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The Expanding Role of Pharmacy within Healthcare

Essential Skills for Today’s Pharmacy

Blood Pressure
Atrial Fibrillation Blood Pressure, Atrial Fibrillation, Pulse Palpation
Medicines Optimisation
Brief Interventions Brief Interventions

Close
Dr Richard Williams

Consultant Physiologist (cardiology)
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- Interrupt

- Ask questions

&~ Expanding Role of Pharmacy
- Disagree ‘ within Healthcare

- Heckle!
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Health and Care System, DoH, April 2013,
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Medicines Optimisation

+ 1 Adherence
30— 50% of patients do not take medications as prescribed 2
outcomes from their medicines while ~9% CVD events due to poor adherence to medications 3
minimising the risk of K : 1.4-15.4% of hospital admissions are drug related and

preventable; the commonest causes were prescribing and
monitoring problems (53%) and non-adherence (33%) ¢

“...ensures people obtain the best possible

Aim to understand the patient’s experience

. . o + | Medicines Wastage
Ensure evidence based choice of medicines - - . .
- ~£150 million annually in primary care

Ensure medlcmes LB & Safe b pOSSIble 1 York Health Economics Consortium/School of Pharmacy, University of London (2010) Evaluation of the

Scale, Causes and Costs of Waste Medicines

INICE (2013), Medicines Optimisation: Draft Scope, 9 September 2013, National Institute for Health and Care g:%a éig?yg)éthg\ed(‘zc&ess) ’X‘(:’::e’fcee- mgf:vigcu“‘:”(‘ﬁ:’r‘;ep(; ‘a/EVJu(:gCS;::‘U!Q(Z‘g%”;szfgm "
Excellence, guidance. nice.org.uk/CG/Wave0/676 . 3 - 5 g 4 -
www.rpharms.com/promoting-phar ma ifs/ helpi - e “Howard RL, et al. (2007). Which drugs cause preventable admissions to hospital? BJCP, 63(2):136-147

Medicines Use Reviews

. AT . . (7:‘,.".“. NHS community pharmacy advanced
~90% of pharmacies providing MURs. 2.8m delivered in 2012/13 T — (S

Mediines use reviews: a potental resource of
ost opportunity for general practice?

Minimum of 50% should be performed with patients taking a
high risk medicine (e.g. anticoagulants), patients with respiratory
conditions, patients recently discharged from hospital

Up to 50% can be with patients not in target groups:

- Patients that pharmacists think would benefit most
Referrals from other HCPs (including general practice staff)

May 2013 August 2013 October 2013

www.psnc. org.uk/wp-content/uploads/2013/07/Advanced-services-briefing-for-GPs-Aug-2013.pdf
Latif A, et al. (2013). Medicines use reviews: a potential resource or lost opportunity for general
practice?, BMC Family Practice, 14:57
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20 pathfinder sites (30 PCTs)

Consistently delivers broad range of high quality
14 areas returned data (n = 362 HLPS)

commissioned services

) 5 " . o Improvements were seen in the

Provides a quality mark on quality, innovation & productivity majority of services evaluated:
stop smoking

Identifiable as a brand the public can recognise, with services Emergency Hormonal Contraception
tailored to a local community minor ailments
7 alcohol awareness
MURs
NMS
) substance misuse
Healthy Living Champion , . Pivotell automated pill dispenser

Proactive team ethos

April 2013

Service outcomes: stop smoking Service outcomes: Medicines Use Review

Chart 2: C

implementing HLPin each area
Chart 8: Trend in average no. of MURS per pharmacy:

HLP compared to non-HLP pharmacies (BWD & EL)

= No. achieving quit before HLP

= No. achieving quit after HLP. ——HP  —— NonHLP
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2100+ qualified Health Champions
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1500+ leadership development @&\
: 2 .

722 Healthy Living Pharmacies
(1385 expected by end March 2014)

40+ areas implementing
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e ACall toAction

- NHS England developing plan fol
primary care services

Full and Indispensable Partner! m

Wants to secure CP services that deliver great

outcomes; cost effective; reach into every

community; make the most of pharmacists’

expertise & pharmacy’s unique accessibility — Primary Secondary
Care Care

Pharmacie:

¢ Harmonising GMS & Pharmacy contracts

Hypertension prevaience
GP-registered patients by PCT

~25% of adults have high BP*

Rising to >50% 60yrs>"
Blood Pressure

N =~12 million

~7 million diagnosed;

~5.7 million undiagnosed 2

* defined as >140/90mmHg or on Tx

*NICE (2011). Clinical management of primary hypertension in adults, NICE clinical guideline 127
2APHO (2011). Hypertension Prevalence Modeling Briefing Document, Association of Public Health
Observatories, hitp://wwwi.apho.org. uk/resource/view.aspx?RID=111139

If you live long eno you get hypertension

69% of all first Mls, 74% of CHD, 77% first strokes, 91% HF
Estimated lifetime risk of developing hypertension is 90% associated with 7 BP ?
(for 55-65 year olds by 80 years of age; n = 1,298)

1) e Ak 5 Yerss. [ Wemen Aces 65 Yoaas Normotensives Hypertensives

Risk at 5 years (%)

Risk OF HYPERTENSION, %

T T T
8 2 & 2

YEaks of FoLLowup Years or forlowus

10761958 9524575

Ramachandran S, et al. (2002). Residual Lifetime Risk for Developing Hypertension in 1 AHA (2012). Heart Disease and Stroke Statistics—2012 Update, A Report From the
Middle-aged Women and Men, The Framingham Heart Study, JAMA, 287(8):1003-1010 American Heart Association, Circulation, 125: e2-e220
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Curvilinear Relationship Between BP & Risk "2 BP Reductions of 2 mmHg Reduce CV Risk by ~10%

Risk associated with increasing BP is continuous. No natural cut-off
point above which 'hypertension' definitively exists and below which
it does not *

7% reduction in risk
2 mmHg decrease of IHD mortality
in mean SBP i -
10% reduction in
risk stroke mortality

(Based on meta-analysis of 61 prospective, observational

1 National High Blood Pressure Education Program Working Group (1993). Report on primary prevention of studies; 1 million adults; 12.7 million person-years)
hypertension, Arch Intern Med, 153:186-208
”Z:"%yii ﬁte‘[‘ (3129383)13 g%ggzglesml‘ (e (FiEssii a2 (HEEETS Ena CoEiEi e Prospective Studies Collaboration (2002). Age-specific relevance of usual blood pressure to vascular mortality: a

meta-analysis of individual data for one milion adults in 61 prospective studies, The Lancet, 360(9349):1903-913
3NICE (2011). Clinical management of primary hypertension in adults, NICE clinical guideline 127

Systole and Diastole

Systolic Pressure

As the heart pumps blood into the arterial

* BPis the force that blood exerts on system, pressure in the arteries increases.

the walls of arteries

Diastole Pressure
Constant flow & constant pressure

are required to transport blood Recoil of the elastic arteries forces blood
gases to cells of the body i | out of the arterial system into the
/ capillaries. Pressurein the arteries falls as
blood leaves the system. Diastolic
pressure is the pressure existing between
heart beats.

systolic 6
Z

Capiltary

Measurement

Directionof &

lood flow > o

‘Osmotic pressure is

reater than hydHostalie
Net movement
mi!c capnlaly

Facilitates movement ity
of gas & lipophilic :‘s"mlb BHSRIE.
et movement ou
molecules such as | RysHe

water & ions

Interstitial fluid




NICE Guideline (2011)

7]

Natianalinstnute for
et and Clinicl Excellence

Hypertension
Gl managamant ofsemary
paraniion i sts

This quieine parsaiy updiues sn
Ivpistes WICE Sl hamion 34

https://publications.nice.org.uk/quality

What is a properly validated BP monitor?

Recommended by British Hypertension Societ
www.bhsoc.org/bp-monitors/bp-monitors/

Recommended by NICE
Microlife WatchBP Home A

114 When measuring blood pressure in the clinic or in the home,
standardise the environment and provide a relaxed, temperate

setting, with the person quiet and seated, and their arm
outstretched and supported. [new 2011]
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1.1 Measuring blood pressure

1.11 Healthcare professionals taking blood pressure measurements
need adequate initial training and periodic review of their
performance. [2004]

1.1.2 Because automated devices may not measure blood pressure
accurately if there is pulse irregularity (for example, due to atrial
fibrillation), palpate the radial or brachial pulse before measuring

blood pressure. If pulse irregularity is present, measure blood
pressure manually using direct auscultation over the brachial
artery. [new 2011]

113 Healthcare providers must ensure that devices for measuring blood
pressure are properly validated, maintained and regularly
recalibrated according to manufacturers’ instructions. [2004]

Does it really matter which BP monitor we use?

* Mercury / Aneroid / Electronic Manual / Automated?

utomated machines
— reduce variability in manually collected readings '
— reduce white coat effects 2

— significantly better quality and accuracy vrs manual %3

1 White W, et al. (1990). Assessment of four ambulatory blood pressure monitors and measurements by clinicians
versus intraarterial blood pressure at rest and during exercise, Am J Cardiol 65 (1):60-6

2 Myers MG, etal. (2011). Conventional versus automated measurement of blood pressure in primary care patients
wiith systolic hypertension: randomised parallel design controlled trial, British Medical Journal, BMJ 2011;342:d286
2Nelson MR, et al. (2009). Cluster-randomized controlled trial of oscillometric vs. manual sphygmomanometer for
blood pressure management in primary care (CRAB), American Journal of Hypertension, 22(6):598-603

Variables Affecting BP Measurement

* Emotional State: Stress or anxiety can cause large acute 18P

+ Talking: T SBP 10-15 mmHg " 234

Blood Pressure

Measurement
Not Resting 3—5 minute
Activities such as exercise or
eating can affect SBP by 10-20
mmHg >4

With Electronic Blood Pressure Monitors

 Handler J. (2009). The Importance of Accurate Blood Pressure Measurement, The Permanente Journal,
2Long JM, et al. (2004). The effect of status on blood pressure during verbal communication, Behavior
O'BrienE, et al. (2003). European Society of Hypertension recommendations for conventional, ambulato
pressure measurements. Journal of Hypertension, 21: 821-848
* Pickering TG, et al. (2005). Recommendations for Blood Pressure Measurement in Humans, Hypertension, 45:142-161



* Back /Arm / Feet Un rted 34

T DBP by 6 mmHg

7T SBP by 2-8 mmHg

Upper arm above heart: JsBp2 mmHg, for every inch above

Back not supported:

Crossing legs:

Upper arm below heart: TsBpP2 mmHg, for every inch below

* Handler J. (2009). The Importance of Accurate Blood Pressure Measurement, The Permanente Journal, 13:3: 51-54
2Long JM, etal. (2004). The effect of status on blood pressure during verbal communication, Behavior Science,5(2):165-
2 O'Brien E, et al. (2003). European Society of Hypertension recommendations for conventional, ambulatory, and home
blood pressure measurements. Journal of Hypertension, 21: 821-848

“ Pickering TG, et al. (2005). Recommendations for Blood Pressure Measurement in Humans, Hypertension, 45:1:

Salt 97-99% sodium chloride (NaCl)
\Elel] 40% Na, 60% ClI

Dietary salt recommendations
UK = 6g (2,300 mg/d) '
WHO = 5g (2,000 mg/d) 2

In people taking >2 sodium containing drug formulation
median amount of sodium ingested is ~2,500 mg/d 3

* SACN (2003). Salt and Health, Scientific Advisory Committee on Nutrition (The Stationary Office, London)
2WHO (2012). Guideline: sodium intake for adults and children (WHO, Geneva)
eorge J, et al. (2013). Association between cardiovascular events and sodium-containing effervescent,
rsible, and soluble drugs: nested case-control study. BMJ 2013;347:16954

Association of a difference in systolic blood pressure @%
between arms with vascular disease and mortality:
asystematic review and meta-analysis

1.2 Diagnasing hypertension
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Smoking: nicotine temporarily increases BP, so patients should refrain
from smoking at least 30 minutes before a BP measurement ">

Alcohol & Caffeine: causes BP levels to spike so patients should not
consume at least 30-60 minutes before having a BP measurement *3

Temperature: BP tends to increase when an individual is cold, therefore
weather conditions and room temperature may cause BP to rise *

Full bladder: BP is lower when a bladder is empty. As a bladder gradually
fills, BP increases. SBP can increase 10— 15 mmHg with a full bladder "3 #

* Handler J. (2009). The Importance of Accurate Blood Pressure Measurement, The Permanente Joural, 13:3: 51-54

3 O'Brien E, et al. (2003). European Society of Hypertension recommendations for convertional, ambulatory, and home
blood pressure measurements. Journal of Hypertension, 21: 821-848

“ Pickering TG, et al. (2005). Recommendations for Blood Pressure Measurement in Humans, Hypertension, 45:142-161
*Kaplan NM et al. (eds. 2012). Technique of blood pressure measurement in the diagnosis of hyperte In UpToDate.
www.uptodateoniine.com/online/contentitopic.do?topickey=hyperten/9469&selected Title=1~150&source=search_result

1.1.5 If using an automated blood pressure monitoring device, ensure
that the device is validated® and an appropriate cuff size for the
person’s arm is used. [new 2011]

e Use appropriately sized cuff

BP Cuff is too Small: T SBP 10 — 40 mmHg "3 *
BP Cuff used Over Clothing: 1 SBP 10 -50 mmHg "4

* Place cuff correctly
o medial side of biceps brachii
o 2-3 cm above antecubital fossa

* Arm mustbe at same E
vertical height as heart e

1 Handler J. (2009). The Importance of Accurate Blood Pressure Measurement, The Permanente Journal, 13:3: 51-54

3 O'Brien E, et al. (2003). European Society of Hypertension recommendations for conventional, ambulatory, and home
blood pressure measurements. Journal of Hypertension, 21: 821-848

* Pickering TG, et al. (2005). Recommendations for Blood Pressure Measurement in Humans, Hypertension, 45:142-161

122 If blood pressure measured in the clinic is 140/90 mmHg or higher:

-« Take a second measurement during the consultation.
« [fthe second measurement is substantially different from the
first, take a third measurement.

Record the lower of the last two measurements as the clinic blood
pressure. [new 2011]
If first reading is below 140/90, no additional readings required
128 If hypertension is not diagnosed, measure the person’s clinic blood
pressure at least every 5 years subsequently, and consider
measuring it more frequently if the person’s clinic blood pressure is
close to 140/90 mmHg. [new 2011]
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Measurements p on a single occasio

Regression to the mean

If a variable is extreme on its first
measurement, it will tend to be closer
to the average on its second
measurement and, paradoxically,

is extreme on its second measurement,
it will tend to have been closer to the . 24 pracices, N = ~1,500 patients

average on its ﬂrSt- e 6 readings at 1 min intervals
12 mmHg systolic drop, stable after 5t reading
<5 clinic readings may be unreliable '

Repeated measurement may be
required over weeks/months 2

15 readings (over 5 days, 3 readings|
per occasion) may be required to
reduce variability by 80% *

1 Keenan K, et al. (2009). Long term monitoring in patients receiving treatment to lower blood pressure, BMJ,
2 Brueren M et al. (1997). How many measurements ar ary in diagnosing mild to moderate hypert
Shand gz, v mavsenant * Rothwell PM, et al. (2010). Prognostic significance of visit-to-visit variability, maximum systolic blood pressure,

How long to wait between each reading? What is the Target for Screening?

’ Stage 1 hypertension Clinic blood pressure is 140/90 mmHg or higher ‘
and subsequent ambulatory blood pressure menitoring (ABPM) daytime

* Slow or repeated inflations of the cuff can result in venous average or home biood pressure monftoring (HBPM) average blood

congestion, which leads to inaccurate measurements '

60700 mmHg or higher
* Leave 1 minute between measurements (NICE, 2011, p.7) 2 and subsequent ABPM daytime average or HBPM average blood pressure
is 150/95 mmHg or higher.
Severe hypertension Clinic systolic blcod pressure is 180 mmHg or higher
or clinic diastolic blood pressure is 110 mmHg or higher.

e e BT e el NICE (2011). Clinical management of primary hypertension in adults, NICE clinical
quid guideline 127

Which is more important, systolic or diastolic? White Coat, Masked, Episodic Hypertension?

Diastolic rises with age, is more commonly elevated in people White Coat Hypertension
younge n 50, and thereafter falls ' * Causes misdiagnosis of hypertension in >25% of diagnoses '
* Risk of future CV similar to patients with established hypertension 2

Systolic rises continually throughout life due to progressive

stiffening & loss of compliance of larger arteries 2 Masked Hypertension (CBPM normotensive, ABPM/HBPM hypertensive)

* Prevalence up to 50% in treated hypertensive patients 3

Episodic Hypertension (labile) White coat Sustained

hypertension hypertension
* BP fluctuates abruptly & repeatedly 15-30% '

* Spikes in BP can predispose someone Toda sasiiad

to a 6x higher risk of a stroke, even if normotension hypertension

. B . s 20% 3
their average BP is not high * e 8-20%

135/85 mm Hg

" FranklinSS, et al. (1997). Hemodynamic patterns of age-related changesin blood pressure. The 1NICE (2011). Clinical management of primary hypertension in C k ____ Ambulatory pressure
Framingham Heart Study, Circ., 96 (1):308-15 2Gustavsen PH, et al. (2003). White coat hypertension is acalmovascu\ar nsk factor, J Hum Hyperten, 17:811-17
2 Taylor BC, et al. (2011). Impact of Diastolicand Systolic Blood Pressure on Mortality: Implications for the 3 Bobrie G, et al. (2008). Masked hypertension: a systematic review, Journal of Hypertension, 26(9):1715-1725
Definition of “Normal”,J Gen Intern Med 26(7. “Rothwell PM, et al. (2010). Prognostic significance of visit-to-visit variability, Lancet, 375(9718):895-905




Management

Atrial Fibrillation
and Pulse Palpation

Most common sustained cardiac arrhythmia
Prevalence among general practices in England, 1.76% '

Stroke x T (300-400%) 2
Mortality 1x T (100%) 2

Heart Attack  1x T (100%) 2

Independent association, especially in women & blacks.
Prospective cohort study, USA, n=23 928, w/o CHD at baseline

1 Cowan C, et al. (2013). The use of anticoagulants in the management of atrial fibrillation among general

practices in England, Heart doi:10.1136/heartjnl-2012-303472

2 Miyasaka Y, et al. (2007). Mortality trends in patients diagnosed with first atrial fibrillation: a 21-year community-
based study, J AmColl Cardiol. 2007;49(9):986-992

3 Soliman EZ, et al. (2014). Atial Fibrillation and the Risk of Myocardial Infarction, JAMA Int. Med., 174(1):107-14
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After BP measuremen

Put patients at ease

Lifestyle Advice & Signposting: physical activity, diet, relaxation,
alcohol, caffeine, salt, smoking cessation

Encourage HBPM
- Lowers BP vrs usual care at 6 months (YSBP 3.9 mmHg, {DBP
2.4 mmHg) based on 26 prospective comparative studies i
But...need to ensure HBPM is performed correctly
Encourage Concordance & Persistence 2
- 4x T risk of dying from a stroke by 2" year after starting

*Unlig K, et al. (2013). Self-Measured Blood Pressure Monitoring in the Management of Hypertension: A
Systematic Review and Meta-analysis, Annals of Internal Med., 159(3):185-194

2 Herttua K, et al. (2013). Adherence to antihypertensive therapy prior to the first presentation of stroke in
hypertensive_adults: population-based study, European Heart Journal, 34(38):2933-9

Atrial tachyarrhythmia (supraventricular)

1 atria contractions (400-600 bpm)
rapid, irregular, uncoordinated

{ atrial mechanical function
irregular impulses conducted to ventricles;
impaired atrial transport function

1 ventricular rate (110-140 bpm, rarely 150-170)
irregular ventricular rate; loss of ventricular rate
adaptation to increased demands

d cardiac output 10-20%, regardless of ventricular

NCCCC (2006). Atrial Fibrillatior

Recurrent, sudden episodes, each <7 da

duration - most resolve within 2 days

* 8 —9% with new-onset paroxysmal AF developed sustained
arrhythmia by end of first year; ~25% in permanent AF by 5 years.
* 66 — 75% patients had documented recurrence of AF within

5 years, despite continuous anti-arrhythmic drug therapy.

Persistent Episodes that last longer than 7 days
and that can recur after treatment

Heart does not revert back to normal
rhythm, even with treatment

Kerr CR, et al. (2005). Progression to chronic atrial fibrillation after the initial diagnosis of paroxysmal atrial
fibrillation: results from the Canadian Registry of Atrial Fibrillation (CARAF), American Heart J, 149(3):489-96



Stroke Risk and Anticoagulation
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Stroke Risk and Anticoagulation

lusions Over one-third of patients with AF and
known risk factors who are eligible for AC do not receive
them. There is a high use of AP among patients not
receiving AC. Uptake of AC is particularly poor amang
patients aged 80 years and over

Results 231833 patients with a history of AF were
dertfad. Among 132 099 patients with a CHADS; score
>2, 72 211 (54.7%) received an AC, 14 987(11.3%)
were recorded as having a contraindication or having
declined AC therapy, leaving 44 901 (34.0%) not on AC
therapy and without a recorded contraindication or
recorded refusal. Among patients not prescribed an AC,
79.9% wiere prescribed an AP. The use of AC dedined in

Conclusions Anticoagulation was underused in this
high-risk population, and those at highest risk were less
likely to be treated. Strategies need to be developed to

Pulse Palpation

Pulse may be palpated in an
be compressed against a bone.

improve prescription of anticoagulation treatment.

lace that allows an artery to

Normal Rate and Rhythm

retrospectwe analysis suggests 80% s
of patients with a significant risk for
thromboembolic stroke (CHA,DS -
Vasc score >2) did not receive
anticoagulation

" |Access to some NICE approved drugs varies hugely

©  The e of anicoagulans in the management of Associations with anticoagulation: a cross-sectional National survey of patients with AF |3M]
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Where a patient lived seemed to have a dramatic effect on their
cess ln the latest drugs. In October to December 2012 there
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Palpation Vid

eo & Practical

Atrial Fibrillation — “irregularly irregular”

10
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Simple risk communication
Diagnosis

Argument

Initiating and Sustaining
Behaviour Change

Most attempts to persuade
Emotional blackmail

Probably...no one approach. Human psychology is too complex!

IN“2HEALTH

1) Communicating Risk

ren’t they taking this seriously?

y is Communicating Risk important?

Risk = probability that a hazard will give rise to harm '
People fail to recognise unhealthy living as a cause for concern,
despite media and health campaigns.
Risk communication = the open two way exchange of
inforr.‘natioh and o.pinion about w' with People who don’t recognise their own unhealthy behaviours, are
the aim of improving the understanding of risk and of less likely to see calls to improve health as personally relevant '
promoting better decisions about clinical management 2

Individuals who view themselves as unhealthy are more likel
Risk communication should cover to engage in healthy behaviour change *

* probability of the risk occurring
E

. . . Behaviour change is largely motivated by perceived risk
e importance of the adverse event being described

effect of the event on the patient 1 Johnson F, et al. (2008). Changing perceptions of weight in Great Britain: comparison of two population surveys,
British Medical Journal, 337:a494
wards A, Elwyn G. Und 2 Strauss RS (1999). Self-reported weight status and dieting in a cross-sectional s
Ith Care 2001;10(suppl 1) National Health and Nutrition Examination sy 11l, Archives of Pae
3Janz NK, Champion VL & Strecher VJ ). The Health Belief Model

11



HOME NEWS SpoRT FINANCE COMMENT BLOGS CULTURE 1

UK News

Cancer cure 'may be available in two years'

Shar
0
>

UK

Major

oK

ﬁ

Cancer sufferers could be cured with injections of immmune cels Rova

from other people within two years, scientists say. Asco

Football fans can now order half-time pies |Merthyr Town's ground to be renamed
at Tyncastle with new smartphone app the Cigg-e Stadium

THE cutting-edge technology wll be available today to il 3000 fans i the sponsorship package with electronic cigarette brand
Whestfield Stand for the clazh with otherwell E.ites unveiled s official partner of Derby County

Thursday 22 feagust 2013 0010 BST

Scotiand to llow fans
HEARTS fans wil be able to e Nalf-time pies and 8ol froe

o smartghone app.

The scheene, the flest # the UK, mears Supporters can séad thelr orders to a snack bar
Via thele mobles, 3nd have It dalivered by Tynecastie staff.

Patient
Communication

[ Tvk PATIENTS KNOW NCRE ASOUT
THER. DISEASES T NE . | BST
GET WOHER SPEED INTERNET
ACCESS THAN THEM

Lt
)|

7 \'M SeRRY POCTAR , BUT AGAN [HAVE To TiSAGREE M - e
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Misleading Information

[GET 75 FREE PRINTS AT G200z |
SUNDAY: EXPRES

St Dieting the
N For e i) eyt e
§§|e[\tl IC Way

Getinthe sun - sk
withoutsunblock | g plump and
i e | BRI

¢ In general, clinicians should present information in the
most transparent and understandable way, rather than
trying to persuade, and accept that the patient’s informed
decision on their own care may not necessarily be the one
that reduces their risk. '

However, where there is good evidence of the benefits of
an intervention, risk communication should aim to go

beyond simply sharing information and endeavour to
change beliefs or promote behavioural change. 2

TAhmed H., et al. (2012). Communicating Risk, BMJ, 344:¢3996 doi: 10.1136/bmj.e3996 (18 June 2012)
2 Brewer NT in Fischhoff B, et al. (eds.) (2011). Communicating risks and benefits: an evidence-based user’s
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) Readiness to Change

Are they ready to change?

(in two minds; w.

17/02/2014

Ambivalent

nd not wanti change;

wanting incompatible things at th e time)

Importance +

“How important is
it for you to...?”

Confidence = Readiness
(Self-efficacy)

“How confident are you
in your ability to...?”

“l really want to
change X, but |
can’t because...”

“l don’t want to
change X, but |

because...”

Less Ready
know | have to to Change

More Ready
to Change

“Why are you at that number and not zero?”

Stages of Change Model

Pre-contemplation
\ Contemplation
1. Pre-Contemplation
Preparation
PR —
Lapse

Lapse
Maintenance

Prochaska and Diclemente, 1983, 1992 1997

- No intention to change.

- Aware of need for change but
not yet committed.

- Making small steps towards
change.
- Intention to act in near future.

- Behaviour changing.

- Potential risk of relapse.
- Cyclical change, test of
resilience.

- Information
- Discussion

- Highlight pros/cons of
change.

- Misinformation needs
identifying and correcting.

- Support small changes.
- Avoid high-risk
situations.

- Support (and options)
- Environment
management

- Review decision

- Continue support
- Relapse prevention
- Problem-solving skills

13



3) Motivational Interviewing

How can | encourage them to do something?
How can | support their efforts?

To optimise our relationship with a patient to help them decide,
(i) if change is for them; and, if yes
(i) to encourage them to start and sustain that change.

Motivational Interviewing Style

Use reflective listening and empathy...

encourage reflection on the personal value of change...
highlight discrepancy & explore ambivalence...

and encourage change talk & support self-efficacy.

Small Changes = Large Effects
Behaviour change is a process and
rarely happens as a single event!

17/02/2014

hat is Motivational Interviewi

‘A collaborative conversation to strengthen a person’s
own motivation for and commitment to change.’

‘People are generally better persuaded by their own
arguments than by those of others - especially

so-called experts. Our task is to help them decide to
do things differently.”

Bill Miller & Steve Rollnick, 2010
(Psychologists who originated and developed Ml during the last 30 years)

www.motivationalinterview.org

Establish Rapport

Establish Agenda OARS
Identify Behaviour — only one!
Motivation / Barriers? Open Questions

Are they ready to change? Reflective Listening

Stage of change?

T Importance / T Confidence Affirmations

SMART Goal (specific, measurable, attainable, relevant, timed)

Agree Next Steps! Summary

Example — Directing Style

“OK, so your weight is putting your health at serous risk.
You already have early diabetes.”

(Patient usually resists at this point)
“Overweight is conceptually very simple, if you think about
it. Too much in, not enough out. So all you need to do is
eat less and exercise more. Unfortunately, there’s no way
you can get around that simple fact.”

(Patient replies with a “Yes, but . . .” argument)

Rollnick S, et al. (2010). Motivational interviewing, BMJ 2010;340:¢1900, doi: 10.1136/bmj.c1900
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Example — Guiding Style

“OK, let’s have a look at this together and see what you think.

From my side, losing some weight and getting more exercise will

help your diabetes and your health, but what feels right for you?
(Patient often expresses ambivalence at this point) MOtlvatlonaI InterV|EW|ng Vldeos

“So you can see the value of these things, but you struggle to see
how you can succeed at this time. OK. Well, it’s up to you to
decide when and how to make any changes. But | wonder, what

sort of small changes might work for you?”

(Patient says how change might be possible)

Education

Techaclogy

Nature of werk

Bk eemronment,
receation and
transport

For a short video training course: http://www.ncsct-training.co.uk/player/play/VBA

EDITORIALS

——1 guldelines workshop = atelier sur les guides de pratique J—|

lifestyle

NO MAGIC BULLETS: A SYSTEMATIC REVIEW
OF 102 TRIALS OF INTERVENTIONS
TO IMPROVE PROFESSIONAL PRACTICE

ladrew D Bas, MO, WSc; Ny ke s, BHSCEFT)
Darid . Do, W & i Hapses, WD, A3

Any questions?
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