unattractive, I don't want anyone to see it." She agreed to let me start the consultation. She explained again that the lump had got "bigger and uglier" despite taking the antibiotics. I asked her a few questions about the progression of the lump and how it affected her. She told me it was interfering with eating and drinking, she had also bumped it causing it to bleed slightly. She was a non-smoker, drank occasional alcohol and was not a diabetic.

I then went to exam the lump. I was feeling very drowsy (as it was nearing lunch) and unexcited by a large sebaceous cyst. I started going through the motions: a solid, slightly craggy 4 x 3cm lump was present on the mandible, with a couple of submental lymph nodes. I don't know why, but for some reason I thought I would look on the inside of the lower lip. I was very shocked at what I saw: a nasty looking 3 x 2cm ulcer with a rolled edge. I asked the GP to look and he seemed equally surprised. Obviously it could have been benign, but the appearance was more of a malignant squamous cell carcinoma or an early Burkitt's lymphoma.

The GP immediately phoned the consultant surgeon's secretary with the hope of speaking to the registrar. The secretary put the GP through to the consultant directly. The GP and the surgeon seemed to have a very good relationship, talking on first name terms. The surgeon advised the GP to send the patient with a letter to A & E and to ask the receptionist to page him.

I have been thinking a lot about this patient since I saw her and am quite anxious to know how she is doing. The latest update is the patient is now being followed up by the maxillofacial surgeons, but no diagnosis is known.

Discussion

Seeing this patient immediately woke me from my pre-lunch, hypoglycaemic-​induced drowsiness that was setting in. I could not believe what I saw. The patient was completely oblivious to the worry that myself and the GP felt. The patient kept on commenting on the fact that the lump was "very unattractive and ugly". The patient thought the GP was being understanding of her grief about the appearance of the lump. She did not seem to comprehend the reason for expediting her hospital appointment.
I have worked as a consultant's receptionist for many summer holidays and know how difficult it is for GPs to be able to speak directly to the consultants. I was  very impressed that the GP was obviously well respected by the consultant and agreed to speak to him directly.
I could not stop thinking about this patient after she had left, as we had not told her why we had set up an urgent meeting with the consultant. She thought she just had an unsightly spot that was going to be removed. I began to feel very bad that we had not explained to her why we were referring her so quickly.
Conclusion and learning plan

I learnt the following from this consultation:

· Every patient is important - to know your concentration limitations so you can take a break to revive your concentration during a long clinic/shift

· Importance in keeping good hospital-general practice relationships

· How to deal with urgent, non-emergency surgical situations

· To make it easier for patients to present with the same/worsening symptoms: by offering follow-up visits and allowing them to make the decision to cancel should their symptoms resolve

· Risk factors are a guide to disease prevalence, but their absence does not imply absence of associated disease

· To explain to the patient why you have referred them to the hospital so the diagnosis does not come completely out of the blue

· To read up about causes of perioral lumps

· It is very hard not to take your worries home with you – I have been wondering how this lady is doing, but the hospital have not kept us informed – the hospital should have let the GP know what their plans were.
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Thromboprophylaxis: A
Sticky Situation.

An audit into the thromboprophylaxis of
atrial fibrillation patients at Kenton Bridge
Medical Centre

Ajay Gandhi
19/4/2010

Abstract: NICE guidelines recommend stroke risk stratification of all patients with atrial
fibrillation regardless of sub-type with appropriate thromboprophylaxis. This document is
an audit into the thromboprophylaxis regimens of patients at Kenton Bridge Medical Centre
and investigation into discrepancies found. Recommendations for change have thus been
put forward for optimization of patient care in this area.
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TITLE: THROMBOPROPHYLAXIS AND STROKE
PREVENTION IN PATIENTS WITH ATRIAL
FIBRILLATION AT KENTON BRIDGE MEDICAL
CENTRE

ABBREVIATIONS
AF- Atrial Fibrillation

AV- atrioventricular
ECG- electrocardiogram
TIA- Transient Ischaemic Attack

National Institute for Clinical Excellence Guidelines (NICE)

BACKGROUND
INTRODUCTION

Atrial Fibrillation (AF) is the uncoordinated electrical activity of the cardiac atria resulting
in a deterioration of mechanical function, recognised on electrocardiogram by the
replacement of consistent P waves with rapid oscillatory waves which vary in morphology
and timing. An irregular pulse may be noted due to irregular ventricular response if
atrioventricular AV conduction is intact. Patients may be asymptomatic, or may describe
palpitations, chest pain, dizziness or loss of consciousness owing to haemodynamic
instability. AV node conduction properties and thereby ventricular response may be
affected by sympathetic and vagal tone and by drugs. Diagnosis may be complicated by
heart blocks, ventricular pacing in situ, accessory pathways or atrial flutter and diagnosis
may remain opportunistic from investigation of patients with risk factors such as
hypertension, diabetes and ischaemic heart disease.

EPIDEMIOLOGY

AF is the commonest sustained cardiac arrhythmia(1). As it may remain asymptomatic,
hospital data provides an inaccurate sample of data regarding the clinical epidemiology of
AF and therefore General Practice can provide an important source of information. The
prevalence of AF increases with age, from 0.5% at 50-59 years to 9% at 80-89 years (2)].
Among UK hospital admissions AF is present in 3-6% of hospital admissions (3)(4).
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RISK FACTORS

Risk factors for developing AF are described in the Framingham Study(5). They can be
divided into cardiac and non-cardiac causes. Cardiac include ischaemic heart disease,
rheumatic heart disease and hypertension. Non-cardiac causes include acute infections,
electrolyte depletion and lung carcinoma. Excessive alcohol intake is also associated with
the development of AF.

PROGNOSIS

Mortality risk is increased by 1.5-1.9 by AF. The chiefadverse effect of AF is the increased
risk of thromboembolic events. Most of the excess of mortality attributed to AF accurs
within the first 30 days following diagnosis (6), with stroke featuring highly as the cause.
This prothrombotic state is increased by intra-atrial stasis, structural heart disease, blood
vessel abnormalities, abnormal platelets and haemostasis(1). This risk of stroke and
thromboembolism is 5 fold greater in AF patients and so acts as one of the mainstays of
treatment(7).

MANAGEMENT

5 key priorities are laid out by the National Institute for Clinical Excellence Guidelines (1).
See Figure 1.

1) Electrocardiogram (ECG)

2) For rhythm control

3) Justification if Digoxin monotherapy used
4) Minimal delay in treatment of new AF where anti-thrombotic therapy is indicated
5) Stroke risk stratification algorithm should be instigated and management according

to the, patients should be rate or rhythm controlled according to the protocol.

With respect to management, much of the GPs role lies with points 4 and 5, appropriate
stratification and prevention of stroke, The approach used can be anticoagulation or
antiplatelet, but evidence has shown that combining anticoagulation with antiplatelet
therapy does not reduce the incidence of stroke or thromboembeolism but it may increase
the incidence of bleeding(8). Combination therapy remains inconclusive.
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Figure 1 - Treatment decision tree from NICE guidelines

Anticoagulation aims for a target INR of 2.5 (between 2 and 3), for at least 3 weeks prior to
cardioversion. This is effective in reducing acute thromboembolic complications (9).
Warfarin produces a significant reduction in incidence of ischemic stroke but no significant
effect on the incidence of myocardial infarction, systematic embolism or intracranial
haemorrhage when compared with aspirin or placebo. However the studies are not
unanimous and some present a small increase in major haemorrhage when compared with
placebo or antiplatelet therapy.

In patients with AF, anticoagulation is cost-effective in patients at high risk, with a saving of
£1,751 and £13,221 per life year gained free from stroke. These cost benefits are not
demonstrated in low risk patients. UK data on this matter remains sparse. However, there
remains a considerable economic advantage in thromboprohylaxis versus the effects and
costs of stroke(10).

In 2006, the NICE guidelines estimated that only 50% of a possible 355,00 of patients
indicated for warfarinisation were being fully treated (10). The reason for this disparity
may be twofold:

1} under-recognition and diagnosis of AF
2) reluctance to commence warfarin despite diagnosis of AF

NICE estimates that a potential 7,100 strokes could be prevented annually should there be
full implementation of the guidelines (1). This calculation does not account for valid
contraindications to warfarin in a percentage of patients, but there is a clear benefit in
optimising and extending the use of anticoagulants in patients with AF for primary and
secondary prevention of stroke.
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CURRENT GUIDELINES

For the above reasons, NICE guidelines recommend a risk-benefit assessment and
discussion with the patient with permanent AF, prior to antithrombotic therapy. Adjusted
dose warfarin should be given as the most effective treatment, aiming for a target INR of 2.5.
When warfarin is not appropriate, aspirin should be (75 to 300mg/day). Aspirin should not
be co-administered with warfarin as it provides no additional benefit.

Similarly, those with parcxysmal AF should be assigned antithrombotic treatment according
to appropriate stroke risk stratification and not based on frequency and duration of
paroxysms. Despite lack of evidence, it has been recommended that asymptomatic AF
should also receive thromboprophylaxis.

RISK STRATIFICATION:

AF is an independent predictor of stroke as discussed in numerous papers (11}, and this is
amplified by the coexistence of other risk factors e.g. prior history of stroke, transient
ischaemic attack or thromboembolism. For this reason, anti-thrombotic therapy should be
initiated as soon as possible after diagnosis following management of co morbidities such as
hypertension.

Recognised independent risk factors should be illicited in order to stratify patients into
high, medium or low risk and then treated accordingly. These include:
e Previous stroke or TIA (transient Ischaemic Attack)
Being elderly (aged over 75)
Structural heart disease
Hypertension
Previous MI.

Risk stratification tools commonly implemented include the CHADS; score, where a score of
more than two from a possible 6 is considered high risk and therefore anticoagulation with
warfarin is recommended(12). This stratification considers: Congestive heart failure,
Hypertension, Age >75 years, Diabetes, Previous stroke or TIA (which both confer two
points). The increased stroke risk rate is illustrated in Table 1. Warfarin is indicated in high
risk patients with a score more than two.

Table 1- CHADS2 stroke risk stratification system

CHADS; Annual Stroke Rate '
(stroke rate/100 patient years)

’ 1.9

2.8

4,0

5.9

8.5

12.5

18.2

v Wi =D
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Another stroke risk stratification system which is detailed in the NICE guidelines is illustrated in
Figure 2(1).

{ High
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Figure 2- Stroke risk stratification algorithm. *Coronary artery disease or peripheral artery
disease. **An echocardiogram is not needed for routine assessment, but refines clinical risk
stratification if moderate or severe LV dysfunction and valve disease.

However risk of major bleeding should also be made part of the clinical assessment and
caution applied for patients who:

e Areover 75 years of age

e Are taking antiplatelet drugs (e.g. aspirin or clopidogre!) or non-steroidal anti-
inflammatory drugs

e are on multiple drug treatments (polypharmacy)

e have uncontrolled hypertension

e have a history of bleeding (e.g. peptic ulcer or cerebral haemorrhage)

e have a history of poorly controlled anticoagulation therapy
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THE PRACTICE

Kenton Bridge Medical Centre is situated in the heart of Harrow and Brent in Northwest
London, in close proximity to Northwick Park Hospital, a tertiary referral centre for many
specialities, split under two GP practices. One is Dr, R. Raja’s practice which has a patient
register of 4058 looked after by two full time GPs and a regular locum doctor, Thereisa
diverse ethnic demographic of patients with Caucasian- British and Eastern European and
patients of Indian Subcontinental extraction making up the majority of patients. The area is
generally very affluent with 66% of patients below 45 years of age. There are pockets of
social deprivation in the Wembley area.

WHY THIS PROJECT INTERESTS ME

Whilst a medical student at Imperial College [ have completed a BSc in Cardiovascular
Sciences which has a component on cardiac arrhythmias. [ have seen cardiac
catheterisation and ablation of arrhythmias which I found fascinating and therefore a
project on atrial fibrillation was appropriate for furthering my knowledge in this area.
Through performing this audit, | have significantly improved my understanding of this
common arrhythmia and its consequences. | believe this audit may have far reaching effects
with respect to cost effectiveness, as medical thromboprophylaxis is far more cost effective
in comparison with the long term disability and morbidity of stroke.

As described above, atrial fibrillation is a common disorder, easily recognised and curable,
but may have extremely fatal or morbid consequences if inappropriately managed. A
warfarinisation regimen has far reaching consequences for the health psychology to a
patient and this element only serves to improve my insight into the patients’ world. 1
attended an anticoagulation clinic to improve this understanding.

Importantly, [ have become more comfortable with guideline based therapy of disease, an
important part of training and practice. | feel | may have improved the care of a few
patients at the practice and potential prevented a stroke through optimisation of their care.

AIM AND OBJECTIVES

The objective of this audit is to evaluate the care of patients with atrial fibrillation in
accordance with the NICE guidelines. This will be done through:

e (Generating a register of AF patients.

e Listing their current treatment regimen.

o  Stratifying their stroke risk according to the NICE algorithm and CHADS: system.

e Evaluating the reasoning for current treatment and amending treatment as
necessary
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STANDARDS

QOF indicators demand 40-90% anticoagulation or antiplatelet treatment in patients with a
confirmed diagnosis of AF for a return of 12 points. However, the practice is locally

notorious for achieving extremely highly with respect to QOF indicators. The practice /

therefore aims for 90% of the register’s AF patients to be on anticoagulant or on antiplatelet
therapy as defined by practice partners.

METHOD

A search was performed using Vision (innovations in Practice) version 30.01.0010. A
patient report was generated to filter patients as required

e Permanentor applied registration status at Kenton Bridge Medical Centre under Dr.
Raja's practice

e Afilter was applied to produce a list of patients who had been coded as having an
existing diagnosis of Atrial Fibrillation, stipulated by ECG or specialist confirmed
diagnosis.

e Another filter was applied to the list to attain those patients with existing anti-
coagulant or anti-platelet therapy using the therapeutic action group. This included
patients with a repeat prescription for:

o Aspirin dispersible tablets 75mg

Aspirin enteric coated tablets 75mg

Warfarin Sodium tablets 1mg

Warfarin Sodium tablets 3mg

Warfarin Sodium tablets 5mg

e This filter was then removed to produce a listing of those patients with no
anticoagulant or antiplatelet therapy.

o The database was exported and integrated in Microsoft Excel whilst retaining fields
for Patient ID, Surname, Forename, DOB, Sex, Name of Prescription, and Print date
of prescription.

0

Cc 0O

o]

e Patientnotes and correspondence was meticulously investigated using Consultation
Manager (Vision) and DocMan Version 7 {PCTI Solutions 2010). Cardiology referral
notes, echocardiographic and electrocardiographic correspondence was used to
ascertain risk factors for the patient

o Use of alternative thromboprophylaxis e.g. clopidogrel, dipyradamole.

o Presence of congestive heart failure or impaired LV function.

o Blood pressure- Hypertension status, most recent date and result of systolic
blood pressure reading.

o Age

o Diabetic status

o Previous history of ischaemic stroke, TIA or thromboembolic events
o Documented history of valvular disease or vascular disease

o Contraindications for Warfarinisation as listed above
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o Poignant details regarding their AF diagnosis, status and treatment
o Evidence of ablation therapy (attempted or successful)

The results were analysed in further detail to ascertain any contraindications to warfarin
treatment or clinician determined reasons for not anti-coagulating or indeed
anticoagulating despite a low risk stratification. Patient records and secondary/tertiary
care correspondence was examined in detail. For this analysis, current treatment was
compared to the indications of the respective patient’s NICE risk stratification or CHADSZ
scoring.

INCLUSION CRITERIA
Patients must

o be permanent registered patients at Dr. Raja’s Practice at Kenton Bridge Medical Centre.
e have been diagnosed with Atrial Fibrillation (acute onset, post-operative, paroxysmal,
persistent or permanent) as stipulated by ECG or specialist confirmation.
o Be considered under thromboprophylaxis if they have a recent prescription
of aspirin dispersible tablets 75mg, aspirin enteric coated tablets 75mg,
warfarin sodium tablets 1mg, 3mg and/or Smg.

EXCLUSION CRITERIA

e Non-permanent patients under Dr. Raja’s Practice.

e Patients with a coding for AF without an ECG or specialist confirmation of diagnosis.

e Patients on palliative care or Liverpool Care Pathway in whom aggressive primary or
secondary thromboprophylaxis was not deemed appropriate.

RESULTS

The audit search and reporting system retrieved 33 patients in AF including all paroxysmal,
persistent and permanent AF patients. This also included all of those who had been
cardioverted or ablated. Of these patients, 51.5% (n=17/33) of patients were being treated
on Warfarin, 33.3% {n=11/33) were being treated on Aspirin alone, whilst the remaining
15.2% (n=5/33) were receiving no anticoagulant therapy at all. See Figure 3.
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Thromboprophylaxis Regimen (n=33)
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Figure 3- Bar chart of thromboprohylactic regimens in use for AF patients.

When individual patients were risk stratified according to the CHADSZ tool, 66.6%
(n=22/33) were found to have a score of >2, which would warrant warfarinsation. Of these,
59.1% (n=13/22) were actually on warfarin, 31.8% (n=7/22) were on Aspirin and 9.1%
(n=2/22) were receiving no thromboprophylaxis.

Of the remaining 33.3% (n=11,22) of patients who did not qualify for warfarinisation,
36.4% (n=4/11), 36.4% (n=4/11) and 27.3% (3/11) were on warfarin, aspirin and no
thromboprophylaxis respectively. See Figure 4. Figure 5 demonstrates the prevelance of
the risk factors described by the CHADS2 tool in the AF patients.

CHADS?2 Stroke Risk Stratification

14
12

10

Warfarin
Aspirin

4 No treatment

Score 2 2 (Warfarin indicated) Score < 2 (Warfarin not
indicated)

Figure 4- Bar chart of employed treatment vs. indicated treatment according to CHADSZ.
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Prevalence of Risk factors from
CHADS2 Stratification
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Figure 5- Bar chart of CHADS?2 risk factors amongst AF patients.

Results were similar when comparing to the NICE guideline risk stratification. Of the
patients categorised as high risk, 66.7% (n=14/21) were warfarinised as per the guideline,
23.8% (5/21) were treated with aspirin, whilst 9.5% (2/21) were receiving no
anticoagulation or antiplatelet therapy. See Figure 6.

NICE Stroke Risk Stratification

16
14
12
10
3 Warfarin
6 Aspirin
4 No treatment
2
0

High Moderate Low

Figure 6 - Bar chart of employed treatment vs. indicated treatment according to NICE.

The raw data is available in Appendix A.
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After patient notes were scrutinised, a list of patients with thromboprophylaxis
discrepancies was made. Patient CHADS2 and NICE scores are provided.

Patients indicated for warfarinisation but not on warfarin.

Table 2: Patients with discrepancies.

1001 Aspirin low Was previously a diabetic, NONE,
however status has now changed.
New CHADS2=1.

1007 Aspirin high No review of AF since 2002 and Discuss
lacks specialist diagnosis. No warfarin,
contraindications for warfarin,

Has a prosthetic heart valve in
situ,

1011 Aspirin moderate  DocMan reveals that the patientis  Pending AF
no longer in AF review,

Amend Px
coding,

1013 Aspirin high No contraindications found Discuss

warfarin,

1014 Aspirin high Nephroureteric malignancy with NONE
ureteric bleeding

1016 Aspirin high Diagnosed in 2006. Lost to follow  Discuss
up. warfarin.

1022 Aspirin moderate  Recurrent falls. NONE

1027 Aspirin high No contraindications found. Discuss

warfarin.

1030 None moderate  Query improper diagnosis. Startaspirin

1031 None high Recent AF diagnosis and Discuss
malignancy. Due for surgical warfarin
intervention. However, still
requires Warfarin,

1033 None high Start warfarin pending Tertiary
echocardiogram, but Px agenda referral and
differs. Refuses even aspirin. Px discussion.
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The raw data results from the CHADS2 stratification system are illustrated in Appendix B.

ATRIAL FIBRILLATION PATIENTS AND HYPERTENSION

Patients with hypertension who have not had their BP measured in the last 9 Months as
part of QOF guidelines/Indicators was also evaluated. A significant proportion of patients
were hypertensive which is an independent risk factor for stroke (13} and also listed as one
of the co-morbidities which should be controlled prior to commencement of
thromboprophylaxis under recommendation R53(1). The date of patients’ most recent BP
recording and systolic result was recorded and analysed.

Within the AF patient group, 87.9% (n=29/33) of the patients patients were on the
hypertension register, of which 20.7% (n=6/29) with last recorded blood pressures of
greater than 140mmHg. There were 24.1% (n=7/29) of patients without blood pressure
recording in the last 9 months and 2 of these patients had their last recorded blood pressure
at a value greater than 140 mmHg. See Figure 7. Mean systolic blood pressure was
128.7mmHg and the median value was 132mmHg.

Most Recent Systolic Blood Pressure

10

<105 106e-115 116-125 126-135 136-145 >146

Systolic Blood Pressure {mmHg)

Figure 7- Bar chart of most recent systolic blood pressure readings.

CONCLUSIONS

Kenton Bridge Medical Centre is achieving its targets for thromboprophylaxis of AF
patients. The care and monitoring of these patients is generally good. However from the
results, there are clearly a number of patients who are being inappropriately treatment.
This can lie in the reluctance of clinicians to start patients on warfarin and the dependence
on tertiary referral centres to make decisions on this element of the patients care. However,
there lies an element of responsibility for the GP to continuously evaluate and update the
patients’ treatment and optimise the treatment regimen.
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Despite national recommendations and effort by clinicians, there remains a cohort of
patients who will make an informed decision not to accept a thromboprophylactic regimen.
This choice must respected and documented well,

RECOMMENDATIONS FOR IMPROVEMENTS

Following discussion of the results and analysis with the Senior GP and Practice Manager,
the following suggestions can be made to optomize thromboprophylaxis and management
in AF patients and service provision at Kenton Bridge Medical Centre.

1) Patients identified from this audit who were deemed to be unsuitably or
insufficiently anticoagulated should be invited for appointment for review of their
atrial fibrillation, medication and stroke risk factors. This would involve ECG review
of the arrhythmia and referral to specialist treatment if necessary. Italso provides
an opportunity to discuss and modify cardiovascular and stroke risk factors.

2) Patients on the AF register who have been successfully ablated should be removed
from the AF register to allow correct audit and reporting of anticoagulation figures.
This could involve a new code for treated AF. i.e. “AF resolved”.

3) Preliminary results suggest that clinicians are not anticoagulating paroxysmal AF to
the same degree as permanent or persistent AF as discussed in recommendation 38
of the NICE guideline. (Lip GY 1997, does paroxysmal atrial fibrillation confer a
paroxysmal thromboembolic risk? Lancetref 193)

4) Ensure thatall patients who are hypertensive have a blood pressure reading taken
every 9 months and more regularly for those poorly controlled to aggressively
manage this very important co-factor for stroke prevention.

5) Improved documentation with respect to atrial fibrillation status and current
thromboprophylaxis and contraindications to previous treatment regimens is
warranted. This allows structured continuity of care. This could be done very easily
through an addition to the disease register listing and this information could be
copied into any correspondence to cardiology tertiary referral. This allows
clinicians to find the information they require quickly and easily.

6) Discussion and update must be held at the practice with GPs, nurses and
anticoagulation team in attendance with respect to the AF status of the patients,
current evidence and NICE guidelines to ensure uniformity of care. This could
include mini-posters or business card with the risk stratification for anti-
coagulation to act as helpful reminders.

7) Educate the patients as to their conditions to allow them to highlight if their AF
symptoms are worsening or increases in their stroke risk factors with concurrent
management of their own risk factors.
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COMPLETION OF AUDIT CYCLE

It has been agreed to give two years before re-audit to allow time for implementation of
changes listed above.
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