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SOMERSET DIABETES SERVICE
UPDATE FROM DR SARAH PEARCE, INTERIM DIABETES GP LEAD 

Having recently participated in a review of the first twelve months of the redesigned Somerset Diabetes Service Pathway, I thought it was timely to update you all on how things are going. 
Somerset Diabetes Service Clinical Guidelines and Directory of Services for Primary Care
I am pleased to be able to report that the work undertaken by the diabetes clinical leads to develop a set of diabetes specific clinical guidelines for primary care has been completed  and a document entitled ‘Somerset Diabetes Service  Clinical Guidelines and Directory of Services for Primary Care’ was endorsed by the NHS Somerset Professional Executive Committee in April 2011. 
The document, which contains information, advice and guidance on the day to day management of diabetes within primary care and contact and referral information for all the services contributing to the diabetes pathway, is now available for your reference at http://www.wyvernhealth.com/somerset_diabetes_service_ICP.htm
.
The task of producing this document involved updating a number of pre-existing guidelines. This will be an ongoing process and the guidance will be regularly updated in the light of changing national and local policies.
The document is intended for guidance only. Decisions on what treatment to give and when to refer should always be based on clinical judgement, taking into account the individual circumstances and wishes of the patient and any more specific national guidance.  Targets for optimum control will vary between individuals, as will triggers for referral. 
We appreciate your feedback and comments as to where this document can be improved and hope you make all clinicians at your practice aware of its existence.

Somerset Specialist Diabetes Nursing and Dietetics service 

The new intermediate-level Somerset Specialist Diabetes Nursing and Dietetics service got off to an excellent start in April 2010, with over 2700 clinic attendances in its first year as a county-wide service. 
The purpose of the new service is to improve access and quality of care to patients with diabetes and provide a community-based alternative to hospital out-patient appointments. 
New referrals need to be sent to the most appropriate clinician and we are currently auditing the service to ensure the right patients are being seen in the right setting and that timely discharges from secondary care are taking place. We will feed back information as soon as we can. 
Referral to both level 2 and level 3 services is via Choose and Book.
The criteria for referral are summarised below:

Level 2
Type 2 diabetes
· patients with sub optimal glycaemic control, not responding to treatment at level 1

· patients who require insulin initiation (see separate guidance for eligibility)

· patients whose clinical indicators appear to be outside normal parameters

Type 1 diabetes
· patients who are not currently receiving care at level 3 whose care can no longer be achieved optimally at level 1 
Level 3

Type 1 - all initially

People needing diagnostic clarification (eg for genetic/auto-immune disorders)

Type 1 and 2

· Sub-optimal glycaemic/lipid/blood pressure control where level 2 intervention not appropriate 
· People with complications:
· very high risk feet: suspected osteomyelitis (exposed bone/sequestra/deep infection/ulcer probed to bone); suspected Charcot's foot; heat/inflammation/midfoot pain/'crunching' sensation/history of recent trauma 

· people with severe foot deformities, or healed ulcers that need to be maintained, through surgical footwear, supplied by the orthotist at the level 3 appliance department 

· rapidly declining renal function according to current guidelines (refer direct to renal specialist) 

· complex peripheral vascular disease 

· complex macrovascular disease 

· necrosis 

· eye complications (refer direct to retinopathy services) 

· People who are planning pregnancy or have become pregnant

Structured education for patients 
Patient education and self- monitoring of long term conditions continues to be on everyones’ agenda and getting patients on track with diet and exercise will improve outcomes and hopefully quality of life for the patient. 

The number of DESMOND places available for patients with newly diagnosed type 2 diabetes has increased substantially, with nearly twice as many patients with diabetes accessing a structured education course in the past twelve months compared with two years ago (over 720 in 2010/11 compared with 380 in 2008/09). The courses are offered from nine locations across the county (with a further two venues planned for later this year) and patients can choose a location and time to suit them through Choose and Book. 
The aim is for all newly diagnosed patients to access a DESMOND course, wherever they live in the county, and we would appreciate everyone’s help encouraging newly diagnosed patients and carers to take up the service on offer so that all eligible patients get a chance to benefit. Whilst referrals and uptake to DESMOND courses are on the increase currently the east of the county generally has a better take-up than the west as this was where the courses were first established. 
The number of DAFNE places for patients with type 1 diabetes has also increased substantially (107 in 2009/10 compared with 40 in 2008/09).  Patients are referred to DAFNE by the level 3 service; these courses are organised by Dr Lambert, Consultant Diabetologist and Endocrinolgist at Musgrove Hospital

Diabetes education events and courses for primary care
There has been an ongoing series of diabetes education days throughout the county with a particular focus on HCA s and up-skilling this important part of the clinical team. The courses are fully evaluated and we have had very positive feedback from all attending. This group have enjoyed diabetes care so much they are forming a diabetes HCA Network. The first HCA Network meeting is planned for 3rd October 2011 (see below).
We are running Foundation Programme, Intermediate Level, Diploma level courses for the nursing team and dates of these courses and for the HCA events can be found below.
	Foundation Programme  Next programme in Spring 2012

	Intermediate Level w/c: 4th July and 24th Oct 2011.  

	Diploma

5th July and 12th October 2011– 4 practices signed up so far (Glastonbury Surgery, Church St (Martock), Wellington and Summervale.

	HCA Education Network – 3 October 2011, 9 January 2012, further dates tba for Spring  2012 (details to follow) 


Further information on the diabetes courses available to practices is available on the old WyvernHealth.com website at http://www.wyvernhealth.com/pathways.htm. 
MERIT courses
There are currently seven practices initiating insulin within the community under the Insulin Initiation LES and more in the pipeline. The MERIT course to enable starting this service is a three day course and we appreciate that some surgeries have found it difficult to have a G.P and a nurse attending. Insulin initiation in the community is an important part of our service redesign and, to encourage more practices to attend, the MERIT course will be offered on three different days of the week over a three week period. I have attended the course myself and found it an opportunity to meet the DSNs, handle insulin pens and equipment and discuss cases that I am finding difficult to manage. 
We will also open up days to those not wishing to take up the LES at this stage but who would value the general diabetes education provided in the course. The dates of the forthcoming MERIT courses are 13th/22nd/27th Sept 2011.  Further details regarding the MERIT courses are available at http://www.wyvernhealth.com/pathways.htm.
Practice staff who feel their previous experience/courses may have given them equivalent learning to the MERIT course can apply for exemption from the MERIT course. Applications for exemption should be sent to me, Dr Sarah Pearce, Interim Diabetes GP Lead, at Springmead Surgery, together with copies of any certification. These will be assessed by the clinical leads for the diabetes pathway. 
Education and support in practice 

The Somerset Specialist Diabetes Nursing and Dietetics Service provides support to individual practices to help them manage their diabetes patients, this has ranged from attending diabetes clinics at the practice, providing advice on individual cases, and providing advice to groups eg practice nurses.   Contact your local DSN to find out more about the support available from this service. 

The support being provided by the Specialist Nursing and Dietetics Service is being supplemented by a programme of mentoring and other support to help practices enhance their diabetes care. This programme was previously coordinated by WyvernHealth.Com. services with support from a variety of pharmaceutical companies. 
Seven practices are currently receiving diabetes care mentoring support at practice level to look at particular areas of diabetes care that they have jointly agreed to focus on.

There is also a pilot currently underway using an enhanced management tool for type 2 diabetes. Following a data search of double/triple therapy, a number of patients are jointly identified and invited to a 30 minute appointment with a practice nurse and an independent nurse, who will also deliver in-house  training if required. The patient appointment can be combined with normal diabetes check up. Local DSNs are invited to practice education sessions to ensure future communication and understanding of the programme. Our practice was the first to participate in this pilot and found it helpful to both clinicians and patients alike, the nursing team particularly enjoying the increased confidence it gave them. The pilot is shortly to be extended to encompass the Crewkerne and Ilminster Federation.

The intention is to offer all practices the opportunity to access the enhanced management tool in time and I will keep you updated on progress with this development. 

Diabetes prevalence

The number of people with diagnosed diabetes in Somerset reached 24,564 in 2010/11, which is an increase of over 6000 in just 5 years. It is estimated there are at least 9,000 more people with diabetes who are undiagnosed.

I know you are already aware of the undiagnosed rates in the community and the suggested groups for priority screening which  were included in an earlier GP update and can now be accessed from the Diabetes Clinical Guidelines document at http://www.wyvernhealth.com/somerset_diabetes_service_ICP.htm. 

The NHS Health Checks Programme programme will also help to identify those individuals (aged 40 to 74) who are at risk of developing diabetes.
A document entitled ‘Care Homes, Hospices and Housebound’ has also suggested that the prevalence of diabetes in care homes may be underestimated with high levels of people undiagnosed, particularly in residents with mental impairment. 

The Somerset Specialist Nursing and Dietetics Service is planning to deliver a diabetes awareness training programme for staff in care homes in line with national standards (Skills for Health/Skills for Care) which should help to improve diagnosis and care for patients with diabetes living in care homes..
Practice support for care homes

In January 2010 the document ‘Good Clinical Practice Guidelines for Care Home Residents with Diabetes’ suggested practice nurses with an interest and commitment to diabetes care can play an important role in ensuring that residents in care homes have their special needs assessed by primary and community care teams. 
Effective delivery of diabetes care in these settings requires close liaison of the practice nurse with the DSN and community dietitian.

The practice nurse can also assist the GP in ensuring that all residents with diabetes within care homes have been identified, added to the GP diabetes register and are involved in the annual review process.
These measures would hopefully help us reduce unscheduled admissions for this patient group. 
National Diabetes Audit
This audit is considered to be the largest clinical audit in the world and provides an infrastructure for the collation, analysis, benchmarking and feedback of local clinical data to support effective clinical audit across the NHS. 

Sixty-eight out of 76 GP practices participated in the National Diabetes Audit in 2010, i.e. 89% (this compared with a national rate of 77.9%). Our participation rate in Somerset has been improving steadily since the audit started in 2004/05, and we are hoping to achieve 100% next year. An analysis of the results of the 2010 audit is available from the old WyvernHealth.com website at http://www.wyvernhealth.com/pathways.htm. 

At the recent review of the first twelve months of the redesigned diabetes pathway we were encouraged to see early signs of improvement in levels of diabetes control (HbA1c, Bp & Cholesterol). The results of the National Diabetes Audit, which related to the previous year (2009/10), showed that this was an area we needed to focus on, if we were to reduce our rates of long term complications. We will be expecting future audits to show improving diabetes control and complication rates as a result of the recent expansion in community diabetes services and the additional support available for practices.

Audit Commission Report – Understanding the Cost of the Diabetes Care Pathway
The Audit Commission has also recently reviewed the costing of diabetes services. Diabetes in the U.K costs 9 billion pounds a year -10% of the NHS budget. The major cost for diabetes comes from prescribing, as you may be aware ¾ of the budget spent on diabetes is from prescriptions alone. In these changing times and the need to adhere to the QIPP agenda one of the biggest improvements to reducing diabetic care will be related to effective and evidence based prescribing. Knowledge of diabetes may actually increase our prescribing but we need to make sure in Somerset we are all choosing appropriate agents and stopping medications at the right time if they are not achieving desired outcomes. In particular we need to comply with NICE guidance regarding the use of new oral and injectable therapies (and stopping after 6 months if patients don't reach NICE criteria). See Somerset Diabetes Service Clinical Guidelines at http://www.wyvernhealth.com/somerset_diabetes_service_ICP.htm.
Nuffield Trust Research Programme

Finally, I just wanted to alert you to the fact that a group of researchers from the Nuffield Trust in London is studying commissioning for long term conditions in Somerset. They are conducting a survey about the people and resources that influence GP knowledge of diabetes services and the ways in which GPs find out about new treatments and services.  It takes 5 – 7 minutes to complete. The findings will provide valuable information about how, in future, to ensure that commissioning plans for diabetes and other long term conditions are communicated effectively within the consortium and that they influence clinical practice and patient care.  You will be contacted independently with further information on this survey.
Thank you to everyone for your commitment to the ongoing care of patients with diabetes in Somerset and thank you for continuing all your hard work.
Dr Sarah Pearce
Interim Diabetes GP Lead
July 2011
� Although WyvernHealth.Com no longer exists this website is remaining temporarily active until a new site for the Interim GPCC is established





[image: image1.jpg]