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Standard 7 – Best care – Long term conditions (LTCs) 
 
This standard specifically relates to the following:  
 

 

 Diabetes 

 Heart Failure (with Left Ventricular Dysfunction) 

 Chronic Obstructive Pulmonary Disease (COPD) 

 Asthma 

 Atrial Fibrillation (AF) 
 
 

Rationale 
 
Best Care Registers for long term conditions  
 

Treatment and care of people with long term conditions (LTCs) accounts for 70% of the total 
health and social care spend in England (DH, 2010). It is estimated that by 2025 there will be 
42% more people in England aged 65 years and over. This will mean that the number of 
people with at least one LTC will rise to 18 million (DH, 2010).  
 
Management of care for people with LTCs should be proactive, holistic, preventive and 
patient-centred. There should be an active role for patients, with collaborative personalised 
care planning and shared decision making. (The Kings Fund, 2013). 
 
Prevalence of LTCs is higher in Rotherham than national averages.  Case Management has 
been in place since 2012 and is proving effective in identifying and supporting patients to 
manage their conditions. This work will complement the work done in case management. 
 
A range of indicators have been developed which will provide clarity and information on the 
care received by patients on the following registers: 
 

• Diabetes – 9 indicators 
• Heart Failure (with LVD) – 8 indicators 
• COPD – 6 indicators 
• Asthma – 6 indicators 
• Atrial Fibrillation – 7 indicators 

 
 
 
 

DELIVERY AND PERFORMANCE INDICATORS FOR EACH AREA 
 

DIABETES 
 
Preventing diabetes is a key aim of these arrangements, Practices are therefore required to support 
the national diabetes prevention programme as it is rolled out by identifying patients and referring 
onto the programme. 
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To improve detection: 
 

 Holistic assessment for people with diabetes to check for the existence and/ or risk of 
associated co-morbidities. NB Referral to diabetic retinopathy screening should be made as 
soon as possible after diagnosis and not more than 3 months from diagnosis.  

 Increased identification of hypertension and high cholesterol through annual Health Checks 
and LTC checks, and the prescribing of medication to control both conditions. 

 Opportunistic case finding, for example, when patients attend for LTC management, flu 
clinics etc.  

 
To improve management 

• Identify patients and add to the appropriate practice disease register. 
• Early referral to lifestyle services, e.g. smoking cessation, weight management and self-

management programmes. 
• Greater acknowledgement of the impact of a long term condition(s) on a person’s mental 

health.   Access to mental health services is available via the Integrated Locality Team 
(ILT) or a mental health referral.  

• Sharing best practice, including Diabetes Specialist Nurse (DSN) input to practices. 
• Utilising the (ILT) via multidisciplinary team (MDT) meetings. 
• Nominating a key-worker for patients. 
• Workforce education.  
• Systematic delivery of the ‘19 Key Care Processes for Diabetes’ and Nice Standards 

for Type 2 Diabetes in Adults (July2016) to bring the CCG’s QOF average in line with 
national targets.  

 

DELIVERY 
 

1. A patient-centred care plan written with and for the patient- reviewed annually 
2. Encouraging the use of technology to encourage patients to manager their condition better  

e.g. BMI apps 
3. People with diabetes and/or their carers receive a structured educational programme that 

fulfils the nationally agreed criteria from the time of diagnosis, with annual review and 
access to on-going education. e.g. X-Pert patient, DAPHNE.  

4. Ensure that the relevant processes are in place for detection and management (see above) 
5. Increased referral for active lifestyle interventions, including referrals to third sector services 
6. NHS Health Checks programme – enhanced requirements including coding patients with 

non-diabetic hyperglycaemia and referring to the National Diabetes Prevention Programme 
7. Supporting patients back into work, e.g. the Fit 4 Work scheme 
8. Self-administration of medication, e.g. insulin 
9. Self-monitoring of blood-glucose levels 
10. Women with diabetes who are planning a pregnancy are provided with knowledge and 

support to prepare them for pregnancy.  
 

11. Participation in the diabetes national audit: Practices are required to participate in the 
diabetes national audit to enable review and continual improvement in diabetes care. 

 
 

CCG SUPPORT  
 
                                                           
1
 9 Key Care Processes- Ref – Type 2 Diabetes in Adults- NICE July 2016 
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Delivering combined clinics in primary care  
 
General practices should be offered mentorship and support for annual reviews, case finding, 
personalised care planning and patients with difficult to manage disease via combined clinics with 
diabetes specialists, e.g. DSNs and secondary care consultants.  A focus within these clinics should 
also be on identifying problems earlier to reduce the onset of complications.  GPs and practice 
nurses should be supported in their holistic assessment approach. It is a requirement that practices 
will manage diabetes patients in the community with assistance from secondary care.  
 
 
 

HEART FAILURE (HF) 

 
Aim 
The aim of this standard is to reduce the number of HF non-elective admissions by better 
management within primary care. 

 
Delivery 

1. Practice has a named clinician responsible for 

 Ensuring all HF discharges / diagnosis are acted upon & the Pt has a management plan 

 Ensuring HF management plans produced by the HF Specialist Nurse are acted upon 

 Patients have easy access to advice when HF symptoms worsen / become un-controlled 
(decompensation) 

2. The Practice has a standard operating procedure to ensure newly diagnosed HF Pts have 
their medication titrated to the recommended therapeutic dose or max tolerated dose. 

 
3. All HF Pts have a 6 monthly review of their: 

 Medication 

 Symptom Control 

 Renal Function 
 

4. ACE/ARBs/betablocker medication has been titrated to the recommended therapeutic 
dosage. 

 
5. The practice is reducing the number of HF non-elective admissions by better management 

within primary care. 
 
 
 

COPD  
 
COPD is the name for a collection of lung diseases including chronic bronchitis, emphysema and 
chronic obstructive airways disease. People with COPD have difficulties breathing, primarily due to 
the narrowing of their airways, this is called airflow obstruction. Most cases of COPD are caused by 
inhaling pollutants; that includes smoking (cigarettes, pipes, cigars, etc.), and second-hand smoke. 
Fumes, chemicals and dust found in many work environments are contributing factors for many 
individuals who develop COPD. As a former mining and industrial area, Rotherham has increased 
incidence of COPD.  
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AIM 
The primary aim is to improve the COPD specific quality of life which will be measured via audit. 

 
Delivery  

1. A comprehensive self-management programme as an adjunct to usual care. Consisting of : 
a. A minimum of one (maximum of 4) tailored sessions with ongoing support 

(telephone satisfactory) by a practice nurse 
b. Practice to have an appropriate process in place for reviewing all discharge letters 

and contact patients (telephone satisfactory) identified as an exacerbation by the 
hospital within 72 working hours of receipt of discharge (unless the patient was 
already seen in the practice for this condition in the last 4 weeks) and within 4 
weeks for a  structured follow-up consultation.  

c. Improve management of rescue prescription packs  

 
ASTHMA 
 
Asthma is a long-term condition that affects the airways in the lungs in children, young people and 
adults. Classic symptoms include breathlessness, tightness in the chest, coughing and wheezing. The 
goal of management is for people to be free from symptoms and able to lead a normal, active life. 
Occupational factors account for about 1 in 6 cases of asthma in adults of working age. (NICE 
February 2016)  
 
NB Currently the diagnosis & monitoring guidance published by NICE is in development When new 
NICE guidance is approved for use for the guidance and monitoring of asthma in primary care then 
this area of chronic disease management for the quality contract will be updated. 
 
Improved Detection 
 
Diagnosis of asthma should ideally follow the BTS/SIGN guidance for asthma – Revised October 
2014. Confirmation of diagnosis with spirometry would be expected, although a high quality record 
of serial peak flow measure would be acceptable where spirometry is not able to be completed.  

 
In children the BTS/SIGN guidance as of October 2014 – states that the diagnosis of asthma is 
primary based on clinical assessment and trials of inhaler treatments with the consideration of lung 
functions tests in appropriate age groups. Until further guidance is published by NICE this will be the 
expected way of diagnosis. However it is recognised in younger age children (under 5s) diagnosis is 
complicated by viral wheezes which may be managed in a similar way without a formal diagnosis.  
 
Each practice is required to keep a disease register of viral-wheezing children to help ensure these 
children are followed up to reduce exacerbations. 
 

Delivery  

 
1. A patient-centred care plan written with and for the patient based on symptoms and or peak 

flow measurement for both children and adults. For children a symptoms based plan is 
usually preferable for the patient.  

2. Sign-posting to internet resources or information leaflets from organisations such as Asthma 
UK.  
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3. A clinical review for patients following flare up of symptoms requiring an emergency 
assessment whether in primary and secondary care should lead to a review ideally in 
primary care by a specialist asthma nurse. In children it is acceptable for this review to be 
done by the children’s asthma nurse service.  

4. Provision and monitoring the use of rescue packs of antibiotics and steroids if clinically 
appropriate for educated patient when symptoms flare up to enable self-management when 
immediate access to a clinician may be difficult.  

5. Influenza vaccination as per current NICE / QOF guidance. 
6. Clinical management with regards to asthma to follow current BTS / SIGN guidance which is 

obviously changeable as clinical practice is updated. Aiding patients to step-up or down their 
medications depending on their symptoms.  

7. With regards to children – following a recent death in a child with asthma when in school 
the review panel specifically recommended actions to try reduce the risk of this recurring. 
The main piece of work expected of primary care would be the production of a written 
school asthma plan and provision of inhalers to be held in school (standard templates 
available). 

8. Early referral to lifestyle services, e.g. smoking cessation, weight management and self-
management programmes. 
 

Primary Care Review 
As is current routine practice annual face to face review with a specialist nurse is the preferred way 
to assess asthma control and compliance with medication as per current BTS/SIGN guidance.  
However well controlled asthmatics can be a difficult group to get into attend practice.  
In difficult to reach groups an initial telephone review of symptoms or skype consultation would be 
acceptable, with the organisation of a face to face review if 1 of the three routine asthma monitoring 
question shows poor control. 
In children under the age of 12 an annual face to face review is required either in the child’s primary 
care practice or by the community based asthma team. 
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ATRIAL FIBRILLATION (AF) 
 
Delivery  

1. All practices to use the GRASP AF tool to identify & treat AF 
2. All AF patients to have at least an annual review of ongoing Anti-coagulation needs including 

NOAC Pts 
3. To ensure compliance in relation to NOAC/warfarin usage 

 

 
OVERALL BEST CARE DELIVERY 
 
Practices will be expected to: 

1. Provide patient-centred care plans for diabetes, COPD and asthma 
2. Provide comprehensive annual reviews, and other review sessions as necessary for patients 

on the 5 Best Care registers 
3. Improve the care of patients on the 5 Best Care registers 
4. Use the Best Care templates developed by the Data Quality Team 
5. Allow access to the Practice System for the Data Quality Team and Primary Care Team 
6. Submit data to Rotherham CCG quarterly 

 
 
 

CCG Support 
 
The CCG will provide support to the practices for the following:  

1. Appropriate read codes and reports to identify and monitor the relevant patients.  
2. Support Practices to identify the total eligible practice population 
 

 
 

KEY PERFORMANCE INDICATORS 
 
 
The practice will be required to: 
 
Reduce to peer cluster average 
Or improve by 1%  
(Dependent on baseline data for each Practice) to achieve the Key Performance Indicators as 
outlined in the Best care dashboard 
 
Best Care Scores: 
 
Diabetes delivery of indicators:  
 
0-3 no payment 
4 16% 
5 32%  
6 48% 
7 65% 
8 82% 
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9 100% 
 
AF delivery of indicators: 
 
0-3 no payment 
4 25% 
5 50% 
6 75% 
7 100% 
 
Heart failure delivery of indicators: 
 
0-3  no payment 
4 20% 
5 40% 
6 60% 
7 80% 
8 100% 

 
COPD  and Asthma delivery of indicators: 
 
0-2 no payment 
3 25% 
4 50% 
5 75% 
6 100% 
 
 
CCG CONTACTS – DIABETES  ANAND BARMADE - HEART FAILURE & ATRIAL FIBRILATION – AVANTI 
GUNASAKERA – ASTHMA AND COPD – DAVID CLITHEROW 
 


