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· NHS England (NHSE) launched the Clinical Pharmacists in General Practice scheme in 2015.
· It promotes a ‘patient-facing’ role for pharmacists.
· ‘All scheme pharmacists are enrolled on the general practice pharmacist training pathway (GPPTP).’
· But in spite of this, ‘there is little insight into the role and activities undertaken’.
· ‘As the clinical pharmacist in general practice role is relatively new, there are few studies exploring its nature and evolution. Little is known about the types of activities clinical pharmacists can and do perform in general practice, whether they are situated in patient-facing roles, and how integrated they are into practice.’
· The aim of this study was ‘To investigate the role evolution and integration of clinical pharmacists in general practice in England.’
· It administered an ‘online longitudinal survey’ to all 457 phase 1 GPPTP registrants, firstly when they joined the scheme and secondly at the 6 month mark. 
· 46% responded to the survey the first time, and 52% responded at the 6-month mark. 158 registrants completed both surveys.
· The survey sought to measure ‘perceived knowledge, skill, and confidence, activities performed, and perceptions of practice integration, environment, and support’.
· Perceived knowledge, skill and confidence increased over the 6 months for all areas except the management of acute or common illness.
· ‘Scope of practice increased significantly, particularly in patient-facing activities.’
· At the 6-month mark, ‘the top three activities performed were providing telephone support to patients, medicines reconciliation, and requests for biochemistry/other test results’.
· ‘The largest increases in scope of practice were seen in running clinics with patients, managing specific long-term conditions, and QOF.’
· Sharing office space with admin staff was common, and 13% of participants said they had no designated work area. mark was ‘fairly high’ (median = 5 on a scale of 1–7) but one third of participants thought they had ‘too little’ support from GPs.
· ‘In terms of competency, the only topic that did not see a significant increase was the management of acute and common ailments, and less than 25% of pharmacists reported performing this activity… Once the domain of the GP and now increasingly that of the nurse practitioner, there may be little need for the general practice pharmacist to enter this domain.’
· The study ‘highlights the question of the longevity of the patient-facing role for general practice pharmacists once the pharmacist completes the GPPTP or the NHSE scheme funding ceases, and practices face decisions about funding pharmacists from their own budgets.’
· Conclusion: Practices need to be ‘realistic’ about the need to support pharmacists, ‘and not expect an immediate reduction in workload’.
· The trouble is, if practices accept pharmacists into their workplaces, it’s often going to be in expectation of an immediate reduction in workload; and if it turns out that the pharmacist actually requires a lot of input before that reduction can start to materialise, then an already-overworked team may struggle to cope.
· On the other hand any new member of the team has got to be made to feel welcome, allowed to find his or her feet and given plenty of support, encouragement and information in the early stages. It’s only if you’re prepared to make that kind of investment of time and effort that you’ll start to get good results later on.
· On the other hand again, generally when you take on a new member of staff you do so through an interview process, which means that you’re selecting your favourite candidate from a range of applicants, and you’re already favourably-disposed towards them before they start. With ‘placement’ schemes it’s sometimes possible to feel that you’ve been lumbered with someone completely unsuitable…
Releasing GP capacity with pharmacy prescribing support and New Ways of Working: a prospective observational cohort study
British Journal of General Practice 2018; 68 (675): e735-e742. DOI: https://doi.org/10.3399/bjgp18X699137
Margaret Maskrey, Chris F Johnson, Jason Cormack, Margaret Ryan and Hector Macdonald
· ‘General practice in the UK is experiencing a workforce crisis. However, it is unknown what impact prescribing support teams may have on freeing up GP capacity and time for clinical activities.’
· This was an observational study in 16 urban general practices in Scotland (namely Inverclyde Health and Social Care Partnership).
· The study was carried out between April 2016 and March 2017.
· ‘GPs recorded the time they spent dealing with special requests, immediate discharges, outpatient requests, and other prescribing issues for 2 weeks prior to the study and for two equivalent periods during the study.’
· ‘Specialist clinical pharmacists performed these key prescribing activities to release GP time.’
· GP time spent on ‘key prescribing activities’ was reduced by 51% (4.9 hours per practice per week).
· ‘The additional clinical pharmacist resource was well received and appreciated by GPs and practices. As well as freeing up GP capacity, practices and practitioners also identified improvements in patient safety, positive effects on staff morale, and reductions in stress.’
· But ‘practice expectations and time constraints created new challenges’.
· This study isn’t written up in a great deal of detail, but it does seem to suggest that before the pharmacists came to work in general practice certain areas where they could help out had already been earmarked – with the result that they had ready-made functions they were expected to perform, rather than being left to try and find ways in which they might be able to make themselves useful.
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· Physiotherapists are already working in primary care as first contact practitioners (FCP) to assess people with musculoskeletal problems instead of GPs.
· But ‘There are no published data on these types of services’.
· The aim of this study was to evaluate 2 years’ worth of data (patient outcomes and patient experience) from 2 GP practices in the Forth Valley, where a first-contact physiotherapy service was launched in November 2015.
· ‘Data were collected from every patient contact in the first 2 years’, including ‘outcomes of appointments, GP support, capacity of the service, referral rates to physiotherapy and orthopaedics, numbers of steroid injections, and outcomes from orthopaedic referrals’.
· There was also a patient experience questionnaire.
· There were 8417 contacts in total. 
· 7348 (87.3%) were managed within primary care.
· 5083 (60.4%) required self-management alone.
· ‘Referrals to orthopaedics were substantially reduced in both practices. Practice A from 1.1 to 0.7 per 1000 patients; practice B from 2.4 to 0.8 per 1000 patients.’
· Of referrals made to orthopaedics by the physiotherapists, 86% were considered appropriate.
· GP review was only required for 1% of the patients seen by the physiotherapists.
· ‘Patients reported positive views regarding the service.’
· Conclusion: this service ‘has the potential to significantly reduce workload for GPs as the service requires minimal GP support’.
· On the other hand, I bet those physiotherapists didn’t have to share their workspace with admin staff like the pharmacists did…
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· This retrospective study analysed data from nine general practices using the ‘AskMyGP’ triage system from May-July 2017. It used both quantitative and qualitative approaches.
· In the AskMyGP system, patients fill out an online form on the practice website. The system is not intended for emergencies. The form is received by the practice, and within opening hours the submitter should receive a response within an hour (next working day if outside of opening hours). This response doesn’t have to be from a GP; the form is often used for administrative requests, and the response may therefore be from a member of the admin team.
· Data came from 5447 patients. 
· Quantitative analysis identified ‘characteristics of users, patterns-of-use, and reasons given by patients for using the platform’.
· There was also qualitative analysis of 569 free-text comments left by the patients.
· ‘Recent years have seen the introduction of online triage allowing patients to describe their problem via an online form. Subsequently, a GP telephones the patient, conducting a telephone consultation or arranging a face-to-face consultation.’
· Highest levels of use were in females (65.5% of users) and patients aged 25-34.
· ‘Patterns of use were high between 0800 and 0959, and on Mondays and Tuesdays.’ The system was little-used outside normal GP opening hours.
· ‘Common reasons for using the platform were for medication-related enquiries, for administrative requests, and to report a specific symptom.’
· Enquiry about medication: 10.29%; administrative request: 8.44%; reporting a specific symptom: 8.35%. 
· ‘Mental health-related queries accounted for 4.47%’, and ‘Just 1.61% reported wanting to discuss multiple conditions’.
· Comments on the system ranged from people who liked not having to make a phonecall (‘Love this. If you are feeling poorly the last thing you want to do first thing in the morning is make a phone call’) to people who felt they were missing out on human contact (‘This a very frustrating way of dealing with patients. I want to explain to a person not a computer.’).
· People with different disabilities had different views: ‘For a deaf person it is marvellous to be able to communicate without using a voice phone’, as against ‘Having a sight problem, I need help to fill this in’.
· Some patients struggled with the system because of their working circumstances: ‘Difficult to wait by phone to take a call as driving instructor’; ‘Sometimes I have missed a call because I have been busy at work...’
· Conclusion: it works better for some patients than others, and it’s more appropriate for some types of problem than others. 
· There’s no analysis here of whether it actually saves time for the practice. 
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· ‘Despite patient preference and many known benefits, continuity of care is in decline in general practice.’
· The commonest method of measuring continuity is the Usual Provider of Care (UPC) index, but ‘This requires a number of appointments per patient and a relatively long timeframe’.
· The UPC index is ‘the ratio of the number of times an individual visited their main provider to the total number of times the individual visited all providers’ (see dictionary.hdns.dal.ca/concept.../continuity-care-usual-provider-continuity-upc-index).
· ‘The aim of this study was to describe the St Leonard’s Index of Continuity of Care (SLICC)… and demonstrate how it has been used in service in general practice.’
· To calculate the SLICC, you just tot up all the appointments in a particular group and/or time-frame – for example, all Monday morning appointments, then just work out how many patients saw ‘their personal/registered GP’ (as against any old GP that happened to be available).
· You’ve probably spotted the flaw in this system straight away. The ‘personal/registered GP’ isn’t always the one the patient would actually like to see. ‘I saw Dr Sympathetic last week about my little problem down below, and I’d rather see her again this time.’ The real litmus-test of continuity, in other words, is whether patients get to see who they actually want to see.
· However, they tried out the SLICC system monthly from 2016-2017 in an Exeter general practice with 8823-9409 patients and seven part-time partners.
· In the 2- year study period, 51.7% of appointments were with the patients’ ‘personal doctor’.
· Patients aged 65 and over had a higher level of continuity – 64.9%. Surprise surprise.
· ‘This method could provide working GPs with a simple way to track continuity of care.’
· Simple, but a bit crappy.
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· Migraine affects about 15% of the population.
· It is the seventh highest cause worldwide of years lost to disability.
· ‘During severe attacks patients often find it difficult to function, which can lead to significant problems at home and in the workplace.’
· Tell me about it. Everybody at my bloody surgery gets migraine, apart from me. Apparently I’m not allowed to count my hangovers.
· ‘Chronic migraine’ means you average more than 15 days of headache per month for three months or more.
· Lifestyle changes and migraine preventives can reduce the severity and frequency of migraines, but they don’t work for everyone.
· Some patients end up making ‘liberal use of simple analgesics’, which can then lead to ‘medication-overuse headaches’.
· ‘A high proportion of patients referred to neurology clinics report that they do not like taking daily oral medication, which is either poorly tolerated or ineffective.’
· In the last five years a range of alternative treatments has been developed: ‘CBT and mindfulness training, acupuncture, the use of botulinum toxin, electrical nerve stimulation, occipital nerve blocks, and therapies that target the calcitonin gene-related peptide (CGRP) pathway.’
· CBT (including ‘stress management, relaxation and biofeedback techniques’) can help with ‘dysfunctional thinking’ which often accompanies pain and leads to psychological symptoms (such as depression, anxiety, insomnia). 
· ‘Some patients receiving CBT also report less pain during migraine attacks’.
· Mindfulness is ‘the act of being intensely aware of what you’re sensing and feeling at every moment – without interpretation or judgement’.
· Preliminary data from an ongoing study indicates that mindfulness can produce a ‘similar reduction in headache frequency compared to migraine preventives’.
· Patients receiving mindfulness training also showed ‘evidence of significant clinical improvement’ and took fewer acute medications than those on pharmaceutical treatment, and they often reported ‘feeling more connected to their bodies and more in control of their symptoms’.
· Mindfulness is ‘not for everyone’, however. It doesn’t seem to suit video game addicts or serial killers.
· Acupuncture – a Cochrane review concluded that acupuncture reduced the frequency of attacks in episodic migraine, and that it ‘may be at least similarly effective as treatment with prophylactic drugs’. 
· It’s also recommended by NICE.
· Botulinum toxin – this is another one recommended by NICE, but in order to qualify for the treatment you have to have chronic migraine and ‘have already failed on three migraine preventives’.
· There’s now ‘a significant body of evidence’ in favour of prophylactic botox treament for chronic migraine, and it seems to be ‘very effective in the majority of patients’.
· ‘Non-invasive nerve stimulation with the gammaCore ® (electroCore) device has been shown to be safe and effective in the treatment of acute cluster headaches and has the potential to reduce triptan use.’
· It involves stimulation of the vagus nerve by pressing the device at the side of the neck – the mechanism of action is unknown, but it might be something to with the trigeminal pain pathways.
· ‘Transcutaneous stimulation of the supraorbital nerve with the Cefaly® (Cefaly Technology) device has been shown to be beneficial in reducing headache days in patients with frequent episodic migraine.’
· And while we’re on the gadgets and gizmos, there’s also a device called the eNeura® (eNeura Inc) which is a ‘transcranial magnet’ you put on the back of your head for a quick pulse of magnetism during a migraine attack. There is ‘some evidence’ that this helps in acute migraine attacks, and it may also help to prevent migraines.
· ‘Use of gammaCore and eNeura devices currently require authorisation by a clinician specialising in headache.’ The Cefaly, on the other hand, can be bought by the patients themselves.
· As can Dr Hairy’s Magical Anti-Migraine Bobble Hat! Pop it on any time, anywhere! There’s ‘some evidence’ it keeps your noggin warm in the winter!
· Greater occipital nerve blocks (GONBs) are frequently used for occipital neuralgia and cervicogenic headache.
· A recent study showed that bilateral GONBs help patients with chronic migraine, and they may be an alternative to botox where this is not effective.
· CGRP receptor antagonists and antibodies against CGRP: these are ‘a novel wave of therapies which target CGRP, an important molecule which has been implicated in the pathophysiology of migraine’.
· They seem to be ‘well tolerated, safe, and effective in migraine prevention’.
· Dosing is likely to be via monthly subcutaneous injections.
· However, as they’re new treatments, investigations are still ongoing and costs are likely to be high.
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· Increasing age, comorbidity and frailty may shift the balance between harms and benefits of treatment, particularly for preventive medication.
· However, deprescription is often neglected.
· ‘There have been reports’ of over one-third of older patients using ‘potentially inappropriate’ medication.
· There is a lack of consensus about cardiovascular risk management in older patients, as this age group is under-represented in RCTs.
· Trials with older participants conducted during the last two decades have suggested that ‘some cardiovascular drugs, such as antihypertensive medication, can effectively prevent cardiovascular disease, even for the oldest old (>80 years)’.
· However, it is questionable whether these findings can be generalised to the older population as a whole, especially multimorbid and frail patients.
· It is also unclear whether preventive treatment is useful in those with limited life expectancy due to severe illness (eg. heart failure or cancer).
· Side effects, eg. for statins, ‘gain importance with increasing age’ as the goals shift from preventing illness and mortality to maintaining life-quality and functional independence.
· Polypharmacy is associated with ‘drug-related hospital admissions, increased fall risk, mortality, and poor functional outcomes’.
· There are limited numbers of deprescribing trials, partly because drug companies have no interest in financing them; but the limited information available suggests that deprescibing can often be done with ‘no apparent harm’, and only a few patients having to restart their medication.
· ‘Trials with a longer follow-up in frail older adults or older people with a limited life expectancy are needed...’
· It is one of the GP’s core tasks ‘to scrutinise the pros and cons of prescription and deprescription’, but because of ‘time constraints and automated prescription routines’ the default position is just to keep re-prescribing whatever is on the patient’s repeat prescription list.
· A barrier to deprescription is ‘anticipated regret’ - fear of a potentially preventable adverse outcome.
· ‘GPs… foresee that events occurring after deprescription will be attributed to the withdrawal of medication’, and that if they suggest discontinuation of treatment they may ‘inadvertently convey the message that they are giving up on their patients’.
· ‘Good consultation is therefore required’ - the patient wants to be a ‘good patient’ and keep going with the medication; the GP doesn’t want to risk an adverse event; and the status quo is likely to prevail unless a proper discussion about the pros and cons takes place.
· A multidisciplinary approach, and ‘integration with existing programmes, such as the comprehensive geriatric assessment’ (? the what?) may be helpful.
· It’s a tricky area. Your frail and multimorbid patients are quite likely to shuttle in and out of hospital, and every time they come out of hospital their medication list has been changed, and unless it’s something patently stupid, like putting a 95 year old on a statin, you feel more or less obliged to go along with what the hospital has decided.
· Your frail and multimorbid patients are also quite likely to be under the care of a number of different consultants, and it’s awkward to start taking them off things without checking with the consultants first. The last thing you want is a scenario where you take them off something and the consultant promptly sticks them back on it. But who’s got the time to keep checking with consultants about that sort of thing? And if you do take the trouble to do it, the chances are your patient’s either going to be re-hospitalised or dead before you get a reply.
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· The aim of this study was ‘to examine the feasibility and safety of discontinuation of medication, with a focus on studies that have been conducted in the community, that is, primary care and nursing homes’.
· 27 studies, published 2005-2017, were included.
· Participant numbers in the studies varied from 20-2471 and the mean age ranged from 50.3 years to 89.2 years.
· ‘The proportion of patients who successfully stopped their medication varied from 20% to 100%, and the range of reported relapse varied from 1.9% to 80%.’
· No deaths or other adverse events (such as strokes) are mentioned… It might have been useful to have some analysis of deaths and adverse events, and whether these could be related to the drugs that had been stopped…
· However, the authors’ conclusion is that ‘deprescribing and cessation of long-term use seem safe’, despite the ‘risk of relapse of symptoms’, so perhaps there weren’t any deaths or adverse events at all. Which makes you wonder whether the drugs were actually doing any good in the first place.
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· Non-response to antidepressants is a common problem in primary care, but little is known about how GPs manage it.
· The aim of this study was ‘to describe usual care’ for the patients with this problem.
· Data was drawn from a randomised controlled trial in a UK primary care multicentre.
· 235 patients with TRD (treatment-resistant depression) were followed up at 3-month intervals for a year.
· The mean age of the patients was 50 years and most (n = 178, 76%) were female.
· The duration of their current episode of depression was at least 2 years for 60% of patients, 89% of them had a secondary diagnosis of ‘an anxiety disorder’, and 77% ‘self-reported a longstanding illness or disability’.
· 91%  were taking a single antidepressant (monotherapy), with citalopram and fluoxetine being the two most common drugs.
· The patients were asked to self-report on their care, and there were also ‘14 semi-structured face-to-face interviews’ which were analysed thematically.
· Most patients (79%) continued on the same dose of a single antidepressant from baseline to 3 months, and figures were similar for later follow-ups (72%). 
· ‘Medication changes (increasing dose; switching to a different antidepressant; adding a second antidepressant) were uncommon.’
· ‘Few [patients] accessed other treatments or were referred to secondary care.’
· When patients came for consultations, these ‘focused on other [physical] health concerns’. The authors speculate that ‘The high prevalence of physical and psychological comorbidity means that, when these patients consult, their depression may not be discussed.’
· In the interviews, ‘Many participants commented that they had been taking antidepressants for years’, but on the other hand ‘Almost all the participants mentioned not wanting to continue antidepressants long term’.
· But on the other hand again, ‘patients were reluctant to reduce or stop their medication, even when their mood had improved’. One commented: ‘The thing is you only know with these things that they’re doing some sort of good when you try to give them up and then suddenly you feel twice as bad.’
· ‘Antidepressants were generally collected as repeat prescriptions and most participants did not describe active review by the GP.’
· Conclusion: ‘It is standard practice in primary care to have nurse-led clinics to review the care of those with long-term physical conditions such as diabetes, COPD, and cardiovascular disease. It is time to ensure that equivalent strategies are in place for the active management of the large number of patients whose depression does not improve after an initial course of antidepressant treatment.’
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· Polypharmacy is common amongst older people (if you haven’t got that idea by now, then you haven’t been paying attention), and so is the use of herbal medicinal products (HMPs) and dietary supplements.
· The aim of this study was ‘to establish the prevalance of concurrent prescription drugs, HMPs, and dietary supplements… and identify potential interactions’.
· The study was based on two general practices in South East England (a small rural practice in Essex and a big multi-ethnic one in Haringey).
· Questionnaires were posted to 400 older adults aged ≥65 years, identified as taking ≥1 prescription drug.
· 155 of these were returned (a response rate of 38.8%) and the prevalence of concurrent HMPs and dietary supplements with prescriptions was 33.6%.
· Females were more likely than males to be concurrent users – 43.4% versus 22.5%.
· The number of HMPs and dietary supplements ranged from 1-8.
· The majority of concurrent users (78%) used dietary supplements (commonly cod-liver oil, glucosamine, multivitamins and good old vitamin D).
· 20% used only HMPs (evening primrose oil, valerian and Nytol Herbal (containing hops, gentian and passion flower)).
· ‘Sixteen participants (32.6%) were at risk of potential adverse drug interactions.’
· ‘Potential interactions between combinations of prescription drugs, HMPs, and dietary supplements were assessed using Stockley’s Herbal Medicines Interactions (https://about.medicinescomplete.com/publication/stockleys-herbal-medicines-interactions-2/).’
· Three interactions were rated as ‘significant hazard’ - Bonecal (Pharmanutra) with levothyroxine; peppermint with lansoprazole; and St John’s wort with amlodipine.
· There were also another three ‘potentially hazardous’ and 21 ‘doubtful’ combinations.
· Conclusion: ‘GPs should routinely ask questions regarding herbal and supplement use’.
· Yeah, but then you’ve got to go and look up all the potential interactions, haven’t you? Bloody hell.

