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What is this guide? Who is it for?

This guide is targeted at NHS Board members and
those planning health care improvement. It is intended to
support debate around service development in a precise
and informed manner.

What is diabetes?

Affecting around two million people in the UK, diabetes

is a condition that results in people having too much
glucose in their blood. Type 1 diabetes (insulin dependent
diabetes) is cause by the body’s failure to produce insulin,
a hormone which controls blood sugar levels. Onset is
predominantly at a younger age. Type 2 diabetes occurs
when there is a relative, not total, deficiency of insulin in
hand with resistance of the body to insulin. In many cases
it is linked to obesity. 90% of people with diabetes have
type 2 diabetes. Linked to high blood pressure, adverse
levels of circulating blood fats and accelerated narrowing
of major blood vessels diabetes can cause premature
death. Diabetes is a long-term condition. If not properly
controlled it can have devastating effects such as large
or small vessel damage leading to heart disease, strokes,
visual impairment, kidney failure and can compromise
lower limb function. Effective management of diabetes
involves targeting blood glucose, blood cholesterol levels,
weight and blood pressure.

What are the benefits of improving the quality of

care for diabetes?

1. Enable people with diabetes to have a greater
confidence in their lives, self manage their condition,
adopt healthy behaviours and live longer.

2. Reduce unnecessary early disability and deaths.

3. Reduce unnecessary use of unscheduled care
(e.g. unscheduled GP appointments or hospital
admissions).

4. Reduce the risk of dangerous co-morbidities.
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Avoiding diabetes and living with diabetes

There is no such thing as ‘mild diabetes’. It is currently
estimated that 10% of all patients in hospitals have
diabetes. Many of the cases of type 2 diabetes are
potentially preventable or can be delayed. By adopting
healthy living strategies, those at risk of diabetes

can significantly reduce their risk of developing the
condition. Those with diabetes can control their health
through lifestyle and drug-based therapies. As the
disease progresses the intensity and sophistication of
interventions needs to increase. Effective monitoring of
those at risk and living with diabetes is key to maintaining
good health.

The rest of the guide:

Overleaf is a series of questions that Board members
might ask to ensure that they are adopting strategies

that will improve the reliability of care for people with
diabetes, and that plans are in place to support members
of the population at risk. We also include a guide to the
stages in a ‘diabetes career’ and a diabetes world class
commissioning maturity matrix on the back cover.
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KEY QUESTIONS

1.

The diabetes career: stages of diabetes and key local actions

The general population

What steps are we taking to raise awareness with at risk
pre-diabetic groups within our local population, and to steer
them towards lifestyle control programmes?

Is there an integrated quality and financial plan for delivery of care for
type 2 diabetes in our area?

Have we got a comprehensively structured programme of care for people
with diabetes, supported by clinical engagement and education, to
ensure that patients receive properly tailored packages of care as they
progress through the various stages of diabetic disease and does this
allow for clinician and patient choice?

For people with diabetes and individuals at high risk of diabetes within
our local population do we have a comprehensive programme to
continuously monitor relevant clinical markers, including sugar levels,
blood pressure, cholesterol, weight, lifestyle habits and potential for
vascular damage?

Do we ensure continuity and consistency of care for our patients
between our local primary care services and our specialist diabetic
services?

Pre-diabetes, with or
Education and awareness raising

il Govarminen - eelih o f:arldiccla_vasg:xIar“:i risk factors . * Self management support e Personalised care planning
including blood pressure an i
Local Government — parks, sports, lipids . P * ggﬁ:ﬁ?f&igﬂ oonngomg e Self management support
town planning, public transport, . . : e Structured and ongoing patient education
involve food retailers and restaurants * Structured and ongoing * Psychological and family

in healthy eating initiatives patient education

Locally defined screening policy and * Lifestyle advice
protocol for the general population e  Annual monitoring

High risk groups (including South o
Asians, people with severe mental
illness or those with a family history
of diabetes) require targeted

and intensive advice and more
comprehensive screening.

factors
e Enhanced QOF

without presence of elevated

Aggressive targeting of
elevated cardiovascular risk
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PLAUSIBLE ANSWERS

We have systematic primary care based screening programmes targeting at risk groups. Our strategy includes the
use of demographic profiling to identify individuals at elevated cardio metabolic risk. We have set local targets and
are achieving them.

We have an integrated quality and financial plan for type 2 diabetes that takes into account the quality of clinical
care, long term cost effectiveness and patient priorities. The required outcomes for this plan have been agreed

in advance and use a combination of clinical indicators, cost savings and patient reported outcomes to measure
success. There are short, medium and long term parts to this plan and programmes of work in place to achieve

the agreed outcomes. There is a system in place to measure the agreed outcomes and agreement of how to
maintain clinical quality should budgets need to be reduced. This plan has been developed with clinical input from all
stakeholders within our area and is aligned with the medicines management strategy for our PCT.

Quality is monitored regularly against agreed key performance indicators.

Regular audits compare practice with NICE guidelines, and this has identified service gaps which our multi-
disciplinary team for diabetes is addressing with the commissioner. A structured education programme for all local
clinicians is being implemented, and we are rolling out a shared care record for patients with long term conditions.
This includes patient education and internet based applications.

Though a proportion of people with diabetes and individuals at high risk of diabetes will not achieve agreed targets
for parameters of risk, our priority is to achieve a reduction in the number of people at risk, especially those at
dangerous risk. Year on year audits of strategy demonstrate a sustained reduction of HbA1c¢ levels, blood pressure
and other markers of risk and we have strategies in place to continually improve these measures.

We have a well-supported local diabetes network attended by clinical and managerial staff from primary care,
the PCT and local hospital providers. We follow up patients lost to the service. The care pathway and medicines
management protocols are agreed across all places where care is delivered to prevent inconsistency.

Newly diagnosed diabetes*

support

* Need to address potential
employment issues

e Small vessel complications
start to be relevant

specialist physician input

specialist clinicians
e Annual screen of eyes, feet, kidneys
e Addressing long-term macrovascular risk

e Ensure consistency of care wherever delivered

e Episodic troubleshooting of problems which require °

e Multidisciplinary cross-boundary team with other .

Institute of
Healthcare
¥/ Management

l

UNACCEPTABLE ANSWERS

We use existing diabetes registers and these programmes are best left to
primary care to decide. The current economic climate makes it sensible not
to unearth unmet need.

We have integrated plans, but no way of measuring progress in terms of
costs savings and clinical quality. or

We have integrated plans, but these have been developed at the PCT with
no clinical input. or

We have integrated plans, but they do not include long term cost
effectiveness in diabetes including savings due to reductions in diabetes
related complications. or

We have integrated plans, but no plan for maintaining clinical quality if
budgets need to be reduced.

We have a clinical lead for diabetes and a team of specialist nurses. The
diabetes lead for diabetes is developing a care pathway document.

QOF and enhanced QOF are sufficiently robust targets and ensure we
identify the patients we need to. Additionally, the dietetic service manages
healthy lifestyle programmes.

We are target driven and achieve our QOF targets in diabetes.

This issue is addressed by the agreed local formulary.

Diabetes care (long term conditions management?)

Patients with more complex needs
(e.g. multiple complications of
diabetes or unstable type 1 diabetes?)

e Self management support

Structured and ongoing education
programmes for clinicians & patients

Where appropriate easy access to
specialist care

e Virtual consultations

e Episode based trouble shooting
interventions when necessary in
secondary or tertiary care

e Patient empowerment strategies such as expert

patient programmes

We would like to acknowledge the special contributions of Dr John Bullivant (Good Governance Institute), Andrew Corbett-Nolan (Institute of Healthcare Management), Dr Adrian Heald (Mid Cheshire Hospitals NHS Trust)
and Dr Stephen Thomas (Guys and St Thomas’ NHS Foundation Trust), as well as all those who attended the workshop programme at which this guide was developed, for their efforts in the development of this guide.
Copyright of the Good Governance Institute

* Those with type 1 diabetes should always have access to specialist care

www.good-governance.org.uk
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