How data protection changes will affect your practice
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· You can tell how bureaucratic and boring this subject is, because they had to get a freelance journalist to write about it. No doctor could (a) understand it, or (b) bear to spend time thinking about it.

· The General Data Protection Regulation (GDPR) is Europe-wide and came into force in May 2018.

· It’s part of a wider package of data protection measures that replaces the Data Protection Act of 1998.

· The GDPR applies to ‘applies to those responsible for controlling and processing personal data’, and ‘personal data’ means data that can identify a living person – for example the NHS number, or a combination of address and date of birth.

· ‘Personal data that reveal a person’s health are “special category” data with greater protection under the GDPR.’

· Basically the new regulations build on and extend the old ones. People about whom data is being held (‘data subjects’) have greater rights to access that data. The people who are holding the data (‘data controllers’) are under greater obligation to demonstrate that they’re treating it right – just having a policy in a folder somewhere isn’t meant to be enough any more. (You have to have a notice on your wall + website instead.)

· There are ‘potentially higher financial penalties for breaches and non-compliance’ on the part of data controllers; but on the other hand, data subjects should now ‘be able to access their records free of charge in most cases’.

· ‘The Information Governance Alliance (IGA), hosted by NHS England, is issuing guidance for the health and social care sector.’

· GPs need a data protection officer – 9 times out of 10 this will be your Practice Manager, as it was under the old regulations, but as an option you could have one officer acting (and monitoring compliance) on behalf of several practices.

· ‘Providing information to patients in the form of “privacy notices,” sometimes referred to as “fair processing notices,” is a fundamental requirement, and these must be clearly visible in the practice.’ These notices should include the name and contact details of the Data Protection officer, along with a description of what kind of data you collect and hold, what purposes you’re doing it for, how you process it and who you might share it with. They should also say that patients are entitled to access their medical records, to have inaccurate data corrected, and to be able to lodge a complaint with the Information Commissioner’s Office if things go wrong.

· Practices should have

· a data processing register

· mechanisms for reporting breaches

· a means of showing how they respond to information requests.

· Failure to provide fair processing information to patients is likely to be regarded as a failure to comply with GDPR, according to the BMA.

· Fines for breaches could be ‘€20m (£18m; $25m) or 4% of worldwide turnover, whichever is greater’.

· You don’t have to get explicit consent for every little thing you do. ‘The GDPR creates a lawful basis for processing special category health data without explicit consent when it is for the provision of direct care.’ For example, you can pass a patient’s details to the District Nurses, the ambulance service or a consultant at the hospital without explicit consent, because that’s part of direct care.

· However, for purposes other than direct care (for example research) the rules are more stringent than they used to be: ‘Consent must be freely given, specific, informed, and an unambiguous indication of the subject’s agreement.’ A default setting of ‘opted-in’ unless the patient has explicitly expressed a desire to be ‘opted-out’ should no longer be acceptable. This is quite problematic for the NHS, where a great deal of data-collection goes on without patients really being aware of it; and although most of it is supposed to be anonymised, there may be times (for example with rare medical conditions) where it would actually be perfectly possible to identify individual patients if anyone was really determined to do so.

· When faced with requests for confidential data from outside organisations, ‘it is critical that GPs are confident that there is a clear legal basis for the disclosure’. The default position should be to say no unless this legal basis is provided to your full satisfaction.

· In real life, however, most data requests tend to come from people like solicitors, who get the patient to sign a form that says ‘I authorise Scrounger and Bastard, Solicitors, to acquire full copies of my medical records on my behalf’; and whereas under the old regulations you could charge £50 for photocopied notes and £10 for a printout of computerised ones, you now can’t charge anything.

· Practices are likely to need the following documents “as a minimum”: 

· a data protection policy, 

· internal and external privacy notices, 

· a data breach policy, 

· a privacy policy,

· and a data retention policy.

· Just let your Practice Manager deal with it, that’s what I say. It’s about time that lazy bastard did some work.

Anticholinergic drugs and risk of dementia: case-control study
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· ‘Objectives: To estimate the association between the duration and level of exposure to different classes of anticholinergic drugs and subsequent incident dementia.’

· This was a case-control study, drawing its data from ‘General practices in the UK contributing to the Clinical Practice Research Datalink’. 

· I bet none of those general practices had obtained explicit consent from their patients for their data to be used by the Datalink – but that’s another story.

· In the study there were 40 770 patients aged 65-99 with a diagnosis of dementia between April 2006 and July 2015, and 283 933 controls without dementia.

· All drugs prescribed to each patient were classified according to the 2012 update of the Anticholinergic Cognitive Burden (ACB) scale – this has scores ranging from 0 (for not anticholinergic) to 3 (definitely anticholinergic).

· ‘The adjusted odds ratio for any anticholinergic drug with an ACB score of 3 was 1.11’, and ‘Dementia was associated with an increasing average ACB score’.

· ‘The risk of dementia increased with greater exposure for antidepressant, urological, and antiparkinson drugs with an ACB score of 3. This result was also observed for exposure 15-20 years before a diagnosis.’

· However, ‘Gastrointestinal drugs with an ACB score of 3 were not distinctively linked to dementia’.

· ‘Antidepressants (predominantly amitriptyline, dosulepin, and paroxetine) and urologicals (predominantly oxybutynin and tolterodine) with an ABC score of 3 (definitely anticholinergic) were consistently associated with incident dementia. These relations were seen even for exposures 15-20 years before the diagnosis of dementia, suggesting that reverse causation or confounding with early dementia symptoms are less likely explanations for the effect.’

Anticholinergic drugs and dementia in older adults
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· This article was an editorial about the research study summarised above.

· Anticholinergic drugs are used by 10-27% of older adults to manage conditions such as overactive bladder, seasonal allergies, and depression.

· ‘It is well established that these drugs can cause temporary short term impairment in cognition, including attention and reaction time.’

· Over the last 10 years or so, association with an increasing risk of dementia has also begun to emerge.

· In the research paper just summarised, Richardson and colleagues found that ‘people prescribed greater dosage quantities over time of probable (ACB category 2) and definite (ACB category 3) anticholinergics had a higher risk of dementia’.

· The highest dose category (>1460 defined daily doses) was associated with an adjusted odds ratio for dementia of 1.57.

· ‘The most consistent evidence for increased dementia risk was found for definite anticholinergic antidepressants, antiparkinsonian drugs, and drugs to treat urinary incontinence.’

· On the other hand there was no increased risk associated with anticholinergics used to treat gastrointestinal problems or respiratory difficulties (eg. over-the-counter antihistamines).

· One weakness of the study is that identifying dementia cases ‘from administrative files’ might lead to an underestimation of the true disease rates.

· Another is that anticholinergics are often given for depression, but ‘information on severity of depression measured by a standardised instrument was not available’ in this study – so it could be the case that there is an association between depression and dementia muddying the waters.

· ‘A standardised international list of probable or definite anticholinergics could be agreed on so future studies could consistently define anticholinergic dosage burden over time’.

· Anticholinergic drugs in general, and especially highly anticholinergic drugs, ‘should be avoided in older adults’ as much as possible. Apparently there are both pharmacological and non-pharmacological alternatives available – eg. nappies and catheterisation for patients with urinary symptoms; or, for those feeling depressed, old episodes of It Ain’t Half Hot, Mum.
Exploring low mood in a person with cancer
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· Believe it or not, ‘Depression and anxiety are more common in patients with cancer, and they are associated with poorer quality of life and cancer survival.’

· Apparently you’re supposed to make a judgement about whether your patient is experiencing ‘pathological low mood or anxiety’ rather than ‘a normal response’ to the cancer.

· ‘Ask about anhedonia (loss of pleasure or interest in previously enjoyable activities), and pronounced feelings of helplessness, hopelessness, guilt, or suicidal ideation’.

· Has the patient experienced low mood and/or panic symptoms prior to the diagnosis?

· Some symptoms may be biological results of either the cancer itself or chemotherapy – for example weight loss, lack of energy and poor motivation.

· Are the symptoms affecting the patient’s ability to function, and are they likely to influence his/her decision-making about cancer treatment?

· Is the patient anxious that symptoms such as pain or change in bowel habit may indicate that the cancer is spreading?

· ‘Health anxiety’ is ‘a preoccupation with the fear of having a serious illness based on a misinterpretation of somatic symptoms’. It’s quite understandable if your patients with cancer, or those who are in remission, get a bit of health anxiety.

· ‘Anxiety is regarded as pathological where it is disproportionate to the level of threat (for example, still high more than 10 days after receiving bad news)’.

· 10 days! Blimey! It takes me a month to get over my tax bill.

· Does the patient have other medical problems associated with depression – eg. alcohol misuse?

· Is there a previous psychiatric history, eg. bipolar?

· ‘There is no evidence that screening for suicidal thoughts induces suicidal ideation’, so don’t be nervous about exploring suicidal ideation. Don’t actually help out with the planning, though.

· Suicide risk factors include tumour site, physical functioning, and cancer prognosis.

· Head and neck tumours, multiple myeloma, lung cancer, and conditions with limited treatment options are of particular concern – but so are certain social circumstances, eg. ‘men with poor social support’.

· Suicide risk peaks during the first month after cancer diagnosis. So if you can manage to persuade the patient that he was actually diagnosed a month earlier than he thought, you’re in the clear.

· Check FBC, renal, thyroid, LFTs. ‘The oncologists will have ruled out bone or brain metastases as part of the preoperative staging of the cancer.’

· If low mood is thought to be an adverse effect of anti-folate chemotherapy, B12 might help by correcting raised homocysteine levels, ‘but this remains untrialled’.

· CBT might be useful too – or ‘wider psychological therapy approaches used to explore existential issues’. Or religion.

· Sertraline or citalopram would usually be first-line pharmacological treatments, but if the patient might need a stoma then mirtazepine could be better, as it has ‘a relatively neutral effect on bowel function’.

· ‘Patients with cancer treated in primary care for major depression have better response rates to antidepressants after prescribing input from a psychiatrist’, and ‘Suicidal ideation, psychotic symptoms, mania, and confusion or severe depression of rapid onset after chemotherapy or corticosteroid administration are all indications for urgent psychiatric referral.’

· However, by the time the psychiatrist gets round to seeing your patient, he or she will either be past the crisis or dead.

Electronic cigarettes for smoking cessation
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· ‘Electronic cigarettes (e-cigarettes) were originally designed as a smoking cessation aid’. Bet you didn’t know that, did you? Or perhaps it’s just me that’s ignorant.

· 60% of current adult smokers have tried e-cigarettes, and 18% are e-cigarette users.

· In England, over 40% of people who try to quit smoking do so with the help of e-cigarettes.

· About 52% of current e-cigarette users are former smokers. 

· We need some clarity of nomenclature here. Does the term ‘current smoker’ mean ‘tobacco-smoker’ or ‘e-smoker’ or both?

· ‘Most people who smoke cigarettes are addicted, and the main vehicle of that addiction is nicotine.’

· About half of ‘regular lifetime smokers’ (meaning tobacco-smokers, presumably) will eventually die of smoking-related causes. Nicotine replacement therapy (NRT) and e-cigarettes give you the same nicotine, but they are much less harmful.

· Persistent NRT and e-cigarette users ‘report doing so primarily to avoid a return to smoking’.

· Only small numbers of tobacco smokers who manage to give up completely by using NRT will become persistent NRT users. The evidence about e-cigarettes is scantier, but ‘one French cohort study found that over half of people who quit smoking with the aid of e-cigarettes were no longer using e-cigarettes six months later’.

· ‘All nicotine delivery devices—cigarettes, NRT, and e-cigarettes—provide nicotine dose information’, but the information isn’t all that useful, because the dose received depends on how the device is used rather than what it contains.

· ‘Adding additional nicotine delivery devices, such as by using NRT or e-cigarettes while smoking, does not usually increase nicotine dose and tends to reduce tobacco dependence.’

· E-cigarettes heat a liquid into an aerosol for inhalation, which usually comprises propylene glycol and glycerol, with or without flavours.

· E-liquid varies in its nicotine content, from liquid which contains no nicotine to liquid that contains doses >20 mg/mL.

· In addition to giving you a hit of nicotine (unless you’re fool enough to choose one of the zero-nicotine options) e-cigarettes, unlike NRT, ‘may also facilitate smoking cessation by addressing the sensory and behavioural aspects of addiction to smoking cigarettes’. In other words they give you something to fiddle about with, you can blow out big clouds of smoke, they ‘make you look cool’, and they do that nipple-substitute thing that seems to be part of the charm of smoking.

· A 2016 Cochrane review found that e-cigarettes with nicotine might be better at helping people to quit for 6-12 months than placebo e-cigarettes with no nicotine – 9% abstention for the former, versus 4% for the latter.

· In uncontrolled studies, ‘participants provided with e-cigarettes showed quit rates ranging from 12.5% to over 50% for six months or longer’.

· We don’t definitely know if reducing cigarettes without quitting actually improves health – but people who reduce their smoking usually do so because they are aiming to quit eventually.

· Another Cochrane review suggests that giving NRT to smokers, even if they’re not motivated to quit, can lead to a reduction in smoking and improve long term quit rates – so the same probably applies to e-cigarettes.

· ‘Studies conducted in people using e-cigarettes to quit smoking have not detected serious adverse effects’, but this evidence is based on short term data as the devices have only been around for a few years.

· A Royal College of Physicians 2016 study ‘estimated that the harm arising from long term vapour inhalation from e-cigarettes is unlikely to exceed 5% of the harm from smoking tobacco’, because tobacco smoke contains much more in the way of carcinogens and toxicants.

· ‘Results from individual studies in people with chronic obstructive pulmonary disease, asthma, and hypertension have generally shown improvements in symptoms and have not detected serious adverse effects. We found no studies providing evidence regarding the safety of e-cigarette use during pregnancy.’

· There is no long term data on ‘dual use’ (smoking + vaping), but ‘data from one short term study detected reductions in toxicants’ in people who switched from tobacco-only to dual use.

· A word of caution: ‘The Royal College of Physicians has stated that, as e-cigarettes are not currently made to medicines standards, they are “probably more hazardous than NRT.”’ Killjoys.

Clostridium Difficile

BMJ 2018;360:k155
· This BMJ article is actually a short summary of another article published elsewhere: Int J Qual Health Care.doi:10.1093/intqhc/mzx120
· Ten years ago, annual rates of Clostridium difficile infection were around 110 per 100 000 population in both England and the US. 
· The UK government responded by imposed targets, created a national surveillance system, and instituted changes in infection control policy. 
· In the UK, rates of C difficile infection fell by more than 50% in the two years after these measures were implemented and have continued to decline. 
· In the US by contrast, rates have remained high.
· Hooray for us! God bless dear old Blighty! God Save the Queen! Up yours, Trump! Etc.
Stemming the tide of antimicrobial resistance: implications for management of acne vulgaris
Br J Gen Pract 2018; 68 (667): 64-65
Miriam Santer, Nick A Francis, Duncan Platt, Elizabeth Anne Eady and Alison M Layton
· Acne causes distress, decreases selfconfidence, and increases rates of depression and suicidal ideas.
· Topical and oral antibiotics are common treatments for acne, but they don’t always work and there are alternatives available.
· Topical antibiotics lead to overgrowth of resistant bacteria on treated skin sites, and oral antibiotics increase the number of resistant bacteria ‘at all body sites with resistant microflora’.
· ‘Resistance emerges not only in treated patients but also in close contacts.’
· Skin conditions account for 8% of primary care antibiotic prescribing, and there is growing concern about the effect this long-term antibiotic use in young people might be having on ‘the steady-state microbiome’.
· A recent analysis of CPRD data (Clinical Practice Research Datalink – which is where all researchers seem to get their data from these days) suggests that GPs prescribe oral antibiotics at 31% of first consultations for acne.
· Over 90% of acne is managed in primary care in the UK.
· Propionibacterium acnes is ‘strongly implicated’ in cases of acne, but acne is not an infection, and effective antimicrobials ‘do not eliminate p acnes from the skin’.
· A sebum production defect triggers hyper-proliferation of follicular keratinocytes, ‘resulting in inflammation via multiple pathways’.
· The relative importance of antibacterial versus anti-inflammatory effects of antibiotics in the management of acne ‘remains unclear’.
· Benzoyl Peroxide is an anti-bacterial, available over the counter in many countries including the UK. 
· It works as a bactericidal agent – effective against both antibiotic resistant and susceptible strains of p acnes, and able to reduce development of resistance in the skin’s microflora. But ‘it has limited impact at controlling selective pressure from oral antibiotics at body sites other than the area of application’.
· Adapalene, isotretinoin and tretinoin act on abnormal keratinisation and are also anti-inflammatory – but they can irritate the skin, so patients sometimes abandon the treatment if they haven’t been cautioned about this.
· In women, Dianette and particularly 3rd generation combined oral contraceptive pills are effective alternatives to antibiotics (especially if combined with topical treatment).
· Dianette should be stopped 3-4 months after the acne has resolved.
· Benzoyl peroxide or adapalene can be used first-line, or combined (Epiduo) for moderate localised acne.
· Oral antibiotics with topical benzoyl peroxide are recommended if acne is more widespread or if there is scarring.
· There is ‘an international agreement’ [? will this still be valid after Brexit?] that neither oral nor topical antibiotics should be used as monotherapy.
· Use of Epiduo has increased in recent years, but Duac (topical clindamycin/benzoyl peroxide) and Zineryt (topic erythromycin) are still by far the most commonly prescribed topical acne treatments in England and Wales. Rates of resistance to erythromycin and clindamycin in p acnes varies from 45% to 91%, ‘strongly implicating topical use in the emergence of resistance’.
· There aren’t many studies comparing topical therapies to oral antibiotics, so it’s best to avoid oral antibiotics on principle, unless in keeping with guidelines and restricting courses to a maximum of 3-4 months.
· Go for an earlier referral, rather than extending antibiotic treatment or trying different antibiotics. Then it’s all the consultant’s fault.
· Oral isotretinoin may avoid the need for multiple courses of antibiotics, but this must be under the supervision of a consultant dermatologist. There have been concerns about the use of this medication, but ‘reviews have not shown an increase in depression’ after its use. All the same there are ‘potentially serious adverse effects that include the very high risk of teratogenicity’.
Vaccinations not covered under Section 7a: who pays?
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· Section 7a of the Health and Social Care Act 2012 covers screening and immunisation programmes. These programmes are commissioned by NHS England (NHSE), but there’s also collaboration (interference) from the Department of Health and Public Health England (PHE).
· It’s the job of PHE to provide ‘expert guidance’ and also to acquire national vaccine stock.
· It’s the job of NHS England to send emails to GPs informing them that they’re not doing their job properly and they ought to be doing something else instead.
· It’s the job of the Department of Health to screw up health provision in general by any means at their disposal.
· Back to the subject of vaccinations. GPs do the majority of the vaccinating, but you’ve also got your school nurses (who provide things like HPV injections and nasal flu immunisations) and in some cases secondary care get involved  (neonatal BCG and Hep B injections).
· Seasonal flu and pneumococcal vaccines are also (increasingly) administered via pharmacies.
· Where the system falls down is that some recommended vaccinations are not covered by Section 7a, and in these cases it’s unclear who is supposed to pay for the vaccine and who is supposed to pay for its administration. ‘There are regional differences, with clinical commissioning groups in some areas continuing the old PCT role whereas in others NHSE picks up the bill.’
· ‘Travel vaccines or those needed in an occupational context… are paid for privately or by the employer’. 
· Well, that’s no entirely true, actually – at least not in my area. Some travel vaccines are available on the NHS (Hep A and Typhoid), so you can’t charge a fee for administering them: but although you can reclaim the cost of the vaccine you don’t get an item-of-service payment for them any more (I think it’s supposed to have been subsumed into the Global Sum, like so many other payments).
· The article identifies four areas where vaccinations are ‘indicated’ but no payment is specified by Section 7a:
· Individual treatment in special circumstances, eg. someone who’s had a road traffic accident and has incomplete tetanus immunity.
· Incomplete vaccination schedules requiring completion, eg MMR for a teenager (actually I think you can claim a catch-up fee for this now).
· Vaccination of at-risk groups recommended by the Green Book but not covered by Section 7a, for example pneumococcal vaccination for HIV patients.
· PHE-recommended mass-vaccination following an outbreak, for example MMR for prison staff and inmates following a measles outbreak in the jail.
· The costs of administering these vaccinations cannot be claimed under Section 7a. Sometimes CCGs charge for them, sometimes GPs administer them free of charge (eg. tetanus jabs for people who’ve had accidents), and sometimes the patients will cop an (illegal) private fee.
· In cases of ‘mass outbreaks’, NHSE can ‘mobilise immunisation taskforces’, which sounds very exciting but actually involves lots of emails. GPs ‘may be required’ to provide vaccination programmes during an outbreak – these should be reimbursed via NHSE’s payments scheme (CQRS). What usually happens is that you get the email telling you to organise loads of immunisations first, and the word about how you’re going to be reimbursed for the extra work filters through a long time afterwards. Think back to the days of swine flu.
· Claiming for the cost of vaccines is another grey area. In the case of an outbreak, stocks of vaccine should be acquired centrally – this happened with swine flu, and it was organised in that instance by Public Health England.
· Vaccination of at-risk groups could be commissioned by CCGs.
· A Local Enhanced Service could be agreed between NHSE and GPs.
· There are gaps where Section 7a responsibility ends, eg. Hepatitis B, where only neonates are covered, but other contacts are at high risk of infection. (But you can’t get Hepatitis B at the moment anyway, unless you’re a hospital, so that’s one less thing to worry about.)
· The same applies to BCG – Section 7a only covers infants in high risk areas, but not children at risk aged 1-15 years or contacts of TB patients. (Same thing goes, though – BCG is administered by the hospital, not by primary care, so we usually don’t have to worry.)
· There are about 2 million people with diabetes aged 19-59 years who a recommended for pneumoccal vaccine, but there’s no payment for it under Section 7a; and there are similar problems for those with CKD (although most of those are over 65) and chronic liver disease.
· Vaccines covered by Section 7a can mostly be ordered for nothing from central stock via the ImmForm website – for example MenACWY, rotavirus, MenB, MMR, Revaxis…
· Other vaccines (PPV, flu vaccine) can be obtained from the manufacturer (or from an agency like MASTA), and then you can claim back the vaccine cost from the Prescription Pricing Authority.
· ‘Administration... is claimed via CQRS or Open Exeter (either a flat payment per vaccine or a target-based payment depending on the vaccine programme).’
· If the vaccine is clinically indicated but falls outside Section 7a, you can order it on a prescription (to avoid paying for it), and it says in this article that ‘administration of the vaccine can be claimed under “additional services” from the global sum’, but I’ve got no idea how you would actually do that.
· The BMA/GPC says that vaccines, particularly Hep B (which you can’t get at the moment) do not form part of the additional service component of the global sum, and ‘proper arrangements should be in place’ for them. 
· Yeah, thanks a lot, BMA/GPC.
· ‘There are a large number of patients who may be at risk of not getting adequately vaccinated due to confusing funding arrangements.’
· What I want to know is, what do Public Health England, who are meant to ensure adequate vaccine supplies, do about it when some big pharmaceutical company suddenly announces it hasn’t got a particular type of vaccine (I think I may have mentioned Hep B a couple of times) and won’t be able to get it for the forseeable future? Does it start levying fines? Does it take away the pharmaceutical company’s licence? Does it hell.
Early detection of multiple myeloma in primary care using blood tests: a case–control study in primary care

Br J Gen Pract 13 August 2018; bjgp18X698357
Constantinos Koshiaris, Ann Van den Bruel, Jason L Oke, Brian D Nicholson, Elizabeth Shephard, Mick Braddick and William Hamilton
· ‘Aim: To identify which blood tests are useful in suggesting or excluding a diagnosis of myeloma.’

· Multiple myeloma is a haematological cancer ‘characterised by numerous non-specific symptoms’, so there are often delays in diagnosis.

· This was a case-control study set in UK primary care and using, you guessed it, ‘routinely collected data from the Clinical Practice Research Datalink’. Of course. Naturally. What other data is there?

· Eleven symptoms that might be associated with multiple myeloma (as identified by an earlier study done in 2015) are back pain, chest pain, chest infections, shortness of breath, nausea, fracture, joint pain, bone pain, weight loss, rib pain, and nosebleed.

· Five abnormal blood results associated with multiple myeloma, identified by the same 2015 study, are cytopenia, raised inflammatory markers, raised creatinine, raised mean corpuscular volume, and hypercalcaemia.

· In the present study, ‘Symptom prevalence and blood tests were analysed up to 5 years before diagnosis in 2703 cases and 12 157 matched controls.’

· Likelihood ratios (LRs) were used to classify tests as useful for ruling-in or ruling-out multiple myeloma. 

· ‘Positive likelihood tests indicate how many times more likely a positive test occurs in individuals with the disease compared with individuals without the disease, and negative likelihood tests represent how much less likely a negative result will occur in individuals with the disease compared with a healthy individual.’

· Test were classified as useful for ruling-in if LR+ = ≥5, and useful for ruling-out if LR− = ≤0.2.

	Test
	LR +
	LR -

	Plasma viscosity
	2.0
	

	ESR
	1.9
	

	CRP
	1.2
	

	Normal Hb
	
	0.42

	Normal calcium
	
	0.45

	Normal creatinine
	
	0.8

	Normal Hb and Calcium and PV
	
	0.06

	Normal Hb & PV
	
	0.12


· Conclusion: PV & ESR are better for both ruling-in and ruling-out disease compared with CRP. ‘A combination of a normal ESR or PV and normal haemoglobin is a simple rule-out approach for patients currently being tested in primary care.’

· CRP ‘has very little value in myeloma diagnosis’.

· Calcium and creatinine both rise in cases of myeloma, but they do so late, which means that normal calcium and creatinine results can’t be used to rule it out.

· FBC, on the other hand, starts to fall much earlier, ‘making the FBC a more useful rule-out test’.

· ‘In practical terms, the combination of normal ESR or PV and normal haemoglobin can be used to rule out myeloma in patients presenting with symptoms potentially associated with myeloma, such as back pain.’

· As for ruling-in, FBC, ESR or PV and ‘calcium in certain cases’ (?) seem to be sufficient to detect those who might have the disease. ‘Those with test abnormalities can proceed to more specific primary care blood testing, and if these tests are abnormal they warrant haematology expertise.’

Antibiotic prescribing quality for children in primary care: an observational study
Br J Gen Pract 15 January 2018; bjgp18X694409
Megan Rose Williams, Giles Greene, Gurudutt Naik, Kathryn Hughes, Christopher C Butler and Alastair D Hay
· ‘Aim: To assess the quality of antibiotic prescribing for common infections in young children attending primary care and to investigate influencing factors.’
· Inappropriate prescribing of antibiotics is driving antibiotic resistance – GPs often prescribe URTIs in children despite marginal benefit.
· This was ‘an observational, descriptive analysis’ focussing on children at primary care sites in England and Wales.
· Wait a minute! No CPRD data? What’s going on?
· Data was collected from 7163 children aged under 5 attending with an acute illness (<28 days).
· The data were compared with proposed prescribing standards from the European Surveillance of Antimicrobial Consumption Network (ESAC-Net).
· Prescribing rates fell within the recommendations for URTIs, but exceeded the recommended limits for tonsillitis and otitis media.
· The proportion of children receiving the recommended antibiotic was below standard for URTI and tonsillitis but within limits for otitis media.
· ‘Prescribing rates increased as the level of deprivation decreased for all infections [this is known as the ‘middle-class fusspot effect’], and increased as the age of the child increased for URTIs and tonsillitis.’
· ‘The quality of antibiotic prescribing in this study was mixed and highlights the scope for future improvements.’ Hardly an earth-shattering conclusion.
· It would be interesting to know the effects of things like out-of-hours services, video consultations and appointments at weekend ‘hubs’ on antibiotic prescribing. But does this study give you any insight into that stuff? Nope. That’s probably because they didn’t get their data from CPRD...

