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* WHO 2014 Says:

* A post-antibiotic era —in which common
infections and minor injuries can kill — far from
being an apocalyptic fantasy, is instead a very
real possibility for the 21st Century.

e Strep Pneumoniae one of 7 bacteria higl /
as greatest risk | "\



Message: antibiotics are dangerous

e 2011 Chief Medical Officer Dame Sally
Davies Says...

* ‘The government needs to put antimicrobial
resistance on the national risk register
(specifically, the ‘National Security Risk
Assessment’)’

* Arisk equivalent
to a terrorist attack!



Promoting Self Care to
Reduce antibiotic
Prescribing

Everyone’s a winner!

Dr Peter Smith OBE MBChB

Senior Partner, Churchill Medical Centre, Kingston
Co-Chair Self Care Foundation

Vice President, National Association of Primary Care
Kingston Clinical Commissioning Group Board Member



NHS

England

GP consultation rates have grown year on year, adding to demands on general

practice

Average Number of Consultations per Year Avarage Consultation Rates by Age Band - Femalas
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. Slnce 1995 consultation rates within general practice have grown o
steadily. .

i
« Data was last collected in 2008, at that time the average number of i
consultations per year was estimated to be 300 million. ;

e

i

«  Simple straight line extrapolation suggests the number could now stand
at around 340 million.

« In addition, consultation rates at different age bands has also changed I l l ' ' i '
over time, with significant increases in consultation rates for older people. I I I
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13 NHS | NHS England Improving General Practice | [August 2013/14]

Data sourcefs. (J-Research published by HSCIC 1995 - 2008




The Problem

Percentage
Antibiotics | Antibiotics :
October 2012 Total given
Given Not Given ap*iintic

Cough

URTI 60 124 184
TOTAL 148 207 355




What’s the Evidence?




Evidence from 1965

Antibiotics don’t work with
uncomplicated bronchitis

Elmes, PC et al Value of ampicillin in the hospital
treatment of exacerbations of chronic
bronchitis.

* BMJ 11/1965;2(5467):904-8

RTI & Antibiotic prescribing






CARDIFF 1976

e Cardiff 1976

e Stott NCH, West R. Randomised controlled trial of antibiotics in patients with a
cough and purulent sputum. BMJ 1976; 2: 556-559

e Antibiotics don’t work for cough even with purulent
sputum — don’t use them.
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CARDIFF 2013

e Cardiff 2013

 Llor et al Efficacy of anti-inflammatory or antibiotic treatment in patients
with non-complicated acute bronchitis and discoloured sputum:
randomised placebo controlled trial BMJ 2013;347:f5762

* Antibiotics don’t work for cough even with purulent
sputum — don’t use them.
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Fi8 Antibiotic prescribing



CARDIFF 2013

|t doesn’t matter
whether it’s viral or
bacterial — they still
don’t work.

RTI & Antibiotic prescribing



Mxthbusting



* Everyone goes to their GP for the slightest symptom

* General practice is not very evidence based so it’s
dangerous to refuse antibiotics

* |t takes too long to encourage self care

RTI & Antibiotic prescribing



Everyone goes to their
GP for the slightest

thing



Symptoms
experienced over
a 2 week period

75% had 1-22 symptoms

40m in England

Ascertaining the size of the

symptom iceberg in a UK-wide

community-based survey

Philip C Hannaford, Anne McAteer and Alison M Elliott
British Journal of General Practice, January 2011

Feeling tired/run down
Headaches

Joint pain

Back pain

Difficulty sleeping

Sore throat
Nervousness/anxiety
Indigestion/heartburn
Cough

Cold or flu symptoms
Feeling depressed
Stomach/abdominal pain
Diarrhoea
Nausea/feeling sick
Constipation

Dizziness

Shortness of breath
Wheezy chest

Loss of appetite

Chest pain

Vomiting

Blood in stool
Unintentional weight loss
Fainting

Coughing up blood
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Nurse
| ;-er'_r;'r

\ |
N

Pharmacist

Complementary Medicine —/2__

| Only 8% will visit
75% of patients will have = their GP

a symptom of some kind
within any 2 week perioo\



General Practice
Evidence Base




What percentage of GP interventions are

evidence based?
Question 3

20%-
- 0 - 0
0-20% 40% 80-100%
1963 Forsyth — half a century 1995 Gill, - 81%
ago, 20% evidence based interventions in GP evidence

prescriptions based



Self care takes too Iong



* 90% of coughs last up to 3 weeks and will not be
helped by antibiotics unless you are elderly, very ill or
have another health condition

e 138 characters

RTI & Antibiotic prescribing



Taking the Temperature

Feverish lliness in Children



Quiz - Temperature — best method?

Which is most sensitive at picking up
whether a child has a temperature? (NICE)

Infrared

tympanometry
Match the evidence to the method

Good
Evidence Range: 25% - 98%

Feeling the
Better forehead
Evidence Range: 51% - 97%

Best
Evidence Range: 74% - 97% Axillary

Question 6 temperature




Taking the temperature

Question 7
« Thermometers and the detection of fever

 Under 4 weeks — by electronic thermometer in axilla
* Children aged 4 weeks to 5 years, measure by:

* electronic thermometer in the axilla

* chemical dot thermometer in the axilla

* infra-red tympanic thermometer.

* Reported parental perception of a fever should be
considered valid and taken seriously by healthcare
professionals.

Feverish lliness in Children



N I,c Motiomal lnstitute for
Hedlth and Core Excelence

Traffic light system for identifying risk of serious illness*
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The Traffic Light Table

* Tool for identifying the likelihood of serious
liness

 Children with only symptoms and signs in the
‘green’ column are at low risk

 Children with one or more symptom or sign in the
‘amber’ column are at intermediate risk

 Children with one or more symptom or sign in the
‘red’ column are at high risk

Feverish lliness in Children



Clinical Assessment Points

* A capillary refill time of 3 seconds or longer is an
intermediate risk group marker for serious illness
('amber’ sign).

* The Sternum is the recommended test region

* Children with tachycardia are in at least an
intermediate-risk group for serious illness.

e Age Heart rate (bpm)
<12 months >160
12—-24 months >150 Question 9

Feverish lliness in Children



Temperature assessment points

* Children younger than 3 months with a
temperature of 38°C or higher are in a high-risk
group for serious illness.

e Children aged 3—6 months with a temperature of
39°C or higher are in at least an intermediate-risk
group for serious illness.

* Do not use duration of fever to predict the
likelihood of serious illness, but children with a
fever lasting more than 5 days should be assessed
for Kawasaki disease.

Feverish lliness in Children



Antipyretic interventions

* Antipyretic agents do not prevent febrile convulsions

and should not be used specifically for this purpose.
[2007]

* When using paracetamol or ibuprofen in children with
fever;

e continue only as long as the child appears distressed

e consider changing to the other agent if the child's
distress is not alleviated

* do not give both agents simultaneously Question 10

e only consider alternating these agents if the distress
persists or recurs before the next dose is due. [new

Feverish lliness in Children



Clinical Assessment Points

Question 8

e Children with any 'red' features but who are not considered to have an
immediately lifethreatening illness should be urgently assessed by a healthcare
professional in a face-to face setting within 2 hours or referred urgently

* If any 'amber’ features are present and no diagnosis has been reached, provide
Parents or carers with a 'safety net' or refer to specialist paediatric care for
urther assessment.

* The safety net should be 1 or more of the following:

* providing the parent or carer with verbal and/or written information on
warning

* symptoms and how further healthcare can be accessed (see section 1.7.2)
* arranging further follow-up at a specified time and place

* liaising with other healthcare professionals, including out-of-hours
providers, to ensure

* direct access for the child if further assessment is required.

Feverish lliness in Children



Summary of traffic light messages

 Children who are assessed as low risk ‘green’ can be cared for at
home with appropriate advice

e Ifany ‘amber’ features are present and no diagnosis has been
reached, provide parents or carers with a ‘safety net’ or refer to
specialist paediatric care for further assessment

 Children assessed remotely with ‘red’ features should be sent
for urgent referral

* Antipyretics should not be used with the sole aim of reducing
fever

Feverish lliness in Children



Reducing antibiotic
prescribing by 15%
through
implementation of
Guideline 069




NHS|

National Institute for
Health and Clinical Excellence

lssue date:; Juby 2008

Respiratory tract infections
— antibiotic prescribing

Prescribing of antibiotics for
self-limiting respiratory tract
infections in adults and children
in primary care

NICE clinical guideline 69
Developed by the Cenire for Clinical Practice at NICE



NICE 2008

Duration of symptoms

acute otitis media: 4 days
Acute sore throat/acute pharyngitis: 1 week
common cold: 1% weeks
acute rhinosinusitis: 2> weeks
acute cough/acute bronchitis: 3 weeks

Most infections will not respond to antibiotics but 15% or more will have adverse effects from

them

Use Delayed Prescriptions if necessary — 70% will not be dispensed Question 5

RTI & Antibiotic prescribing



Bite sized challenge for winter

* Multidisciplinary team — everyone involved

 Start with respiratory illnesses

* Consistent messages

* Evidence based literature

* Positive messages

* Delayed/no prescribing strategy

RTI & Antibiotic prescribing



Cough — simply the evidence

1. 90% of coughs last up to three weeks (whether or not treated with

antibiotics or chest signs present) (Cochrane)
2. The same number reattend even if given antibiotics (Cochrane)

3. Delayed or no prescribing strategy if not at an increased risk of
developing complications (NICE)

4. Antibiotic may sometimes be given if
e suggestion of complications or

» atrisk of complications elderly, very ill, have comorbidities and or

significant history (NICE) .
Question 1

RTI & Antibiotic prescribing



NHS Evidence
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National Institute for
Health and Clinical Excellence

National Institute for Health and Clinical Excellence care pathway for respiratory tract infections

At the first face-to-face contact in primary care, including walk-in centres and emergency depariments, offer a clinical assessment, including:

»  history {presenting symptoms, use of over-the-counter or self medication, previous medical history, relevant risk factors, relevant comorbidities)

+«  examination as needed fo establish diagnosis.

!

Addrass pafients’ or parenis’/carers’ concems and expeciations when agreeing the use of the three antibiofic strategies (no prescribing, delayed prescribing and immediate prescribing)

¥

¥

Agree a no antibiotic or delayed antibiotic prescribing strategy for patients
with acute ofitis media, acute sore throat/pharyngitisfacute tonsillitis,
common cold, acute rhinosinusitis or acute coughfacute bronchitis.

However, also consider an immediate prescribing
—# strategy for the following subgroups, depending on

The patient is at risk of developing complications.

} :

the severity of the RTI.

I

No antibiotic prescribing Delayed antibiotic prescribing

Offer patients: Offer patients:

. reassurance that +  reassurance that antibictics are not
antibiotics are not needed immediately becausea they
needed immediately will make little difference to
hecause they will make symptoms and may have side
ittle difference to effects, for example, diarrhoeg,
symptoms and may womiting and rash
have side effects, for + advice about using the delayed
example, diarrhoea, prescription if sympioms do not
vomiting and rash sefttle or get significantly worss

. a clinical review if the +  advice about re-consulting if
RTI worsens or symptoms get significantly worse
becomes prolonged. despite using the delayed

prascription.
The delayed prescription with instructions
can either be given to the pafient or
collected at a later date.

No antibiotic, delayed antibiotic or immediate

antibiotic prescribing

Depending on clinical assessment of severity, also

consider an immediate prescribing strategy for:

. children younger than 2 years with hilateral
acule ofitis media

»  children with otorhoea who have acute ofitis
media

+  patients with acute sore throat/acute tonsillitis
when three or more Centor criteria’ are present.

! Centor criteria are: presence of tonsillar exudate,
fender anterior cervical lymphadenopathy or
lymphadenitis, history of fever and an absence of
cough.

Inmediate antibiotic prescribing or further investigation and/ or
management
Offer immediate antibiotics or further investigation/management for patients

whia:

. are systemically very unwell

* have symptoms and signs suggestive of serious iliness andior
complications (particularly pneumonia, mastoiditis, peritonsillar abscess,
peritonsillar cellulitis, intraorbital or intracranial complications)

« are at high risk of serious complications because of pre-existing
comorbidity. This includes patients with significant heart, lung, renal,
liver or neuromuscular disease, immunosuppression, cystic fibrosis, and
young children who were born prematurely.

«  are older than 65 years with acute cough and two or more of the
following, or older than 80 years with acute cough and one or more of
the following:

» hospitalisation in previous year

» type 1 ortype 2 diabetes

»  history of congestive heart failure
» current use of oral glucocoricoids.

>

o

h

Oifer all patients:
advice about the usual natural history of the iliness and average total illness length:

+  acute ofitis media” 4 days

+ acute sore throat’acute pharyngitistacute tonsillitis: 1 week
+  common cold: 1% wesks

+  acute rhinosinusitis: 23 weeks

+  acute coughfacute bronchitis: 3 weaks

*® advice about managing symptoms including fever (particularly analgesics and antipyretics). For information about fever in children younger than 5 years, refer to ‘Feverish illness in children’ (MICE clinical guideling 47).

NICE clinical guideline 69 — respiratory tract infections — antibiotic prescribing




Evidence based advice on RTls

NORMAL DURATION OF RTls NB: CHILDREN UNDER 5 WITH FEVER

- Otitis media: 4 days _

- Sore throat/pharyngitis/tonsillitis: 1 week +5 days or more of fever need to be seen: AMBER risk

. . 1

Commor! col_d. .. 17 weeks + 0-3 months: temp over 38 or 3-6 months over 39 need to be

» Acute rhinosinusitis: 2 Vaweeks seen within 2 hours: RED risk

- Cough: 3 weeks
Ear infections are very common in young children; last 4 days; +90% cough last up to 3 weeks, whether or not treated +90% clear within 1 week, antibiotisornot
painkillers main treatment unless with a discharge or under 2 with antibiotics even if chest signs present. + Do not give antibiotics unless 3 or more Centor criteria
years, both ears. present: .
+3/4 of all children have had an ear infection by age 2 +Tonsillar exudates
« Commonest between 3-18 manths When to seek advice + Cervical lymphadenopathy
+ Not unusual to have up to 3 attacks a year * Getting worse + History of fever
« Will usually last 4 days = Coughing up blood « Absence of a cough

. ) o = Cough lasts for more than three to four weeks. .
Nice recommends ONLY consider antibiotics if: - Develop chest and/or shoulder pain. When to seek advice

There is a discharge, or under 2 with infection in both ears - Difficult breathing ;Persistfnt hig: l-empe.rtahtu;sl-‘I for Tore t:jn three d;]ys tdhat
oes not come down with ibuprofen and/or paracetamol.

» Losing weight over a period of six weeks or more .
« Not getting better or that gets worse — after 4 to 5 days

When to seek advice +Voice becomes hoarse.

+ High temp not coming down « Ends of fingers take on a club-like'shape. « Hard to breathe in or your throat feels like it's closing up
: New.d.lsmarge = New swellings in the neck or above the collar bones. : Drfmllmg and difficult to swallow. .
+Vomiting + Pain is severe and does not respond to over the counter pain
« Dizziness \ Y, klllezrs.
» Floppy «Voice becomes muffled.
» Lethargy « Difficult to drink enough fluids and become dehydrated
+ Severely unwell DELAYED PRESCRIBING OR NO PRESCRIBING STRATEGY « Symptoms so bad that they prevent you from functioning
- Initable if not at risk of complications: normally.
« Unwell and still not clearing after 2-3 days P ) + Immunocompromised (including steroids)
\_ J + Elderly \_ J

Veryill
+ Co-morbidities e.g. COPD
- Significant history




Centor Scores

e Exudate

* Cervical Lymph nodes
* History of temperature

R R

* No cough

At least 3 out of 4
= high risk of Strep
= Consider antibiotic Question 4
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Home care is
__best

\Th‘ :e Earinfection 4 days
ISIS

Sore throat 1 week
how long Common cold 1%2 weeks

- they may last ol o benechiia sk

Your local pharmacist can recomme

medication to help ease sym ptoms




Stats Pre-campaign

Given Given
148 207

Percentage
otal Given
Antibiotic

355 41.7%

Stats Post-campaign

Antibiotics Antibiotics not
116 322

Percentage
otal Given
Antibiotic

438 26.5%



* Patient expectations

* Sore throat evidence — SIGN/NICE

e Secondary care

* Did not involve pharmacists

e PEffect on appointments — wait and see

* Pneumonia guidelines?



Everyone’s a winner!

Results — per month

15.2% reduction in use of antibiotics
67 people per month avoided antibiotics
804 per year avoid unnecessary antibiotics

50/1,000 pts on practice list will benefit

Save the country from a microbial apocalypse!

RTI & Antibiotic prescribing



Winner

Congratulations

NICE Shared Learning Awards
Winner 2014

Reducing antibiotic prescribing for
coughs and colds in primary care

Churchill Medical Centre
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All on the Self Care Forum website

http://www.selfcareforum.org/
resources/case-studies/

Reducing antibiotic prescribing for self-limiting
respiratory tract infections in primary care: a pilot study.

Smith P, McQuattie Ki, Hogg K. SelfCare 2014,;5(5):110-114.



