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Plan for session

* Introduction to my views on Overprescribing agenda
My PCN landscape

* SMR guidance

* SMR variability within ICBs

* SMR identification within a PCN

* SMR Review by Pharmacists

* Gold standard: SMR and holistic LTC one stop reviews

 Questions
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Medicines Expertiseina PCNin 2022 :

[ High Risk Medicines =

A Necessity not a Luxury Philosophy

* Subtlety + Complexity

* Holistic v Atomistic

* Proactive v Reactive

* Metrics (Process v Outcome)

* Multi-disciplinary v Uni-disciplinary

* Right people, right jobs

* Learning organisations & Behaviour change
* Medicolegal vulnerability

* Communication within PCN & ICS

* Clinical Leadership




Top 3 things to help with overprescribing in
Primary Care ?

< Tweet
Jamie Hynes @ArtfulDoctor - Oct 12 .-
Home Replying to @HPILLminster @PharmRJ and 7 others
VWhat's your perspective on the top-three things we can do to reduce
overprescribing Helen?
Explore Keen for a CP view.
O 2 T <O £ o

Notifications

Jonathan Underhill -——
@ JonnyUnderhill

OrEDODO B

Messages
Replying to @ArtfulDoctor @HPILLMminster and 7 others
Bookmarks 1 Have meaningful. skilful conversions with patients
about what really matters to them. 2 see 1. 3 see 2
Lists 11:44 PM - Oct 12, 2022 - Twitter for iPhone
Profile 3 Likes
More L T -« L o

— stevethechemist 9P @=STEVECHEMIST - Oct 13 S
‘ Replyving to @JonnyUnderhill @ArtfulDoctor and 7 others
L8 Jonathan. My 3 are 1 Education of clinicians to not underestimate
risks of medicines 2 Sort cut Repeat prescription systems 3 Structured
Medication Reviews for those with greatest need

O s gun s <o = R 8 il
Clare Howard @clarehmi123 - Oct 13 -——
Replving to @STEVECHEMIST @JonnyUnderhill and 7 others

Mine are

1/ know your prescribing data (epact 2 polypharmacy comparators)
2/ do good shared decision making with those most at risk from harm. (
come on the polyPx ALS)

.- 3/ sort out repeat prescribing so it's not undcoing all your hard work arcund
stopping medicines safely.

stevethechemist W9
SSSTEVECHEMIST




Poole Bay & Bournemouth
Primary Care Network

) 1) N

POO BAY & BOURNEMOUTH
pppppppppppppppppp

N.u mber.of Number of | Numberof | Number of | Number of Num.b S N Num.be 1

patientswith 1|, , , , patients | of | patients

| Number of items issued| patientson | patients | patients | ,

Practice . |ormore repeat with | patients | housebound

patients | btwOct21| 10+ | aged65or | aged 85or ) ,

med issuedin - moderate /| inacare| (notina

andMar22| medicines | over over

last 6 mths severe | home* | care
Denmark  [10,465i26%| 3,854 37% | 80909 | 162 1.5% |1,500 14.3% 190 | 1.8%| 200 {1.9%| 58 0.6%| 77 0.7%
Westhoune [19,848:49%) 8,530 ¢ 43% | 155275 | 220§ 1.1% (5,417 27.3%|1,081; 5.4%| 885 i4.5%|290 1.5%| 163 0.8%
Winton ~ 10,349:25%| 3,244 : 31% | 66,402 | 127 1.2% [1,601 15.5%| 254 :2.5%| 91 :0.9%] 62 0.6%| 39 0.4%

PCN Total

40,662

15628 38%

PCN patient profile as at 30/06/2022

* Dependent on correct coding

30258 509 1.3% 8518 20.9% 1,525 38% 1,176 29% 410 1.0% 279 0.7%




Poole Bay & Bournemouth Primary Care Network )))

POOLE BAY & BOURNEMOUTH
AAAAAAAAAAAAAAAA

Ethnicity** Deprivation**
: DiiS patient | White British | Community | Unknown Top 20 Top 20% least
e numbers Ethnicity Minorities Ethnicity most deprived
deprived | T
Denmark |
RZ::W 10, 471 26% TM0 7| 208 W% | WT 9% | 502 48%| 1222 117K

.......................................................................................................................

Westbourne | 19, 866 49% 12,616 64% | 4344  22% | 2,906 15% | 855 43% 3219 16.2%

......................................................................................................................

Winton 10, 348 25% 6,129 5% | 3,048 @ 29% | 1,171 11%| 281 52.7% 644 = 6.2%

PCN Total 40,685 26,185 64% 9,476 23% 5024 12% 1,638 4.0% 5085 12.5%

**Figures from DiiS based on different PCN patient total
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Structured Medication Review and Medicines Optimisation

From 1 April 2020, each PCN will:

1

Use appropriate tools to identify and prioritise patients who would benefit from
a Structured Medication Review, which will include those:
* in care homes;

» with complex and problematic polypharmacy, specifically those on 10 or
more medications;

e on medicines commonly associated with medication errors?®;

e with severe frailty?”, who are particularly isolated or housebound patients, or
who have had recent hospital admissions and/or falls; and

* using potentially addictive pain management medication.

Offer and deliver a volume of SMRs determined and limited by PCN clinical
pharmacist capacity, demonstrating all reasonable on-going efforts to maximise
that capacity.

Ensure invitations to patients explain the benefits and what to expect.

'S

Ensure that only appropriately trained clinicians working within their sphere of
competence undertake SMRs. These professionals will need to have a
prescribing qualification and advanced assessment and history taking skills, or
be enrolled in a current training pathway to develop this qualification and skills.

Clearly record all SMRs within GPIT systems.

Actively work with their CCG to optimise quality of prescribing of (a)
antimicrobial medicines, (b) medicines which can cause dependency, (c)
metered dose inhalers, where a low carbon alternative may be appropriate and
(d) nationally identified medicines of low priority.

Work with community pharmacies to connect patients appropriately to the New
Medicines Service which supports adherence to newly prescribed medicines.

In delivering these requirements, PCNs must have due regard to separate guidance.



Classification: Official m

Publication approval reference: PR1963_iii
England

Network Contract Directed Enhanced
Service

Investment and Impact Fund 2022/23:
Updated Guidance

30 September 2022

Domain Area

Structured
medication
reviews and
medicines
optimisation

Indicators

SMR-01A: Percentage of patients at risk of harm
due to medication errors who received a
Structured Medication Review

SMR-01B: Percentage of patients living with
severe frailty who received a Structured
Medication Review

SMR-01C: Percentage of patients using
potentially addictive medicines who received a
Structured Medication Review

SMR-01D: Percentage of permanent care home
residents aged 18 years or over who received a
Structured Medication Review

SMR-02A: Percentage of patients aged 18 years
or over prescribed both a Non-Steroidal Anti-
Inflammatory Drug (NSAID) and an oral
anticoagulant in the last three months of the
previous financial year, who in the three months
to the reporting period end date were either (i) no
lenger prescribed an NSAID or (ii) prescribed a
gastroprotective in addition to both an NSAID and
an oral anticoagulant

SMR-02B: Percentage of patients aged 65 years
or over prescribed a Non-Steroidal Anti-
Inflammatory Drug (NSAID) and not an oral
anticoagulant in the last three months of the
previous financial year, who in the three months
to the reporting period end date were either (i) no
longer prescribed an NSAID or (ii) prescribed a
gastroprotective in addition to an NSAID

SMR-02C: Percentage of patients aged 18 years
or over prescribed both an oral anticoagulant and
an anti-platelet in the last three months of the
previous financial year, who in the three months
to the reporting period end date were either (i) no
longer prescribed an anti-platelet or (ii) prescribed
a gastroprotective in addition to both an oral
anticoagulant and an anti-platelet

8 | Investment and Impact Fund 2022/23: Updated Guidance




Network Contract Directed Enhanced Service
Structured medication reviews and
medicines optimisation: guidance 31 March 2021

What is a SMR?

3.10 A SMR is a structured, holistic and personalised review of an individual who is
at risk of harm or medicines-related problems because of their current medicine
regimen. It is not the act of re-authorising repeat prescriptions. A review of
some specific medicines during a long-term condition review also does not
constitute a SMR, which must consider all the medicines a patient is taking or
using.

3.11 We exp iderably longer than an average GP
appointment, often S0 minutes or more, although the exact length should vary in
line with the needs of the individual. PCNs should allow for flexibility in
appointment length for SMRs, depending on the complexity of individual cases.

3.12 Clinicians should conduct SMRs in line with the principles of shared decision
making'®: consider the health literacy and holistic needs of the patient, provide
advice and signpost, and make onward referrals where appropriate, including to
services such as healthy living pharmacies'® that may be able to advise on
evidence-based alternatives to medicines.

15 hitps:/fwww.england.nhs.uk/shared-decision-making/

& From July 2020, changes have been made to the terms of service for all pharmacies providing
NHS pharmaceutical services, by revising the NHS (Pharmaceutical and Local Pharmaceutical
Services) Regulations 2013 and the approvals under them. We expect that pharmacies will be
required to, among other things, reflect the criteria/requirements for a Level 1 Healthy Living
Pharmacy, as agreed in the five-year deal between PSNC, NHS England and NHS Improvement
and the Department of Health and Social Care; this reflects the priority attached to public health

7 | Structured medication reviews and medicines optimisation: guidance

Classification: Official

3.13 SMRs should be personalised. They may be undertaken face to face in the

patient’s home or care home where possible and in line with infection
prevention and control in light of COVID-19, or remotely where deemed
clinically appropriate. SMRs are not required to take place in any particular
location and can be undertaken during extended hours appointments. Above all,
clinicians should consider the patient when planning the location and mode of
delivery for the SMR, including consideration of equitable access for
housebound patients. Practitioners should be cognisant of the different skills
required to deliver a remote consultation (see paragraph 3.19).

3.14 SMRs should be an ongoing process in which an individual appointment or

discussion constitutes an episode of care. Regular review and management
should be undertaken and SMRs should not be treated as a one-off exercise.

Conducting a SMR

3.15 SMRs can be conducted in different ways and should always be tailored fo the
individual patient. A SMR should follow the high-level principles and evidenced
best practice below, resulting from a wide ranging review of guidance with the
support of an external expert working group, including NICE guideline 57 and
the Royal Pharmaceutical Society's polypharmacy guidance,'® which itself
encompasses the Scottish'® and Welsh?® polypharmacy models.




3.6

PCN Prioritisation

PCNs should also have, or develop, processes for identifying patients who
reactively need to be referred for a SMR. The reactive triggers for a SMR
could include:

¢ Crisis or incident —- such as an admission to hospital to which the patient’s
medicine regimen could have been a contributing factor or following which
their medication regimen might require review.

¢« Personal concerns —when a patient or their carer raises concerns about
the growing number of medicines they are being asked to take or requests a
review of their medication.

¢ Professional referral — when a health or care professional/worker raises
concerns about the growing number of medicines a patient is trying to
manage. This individual does not need to be based in or employed by the
PCN; they could, for example, be an acute care-based clinician or social
care worker.

¢ Requests for monitored dosage systems as an aid to managing
multiple medicines — when a patient, carer or healthcare professional
seeks the addition of a monitored dosage system as a means to manage
multiple medicines.

Service requirement 2: Prioritisation and capacity

3.7 Once patients have been identified, PCNs should create a process for
developing SMR caseloads, so that those patients in greatest need of a SMR
are seen in a timely manner.

3.8 PCNs should offer a range of appointment slots to cater for new SMRs and
follow-up consultations, as well as for those patients identified reactively.

“ Avery AJ, Rodgers S, Cantrill JA, et al. A pharmacist-led information technology intervention for
medication errors (PINCER): a multicentre, cluster randomised, controlled trial and cost-
effectiveness analysis. Lancet 2012. hitps://www.thelancet.com/ournals/lancet/article/PIIS0140-
6736(11)61817-5/fulltext

| Structured medication reviews and medicines optimisation: guidance

Classification: Official

3.9 As setoutin the Network Contract DES Specification section 8.2.1.b, the
number of SMRs that a PCN is required to offer will be determined and limited

by their clinical pharmacist capacity. PCNs and commissioners must discuss
and agree a reasonable volume of SMRs on this basis if a PCN has not been
able to secure sufficient clinical pharmacist capacity to offer initial, follow-up and
reactive SMRs to all identified patients in the required cohorts. In estimating
available capacity, CCGs and PCNs should acknowledge that clinical
pharmacists have a variety of responsibilities and not all of their hours should
be spent on SMRs. The commissioner must also be assured that the PCN
continues to demonstrate all reasonable ongoing efforts to reach sufficient

capacity: for example, by establishing regular SMR audit meetings to discuss
progress, priorities and lessons learnt.




My Structured Medication Review definition

* Medication Review (MR)

* Holistic review of medication allowing annual authorisation of repeat
requests assuming Long Term Condition / blood reviews in place (unless
individual medication set at < 6 issues )

e Could be Desk-based OR F2F / Telephone / Videocall

 Structured Medication Review (SMR)

MR where must have listened / acted upon WHAT MATTERS to patient (or
their advocate) in a SDM process

e Cannot be solely Desk-based
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Early Implementation of the Structured Medication Review in England

Mary Madden, Thomas Mills, Karl Atkin, Duncan Stewart and Jim McCambridge
British Journal of General Practice 20 April 2022; BJGP.2022.0014. DOI: hitps:idei.orgM0.2320BIGP.2022.0014

Abstract Online First

Eackground: The Mational Health Service im England (MHSE) has infroduced a new Structured
Medication Review (SMR) service within forming Primary Care NMetworks (PCMs) during the COWVID-

19 pandemic. Policy drivers are addressing problematic polypharmacy, reducing avoidable <k Download PDF ¥ Share
Article Alerts T

hospitalisations and delivering betier value from medicines spending. This paper explores early o sEaE s |

- - , . L ) B Email Article Mendel

implementation of the SMR from the perspective of the primary care clinical pharmacist workforce. M enasley

) ) ) ) ) ) ) . . i@ Citation Tools
Aim: To identify factors affeciing the early implementafion of the SMR service. Design and setting:
Clualitative inferview study in general practice Sepiember 2020 fo June 2021. Method: Two semi-

structured inferviews were carried oul with 10 newly appointed pharmacists in 10 PCHs in Morthern Jump to section

England; and one with 10 pharmacists already esfablished in GF practices in 10 other PCHs across Top

England. Audio-recordings were franscribed verbatim and a modified framework method supported Article

a conslructionist thematic analysis. Resulis: SMRBEs were mot yet a PCH priority and SME Info

implementation was largely delegated to individual pharmacists, with those already in general eletters

praciice appearing more ready for thiz. New pharmacists were on the primary care education G FDF

pathway and drew on pre-existing practice frames, habits and heuristics. Those lacking in pafient-

facing expertise socught template driven, institution-centred, practice. Consequently, SMR praciices Keywords

reverted to prior medication review practices, compromising the disfinct purposes of the new Primary Health Care, pharmacy, consuliation standards,
service. Conclusion: Early SMR implementation did not match the vizion for patients presented in implementation, General Practice. medication review

policy of an invited, holistic, shared-decision-making opportunity offered by well-trained pharmacists.

There iz an important opportunity cost of SMR implementation without prior adequate skills We recommend

development, testing and refining.

Structured medication reviews: origins, implementation, evidence,




SMR identification within a PCN

e Supply and Demand

* PCN Board level agreement




PCN Prioritisation )))

POOLE BAY & BOURNEMOUTH
RRRRRRRRRRRRRRRRRR

* ~80% Proactive
* Primary focus: All 10+ meds / IIFSMR 01 A, B, D

» Secondary focus: NSAID /DAMN / ACB 6+ / plus Medicines with high risk of
harm > 120mg / day morphine equivalents

* ~20% Reactive
 Referral by clinician / patient / carer / agency




Supply : Pharmacist sessions available to perform SMRs

Based on 44 weeks / year

e e

SW 3 132

AB Care Home Pharmacist 3 132

(2 days via community trust DHC

SLA)

RAM 5 220

(2.5 days via community trust

DHC SLA)

PCN 11 sessions 484 sessions

Total sessions (3 hrs each)




Demand 1: Polypharmacy & high risk medicines
patients based on NHSBSA EPACT Feb-March 2022

https://www.nhsbsa.nhs.uk/epact2

(2 month period to give accurate picture. Includes housebound & care home patients )
* Fall within 8+ med group

Practice / PCN 10+ meds 8+ meds NSAID/ DAMN* | ACB 6+* Anti
thrombotlcs x3

- 78(107*) 26 (39%) 0 (2%)

) - o o |
o - o o |
PCN - 1121 140 (188*) 59 (98*) 0 (2*)



https://www.nhsbsa.nhs.uk/epact2

Demand 2 : |IF groups agreed as priority by PCN

(S1 GPES extraction )

SMR 01A SMR 01B SMR 01D Total
PINCER Severe Frailty Care Homes
B ----




Demand 3: Total proactive SMRs to complete for PCN

Based on 60 mins / SMR including pre and post follow up 15 min appt

10+ meds SMR 01 ABD NSAID/DAMN /
ACB / Anti-
thrombotics
PCN ----




Demand 3a: Primary focus proactive SMRs to complete for
PCN

Based on 60 mins / SMR including pre and post follow up 15 min appt

- =




PCN Prioritisation )))

POOLE BAY & BOURNEMOUTH
RRRRRRRRRRRRRRRRRR

* ~80% Proactive 368/484 sessions
* Primary focus: All 10+ meds / IIFSMR 01 A, B, D

» Secondary focus: NSAID /DAMN / ACB 6+ / plus Medicines with high risk of
harm > 120mg / day morphine equivalents

* ¥20% Reactive 116/484 sessions
 Referral by clinician / patient / carer / agency




SMR Review by Pharmacists

1. Identify and
Prioritise patient
for review

3. Patient-centered

Consultation with
shared decision = -
making
SMR consultation template checklist S. Co-ordinate

1. 1demify what matters most to patient at the cutset
2. Negotiate shared agenda and goals care and
3. Take a good history and undertake medicines recondi liation Collaborate
4. 1denify potentially inappropriate medicnes (PIiMs) and medicines

needs/risks

support

5. Use & Imerpret research evidence in context of individual patient
situation and goals
Use your clinical judgement to ensure medicines appropriate (safe
and effective) in the individual patient’s circumstances

7. Check willingness and capability to adhere to medicines

8. Agree and document an action plan for the medicines reviewed (Incl
changes, support, follow up, monitoring. sign posting, referral, safety

Author: Lelly Oboh, Consultant Pharmacist, Care of Older People
31/3/21, Version 1.0
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Gold standard: SMR and holistic LTC one stop
reviews

* If Clinical Pharmacist has required clinical competencies then can
perform LTC QOF reviews at the same time as an SMR

* e.g. Diabetes / Asthma / COPD / CVD ie one-stop shop GOLD
Standard

* Invitation letters reflect this and explain clinical pharmacist’s role

* Benefits to Patients , GPs and practice



Gold standard: SMR and holistic LTC
one stop reviews




Table 1: Medicines Optimisation issues identified during consultation

Wessex

Frequency

Impact of practice based clinical pharmacist led medication

' [ ' Aeademic Health
reviews on ambulafory patients with hyper polypharmacy e Number of medicines pre-consultation 1l (mecan) 1019
/&'& Number of medicines post-consultation 10 {median) 818
Sreven D Willlams Senlor Clinlcal Pharmaclst, Lawrence D Brad GP Parmer Westbourne Medlcal Cenire, s
Bournemouth, Dorset 0L ¢ Mumber of patients with medicines stopped 20/32 (63%) -4

Background

# Problematic polypharmacy isa ‘wicked
problem’ at the heart of medicines usage in
patients with multi-morbidiny, and review by
medicines experts in primary care is essential

# RCGP has called for older patients to have

Findings

» B850ut of 17000 (05 %) patients were
receiving 2 10 medicines

# 17/85 [44%) patients were excluded
(17 were house bound or in a care home,
20 had dementia, were palliative or had died)

# The median age of the 32 eligible patients
was 835 [range 75~ 95), male to female rafio
47.53% with a median Rockwood clinical fraily

score of 4 {range 3- 6)
® 30/32(94%) patients had their medicafion

support fo manage their medication and the
need recognised with health and social care
services to ensure that approprite plars are
in place?

\

# 34/48 patients (71%) patients replied to
the letter and were seen by the clinical
pharmacist, 2 were excluded as they were
taking < 10 medicines

regimens optimised See table 1 for defails

o 28/32 (8BY%) patients completed the
safisfaction survey, and all rated the overall
consulfation as very good to outstanding
(median score 6 = excellent). All elements
of the survey had a median score of 6

To assess the impact of medication reviews by
a clinical pharmacist in ambulatory patients with
hyper polypharmacy ( 2 10 medicines)

>
Discussion

# The true value of clinical pharmacists conducting
medication review needs further examination on
a larger scale across multiple sites, and should
include follow up data regarding subsequent
consultations and hospiral admissions

# A limitation of this work was that the pharmacist
was susceptible ro the Hawthorne effect

Table 1: Medicines Optimisation issues identified during consultation

Frequency

& There is an opportunity for practices fo adjust
their team skill mix and pricritise patients
with multiple @QOF recalls being reviewed by
clinical pharmacists. This should allow practice
nurses to focus on patients with single long-
term conditions in addition to their provision
of acute care

at least 1 medicine
7/20 (35%) a high risk medicine®

adherence issue identified

Number of patients with high risk medicines® 7/32 (22%) 1
stopped NSAID =2
Antiplareler = 3

Diuretic = 2
Number of patients with at least 1 medication 24/32 (75 %) 12
dose changed
Number of patients with at least T new 4/32 (12.5 %) 12
medication started
MNumber of patients with at least 1 medication 15/32 (47 %) 13
ADR identified
MNumber of patients with at least 1 medication 12/32 (38%) 1

* High risk medicines associated with preventable drug-related admissions to hospital: NSAIDS

Anti-thrombotics, Anti-platelets, Diuretics

Conclusion

# All patients highly rated medication reviews
with a clinical pharmacist, nearly all had their
medication regimens optimised and a fifth
had a high-risk medicine associated with
preventable drug-related admissions stopped

# This mode| of care supports the RCGP
recommendation to prioritise the care
of patients living with multiple long-term
conditions by adopting face to face dedicated
medicine reviews incorporating the skills of
(Ps and practice-based pharmacists




Thanks for listening
Any questions ?

Steve Williams
@stevechemist

One less pill



Additional Slides if needed for questions NOT
for circulation



Over prescribing

“All prescribing decisions should come with an indication (that
might change), a time period (as short as possible), a dose (as
small as possible), side-effects/complications (that might
multiply with time) and cost (as low as possible if generic is
effective)”

Susan Bewley MA MD FRCOG
Professor (emeritus) of Obstetrics and Women's Health

King's College London
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Clinicians

GPs, advanced nurse practitioners, practice

nurses, pharmacists, paramedics, physios

= Pharmacy technicians, healthcare technicians,
physician associates, district nurses
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THE SIZE OF THE POLYPHARMACY PROBLEM 2022 Top 5 Polypharmacy

The World Health Organisation has highlighted the suboptimal use of medicines as a major problem worldwide. It estimates that more f I
than half of all medicines are prescribed, dispensed or sold inappropriately, and that half of all patients fail to take them correctly. aCtl Ons Or C I n ICI a nS
Risks of not addressing polypharmacy include:

~7 INGREASED RISK OF HARM & :
INCREASED RISK OF NON-ADHERANCE/MEDICINE ERROR 3.60 = 24 A | Ways consi d er
~7 INCREASED RISK OF HOSPITAL ADMISSION 3.40 =, . = current
: o - indication/contraind
(THE DORSET o ication & dose for
STATISTICS SEL N PO )
200 2 every patient on
] [ ] Y 2.20
¥ 817,691 P 256,178 § %108 these top 5
of dorset © residents PERCENTAGE OF PATIENTS PRESCRIBED A NSAID AND ONE OR MORE OTHER UNIQUE medicine groups
MEDICINES LIKELY TO CAUSE KIDNEY INJURY (DAMN MEDICINES) - ALL AGES
i 9\!?1'93“2:! w nsu?nét:ruof34 DORSET CCG highlighted within results for SOUTH WEST during Jan-22
moderate/ tients on .
Severs frity T ropeat Anticoagulants
i Opioids
5.00 = = 11.50 - =
4.80 - gfé EE 11.00 - NSAIDS
. 460 & €5 - 1050 = _ - . .
PV s, = om0 Diuretics
San B o B3 . - 950 2 =z OC
:;E 5 == 900 Z s, 02 ACB* drugs
Y 380 25 T ogs0 =2 s =
3.60 8.00
*ACB =Anticholinergic
PERCENTAGE OF PATIENTS PRESCRIBED 10 OR MORE UNIQUE MEDICINGES - ALL AGES PERCENTAGE OF PATIENTS PRESCRIBED 8 OR MORE UNIQUE MEDICINGES - AL AGES Burden
DORSET CCG highlighted within results for SOUTH WEST during Jan-22 DORSET CCG highlighted within results for SOUTH WEST during Jan-22

http://www.acbcalc.com/

BMNSSG: Bristol, North Somerset and South Gloucestershire. BSW: Bath and North East Somerset, Swindon and Wiltshire. Source: NHS BSA EPACTZ2 *



http://www.acbcalc.com/

New horizons in deprescribing for older people

Henry J.Woodford, James Fisher Age and Ageing 2019; 48: 768—775

doi: 10.1093/ageing/afz109

H. ) Woodford and ). Fisher

Probability
F,

\

Beneficial effects

Adverse effects

-

Age

Figurc 1. The drug-agcing paradox.

Reduced efficacy (increased number needed to treat)

- Frailty — impaired function of the physiological
systems that are the target of medications

- Competing causes of death

- Death before therapeutic benefit occurs (e.g.
statins)

- Co-morbidity (e.g. cerebrovascular and
neurodegenerative pathologies)

- Reduced adherence

Increased adverse effects (reduced number needed
to harm)

- Drug-drug interactions (polypharmacy)

- Drug-disease interactions {(multimorbidity)

- Drug-frailty interactions (pharmacokinetic and
pharmacodynamics changes)

- Atypical presentations of adverse drug
reactions {misrecognition may lead to
prescription cascades)

e Therapeutic burden {including care
fragmentation)







Reactive

Healthcare
professional or
healthcare worker
highlights concern
about the growing
number of
medicines a person
is trying to manage.







Date of Next Service

06/12/2011

Date of Next MOT

04/12/2017

Date of Next Brake Fluid

Date of Next Cambelt 04/12/2018

air con service due

wipers and
eration. N

>er blades Y

Brake fluid change due
No history of cambelt change

1gine oil

 level N

= Min =)
A —

Service light on.

N

Y

Check OSF tyre
Check NSR tyre
Check OSR tyre

N

B 'mmediate Attention

m
) Pressure

Tyre Size/Comment

(Location)

Nuts? (Location)

Price
Inc. VAT

Immediate Attention
R:




‘0 stop or not to stop medicines in hospital:
‘hat is the question 7

* Yes - If critical / life threatening to patient whether the reason for the
admission or not

* Consider- If not critical but related to reason for hospital admission
and can make a complete & shared decision with the patient /
advocate

* No - For everything else BUT document advisory notices on the
discharge letter BUT don’t state the bleedin obvious....



