DIRECTING DIABETIC CARE

-8th November 2006- Cheere House

Purpose of Meeting

With the increasing number of diabetic patients generally and the reduction in resources to cope with them, the purpose of this meeting was to examine the scale of the task, the medical innovations in diabetic management and how Practice Based Commissioning may influence the service development to cater for this.

People, process and places – Elizabeth Ponsonby

Dacorum is involved in a project to merge Hospital and GP records, working towards a seamless diabetic service achieving NSF standards.  Drivers/ barriers  include;

· Demise of local hospital as the central hub for specialist diabetic services

· Differing % number of diabetic patients per practice under hospital care. 

· This tends to coincide with admissions for keto-acidosis and smaller practices. 

· Shortfall in achieving targets for diabetic care. These are improving!

· Variations in QOF exception reporting (0-36%), may contribute to this discrepancy. Should PCT visits target these practices?

Is insulin always the answer? – Colin Johnston

UKPDS showed insulin outcomes for type II diabetics on micro-vascular complications are no better than oral hypoglycaemics, except using metformin in the overweight reduced their macro vascular complications.

This is due to pancreatic function deteriorating in time, irrespective of medication.

Treatment should be determined by whether the diabetes is due to insulin resistance or pancreatic dysfunction.

The skill is when and what treatment to start.

Also who and where patients should be followed up and the skills required for this.

This needs to be addressed soon because of the increasing number of diabetics and the hospital closure being imminent.

Novel treatments for diabetics – Chantal Kong

No therapy prevents the deterioration in glycaemic control. Insulin is not the answer, but there are some new treatments being tested, naturally with costs both financial and with side effects. These complexities need to be addressed by

· Regular diabetic assessments, probably with treatment guidelines, taking treatment advances into consideration. 

· Should management be by Consultants, Nurse Specialists, or mentored GPwSIs? 

· Can Insulin diabetics be managed in General Practice?

Commissioning issues for Diabetic care – Richard Walker

The increasing demands on the NHS are unaffordable and unsustainable unless change in service delivery occurs. 

There has to be a shift in care from expensive Hospital based care to primary care. 

This would not mean hospitals going out of business but shorter waiting lists for new or urgent cases as less time will be spent on follow ups. These can be performed in general practice with the right guidance. There would also be less duplication of work as most patients are seen both at hospital and GP for the same problem!

PBC should be known as Locality Based Commissioning as more appropriate. (Perhaps this is because a radio company already uses LBC!).

PBR acts to divide the Acute and Primary carers. It interferes with the seamless care that a complex management condition such as Diabetes needs, being so team based.

The future

Following Qs & As, issues were identified which need to be addressed for Diabetic care to thrive in Dacorum, especially with the imminent loss of the specialist base at the hospital. 

· Diabetic Care is complex and requires multi professional teamwork (succinctly mapped out by MB)

· Education and keeping all up to speed has disappeared. It requires funding!

· Holistic care is difficult to cost!

· Insulin management needs guidance and support, either by a nurse consultant or e-mailing Consultants. Both are time consuming and therefore cost money. 

· A COPD service was designed after much hard work but has been shelved. This is due to PCT changes eliminating responsible people.

Plan

· Once a Director of Commissioning is in place a meeting must be arranged to devise and cost some services urgently. This includes Diabetic Care. 

· The differences in quality of care between practices have cost implications as well as impact on patient health. This must be recognised and addressed possibly with extra specialist/ nurse input or regarding higher levels of service.

· There needs to be a Community Diabetic Care team linking with the Hospital Team. Education and IT links must also happen.

· A Primary Care Diabetic champion/ steering group with a project manager/ coordinator needs to be appointed to devise the service to be commissioned.

N.B.

Why reinvent the wheel?

Hillingdon PCT has developed the service that our needs allude to. Why don’t we discuss this and then cost it for commissioning purposes?

National Association of Primary Care- Review Winter 2005/2006- Diabetes Supplementp48-50 - attached

This needs to be discussed and modified for local needs. The developments should then be proposed as a commissioning model. 

Perhaps even have a meeting with The Diabetic project Manager to advance this.

Richard Gallow
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