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What a NICE guideline is....and
Isn’t

1 Produced in several different versions

1 Not a text book

1 Unlikely to cover all aspects of a clinical
% condition- built around series of ‘key

guestions’
1 Not a substitute for clinical judgement
1 Considered as development standard for
1 Healthcare Commission
1 Principles — variation in practice, burden of
1 disease, evidence base
1 Clinical and cost effective




Cardiovascular risk
estimation

SIGN guidance 2007- risk estimation
and prevention of cardiovascular
disease

NICE guidance 2008 — Risk estimation
and modification of lipids




Principle of importance

1Lipid modification on basis of overall
cardiovascular risk — NOT on basis of
cholesterol levels

1 Cardiovascular risk — product of multiple
risk factors e.g. smoking, BP, family

history, deprivation, cholesterol (total
cholesterol: HDL ratio)

1 Treat if CVD risk >20% in 10 years




SIGN guidance

1 Assess risk every 5 years
1 (New risk assessment tool — ASSIGN )

1 Advice and support diet, smoking, alcohal,
exercise

1 Use motivational interviewing

2 Treat BP if > 160/100

1 If cardiovascular risk >20% in 10 years
treat with simvastatin 40mg




NICE guidance

1 Targeted and systematic approach to
identification of patients for primary
prevention

1 Use information already on computer

systems for patients > 40 years —

1 ‘estimate’ of risk and invite for full
assessment prioritising those at highest
risk

1 Discussion with patient and assessment

1 Use Framingham equation for both
estimate and full assessment

1 Not need fasting blood sample for




Risk scores

1 Not include ethnicity (Framingham x 1.4)

1 Not include family history of premature
CVD (Framingham x 1.5 for one relative, 2
for more than one relative)

1 Not suitable for those already at high risk —
diabetics, lipid disorders

1 Patients at risk for other reasons — e.g.
connective tissue disorders, anti-
retrovirals, anti-psychotics




Modification of Lipids

1 Principle: use drugs for which there is
evidence of benefit on cardiovascular
outcomes (not just lower cholesterol)

1 Drugs trials have shown benefit of drugs -
not aimed to reach target levels

1 Primary prevention:

— If plan to use statins do one fasting level as good practice
Use simvastatin 40mg
No target
Repeat lipid levels according to choice of doctor and patient
No evidence from benefit of higher intensity statins
Check LFTs within 3 months and at one year, no need after that

1 Transammases >3 normal level
acceptable




Modification of Lipids

% Secondary prevention

1 Use simvastatin 40mg

1 |f total cholesterol level not < 4mmol/l or LDL-C
not < 2mmol/l, use simvastatin 80mg

1 (note not aiming to get all patients < these
values: over half will not get there using drugs
known to have benefit on cardiovascular

disease)




Modification of Lipids

1 Patients with ACS (acute coronary
syndrome) :

1 Treat higher intensity statin:
1 simvastatin 80mg or atorvastain 80mg




Atopic Eczema in Children




Education and Information

1 Provide written and verbal information with
practical demonstrations about:

— how much of the treatments to use
— how often to apply treatments
— when and how to step treatment up or down
— how to treat infected atopic eczema.
1 Provide:
— information on how to recognise flares

— instructions and treatments for managing
flares




Treatment

1 Emollients should be used continuously,

even when skin is clear and prescribed in large
quantities (250-500 g/week)

1Nnfections Offer information on how to:

— recognise symptoms and signs of bacterial
iInfection

— recognise eczema herpeticum

— access appropriate treatment when eczema
becomes infected.




Treatment - Corticosteroids

1 Potency should be tailored to severity:

— mild potency for face and neck, except for 3—5
days of moderate potency for severe flares

— moderate or potent preparations for short
periods only for flares in vulnerable sites

— do not use very potent preparations in
children without specialist dermatological
advice




Indications for Referral

1 Referral for specialist dermatological
advice is recommended for children with
atopic eczema if:

the diagnosis is, or has become, uncertain
management has not controlled the atopic eczema satisfactorily

atopic eczema on the face has not responded to appropriate
treatment

the child or parent/carer may benefit from specialist
advice on treatment application

contact allergic dermatitis is suspected

the atopic eczema is giving rise to significant social or
psychological problems for the child or parent/carer

atopic eczema is associated with severe and recurrent infections




Type 2 diabetes




Patient education

— Offer structured education to every person and/or
their carer at and around the time of diagnosis.

— Review and reinforce this annually.

— Inform people and their carers that structured
education is an integral part of diabetes care.

— Provide individualised and ongoing nutritional advice
from a healthcare professional with specific expertise
and competencies in nutrition.




Monitoring

1 HbA1C — target 6.5% but individualise
— 2- 6 monthly until stable -6 monthly once stable

1 Self-monitoring — offer to newly diagnosed only as
an integral part of self-management education

— to those on insulin therapy

— to monitor changes in therapy, inform re
hypoglycaemia, intercurrent iliness, safety in
activities

1 Review annually — how using results, impact on

QoL, continued benefit, skills and equipment




Blood glucose (simplified version!!)

1 Metformin.....
1 If HbA1C = 6.5 %: metformin + sulfonylurea
% Then HbA1C =7.5%: add glitazones or insulin

1 Then HbA1C =27.5%: Insulin + metformin +
sulfonylurea

8 Then HbA1C 27.5%: Increase insulin dose and
intensify regime (consider pioglitazone if
effective previously)

1 Exenatide an option if BMI = 35

1 Note new NICE guidance early 2009 re new
drugs




Blood pressure

1 Target < 140/80
1 |f CVS, eye or kidney damage, < 130/80

1 Start with ACE (if Afro-Caribbean start with
ACE plus CCB or diuretic)

1 Add CCB or diuretic

1 Add additional drug (wither CCB or
diuretic)

1 Add alpha blocker, b blocker or K+ sparing




Cardiovascular risk

1 Consider to be at high CV risk unless all of the
following apply:
1 not overweight

1 normotensive (< 140/80 mmHg in absence of
antihypertensive therapy)

1 no microalbuminuria

i non-smoker

1 no high-risk lipid profile

1 no history of CV disease

1 no family history of CV disease.




Cardiovascular risk

(1) < 40 years and poor CV risk profile (smoker,
family history etc)

(2) > 40 yrs and considered low risk use UKPDS
risk estimation tool — if >20 % risk in 10 years

(3) 40 years + and considered normal/high risk

1 Start all on simvastatin 40mg and increase to
simvastatin 80mg if not achieve total cholesterol
<4mmom/I or LDL-cholesterol < 2 mmom/I

If definite CVD or microabluminuria: consider
other higher intensity statins or statin plus
ezetimibe




High serum Triglycerides

1 Assess secondary causes — including poor
glycaemic control

1 TG remains > 4.5mmol/l offer fibrate

1 Consider trial of licensed omega-3 fish oils




Other drugs

1 Offer low dose aspirin (75mg) if 50 + yrs
and BP < 145/90

1 Offer low dose aspirin (75mg) if < 50 years
and significant other risk factors

1 Clopidogrel if clear aspirin intolerance




Irritable Bowel Syndrome




Initial Assessment
16 month history of ( )

bdominal pain or discomfort
loating
hange in bowel habit

AU
1Consider IBS diagnosis only if the person has

abdominal pain that is relieved by defaecation or
associated with altered bowel frequency or stool

form, and at least two symptoms from
a D

» altered stool passage

« abdominal bloating, distension, tension or hardness
» symptoms made worse by eating

* passage of mucus

AN 4




Diagnostic tests

1Do NOT do:

a

\

e ultrasound

* rigid/flexible sigmoidoscopy
 colonoscopy; barium enema
» thyroid function test

- faecal ova and parasite test
» faecal occult blood test

* hydrogen breath test (for lactose intolerance and

bacterial overgrowth).

4




But DO do:

/I EBC
1 ESR
1 CRP

I antibody testing for coeliac disease
(endomysial antibedies [EMA]
or tissue transglutaminase [T 1G])

<

4




Pharmacological therapy

1 Advise how to adjust dose of laxative or
antimotility agent
1 Consider low-dose TCAs as second-line

treatment - recommended only for their
analgesic effect

1 Self-help is very important - NICE/BDA
advice sheet available from
www.nice.org.uk




Familial
Hypercholesterolaemia

Prevalence 1in 500




Diagnosis

1 Diagnosis made by specialist — institute
cascade screening

1 Diagnosis not on cholesterol levels alone —
cholesterol levels plus ...

1 Always take a family history of premature
coronary artery disease; age and cause of
death and smoking history

1 Consider FH in adults with total cholesterol
> 7.5 mmol/litre, especially if personal or
family history of pemature coronary artery
disease.




Simon Broome criteria

1 Definite FH: Cholesterol level and tendon xanthoma or
DNA evidence of mutation

1 Possible FH: Cholesterol level and

1 family history of myocardial infarction <60 yrs (first-
degree relative)

1 or family history of similar raised cholesterol level

Total cholesterol LDL-C

Child/young person >6.7mmol/l >4mmol/I

Adult >7.5mmol/l >4 9mmol/I




Diagnosis

— In children, by the age of 10 years:

offer a DNA test if the family
mutation is known

measure LDL-C concentration if
the family mutation is not known

- cannot rule out on LDL-C levels
until post puberty




Management

1 Do not use risk estimation tools such as
Framingham — treat as at risk!

1 Aim for >50% reduction in LDL cholesterol levels

1 Likely to need high intensity statins or statins
plus ezetimibe

1 Additional drugs should be considered by
specialist only

1 Annual review

1 |f additional risk factors such as smoking,
diabetes should be treated by specialist




Treating children and young people

1 Needs to be done by specialist
1 Consider treatment by age 10

- age, family history of when premature
neart disease occured, other risk factors

Drugs

_DL —apheresis

1 Transplanatation




Pregnancy and breast feeding

1 Advice girls and women re effect lipid
lowering drugs on pregnany and foetus

1 COCP not generally contraindicated....but
explain and consider other options

1 Stop lipid lowering drugs 3 months before
trying to conceive

1 Do not use lipid lowering drugs when
breast feeding (can use resins)




Osteoarthritis




Treatment

1 Exercise should be a core treatment for people
with osteoarthritis, irrespective of age,
comorbidity, pain severity or disability.

1 Exercise should Include local mus_cle_
strengthening, and general aerobic fithess.

1 Offer paracetamol for pain relief in addition to
core treatment; regular dosing may be required.

1 Paracetamol and/or topical NSAIDs should be
considered ahead of oral NSAIDs, COX-2
Inhibitors or opioids.

% Co-prescribe PPIs (of low acquisition cost) with
oral NSAIDs and COX-2s




Surgical referral

i Consider referral for joint replacement surgery
those with joint symptoms that have a
substantial impact on their quality of life and are
refractory to non-surgical treatment.

1 Referral should be made before there is

prolonged and established functional limitation
and severe pain.

1 Referral for arthroscopic lavage and
debridement should not be offered as part of
treatment for osteoarthritis, unless the person
has knee osteoarthritis with a clear history of
mechanical locking (not gelling, ‘giving way’ or
X-ray evidence of loose bodies).




TIA and Acute stroke




Rapid recognition of
symptoms and diagnosis

Suspect a stroke? |  Use a validated tool
Act FAST. Call 999. the FAST tool to

F _ screen for stroke or
acial weakness

Can the person smile? Has their TIA OutS|de hOSpltaI

mouth or eye drooped?

Arm weakness

Can the person raise both

arms?

Speech problems
Can the person speak clearly and
understand what you say?
Test all three
symptoms

Stroke is a medical emergency. Reproduced with permission
By ralliog 999 sarly trsstraint oan e gt SREKE from The Stroke Association

Stroke helpline 0845 23033 100 www.stroke.org.uk

et Bt




Assessing patients who have had a
TIA and identifying those at risk of

stroke
1 Symptoms last <24 hours and resolved

1 History compatible with TIA

1 Aspirin 300mg
1 Consider:
— treatment with statins
— blood pressure treatment
— lifestyle advice
2 Assess risk of stroke with ABCD tool




High risk of stroke post TIA

1 ABCD and ABCD2 Prognostic score to
identify people at high risk of stroke after a
TIA. It is calculated based on:

1 A — age (260 years, 1 point)

1 B — blood pressure at presentation
(2140/90 mmHg, 1 point)

1 C — clinical features (unilateral weakness,
2 points or speech disturbance without
weakness, 1 point)

1 D — duration of symptoms (260 minutes, 2
points or 10—-59 minutes, 1 point).

1 The calculation of ABCD2 also includes




Risk of stroke

1 ABCD2 score of 2 4 — specialist
assessment within 24 hours

1 ABCD2 score < 3 — specialist assessment
within 1 week

12 or more TIAs in a week — treat as high
risk

1 TIA more than one week ago, treat as low
risk




Investigations and surgery

1 If vascular territory uncertain — high risk
iImaging within 24 hours, low risk imaging
within 1 week

1 Carotid imaging if candidate for carotid
surgery within one week of symptoms
onset

1 Surgery within 2 weeks of symptom onset
(surgery if stenosis > 70%)




Prophylaxis against SBE




Antibiotic Prophylaxis

1 Antibiotic prophylaxis is no longer offered
routinely for interventional procedures

1 At risk patients include

— adults and children with structural cardiac
conditions

— acquired valvular heart disease with stenosis
or regurgitation

— valve replacement
— structural congenital heart disease
— hypertrophic cardiomyopathy

__ nraviniic infartinvin andnf~arditie




Do NOT offer:

1 Antibiotic prophylaxis against infective endocarditis:
— to people undergoing dental procedures

— to people undergoing non-dental procedures at

the following sites:

1 upper and lower gastrointestinal tract

1 genitourinary tract; this includes urological, gynaecological and
obstetric procedures, and childbirth

1 upper and lower respiratory tract; this includes ear, nose and
throat procedures and bronchoscopy.

1 Do not offer Chlorhexidine mouthwash as
prophylaxis against infective endocarditis to at-risk
patients undergoing dental procedures.




Advice

1 Offer people at risk clear and consistent
information about prevention, including:

— the benefits and risks of antibiotic prophylaxis,
and an explanation of why antibiotic
prophylaxis is no longer routinely
recommended

— the importance of maintaining good oral
health

— symptoms that may indicate infective
endocarditis and when to seek expert advice

— the risks of undergoing invasive procedures,




Chronic Kidney disease

SIGN guidance 2008
NICE guidance 2008




Who to test

1 Hypertension
1 CVD

8 Structural renal tract disease, prostatic
hypertrophy
1 Multisystem disease e.g. SLE

1 Family history of stage 5 CKD or hereditary
Kidney disease

1 Opportunistic detection of proteinuria and
haematuria

1 Nephrotoxic drugs such as lithium
1 Annually patients on long term NSAIDs



eGFR

1 Advice the person not to eat meat for at
least 12 hours before blood test

1 Interpret with caution for people with
extremes muscle mass
1 Biological/analytical variability £ 5%

1 Correct for ethnicity — x 1.21 for African
ethnicity (note not validated for many
ethnic groups)




Testing kidney function

1 [f eGFR < 60 — retest within 2 weeks, (confirm
using early morning sample) and quantify
urinary albumin/protein excretion

1 If =2 60mmol/l — interpret with caution as eGFR
less accurate as true eGFR increases — quantify
urinary albumin/protein excretion if strong
suspicion of CKD

i report only as = 60mmol/l
1 Rise of serum creatinine > 20% significant




Stages of CKD and eGFR testing

Stage

eGFR
(ml/min/1.73m2)

Description

Testing frequency

=90

Normal (need other evidence
of kidney disease)

Annually

60-89

Slight decrease (need other
evidence of kidney disease)

Annually

45-59

Moderate decrease in eGFR

6 monthly

30-44

Moderate decrease in eGFR

6 monthly

15-29

Severe decrease in eGFR

3 monthly

<15

Established renal failure

6 weekly




Testing for proteinuria and
haematuria

1 Use albumin: creatinine ratio as greater
sensitivity at low levels than protein: creatinine
ratio

— (SIGN — protein: creatinine for non-diabetics)
1 Non-diabetics ACR = 30mg/mmol significant

1 Diabetics microalbuminuria significant
(>2.5mg/mmol in men, >3.5mg/mmol in women)

1 = 7/0mg/mmol not need repeat

1 |If 2 30mg/mmol and < 70mg/mmol — confirm
using early morning sample

1 Haematuria — use test strips, not microscopy




Referral to specialist

1 Stage 4 and 5 CKD

1 Higher levels of proteinuria (ACR = 70mg/mmol)

1 Proteinuria (ACR = 30mg/mmol) + haematuria

1 Rapidly declining eGFR (> 5mils in 1yr, >10mls
in 5 years)

1 Hypertension that remains poorly controlled
despite 4 agents

1 Rare or genetic causes of CKD
1 Suspected renal artery stenosis




Referral to specialist

1 May be adequate to discuss issues with
specialist

1 Routine follow up can be done in primary
care (with criteria regarding re-referral)

1 USS — progressive CKD, haematuria,
symptoms of urinary tract obstruction,
family history of polycystic disease and are
> 20 years, stage 4 or 5 CKD




CKD

1 Aim for BP <140/90mmHg

1 |f diabetes and CKD or ACR = 70 mg/mmol aim
for BP < 130/80mmHg

1 Statins as for patients without CKD

i Check Hb stage 3B, 4 and 5
1 Measure Ca, P and PTH in stage 4 & 5
1VitD -

— cholecalciferol/ergocalciferol stages1 -3B

— 1-alpha hydroxycholecalciferol/1, 23
dihydroxycholecalciferol stages 4 & 5




CKD and ACE inhibitors

Offer ACE:

— Diabetics with ACR > 2.5mg/mmol (men) or > 3.5mg/mmol
(women)

— Hypertension and ACR = 30mg/mmol
— ACR > 70mg/mmol (with ot without hypertension or CVD)

1 Test eGFR and K+ before treatment starts
and repeat after 1-2 weeks treatment and
after each dose increase

1 Counsel patient re need to reach optimal
dose

1 Do not start if K+ > 5 mmol/l and stop if K+
< 6 mmol/l

- £ /A




Respiratory Tract Infection




Antibiotic Prescribing

A no antibiotic prescribing strategy or a
delayed antibiotic prescribing strategy
should be agreed for most patients with
the following conditions:

1Acute otitis media

1Acute sore throat/acute pharyngitis/acute
tonsillitis

1ICommon cold
1Acute rhinosinusitis
1IAcute cough/acute bronchitis




Recommendations

Depending on clinical assessment of
severity, patients in the following
subgroups can also be considered for
Immediate antibiotics:

1IChildren younger than 2 years with bilateral
acute otitis media

IChildren with otorrhoea who have acute
otitis media

IPatients with acute sore throat/acute
pharyngitis/acute tonsillitis when three or
more Centor criteria are present




Centor Criteria

1 History of Fever
1 Tonsillar Exudates
1 Tender cervical adenopathy

1 Absence of Cough



Immediate antibiotics:

1 Antibiotics or further investigation /
management should only be offered to
adults and children:

— If the patient is systemically very unwell

— If the patient has symptoms/signs of serious illness and/or
complications

— If the patient is at high risk of serious complications because of
pre-existing comorbidity

— If the patient is older than 65 with acute cough and two or more

of the following or older than 80 with acute cough and one or
more of the following:

1 Hospitalisation in previous year

1 Type 1 or type 2 diabetes

1 History of congestive heart failure
1 Current use of oral glucocorticoids




Table of lipid-lowering drugs







1 Standard dose to start — simvastatin 40mg

1 Benefit to patient comes from being on
statin, most benefit from initial dose

1 Benefit related to underlying risk

1 Patients at higher risk may benefit from
higher intensity statins e.g. patients ACS

1 Currently (Oct 2008) little evidence on use
of combinations of drugs, treating to
specific targets - benefits or harms




Antenatal Care




First Contact

1 Give specific information on:
— folic acid supplements

— food hygiene, including how to reduce the risk
of a food-acquired infection

— lifestyle, including smoking cessation,
recreational drug use and

— alcohol consumption

— all antenatal screening, including risks,
benefits and limitations of the

— screening tests.




Other Contacts

1 Usually undertaken by midwives so not
reported in this presentation (See NICE
Guidance for further details)




Antenatal interventions NOT

routinely recommended

1 Repeated maternal weighing.

1 Breast or pelvic examination.

2 |ron or vitamin A supplements.

1 Routine screening for chlamydia,

cytomegalovirus, hepatitis C virus, group B
streptococcus,

1 toxoplasmosis, bacterial vaginosis.

1 Routine Doppler ultrasound in low-risk
pregnancies.

1 Ultrasound estimation of fetal size for suspected
large-for-gestational-age unborn babies.




Antenatal interventions NOT
routinely recommended (Cont)

1 Routine screening for preterm labour.

1 Routine screening for cardiac anomalies using
nuchal translucency.

1 Gestational diabetes screening using fasting

plasma glucose, random blood glucose, glucose
challenge

1 test or urinalysis for glucose.

1 Routine fetal-movement counting.

1 Routine auscultation of the fetal heart.

1 Routine antenatal electronic cardiotocography.
1 Routine ultrasound scanning after 24 weeks.




Lifestyle advice

1 \WWork Reassure women that it is usually
safe to continue working.(Ascertain a
woman’s occupation to identify risk.)

1 Tell women about their maternity rights
and benefits.

1 Nutritional Recommend supplementation
with folic acid before conception and
throughout the first

1 supplements 12 weeks (400 micrograms
per day).

1 Advise women of the importance of




Lifestyle advice

1 Advise women of the risk of birth defects
associated with vitamin A, and to avoid
vitamin A

1 supplementation (above 700 micrograms)
and liver products.

1 Avoiding infection Advise women how to
reduce the risk of listeriosis and
salmonella, and how to avoid

1 toxoplasmosis infection.

1 Medicines Prescribe as few medicines as
possible, and only in circumstances where




Lifestyle Advice

Few complementary therapies have been proven as being safe
during pregnancy.

Exercise There is no risk associated with starting or continuing
moderate exercise. However, sports that may cause abdominal
trauma, falls or excessive joint stress, and scuba diving, should be
avoided.

1 Sexual intercourse - thought to be safe during pregnancy.
2 Alcohol Advise women planning a pregnancy to avoid alcohol in the

first 3 months if possible.

If women choose to drink alcohol, advise them to drink no more than
1 to 2 UK units once or twice a week. At this low level there is no
evidence of harm.

2 Advise women to avoid getting drunk and to avoid binge drinking.
8 Smoking Discuss smoking status and risks of smoking during

pregnancy.
Give information, advice and support on how to stop smoking
throughout the pregnancy.




Lifestyle advice

1 Cannabis Discourage women from using
cannabis.

1 Air travel Long-haul air travel is associated
with an increased risk of venous
thrombosis, although the

1 possibility of any additional risk in
pregnancy Iis unclear.

1 In the general population, compression
stockings are effective in reducing the risk.

1 Car travel Advise women that the seat belt
should go ‘above and below the bump, not




1 Thank you to implementation team at

NICE who allowed us to use some of their
slides
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