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Service specification (2009/10 – 10/11)
Local enhanced service for the provision of an enhanced community diabetes service in primary care for those over 18
This enhanced service is to establish a Tier 2 diabetes service which will: 
· Improve the percentage of patients with HbA1c below 10
· Reduce number of people attending secondary care outpatients.

Activities expected under the LES

1. Unless there are good reasons not to do so, all patients including the disadvantaged to be offered the same range and standard of services. 
(severely mentally ill, learning disabled, BME, the working population and housebound) 

2. Practices providing this service will ensure appropriate records of activity are developed and maintained for audit and payment purposes.
3. Provision of information so people can understand their condition, the results of their annual review and what to expect from developing a Personalised Care Plan


4. An annual review of medicines use for each patient. Read code 8B3x

5. A Named Lead GP and Nurse who meets the required competency standards 
6. Agreement of a Personalised Care Plan with every person in the target group. 
Read code 8CS0
7. Participation in the annual National Diabetes Audit and quarterly miquest survey to identify outcomes for payment 

8. Participation in Diabetes E audit by 31st March each year and act on the development plan which this process produces. 
9. Sampling of the views of those people targeted by this LES and action on the findings  
10. Compliance with the “criteria for selection of patients suitable for insulin initiation” 
11. Referral to the Expert Patient Programme when appropriate.
12. Facilitation of a smooth transition between children and adult diabetic services.
13. Joint working with Community Diabetes Specialist Nurse (DSN) service
Payment Arrangements

1. Each Practice will be allocated a maximal achievable payment based on the number of people with diabetes on the practice register as a proportion of the total Oxfordshire diabetic population. 
2. This will be paid in two halves
· Performance in achieving HbA1c under 10
· The number of diabetes outpatient appointments in secondary care
3. Amounts less than the maximum achievable will be paid according to the two sliding scales below
Relationship between % patients with HbA1C 10 or less and % of maximum paid

	% of patients with HbA1C below 10*
	% of maximum paid

	91%
	20% 

	92%
	40%

	93%
	60%

	94%
	80%

	95%
	100%


*No exception reporting 

Relationship between rate of Diabetic Out Patient attendance and % of maximum paid                                
	% of patients on diabetes Practice register who have attended outpatient clinics** in the last quarter
	% of maximum paid

	6.78% or less (Top two quartiles for Oxon practices)
	50%

	4.47% or  less (Top quartile for Oxon practices) 
	100%


** Clinics listed in appendix  3
Notice
Either party must give three months notice of change or termination of this agreement unless otherwise agreed by both Commissioner and Provider
Declaration
The 
Practice has attended training and its readiness to deliver this service has been agreed by the PCT. 
Signed on behalf of practice:

Date:

Appendix 1 
CHECKLIST: What is required before undertaking the LES

1. Gain accreditation to manage those people targeted by this LES. 

· Practices to complete application form (Appendix 2) 
· Accreditation will be decided by a group of clinicians from primary and secondary care. They will base their clinical judgment on information provided by practices and benchmarking information e.g. patient outcomes 
· Practices informed of accreditation or actions required before accreditation can be provided. 

2. Attendance by the GP and Nurse who lead diabetes care in the practice at a free workshop provided by the PCT which will explain how Personalised Care Planning operates. This will build upon the positive experience of clinicians nationally, in the management of people with diabetes. 

3. The practice agrees to use documentation accredited by the PCT for every person in the target group, including a Personalised Care Plan and a leaflet which will explain to patients what to expect from the care planning process.
4. Production of workable plans which have been agreed by the PCT, including timescales and named individuals responsible, which demonstrate how the needs of people in the target group from the following subgroups will be met to avoid their having inequitable access to the service:  

· Housebound 
· People with severe mental health problems in addition to their diabetes. 
· People from Black, Minority and Ethnic (BME) Groups 
· People with Learning Disabilities 
· People working full time 


Appendix 2 

Questionnaire to be completed by practices applying for accreditation 

1. Name of lead GP for diabetes in the practice 

2. Name of lead Practice Nurse for diabetes in the practice

3. Please list qualifications, training, experience or other evidence which demonstrates that the lead Doctor and also the lead Practice Nurse have the required level of knowledge and skill to manage patients identified in this LES. 

4. Does the practice undertake adding insulin to patient’s treatment regimens?

If so how many patients have received this service in the last 12 months?

5. Please describe the system in place in the Practice for managing patients with diabetes e.g. Structure of diabetes clinics, review and recall, audit, maintenance of knowledge and skills of those doctors and nurses managing people with diabetes

6. Please provide the results of audits of patient outcomes or other quality assurance information which demonstrates the quality of the service being provided to patients with diabetes. 

7. Please describe what contingency plans are in place which will ensure patients will continue to receive the enhanced level of service in the event of short, or long term absence of either the lead Doctor or lead Practice Nurse 

8. Does the Practice agree that the Lead GP and Lead Nurse who lead diabetes care in the practice will attend a free workshop provided by the PCT which will explain how Personalised Care Planning operates? 

9. Does the Practice agree to use documentation accredited by the PCT for every person in the target group, including a Personalised Care Plan and a leaflet which will explain to patients what to expect from the care planning process? 
10. Please explain how the Practice will met the needs of individuals from the following groups 


· Housebound (in own home or care home)
e.g. Provide a domiciliary diabetes service from an accredited clinician (nurse or GP). 


· People with severe mental health problems in addition to their diabetes. 
e.g. By involving the Community Mental Health Team care co-ordinator for those people with significant mental health problems with joint planning of care and follow up, when permission given by the patient.  Contact Care co-ordinator through Community Mental Health Team

· People from Black, Minority and Ethnic (BME) Groups 
e.g. Involvement of Health Advocates employed by Oxfordshire PCT with joint planning of care and follow up for appropriate individuals when permission given by the patient. Contact http://www.oxfordshirepct.nhs.uk/patient-matters/language-and-cultural-support.aspx These include:
· Pakistani and Indian communities (Punjabi, Urdu and Hindi speakers)
· Bangladeshi (women)
· Chinese communities (Mandarin and Cantonese speakers)
· Chinese communities (Cantonese speakers)
· Traveler /Gypsy communities
· Vulnerable Groups
Also through access to language line, and by using free written material from Diabetes UK in appropriate language http://www.diabetes.org.uk/Other_languages/  There is also a tape version available from Diabetes UK for those unable to read.  
· People with Learning Disabilities 
e.g. By involving “Care Co-ordinator” and ensuring the Personalised Care Plan is integrated with patients “health action plan”, and is not a separate plan. Also provision of a free DVD.  https://www.diabetes.org.uk/OnlineShop/New-to-Diabetes/
· People working full time 
e.g. Telephone and e-mail support will be offered

11. Please describe any development needs within the Practice (provide an action plan which will meet these).  Note: as part of the LES the PCT intend to support an ongoing educational programme to support the delivery of the LES in Oxfordshire.

Appendix 3 

Financial incentives
£189,000 is allocated to fund this LES. An additional £111,000 will also be made available to fund an increase in the Community Diabetes Nurse Specialist service.

The proportion of the LES funding allocated to each Practice will depend on the number of people registered with diabetes. This will be slightly amended to reflect where Practices have higher or lower than average BME populations. 

Half of this Practice allocation will be available to reward good performance in reducing Hba1c and the other half for low levels of patients attending outpatient clinics.  Details on next page. 
Secondary care outpatient clinics which influence payment under this LES
	ORH
	

	DU100 - Prof R Holman's Diabetes
	General diabetes clinic

	DU102 - Dr J Levy's Diabetes Clinic
	General diabetes clinic

	HG121 - Dr Mahesh's Diabetes Clinic
	General diabetes clinic

	PD101 - Prof Matthews Witney Diabetes
	General diabetes clinic

	PD102 - Dr J Levy's Bicester Diabetes
	General diabetes clinic

	DU101 - Dr J Levy's & Prof DR Matthews’s Diabetes Clinic
	General diabetes clinic

	DU600 - Nurse Led Diabetes Clinic
	Referrals to DSN

	RBH
	

	Clinics at Royal Berks Hospital 
	General diabetes clinics

	
	


There are on average 1,529 people each quarter who have appointments in these clinics. For some practices this represented as much as 17% of those with diabetes, in others it is as low as 0.35%. Half the practices in Oxfordshire have fewer than 6.78% and in 25% of Practices it is 4.47% or lower
Practices with 4.47% or less will gain maximum payment for this element of the LES
Practices with 6.78% or less will gain 50% payment for this element of the LES

	Current patients currently attending ORH general diabetes clinics at OCDEM or Horton and at RBH

	
	
	
	
	
	
	

	 
	Within top quartile 
	
	
	
	
	

	 
	within top two quartiles
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	ORH per quarter in 2008-09 (average)
	RBH (Q2 09/10)
	combined 
	DM Register 08-09
	% of DM register March 2009

	Practice
	 
	 
	
	
	
	

	K84040
	Horse Fair Surgery
	2
	
	2
	566
	0.35

	K84024
	Windrush Surgery
	2
	
	2
	359
	0.56

	K84058
	Bloxham Surgery
	2
	
	2
	219
	0.91

	K84028
	West Bar Surgery
	7
	
	7
	749
	0.93

	K84046
	Wychwood Surgery
	2.5
	
	2.5
	186
	1.34

	K84080
	28 Beaumont Street
	1.5
	
	1.5
	104
	1.44

	K84062
	Woodlands Surgery
	4.5
	
	4.5
	263
	1.71

	K84065
	Sibford Surgery
	2
	
	2
	98
	2.04

	K84047
	The Surgery
	5
	
	5
	223
	2.24

	K84059
	Hightown Surgery
	8
	
	8
	339
	2.36

	K84056
	Cropredy Surgery
	3
	
	3
	107
	2.80

	K84048
	Hollow Way Medical Centre
	9
	
	9
	301
	2.99

	K84039
	White House Surgery
	7.5
	
	7.5
	248
	3.02

	K84033
	Church Street Practice Health Centre
	15.5
	
	15.5
	497
	3.12

	K84030
	West Street Surgery
	8.5
	
	8.5
	254
	3.35

	K84082
	Kidlington and Yarnton Medical Group
	11
	
	11
	276
	3.99

	K84055
	Deddington Health Centre
	12
	
	12
	298
	4.03

	K84042
	Woodstock Surgery
	15.5
	
	15.5
	362
	4.28

	K84001
	Hart Surgery
	3.5
	8
	11.5
	259
	4.44

	K84006
	Eynsham Medical Centre
	23
	
	23
	515
	4.47

	K84052
	Bicester Health Centre
	17
	
	17
	380
	4.47

	K84022
	Exeter Surgery
	7
	
	7
	155
	4.52

	K84035
	Bell Surgery
	2
	8
	10
	221
	4.52

	K84002
	Didcot Health Centre
	28
	
	28
	586
	4.78

	K84038
	Montgomery House Surgery
	30
	
	30
	558
	5.38

	K84075
	Broadshires Health Centre
	13.5
	
	13.5
	251
	5.38

	K84034
	Clifton Hampden Surgery
	7
	
	7
	128
	5.47

	K84623
	Kendall Crescent Health Centre
	4
	
	4
	73
	5.48

	K84037
	Wallingford Medical Practice
	27
	
	27
	481
	5.61

	K84031
	The Leys Health Centre
	25
	
	25
	444
	5.63

	K84014
	Morland House Surgery
	19
	
	19
	334
	5.69

	K84020
	Sonning Common Health Centre
	0.5
	15
	15.5
	266
	5.83

	K84003
	Islip Surgery
	12.5
	
	12.5
	212
	5.90

	K84036
	Mill Stream Surgery
	7.5
	
	7.5
	126
	5.95

	K84045
	Gosford Hill Medical Centre
	20.5
	
	20.5
	342
	5.99

	K84015
	Nettlebed Surgery
	1
	5
	6
	100
	6.00

	K84005
	Kennington Health Centre
	15
	1
	16
	256
	6.25

	K84051
	White Horse Medical Practice
	24.5
	
	24.5
	373
	6.57

	K84049
	27 Beaumont Street
	7.5
	
	7.5
	113
	6.64

	K84073
	Victoria House Surgery
	14.5
	
	14.5
	214
	6.78

	K84077
	Fern Hill Practice, Faringdon MC
	8
	
	8
	118
	6.78

	K84026
	Jericho Health Centre
	12
	
	12
	174
	6.90

	K84044
	Manor Surgery
	30
	
	30
	426
	7.04

	K84071
	Goring & Woodcote
	14
	7
	21
	295
	7.12

	K84063
	East Oxford Health Centre
	11.5
	
	11.5
	154
	7.47

	K84007
	Temple Cowley Health Centre
	25.5
	
	25.5
	340
	7.50

	K84023
	Berinsfield Health Centre
	17.5
	
	17.5
	229
	7.64

	K84043
	Woodlands Medical Centre
	30
	
	30
	390
	7.69

	K84041
	South Oxford Health Centre
	34
	
	34
	432
	7.87

	K84610
	The Chalbury Medical Centre, 
	14.5
	
	14.5
	182
	7.97

	K84060
	St Clements Surgery
	15
	
	15
	186
	8.06

	K84621
	North Bicester Surgery
	8
	
	8
	97
	8.25

	K84004
	Donnington
	48
	
	48
	579
	8.29

	K84013
	St Bartholomews Medical Centre
	23
	
	23
	268
	8.58

	K84011
	Summertown Health Centre
	20
	
	20
	228
	8.77

	K84622
	Deer Park Medical Centre
	14.5
	
	14.5
	155
	9.35

	K84074
	Grove Medical Centre
	13.5
	
	13.5
	141
	9.57

	K84019
	Newbury Street Practice Health Centre
	38.5
	
	38.5
	402
	9.58

	K84624
	Oak Tree Health Centre
	19.5
	
	19.5
	189
	10.32

	K84021
	Banbury Road Medical Centre
	12.5
	
	12.5
	119
	10.50

	K84613
	Langford Medical Practice
	23
	
	23
	212
	10.85

	K84025
	Botley Medical Centre
	30
	
	30
	267
	11.24

	K84605
	9 King Edward Street
	4.5
	
	4.5
	40
	11.25

	K84017
	Windrush Health Centre
	49
	
	49
	416
	11.78

	K84608
	Donnington Health Centre
	14
	
	14
	118
	11.86

	K84008
	Brook Surgery  and the Chiltern Surgery
	29.5
	
	29.5
	245
	12.04

	K84618
	Cogges Surgery
	24.5
	
	24.5
	202
	12.13

	K84027
	The Malthouse Surgery
	94.5
	
	94.5
	756
	12.50

	K84617
	South Oxford Health Centre
	9.5
	
	9.5
	76
	12.50

	K84029
	North Oxford Medical Centre
	15.5
	
	15.5
	122
	12.70

	K84010
	Bampton Surgey
	42
	
	42
	326
	12.88

	K84009
	Bury Knowle Health Centre
	47.5
	
	47.5
	362
	13.12

	K84072
	Nuffield Health Centre
	57
	
	57
	429
	13.29

	K84054
	Abingdon Surgery
	41.5
	
	41.5
	309
	13.43

	K84079
	Long Furlong Medical Centre
	24.5
	
	24.5
	176
	13.92

	K84615
	Jericho Health Centre
	7
	
	7
	48
	14.58

	K84076
	Marston Medical Centre
	19
	
	19
	129
	14.73

	K84078
	Jericho
	9
	
	9
	59
	15.25

	K84016
	19 Beaumont Street
	27.5
	
	27.5
	169
	16.27

	K84032
	Bartlemas Surgery, East Oxford Health Centre
	68
	
	68
	403
	16.87

	K84620
	Wood Farm Health Centre
	11
	
	11
	64
	17.19

	
	
	
	
	
	
	

	Total of 81 practices
	 
	1485.5
	44
	1529.5
	21868
	608.87


Maximum payments by Practice:

	Practice Code
	DM register Size Mar 2009
	BME % of total list size
	Final Allocation

	K84001
	259
	1.9%
	£2,174.41

	K84002
	586
	2.0%
	£4,926.21

	K84003
	212
	3.0%
	£1,800.49

	K84004
	579
	11.2%
	£5,324.21

	K84005
	256
	3.3%
	£2,180.42

	K84006
	515
	1.9%
	£4,323.66

	K84007
	340
	12.4%
	£3,161.84

	K84008
	245
	1.3%
	£2,043.79

	K84009
	362
	9.9%
	£3,289.63

	K84010
	326
	1.0%
	£2,712.85

	K84011
	228
	10.5%
	£2,083.00

	K84013
	268
	11.9%
	£2,481.31

	K84014
	334
	2.3%
	£2,815.73

	K84015
	100
	1.7%
	£837.82

	K84016
	169
	10.6%
	£1,545.42

	K84017
	416
	1.7%
	£3,483.78

	K84019
	402
	1.4%
	£3,356.97

	K84020
	266
	1.4%
	£2,220.95

	K84021
	119
	10.3%
	£1,085.49

	K84022
	155
	5.1%
	£1,344.32

	K84023
	229
	2.0%
	£1,924.73

	K84024
	359
	4.3%
	£3,089.07

	K84025
	267
	4.0%
	£2,290.05

	K84026
	174
	9.6%
	£1,576.59

	K84027
	756
	2.5%
	£6,386.38

	K84028
	749
	4.1%
	£6,428.65

	K84029
	122
	10.6%
	£1,116.08

	K84030
	254
	1.3%
	£2,118.89

	K84031
	444
	11.7%
	£4,103.86

	K84032
	403
	12.8%
	£3,761.24

	K84033
	497
	1.4%
	£4,150.44

	K84034
	128
	1.6%
	£1,071.80

	K84035
	221
	1.9%
	£1,856.21

	K84036
	126
	1.3%
	£1,051.57

	K84037
	481
	2.4%
	£4,060.08

	K84038
	558
	2.8%
	£4,727.61

	K84039
	248
	1.3%
	£2,068.71

	K84040
	566
	3.8%
	£4,842.58

	K84041
	432
	2.2%
	£3,637.00

	K84042
	362
	2.0%
	£3,041.64

	K84043
	390
	2.0%
	£3,278.52

	K84044
	426
	5.7%
	£3,718.00

	K84045
	342
	5.0%
	£2,962.63

	K84046
	186
	0.6%
	£1,540.63

	K84047
	223
	1.6%
	£1,866.07

	K84048
	301
	12.3%
	£2,796.57

	K84049
	113
	11.2%
	£1,039.07

	K84051
	373
	1.4%
	£3,115.67

	K84052
	380
	2.7%
	£3,217.47

	K84054
	309
	2.4%
	£2,607.35

	K84055
	298
	1.1%
	£2,482.55

	K84056
	107
	0.9%
	£888.64

	K84058
	219
	1.8%
	£1,835.79

	K84059
	339
	3.7%
	£2,899.67

	K84060
	186
	13.5%
	£1,747.92

	K84062
	263
	5.8%
	£2,296.93

	K84063
	154
	10.3%
	£1,404.72

	K84065
	98
	1.5%
	£819.23

	K84066
	8
	4.7%
	£69.12

	K84071
	295
	2.2%
	£2,483.09

	K84072
	429
	1.5%
	£3,587.09

	K84073
	214
	2.8%
	£1,812.55

	K84074
	141
	1.2%
	£1,174.71

	K84075
	251
	1.7%
	£2,102.24

	K84076
	129
	10.4%
	£1,177.38

	K84077
	118
	1.4%
	£985.96

	K84078
	59
	11.3%
	£543.12

	K84079
	176
	2.5%
	£1,486.11

	K84080
	104
	10.9%
	£954.01

	K84082
	276
	4.2%
	£2,371.67

	K84605
	40
	10.7%
	£366.34

	K84608
	118
	12.0%
	£1,093.61

	K84610
	182
	1.0%
	£1,513.35

	K84613
	212
	3.4%
	£1,806.43

	K84615
	48
	10.7%
	£439.65

	K84617
	76
	13.0%
	£710.86

	K84618
	202
	1.3%
	£1,685.73

	K84620
	64
	14.0%
	£604.19

	K84621
	97
	3.3%
	£826.18

	K84622
	155
	2.1%
	£1,303.62

	K84623
	73
	7.6%
	£648.90

	K84624
	189
	1.6%
	£1,582.54

	Total
	21876
	4.7%
	£189,000.00


Appendix 4 

Competence of professional staff 

Doctors and Nurses to be registered with GMC or NMC and evidence of further certificate level qualification in diabetic care or equivalent level of competence gained through experience, which has been assessed as sufficient by a group of clinical experts approved by the PCT. This will include addition of insulin to treatment regimens. 
If there is reason for the commissioner to doubt the competence of clinicians within the provider organisation, then the standards which the provider will have to demonstrate will be as described by the Skills for Health competencies shown below 
Skills for Health Competencies

· HA1: Assess the healthcare needs of individuals with diabetes and agree care plans http://tools.skillsforhealth.org.uk/competence/show?code=Diab+HA1 

· HA2: Work in partnership with individuals to sustain care plans to manage their diabetes http://tools.skillsforhealth.org.uk/competence/show?code=Diab+HA2 

· HA5: Help an individual understand the effects of food, drink and exercise on their diabetes http://tools.skillsforhealth.org.uk/competence/show?code=Diab+HA5 

· HA6: Help individuals with diabetes to change their behaviour to reduce the risk of complications and improve their quality of life, including motivational interviewing http://tools.skillsforhealth.org.uk/competence/show?code=Diab+HA6  

· HA9 Help an individual with diabetes to improve blood glucose control http://tools.skillsforhealth.org.uk/competence/show?code=Diab+HA9 

· HA11 Assess the need for an individual to start insulin therapy http://tools.skillsforhealth.org.uk/competence/show?code=Diab+HA11 

· HA12: Enable an individual with Type 2 diabetes to start insulin therapy http://tools.skillsforhealth.org.uk/competence/show?code=Diab+HA12 

· HA13: Provide information and advice to enable an individual with diabetes to minimise the risks of hypoglycaemia http://tools.skillsforhealth.org.uk/competence/show?code=Diab+HA13 

· HD3: Help individuals with Type 2 diabetes to continue insulin therapy http://tools.skillsforhealth.org.uk/competence/show?code=Diab+HD3 

· HD4: Identify hypoglycaemic emergencies and help others manage them http://tools.skillsforhealth.org.uk/competence/show?code=Diab+HD4 
Appendix 5
Agreeing goals and Personalised Care Plans with patients 
Personalised care plans are required for all people managed by the service. These will include jointly agreed goals, and what the patient will do and how they will be supported to gain control over their condition and retain as much independence as possible. These will have a standard Oxfordshire format (below). They will be developed to the stands identified by the Care Planning Working Group (2006) as described in “Partners in Care (NDST 2008) http://www.diabetes.nhs.uk/news-1/Partners%20in%20Care.pdf . 

Based upon the personalised care plan, patients will be directed to other sources of support as required. These will include services commissioned by the PCT, and also peer support from voluntary organisations. 
Personalised Care Plan

[image: image1.emf]
Appendix 6 

Criteria for selection of patients suitable for insulin initiation

Note: There will be other patients with a high HbA1c who may be able to reduce this through lifestyle changes without adding insulin. This LES will also fund professionals to spend time coaching such patients, where there is scope to achieve a reduced HbA1c 

Raised blood glucose in diabetes is associated with an increased risk of complications. These may broadly be divided into macrovascular (heart disease, peripheral vascular disease and stroke or CVD) and microvascular (retinopathy , nephropathy and neuropathy).

Trial evidence from both the original DCCT (1993) in Type 1 diabetes, and UKPDS (1997) in Type 2 diabetes has shown marked benefit from lowering of blood glucose in relation to microvascular complications, especially development of retinopathy. 

 The major cause of premature mortality in type 2 diabetes is increased cardiovascular risk. The original UKPDS showed a disappointing non- significant impact from lowering of blood glucose on macrovascular disease . In 2007 late follow up of the original UKPDS cohort showed a significant reduction in relative risk of MI of 15%; at last some good news suggesting improved glycaemic control over time influences the major cause of death in patients with type 2 diabetes. The most effective interventions to lower CVD  risk  remain control of cholesterol (30% RRR) and blood pressure (20% RRR). Routine use of statins in patients with DM aged >40 years, and tight control of blood pressure if necessary using multiple agents, are recommended in primary care.

Latest NICE guidelines  (NICE guideline CG87 updated May 2009) (http://www.nice.org.uk/CG87)

UKPDS clearly showed the progressive nature of T2DM with increasing blood glucose over time despite therapy. In addition to metformin and sulphonylureas (such as gliclazide)  , once HbA1c exceeds 7.5% NICE  now recommends a range of options at step 3. These include addition of insulin; but also alternatively glitazones, sitagliptin (or other DPP4 inhibitor), and exenatide. They stress the importance of patient choice and acceptability, and form a useful guide to clinicians. Currently gliptins and exenatide are restricted for use in Oxfordshire but this may well change in the near future as their clinical place becomes clearer.

Insulin addition In the light of the above the decision to add insulin to improve blood glucose control needs to weigh up a number of factors relevant to the individual patient.

Patients  Will want to achieve the best treatment regimes with the best outcomes possible for them. Despite this many will remain reluctant to start a treatment requiring regular injections; increased need for monitoring; likelihood of weight gain; and increased risk of hypoglycaemia associated with insulin treatment.

HbA1c  The higher the level of Hba1c the greater the risk of complications. Since the risk increase exponentially a patient who lowers their HBa1c from 11% to 10% is likely to lower their risk of complications more than a patient reducing their Hba1c from 8% to 7%.
Age   Younger patients are likely to live with the risk of complications for longer. 

Microvascular disease  

· Patients who already have background, or more advanced, retinopathy. 

· Patients having protinuria or rising levels of urinary microalbumin.

Will be at greater risk of progression of microvascular disease.

Obesity  Intensification of treatment with insulin will tend to exacerbate weight gain and increase the risk of hypoglycaemia.

Occupation  Professional drivers, those working at heights or with machinery, need special consideration, and exenatide is an option for them.

Achievable goals  The American Diabetes Association currently recommends insulin addition at an HbAc1c of 7.0% or greater. The average attained Hba1c post insulin addition in one Oxfordshire practice with 7 years experience of insulin addition is 8.3%, so this may not be realistic with current treatment regimes. It will of course be expensive in staff time ; increased drug and monitoring strip costs.

A recent study (ACCORD) has suggested that very intense treatment regimes necessary to achieve low HbA1c levels (6.5%) over time in Type 2 DM may increase cardiovascular risk rather than lowering it.

Recommendations

The Oxfordshire Tier 2 diabetes service should prioritise insulin addition for those patients at highest risk especially of microvascular complications over time; starting with the younger patients with the highest HbA1c levels. It should aim to move towards NICE recommendations of intensifying treatment at HbA1c levels > 7.5% and consider a range of options to achieve this.

Appendix 7 

Free support to provide the service 
· Locally available training 


· Community Diabetes Specialist Nurse (DSN) service which will provide advice to clinicians in primary care. These DSNs will not manage patients themselves in participating practices, but provide advice and supervised practice to develop the skills of primary care clinical staff. 

· Provision of “Diabetes information pack” quarterly which benchmarks each practice against all others, on measures including the number and percentage of people with diabetes

1. attending diabetes outpatients appointments in the last quarter
2. With most recent HbA1c being under 9 in the last year
3. With most recent blood pressure being under 145/85 in the last year
4. Attending retinal screening in the last year
5. With most recent cholesterol being below 5 in the last year
6. With Personalised Care Plans agreed in the last year

7. Annual rates of complications (from National Diabetes Audit) 
Publication of “Diabetes information pack” data on PCT website and intranet


· e-mail advice from Oxford Radcliffe Hospitals NHS Trust  oxon.diabetes_lipidsadvice@nhs.net
· Production of a “How to do it” or “Good Practice Guide” based on experience from successful Practices and best evidence.
· Information so people can understand their condition: 
The PCT will provide free of charge for all those newly diagnosed with type 2 diabetes the booklet “Type 2 Diabetes for beginners”  published by Diabetes UK, and host on it’s website a list of local services which may be of use to people with diabetes. For those not able to understand English information is produced by Diabetes UK in 10 languages http://www.diabetes.org.uk/Other_languages/  There is also a tape version available from Diabetes UK for those unable to read.  For people with learning disabilities there is a free DVD.  https://www.diabetes.org.uk/OnlineShop/New-to-Diabetes/  The PCT has also commissioned structured education for people with newly diagnosed type 2 diabetes (Diabetes2gether). 
· Provision of information so people can understand the results of their annual review.  A leaflet explaining how to interpret these results will be provided by the PCT. 


· Provision of a standard format for Personalised Care Plans to improve quality of life through the use of medication and lifestyle changes.

· A leaflet produced by the PCT which will explain for patients what to expect from the process of developing a personalised care plan. The leaflet will also be available on the PCT website and intranet.

· A free workshop provided by the PCT which will explain how Personalised Care Planning operates. This will build upon the positive experience of clinicians nationally, in the management of people with diabetes.

· Diabetes E audit feedback which will identify priorities for improvement within the practice

· Health Advocates to support work with those from BME groups 
Contact http://www.oxfordshirepct.nhs.uk/patient-matters/language-and-cultural-support.aspx

Appendix 8
Training and development 
This is not an exhaustive list, as there will be other organisations providing such training, and neither does it mean any particular provider is recommended. 

Robust clinical supervision is also required to maintain competence

Training which contributes to adequate competence

	Skill
	Training provider 
	Approximate cost

	Help individuals with diabetes to change their behaviour
	PCT Smoking cessation team

Contact: Laura Wardak

Smoking Cessation Co-ordinator

Oxfordshire Smoking Advice Service

Oxfordshire PCT

0845 40 80 300


	Free

	Diabetes Certificate (Degree level)
	Oxford Brookes University 

Module: Caring for People with Diabetes (30 CATS points at  degree) available to all health care professionals 
http://shsc.brookes.ac.uk/courses/post-qualifying/sc/caring-people-diabetes 

Course Leader: Marion Waite diabetes@brookes.ac.uk 
01865 488122

	Free to nurses there is a cost for doctors  

	Diabetes Certificate (Degree level)
	Warwick University Medical School 

6 days (1/month) at Warwick

Certificate in Diabetes Care (CIDC)

http://www2.warwick.ac.uk/fac/med/study/cpd/subject_index/diabetes/cidc?fromGo=http%3A%2F%2Fgo.warwick.ac.uk%2Fcidc%2F
and 

http://www2.warwick.ac.uk/fac/med/study/cpd/subject_index/diabetes/cidc/wms_cidc_95514.pdf
Course Director: Louise Skelton 024 7657 3854

l.skelton@warwick.ac.uk 


	Approximate £750 course fee

Runs 4 times per year, next course in Sept 2009. 



	Insulin workshop for GPs and nurses (Addition of insulin to drug regimen)


	Warwick University Medical School 

Intensive Management in Type 2 Diabetes
http://www2.warwick.ac.uk/fac/med/study/cpd/subject_index/diabetes/imt2d 

3 day course can be delivered locally for groups of 5 – 15 people. 

Terri O’Connor 07725 765364

Adequate for insulin initiation aspects of the LES, when followed by supervised clinical practice and assessment of competence.
	Free

	Insulin workshop for GPs and nurses (Addition of insulin to drug regimen)


	ORH Trust (OCDEM)

Contact: janet.sumner@orh.nhs.uk 

Adequate for insulin initiation aspects of the LES, when followed by supervised clinical practice and assessment of competence. 

*If a nurse has already attended a previous course and they are currently working in the practice, it is still only £75 for the GP
	£75 per person if a GP and nurse come together. 


£100 if a GP attends without a nurse*. 

	Non-Medical Prescribing (v300)
	Oxford Brookes University 

Masters level, 30 CATS points. (A medical supervisor is required)

http://shsc.brookes.ac.uk/courses/postgraduate/sc/non-medical-prescribing
Contact: prescribing@brookes.ac.uk

	No course fee. 


Other training which may have been undertaken, but which is a lower standard than required for the LES
	Primary Care Diabetes Course (PCDC)
	ORH Trust (OCDEM)

(3 day) Introduction to diabetes management 

Contact: janet.sumner@orh.nhs.uk 


	Approx £75/person
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