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Objectives

* New methods of delivering care to improve the patient experience

 Lessons learned over the last 2 years
Case studies
- Leicester
- Affinity Care (Bradford)
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AR

T1D: type 1 diabetes; T2D: type 2 diabetes.

Prior to the pandemic the NHS was making
good progress on care processes in England
(TAD : 34% in 2016/7, rising to 42% in
2019/20; T2D : 48% in 2016/17, rising to
58% in 2019/20)

33% of people with T1D received the 8
care processes during the 2021/22 audit
period, an increase of 22% compared to
2020/21

48% of people with T2D/other diabetes
received all eight care processes during
2021/22, an increase of 30% compared
to 2020/21

We still have further to go to get back
to pre-pandemic (still 21% lower on T1D
and 17% lower on T2D than 2019/20)

NHS Digital. National Diabetes Audit, 2021-22 quarterly report. January 2021 —March 2022. Available at: https://digital.nhs.uk/data-and-information/publications/statistical/national-diabetes-audit/nda-core-e4-21-22/nda-core-e4-

21-22 (Accessed November 2022)



https://digital.nhs.uk/data-and-information/publications/statistical/national-diabetes-audit/nda-core-e4-21-22/nda-core-e4-21-22
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New models of care & Triple Aim

i O

D
Integrate disease Utilize clinical support staff Leverage technology Enable pharmacists to make
management programs medication adjustments

with ongoing primary care



Advanced lliness

Major comorbidity: CHF, NASH, CKD, CVD, PVD

Complex Uncontrolled Diabetes: Episodes of hypoglycemia, AIC > 9%

Diabetes Complex medical regimen: MDI insulin, insulin pumps, injectables

Type 2 with non-complex comorbidity

Well controlled Type 2 with no comorbidity

Pre-Diabetes

e
R I S k * People with >1 chronic health condition that can be improved or kept under control

* People who had suffered a one-time catastrophic health problem

L M * People with severe chronic conditions who cant be returned to good health and require expensive,
ra I I Ca I O n continuous treatment



T2D risk stratification
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[10 TYPE 2 DIABETIC PATIENTS ON OTHER THERAPY COMBINATIONS

3 DIABETIC PATIENTS RECEIVING NO THERAPY

3.1 Hbalc==58mmol

3.2 Hba1c 59-69 mmaol

3.3 HbA1c =>=T0mmol

3.4 HbA1CIFCC not recorded

5TYPE 2 DIABETICS

5.1 Hbalc <=58mmaol

5.2 Hba1c 59-69 mmal

5.3 HbA1c ==70mmol

9 TYPE 2 DIABETIC PATIENTS ON OADs OMLY

9.1 Hbalc ==58mmol

9.1.1 Mefformin or Sulphenlyurea or SGLT2 (Mono Therapy)
9.1.2 Metformin or Sulphonlyurea or SGLT2 combination of (Dual Therapy)
9.1.3 Metformin & Sulphonlyurea & SGLT2 (Triple Therapy)
9.1 4 DPP-4 therapy

9.2 Hba1c 59-69 mmaol

9.2 1 Metformin or Sulphonlyurea or SGLT2 (Mono Therapy)
9.2.2 Mefformin or Sulphonlyurea or SGLT2 combination of (Dual Therapy)
Ally reports

DM Any injectable therapy including GLP-1

DM Any OAD therapy

DM Therapy (ALL)

DM Therapy DPP-4

DM Therapy DPP4 (All inc. combi)

DM Therapy DPP4 and Metformin COMBI

DM Therapy DPP4 and Thia COMBI

DM Therapy GLP-1

DM Therapy Insulin and GLP-1 COMBI

DM Therapy Intermediate acting Insulins

DM Therapy long actin Insuling

DM Therapy Meglitinides

DM Therapy Metformin

DM Therapy Metformin and SGLT2 COMBI

DM Therapy Metformin and Thia COMBI

DM Therapy other inc. Acarbose

DM Therapy Pre-Mixed Insulins

DM Therapy SARA Insulins

DM Therapy SGLT2

DM Therapy Short/RA, Long acting/Int acting or premixed insulin
DM Therapy Sulph

DM Therapy Thia

Heart Failure
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Risk
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Workforce




Affinity Diabetes Care Model

?

Enhanced Service [current L1 comp)
Newly diagnosed - HbA1c £70

Dual / triple oral therapy — econsult

sLan.rioe to query need for injectable
(HbAlc =58 on 2 consecutive results)
Stable injectable therapy — econsult
service for support / referral to specialist

care

Insulin Service
Initiation service

Titration clinic

GLP1 Service
Intiation

Titration

Principle Service (Pharm / PA)
HbAlc £53mmol/mol
Lifestyle / Monotherapy

Dietetic support and social prescribing
Lipid / BP / Microalbuminuria
9 care process overview

VAN

BP and lipid management
Pharmacy / PA lead

Housebound
Virtual review model with LTC

team support

Specialist Affinity Service

Newly diagnosed — HbAlc =70
Econsult support
Type 1

Type 2 Basal Bolus
CKD 4 / ACR =30
Weight Management
Problematic Hypos
Chemo +/- steroids
End of life

ED?

Neuropathy ?

Hospital

Hospital services (most type 1,
antenatal/pregnancy, CSlI, CKD
4/5




Affinity PCN ‘Diabetes Model’

Features

PHM and Risk Stratification approach * Separate ‘case finder’ search and
QlAs

Monthly Diabetes team meetings

* Bespoke S1 module for PCN diabetes
caseload (circa ~4200)

Dedicated ‘Diabetes admin’ team

Focus on ‘low risk’ cohort

S1 searches — easy to export

Guidance on matching this cohort to
the wider primary care workforce
(pharmacist, PA and new diabetes
PNs)

‘high risk’ cohorts / complex multi- .
morbiditiy = In-house specialist
team (+/-MDT)

Dedicated ‘L2 helpline’ (Insulin pts)
Innovative ‘automated’ recall system



Team effort

Virtual Clinic

Clinical reviews

Education
Data

Support with general
health and wellbeing

Courtesy : Dr Clare Hambling (PCDS)

Lead diabetes reviews

Patient engagement

Smoking cessation referrals
Weight management referrals

N

Expert Generalist
(GP)/GPWER in
Diabetes

Nursing
Team/Diabetes

l Healthcare Assistant 9 }
v peiny :
- % ‘
R i

Social Prescriber

Admin/Reception
Team

3
7

Mental Health
Practitioner

Physiotherapist

Outreach to support engagement

Practice Nurse/DSN

Clinical
Pharmacist |
Paramedic

Clinic lead
Prioritisation
Recalls

HCA support

Care Coordination
QOF

Local searches
Recalls

Prescribing
audits/optimisation:
BP Clinic

Lipids optimisation




https://www.pcdsociety.org

PCDS Entry Level Module Series
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HOW TO DIAGNOSE AND TREAT HYPERTENSION IN TYPE 2 DIABETES

mended by NICE
re processes used

o Mo pree [ty Diabetes & Primary Care

people with type 1 diabetes, children
Lonen

by Jane Diggle, Specialist Diabetes Nurse Practitioner, West Yorkshire

hypertension or renal discase:

© Use validated equipment Symptoms
® Sclectthe correct cuf size (refer o table)  Postural hy, —_—
© Promote a relaxed and temperate environment. secondary How TO DELIVER BEST PRACTICE IN DIABETES CARE ACROSS PRIMARY CARE NETWORKS .
© Measure BP in both arms.
e o i Learning Hi |b S
jideboriidutafiinirubined 17-22n MWhatandwhy | | Context 10 look at the best way to deiver diabetes care
 Mcasure BP in both arms. Repeat if difference 23 e h hanging, with are Network
between arms is >15 mmHg and, if difference. ® TheBuidcine Best ractice 2 (PON) structures in England, This was intended to
remains >15 mmHg, use the arm with the higher e e dib ission, <hift ive PONS an apportunity o srengthen integration
reading for subsequent BP measurements. The bisdder ) i evolving primary, community and specilstcare, and
@ in people with hypertension and diabetes, but not more based information, specific fechnologyand st retment epetcires to provide diabetes servicesthat adcressthe holsic
‘measure standing as well as seated BP. If BP falls  am at the mi standards of care, population The needs of people with diab I needs of the person with diabetes, including the
Consicerations, skl changing o e sl sl e ol which b
- . e ome increasingly relevant as we now look o reset
Diagnosing hyperten competens S LAPES || @ 2 yourgerpopoion who ecyire e become incressngly
tothe dalivery of diabetes e management including support with The events of the pandemic, not least with
L Smeor care within the Primary Care sel ""?"’EE"*"‘ - i e i2beesbeing an ndependent sk factor for
oo . s necding 1 eule sttt "“‘l "iPle mortality related to COVID-19 (Barron et al, 2020),
. [ P tenion o underline the urgent necesstyfor all disbetes-related
ohet individualised care targets . o ) .
by it AP aalbble bere e e ealthcare professionals to work together ina timely
onfim diagnosis of hypertension R ——— and effective manner o provide seamless care ces
|runsu.mm- mr AEPM offer home BP monitoring o N N The document st Praciice n the Deliery.
PM. Refer 10 Box A o , there is iab £
2 pressing need to effectively facilae the flow of describes best practice in diabetes care within PCNS
people with diabetes through the difcrentareas of  based on a review of curent lterature, dentication
Box A - the NHS and of gaps in care
ABPM = Thebuss ol on their needs a the point examples. This summary of
- S e i e “« N ”
i o byperienson o Forencn 80 eadin) e e O n O W
o
hour are: mm dorng waking hous re ke, e 1 How will this guideline affect the person with diabetes? wa will this guideline affect primary cam? oo
(e-g between 8.2.m. and 10 p.m.). and with the person . v of appropriatc early . different as
@ Use the Mmge value of m .Bp and input, with weH as education and training of staff to ensure prﬂwsmr\ of high.
least 14 measurements. in the moming and ¢ services and the multidisciplinary team. quality, coordinated, patient.centred care across the boar
© If ABPM is not tolerated, use HBPM. g gp recording contind & Standardise the delivery of diabetes care, thus reducing variation. H ill this puideline affect d N
HBPM least 4 uays ideally » Facilitate a smooth flow of movement through the different levels low will this guideline affect secondary care?

s Fhae st o i s o “« ”
BP conectly at home and a diary the first day. Use the| in a person's diabetes care journey. ® Develop warkig elatonsipswith primary cae disalving
sheet for recording measurements: of all remaining mea ! “silocd” working to better enable collaborative, coordinated,

effective and panmmmved care.

Clinc B from Ciinic 8
15090 g to 2160/100 mmbg but Proposed key stages for PCNs
150099 mmbg and | | <160/120 mmHg, and A 1. Formation of 2 Diabetes Support Team (DiaST) within the PCNs to 4. A focus on holistic cares proposed care processes to adckess
subsequent ABPM subsequent ABPM enable timely access to appropriate care he necc for holistic management and o address long:term .
daytime average or daytime averageor || Stage 3 hype 2. Ensuring healincare professionals delivering diabetes care are disease burden
HBPM average from HEPM average o Assessar
T e 8 Ao g appropriately educated and upskilled in diabetes management, 5. Focused care to certain groups and underserved populations in
aaros i = b which il besppored by he FON DiaT. ) thei locaie, incucing those with raiy, young aduls, ethnic
@ Repontcl 3. Early re reatment for minorites, certain people with type 1 diabetes and those with
¥ [] damage. with dmbm, including endanee 3 e dcton learning disabilties
o Disgrose @ Reler for s
Stage 1 hypertension | Stage 2 hypertension retinal had
threateniy Tiers of diabetes care .
Stage 1 and 2 pertesion heart alu Tier 4: Secondary Care Trust MDT
» investigate for larget organ damage (eg. confusion) Hospital Inpatient diabetes; foot diabetes MDT fwith pyedm.edmem\ l)peY fabetes; u I
ney damage, reinopathy, el venticular (e lbile Stage 4 and 5 CKD; antenatal diabetes; children and adolesc:
2”’ bl h s st B . Eam
@ Complete all of the tasks listed in Box @ Complete ier tegrated Care from Secondary Care Trus
o v @ty Tier 3: MDT Integrated Care from Secondary Care Trust i
el Complex cases unsuiable for e 2 targete clinic e echnology, post MI;
fraly needs; enal KD;
Disbetes & Primary Care Vol 25 N6 2021 type 1 diabetes needing community management e, care homes,learnin; . . .
disabilies); People with an uncertain diagnosis (e suspected LADA or MODY).
- iabetes Distille

Tier 1: Practice-based team
Ensuring a basic level of care is offered to everyone with diabetes, including:

PCDS

Primary Care Diabetes Society

care advice; lipids and BP managemen; basic CKD management; intiation
of oral medications and injectables (depending on competency); basic:
pre-concepton ahice,signpostng o therspport sevices (5 smoking
cessation, wellbx

services); mental health and motoral \vellbemgs(veemng
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