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Dear Colleague

GENERAL PRACTICE CHRONIC DISEASE MONITORING

In light of the significant pressures across the whole NHS system at the moment, we are writing to share options and processes for the delivery of CDM within General Practice.
The following provides processes to consider and rationale to prioritise patients for review while acknowledging the need to communicate and inform those whose review will not always be face to face, be as frequent or include measurement of the same parameters as was previous practice.
Also included are direct links to “a pointers” reference sheet for staff and patients alongside an updated CDM rationale handbook.
If you require any further information, please do not hesitate to contact PNAteam@ggc.scot.nhs.uk or access https://www.nhsggc.org.uk/about-us/professional-support-sites/practice-nurse-support-and-development/
CDM Review Considerations 
Return to the full pre-pandemic CDM and LES specification, including catch up for those missed, is unlikely to be possible or desirable given the opportunities for new ways of working in primary care.  The supporting information for the LES specification which accompanies the EMIS and Vision templates has been updated (see link in Additional Resources section) and should be used to inform approaches. 
Practices are already reviewing their approach to patients on LTC registers and applying clinical judgement to prioritisation of reviews.  Each cluster area will have populations with different needs.  Focus should be patient centred and provided at the right time by the right person at the right place.  It is recognised that practices have been reviewing their local processes in light of patient needs, impact of Covid and national guidance including the recovery guidance issued by Scottish Government (see link in Additional Resources section).  Below are additional suggestions for consideration to continue a LTC service which will provide guidance for review and support planning based on current evidence and end point outcomes. 

AIM
To optimise health and well-being in some with long term conditions, in whom an intervention could improve future outcomes.   With a focus on patient centred care and support planning process which considers value to patient.  

PROCESS

There is no single handbook for managing long term conditions.   While there is substantial evidence for individual conditions, in terms of overall processes including frequency of review, there are few areas of absolute clarity.   Local judgement based on an understanding of patient needs is therefore essential. 
· It is a question of gaining a common practice understanding of the evidence – engaging with the team – designing and planning – testing – reviewing. 

· Consider the evidence

· Consider the value of the indication 

· Consider the value of review timing 

· Consider the value of the tests that you are undertaking 

· Inform and involve the patients 

· Keep the whole team informed of the process (including your admin staff) 

· Test out your process

· Review the process and adjust where necessary 

· Personalise recall Opportunity to engage patient and plan self-management to reduce future acute presentations.

· Develop locally to suit practice population. 

WHAT TO CHECK

· What’s important to the patient in relation to them living with their condition, social and health related behaviours

· Prioritise data collection of values which will direct to planned interventions which retard progression of underlying disease.

· That patients are educated in their conditions and are facilitated to self-manage.  Investigations specific to disease areas as per local guidelines

· Recording of symptoms specific to disease   *

REVIEW/MANAGEMENT

· Systematically identify priority group. E.g. Patients with a new diagnosis of diabetes in the last 12 months.

· Plan to address multimorbidity, which focus on a multimorbidity approach rather than on a single specific condition

· Coordinate and deliver care to specifically address multimorbidity in individuals 
· Identify who reviews- high risk/low risk (Nurse, GP, HCSW,MDT)   

· Consider if any engagement activity has already taken place with patients with regards to multimorbidity care
· Do you already have data? 

· How can you use this to improve care and improvements? (Use of SCI diabetes, practice audit of measureable outcomes)

· Type of review and follow up identify who is responsible 
· CTACs are now in place in many areas and practices should think about what tests and investigations they are ordering through this process and the timing in relation to reviews
	Ultimate judgement regardless of clinical results must be made by the clinician after considering the clinical data and information presented by the patient and the diagnostic and treatment options available.




This whole change in process and “loss of control “is daunting and unfamiliar for staff, and patients this should all commence with clear communication within the practice team and messaging for staff and patients.

PAYMENT 

As Practices continue to remobilise services payments to Practices will continue based on previously agreed historic payment levels.  Services within this agreement are Alcohol Screening & Brief Interventions, CHD, COPD, Diabetes, Heart Failure/LVSD, Repeat Prescribing, Pre-Chemotherapy, Phlebotomy and Stroke.
ADDITIONAL RESOURCES 

CDM pointers (5).docx (sharepoint.com)
appendix-k-long-term-condition-a-guide-to-recovery.pdf (nhs.scot)
RATIONALE HANDBOOK_Guide to templates for LTC 2021 v6.pdf 

NHSGGC : Care and Support Planning

Basic EMIS searches 3 hour training sessions are available from Primary Care Training & Development Manager ian.maclke@ggc.scot.nhs.uk 
Yours sincerely
Susan Hunt







Liz Gillan

Interim GPN Professional Lead/GPN Transformation Lead
GMS Contract Manager
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