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Tervishoiukorralduslik küsimus nr 1
Millised ärevushäirega patsiendid kuuluvad ravile ja jälgimisele perearsti juures? 

Tõendusmaterjal põhineb ravijuhendite eksperthinnangutel ja kliinilisel kogemusel. 
Ravijuhendid

Kokkuvõte ravijuhendites leiduvast
Kokku hinnatud üheksat ravijuhist. Infot käesoleva küsimuse kohta sisaldus kuues ravijuhises (UoSH, NHS, APA, BAP, NICE, NGC). 
Kokkuvõttes: Perearst koos pereõega pakuvad esmast ravi igale patsiendile oma oskuste piires. Vajadusel kaasatakse teisi spetsialiste. Oluline on koostöö erinevate tasandite vahel patsiendi ravimisel. 
UoSH

Paku ravi esmatasandil. Kui kaks erinevat pakutud sekkumist pole toonud piisavat abi ja patsiendil on ikka häirivad sümptoomid, suuna patsient vaimse tervise spetsialistile.

Offer treatment in primary care. In most instances, if there have been two interventions provided (any combination of psychological intervention, medication or bibliotherapy) and the person still has significant symptoms, then referral to specialist mental health services should be offered.
NHS

Paku ravi esmtasandil. Kui patsiendi seisund pole paranenud 12 nädalase raviga, siis kas vaheta ravi või suuna patsient vaimse tervise spetsialistile.

Edasi suunamise kriteeriumid; ebaselge diagnoos; orgaaniline või psühhiaatriline kaasuv häire; suitsiid risk (erakorraline); kui ärevuse sümptoomid pole taandunud 12 nädalase farmakoloogilise/toetava sekkumisega; oluliselt häirivad sümptoomid 

Difficult or questionable diagnoosis;• Organic or psychiatric comorbidity (major depression, alcohol dependency and/or substance abuse);• Suicidal tendencies (urgent referral);• If intense anxiety persists for more than 12 weeks of pharmacological treatment and/or support psychotherapy;• Highly incapacitating symptoms (social and/or work adaptation)

APA

Ravi reeglina ambulatoorne. 

The treatment of panic disorder is generally conducted entirely on an outpatient basis, as the condition by itself rarely warrants hospitalization.

BAP
Patsiendid peaks suunama esmatasandilt teise etapi vaimse tervise teenustele kui esmatasandi arst tunneb ennast vähese kogemusega patsindi seisundi ravimisel, kui kaks või enam ravi katset pole toonud piisavat paranemist, kui kaasuvad tõsised depressiooni sümptoomid või suitsiidi risk, kui kaasuv kehaline haigus ja ravimid omavad koostoimeid määratud psühhotroopsete ravimitega, kui vajalikud ravisekkumised ei ole kättesaadavad esmatasandil.

Patients should be referred to secondary care mental health services when the primary care practitioner feels insufficiently experienced to manage the patient’s condition; when two or more attempts at treatment have not resulted in sustained improvement; when there are severe coexisting depressive symptoms or a risk of suicide; when comorbid physical illness and concomitantly prescribed treatments could interact with prescribed psychotropic medication; and when proposed interventions are not available within primary care services.

NICE
Perearstid korraldavad ravi esimesel tasandil, kuid antud tasandil võivad abi anda ka õed, esmatasandi vaiste tervise spetailistid. Siia kuuluvad häire ära tundmine ja hindamine, harimine häirest, informatsiooni andmine ravi võimalustest, aktiivne jälgimine.

Teise tasandi ravi on soovitav kõigile neile, kes pole esimses tasandi sekkumistega (harimine ja aktiivne jälgimine) paranenud. Mõningatel juhtudel vib teise tasandi ravi pakkuda kohe peale häire diagnoosimist. Psühholoogid ja esmatasandi vaimse tervise spetsialistid pakuvad eelkõige sellel tasemel abi, aga ka pereastid või mud tervishoiutöötajad. Selle tasandi sekkumised on mitte juhendatud eneseabi, juhendatud eneseabi, psühhohariduslikud grupid.

Kolmanda tasandi ravi on aktiivne ravisekkumine, mis sobib kõigile patsientidele, kes teise tasandi raviga ei parane. Selle tasandi ravi on vajalik ka neile, kellel on väljendunud toimetulekuhäire või vajavad kiiret kaebuste leevendamist. Siia kuuluvad psühholoogilised sekkumised, farmakoloogilised sekkumised. Suunamine septsilaistile peab toimuma kui kolmanda tasandi ravisekkumised pole andnud vastet või patsiendil on väljendunud toimetulekuhäire või tõsised ärevuse sümptoomid, suitsiidrisk, oluline kaasuv häire või enesekahjustus.
Neljanda taseme ravi on spetislistide korraldadad, seda vajab väike osa patsientidest, kes pole saanud eelnevate sekkumistega abi. Siia kuuluvad psühholoogilised ja farmakoloogilised sekkumised. 
GPs are the most common practitioners carrying out step 1 interventions, but as GAD may be missed by GPs and also present in other settings, they may be delivered by other primary care practitioners (practice nurses, district nurses, primary care mental health practitioners) and by practitioners in some acute medical settings (A&E staff, hospital medical and nursing staff). They include:
● identification and assessment of GAD
● education about the nature of GAD
● information about treatment options
● active monitoring.
Interventions in this step 2 are the least restrictive first-line active treatment options for which there is evidence. They are appropriate for all people with GAD who have not improved with education and active monitoring in primary care. In many cases step 2 interventions may be offered immediately after diagnosis given that the diagnosis of GAD requires symptoms for at least 6 months. Psychological wellbeing practitioners and primary care mental health workers are the most common healthcare professionals delivering step 2 interventions, but non-facilitated self-help may be delivered by GPs (for example, if there is a local self-help book prescription scheme) and guided selfhelp and psychoeducational groups may be conducted by a variety of trained mental health and other healthcare professionals. Step 2 interventions recommended in this guideline (see Chapter 6) are:
● non-facilitated self-help (defined as a self-administered intervention involving self-help materials, similar to guided self-help but without any contact from a healthcare professional)
● guided self-help
● psychoeducational groups.
Interventions in this step 3 are active treatment options that are relatively more restrictive in terms of personal inconvenience to patients, potential for negative side effects and cost. They are appropriate for all people with GAD who do not respond to step 2 interventions. They are also appropriate first-line treatments for people with GAD with marked functional impairment, for whom the personal inconvenience and potential for negative side effects of the treatments are balanced by need for rapid alleviation of their impairment. Step 3 interventions recommended in this guideline are:
● high-intensity psychological interventions – CBT and applied relaxation (see Chapter 7)
● pharmacological interventions (see Chapter 8).
Referral for specialist assessment and further treatment in secondary care should be considered when there has been an inadequate response to treatments at step 3 or when the person with GAD has severe anxiety with marked functional impairment and there is a risk of self-harm or suicide, significant comorbidity or self-neglect.
This covers interventions in specialist secondary and tertiary settings such as multiagency community, day and inpatient services and in some highly specialist treatment teams. They are appropriate for a small number of people with treatment refractory GAD and very marked functional impairment (for example, self-neglect) or high risk of self-harm. Interventions at step 4 may include psychological and pharmacological treatments offered at step 3, but also specialist psychological regimes, pharmacological augmentation with combinations of drugs, and specialist combinations of pharmacological and psychological treatment for which evidence is currently lacking as to their effectiveness. These should only be undertaken by healthcare professionals with expertise in the pharmacological and psychological treatment of severe and complex anxiety. Step 4 interventions will also include care coordination to assist people with GAD manage self-care needs they cannot meet on their own and to manage risk. The two broad categories of step 4 interventions are thus: ● specialist psychological, pharmacological and combination regimes
● care coordination to assist managing basic self-care needs and monitoring risk.
It should be noted that the same healthcare professional may deliver interventions at different steps: for example, a GP may assess and provide education about GAD (step 1), then prescribe a non-facilitated self-help book for GAD (step 2), then later prescribe an SSRI (step 3).
NGC
Esmatasandi ja teise etapi tervishoiutöötajad peavad tegema koostööd patsiendi ravi korraldamisel. Ravi korraldus peab olema avatud, toimiv, arusaadav patsiendile ja tema lähedastele ja tervishoitutöötajatele, kes seda korraldavad ja on selle eest vastutavad ning integreeritud nii, et ühest kohast teise suundumine oleks ilma takistusteta. 

Lk 231: Care pathways should be developed to promote implementation of key principles of good care. Care pathways should be: negotiable, workable and understandable for people with common mental health disorders, their families and carers, and professionals accessible and acceptable to all people in need of the services served by the pathway responsive to the needs of people with common mental healt disorders and their families and carers integrated so that there are no barriers to movement between different levels of the pathway outcomes focused (including measures of quality, service user experience and harm). Responsibility for the development, management and evaluation of care pathways should lie with a designated leadership team, which should include primary and secondary care clinicians, managers and commissioners. The leadership team should have particular responsibility for: developing clear policy and protocols for the operation of the care pathway providing training and support on the operation of the care pathway auditing and reviewing the performance of the care pathway. Primary and secondary care clinicians, managers and commissioners should work together to design care pathways that promote a stepped-care model of service delivery that: provides the least intrusive, most effective intervention first has clear and explicit criteria for the thresholds determining access to and movement between the different levels of the pathway does not use single criteria such as symptom severity to determine movement between steps monitors progress and outcomes to ensure the most effective interventions are delivered and the person moves to a higher step if needed. Primary and secondary care clinicians, managers and commissioners should work together to design care pathways that promote a range of evidence-based interventions at each step in the pathway and support people with common mental health disorders in their choice of interventions. All staff should ensure effective engagement with families and carers, where appropriate, to: inform and improve the care of the person with a common mental health disorder meet the identified needs of the families and carers. Primary and secondary care clinicians, managers and commissioners should work together to design care pathways that promote the active engagement of all populations served by the pathway. Pathways should: offer prompt assessments and interventions that are appropriately adapted to the cultural, gender, age and communication needs of people with common mental healt disorders keep to a minimum the number of assessments needed to Access interventions. Primary and secondary care clinicians, managers and commissioners should work together to design care pathways that respond promptly and effectively to the changing needs of all populations served by the pathways. Pathways should have in place: clear and agreed goals for the services offered to a person with a common mental health disorder robust and effective means for measuring and evaluating the outcomes associated with the agreed goals clear and agreed mechanisms for responding promptly to identified changes to the person's needs. Primary and secondary care clinicians, managers and commissioners should work together to design care pathways that provide an integrated programme of care across both primary and secondary care services. Pathways should: minimise the need for transition between different services or providers allow services to be built around the pathway and not the pathway around the services establish clear links (including access and entry points) to ohter care pathways (including those for physical healthcare needs) have designated staff who are responsible for the coordination of people's engagement with the pathway. Primary and secondary care clinicians, managers and commissioners should work together to ensure effective communication about thefunctioning of the care pathway. There should be protocols for: sharing and communicating information with people with common mental health disorders, and where appropriate families and carers, about their care sharing and communicating information about the care of services users with other professionals (including GPs) communicating information between the services provided within the pathway communicating information to services outside the pathway.

