[image: ]



Chronic Disease Monitoring Profiles - Questions and Answers  

Bristol, North Somerset and South Gloucestershire (BNSSG) Clinical Commissioning Group has been working with clinical colleagues to develop standardised chronic disease blood profiles for BNSSG. The aim of this work is to release general practice capacity, reduce the risk of patient harm, improve patient experience, reduce blood test activity and make better use of health, care and service user resources. While talking to local nurses and GPs, the following questions were raised:

Q:  How were these profiles developed?
A: The revised chronic disease profiles represent a consensus of local and expert opinion, evaluating a broad evidence base incorporating NICE guidelines and QOF guidance.

Q: Are the profiles compulsory?
A:  No, the profiles are not compulsory however we advise they are used to standardise chronic disease monitoring across BNSSG.  

Q: Does this mean that some tests may be missed?
A:  The tests included within each profile have been selected for robust clinical reasons and in accordance with NICE guidelines and QOF guidance.  Unnecessary extra tests will not be included however there is still the option to add additional tests if it is clinically appropriate for a particular patient.  

Q:  Have screening tests been considered?
A:  Chronic disease profile tests involve monitoring the actual condition itself plus inevitable “screening tests” for closely related conditions or complications. In some instances thresholds for including additional “screening tests” are indistinct.  From GP and nurse feedback, differences of opinion on what tests to include were minor and the final profiles created refine and reflect existing best practice locally and nationally.

Q: Should B12 be tested annually for patients with Diabetes on Metformin medication?
A: The BNSSG Diabetes Clinical Lead advised that is it not necessary to include this test within the profile for the Diabetes annual review.  Clinicians may consider testing for B12 deficiency if there are early signs of neuropathy which can be a result of Diabetes progression or B12 deficiency.  

Q: Are we adding too many tests to the Coeliac monitoring profile/should we be monitoring individuals with asymptomatic Coeliac disease?
A:  We have further reviewed NICE guidelines and taken advice from a local gastroenterologist regarding this.  As a result, we have agreed to still include a profile for Coeliac monitoring however we have further refined the profile to include fewer tests.  



Q:  Are lipids needed to complete a Qrisk score?
A:  The HDL/Cholesterol test will provide the required clinical information to assist in completing the Qrisk score.  

Q: What does the ‘HDL/Cholesterol test’ include?
A: Cholesterol, HDL Cholesterol, Cholesterol:HDL Ratio and Non HDL Cholesterol.

Q: What does the ‘lipid profile test’ include?
A: Cholesterol, HDL Cholesterol, Cholesterol:HDL Ratio, Non HDL Cholesterol, LDL Cholesterol and Triglycerides.

Q: Is it safe to change Diabetes medication based on only a recent HbA1c test result for Type 2 Diabetes?
A:   The BNSSG Diabetes Clinical Lead advised that Diabetes medication adjustments can usually safely be made using the results of HbA1c taken recently and electrolytes results from within the last 6-12 months. Clinical judgement must be used depending on degree and progress pattern of renal disease.  It is advised that electrolytes are taken annually unless there is a specific clinical reason to repeat more frequently.  

Q: Is FBC necessary to test in CKD 3?
A:  Following feedback, we have subdivided CKD 3 in 3a and 3b and decided it was clinically appropriate to remove FBC from 3a. 

Q: Can I set the profiles screen as the front page on ICE?
A: Yes!  When in ICE, you can set the profiles screen to replace the common tests front page by selecting the “set as default panel” button when in the profiles screen.  Please contact bnssg.clinical.effectiveness@nhs.net if you need further guidance.  
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A patient is five times more likely to have

a test in 2015 than in 2000.

The same trends in testing can be seen, if not at

an even greater rate, in specialist services.

This causes waste because:

+ Of the increase in cost of testing

« To process and manage the tests requires 4924
extra full time GPs.

Each test may lead to subsequent re-testing, further
investigations, referrals and treatment of a finding.

* Some of that testing is unnecessary.

* Some of that is good, but sometimes the finding
was never going to cause a problem.

A false positive rate of 1%, would generating around 3m

extra, but unnecessary, hospital attendances a year.
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