Personal Ideas on the reconfiguring of Out-patient Services for the Management of Patients with Diabetes in Dacorum


Background
St Albans and Hemel Hempstead Hospitals both have weekly Diabetic Clinics and serve populations of approx 250,000 with  10,000 people with Diabetes.   Looking at Dacorum alone, the prevalence of Diabetes varies from 2.1 to 3.9 across the practices. It is likely that some of the low prevalence in the smaller practices is due to under recording. This probably does not apply to the A41 corridor which has a higher socio-economic group.  The proportion of patients seen per practice in the Hemel Clinic is shown in the attached table. The Tring practices and some in Berkhamsted historically send all or some of their patients to Stoke Mandeville Hospital.
	
	Practice Diabetic Population
	# diabetics 

attending HHGH
	% diabetics 

attending HHGH

	Milton House
	183
	17
	9%

	Haverfield
	92
	11
	12%

	The Nap
	286
	43
	15%

	Boxwell Road
	149
	25
	17%

	Dr Bhatt
	44
	8
	18%

	Highfield/Heights
	149
	28
	19%

	Fernville
	423
	81
	19%

	Manor Street
	198
	38
	19%

	Gossoms End
	83
	16
	19%

	Parkwood
	540
	105
	19%

	Everest House
	496
	104
	21%

	Archway
	81
	17
	21%

	Grove hill
	123
	27
	22%

	Woodhall farm
	61
	14
	23%

	Bennetts End
	577
	133
	23%

	Lincoln
	346
	89
	26%

	Markyate
	114
	
	

	New Surgery
	91
	
	

	Rothschild
	415
	
	 


In 2005 the clinic processed 872 patients, 77% of which are on insulin and the majority have significant co-morbidities. 80% had a Diabetic Annual review inc all QOF indicators done in the clinic during the year.   Over the past two years 2004-5 these patients are recorded as having an average of 2.89 consultations in the clinic. If you include the consultations with the specialist nurses this rises to an average of 8 per patient over the two years. These nurse consultation figures are an underestimate as routine electronic recording has not been a standard practice.
Historically the policy has been to see all patients on Insulin once a year in clinic and to include hospital clinic review for those with severe complications or co-morbidities. There is written guidance for the reasons for referral for new patients.  Referral to the Diabetic specialist nurses is by Consultant only but once the patients have been seen by the DSNs they have open access to contact them in the future.  General Practitioners can refer directly to the foot clinic which relies on consultant support during diabetic clinics. Prior to the PCT taking over the retinal screening, this was done by direct fundoscopy on the patients attending the clinics and by mobile Polaroid photography for those not.  The lack of record integration of these last two services impacts adversely on patient care and efficacies. Some patients not having the clinical input they require and others having duplicated care.

There is currently no formal support mechanism for primary care other than via the hospital clinic.  The national collaborative study showed the impact on the Hba1Cs when community Diabetic Specialist Nurses support was put in. ( Figures available from Nat Collab)  There has not been any strategic liaison at management level between the local diabetic initiatives done by Pat Potts and myself, the National Collaborative Studies and the NCASP.   Moreover, there appear to be more surveys on the way of dubious value.

Main Areas for Secondary Care Intervention

	1. Feet

	2. Poor Glycaemic control in Type 1

	3. Psychological Issues in Type 1

	4. Complex Medical Issues

	5. Poor Glycaemic Control in Type 11s

	6. Eye Complication Rxment

	7. Diagnostic Problems- starting and stopping insulin 

8. Pregnancy


Personnel Skills required for Routine Management
1. Insulin Start - Consultant+ DSN
2. Insulin Adjust-Consultant +DSN

3. Lifestyle advice inc diet-Primary Care- support from 2nd care re weight loss Dieticians  Secondary Tertiary care surgical interventions
4. Feet- Podiatrists- Access to vascular surgeons

5. New treatments, insulin pumps- etc C

Additional Specialist Skills required for Management of Complications eg Nephropathy and Retinal Disease
Issues for Reconfiguring Service

1. Use Primary and secondary care to support each other-eg.  allowing all annual reviews to be done in primary care and Re- thinking Consultant approach

2. Supporting Primary Care

3. Educating patients in change and expectation

4. Benchmark against NSF- for expected care

5. Benchmark against NCASP for delivery

6. Combining diabetic facilities centrally would be more efficient,and improve 

· decision making on behalf of patients 

· education and support of clinicians.

Proposal
I suggest we look at what we have now and collaborate with the clinicians before undertaking anymore work of this sort.  I suggest that the task measurements of the Annual Review should be done  in primary care and the specialist resources used for specific difficulties and looking at the overall care and management in all modalities.

1. Remove Task element of the annual reviews from the Diabetic clinic- freeing clinician time to concentrate on problems.

2. Reconfigure  the out patient population to consist of:

a. Under 25’s

b. Patient with HbA1C’s > 10 

c. Problems  of diagnosis 
d. Complications  and complex cases where Specialist Advice on management is required but should result in a treatment plan  with referral back to primary care for management

3. Access.Change Set up a system for easy dialogue between Diabetic Consultants and primary care by email and  or telephone..  This will need to be properly funded for the consultant advice  and  carefully  structured so that  Primary care provides adequate patient information to allow an effective opinion to be given.  An example of where this does not always happen is advice is sought on a type 2 patient with poor glycaemic control without a date of Dx and a history of weight  changes and previous Hba1cs 
4. Review the Retinal Screening programme; realign the priorities Integrate Retinal screening service into records.

5. Finally and most important  ensure co-ordination between   primary and  secondary  care and supporting services  including IT and  if possible to have them located in close geographical proximity  with linkages to a single record.
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