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4.4 Shared care

4.4.1 Shared care agreements are a specific 
approach to the seamless prescribing and 
monitoring of medicines which enables patients to 
receive care in an integrated and convenient 
manner. Shared care is a particular form of the 
transfer of clinical responsibility from a hospital or 
specialist service to general practice in which 
prescribing by the GP, or other primary care 
prescriber, is supported by a shared care 
agreement.

4.4.2 When a specialist considers a patient’s 
condition to be stable or predictable, they may seek 
the agreement of the GP concerned (and the 
patient) to share their care. In proposing shared 
care agreements, a specialist should advise which 
medicines to prescribe, what monitoring will need 
to take place in primary care, how often medicines 
should be reviewed, and what actions should be 
taken in the event of difficulties.



Current Practice

• Guidelines by drug and indication

• Implicit consent- ’please take over….if we don’t hear from you 
we’ll assume its ok’

• Reactive ad hoc monitoring and prescribing

• Guidelines not tramlines- Practice individual patient agreements 
with other Trusts: UCH, Hammersmith, Royal Free.















EMIS updated 24 Feb 2017-
some differences to the BSR 

update in June 2017

Azathioprine:

Creat 6m, FBC/LFT 3m

Ciclosporin:

BP, K, Creat monthly, FBC/LFT 3m,

Leflunamide, Methotrexate:

Creat/FBC/U&E 2m

Sulphasalazine:

FBC/LFT 6m

Tacrolimus: Not in the library



What is the size of the problem? DMARD/Immunosuppressant drugs

• Drugs linked to  disease-

• Apremilast

• Azathioprine

• Ciclosporin

• Gold

• Hydroxychloroquine

• Mepacrine

• Methotrexate

• Methotrexate AND Leflunamide

• Mycophenylate

• Sulphasalazine

• Tacrolimus





TH List Size 331,645

currently registered patients
age 18+

265,798

No.of patients on DMARDS approx 2000

Methotrexate (and not 
Leflunamide)

530

Creatinine Overdue 272
% creatinine overdue 51
FBC Overdue 277
% fbc overdue 52
LFT Overdue 259
% lft overdue 48

Leflunamide (and not methotrexate) 20

Blood Pressure Overdue 10
% BP overdue 50
FBC Overdue 5
% fbc overdue 25
LFT Overdue 4
% lft overdue 20
Creatinine Overdue 2
% creatinine overdue 10
Weight Overdue 6
% weight overdue 30



Azathioprine 324

Creatinine Check Overdue 100
% creatinine check overdue 31
FBC Overdue 106
% fbc overdue 33
LFT Overdue 99
% lft overdue 31

Ciclosporin 87
Blood Pressure Overdue 25
% BP overdue 29
Creatinine Overdue 22
% creatinine overdue 25
FBC Overdue 12
% fbc overdue 14
LFT Overdue 16
% lft overdue 18
Lipid Screen Overdue 34
% lipid screen overdue 39
Potassium Overdue 20
% potassium overdue 23

Mycophenolate 66

Creatinine Overdue 25

% creatinine overdue 38

FBC Overdue 28

% fbc overdue 42

LFT Overdue 23

% lft overdue 35

Tacrolimus excluding topical preps 55

Creatinine Overdue 13
% creatinine overdue 24
FBC Overdue 13
% fbc overdue 24
LFT Overdue 12
% lft overdue 29



• SPC Ocular effects:

• Retinopathy with changes in pigmentation and visual field defects can occur, but 
appears to be uncommon if the recommended daily dose is not exceeded. In its 
early form it appears reversible on discontinuation of Plaquenil. If allowed to 
develop, there may be a risk of progression even after treatment withdrawal.

• Patients with retinal changes may be asymptomatic initially, or may have 
scotomatous vision with paracentral, pericentral ring types, temporal scotomas 
and abnormal colour vision.

• Corneal changes including oedema and opacities have been reported. They are 
either symptomless or may cause disturbances such as haloes, blurring of vision 
or photophobia. They may be transient and are reversible on stopping treatment.

• Blurring of vision due to a disturbance of accommodation which is dose 
dependent and reversible may also occur.

Hydroxychloroquine 618

(Annual eye screening recommended after 5 yrs)
Any reference to eye exam if on treatment more than 5 yrs?

117



What are the Prescribing Team doing?



WEL Task and Finish Group- aims

• Bring together clinical and commissioning healthcare 
professionals from secondary care (Barts Health) and primary 
care (WEL CCG locality GPs and CCG Prescribing Advisors). 

• To review shared care processes for Barts Health and produce 
an implementation plan.

• Agree principles of shared care, a common template for shared 
care guidelines and a review of the current algorithm.



WEL Task and Finish Group- who are we?

• WEL GP Prescribing Leads

• LMC GPs Tower Hamlets

• Contracting and Commissioning Pharmacist NELCSU

• WEL CCG Medicines Management Team

• ELFT Medicines Management Team

• Barts Health Consultants: Chair Barts Health DTC, Endocrine

• Barts Health Medicines Committee Pharmacists



WEL Task and Finish Group-what do we 
need?

• Up to date guidelines

• Explicit consent- transfer of prescribing and monitoring 
responsibility clear audit trail for purpose of governance

• Better information sharing

• Resource to do the work



The Vision

• Joint formulary: ? WEL & Barts Health

• Seamless interface with more joined up guidelines that flow 
across primary and secondary care: WEL APC

• Working together to improve electronic communication - not 
using the patient as messenger- electronic solutions in the 
pipeline.



Table Discussion: 
How would Shared Care Guidelines work 

better for you and your patients ?
Is your patient well informed?

A register?

Indication?

Flare plan?

Monitoring overdue? 

How do you report a significant event?



AMRSG

WELMOCC BH DTC
TH PDB

SCG TAF



Tower Hamlets 
Antimicrobial Stewardship



Antimicrobial Resistance: 
Scope of the problem

• 25, 000  antibiotic resistant 
related deaths per year in 
Europe and rising

• Antibiotic use has fallen in 
primary care in the past 2 
years due to incentivisation
schemes- NHSE Quality 
Premium for CCGs

• There is still room for 
improvement

• KEEP UP THE GOOD WORK



Context

• If we don’t tackle drug resistant infections now, they could kill 
an extra 10 million people across the world each year by 
2050.

• In the UK, 80% percent of antibiotic prescribing occurs in the 
community.



The Iceberg of Gram Negative Resistance

Carbapenemases<2%

ESBL

Sensitive

Some resistance



How can we support antimicrobial 
stewardship (AMS) awareness?
• Most recent PHE prescribing 

guidance for common 
infections is summarised for 
local use in our antibiotic 
guidelines and updated 
regularly:

• (Chlamydia)

• Lyme Disease

• Otitis media

• UTI





How is Tower Hamlets doing?



Keep reminding your team about 
educational resources for AMS
• The RCGP Antibiotic Toolkit: 

how to become a prescribing 
lead for you practice 

• Audit: how does your 
prescribing compare to the 
recommended guidelines?

• How can we manage patient 
expectations? PILs available in 
different languages

• Delayed prescribing reduces 
antibiotic use by patients (BMJ 
2014;348:g1606)



Keep reminding your team about 
educational resources for AMS

• the most effective types of 
education to reduce antibiotic 
prescribing target both 
clinician and patient (BJGP 
2013;63:e445)

• but the effect is still small -
targeting communications 
skills is more effective (BMJ 
2012;344:d8173) 









Recommended first line 
treatment of uncomplicated 
urogenital and pharyngeal 
Chlamydia

First line treatment :

Doxycycline 100mg twice daily for 
seven days. 

Single dose azithromycin is no longer 
recommended as first line treatment. 

(The recommended treatment for 
rectal infection is unchanged 
(Doxycycline). )

See the BASHH statement in current 
guidelines ‘Update on the treatment 
of Chlamydia trachomatis (CT) 
infection’, including the rationale for 
the change (navigate to the 
Urethritis and Cervicitis section).









Helicobacter pylori testing and 
eradication for adults



H pylori testing and eradication for adults

• Tower Hamlets:  locally validated stool antigen test

• Before stool antigen testing: stop bismuth or PPI for 2 weeks, 
antibiotics for 4 weeks, H2 antagonists at least 1 day before or results 
may be unreliable

• Negative test: reassure NPV > 95%

• Positive test: eradication more likely to succeed if patient is 
counselled on the reason for treatment to encourage good adherence



H pylori Antibiotic Resistance

• Macrolide and quinolone resistance – important risk factor for 
treatment failure

• Metronidazole and tetracycline resistance less important

• Avoid levofloxacin regimens to reduce resistance and C diff infection 
unless no other options available



NICE H pylori eradication

• First line eradication therapy: 

• 7 days of BD treatment: 
• full dose PPI + amoxicillin 1g + clarithromycin 500mg or metronidazole 400mg 

• Take into account previous exposure to clarithromycin and 
metronidazole: 

• If penicillin allergic offer PPI + clarithromycin +metronidazole 

• If previous use of clarithromycin substitute with bismuth and 
tetracycline 

• Emphasise importance of adherence to successful eradication



NICE H pylori eradication

• Second line eradication therapy: 

• 7 days of BD treatment: 
• as per 1st line eradication switching in whichever antibiotic not previously 

used – if first line treatment failed despite good adherence 2nd line therapy 
should be extended to 14 days

• If previous exposure to clarithromycin and metronidazole use: 
• PPI + metronidazole + quinolone or tetracycline 

• If penicillin allergic and no previous quinolone exposure use: 
• PPI + metronidazole + levofloxacin 

• If penicillin allergic and previous quinolone exposure use
• PPI + bismuth + metronidazole + tetracycline



If eradication not successful with 
second line treatment discuss 
with gastroenterologist
? Invasive tissue biopsy sent for culture





The Toronto consensus statement has not informed 
national policy updates. 
The NICE 2018 surveillance review on this element 
proposes not to update the guideline on gastro-
oesophageal reflux disease and dyspepsia in adults. 
See -https://www.nice.org.uk/guidance/cg184/documents/html-content



Functional dyspepsia

• Endoscopy normal

• Test and treat for H pylori if not already done 
• 7% of those +ve for H pylori will improve due to eradication, 36% will improve 

due to time 

• If negative offer low dose PPI or H2RA for 4 weeks
• If persists offer  lowest effective dose required to control symptoms 

• ‘As required’ strategy – review at least annually

• Avoid long term use of antacids (no more effective than placebo) 

• BMJ 2013;347:f5059 suggests possible benefit from prokinetics (but caution 
now with domperidone and metoclopramide) and TCAs (but not SSRIs)



Functional Bowel Disorder Clinic spiel:
• You have something called functional dyspepsia. Dyspepsia means discomfort in the stomach region. Functional means that it arises because of a 

problem with the way that the stomach and bowel ‘function’.

Dyspepsia or pain/indigestion can be due to lots of things inflammation, infection, ulcers or cancer. However in functional dyspepsia- which is what you 
have- none of these are present. The stomach looks normal. The endoscopy is normal. This is because the nerves of the stomach, which are very 
important for ‘function’, cannot be seen as we do not have tests for looking at nerves.

When the nerves of the stomach are not working as normal the stomach can become very sensitive. Certain foods can cause pain or burning, and you 
may get full up more quickly. It can also make you feel nauseated. This is not dangerous .

Lots of things can cause the stomach to be sensitive. Certain medication can make this worse. More importantly stress, anxiety and mood changes 
can also influence how sensitive our gut is. When healthy people are more stressed they can feel nauseated or have pain in the tummy -if your 
stomach is already sensitive then these sensations will be even worse.

The treatment for functional dyspepsia is the following-

Eat small amounts regularly- this will help you feel less full. The stomach is a muscle - if you lay in bed all day and got up only once for 30 mins and 
did a lot of exercise you would feel very tired for the rest of the time. The stomach is the same- if you only put food into it once a day then it has to 
work really hard to process that food and you will feel more uncomfortable .

Alter your diet- reduce foods which can cause sensitivity

Reduce your stress and anxiety levels

Some people find that anti acid medication helps 

[If the discomfort still persists then (neuromodulator drugs) can be used to alter the way the nerves are functioning and to make the stomach less 
sensitive]- we can leave this bit to secondary care.



Drugs used in the Functional Disorder Clinic for 
Functional Dyspepsia or IBS

• amitryptiline
mirtazapine
duloxetine
pregabalin
gabapentin

• Review regularly and stop if no benefit



PPI Use

• Longterm use can be considered in:
• Oesophageal stricture/severe oesophagitis- complications of GORD

• Barrett’s oesophagus

• Patients needing longterm NSAID use

• Everyone else- use as required at the lowest effective dose for the 
shortest duration possible



NSAIDS



Risks of NSAIDs

• An increased thrombotic risk resulting in heart attack and stroke
• bleeding
• heart failure
• renal injury
• increased hypertension

• Concerns about NSAID adverse effects go back thirty years

• Systematic reviews confirming thrombotic cardiovascular risks were 
published in 2006.

• 2012 national warnings highlighted the cardiovascular risks of NSAIDs with 
specific recommendation not to prescribe diclofenac and avoid the use of 
NSAIDs in people at increased cardiovascular risk.



One year following the MHRA warning 1 April 2013 to 31 March 2014 
Table summary of interventions to reduce prescribing of NSAIDs in east London CCGs











NSAIDs

• MHRA warnings about diclofenac were followed by marked 
reductions in prescribing in England nationally. 

• Local programmes in east London CCGs reduced the use of diclofenac 
more rapidly than the national average. 







NSAIDs

• In contrast, NSAIDs reduced much less rapidly and no additional trend 
of reduction was apparent after 2012. 

• In 2017, 1 in 12 people with CVD continued to be prescribed NSAIDs 
indicating opportunities for safer prescribing in this group of people



NSAIDS

• Despite warnings about hazards of NSAIDs often prescribed 
inappropriately to patients at high risk of adverse events

• Prescribing errors are experienced by 6-12% of patients in primary 
care and are associated with substantial harm

• UK study reported 6.5 % of medical admissions due to an adverse 
drug reaction, costing the NHS ￡466 million in 2004. 

• NSAIDs  among the four most commonly implicated drugs including 
aspirin, diuretics, and anticoagulants, with GI bleeding the most 
common adverse event. 

• 67% of these admissions were preventable and NSAIDs caused 1 in 10 
admissions for adverse drug events



NICE recommendations

• Prescription of NSAIDs should be based on an assessment of a 
patient’s individual risk factors, including any history of cardiovascular 
and gastrointestinal illness. 

• Naproxen and low-dose ibuprofen were considered to have the least 
adverse thrombotic safety profiles of all non-selective NSAIDs, though 
bleeding risk with both these products remains of substantial concern




