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SUMMARY SHEET

Scheme Commissioning Plan fahe SomerseModel of Cargor Adult Patients with Diabetes
Title
Proposer DiabetesServicesCommissioning Group
Brief Redesign ofservicesfor patients with diabetes. The aim is to deliver high qua
Description | integrated and accessible care with a focus on prevention and early intervamd
the patient at the centre of their care and in contrtilef own care
Key Service| The servte described is intended to act ddweprintfor the delivery of diabetes ca
Details throughout Somerset. The key elements of the service change are:
e As much care as possibtielivered close to home (or work) community
based clinics
e Increased provision dfealthy eating and physical activity programmes
e Systematicase findingf at risk patients andpportunistic case finding
e Increased availability and accessibility of structured education and sel
support for patients
e Quality assured training for staf
e Multidisciplinary teamworking
e Equity of access
Key Service e Patient more informed and in control of their care
Benefits e Early diagnosisand better managemelgtading to better glycaemic contr,
and reduced risk of complications
e Increased capacity andapability in healthcare system to meet need;
growing numbers of people with diabetes
Financial To follow
Summary
Stakeholder | The model of cardescribed in this plahas been developed with widespread
Involvement | involvement of patients, cliniciard healthcare managers and with the support ¢

Diabetes UK and the National Diabetes Support Team.

A Steering Group was set up in January 2008 comprising clinicians and manage
from local service providers and the Primary Care Trust, the local regianalger
for Diabetes UKand a patient representative

Leadershighas beemprovided by théPrimary Care TrudDirectorateof Nursing and
Patient Safetandthe WyvernHealth.©@m Practice Based Commissioning
Consortium. There has also been strong clinical leadeirsmpPrimary and
Secondary Carwithin the Steering Group.

The Steering Group has held two stakeholder workshops, which were attended

members of th&omerset DiagtesLocal Implementation team together with other

stakeholders and patients. The fisstrkshopon 6 February 2008 informed the visio
and direction of travel and the secpod 16 July 2008reviewed the proposed mode
of care and identified performanoatcomes.

The work of the Steering Growpasinformed by feedback from the National
Diabetes Patient Survey (2006) and a survey undertaken by the Somerset Patig
Public Information Forum also in 2006.

Patients have been involved throughout the rgdgsiocess through the Steering
Group, the Stakeholder workshops and a programme of six engagement events




September of this year across Somerset.

The engagememvents provided an opportunity for patients, their relatives and th
carers to ask @stions about theroposal and give their views diow they would like
services to be delivered

Patientsthe public and professionals with an interest in the delivery of diabetes
have also had the opportunity to comment on two engagement docuomeriisy
patients and the public atlge otheffor professionals. These documents described
proposed model of care and asked a number of questions about each of the key
proposals as well as seeking views on priorities and outcomes.

General Practicesave been kept up to date on progress at WitAealth.Com
locality meetings.n April 2008, all General Practices were sent a brief questionn
inviting them to comment on the emerging model of eaue General Practices werg
also asked more recently to comment on the engagement document

Proposed
Start Date

April 2009 with phasing through to 2011




COMMISSIONING PLAN FOR THE SOMERSET MODEL OF CARE FOR ADULT
PATIENTS WITH DIABETES

1 EXECUTIVE SUMMARY

1.1 This plan sets out thbusiness case for the proposed model of care for adult
patients with diabetes in Somerset, together with ay®ar implementation plan
commencing April 2009.

1.2 There are an estirted 19,200 people diagnosed with diabetes in Somerset and
this is predicted to grow to more than 28,000 by 2017. Diabetes significantly
increases the risks of heart attacks, strokes, blindness, kidney failure and
amputation and reduces life expectancyntgre than fifteen years for someone
with Type 1 diabetes and up to ten years for Type 2.

1.3 The growth in numbers of people with diabetes has implications for a range of
health, social and community services that support patients with diabetes,
including detetic, podiatry and psychology services, as well as specialist diabetes
services.

1.4 The challenge is to develop an integrated system of care and support to enable
patients with diabetes to maintain their health and wellbeing and avoid the onset
of complicdions, providing care in the right place, at the right time and with the
right amount of expertise.

15 The vision is for future services to deliver personalised, responsive and holistic
care in the context of how people want to live their lives.

1.6 The direction of travel is towards more integrated and accessible care, with an
increased focus on prevention, early intervention and self management.

1.7 The am of the commissioning plan i® increase the capability and capacity of
the healthcare systers a whole to meet the needs of growing numbers of people
with diabetes, ensuring equity of access and the highest possible standards of
care.

1.8 The proposed delivery model is based on levels of care, with level 1 providing
core basic care, level 2 an enhedidevel of care and level 3 a specialist level of
care. The levels reflect complexity of care and are an indication of the level of
skills required.

1.9 It is proposed to deliver all of level 1 and level 2 and as much of level 3 as
possible in the communitg s c¢cl ose t o the patientdés ho

1.10 Level 1 care will normally be delivered from general practic€pportunistic
case findingfor early identification of diabetes will be encouraged in practices
and through pharmacists, local councitsl @oluntary groups.



1.11 A new community baseDiabetes Specialist Nursersicewill deliver specified
level 2 servicessuch as insulin initiation. It is anticipated this service will also
provide training and ongoing support for general practieesl coorthate
structured education for patients with Type 2 diabet®ghere possible, this
service will be cdocated with other level 2 services, such as podiatry and
retinopathy screening and with related level 3 servic@fie coelocation of
services will depend on local need as well as available infrastructure.

1.12 General practices may also opt to provide some or all of level 2 emhzaree

1.13 Hospital care will be focused on the most complex cases with an enhanced level
of care for patients admitted with but not because of diabetes.

1.14 A key theme will be supporting patients to self manage through structured
education programmes and agreement of care management plans.

1.15 A 6shared cared appr oac leamwortkipgcammbrne d by
information systems andystemwide adherence to agreed care pathways will
ensure integrated working vertically across levels and horizontally across
disciplines to provide care that is seamless for the patiedttailored around
individual need

1.16 The proposed direction of travel is in line with national policies and strategy
papers, including the NHS Model of Care, the Kaiser Triangle delivery model,
recent revised guidance from the National Institute ofi€linExcellence on the
management of Type 2 diabetes and the long term conditions recommendations
from the South West Darzi review.

1.17 It is also in line with feedback from a stakeholder engagement exercise
undertaken over the summer which emphasised tbd fugintegrated services
provided by professionals working closely together and in partnership with
patients to deliver:

o healthy lifestyle support arebrly diagnosis
o consistent evidenelased informatioto support self management
o more choice on how cais managed

1.18 The project to develop a model of care for adult patients with diabetss
overseeninitially by a Steering Group established by the Nursing and Patient
Safety Directorate of the Primary Care Trust in January 2008, and supported by
WyvernHealth.Com, Practice Based Commissioning Consortium. The Diabetes
Model of Care Steering Group comprised clinicians and managers from primary
and secondary care, repeetatives from WyvernHealth.Cqma service user and
a representative from Diabetg&. This Group had its last meeting &8 August
2008 having achieved its remit to develtdpe model of careWork to translate
the modebf care into a&commissioning plan has been progressed by a small team
of Primary Care Trust and Practice Based Cossmning commissionersvith
supprt from the clinical leads and the wideSomerset Diabeted ocal
Implementation Team



2.1

2.2

2.3

2.4

2.5

INTRODUCTION

This paper sets out the business case for the proposed modateofor adult
patients with diabetes in Somersébgether with a twoyear indicative
implementation plancommencing April 2009

The paper summarises the case for changedasdribeghe vision for the future
demonstrating how thigsion meets thedentified need.

The documentncludes an assessmenttbé benefits and riskef the proposed
model of careand thekey performance indicators and evaluates the financial
implications.

Finally, it outlines the next step®r this project which are to ppare a full
service specification and decide on the procurement route.

The Professional Executive Committee is askedpprove the Commissioning
Plan and agree the proposed way forward






3.1

3.2

3.3

3.4

3.5

RATIONALE FOR REDESIGN

There are an estimated 19,200 people diagnosed with diabetes in Somerset and
this is predicted to grow to more than 28,000 by 2017.

Diabetes significantly increases the risks of heart attacks, strokes, blindness,
kidney failure and amputation and redsidde expectancy by more than fifteen
years for someone with Type 1 diabetes and up to ten years for Type 2.

The growing numbers of people with diabetesll have an impact o range of
health, social and community services that support patients with diabetes,
including dietetic, podiatry and psychology services, as well as specialist diabetes
services.

A local needs analysikasidenified the following key reasons, similar to those
specified in national policy documents, foe redesign of diabetsgrvices to be
seen as prioritjor Somerset

. increasingatesof diabeteslinked to obesity and an aging population
significant numbersof patientsestimated to haveindiagnosed diabetes
with added risk of developing complications

o percentage of population with diabe®gpected to rise disproportionately
in certain areas of Somerset due teirag populations and deprivation

. differing levels ofcarecurrently available across Somerset

o variable health stcomes and health inequalities

o patients saying they want more information on their condition and greater
control over how it is managed
high rates of emergency admissidasdiabetegpatients with complications

. consistently longer lengths of stayhospitalfor pegle who have diabetes
as well & their admitting condition

o increasing prescribing costs

o experience elsewhere and national direction favouring more care delivered
in the conmunity

o care in the communitgrojected to providéetter value for money, helping
mitigate the costs associated with anticipated increasing numbers of patients
with diabetes

A summary of key factand a moredetailed needéealth needs assessment
attached Appendicesl and?2).






4.1

4.2

4.3

4.4

4.5

4.6

4.7

CURRENT HEALTH OUTCOMES AND SERVICES

The evidence from the health needs assessment shows that, Sceratset has
good health outcomes for patients with diabetes, which are above the national
averageand patients are generally happy with $keevices they currently receive
(seeparagraph 10.18elow). The relatively good health outcomes and positive
feedback from patieatindicateghat a lot ofhigh qualitycare is already being
provided byGeneraPractices and Specialist CaneSomerset

However,the data on health outcomaisoshowsconsiderableariation between
General Practices and geographical grecating thatmore needsto be done

to ensure equity of access and the highest possible standards of care fior all.
particular levels of glucose controla key indicator of effective diabetes
managementyary significantly between General Practices and between former
Primary Cae Trust areas. The percentage of patients with HbAlc < 7.5 between
practices ranges from 40 % to 80% and between former Primary Care Trust areas
from 57% to 67%with the highest level being achieved in the Mendip area and
the lowest in the West of Sometsrea.

Furthermore, there is evidence to suggest that levgisaydle who have diabetes
which is undiagnosedary considerably across the county. 30 out of 75 practices
are estimated to have more than 30% of their patientsunidiegnosedliabetes
(compared with an overall county average of 21%). The data suggests that levels
of undiagnosed diabetes are higher in the more rural areas of the county and/or
where there are larger numbers of older people.

The reasons for these variations in health outcomes need to be better understood
but are thought to bemainly due to the fact thatucrent servicesre organised in
different ways across Somersetainly for historical reasons.

There are 75 practices Somerset all involved in the care of patients with
diabetes to a greater or lesser degree. There are alsersftfyedby Somerset

and neighbouring Primary Care Trusts that provide services in the community,
including dieticians, nurse facilitators aadnurse consultant but these services
are not provided universally across the county.

Specialist care is provided through multidisciplinary teams based at the NHS
Trusts with outreach services mainly at community hospitals. There is variation
between Trus on what services are provided where.

There iscurrentlyno common information system across primary and secondary
care which can lead to patients having unnecessary tests and inefficient use of
clinical time.

12007






5.1

5.2

5.3

5.4

5.5

VISION AND STRATEGIC CONTEXT
Vision

The challengeis to develop an integrated system of care and support to enable
patients with diabetes to maintain their health and wellbeing and avoid the onset
of complications with cargrovided in the right place, at thight time and with

the right amount of expertise.

The vision is for future services to deliver personalised, responsive and holistic
care in the context of how people want to live their lives.

The direction of travel is towards more integrated and ssilgle care, with an
increased focus on prevention, early intervention and self management.

A diagram representing the direction of travel and a table setting out the key
shifts in emphasis in how and where care will be delivered are provided in Figure
1 and Table 1 below

A key aim of the new model of caretis increase the capability and capacity of

the healthcare system as a whole to meet the needs of growing numbers of people
with diabetes, ensuring equity of access and the highest possible stanflard
care.

10



Figure 1: Towards a Model of Integrated Care

Somerset Direction of Travel for Services for
Adult Patient s with Diabetes
Towards a Model of Integrated Care

Clinical Governance

Self Care
Core Primary Care

Self Care
X 7 o

Primary Increased partnership working
Care

Delivering care
as close as possible to the patient
Hospital personalised and tailored to
Care individual patient needs

Enhanced
Primary Care

Focusing ;
prevention and early
intervention
supporting patients to care for
themselves

By means of
integrated care pathways
seamless for patients

Underpinned by
systerawide
structured education
health promotion
clinical governance
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Table 1: Shift of emphasis

From

To

Care decided by professionals

Care agreed between professionals an
patients

Patients not always understanding the
condition and how to control it

Patients fully informed and aware of t
action that needs to be taken to con
their condition and why

Inconsistent advice/ messages to patig
from different health care professionals

Working across organisational
boundarie§ common messages/advice
to patients

Variability in effectiveness of diabeté
control across primary care

Primary care proactive inase finding,
diagnosis and management of ca
focusing on prevention and eal
intervention

Variability in prescribing practise

Common formulary across primary a
secondary care

Variability in access to services betwe
geographical areas and between pat
groups

Services accessible to dll tailored to
meet needs of varyingatchments an
groups

Services delivered in a variety of way
mainly for historical reasons

All health care providers in Somerg
signed up to a commomodel of care
agreed pathways and outcomes

Much care provided in institutional setting

Greater foca on prevention and ear
intervention and support for self care
when support needed convenient 4
closer to home

Different Information Systems
primary and secondary care

acro

Improved compatibility of IT systems

Specialist knowledge mainly concemtied
in secondary care

Utilising skills of wider diabetes tear
more effectively to support care closer
home

Management of Type 1 and some Typg¢
in secondary care

Secondary care focusing on treatment
complex cases, enhancing inpatient g
and supporting and ugkilling primary
care

Commissioning for volume and price

Commissioning for health outcome
focusing on quality, efficiency and valu
where health and welleing are added §
every stage

12



Strategic context

5.6 The proposed direction of travel towards an integrated model of care is in line
with the NHS and Soci al Care model and
Both of these models focus on integrating services and removing distinctions
between primary and secarg care for patients at all stages of their journey as
well as taking account of different levels of care required at different times by the
patient.

5.7 The elements of care in the proposed model {sdxe 2 below and Appendix 3
attache§l furthermore reflect updated guidance published by the National
Institute for Clinical Excellence in May 2008 for the care of patients with Type 2
diabetes, which identifies the following key priorities:

. structured education at and around time of wiesgs with annual
reinforcement

initial andongoing diet advice

management plan includy targets agreed with patient

support for self management

insulin therapy supported by appropriatelyaiied and experienced
personnel

5.8 The direction of travel also fits with nationabligy supporting self care and the
local direction for long term conditions.

5.9 The NHS South West Clinical Pathway Group for Long Term Conditions, in its
contribution to the Darzi review (2008has outlined a vision for the care of
people with long term calitions

5.10 The inverted triangle of care (see Figlifeelow) demonstrates the importance of
an increased focus and investment in a whole systems preventative model
promoting independence and underpinned by a reablement and recovery
philosophy.

13



5.11

5.12

5.13

Figure 2: Vision for Future Care of People with Long Term Conditions

The inverted triangle of care
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o
f
&
o
§
¥ Health,
&
Q
&
$

Q :
Underpinned by re-ablementi/recovery philosophy

The work of the Diabetes Model of Care Steering Group has beermatl by
this overarchingvision for longterm conditionsand is aligned with the
recommendationsf the South West Darzi review, which include:

. minimising the impact of rurality issues equity of access to services
increasing capacity and capability of the healthcaréesysincluding the
third sector

o commissioning for the whole né®& of individua, not just their health
needs

. adopting a whole system approach which is commurdtsetd with the
patient at centre

. extending use of telecare and telemedicine to bridge the gap between
specialist centres and community settings

. supporting tle establishma of selfhelp groups

The South West vision for lorAgrm conditionsncorporateshe establishment of
Health Gimpusesthrough which lay people become the local resource for their
population with a single point of access or coordinatgystem to ensure patients
can access appropriately a range of services both statutory and voluntary

Providers of diabetes servicesgill be expected toengage withthe wider

developments for lonterm conditionsas they evolveincluding thedevelopment
of Health Gimpusesnd a single poindf access system

14
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6.1

6.2

6.3

6.4

6.5

6.6

NEW MODEL OF CARE
Overview

The aim of thenewmodel of cares to increase the capability and capacity of the
healthcare system as a whole to meet the needs of growing numbers of people
with diabetes, ensuring equity of access and the highest possible standards of
care.

The objectives of thenodelare to:

. improve the care and health outcomes of adulieptt with diabetes in
Somerset

o promote partnership working and a shared care approach between providers
SO patients experience appropriate carangessly, and in a timely manner

. provide accessible servieas closetopate nt s home or wor k
improve the knowledge and skills of health care professionals and patients
to manage diabetes care, through educatiaming and practice support

Key deliverables will include:

o seamless care provided@sse to home as possible

healthy eating and physical activity programmes, accessible through patient
choice

systematic and opportunistic case finding in the community

support for patients to manage their own condition

patient education programmes whaxmpower patients to self care
management plans agreed with patients

accessible specialist care when needed

equity of accessnd choice

The proposed model is represented diagrammatically in FRjoxerleafandis
explainedbelowwith reference to thillowing characteristics:

focus of care

levels of care

delivery channels and location
care pathways
integratingmechanisms

Focus of care

There will be an increased focus on maintaining health and wellbeing, early
diagnosis and intervention, and supgortpatients to manage their own care.

The model aims to build on existing good practice and to learn from a pilot
starting this year to introduce an electronic personal care planning facility.

16



6.7

6.8

6.9

Levels of care

Elements of care required for each stagé t he pati ent ds |
identified, with common themes aroungrevention, early intervention and
support for self care.

Each of the identified elements of care has been has allocated to one of the
following levels (sed able 2below and more dailed Levels of Care Descriptors
across the care pathwapppendix3):

. Level 1: core primary care
. Level 2: enhanced primary care
. Level 3: specialist care

The levels reflect the complexity of care and level of skills required to deliver the
care. Theyare not necessarily an indication of location.

17
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Table 2: Levels of care

Level

Key elements

Level 1: core
primary care
(see Quality
and
Outcomes
Guidance for
GMS
Contract
2008/9 for
further detail
on diabetes
management

[t et et B ent i et i ot e N et

[enti ent B en- N et e

Promotinghealthy lifestylei 1:1 support

Systematic case findirfgr patients at risk of developing diabetes
Systematic caserfdingfor diabetes complications

Opportunistic case finding both within and outside GP practices
Maintaining risk registers

Raising awaresss of signs and symptoms of diabetes

Agreement of management plan with patients Wigpe 2 diabetes

Referral to structured education or relevant specialist(s) if not accessing
structured education

Referral for retinopathy screening (annual)

Psychologicasupport (low level)

Appropriate review (minimum annual)

Referral to ongoing support for self care

Offering women of childbearing age contraceptive advice, referring on to le
when considering pregnancy

Level 2:
enhanced
primary care

c:

et et B e et ent i et i e e et e

Promotinghealthy lifestylé’ weight reduction courses, exercise groups, Smo
cessation programmes

Confirmation of initial diagnosis for those outside normal parameters
Treatmentand management planning for patients with-spbimal glycaemic
control at levell

Structured education courses (Type 2 patients)

Other support for self care

Psychological support (moderate level)

Liaison with community matrons over patients with complex needs
Telephone helpline

Insulin initiation

Optimising diabetes therapies

Specialis dietetics

Podiatry

Retinopathy screening (annual)

Agreement of management plans for complications in complex patients (ret
renal, vascular, feet)

Pre and post pregnancy advice in conjunction with level 3

Level 3:
specialist
care

enta et i et BN e et enti ant) et

ent ent B ent et et S e e

Complex obesitynanagement

Classification of genetic or auttmmmune disorders

Education for complex cases and agreement of management plan with pati
with Type 1 diabetes

Psychological support (specialist)

Appropriate review of Type 1 and complex Type 2 diabetes patien
Structured education (Type 1 patients)

Acute inpatient management including for patients with diabetes who are
admitted with diabetes but not for diabetes

Complex complications management (retinal, renal, vascular, foot)

Rapid access clinic

24 hour hgbline

Pre and post pregnancy advice in conjunction with level 2

Pregnancy care

Transition management from children to adult services

Insulin pump clinics

18



Figure 3: An integrated, accessible and responsive model of care for adplatients with diabetes, with the patient in control of their care
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Key themes:

e Accessible care close to
patient and tailored to
individual patient needs

e Partnerships and shared
care

e Support for self care

e Prevention and early
intervention

Strong clinical leadership

Education

Good communications/
information technology

Systemwide clinical
governance
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6.10

6.11

6.12

6.13

6.14

6.15

6.16

6.17

6.18

Delivery channels andocation

In line with the objective to deliver care as close to the patient as possible, it is
proposed that the majority of care for adult patients with diabetes should take
place in community settings with only those elementspeftialist level 3 care

that it is not practical to provide in the community being provided in acute care
hospitals.

General practices will provide core primary care (level 1) to agreed standards
with some opting to provide some or all of enhanced primary care (level 2).

Opportunistic case findinfpr early identification of diabetes will be encouraged
in practices and through pharmacists, local councils and voluntary groups.

A new Diabetes Specialist Nurse serviwédl providespecified level Zare such
asinsulin intiation and support for patients with sabtimal glycaemic control

This new intermediatservicewill be deliveredby nurseled teams with specialist
medical support. The composition of these teams will vary according to local
need but will normally iolude as a minimum a diabetes nurse specialistaand
specialist diabetes dieticialt.is anticipatedhese teamwiill also provide training

and support for practices and coordinate structured education for patients with
Type 2 diabetes.

Access tomotherlevel 2 servicesuch agodiatryand related specialist care (level
3) will either be at calocated sites in the communjtgt multidisciplinary clinics
or usingtelemedicingechnology.

Consideration will be given tlmcatingcommunity servicegn areasdentified to
be 0hot dighates prévaleénae andmplications

Hospital care will be focused on complex cases and there will be an enhanced
level of care for patients admitted with but not because of diabetes, thus
improving the patient experienegilst in hospital and reducing lengths of stay.

The proposal to enhance inpatient care is in line with guidance recently published
by the National Diabetes Support T&aamd will involve education of general
ward staff on the particular needs of patsewith diabetes and redesign of care
pathways for emergencies and planned admissions.

It is anticipated that trainingipervisiodmentorshipfor level 2 providersand
trainingfor nonspecialist hospital staffill be provided by level ®roviders

2 |mproving emergency and inpatient care for people with diabetes, National Diabetes Support Team, March

2008
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6.19

6.20

6.21

6.22

6.23

6.24

Care pathways

A care pathwayor adult patients with Type 2 Diabetes is attached (Appendix 5).
This is a high level pathway intended to show how patients with Type 2 Diabetes
will be supported throughout their journey by trevmodel ofcare.

This pathway needs to be read in conjunction with the more detailed elements of
care set out infable 2 aboveand Appendix 3attached Further operational
pathways and referral protocols willeed tobe developed as part of the
implementationphase. Consideration will also need to be given to how the
diabetes pathways link with other long term conditions pathways.

Integrating mechanisms

A 6shared cared approach, supported by
information systems and systemide adherence to agreed care pathwayd
protocolswill ensure integrated working vertically across levels and horizontally
across disciplines tprovide care that is seamless for the patient.

Consistency of message will be supported by:

o atelephone heklfine for patients and professionals

o Diabetes UK information packs

o general information on the management of diabetes available on the
PrimaryCare Trust welsite

. accredited education programmes for patients

o quality assured training programmes for staff

Patients have said they would like as much care as possible delir@aretheir
General Practicand it is envisaged that the General Pracigr will be the
primary contact for patients.

The overall care pathway will be overseen hyrafessional network comprising
representation from all services contributing to the pathwaych would be
accountable to the Primary Care Trudt.dedicated ranager will ensure the
services operate in an integrated manner.
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7.1

7.2

7.3

7.4

CORE SERVICE COMMISSIONING COMPONENTS

The corecomponents of the model have been separatetholdble 3belowto
allow the option of componentsbeing commissionedeither individually or
together.

Most of the core service componententified in Table 3relate toexisting
serviceswhich already have providersh€& main challenge for providers thiese
serviceswill be to adopt more integrated ways of working and to begin working
towards the outcomes required under the new model of care.

A range of health promain programmes (component @)l be introduced from
April 2009 by the Public Health Directorate iarmership with local councils.

The Diabetes Specialist Nurse Service (component G), is a&mice based on
an existing model of service provided jointly by the Yeovil District Hospital NHS
Foundation Trust and Somerset Primary Care Trugt. dntigpatedthis service
will be countywide but delivered in localities which may relate to referral
patterns.
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Table 3: Model of care for adult patients with diabetes core servicecommissioningcomponents

Patient services

Ref | Lev | Component
A 1 Core primary caré GP Promoting healthy lifestyle 1:1 support
practices Systematicase findingfor diabetes and diabetes complications
(see Quality and Outcomes | Opportunistic case finding for diabetes
Guidance for GMS Contract Maintaining risk registers
2008/09 for further detail on | Raising awareness of signs and symptoms of diabetes (eg via Diabetes U
diabetes management) Information Pack)
Agreement of management plan foype 2 diabetes
Referral to structured education or relevant specialist (s) if not accessing
structured education
Referral for retinopathy screening (annual)
Psychological support (low level)
Appropriate review (minimum annual)
Referral toongoing support for self care
Offering women of chilebearing age contraceptive advice, referring to leve
when considering pregnancy
B 1 Opportunistic case finding Opportunistic case findinthrough pharmacies, local counci¥®luntary sector
outside GP practices
C 2 Health promotion programme, Weight reduction courses/exercise programmes/smoking cessation progrg
D 2 Structured educatiomype?) | Structured educatiomype 2)
E 2 Supporting self help groups | Eg Expert Patient Programme
F 2 Insulin initiation (GP Insulin initiation
practices)
G 2 Diabetes Nurse Specialist Confirmation of initial diagnosis for those outside normal parameters
Service Treatment and management planning for patiesitts suboptimal glycaemic
controlat level 1
Telephonéhelpline (8 am to 8 pnp
Insulin initiation
Optimising diabetes therapies
Agreement of management plans for complications in complex patients (re
renal, vascular, feet)
Pre and post pregnancy adviceonjunction with level 3
Liaison with community matrons over patients with complex needs
H 2 Psychological support Psychological support (moderate level)
I 2 Dietetics Specialist dietetics
J 2 Podiatry Podiatry
K 2 Retinopathy Retinopathyscreening (annual)
L 3 Structured educatiomypel) | Structured education (Type 1)
M 3 Specialist care Complex obesity managemdntluding dietetic support

Classification of genetic or auimmune disorders

Education for complex cases and agreement of management plans with p
with Type 1 diabetes

Appropriate review of Type 1 and complex Type 2 patients

Acute inpatient management including for patients who are admitted with
diabetes but not fatiabetes

Complex complications management (retinal, renal, vascular, foot)

Rapid access clinic

24 hour helplindcomplex cases)

Pre and post pregnancy advice in conjunction with level 2

Pregnancy care

Transition management froatildren to adult services

Psychological support (specialist)

Insulin pump clinics
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7.5

7.6

7.7

7.8

7.9

Infrastructure services

Ref Component

N Training and support Training and support for non specialist hospital staff
(hospitals)

O Training and suppoffor level 2 | Training and mentorship for level 2

P Training and support fdevel 1 | Training and support for level 1

Q Identifying opportunistic case | Identifying opportunistic case findingpportunities
finding opportunities outside | outside practices, targeting hard to reach groups
practices

R Overall pathway management | Overall management of the patient pathway

It is anticipated tht the following servce components will be delivered or
coordinated by the same providdthough this does not necessarily have to be
the case:

DiabetesNurse Specialist Servigeomponent G)

structured education fdrype 2 patient§component D)

supporting self help groups (component E),

training and support for level 1 (component P)

the identification obpportunstic case finding opportuniti§gsomponent Q)

It is anticipated thatraining and support for level gcomponent @ will be
delivered by specialist care provider (s).

An indicative outline service description incorporatintpe Diabetes Specialist
Nurse service(component Gand linked level 2 servicegomponentd, E, P
and Q)is attachedsee Apendix4).

GP practices may opt to bid for component F (insulin initiation) or any of the
level 2components identifiecth comporent Gabove.

A professional network comprising clinicians from all services contributing to the
care of adult patients with diabetes wited tabe established to oversee the care
pathway as a whole (component Rhis will be supported by a dedicated
manager.
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EQUITY OF ACCESS AND CHOICE

A key deliverable of the model of cavéll be equity of access and choider
patients

All services will be deliveredto common standardset out in the service
specification and there will be quality assured training courses available to
enhance the skills of healthcare professionals and also patients in the management
of diabetes.

The particular needs of different geographical areab bl taken account of
when locating and delivering services

All providers of services, at all levelwjll be required tadeliver care in a manner
that is as flexible as possibley that it offers paents choice and is accessible,
regardless of:

where patients live, including living in a care home or prison

whether patients have a disitigior a mental health problem

whether patients are houseboundéctive

the socioeconomic backound, age, gender, ethnicity ansexual
orientation of patierst

The particular needs and preferences of
and adult services will also be accommodated in line with the guidance published

by the Department of Health in June 20@6Tr ansi t i on: getting
people:lInpr oving the transition of young peo

Examples of flexible service provision might include:

o providing services on good public transport rowasihging transport for
patiens to attend assessments/reviews

. providingservicesn community locations, such aglage hals;

o 1 to 1 structured education sessions
benefit from coursesffered in a community location

o on-line information about diabetes and diabetes care

. making use oftranslation and interpreting services commoissed by the
Primary Care Trust

. linking with autonomousself help groups especially those addished in
hard to reach areas

o providing insulin nitiation in care homes/prisons

. telemedicine
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9.1

9.2

9.3

BENEFITS AND OUTCOMES

Thekey benefits of thenew model of carare outlined below:

Benefits to patients

patients have improved quality of life, health and veling

patients are supported and enabled to self care andchbive involvement

in decisions about their care and support

patients have choice and control over their care and support sethiats

are built around the needs of individuals and carers

patientswith complex needsan design their cararound healtland social
servics which are integrated, flexible, proactive and responsive to
individual needs

patients are offeredservices which are high quality, efficient and
sustainable

patients with diabeteare diagnosed earlier leading to better control and
redwction in complications

patients are more informed about the risks of diabetes, leading to better
management of ca and improved health outcomes

careproviddc | oser to the patientods home
equity of access to services

Benefits to system

carepathway in place that maximises the ussexfondary care expertise to
focus on complex cases

professional development and staff satisfaction

reduction in emergency admissions

reduction in lengths of stay and outpatient attendances

increased capacity ar@hpability to meet the needs of increasing numbers
of patients with diabetes

improved quality assurance

The overall outcomeaequired of the models to increase the capability and

capacity of the healthcare system as a whole to meet the needs of growing
numbers of people with diabetes, ensuring equity of access and the highest

possible standards of care.

The model of care has been informed by the following key principles which
reflect national and local policy direction and provide an essential checklist
againstwhich the service can be measured:

patients feel in charge of their care

proactive responsive and integrated healthcare

emphasis on health promotion and prevention/early detection
supporting self care

appropriate care closer to home

accessiblespecialist care when needed
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9.4

9.5

. best use of resources
. equity of access

A more detailed lisbf outcome measures is providedTlable 4below.

Targets for key outcomes will be set out in the service specification. These targets
will be phased in recognition of the fact that it will take time for each component
to become fully operationaind for the anticipated benefits to be achieved. Some
anticipated benefits will be longer terfor example the anticipated reduction in

the rate of complications.
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Table 4 Outcome measures

Category Indicator (bold = key indicator)
Patient Patients feel informed about diabesesl their care
experience | Patients feel confident to self manage
Patients at risk have been screened
Patients participate in structured education programmes within 1 year of diagnosis
Evidence of support for self help groups
Patients have a writtenmanagement plan jointly agreed with a healthcare professional
that supports their self management
Women have documented pre pregnancy support for decision making prior to becoming
pregnant
Patients with diabetes perceive improved quaditgessibility, choice and consistency of ca
Patients with diabetes receive annual medical reviews as a minimum aace informed of
result
Patients provided with quality assured information about diabetes at diagnosis
Increase in patients receiviegre at home
Complaints reduced from people with diabetes and compliments increased
Patients feel they are getting consistency of advice across whole diabetes service
Patients feel they are being supported by an integrated service
Patients feethey have had timely access to advice or consultation
Patients feel they have control over their care in hospital
Patients reporting improved quality of life
Health Percentage difference between predicted diagnosed and actual diagnoseduced
outcomes Emergency admissions for diabetic ketoacidosis and coma reduced

Emergency admissions with diabetes in primary diagnosis code reduced

Admissions with diabetes in secondary and tertiary codes reduced

Outpatient appointments at hospital as percentage of overall registered population

Outpatient appointments in the community

Follow-up rates overall

Referral rates between services

Incidence of new diabetes

Increase in patients with HbA1C <=7.5

Increase in patients with BP <145/85

Increase in patients total cholesterol <5

Patients attending retinopathy screening

Decreasen patients with eGFR < 60

Patients with neuropathy recorded

Patients with amputationsreduced as percentage of registered diagnosed

Patients with diabetes diagnosed with sighthreatening retinopathy as percentage of
registered diagnosed

Patients with record of presence or absence of peripheral pulses in previous 15 months

Year on year increase in people with diabetes for whowrase finding for depression has
been undertaken and assessment of severity made

Improving outcomes of pregnancies including anomaly rates, live birth rates, and neona
outcomes (prematurity, ma@omia, caesarean section rates, neonatal hypoglycaemia an
special care admission rates)

Age adjusted length of stay ratio for key indicators compared to non diabetic patients
Emergencyi myocardial infarction, fractured neck of femur
Electivel hysterectomy, cholecystectomy, hip replacemenpdss grafting

Reduction inincreasingobesitytrends

Reduction in number of hospital admissions from care homes due to diabetes related c(
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Category

Indicator ( bold= key indicator)

Staff
experience

Staff involved in diabetes service report improved partnership working

Staff involved in diabetes service report using new patient held records

Staff involved in diabetes service report improved use of information technology data
recording

Staff involved in diabetes service aware of the model of care

Staff involved in diabetes service report reduced duplication of provision

Staff involved in diabetes service report increased satisfaction in their role

Staff involved in diabetes service have undergone a competence assessment and had
opportunity for diabetes education and training

Staff involved in diabetes service attend learning event/CPD annually

Staff involved in diabetes service report servicmore coordinated

Staff involved in diabetes service report information sharing between organisations imp

Service
deliverables

Identified Clinical Lead for overall pathway

Agreed protocols to confirm continuing medical responsibility

Provision of community-based team deployed effectively across PCT areas

Evidence of care pathways

Evidence of treatment in accordance with protocols

Annual survey of patient experience

At least one GP identified in every GP practice as thdiabetes lead

Practices have risk registers

Practices screen at risk patients

Practices receive training for lead GP and nursing staff

Annual survey of staff experience

Annual audit of referrals

Evidence of clinical governance

Activity records

Compliance with prescribing formulary

Waiting times

Integrated diabetes website

Baseline assessment to be undertaken in relativeytmdicators ad targets/standards to be

agresd
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10

10.1

10.2

10.3

10.4

10.5

10.6

10.7

10.8

10.9

STAKEHOLDER ENGAGEMENT
Process

The model of care for adult patients with diabetes has been developed with
widespread involvement of patients, clinicians and healthcare managers and with
the support of Diabetes UK and the National Diabetes Support Team.

A Steering Group was set up irmanbary 2008 comprising clinicians and
managers from local service providers and the Primary Care Trust, the local
regional manager for Diabetes Wid a patient representative

Leadershiphas beemprovided by the Director of Nursing and Patient Safety a
WyvernHealth.com Practice Based Commissioning Consortium. There has also
been strong clinical leadership within the Steering Group.

The Steering Group hasrganisedtwo stakeholder workshops, which were
attended by members of the Local Implementatieant together with other
stakeholders and patients. The fimt 6 February 20Q8nformed the vision and
direction of travel and the secqrah 16 July 2008reviewed the proposed model
of care and identified performance outcomes.

The work of the Stearg Group has been informed by feedback from the
National Diabetes Patient Survey (2006) and a survey undertaken by the
Somerset Patient and Public Information Forum also in 2006.

Patients have been involved throughout the redesign process throughetiregSte
Group, the Stakeholder workshops and a programme of six engagement events
held in September of this year in different venues across Soraatsat different

times of the day to attract as wide a cross section of the population as possible
These eents provided an opportunity for patients, their relatives and their carers
to ask questions about the proposal and provide feedback in particular on how
they might best be supported to manage their own care.

Patientsthe publi¢ and professionals with an interest in the delivery of diabetes
care have also had the opportunity to comment on two engagement documents,
over the period 11 August to 26 September, one for patients and the public and
the otherfor professionals. These dowents described the proposed model of
care andooseda number of questions about each of the key proposals as well as
seeking views on priorities and outcomes.

General Practices have been kept up to date on progress at the
WyvemHealth.Com locality meatgs. In April 2008, all General Practices were
sent a brief questionnaire inviting them to comment on the emerging model of
care and General Practices were also asked more recently toeobron the
engagement document

The proposals were presented to teerview and Scrutiny Committee on 8
September.
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10.10

10.11

10.12

10.13

10.14

10.15

10.16

10.17

10.18

10.19

Outcomes
The engagement process has produced some powerful evidence for change and
helped steer the course for the new services planned for Somerset.

An overview of stakeholder viewsom the feedback report is provided below.
A full reportof the feedback received fropatients, the public and professionals

on current and planned servicesailable on the Primary Care Trust website at
http://www.somersetpct.nhs.uk/services/Diabetes/

Baseline assessment

The patient survey anthe local survey by the Patient and Public Involvement
Forumhad indicated thawvhilst the vast majority of patients were satisfied with
diabetes services, some sections of the community still found it difficult to get the
access they wanted artlought that some aspects of diabetes care needed
improving further.

Some patientdhad stated that they would like more information about their
condition, more choice and control over how their diabetes is managed including
the results of their test and more control over their care whilst in hospital.

Seldom heardrgups such as migrant workeexpressed difficulties in accessing
General Practitioer services. This was because they were not registered with a
General Practitioneand were not sure of when and how to contact a doctor.
Many migrant workers found it difficult tobtainappointments due to the hours
they worked and did not want to tatme off work so were more inclined to use
emergency services such as minor injury and illness units or accident and
emergency departments.

People from the traveller communities and migrant workers also sometimes found
it difficult to understand how tonake an appointment and felt as if they were
being marginalised when being given appointments. These communities asked
for drop in sessions as they would be easier to access.

People in full time employment often raised concerns about being able m get t
appointments during the day and having to take time off, especially when they
worked in a different town from where they lived.

People with disabilities, older people and those with young families raised
concerns about the time it took to get an appoant and arrange transport or
carers so they could get to their appointment in time.

People preferred to have a range of services available in one place rather than
having to go to different locations for services.
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10.20

Feedback fromengagement exercise

The themes from the engagement process on the model ofvesreonsistent
with the previous national and local sunand are summarised below:

a large proportion of patients are generally happy with the services they
currently receive, which help them to manage their diabetes

many people said theirserviceswere local enough andvaned this to
continue, with services being available in tHeéaneal Practitionessurgery,
community hospital or community setting wherever possible, with support
from district hospitals when needed

a significant numberwanted services such agodiatry retinopahy
screening and healthy living advice to be availalgcally in their GP
surgery, community hospltar community setting wherevguossible, with
support from district hospitals when needed

patients and carers want to have access to reliable, consistent information
about diabetes and the local services abéé when they are first diagnosed
patients want access to information and support on eating healthily, diet,
how different foods affect their diabetes and physical activity, including
activities for those who have disabilities

patients and carers want bave access to education courses and self help
groups, which will help them to manage diabetes, however these need to be
local, availableat various times of the day and well publicised

patients would like to have any blood tests or other results pritheto
diabetes follow up and review appointments and for the patient to be
informed of any results

patients wanted the healthcare professionals to have the results of tests and
medical records to hand during diabetes follow up and review appointments
and br the patient to be involved in their care, using tools such as
management plans to provide personalised care

patients want healthcare professionals who are responsible for their care to
be trained in how to manage diabetes secetiseconsistency of care

patients want their diabetes follow up and review appointments to be local,
especially as patients had difficulty, or envisaged difficulty (because of
their diabetes) getting to some appointments without access to public
transport

patients want their diates follow up and review appointments to be
regular enough to meet their needs and flexible so that the patient can
decide when they should be rather than appointments being set, which then
have to be changed

patients would like to have a reminder thagithdiabetes follow up and
review appointments are due, with an emphasis on their importance and
enough time with their healthcare professional (at least 20 minutes) to
discuss their condition without feeling rushed

patients would like to have access ton&mne who can provide advice and
guidance in between review meetings, with suggestions of it being available
between 8am and 8pm

patients felt that podiatry appointments needed to be mores#ueeand

for the agreed review
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10.21

10.22

10.23

10.24

The following potential difficultiesthat might be experienced #fervices were
provided more locally wergentified

lack of knowledge and expertise of healthcare professionals

services being diluted because of the lack of staff to deliver the services
inconsistencie in care becaus# staff not havingthe required skills needed
to helppatients to manage their diabetes

Thefollowing keyoutcomesvereexpectedrom the redesigned services

patients who are informed, supported, educated early on in their diagnosis
and throughout their care using tools such as information packs,
DESMOND, DAFNE and theExpert Patients Progmme

better management of their diabetes including controlled blood glucose
levels

better prevention and early diagnosis of diabetes eatie findng for high

risk groups

Theidentified priorities for the new service included:

ensuring that the professionals who contribute to diabetes care work closely
together and in partnership with patients

enhancing the skills of healthcare professionalsttad there is more
capacity in the system to support patients with diabetes

providing opportunistic and systematic case finding

structured education and individual support to help people manage their
own care

ensuring that every patient has a managemart fliey have agreed in
partnership with a health professional

The objectives of the proposed model of camd specified outcomese fully in
line with the abovefeedback as are the priorities identified fanplementation
(see paragraph IHow).
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111

11.2

11.3

114

115

11.6

GOVERNANCE
Clinical governance and quality assurance

Service poviders will be required to have clinical governamyestems and
policies in place and integrated into their organisational governance, with clear
lines of accountability and responsibility for all clinical governance functions,
including:

clinical audit

clinical risk management
untoward incident reporting
infection control

medicines management
informed consent

raising concerns

staff development

complaints management
patient and public involvement
patient dignity and respect
equality and diversity
introducing new technologies and treatments

Clinical auditrequirementsincluding integrated audit and randomised case note
review, will be set out in the service specificatiand service providers will be
required to produce annual clinical governance reports for commissioners.

Service providers will alsmeedto have quality assurance systems in place
approved by the commissioning botty demonstrate compliance wittational
standards for examphlhe Standards for Bettddealth and guidance on diabetes
care issued by the National Institute for CliniExkellence

Competences

Service providersvill be required to demonstrate they hawdficient numbers of
people with the right skills and competences, with access to relevant training and
education opportunities.

Skills for Health, the Sector Skills @ocil for the UK health sector, has
developed a set of competences to support diabetes care. These competences
cover the whole of the patient pathway and include the functions o

assessment and diagnosis

initial and ongoing management
detection and managient of complications
care planning

Additionally, competences have been developed to support the delivery of patient
education and the role of facilitation.
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11.7 Staff will need to work flexibly across care settings, providing care to patients
whereitisr equi red and as close to the patien

11.8 Table 5 below sets out the current key roles supporting diabetes care in
Somerset. There is not currently a common role profile for Somerset as a whole.

Table 5 Key Existing Roles SupportingDiabetes Care in Somerset

Specialist roles supporting diabtes | Other roles supporting diabetes
Consultant (diabetes ar General Practitioner

endocrinology)
Specialist Registrar (diabetes & Practice Nurse
endocrinology)

Diabetes Nurse Consultant Health Care Assistant
Diabetes Specialist Nurse CommunityMatron
Diabetes Nurse Facilitator District Nurse
Specialist Diabetes Dietician Podiatrist

Specialist Diabetes Podiatrist Dietician

Retinopathy screener Pharmacist

Staff in care/nursing homes and prisq
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11.9

11.10

11.11

11.12

11.13

11.14

11.15

11.16

11.17

There is an opportunity to spread existing roles some of which are currently only
available in a limited area and/or develop or adapt roles that have been introduced
elsewhere, ensuring that the best use idenaf all staff to meet the needs of
people living with diabetes.

Roles that have been developed elsewhere include the diabetes care technician,
the educational support worker, and the senior care assistant. These roles
incorporate responsibility forr@nge of level 1 and 2 care elements.

Service poviders will be expected to demonstrate commissionerghat staff
have the competences identified by Skills for Health for each of the specified
elements of carand that all staff have appraisal, cleaes@nd registration
checks.

A human resource strategy will need to be developed for the system as a whole.
This work will need to be coordinated across levels of care and will include
identifying competences that are common across roles and those that are
distinctive to inform the development of the multidisciplinary team |erofi

Education, training and mentorship

Service providers will be required emsurethat their staff have accessdaality
assured and relevant education, training and develdpn®erusing on both
generic and specific competences.

The trainingprogramme willneed tobe underpinned by a skills audit referenced
against required competences.

Leadership, change and management skills will need to be developed across the
diabetes neiork.

The National DiabeteSupport TeamWorkforce Strategy proposes a shared
leadership model with a network manager, clinical champion and patient
champion roles and prioritising training in leadership and management for a
range of people working in ¢hnetwork.

It is anticipated that mentorship, training and ongoing support fontienediate
serviceteams and other providers of level 2 care will be provided by medical
specialists, whilst the provision of regular training programmes and ongoing
advice and support for primary healthcare professionals has been included in the
responsibilities of the community basedntermediate teams. These
responsibilities may be delivered in conjunction with an education provider.
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11.18

11.19

11.20

11.21

11.22

11.23

11.24

Patient experience

Service providers will be required tdtain feedback on the patient experience by
means ofpatient surveys, questioaines, audits and other methodsis will

need to be undertaken at individual service provider level and at overall pathway
level.Areas to be covered will include

ease of access

whether the patient felt welcomed and cared for

cleanliness of staff and the building

whether the patient was treated with dignity and respect

how safe the patient felt

whether the patient felt invodd in planning their care

whether the patient felt as if they were treated according to their needs
whether the patient was offered clear and relevant information, which they
understood so they could make informed choices about their care

whether the pati@ felt listened o and had any concerns or questions
addressed

how the patient rated their experience overall

consistency of advice

competence of staff

clinical outcome

other areas specific to the service provided

Feedback will also be required on expece specifically relang to diabetes
services

Information technology and communication systems

Good information technology and communications systems are essential to
underpin the proposedodel of care.

Shared data management tofisgistries/definitions/referral forms, compatible
wi t h Connecting for Heal t hds El ectroni
developed to support the proposed model.

The Year of Care for Diabetes pilot project will support the model of care by
implementing an electronic personal care plan for people with diabetes in
partnership with their health care professionghe plan will interface between
primaryand secondary care systems providing a holistic care record for the
patient regardless of where the patiis seen.

Evaluation and reporting

The performance monitoring dataquiredby commissionerand the frequency
of its provisionwill be set ouin the service specification

The services wilalsobe evaluated on a quattiebasis by th&eommissioners.
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11.25 Detailed performance indicators will be developed in relation to each of the
outcomes set out in the service specifications.

11.26 There will be ongoing reviewat both systerwide as well as individual service

level. It is anticipated that thewe pathways will need to be revised and updated
from time to time to reflect learning.
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12.1

12.2

12.3

12.4

12.5

12.6

12.7

IMPLEMENTATION

Priorities and phasing

It is proposed thantroductionof the new model of care be phased over a period
of two years commencing April 200&ith priority beinggiven to theareas of
greatesneedasidentified by thefeedbackirom the engagement processd the
needs analysis

Patients anthe publichavesaid they want priority to be given:to

. ensuring that thprofessionals who contribute to diabetes care work closely
together and in partnership with patients

. enhancing the skills of healthcare professionals so that there is more
capacity in the system to support patients with diabetes

o providing opportunistic ahsystematic case finding

o structured education and individual support to help people manage their
own care

. ensuring that every patient has a management plan they have agreed in
partnership with a health professional

Staff have identified structuredducation and individual support and ensuring
every patient has ananagement plan agreed in partnership with a healthcare
professional.

The health needs assessment showed the West of Somerset in particular has
below average blood sugar control and thisilaondicate a need to prioritise this
area geographically.

Table 6 below providesan indicative implementationtimetablefor each of the
service componentspecifiedin the modelof care with priority being given to
the establishment of the establishment ofghefessional network to oversee the
management of the pathwalyaining for professionals, structured education for
patients and health promotion programmes (per existing PubldtiH®Vork
Programme).

This timetablewill need to be reviewed by provider services and any revisions
agreed with the Primary Care Trust prior to implementation.

Implementation milestonewill need to be setor each component with full
implementation exected byApril 2011
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Table 6. I ndicative implementation plan for service components

Patient services

Core Service component Level | April 2009 October 2009 | April 2010 October 2010 | April 2011
PHASED IMPLEMENTATION
A Core primary care GP Practice$ agreement an{ 1 / /
implementation of core standards
B Opportunistic case findingutside GP practices 1 /// // //
C Health promotion programmes 2 /
( diet, physical activity, smoking) A
D Structured education Type 2) i countywide and| 2
accessible,for existing as well as newly diagnos;
patients.
E Supporting self help groups such as the Expert Pd 2 / / / 7
Programme A A
F Insulin initiation (GP practices)- Local Enhanceq 2
Service in place
G Diabetes Nurse Specialist Servicerolled out acrosy 2 / /
Somerset
H Psychological suppoitservicedevelopment 2 WW
[ Dieteticsi integratiorexpansion 2 /////// //////// ///////
d h 0 ; A?'/
J Podiatryi integratioexpansion 2 /////// //////// ///////
' _ Z AV A;{ 7
K Retinopathyi integratiorilexpansion 2 /////// //////// ///////
7, /ﬁ/ 7
L Structured education Type 1) i countywide and| 3 y
accessible,for existing as well as newly diagnos;
patients. A
M Specialist caré integration +enhanced inpatient care | 3

T

T




Infrastructure service

Core Service Component

Level

April 2009

October 2009

April 2010

October 2010

April 2011

PHASED IMPLEMENTATIO N

N Training & support for non specialist hospital staff

2%

D%

0] Training and mentorship for level 2

Training and support for level 1

7,007

/7/%

Q Identifying opportunistic case finding opportunities
outsideGeneral Pactices

7/

R Overall pathway managemehnestablishment of
professional network
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12.8

12.9

12.10

Overall pathway management

All service providers will be required to work togethereasure that the care
provided to patients is well coordinated, high quality and safe and that the system
as a whole if efficient and effective. This will involve:

agreeng and implemenng integrated pathways and protocols
identifying boundaries of careetween providers and accountabilities
developng and maintaimg a directory of resources and capabilities
provided by any choice of provider organisations

. developng and implemenhg shared information/communication systems
(including integrated webite)

o developng and implemenng systems for measuring outcomes

o sharingoutcomes data with commissioners and all providers involved in the
pathway

. developng and implemenhg a countywide human resource stratefpyr
diabetes

o sharing learning and proposifigure developments

o providingclinical leadership

o linking with stakeholders including patients and the public, the voluntary
sector, pharmacists

o developng and implemenig integrated clinical governance systems

It is anticipated that grofessional ne&tork with representation from all
providers involved in the care of patients with diabetes will be established
fulfil the above functionsincluding:

patients
DiabetesSpecialistNurse
consultants

general practitioners
retinal screening services
practice nurses
podiatrists

dietitians

This network would need to meet with both pgo®r and ommissioner/Primary
Care Trust Management to ensure contracted outcomes are achieved.
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County-wide implementation steering group

12.11 It is proposedhat a countywide steering grospould be established to oversee
the implementationof the model of care with input and support from senior
clinicians from across primary and secondary care, managers and other specialist
resources such as financand information analysisThe Diabetes Local
Implementation Team could be extended to perform this function.

12.12 Responsibilities will include:

. providing clinical leadership

. ensuring thaserviceshave sound and safe systems in place aedfully
operatonal beforegoing live

. developing and implementiran integrated clinical governance framework

agreeing pathways and protocols

ensuring the initial and ongoing development of shared

information/communication systems (including integrated-gied)

monitoringoutcomes

ensuring the development afcountywide human resource strategy;

sharing learning anc&ecommendinduture developments

linking with stakeholders including patients and the putihie, voluntary

sector pharmacists and otheommissioners

o being aware of the risks to the successful delivery of the commissioning
plan outcomes and benefits and ensuring that actions are in place to
mitigate the risks identified

12.13 Further work will be required to ensure that all providers includBeneral
Practices are familiar with the new model of care and have an understanding of
how different levels of care are integrated.
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13

13.1

RISK ASSESSMENT

Tables7 and 8below gives an overview of the significant risks attaching to the
project that have been identified at the redesign phagether with the controls
which it is planned to put in place A more comprehensive risk assessment
focusing on patient outcomes, safety and experience as the key drivers, will need
to be undertakeas part of the implementation phase.

Scoring (= residual risk when controls fully in place)
First digit Score 15 Consequence of event
Second digit Score-3 Likelihood ofevent

Table 7: Financial Risks

Risk Score Control

Cost of providingservices greater | 4x1=4

than expected

Cost benefits analysis undertake
as part of Commissioning Plan

Outpatient activity reductions are n¢ 3x1=3
realised

Regular monitoring of referral
activity/audit

Volume of people with undiagnose( 4x1=4 Priority focus on prevention, plan

diabetes may prove be
unmanageable and unaffordable

to forecast funding requirement
and scale back if not affordable

provider roles

Difficulty demonstrating 3x2=6 Robust business planning, baseli
improvements assessment and specified outcor
targets

Table 8 Implementation Risks

Risk Score Control

Lack of sufficient commissionemd | 4x1=4 Assess and address resource
provider capacity to implement requirements at both commissior]
changes and provider level

Conflict betweercommissioner and | 4x1=4 Keep roles separate, declare

interest

Failure to identify a provider for ong 4x1=4
or more components of the service

Review implementation plan to
ensure continuity of service

Inability to shift resources around th 4x1=4 Partnership working, Systemide

system

Human Resource Strategfstill a
problem review implementation
plan to ensure continuity of servig

Human resource issues relating to | 4x1=4 Effective change management

changes in work practices with commisioners and providers
working in partnership

Shortage of appropriately skilled 4x1=4 Training and support for practices

staff in the community

and intermediate care service,
support for self careif still a
problem review implementation
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Risk Score Control
plan to ensureontinuity of service
Use of county wide protocols leads| 3x1=3 Mechanisms in place to share
to reduced quality of care for some Spread best practice, learning
patients who are already be receivil acrosshe system, systefvide
high standard of care from their loci clinical governance
practice
Expectations of patients and staff | 3x2=6 Undertake initial financial
raised too high assessment before publicising
proposals
Publicise implementation
milestones widly
Fragmentation of servicadglication | 4x1=4 Multidisciplinary working/dear
betwea levels of care/unclear pathways agreed across
accountabilities/ poor communicatig providers/shared IT/training on
across the healthcare systarmd implementation/ monitoring of
referral patterns/shared learning
opportunities/integrated wedite
Escalation of referrals to level 3 as | 3x2=6 Monitoring of referral patterns,
perceived to have more capacity shared learning opportunities
GP practices and associated patier] 3x1=3 Priority for training and support,
in rural areas not fully integrated locally based services, shared
with dewelopments learning events
New services not fully integrated | 3x2=6 Keep relevant clinicians dip-date
with otherdevelopments ithe through relevant Local
management of long term condition Implementation Teams and the
care for coronary heart disease, Professional Executive Committe
stroke and other reladeservices eg
ophthalmology, podiatry
Patients lack confidence in new 3x1=3 Involve patients throughout
arrangements redesigrand implementation
phasefpublicise new
arrangements/website
Staff lack confidence in new 3x1=3 Involve staff throughout redesign
arrangements and implementation phases
Somerset patients admitted to 3x2=6 Ensure Royal United Hospital,
hospitals other than TSNFT and Weston Area Hospital NHS Trust
YDHNFT may be left out bnew engaged with development proce
system T invite to stakeholder events
Loss of leadership/management 4x1=4 Ensure leadership canuity and

continuity between different phaseg
of the project

continued involvement of key
stakeholders
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14.1

15

15.1

16

16.1

FINANCIAL IMPLICATIONS

To follow.

NEXT STEPS

It is proposed to proceed with the preparation of the service specification and to
review the procurement options fubmission to th®ecembemeeting of the
Professional Executive Committee.

RECOMMENDATION

The Committee is asked &pprove the Commissioning Plan armlorse the
proposed way forward for services dult paients with diabetes in Sometse
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APPENDIX 1

KEY FACTS ABOUT DIABETES

1. 19,200 patients were diagnosed with diabetes in Somerset in-20837is predicted to
rise to more than 28,000 by 2017.

2. 90% of patients with diabetémve Type 2 diabetes and 10% have Type 1.

3. Life expectancy is reduced by fifteen years for patients with Type 1 diabetes and up to ten
years for patients with Type 2 diabetes.

4. An estimated 21% of patients with diabetes in Somerset are currently unddhgnosat
risk of developing serious complications.

5. 47% of Type 2 diabetes has been attributed nationally to obesity.

6. National population projections suggest that, by 2025, 47% males and 36% females will
be obese (currently 22% and 21% respectively).

7. It has been estimated nationally that 13% of patients over 65 either have or are likely to
develop diabetes.

8. Somersetds population is older than the na:
16% nationally.

9. The number of patients in Somerset overs’éxipected to increase by 21% by 2015.

10.Diabetes prevalence levels are expected to rise disproportionately in rural areas of
Somerset due to their older populations.

11.There is considerable variation between General Practices and former Primary Care Trust
areas in levels of glucose contradhe % of patients with HbAlc < 7.5 between practices
ranges from 40 % to 80% and between former Primary Care Trust areas from 57% to
67% (2007).

12.Hospital lengths of stay are on average 20% higher thare tfayspatiers without
diabetes.

13.Patients with diabetes have an increased risk of developing cardiovascular disease
compared with patients without diabeteshe prevalence of angina for example for
patients with diabetes is 2.9 % compared with 0.53% for patientewithabetes and the
prevalence of cardiac failure is 1.43% compared with 0.33%.

14.Prescribing costs for patients with diabetes have increased nationally by 88% in'5 years
there is considerable variation between General Practices in Somerset in tipercost
patient ranging from £160 to £300 (2007).

15.In addition to direct health costs, the impact on social services expenditure, where
diabetes complications increase costs fourfold, is significant
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APPENDIX 2

DIABETE S NEEDS ASSESSMENT FOR SOMERSET
(COPY AVAILABLE AT MEETING FOR REFERENCE)
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ELEMENTS OF CARE

Adult Diabetes Services Levels of Care

APPENDIX 3

Prevention

Diagnosis

Initial Management

Continuing Care

Level 1
Self Care
Core Primary Care

Promoting healthy
lifestyles (1 to 1 advice o
diet and exercise);
Systematic and
opportunistic case finding
using standardised
diagnostic criteria;

60At riskoé r

Systematic andpportunistic
case findingusing standrdised
diagnostic criteria;

Raising awareness of signs an
symptoms of diabetes.

Agreement of management pla
with patients with Type 2
diabetes;

Electronic care planner;
Provision of consistent
information;

Lead Nurse and Lead General
Practitioner ideritied,;

Referral to structured educatiof
courses or specialist (eg
dietician) if not accessing
structured education;
Identification of cardiovascular
risk factors (smoking, obesity,
physical inactivity,
hypertension, dyslipidaemia);
Case findingfor complications;
Identification of other problems
(eg depression);

Psychological support (low
level).

Diabetes register;

Appropriate review (minimum
annual) of all patients with diabete
Standardised basic assessment
(HbAL1C, lipids, weight, blood
pressure);

Identification and management of
cardiovascular risk factors
(smoking, obesity, physical
inactivity, hypertension,
dyslipidaemia);

Annualcase findingfor
complications, including foot
review;

Referral to structured education of
specialist (eg dietician) not
accessing structured education;
Referral to ongoing support for sel
management (eg Expert Patient
Programme);

Signposting (eg Diabetes UK);
Identification of other problems (e
depression);

Psychological support (low level).
Identifying women of ciidbearing
age, offering contraceptive advice
referring on to level 2 when
considering pregnancy.
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