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1
Introduction and summary
1.1
Diabetes is a major health issue. If undetected or not carefully managed, the condition can lead to serious adverse consequences for health and quality of life. It can also mean reduced life expectancy. 
1.2
Our most recent data suggests that there are approximately 11,000 local residents who have this long term condition and perhaps 1,700 to 2,200 people who have the condition but are unaware of it. Moreover the number affected by type 2 Diabetes is growing primarily as a response to the rise in obesity levels.

1.3
Much can be done to prevent the onset of type 2 diabetes through significant changes in lifestyle. For those who have the condition, the combination of effective self management and professional care will help to avoid serious complications and extend life expectancy. 
1.4
 Our assessment of local services shows the potential for real improvements in support for local people to achieve individual benefit in health and well being and enhanced satisfaction with services. There are observable problems with respect to under diagnosis of the condition, consistency and continuity of care to manage it, the accessibility and relevance of information and education for users, and the location of services.  
1.5
 The strategy gives attention to both the prevention and care agendas. It sets out some ambitious goals for service improvement and a vision of service that is very different from today. The emphasis of this strategy is on type 2 diabetes as there is currently a review underway of services for those with type 1.
1.6 Overall we wish to see a reduction in the growth of Type 2 diabetes. For those who have the condition we wish to secure a comprehensive programme of services that reduces complications, improves health and well being and reduces early death.
1.7 In future we wish to place greater attention to preventive work. We wish to develop integrated networks of generalist and specialist health and social care professionals to provide a range of services within local community settings. Care planning and care coordination will become the cornerstone of services along with developed approaches to supporting self management by users.
1.8 Achieving this vision of service will require investment and change in skills and in information systems and processes. Above all it will require attention to the development of multi-disciplinary team working both on a network basis and across the networks.
1.9 This strategy has been developed and championed by the Local Implementation Team (LIT) for the National Service Framework. This will remain the engine room of clinical and user engagement to drive reform. The LIT will become more influential with its re-positioning within a new Integrated Team Board, accountable to the Professional Executive Committee (PEC) and the Trust Board for investments and improvements in services.
2
What do we know about diabetes in Tower Hamlets?  
2.1 Our public health statistics reveal the significance of diabetes in terms of the numbers affected currently, the suspected numbers undiagnosed, the predicted growth in numbers and the health consequences of non diagnosis and poor management of the condition.

2.2 Our most recent data suggests that there are 11,091 people with diabetes. 10% have type 1 and 90% have type 2. This is a prevalence of 4.4% compared with 3.6% in London, and 3.7% in England as a whole. The practice prevalence ranges from 2% to 8%.
2.3 It is estimated that there are an additional 1,700 to 2,200 people with as yet undiagnosed diabetes
2.4 Total prevalence for diabetes is predicted to rise by over 1% in the next 10 years mostly due to an increase in number of those with type 2 diabetes. An important cause is the rise in population obesity levels. This is particularly evident in children and this will lead to a decline in age of onset of type 2 diabetes from middle age to adolescence. However, research has shown that intensive diet and exercise programmes can achieve a 58% reduction of incidence of diabetes in high risk groups.

2.5 Diabetes is more prevalent amongst the South Asian and deprived communities. The largest ethnic group on disease registers is Bangladeshi.  In Tower Hamlets 7% of Bangladeshis have diabetes compared to 5% of the white population. These differences become even more marked with age. 42% of Bangladeshis over 65 have diabetes compared to 18% of the white population.   Recent data suggest that South Asians may be up to six times more at risk of type 2 diabetes. This is especially important for Tower Hamlets given its deprivation and ethnicity profile.
2.6 People who have diabetes are at greater risk of renal and vascular disease (heart disease and stroke) than the general population. They are also at risk of very serious complications if their condition is not sufficiently managed; for example the risk of blindness and loss of limbs.  
2.7 70% of Tower Hamlets registered patients with diabetes have at least one other condition including both mental and physical health problems. 53% have hypertension, 16% have known heart disease and 14% and 14% have suffered depression over the past 15 months.

2.8 A rapid local audit suggested that at least 15% of all in-patients in hospital will have diabetes although local specialists consider the figure to be at 25%. Nationally this figure is lower at 10%.  Patients with diabetes tend to have longer lengths of stay.
2.9 For pregnant women who have diabetes, there are related risks to the baby; for example, babies are 5 times as likely to be stillborn and 3 times as likely to die in their first year of life.
2.10 Thus the scale and impact of the condition makes Diabetes a key priority area for the Primary Care Trust (PCT) 

3
What is our view of the current approach to prevention and care?  
3.1 Services are commissioned for those at risk of diabetes and those who have the condition. The services include:

· screening, diagnostics and care management services provided by all general practices (funded through QOF and two enhanced service schemes) 
· specialist community provision (specialist nursing, podiatry, retinal screening, dietetics, community diabetologist) 
· hospital based services (specialist diabetes services on out-patient and in-patient basis).
3.2 Approximately £14.3m is spent per annum on care directly associated with the condition. Table 1 below shows the breakdown of spend from primary care (the programme budget and prescribing) to community and acute services.
	Programme Budget (for primary care)
	Prescribing 
	Community Services
	Acute spend (06/7)

	£2.77m
	£2.59m
	£7.99m
	£0.92m


3.3 The figures for acute spend do not account for in-patient care for diabetes patients admitted for other reasons but for whom there may be long lengths of stay. This will include complications arising from diabetes such as renal care, retinal changes (visual impairment / blindness) amputations and developing vascular problems.
3.4 An indication of the total local spend on care for diabetes patients (directly and indirectly related to the condition) can be derived through general application of national survey data. This data estimated that 10% of the total NHS budget will be taken up by services for this condition. For Tower Hamlets the overall cost would be in the order of £46m.

Prevention, screening and diagnosis

3.5 The current range of primary, community and secondary care services tend to be focussed on the treatment of people with diabetes; there is no clear policy, funding or clinical guidance around diabetes prevention, screening and effective diagnosis
.

3.6 There is wide variation between practices in the reported prevalence of diabetes and there is difficulty in assessing this variation against predicted prevalence. The most widely used model nationally is not applicable to the Tower Hamlets population due to its ethnicity and deprivation profile. A model devised by McKinsey appears to better reflect that level of undiagnosed.
3.7 The PCT is implementing a child and adult obesity strategy and care pathway for the treatment of obesity that, if successful, should have an impact in reducing risk of developing diabetes later in life.
3.7 The new national vascular programme (for ages 40-74) will assist in identifying those at risk of diabetes and this will help in targeting preventive work. Locally we intend to assess risk for all adults – from 18 onwards as opposed to the national age 40 lower age limit. 

Treatment and Management 

3.8 The approach to treatment and management is governed by guidelines issued by NICE as well as the 12 standards set out in the National Service Framework (NSF). These standards include a range of education and advice for self care as well as more direct input to assist those with more complex needs.
3.9 The structured systematic care required by people with diabetes is run from GP electronic databases that become the district diabetes register. These are currently in either EMIS LV or EMIS PCS but should soon migrate to EMIS WEB. GP registration is therefore vital to ensure that people with diabetes receive the care they require. 
3.10 Capture of data from other providers is currently non electronic and often ineffective. Work has started with electronic links between the digital retinal screening database (DRS) and EMIS but with no current agreement to include any clinical data from GP to DRS. Access to a shared record should be possible with EMIS Web and PCT providers: diabetes centre, foot health, psychology, community matrons will have access to this software but the BLT diabetes service is currently using DIAMOND software which is now quite out of date.  Sharing will require development and agreement of data sharing protocols.
3.11 Local diabetes guidelines, produced by the Clinical Effectiveness Group (CEG) have been in place since 2003 and are currently being updated in association with Map of Medicine. The CEG supports the delivery of diabetes care by developing data entry templates and feedback of benchmarked data to practices.
3.12 This year the diabetes commissioning group has agreed targets for the biomedical Quality Outcomes Framework (QOF) domains for Tower Hamlets and public health has provided practices with their performance data against these targets.

Assessment of current services 

3.13 Our assessment of current services is based on external assessments of services (2007 Health Care Commission, the Picker survey and the report of the NHS DH Health Inequalities Team) as well as an internal review commissioned from Humana and our own performance management system. The combination of these assessments highlights a number of issues.
3.14 The achievement of poor outcomes overall against national benchmarks. Analysis of the GP performance against the diabetes QOF domains (2007-08) compared with England, shows that Tower Hamlets residents are less likely to:

· have their HbAIC level controlled to below 7.5% 

· be tested for micro albuminuria 
· be recalled for retinal screening

3.15 The variability of quality of diabetes management within primary care. Assessment of performance against the diabetes QOF domains show significant variation in exception reporting, diabetes related prescribing measures, and the availability of trained staff.
3.16 The need for a more patient centred service, to include personalised care planning.  All practices are resourced by the enhanced service funds to provide patient centred care. The Year of Care pilot project focuses on personalised care planning within 8 practices in the SW Locality. This approach should foster improved self management by patients and provide feedback about services to those commissioning care. Early feedback suggests more access is required to help with depression and anxiety and to provide access to slimming clubs (including female only) and walking clubs. The lessons learned will need to be rolled out across the rest of primary care and into secondary care
3.17 Possible need to develop more effective structures for the psychological and social support of people with diabetes.

There is significant overlap between diabetes and depression and diabetes and schizophrenia and these co-morbidities are likely to have an adverse impact on the diabetes management. Further work is required to scope out the needs of the people in these groups and to commission effective services to deliver quality of outcome.


Psychological and social factors are also though to be the main causes of non attendance or non engagement. This has been touched on through the McKinsey segmentation work for the retinal screening project but further work is needed as to what kinds of strategies and responses can help to address these barriers to care.

3.18 Insufficient use made by patients of available diabetes education and information. There is a low level of referrals by general practice to the education programmes and a high drop out rate. The recent McKinsey study applied social marketing techniques to understand the needs of different groups and this gave rise to the requirement to re-design the content and process of some of the current programmes. 
3.19A need to ensure better uptake of retinal screening. 
        The Digital Retinal Screening Service based at Mile End Hospital has had a historical DNA rate of approximately 30-40%. An external review was undertaken in May 2008 which identified clear actions to improve the uptake of retinal screening to 80%. These have been implemented but due to the diversity of the population, further work is necessary   
3.20 Lack of robust data about care for people with diabetes in hospital there are anecdotal concerns about lack of resources to care adequately for the diabetes of people admitted for other reasons. There is an urgent need to develop clearer view on the key aspects of quality that should be expected in terms of such things as lengths of stay, the rates of cancelled or delayed elective operations and the levels of avoidable admissions.
3.21Concerns about the lack of a preconception service

As our population of people with diabetes becomes younger, more of them will be of reproductive age. The importance of robust preconception and antenatal care to ensure good outcomes for mother and baby is well established. Work is needed within the PCT to update local guidelines and to commission appropriate care along this care pathway.

3.22 Lack of robust mechanisms for patient engagement in service reviews and the development of strategy.

The PCT is supporting the development of a local Diabetes UK group, initially in the SW locality, springboarding from the patient engagement events from the Year of Care project. Engagement with existing patient involvement structres such as LINK is being strengthened.

Training for patients in how to do this work is being developed.
3.23 Some of these problems have been subject to improvement work during 2008/9 and are showing progress.
3.24 The improvement and support team has been visiting general practices to agree improvement plans to achieve augmented standards for regular health checks for patients. This work has highlighted critical issues of structure (roles and responsibilities) and process deficiencies within practices. 
3.25 The Year of Care (YOC) pilot project has resulted in the delivery of care planning training and the development of initial materials for patients. It is also addressing best practice in developing individual goal centred plans for patients. This pilot is however identifying a number of gaps in terms of support and training of health professionals around care planning and skills in consultation and motivational interviewing, where there is exploration of ways to increase patients’ motivation to change.
3.26 The PCT is also working on developing a self care strategy for long term conditions and this year developed a ‘Supporting Self Care’ directory
3.27 Access to education is being addressed through the diabetes education project
3.28 The review of retinopathy screening has led to improvements in screening up-take 
3.29 The PCT launched a Sylhetti language DVD with English sub-titles of a drama based narrative interspersed with animation explaining Type 2 diabetes and self care.

3.30 Despite these initiatives, there are still key areas of prevention, treatment and care that require improvement, which this strategy aims to address 
4
What is the policy context for change in the approach to prevention and care?  

4.1 This strategy is driven by local population health needs, but the proposals also reflect a body of national and local policy that has emerged over the past 10 years and that continues to develop.
4.2 The National Service Framework for Diabetes was one of the very first documents setting out clear national standards for all services to deliver. These standards are still relevant and continue to shape the nature of service and the quality to be achieved.
4.3 The Government White paper “Our Health Our Care Our Say”, indicated a direction of travel towards care closer to home, delivered by multi-disciplinary clinical teams, including diabetic specialist nurses, GPs with a Special Interest, and therapists. 
4.4 The themes set out in the White Paper were reflected in the Tower Hamlets Partnership strategy of 2006, “Improving Health and Wellbeing in Tower Hamlets”. This introduced the concept of local networks of practices aligned geographically to local communities to deliver appropriate care within “pram pushing distance from home”. We are now in the process of a refresh of this strategy and it is likely that the concept of local networks will be strengthened.

4.5 Last year, on the 60th anniversary of the NHS, the Government published Lord Darzi’s Next Stages review for the NHS “Quality Care for All” alongside Healthcare for London plans to modernise the NHS in London. These documents emphasised the requirement for a patient centred approach based on individual care planning. They also gave a real push to the quality of services as defined in terms of safety, effectiveness and patient experience.
4.6 In July 2008, the DH Primary and Community Care strategy was published, and this further promoted the concept of integrated care across organisations and functions. We have submitted proposals for an Integrated Care Pilot as part of a three year national programme. Our bid is based on our evolving model of diabetes (and vascular disease) as provided by federated groupings of practices aligned to the geography of current Local Area Partnerships. The model has been informed by the extensive work aimed to strengthen primary care.
4.7 Other important policy context documents informing our work include, 

· Five Years On (DH)reporting progress against the initial NSF

· Diabetes commissioning toolkit (DH / Diabetes UK)

· Audit Commission report on diabetes in-patient care (NAO)

· Working Together to Improve Diabetes (DH)

· Teams without walls (RCGP / RCP)

· Tackling Health Inequalities (RCGP)

· Federated Practices document (RCGP)
4.8 Over the last 14 months, we have been one of 3 pilot sites within the Year of Care project. This experience has taught us much about the challenges and benefits of individual care planning. We have integrated this learning into the strategy.
4.9 Other key learning has come with the implementation of the new GP contract and the quality and outcomes framework (QoF) that features diabetes care, extended by two Local Enhanced Services for diabetes (LES). Other key relevant system changes include the new consultant contract and the introduction of Payment By Results tariffs for hospital services.
4.10 Lastly a re-invigorated Practice Based Commissioning process within Tower Hamlets has the potential to drive up quality, reduce clinical variation, provide better clinical outcomes and emphasise high quality patient experience. 

5
What are the key principles and the overall vision for care? 
5.1 There are a number of key principles that drive the approach to prevention and care. Services for diabetes in Tower Hamlets will be: 
· Geared to anticipate and minimise risk. We will proactively seek to prevent onset, or once developed, to prevent or minimise complications.

· Designed to promote self care. Patients with diabetes will be informed and enabled to care for themselves as far as possible with easy access to education early after diagnosis. 
· Patient centred. Services will be planned and delivered in accordance with individual needs and circumstances.
· Confidential. Patients will have their personal information kept securely and confidentially. 
· Holistic. Care should move beyond the clinical diagnosis to assist and enable individuals to maximise their independence and to fulfil their ambitions for living.

· Universally available and equitable. There should be a consistent approach across the borough to the quality of care and services should be accessible to all parts of the population.
· Integrating the skills of specialists and generalists to provide the most effective and responsive approach close to people’s home.
5.2 These principles translate into an overall vision for services with the following characteristics.
· Promoting self management with much more relevant and customised education and information (within 3 months of diagnosis) and regularly on an on-going basis (offered at least annually). Users will have access to a wide range of locally accessible facilities and support for healthy eating choices, cooking, weight reduction and control, exercise and fitness, and support with the psychological impact of a long term condition. 
· Services provided locally through integrated networks and teams. Patients will have access to a range of generalists and specialists working across practices within a Local Area Partnership   (LAP) to plan and deliver care. Each LAP will have its own clearly identified local diabetes team. 
· Providing choice between access and continuity. Patients will have a choice between larger practices offering a wider range of services on site in extended hours by a larger team, or smaller more intimate, human scale practices offering more personal continuity of care, whilst accessing the wider range of services and facilities in nearby network based facilities
· Planning and coordinating care on an individual basis. There will be stronger engagement with patients at every level from service planning to their own care. Named care co-ordinators will manage the disease register and co-ordinate care for patients in each network. There will be a big push on registration of residents with practices Care co-ordination and care planning will become established ways of managing diabetes care on an individual basis.
· Quality of diabetes care within every general practice. Each practice commissioned by THPCT will be able to provide a level of service defined in the core contract, QoF achievement and the Local Enhanced Service(s) for diabetes. If any practice is unable or unwilling to deliver this level of care in diabetes the PCT will work closely with them on their service improvement plans to ensure equitable service for all people with diabetes in Tower Hamlets.

· Support for practices. Practices will be supported and encouraged to deliver high quality access with special measures to ensure ease of registration, and measures to ensure hard to reach and vulnerable individuals have equitable access. This will include the housebound, the homeless, patients in nursing or residential care, patients with severe and enduring mental health problems, patients with substance misuse problems, learning disabilities, patients released from prison, asylum seekers, travellers, and any other vulnerable groups.
· High quality. Providers will be assessed and compared with others on the basis of patient safety, clinical effectiveness and patient satisfaction. Each general practice will be expected to achieve minimum standards of care for risk identification, prevention and diagnosis
· Using the wider resource base of communities. developing links and working with a wider range of community resources; voluntary sector, faith groups, schools etc
· There will be data sharing agreements in place to allow safe high quality care and continuity of care subject to a scheme of informed consent being systematically captured and recorded. Culturally appropriate information will be available at initial registration and regularly at subsequent service use setting out which members of the healthcare team have access to which information and why. All staff will be subject to stringent confidentiality conditions of employment such that staff will only know information that they need to know to enable delivery of safe and high quality care.
· Engaging of the wider community through closer working with the borough and locally within LAPs to understand community needs better and to improve local sensitivity of services. 

6
What are the key outcomes and benefits being sought? 
6.1 The desired outcomes of the strategy reflect the strategic goals of the PCT and Health and Well Being Partners. These are set out in 5 areas and aim to:

· Reduce inequalities in health and well-being and achieving health improvement

· Improve the experience of people who use our services

· Develop excellent, integrated and more localised services

· Promote independence, choice and control by service users

· Invest resources effectively

6.2 For health inequalities and health improvement the long term objectives are to reduce in the rise in the number of those with diabetes. There will be reductions in morbidity and avoidable mortality levels overall, with narrowing gaps between communities. Maternal outcomes will have improved and we will see a substantial reduction in the number of undiagnosed cases of diabetes and of the proportion of people who already have complications of diabetes at the time of diagnosis. There will be much greater consistency of clinical management of the condition (against the QOF targets), with corresponding reductions in avoidable admissions and lengths of stay in hospital. 
6.3 For improving the experience of people who use services the longer term objectives are to secure much higher participation rates in education programmes and high levels of personal satisfaction against the individual plans agreed.
6.4 For excellent integrated and more localised services, the longer term aims include easy access and take up of locally based network services within each LAP. Integration of professionals will offer the benefits of speedier access to advice, information and support based upon information sharing and best use of specialist and generalist skills
6.5 For promoting independence, choice and control, the longer term aims are to ensure that all patients have personalised care plans and that these plans address both health and broader well being issues. 
6.6 For investing resources effectively, the objectives are to ensure clarity on the amount of resource being used to commission service across providers as part of the Diabetes Programme. Investments will be tied to specific outcomes and quality standards being achieved and savings will be made as improvements in community based services lead to reductions in the need for hospital based care.
6.7 Appendix one summarises the key goals and outcomes over three time periods, short (2009-11), medium (2011-14 ) and longer term (2020). It is clear that in the short term many of the objectives are focussed on implementing new systems of care planning, coordination, network development and information sharing; that is establishing the new ways of working locally to achieve the important health and well being outcomes described in the longer term. One key feature in the short term is likely to be the rise in number of diabetes patients given more effective diagnosis of need locally.
7
What is the model for services and the key changes?  

7.1 The model describes the way in which services will be organised in future to ensure the most effective response to the needs of users and their families locally. This is illustrated in figure one. 
7.2 In addition to services that will be delivered in the home environment, the model covers services to be provided at three different geographical levels:

· Very locally within each general practice

· At a LAP level as a network team
· At the Borough level across LAPs,  for specialist centres (the  Community hospital at Mile End and the Specialist acute hospital at the Whitechapel)
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Figure one 

7.3 The overall objective of the model is to ensure a transfer of specialist skills into the community setting to radically enhance prevention, diagnosis and management of the diabetes. We have done much locally to address issues of patient’s safety but the goal now is to focus on effectiveness of care and to enhance a favourable patient experience of services. 

Locally within each practice
7.4 Each practice will have responsibility for ensuring effective and efficient registration of patients and then for:

· undertaking health assessment including vascular checks

· the identification of those at risk of diabetes

· undertaking prevention work with those at risk

· undertaking primary diagnostic tests (urine and glucose tolerance tests)

7.5 Our approach is to ensure that all practices are providing the core GMS service and 2 enhanced level services and achieve a level of service which we regard as being an indicator of success more broadly. Each practice will have at least one GP and one practice nurse trained to the level of the Warwick diabetes course (or equivalent competence demonstrated).

7.6 Our strategy reflects the findings of the Health Inequalities Team with their emphasis on addressing inequality through the development of sound and effective primary care services. 

At a LAP level working as a network team 

7.7 It is anticipated that primary care providers will establish close links or networks to co-ordinate care and provide more specialist support on a shared basis. These networks will not be confined to the care of diabetes and there will be a number of care programmes delivered on this basis. These networks are likely to be focused on a LAP or population of about 30-40,000 patients in all or 1,500 people with diabetes.

7.8 Every practice will have a generalist team, supported by a specialist team at each network hub. Specialists will provide outreach to network hubs on a regular basis, seeing selected patients for individual care, considering others in team case discussions, and monitoring the local register as a whole. Local networks will take responsibility for the effective management of care for a given population Local networks will bring together key professionals based in a hub to plan and provide care whilst also developing skills locally and assuring care standards.

7.9 Professionals will work in a team basis either full or part time. Their role as a team is to:

· Assess the scale of need within the network for specific service support

· To ensure performance of the services against the key clinical and non clinical metrics and to assure the quality of service locally

· To plan and schedule specific services and clinics

· To commissioning/run education programmes for patients within the network of shared with a neighbouring network

· To meet to develop skills and knowledge and to review the effectiveness of services

7.10 Team members may be drawn from different employing organisations (e.g. the PCT Community Services and BLT) but will operate as a local team under the direction of a lead GP for each network and the Community Diabetologist. This is to ensure effective clinical leadership for the network. The teams will include:

· GPs with special interest in diabetes care

· lead diabetologist

· specialist diabetic nursing 

· podiatry

· psychology

· ophthalmologist

· dietetics

· public health 

7.11 The team would be supported with local demographic data and data derived from general practice so that they are able to concentrate on local needs and local primary care performance. They should be able to address specific needs or deficiencies through short term capacity building and longer term professional development.

At the Borough Level Across LAPs

7.12 Community Diabetes Centre, Mile End Hospital. The role of the Centre is to provide a range of more specialist assessment and care services for Type 1 patients and for those with more complex needs. We would anticipate in the short term that all out-patients appointments would be provided at the Diabetes Centre at Mile End. However this will change as the local networks become established. The centre will also host a range of teaching, research and audit services to inform network development skills. Senior professionals (diabetologists, podiatrists, psychologists, consultant nurses) will be based at the centre but will also provide direction and supervision for network based professionals. 

7.13 The Royal London Hospital. The hospital retains its role of providing urgent emergency care on an in-patient basis. Hospital based specialists will champion care for those with diabetes whether admitted as a primary condition or not. Hospital specialists will continue to have a key role in supporting those with type 1diabetes where the nature of the condition is more demanding and problematic and may require periods of in-patient care. 

Resulting system 

7.14 The system is illustrated in figure two below.
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7.15 The figure shows two networks each with a hub to provide specialist and local diabetes services and supported by the local and acute hospitals. 
7.16 The system is designed to:

· prevent the condition where possible through surveillance and appropriate population education and health promotion  

· ensure effective self care and management of people at high risk of diabetes

· assess risk and then ensure effective diagnosis for those who have diabetes

· assess and plan care

· manage care on a continued basis and ensure effective self management

· provide urgent care when necessary

Prevention of Type 2 Diabetes

7.17 Prevention services will work at an individual and population level.

7.18 For individual patients, general practice teams are responsible for identifying their patients who are at risk of developing type 2 diabetes. Risks will be established on the basis of general health assessments and opportunistic appraisals during the course of presentation for other illness or conditions and especially in conjunction with the national vascular checks programme.
7.19 There are a broad range of professionals who come into contact with patients and families in the course of providing other planned and unscheduled care. They include midwives and heath visitors, community nurses, school nurses, social workers. Each of these professionals should be trained to a basic level of understanding about diabetes. They should all be able to provide advice on prevention and be aware of the local networks to support lifestyle issues. They can also make referrals to GPs for follow up in cases where they may suspect the condition (or where they can see evidence of need for further clinical input).
7.20 At a population level, information and health promotion programmes will be organised at a local network level (e.g. at LAP level) and across the borough. Prevention work will include support to quit smoking and best advice on diet and exercise to facilitate optimal weight management.
7.21 The key metrics indicating success in prevention will be:

	Outcome 
	· Reduction in prevalence of diabetes type 2 in the community

· Reduction in levels of overweight and obesity within the population

· Reduction in levels of other lifestyle factors i.e. smoking 

	Process 
	· Numbers identified as being at risk

· % of those at risk receiving advice and support to address lifestyle issues.


Earlier and More Systematic Diagnosis

7.22 Registration of patients with general practice is essential in ensuring connection of local residents to healthcare services for regular assessments of health and well being. Also, to help facilitate the connection to wider local networks to support healthy lifestyles. With a highly mobile population, residents may not be registered locally, and historically, local general practices have lacked the capacity to register all those requesting registration promptly. The PCT has been working to increase this capacity, most recently through the extending practice allowance scheme.
7.23 All general practices should be capable of providing an assessment and diagnosis service for diabetes.
7.24 Whilst core services to the newly diagnosed person with diabetes will be delivered in primary care, all people with type 1 diabetes should be referred for specialist opinion, all patients who are acutely unwell e.g. type 2 hyperosmolar with or without ketoacidosis, should be referred to hospital immediately.; all newly diagnosed patients either type of diabetes should be referred for diabetes education and retinal screening within 3 months of diagnosis 
7.25The key metrics indicating success in diagnosis will be:
	Outcome 
	· Numbers diagnosed with diabetes versus expected prevalence


	Process 
	· Time taken from risk assessment to diagnosis
· % newly diagnosed referred for education and eye screening within 3 months of diagnosis


Care planning and management of condition 

7.26 People on the diabetes registers will be asked to consent to sharing of data across the primary care diabetes team and diabetes centre as appropriate. This is essential in ensuring systematic process and follow up for each patient and active outreach and offering of appropriate services.
7.27 Administrative care coordinators will manage the disease registers and then call patients for assessments and care planning. They will ensure the elements of the care package needed are accessible to the person i.e. retinal screening invitation sent, annual review invitation sent and where the offers are not taken up to seek alternative ways to offer the care for that individual. They would also manage contact with patients around patient engagement events and patient feedback.

7.28 Patients will receive structured and systematic regular assessments of health and well being with a named clinical contact who is likely to be the clinician responsible for care planning at least annually as part of the annual review and the development of individual goal centred plans for self care and support from others. Follow up action will be identified and then programmed. For most patients the named clinical contact is likely to be a practice nurse or nurse practitioner.
7.29 The named clinical contact, with support from the administrative care-cordinator will liaise between all agencies if the person with diabetes needs it, for example care management, transport, housing, social care or benefits.
7.30 People with diabetes with more complex needs such as co-morbidities or who find access to services difficult i.e. learning difficulties, mental health problems, housebound, may be better served by a named clinical contact with more specialist skills, such as a community matron/nurse consultant or a diabetes nurse specialist whose role will be to ensure all the elements of their care are being met and to find alternative ways to facilitate care.  Such a transfer of responsibility must be clearly negotiated, agreed and understood by all parties who need to continue to communicate effectively with each other. The administrative care coordinator will continue to support the call and recall of patients as appropriate.

7.31 The resulting care plans will be held by the patient and filed within the  EMIS record to ensure access by an individual’s GP, their named clinical lead and the administrative Care Co-ordinator and to be included in data sharing agreements with other healthcare professionals with EMIS access who are engaged in supporting the person with their diabetes.

7.32 Following care planning the agreed actions will involve:

· specific plans about how the patient intends to achieve their goals

· clear statements about the expected timing of any subsequent routine assessments 

· what medication the patient has agreed to take and why 

· possible referrals to a range of community and voluntary sector agencies supporting lifestyle changes with the care plan document itself acting as a “passport” to give access to those 

· Possible referral back to the GP for further assessment around possible co-morbidities such as depression or heart disease might include referrals to more specialist support for diabetes provided by a range of professionals including nurse specialists, psychologists, podiatrists, ophthalmologists and diabetologists.
7.33 The care plan will always be accessed by these professionals and feedback sent back to the practice and where different also the named clinical contact. The named clinical contact is responsible for updating the care plan and where changes are occurring rapidly for a patient this may be needed more frequently than once a year.
7.34 The key metrics indicating success in assessment and care management will be:

	Outcome 
	· Achievement of clinical outcome indicators for patients on the register

· Achievement of individual goals within care plan

· Reduced unplanned admissions to hospital

	Process 
	· % of registered patients with active care plan

· Levels of awareness and knowledge of services


Unplanned and elective hospital Care 

7.35 From time to time patients will need urgent attention for diabetes related emergencies or serious co-morbidities (e.g. heart attacks, strokes). Patients will also require hospital based services for unconnected but serious illnesses or conditions.

7.36 There is currently no system for ensuring that all patients with unplanned admissions to hospital with known diabetes are identified as such by the hospital team and this needs to be developed.

7.37 Where admissions are planned it is essential that the responsible hospital doctor should involve the patient’s named clinical lead in the planning of care for the person with diabetes prior to admission, e.g. to achieve greater reduction of their blood pressure or HbA1c to minimise surgical risk. A system for enabling this effective team working needs to be developed.

7.38   Where patients are inpatients it is essential that their medication is appropriately managed with as rapid a return to self care as possible and that suitably qualified diabetes professionals are available to all inpatients in a timely fashion to ensure good care of their diabetes. 

7.39Effective integration of care is greatly hindered by the inability to share patient records electronically and this should be fostered wherever possible. However patients should also be encouraged to carry their diabetes information with them, especially their most recent care plan and results letter.

7.40 Currently there are Diabetes Specialist Nurses (DSNs) for inpatients – children and adults in two separate teams. They do not currently communicate routinely with the community based DSNs. We will introduce a system whereby they communicate systematically and where appropriate allow the community DSN to follow the patient through their hospital stay and assist in planning discharge.

7.41 The key metrics indicating success in improved care of people with diabetes whilst in hospital and better integration of care across the primary secondary car interface will be:

	Outcome 
	· Reduced lengths of stay
· Patient satisfaction with quality of care 

	Process 
	· Numbers of admitted patients with diabetes with diabetes coded by the hospital

· Number of diabetes patients with specific care plans 


8
What are the key implementation issues?  

8.1 The model assumes changes in process, information systems, structures, staff, ways of working and capital infrastructure.
8.2 In process, the main changes lie in the development and implementation of registration and local register management, care planning and care coordination. Network working will require attention to additional contracting mechanisms to underpin the delivery of key outcomes and performance.  
8.3 For information the key issue is integration of information across provider organisations as they work together locally.  Work will continue on electronic links between the digital retinal screening database (DRS) and EMIS. Development work will be required to enable access to a shared record across providers through the application of EMIS Web.  Sharing will require development and agreement of data sharing protocols.

8.4 Structurally, the development of LAP networks will require early attention to issues of governance and leadership and then the systematic appraisal of role and responsibilities to support the responsibilities and processes assumed by the network teams.

8.5 Staff. The network role for register management and care coordination will require additional staffing.  The network teams will draw from current commitments but work will be required to assess session and loading commitments given anticipated case levels within each network. 
8.6 Ways of working. The network teams assume a new and integrated way of working across provider organisations. This will take the teams into joint working on assessments of need, the design of local responses, the setting of joint targets, the scheduling and allocation of resource, local performance management and local audit/learning. This will require support in terms of team development and learning.

8.7 Capital infrastructure. The strategy does not require additional capital in its own right but does take advantage of the developments planned as part of the Health and Well Being Strategy.  The development of health and well being hubs within the LAPs will provide infrastructure support for the operation of teams and delivery of network based services.   
	Reduce inequalities in health and well-being and achieving health improvement


	· Rising reported levels of diabetes on basis of improved detection (and for specific populations) (2)
· Achievement of stretch QOF targets at practice, locality and borough-level (e.g. as set out in ‘Diabetes – QOF target setting 2008/09’) (4, 5 6 and 10)

· Maternal outcomes improved for those with diabetes (still births/birth weight) (9)

· DNA rates improve on basis of increased patient understanding of the disease (3) 

· Measures around treatment of complications (11)- time to be seen post positive retinal screen standards already exist. Develop measures regarding foot health, renal replacement also SEA type reporting for adverse outcomes/

· Length of hospital stay measures (11)


	· Rising reported levels of diabetes on basis of improved detection (and for specific populations) (2)

· Achievement of stretch QOF targets at practice, locality and borough-level to upper quartile standard (based on national data) (4, 5 6 and 10)

· Decrease in complication rates through more effective care management (4, 5, 6 and 10)

· Maternal outcomes continue to improve for those with diabetes (still births/birth weight) (9)

· DNA rates further improved on basis of increased patient understanding of the disease (3) 

· Develop measures around exception reported/ hard to reach patients (3)

· Decrease in repeat admissions (4, 10, 11 and 12)

· Reduction in presentation at A&E for diabetes management failures (3, 10 and 12)

· Decrease in lengths of stay for in-patients (not admitted because of diabetes) (7, 8 and 12)

· Measures around treatment of complications (11)-

· Length of hospital stay measures (11)
	· Halting the rise of diabetes incidence (i.e. diabetes prevented) (1)

· Reduction in morbidity levels (4 and 11)

· Reduction in mortality and years of life lost (11)

· Maternal outcomes continue to improve for those with diabetes (still births/birth weight) (9)

· Develop measures around exception reported/ hard to reach patients (3)
· Measures around treatment of complications (11)-

· Length of hospital stay measures (11)



	Improve the experience of people who use our services
	· Health Care Commission survey domains (3 + 10)

· Inpatient satisfaction measures including drug and meal timings (8)

· Structure measures- policies, protocols and availability of DSNs to inpatients

· (7)- how to measure this? Structurally- existence of policy but then how to audit adherence? (see C+D)


	· Health Care Commission survey domains (3 + 10)

· Active use of other patient surveys and PROMS

· Inpatient satisfaction measures including drug and meal timings (8)


	· Active use of other patient surveys and PROMS (3 + 10)

· Inpatient satisfaction measures including drug and meal timings (8)



	Develop excellent, integrated and more localised services
	· Increased up-take rates of structured education programmes (3)

· Analysis of under recording of diabetes as a discharge diagnosis by secondary care

· Structural measure- extent  and effectiveness of electronic  record sharing (12)

· Decreases in variation of provider performance (primary and secondary) (4, 10, 11and 12)

· Structural- Staff availability and training measures? (4)

· All patients receive their care in the appropriate setting based on new network model (3-12)
	· Increased up-take rates of structured education programmes (3)

· Decreases in variation of provider performance (primary and secondary) (4, 10, 11and 12)

· All patients receive their care in the appropriate setting based on new network model  (3-12)

· Structural measure- extent  and effectiveness of electronic  record sharing (12)


	· Increased Up-take rates of structured education programmes (3)

· Decreases in variation of provider performance (primary and secondary) (4, 10, 11and 12)

· All patients receive their care in the appropriate setting based on new network model (3-12)

· Structural measure- extent  and effectiveness of electronic  record sharing – to include with social services and voluntary sector(12)

	Promoting independence, choice and control by service users.  
	· Improved patient experience-% of patients with personalised care plans (3 and 4)

· Improved quality of life standard for local users (All NSF standards)

· Increased patient understanding of condition and management (3)
	· Improved patient experience-% of patients with personalised care plans (3 and 4)

· Structural measure- extent  and effectiveness of electronic  record sharing with patients (12)


	· Improved patient experience-% of patients with personalised care plans (3 and 4)

· Structural measure- extent  and effectiveness of electronic  record sharing with patients (12)



	Invest resources effectively
	· Clarity of spend on diabetes programme 

· Ensuring investment based on best evidence (4-12)

· All services to be evaluated to inform service development (4-12)
	· Clarity of spend on diabetes programme 

· Ensuring investment based on best evidence (4-12)

· All services to be evaluated to inform service development (4-12)
	· Clarity of spend on diabetes programme 

· Ensuring investment based on best evidence (4-12)

· All services to be evaluated to inform service development (4-12)


Glossary
	A&E
	Accident and Emergency 

	BLT
	Barts and the London NHS Trust

	CEG
	Clinical Effectiveness Group

	DH
	Department of Health

	DRS
	Digital  Retinal Screening

	DIAMOND
	Diabetes database (no acronym)

	DSN
	Diabetes Specialist Nurse

	EMIS
	Egton Medical Information System

	EMIS LV/PCS
	Versions of EMIS used within General Practice

	EMIS WEB
	Web based version of EMIS

	GP
	General Practitioner

	LAP
	Local Area Partnership

	LIT
	Local Implementation Team

	NAO
	National Audit Office

	NHS
	National Health Service

	NICE
	National Institute of Clinical Effectiveness

	NSF
	National Service Framework

	PCT
	Primary Care Trust

	PEC
	Professional Executive Committee

	PROMS
	Patient Reported Outcome Measures

	QOF
	Quality Outcomes Framework

	RCP
	Royal College of Physicians

	RCGP
	Royal College of General Practitioners 

	YOC
	Year of Care
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