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Haematology audit template 
	Date of completion 
	(To be inserted when completed)

	Name of lead author/participants
	(To be inserted)

	Specialty
	Haematology

	Title
	An audit of compliance with the British Society for Haematology (BSH) guideline for the diagnosis and management of polycythaemia vera

	Background
	The BSH has published guidelines on the diagnosis and management of polycythaemia vera (PV). This audit will review compliance of current practice with these guidelines.

	Aim & objectives
	To review whether:

1.  all essential investigations have been performed in patients with persistently
     raised venous haematocrit (Hct; >0.52 males, >0.48 females)
2.
the diagnosis and management of PV were discussed at an multidisciplinary team (MDT) meeting

3.  patients have been appropriately risk stratified

4.
patients are being offered the appropriate line of treatment based on assigned risk category

5.  the target Hct has been achieved
6.  all patients are being offered low-dose aspirin therapy

7.  all patients have access to targeted intervention to reduce cardiovascular risk factors.

	Standards & criteria
	Criteria range: 100% or if not achieved, there is documentation in the case notes that explains the variance. 
1. All patients are investigated according to the diagnostic algorithm that requires knowledge of both diagnostic criteria for PV and potential secondary causes of erythrocytosis (Table 1 in the guideline). The diagnostic pathways should follow this algorithm where possible.
2. All patients with persistent, significant and unexplained erythrocytosis undergo testing for the presence of JAK2 V617F using a peripheral blood sample and an assay sufficiently sensitive to detect a mutant allele burden as low as 1–3%. 
3. All patients undergoing such investigations are discussed at an MDT meeting.
4. All patients are appropriately risk stratified for thrombotic risk into either low risk or high risk.
5. All patients are managed to maintain an Hct of <0.45 to reduce risk of cardiovascular death and major thrombosis.

6. All patients receive low-dose aspirin (75–100 mgs).
7. All patients, where required, receive targeted intervention to reduce cardiovascular risk factors.
8. In all patients with low-risk PV, cytoreductive therapy may be considered with specific situations detailed below:

•
history of treated arterial hypertension, ischaemic heart disease or diabetes mellitus
•
persistent leucocytosis (whole blood cell [WBC] >15 × 109/l) 

•
uncontrolled Hct (or poor tolerability of venesection)

•
extreme/progressive thrombocytosis and/or haemorrhagic symptoms

•
progressive/symptomatic splenomegaly

•
uncontrolled or progressive disease-related symptoms, e.g. weight loss, sweats.
9. In all patients with high-risk disease, treatment stratification for cytoreduction follows the guideline suggestions.

	Method

	1. Sample selection: all patients diagnosed with PV and managed in the preceding 12 months.

2. Data to be collected on proforma (see below).

	Results

	(To be completed by the author)

The results of this audit show the following compliance with the standards:
Investigation

% compliance

All patients are investigated according to the diagnostic algorithm that requires knowledge of both diagnostic criteria for PV and potential secondary causes of erythrocytosis (Table 1 in guideline). The diagnostic pathways should follow this algorithm where possible
All patients with persistent, significant and unexplained erythrocytosis undergo testing for the presence of JAK2 V617F using a peripheral blood sample and an assay sufficiently sensitive to detect a mutant allele burden as low as 1–3%
All patients undergoing such investigations are discussed at an MDT meeting
All patients are appropriately risk stratified for thrombotic risk into either low risk or high risk
All patients are managed to maintain an Hct of <0.45 to reduce risk of cardiovascular death and major thrombosis
All patients receive low-dose aspirin (75–100 mgs).
All patients, where required, receive targeted intervention to reduce cardiovascular risk factors
In all patients with low-risk PV, cytoreductive therapy may be considered with specific situations detailed below:

•
history of treated arterial hypertension, ischaemic heart disease or diabetes mellitus
· persistent leucocytosis (WBC >15 × 109/l) 

•
uncontrolled Hct (or poor tolerability of venesection)

•
extreme/progressive thrombocytosis and/or haemorrhagic symptoms

•
progressive/symptomatic splenomegaly

•
uncontrolled or progressive disease-related 
symptoms, e.g. weight loss, sweats
In all patients with high-risk disease, treatment stratification for cytoreduction follows the guideline suggestions


	Conclusion
	(To be completed by the author)

	Recommendations for improvement


	Present the result with recommendations, actions, and responsibilities for action and a timescale for implementation. Assign a person(s) responsible to do the work within a time frame.
Some suggestions:

· highlight areas of practice that are different from that advised by the guideline

· present findings. 

	Action plan
	(To be completed by the author – attached action plan proforma)

	Re-audit date
	(To be completed by the author)

	Reference
	McMullin MF, Harrison CN, Ali S, Cargo C, Chen F, Ewing J et al. A guideline for the diagnosis and management of polycythaemia vera. A British Society for Haematology Guideline. Br J Haematol 2018;doi: 10.1111/bjh.15648. 
https://onlinelibrary.wiley.com/doi/full/10.1111/j.1365-2141.2005.05535.x 


Data collection proforma for the diagnosis and management 
of polycythaemia vera
Audit reviewing practice

Patient name:          
Hospital number:
Date of birth: 
	Standard
	1

Yes 
	2

No
	3
If column 1 not ticked, was there documentation to explain the variance?
Yes/No plus free-text comment
	4
Compliant with guideline if column 1 ticked or an appropriate explanation from column 3. Yes/No (Record if standard not applicable)

	1  Essential investigations performed and documented and these follow the algorithm shown in the appendix
	
	
	
	

	2  If persistent, significant and unexplained erythrocytosis, patient underwent testing for the presence of JAK2 V617F using a peripheral blood sample and an assay sufficiently sensitive to detect a mutant allele burden as low as 1–3%
	
	
	
	

	3  If undergoing such investigations, patient was discussed at an MDT meeting with a documented outcome 
	
	
	
	

	4  Patient was appropriately risk stratified for thrombotic risk into either low risk or high risk 
	
	
	
	

	5  Managed to maintain an Hct of <0.45 
	
	
	
	

	6  Received low-dose aspirin (75–100 mgs)
	
	
	
	

	7  Received targeted intervention to reduce cardiovascular risk factors where required 
	
	
	
	

	8  If low-risk PV, cytoreductive therapy was considered with specific situations detailed below:

•
history of treated arterial hypertension, ischaemia heart disease or diabetes mellitus
•
persistent leucocytosis (WBC >15 × 109/l) 

•
uncontrolled Hct (or poor tolerability of venesection)

•
extreme/progressive thrombocytosis and/or haemorrhagic symptoms

•
progressive/symptomatic splenomegaly

•
uncontrolled or progressive disease-related symptoms, e.g. weight loss, sweats
	
	
	
	

	9  Treatment stratification for cytoreduction followed the guideline suggestions dependent on the specific situation:

· first line: interferon (preferably pegylated interferon) or hydroxycarbamide 

· second line: in patients treated with hydroxycarbamide first line, interferon as second-line treatment or, where treated with interferon first line, recommend hydroxycarbamide as second-line treatment 

· consider pegylated interferon as second line in those patients who have had non-pegylated interferon first line and cannot tolerate it

· ruxolitinib second/third line in hydroxycarbamide resistant or intolerant 

Third-line or further treatment options:
· busulfan or 32P or pipobroman in those with limited life expectancy 

· anagrelide in combination with hydroxycarbamide may be helpful in those where platelet control is difficult
	
	
	
	


	Audit action plan
An audit of compliance with the British Society for Haematology (BSH) guideline for the diagnosis and management of polycythaemia vera

	Audit recommendation
	Objective
	Action
	Time scale
	Barriers and constraints
	Outcome
	Monitoring

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Appendix 
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Figure 1: Algorithm of the diagnostic pathway.
EPO: Erythropoietin; USS: Ultrasound.
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