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Type 2 diabetes in Northern Ireland
Key facts

Effective treatment of Type
2 diabetes requires a focus
on prevention and early
detection; strong workforce
planning; education of
patients to help them
sell-manage the condition;
and integrated patient
information systems

Type 2 diabetes
complications account

for over 4,000 hospital

admissions and 15,000
patient bed days annually

These treatment costs
account for 10% of current
local healthcare expenditure

and this could rise to

17% by 2035

88,000 adults in NI

have been diagnosed with

diabetes (almost 6% of the
population) - 20% are
Type 2 diabetes cases

Local treatment costs for
diabetes are estimated

at £400 million
annually

Type 2 diabetes prevention and care

Local diabetes levels have
incresed by 71% since
2004-05 and are forecast
to continue to rise sharply

If Type 2 diabetes is
not detected early and
appropriate treatment

provided serious
complications can arise

These complications can
include blindness: kidney
and cardiovascular disease;
lower limb amputations;
stroke and depression
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Type 2 diabetes— The Human Impact

Case Study |

John [not his real name) landed on the floor when
getting out of bed one moming in July 2012. Tests
conducted by his local GP showed that he had
lost the feeling in his toes (neuropathy), and had
developed Type 2 diabetes. When John, then
aged 53, fold his employer, he had to leave his
construction job as the employer’s insurance would
not cover someone with neuropathy.

John returned home to live with his mother. He sold
his car and stopped driving to encourage himself to
take more exercise. His local GP also referred him
to a diabetes education course in the Belfast Trust.

“The best two hours | ever spent. They were
very honest and direct about how serious Type
2 diabetes is, explaining what | could do. |
went on to websites and attended a further
course to learn how to improve my own
control. I listened to the advice on diet and
complied with my medication and determined
that diabetes would not control me or my life.
| joined Diabetes UK and was interviewed to
become a volunteer working, learning and
mentoring along with others who had the
condition.”

By 2014 John lost sensation below both knees.
At this stage, specialists advised he had probably
developed diabetes five years before his 2012
diagnosis. A hole developed in one eye leading
fo leaking fluid which needed to be cauterised to
prevent bleeding and his diabetic refinopathy is
now regularly reviewed. In 2015 he developed
skin issues on the soles of his feet requiring removal
of dead skin by community podiatry services and
home visits by a district nurse to change dressings
fo prevent infection.

In 2016, John developed foot ulcers on his heel
and toes and was hospitalised for treatment. The
ulcers were healed but within months, following
a knock when not wearing footwear, John had

fo have two toes amputated. On discharge from
hospital, he received regular home visits from the
community diabetes team to support recovery and
help deal with the challenge of confrolling his
diabetes.

In 2017, as part of ongoing referral o hospital
specialists, there was concern John would develop
a Charcot foot, a significant complication of
diabetes which may require the amputation of the
rest of his toes or the whole foot.

In February 2017, John developed a leaking heart
valve. At this stage, examinations showed that no
further amputation could be undertaken on his foot
for fear of an infection going to his heart. He was
fold the heart complication would be life limiting
and a consequence of his Type 2 diabetes. In July
2017, John had the fifth anniversary of his Type 2
diagnosis and was on the last phase of diabetes
medication before he would need to adminisfer
insulin permanently. If he experiences any shortness
of breath or chest pain, he is directed to go straight
to the Heart ward. “Diabetes has now become
my constant life battle”.
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Type 2 diabetes— The Human Impact

Case Study 2

Michael (not his real name) often watched his sister,
who had Type 2 diabetes, test her blood sugars at
home with a glucose meter. Given the family hisfory
of diabetes, she asked to test him, and twice over
a short period in 2004, found he had high blood

sugars.

Tests by Michael's GP confirmed that he also had
developed Type 2 diabetes. Michael was surprised
but not shocked. Whilst he was five foot ten and a
fit 12 stone, diabefes was prevalent in the family,
with his sister Type 2 and a grandmother and aunt
who were both Type 1.

Michael was referred to a dieticion and a
podiatrist by his GP and within four months a
Diabetes Specialist Nurse (DSN) referred him to

a DESMOND selfmanagement course. He was
provided with the necessary equipment to help him
regularly measure his blood glucose. Michael was
also prescribed a first line oral freatment {metformin)
and an Ace Inhibitor to use for the rest of his life,
as well as blood pressure tablets to profect his
kidneys.

Whilst he attended annual eye and foot screening,
a fear of needles hung over Michael when
aftending his annual blood sugar review. By 2008,
Michael needed additional medication to manage
his blood sugars, and by 2011 his daily regime

of planning when and what fo eat was causing

him significant distress. As his blood sugars were
consfantly fluctuating, he was referred to a Diabetes
Hospital Consultant who suggested moving to daily
insulin injections. Acknowledging Michael's needle
phobia, the consultant referred him to a specialist
Trust team but he resisted meeting them for 12
months. Eventually, following five months specialist
mental health support, he began fo inject himself
twice daily with insulin. However, he relapsed,

and by the end of 2013 he had not injected his
insulin for six weeks. Increasingly worried about his

diabetes control, Michael phoned the DSN af the
hospital who immediately referred him back to the
specialist team. Attending his annual flu injection
had also became a challenging experience. Whilst
flu jabs help reduce the risk of contfracting seasonal
influenza which can cause a deterioration in blood
sugar management, Michael had fo visit the local
surgery three times before he could cope with
having this injection.

In 2014, Michael again stopped injecting his daily
insulin. When he contacted the hospital, he was
fold that there could be no further referral to that
specialist feam.

“I realised | had to sort myself out with my
phobia to beat the diabetes. | now have a
mini routine that, if not broken, | can manage
the two daily insulin injections. It can take ten
minutes, sometimes an hour when | get out of
bed in the morning.”

Diabetes has never stopped Michael working

and although he looks forward to retirement, he
remains worried that he may again stop taking his
injections, and about the possible consequences of
missing future flu injections.
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Glossary

Bariatric Surgery

Blood Glucose
Blood Lipids
Blood Pressure

Diabetes Network

Diabetes Strategic
Framework

Diabetes UK

National Diabetes
Audit

The Steering Group

The Taskforce

Type 1 diabetes

Type 2 diabetes

Undiagnosed diabetes

Medifying the gastroinfestinal fract to reduce the infake and/or absorption of
food.

The amount of a type of sugar (called glucose] in the blood.
Mainly fatty acids and cholesterol which are present in the blood.
The pressure of circulating blood on the walls of blood vessels.

A group led by the Health and Social Care Board in parinership with the Public
Health Agency and Diabetes UK to take forward implementation of the 2016
Diabetes Strategic Framework.

Policy document for diabetes care in Northern Ireland published by the
Department of Health in November 2016.

The largest charity focused on diabetes research in the United Kingdom.

A comprehensive annual audit which measures the standards of diabetes care
being delivered in England and VWales.

The Diabetes Review Steering Group (the Steering Group) was established by
the Department of Health in 2012 to undertake an updated review of local
diabetes care provision.

A group chaired by the Clinical Resource Efficiency Support Team (CREST) and
Diabetes UK which reported on the standards of diabetes care in Northern
Ireland in March 2003.

Type 1 diabefes is brought about by the destruction of the insulin-producing
Bcells of the pancreas by the body’s own immune system. This results in an
inability of the pancreas to produce insulin, allowing glucose to build up in the

blood.

Type 2 diabefes is heavily linked to lifestyle factors such as being overweight
or obese, lack of exercise and an unhealthy dief. Symptoms develop when the
body does not respond properly to the presence of insulin (insulin resistance),
sometimes combined with a deficiency in absolute insulin levels.

People who have developed the disease but have not yet been formally
diagnosed by healthcare providers.
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Abbreviations

CREST Clinical Resource Efficiency Support Team
DESMOND Diabetes Education and SelfManagement for Ongoing and Newly Diagnosed
HSC Health and Social Care

KPI Key Performance Indicators

NAO National Audit Office

NICE National Insfitute for Heath and Care Excellence
PCT Primary Care Trusts

PfG Programme for Government

PHA Public Health Agency

QOF Quality and Outcomes Framework

RQIA The Regulation and Quality Improvement Authority

WITE Whole Time Equivalent
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Executive Summary

1. There are two main types of diabetes
(Type 1 and Type 2). Once developed,
Type 2 diabetes is a lifelong condition
that causes a person’s blood glucose
level to become too high, either because
the body does not produce enough
insulin, or the bodys cells do not react to
insulin. Type 2 diabetes is more common
in older people and is closely associated

with obesity.

2. In Northern Ireland, available stafistics
indicate that 88,000 people, or around
5.7 per cent of the population, have
been diagnosed with diabetes, and
that around Q0 per of these are Type
2 cases. The number of local people
living with diabetes is increasing
annually — and has risen by 71 per cent
between 2004-05 and 2015-16. Type
2 diabetes can have a major impact
on the physical and psychological
wellbeing of individuals and their
families. Moreover, when diabetes is not
identified early and not wellFmanaged,
serious and even fatal complications
can arise, such as heart disease, kidney
disease, stroke, amputations, and
blindness.

3. Whilst treatment costs of Type 2 diabetes
have proved difficult to quantify with any
precision, Diabefes UK (Northern Ireland)
has estimated that, locally, they amount
to around £400 million annually'. This
equates to over £1 million per day,
or 10 per cent of the local health and
social care budget. The costs of treating
diabetes-elated complications are
particularly high, and may account for
up to 80 per cent of overall healthcare
spend on the condition.

These costs will continue fo rise
significantly if the current situation
remains unchecked. However, providing
better support for people to manage their
Type 2 diabetes offers an opportunity

fo delay, or avoid, significant numbers
of complications and, over a sustained
period, potentially provide patients

with a better quality of life and save the
local healthcare system tens of millions
of pounds. One estimate by Diabetes
UK has suggested that if 75 per cent of
local diabetes patients were treated in
accordance with best practice, health
and social care could save £75.5

million by 2030.

Since the publication of an initial
blueprint report on local diabetes
services in 20032, a range of local
initiatives have not succeeded in
reversing the increased prevalence of
obesity and Type 2 diabetes. Whilst
measures have also been taken to try
and enhance Type 2 diabetes care,
the absence of a specific framework
for diabetes care until late 2016,
and limited data and management
information, means that we were
unable to draw any clear conclusions
on whether, and to what degree, the
standard of patient care and outcomes
for Type 2 diabetes have improved.

Moreover, the development of high
quality services which align with best
practice has been slow, and any
improvements intfroduced have been
insufficient to cope with the increased
prevalence of the condition. In our view,
more tangible progress could have been
achieved had the strategic approach to

1 Diabetes in Northern Ireland: The human, social and economic challenge, Novo Nordisk, Diabetes UK and C3

Collaborating for Health, April 2012.

2 ‘Blueprint for Diabetes Care in Northern Ireland in the 2 1¢ Century’ (CREST and Diabetes UK), March 2003.
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delivering diabetes care, set out in the
new Diabetes Strategic Framework®,
been introduced much earlier.

7. If the subsfantial human and cost
burden of Type 2 diabetes is fo be
minimised, effective sirafegies to reduce
incidence and patient complications
must be implemented. The new Diabetes
Strategic Framework recognises that
community based services play a vital
role in providing people with care and
support, including support to care for
themselves. For people with Type 2
diabetes, “self-care” is about dealing
with the impact of the condition on their
daily lives. A growing body of evidence
demonstrates that supporting people
with long term conditions fo selFmanage
offers improved clinical and *quality
of life” outcomes. It can also minimise
increases in healthcare costs.

8. All parts of the health and social care
system need to make self-care a real
priority, for the benefit of patients and to
minimise the burden on the healthcare
system. In this confext, we found that the
exfent fo which patients are supported
fo successfully selF-manage their Type 2

diabetes could be significantly improved.

This report, therefore, calls for a stronger
focus on the provision of structured
patient education.

9. We also found that there has been
limited formal monitoring and
measurement of care standards and
patient outcomes for Type 2 diabetes.
This report endorses the Framework’s
recognition that fully integrated patient
information systems must be developed

and calls for reliable baseline data o
be established, in order to facilitate
the measurement of care outcomes. In
the absence of appropriate sysfems,
Northern Ireland has been unable to
participate in the National Diabetes
Audit, which measures standards of
care and oufcomes across England
and Wales. It aims fo improve services
through benchmarking performance
across providers, identifying and sharing
best practice and identifying areas in
which improvement in the quality of
freatment is required.

The performance of healthcare staff is
also fundamental to the quality of care
and outcomes delivered to Type 2
diabefes patients. Whilst some evidence
exists that the resourcing devoted to
specialist diabetes care has increased
since the 2003 blueprint, this has

been insufficient o keep pace with the
rising prevalence of Type 2 diabetes,
and in some instances, the numbers

of specialists providing dedicated

care has actually reduced. This report
highlights the importance of a specific
workforce plan for diabetes care which
is scheduled to be completed by 2019.

As the prevalence of Type 2 diabetes
increases, health and social care
professionals come under increasing
pressure fo cope with the volume of
cases, and it is very likely that the
current model of care provision will
become unsustainable. Responding
to these challenges is at the core of
improving care quality, improving
health, and managing existing resources
more effectively. However, significant

3 The Diabetes Strategic Framework was published by the Department of Health in November 2016.
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Executive Summary

12.

additional up-ront investment may also
be required to increase the availability
of structured patient education, and fo
address any significant staffing shortfalls
which might be identified by future
workforce planning.

The current Diabetes Strafegic
Framework has set the direction for local
diabetes care until 2027. Based on
current estimates, the local healthcare
system is expected to incur expenditure
of at least £4 billion in this period

on treafing diabetes. However, if the
implementation of the Framework does
not succeed in securing meaningful
advances in preventing Type 2 diabetes
and in minimising patient complications,
the future cost burden on the healthcare
system will almost certainly be
significantly greater.
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Part One:

Introduction and Background

Introduction

1.1 Diabetes is a chronic condition that
occurs when the body is unable to
sufficiently produce, or properly use,
insulin to absorb sugar. The disease
manifests itself in two forms:

e Type 1 (the rarer of the two forms)
is characterised by the destruction
of the insulin-producing B-cells of the
pancreas by the body’s own immune
system. B-cell destruction results in an
inability of the pancreas to produce
insulin, allowing glucose fo build up
in the blood. It mostly develops in
children, young people, and young
adults; and

e Type 2is heavily linked fo lifestyle
factors such as being overweight
or obese, lack of exercise and an
unhealthy diet. Symptoms develop
when the body does not respond
properly fo the presence of insulin
(insulin resistance), sometimes
combined with a deficiency in
absolute insulin levels. It is most
commonly diagnosed in adults over
40, although it is increasingly found
in children and young adults. Family
history and genetic predisposition
are also significant risk factors for
this condition. It is important fo nofe
that the aging population has also
confributed to the rise in new cases
of this variant of diabefes.

Whilst the management information
held by the Department of Health

(the Department) does not distinguish
between the two types of diabefes, it
estimates that approximately Q0 per
cent of local cases are Type 2 diabetes,
which is the focus of this report.

Local diabetes levels have risen by
over 70 per cent since 2004-05

1.2

Figure 1 shows that there has been @
significant and consistent increase in the
level of diagnosed diabetes cases in
recent years. By 2015-16, over 88,000
adults had been diagnosed with the
condition, a 71 per cent increase on
2004-05 levels. Key factors contributing
fo this increase include an ageing
population and high levels of obesity
(over a quarter of the adult population).
A review conducted for the Department
in 2014 concluded that the increase

in diabetes was also affributable to
improved defection and recording of
people in primary care.

Whilst the local increase is in line with a
global trend, the prevalence of diabetes
here is slightly lower than in England
and Wales, but slightly higher than in
Scotland (Figure 2).
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Figure 1: Number of people aged 17 or over diagnosed with diabetes (Types 1 and 2) in Northern Ireland
2004-05 to 2015-16

88,305
84,836

2015-16

81,867
79,022
VER:174
72,692
68,980
65,066
60,822
56,924
54,950
51,541

2004-05

40,000 50,000 60,000 70,000 80,000 20,000 100,000

Source: Quality and Outcomes Framework (QOF)

Figure 2: Number and % of people diagnosed with diabetes (England, Scotland, Wales, Northern Ireland and
UK overall) 2012 to 2016

Number and % of people diagnosed with diabetes

England 2,566,436 2,703,044 2,814,004 2,913,538 3,033,529
(5.8%) (6.0%) (6.2%) (6.4%) (6.5%)
Scotland(1) 234,871 252,599 259,986 271,312 280,023
(4.4%) (5.6%) (5.9%) (4.8%) (4.9%)
Wales 167,537 173,299 177,212 183,348 188,644
(5.3%) (6.7%) (6.9%) (7. 1%) (/.3%)
Northern /5,837 /9,072 81,86/ 84,836 88,305
Ireland (4.0%) (5.3%) (5.3%) (5.6%) (5.7%)
UK 3,044,681 3,208,014 3,333,069 3,453,034 3,590,501
(4.6%) (6.0%) (6.2%) (6.2%) (6.4%)

Source: Quality and Outcomes Framework (QOF)

Note (1) — Diabetes UK (Scotland) fold us that the Scottish Diabetes Survey has produced different figures for the prevalence of
diabetes in Scofland than identified by QOF — 4.9% (2012), 5.1% (2013), 5.2% (2014), 5.3% (2015) and 5.4% (2016).
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Introduction and Background

1.4 If recent trends contfinue, new cases
of Type 2 diabetes and the number of
people living with diabetes will continue
fo escalate significantly. Although the
Department has not commissioned any
future local projections, analysis of data
gathered for the Quality and Outcomes
(QOF) Framework suggests that, by
2020, just over 100,000 people
in Northern Ireland will have been
diagnosed with diabetes. However,
in addition to the current 88,000
diagnosed cases, it is recognised
that there are likely to be a significant
number of undiognosed cases locally.
There are difficulties with robustly
estimating numbers, but Diabetes UK
estimates that there may currently be
13,000 such cases. Consequently,
100,000 people (6.6 per cent of
the population) may already have
developed the condition. Diabetes UK
fold us that an enhanced forecasting
model for diabetes prevalence was
infroduced in England in September
2016, and that the introduction of a
similar local model would deliver key
benefits including, for example, assisting
the Department’s future workforce
planning for diabetes care.

People who develop Type 2 diabetes
can develop serious and even fatal
complications

1.5

Diabetes is a lifelong, progressive
disease. It is typically a disease

with slow progression and its early
stages may be largely symptom free.
However, its longer ferm consequences
are exiremely serious. Research has
found that Type 2 diabetes reduces life
expectancy by up to ten years*. Official
statfistics show that, between 2004

and 2015, 2,315 deaths in Northern
Ireland (1.3 per cent of all recorded
deaths) were attributed to diabetes, with

the annual number of deaths ranging
from 160 to 229°.

However, these statistics potentially
understate the actual number of deaths
directly related to diabetes. Diabetes
UK told us that, whilst research®

had found that the risk of stroke and
cardiovascular disease was four fimes
higher for people with diabetes than the
general population, and that diabetes
is the leading cause of end stage renal
disease, deaths arising from these
condifions are not always classified as
being directly related to diabetes.

Serious longterm complications can also
arise if Type 2 diabetes is not detected
early and patients are not provided with
freatment to maintain their blood

4 Diabetes in the UK 2010: Key Statistics on Diabetes.
5 NISRA dafa.

6 Research by the International Diabetes Federation.
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glucose, blood pressure and blood
lipids within recommended levels. For
example:

® People with diabetes are 15 times
more likely to require a lower
limb amputation than the general
population”.

e In 2014, 1,495 people with
diabetes were admitted to hospital
locally for limb amputations and end-
stage renal disease®.

* locally, between 150 and 200 limb
amputations are carried out annually,
80 per cent of which could be
prevented”.

e Diabetes patients have an increased
rate of depression compared with the
general population'.

The local healthcare system spends
an estimated £400 million annually in
treating diabetes

1.8 The Department does not hold robust
data on diabetes freatment cosfs'". In
November 2015, in response to an
Assembly question, it explained that
"the full costs of freating diabetes and
diabetes related ailments cut across the
acute and community sectors, as well as
Family Health Services. As such, these

costs are not readily available and could
only be provided at disproportionate
cost”.

Whilst treatment costs for Type 2
diabetes have proved difficult to
quantify with any precision, it is widely
acknowledged that they are significant.
An estimate compiled in 2012 has
suggested that, locally, costs for treating
all types of diabetes amount to around
£400 million annually!?. This represents
10 per cent of the local health and
social care budget or over £1 million
spent on diabetes care every day.

Unchecked, these costs will continue to
rise given the forecast increases in the
future prevalence of diabetes (paragraph
1.4). In England, Diabetes UK has
estimated that, by 2035, 17 per cent of
the healthcare budget will be directed
fowards diabetes. Locally, a review
completed for the Department in 2014
concluded that rising treatment costs will
creafe “considerable pressure for the
Health and Social Care sector”. Whilst
it stated that specific economic analysis
of the total costs of local diabetes care
may be useful to help plan for future cost
pressures, this research has not yet been
commissioned.

The costs of treating diabetes-related
complications are particularly high. In
England, an estimated 80 per cent of

the current NHS diabetes budget is

7 Monitoring Data report , Information Department, PMSID, HSC Board, February 2016.

O

2011.

Inferim Impact Report 2016, Integrated Care Partnerships.

QOF Prevalence data in the Quality and Ouicomes Framework, Department of Health, Social Services and Public Safety,

10 Diabefes Strategic Framework Consultation Document, Department of Health, Social Services and Public Safety, March

2016.

11 Diabefes: Policies, Service Commissioning and Costs, Dr Anne Black, Research and Information Service Briefing Paper, June

2012.

12 Diabetes in Northern Ireland: The human, social and economic challenge, Novo Nordisk, Diabetes UK and C3

Collaborating for Health, April 2012.
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spent on this area.'® The Department 1.13
has limited data on the local costs of
treating complications, but it did estimate
the costs of treating diabetes in an acute
hospital seffing in 2010-11 at £68.6
million (£57.9 million of which related
fo Type 2 diabetes). However, such

costs are almost cerfainly significantly
higher, as this analysis excluded a wide
range of relevant expenditure'. In
addition, as paragraph 1.7 indicated,
there are between 150 and 200

lower limb amputations due to diabetes
annually. Estimates suggest that these
cost between £9,400 and £13,500
each, with individual hospital emergency
admissions for diabetes related
hypoglycaemic or hyperglycaemic
events costing between £816 and
£3,570".

Other available evidence further
illustrates the impact of diabetes
complications on the healthcare system.
Our 2009 report'® on obesity and Type
2 diabetes found that hospital treatment
for such complications represented the
largest single drain on direct healthcare
costs, constituting 4,000 hospital
admissions and 15,000 patient “bed
days' annually. In 2013, an audit of
local in-patient care also revealed that,
against a disease prevalence of around
4.5 per cent, patients with diabetes
were occupying 14.5 per cent of
hospital beds.

In addition to direct healthcare costs,
significant indirect costs also arise
from diabetes. These include lost
productivity, early refirement and an
increased requirement for social care
support. Estimates suggest that, from a
local perspective, these costs are also
significant!”:

® cosfs from lost working time and
early death from diabetes in 2006
were £13 million, and are forecast

fo rise to £26 million by 2026; and

e annual costs incurred by local
diabetes patients missing work,
fravelling for medical treatment,
losing employment and retiring early
were £12.4 million.

We acknowledge that disaggregating
the costs associated with Type 2
diabetes is not straightforward.
However, without an effective costing
system, HSC Trusts will struggle to assess
how resources can be allocated most
effectively, or to evaluate the financial
impact of their programmes for tackling
the disease. The restricted ability to

link cost to process improvements or
outcomes could also potentially hinder
them in making systemic and sustainable
cost reductions.

Research'® indicates that aligning costs
with processes for identification, early

13 The management of adult diabetes services in the NHS: progress review, National Audit Office, HC 489, 21 October

2015.

14 This estimate did not take account of high cost drugs which may have been administered, or costs associated with critical
care, rehabilitation, renal dialysis, A&E and outpatient, ambulance service, primary care services, screening services,
prescribing and community and personal social services

15 National Institute for Health and Clinical Excellence research (2011).

16 Obesity and Type 2 Diabetes, NIAO, 2009.

17 Diabetes in Northern Ireland: The human, social and economic challenge, Novo Nordisk, Diabetes UK and C3

Collaborating for Health, April 2012.

18 Estimating the current and fulure cost of Type I and Type 2 diabefes in the UK, N. Hex et al, York Health Economics
Consortium, Diabetic Medicine, 2012
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infervention and freating complications
can provide a baseline which may be
used to examine how changes to the
way Type 2 diabetes is treated might
impact on overall costs. This model
illustrates the potential for examining
different scenarios and identifying cost
savings which could be realisable from
reducing or delaying complications.
Such a model may demonstrate how
investment in effective treatment can
reduce the overall cost burden of Type 2
diabefes.

Recommendation

Enhanced information on Type 2 diabetes
treatment costs would assist the Department in
future financial planning and in establishing
benchmarks to assess the scope for managing
and minimising expenditure in the area. We
recommend that the Department explores the
feasibility of establishing a cost model, for
measuring and managing treatment costs.

Audit objective and scope

1.16  This study assesses the exfent to which
the Department and its health and
social care partners have strong policy,
strategies and information sysfems in
place to meet the needs of people
living with Type 2 diabetes, or those at
risk of developing the condition, whilst
at the same time frying to minimise
the significant cost burden which the
condition is imposing on the local
healthcare system.

Our report confains three main sections:

Part 2 reviews the development of local
policy on Type 2 diabetes care, and
the exfent fo which current arrangements
provide an effective basis for dealing
with the escalating prevalence of the
condition.

Part 3 assesses progress against
challenges presented by four key areas
which are essential to the delivery of
effective diabetes care:

* improving disease management
for people with Type 2 diabetes o
reduce complication rates;

* establishing effective monitoring
systems fo identify and support
those at risk of developing Type 2

diabetes:

* building the workforce capacity and
capability to meet the needs of those
living with Type 2 diabetes; and

* infroducing a range of inferventions
fo help creafe an environment
focused on prevention.

Part 4 examines the performance of
health care providers in delivering
recommended care standards for Type
2 diabetes and the impact on patient
outcomes.

A methodology for the report is
contained ot Appendix 1.
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albumin, and blood lipids. The infroduction

Timeline summar
Y of similar checks had previously been

2.1 This part of the report outlines how local recommended by CREST in 1996,
policy for Type 2 diabetes care has
developed from 2003 fo date. At the 2.3 The Taskforce also identified scope for
outset, it is useful fo briefly summarise the significant improvement in 18 individual
main developments during this period aspects of local diabetes care (Appendix
(Figure 3). 2). It concluded that seven of these care

aspects which related to Type 2 diabefes,
required early improvement:

2003 - A review concluded that

significant improvements in Type 2 * empowering patients in their care;
diabetes care were required, but its
recommendations were not formally e structured education to help patients
imbol ted selF-manage their condition,
implemente and education for healthcare
2.2 In March 2003, a Joint Taskforce (the professionals;
Taskforce), chaired by CREST and
Diabetes UK, published a *Blueprint for * eye screening for diabetes patients;
Diabetes Care in Northern Ireland in the
214 Century’. The Taskforce concluded * infegration of services across primary
that local diabetes patients should and secondary care;

receive annual checks on retinopathy,
blood pressure, neuropathy, urinary

Figure 3: Timeline of main policy developments in Type 2 diabetes care in Northern Ireland

Date Development

March 2003 A Joint Taskforce chaired by CREST'? and Diabetes UK, publishes a *Blueprint
for Diabetes Care in Northern Ireland in the 2 1¢ Century’.

June 2009 Three overarching standards for diabetes patients are included in the
Department’s Service Framework for Cardiovascular Health and Wellbeing.

July 2012 The Department establishes a Diabetes Review Steering Group (the Steering
Group) fo carry out an updated review of local diabetes services.

June 2014 The Steering Group report is published.

March 2016 Responding to the Steering Group findings, the Department issues a draft

Strategic Framework for diabetes care for public consultation.

November 2016 Following public consultation, the Department publishes a formal Diabetes
Strategic Framework. This report refers fo this document as “The Framework’.

Source: NIAO, based on Departmental recordss

19 Clinical Resource Efficiency Support Team.
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e emotional and psychological support
for diabetes patientfs;

e workforce planning; and

® improved patient management
systems linking primary and
secondary care.

2.4 In line with the other UK countries which
had already infroduced formal National
Service Frameworks for diabetes
care?, the Taskforce considered that
the blueprint was an integrated service
framework which would provide future
local strafegic direction for diabetes
services. It recommended that o
regional feam be established o oversee
the implementation of the required
improvements.

2.5 Although an implementation feam
was established in 2004, limited
progress was made in addressing the
Taskforce's recommendations. When
the implementation group reviewed
progress in 2008, it highlighted that a
range of inifiatives to address the areas
which required improvement were either
ongoing or had been implemented.
However, it did not definitively conclude
on the degree fo which the Taskforce's
expectations had been achieved, nor on
the action sfill required to fully implement
it's recommendations. Following this
review, the group did not meet again.

2009 - A Service Framework for
Cardiovascular Health included three
diabetes standards, but these were
subsequently withdrawn

2.6 Whilst the implementation of a formal
framework for diabetes care had slowed
after 2008, three overarching standards
for diabetes patients were included in
the Department's Service Framework for
Cardiovascular Health and Wellbeing
which was infroduced in 2009. These
standards, which reflected the fact that
Type 2 diabetes presents a significant
risk factor for the development of
cardiovascular disease, required that all
diabetes patients:

e should have the condition
diagnosed;

e would have access to education
about their condition, together
with emotional and psychological
support; and

* would be offered a review of their
condition at least annually by a
suitably qualified treatment feam.

2.7 These standards had clear potential
to deliver important benefits to Type 2
diabetes patients, and to help fill the
void created by the ongoing absence of
a specific diabetes framework. However,
when the Cardiovascular Framework
was reviewed in 20122' it was
apparent that a lack of data had resulted
in an inability to measure some of the

20 England (2001); Wales (2003); and Scofland (progressively between 2002 and 2012).

21 Independent Review of the Implementation of the Cardiovascular Service Framework, November 2012.
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Framework Key Performance Indicators
(KPIs), including those related to
diabetes. Consequently, the diabetes

standards were withdrawn in late 2012.

2.8 During this period, the Department also
launched two other policy initiatives
which had implications for diabetes
services:

® Transforming Your Care (2011)
intfroduced a new model for
delivering health and social care
services, with greater emphasis
on freafing diabetes patients in a
community setting, fo fry and reduce
the time spent by patients in acute
care.

e The Living with long Term Conditions
Strategic Framework (2012) outlined
the need to ensure that people living
with a long term condition like Type
2 diabetes are “able to maintain or
enhance their quality of life through
high quality services and supported
selFmanagement.” This Framework's
principles include working in
partnership, selF-management, and
providing information to carers and
patients. Similar to Transforming
Your Care, this Framework hopes to
improve patient outcomes, reduce
unnecessary hospital admissions and
move fowards a community based
care model, whilst mainfaining value
for money services.

2012 - The Department established
a Steering Group to reassess local
diabetes care standards

2.9

2.10

The 2003 Toskforce review had
recommended that an updated review

of local diabetes services should

be undertaken in 2008. However,

whilst the Taskforce did meet again in
2008 to review progress against its
recommendations, it was not until 2012
that the Department established a Diabetes
Review Steering Group (the Steering
Group) to complete a full review of
service provision. This Group subsequently
reported in June 2014.

The Steering Group review acknowledged
that strategies had been infroduced since
2003 to encourage healthier lifestyles,
and fo fry and prevent the spread of Type
2 diabetes??. It also outlined progress
made in several aspects of Type 2
diabetes care, including:

e the infroduction of a comprehensive
eye screening programme;

® the establishment of multidisciplinary
care feams fo freat diabetes patients;

® the infroduction of the Quality and
Outcomes Framework (QOF),
which aimed to ensure that diabetes
patients received key regular checks
within primary care; and

e the development of patient
information systems and registers.

22 In 2005, Fit Futures, a cross-departmental strategy, was published to tackle obesity in young people. As previously
mentioned, obesity is inextricably linked to Type 2 diabetes. This was followed more recently with the publication of “A
Fitter Future for All" (2012-2022) - a ten year strategy to tackle the prevalence of obesity in Northern Ireland. The strategy
adopts a "life course” approach to obesity —that is, focussing on all ages of the population. Its key aim is to “empower the
population of Northern Ireland to make healthy choices, reduce the risk of overweight and obesity related diseases and
improve health and wellbeing, by creating an environment that supports and promotes a physically active lifestyle and a

healthy diet".
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Overall, the Steering Group concluded
that local diabetes services had been
given “a cerfain degree of sirategic
priority in NI". However, it sfill
considered that care provision remained
inadequate and inequitable across the
region. The Group stated that “a greater
degree of strategic focus would have
led fo a more coordinated and equitable
evolution of services”.

In addition to the lack of formal
mechanisms to oversee the
implementation of the recommendations
flowing from the 2003 Taskforce

report, the Steering Group highlighted
a leadership deficit in the management
and coordination of services for

Type 2 diabetes. It proposed that the
recommendations from the Steering
Group's review of the Taskforce Report
should serve as a “roadmap for
diabefes so that the gaps in services
and emerging priorities identified by the
Steering Group can provide the basis for
a way forward for service development,
enable priorities fo be identified for
commissioners and the formulation of
appropriate standards for the provision
of care for people with diabetes”.

2016 - The Department published a
Diabetes Strategic Framework

2.13  Inresponse fo the findings of the Steering
Group and other sfakeholders, the
Department issued a draft Strategic
Framework for diabetes care in March
2016. Following public consultation,

the formal Framework document was

published in November 2016. This
outlined a proposed strategic direction
for diabetes care and the prevention of
Type 2 diabetes for the next decade,
with a vision to provide “care which
improves outcomes for people living
with diabetes, or at risk of developing
diabetes”.

The Framework includes a draft
implementation plan which contains

31 proposed improvement actions
(Appendix 3) across seven key themes
(Figure 4). These themes broadly reflect
areas highlighted by the 2003 Taskforce

and 2014 Steering Group reviews.

2.14

Figure 4: Key themes of the Diabetes Framework

® q parinership approach to service
fransformation — clinical leadership and user
involvement:

 supporting selF-management — empowering
people through structured diabetes
education;

e prevention, early defection and delaying
complications;

 using information to optimise services and
improve outcomes for people living with
diabetes:

* services for people living with diabetes,
particularly those requiring bespoke treatment
and care;

* enhancing the skills of frontline staff; and

® encouraging innovation.

Source: Diabetes Strategic Framework (2016)
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The Department faces significant
challenges in implementing and
resourcing the Framework

2.15

Figure 5: Delivery of care processes to diabetes patients in the UK

The infroduction of a specific diabetes
care framework does not necessarily
guarantee successful implementation on
the ground. Experience elsewhere in the
UK demonstrates that the necessary care
standards are not always delivered in
practice (Figure 5). While the current
Framework has more clearly defined the
requirements for local diabetes care, the

2.16

onus for actually delivering these will lie
with stakeholders across the health and
social care system.

A Diabetes Network, led by the

Health and Social Care Board (HSC
Board) in parinership with the Public
Health Agency (PHA] and Diabetes UK
(Northern Ireland), and involving people
living with diabetes, was launched

in November 2016. It will have

confrol over a specific budget and be
responsible for allocating the resources

Source Findings

National Diabetes Audit | ®

In 2009, only 49 per cent of people with diabetes in the UK had
received all the care processes recommended for the monitoring of risk
factors for tissue damage.

® In 2009-10, the percentage of diabetes patients in England receiving
the nine National Framework checks varied from 6 per cent to 69 per
cent across Primary Care Trusts (PCTs).

® [n2010-11, 60 per cent of patients in Wales had received all nine key
checks within the region’s National Service Framework, but there were
variations across Health Boards and for individual checks carried out.

National Audit Office .

In 2009-10, only 16 per cent of diabetes patients in England had
received all the National Institute for Health and Care Excellence
(NICE) treatment standards; 69 per cent had not received any of these;
and 15 per cent were not tested af all.

® In 2012, the Department of Health (GB) had not exercised sufficient
accountability over PCTs which had not delivered the recommended
standards of care.

Diabetes UK .

In England, only half of the recommended NHS health checks for
diabetes had been carried out; a number of PCTs had not carried
out any of the checks; and less than half of people with diabetes
were receiving all nine of the care processes which NICE considered
essential fo reduce complications.

Source: National Diabetes Audit, National Audit Office and Diabetes UK
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required fo implement, by specified
dates, the Framework's proposed
improvements?®. Whilst the Diabefes
Network has lead responsibility for
overall implementation, responsibility for
delivering the individual improvement
actions has been allocated to individual
stakeholders (including the Department,
the Diabetes Network, the Public Health
Agency (PHA) and the HSC Board).

Although the HSC Board has estimated
that approximately £5.6 million will

be required fo implement the service
changes envisaged by the Framework in
2017-18, the tofal cost of implementing
all the Framework measures is not yet
apparent. For instance, an updated
workforce plan for diabetes care which
may also identify a need for significant
additional funds will not be completed

until 2019.

The ongoing budget pressures could
also create a lack of clarity over whether
the significant investment which may

be required fo fully implement some
proposed Framework measures will be
available. Whilst we acknowledge and
support the Framework’s aspiration fo
make better use of existing resources
through developing more innovative and
effective approaches to diabetes care,
we also consider that the nature and
scale of the problem, with fen newly
diagnosed cases daily, may inevitably
create a need for some additional
resources fo deliver future services

It is therefore important that the costs
of fully implementing the Framework
are identified as soon as possible.
This will help the Department and the
Diabetes Network identify whether

the funding required will be available,
or whether resources may have to be
prioritised fowards key areas. In taking
future funding decisions, consideration
should also be given to the potential

of any upront investment generating
future savings through, for example,
enhanced prevention and early detection
reducing expensive and infensive
freatment required to address patient
complications. This will help demonstrate
both the potential savings and long term
value for money achievable.

Conclusions

2.20

Despite the prolonged delay, the
publication of the Diabetes Strategic
Fromework brings an important focus

fo the planning and management of
local diabetes services. Given the
Steering Group's view, acknowledged
in the Framework, that key shortcomings
in aspects of Type 2 diabetes care
highlighted by the Taskforce in 2003
still required attention, it is difficult to
understand why the development of the
current Framework has taken such a long
time. Whilst various policy initiatives
introduced since 2003 will likely have
contributed to improving diabetes care,
it is questionable whether these have
adequately addressed the 71 per cent
increase in diabetes levels since that
time. In our view, the earlier introduction
of a core document defining strategic
priorities, performonce measures,
fimelines and expected outcomes would
have better supported and strengthened
the delivery of diabetes services.

23 The Department is also currently developing terms of reference and governance arrangements for the Diabetes Network,

and identifying suitably qualified and inclusive membership.



20 Type 2 diabetes prevention and care

Part Two:

Policy development for Type 2 diabetes care

2.21 Coing forward, it is also imporfant that
lessons are learned from the experience
with the 2003 blueprint, where the lack
of robust implementation arrangements
was a key factor behind the limited
progress achieved in taking forward
it's recommended improvements. VWe
consider it essential that the Diabetes
Network exercises strong and sustained
central oversight to ensure that overall
progress in delivering the Diabetes
Strategic Framework is in line with
expectations.

Recommendations

To ensure full implementation of the Diabetes
Strategic Framework within the established
timescales, we recommend that the process

is supported by robust oversight, monitoring
and review arrangements, and mechanisms
to disseminate successful initiatives across the
health and social care system.

We also recommend that the priorities
identified are properly costed and reflected in
the Department’s financial plans, as securing
funding for service improvements will be
crucial in light of current financial constraints.
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The stakeholders face four key future
challenges in delivering Type 2
diabetes care

3.1 Underlying the need for an effective
strategy for addressing Type 2 diabetes,
we consider that the Department and
its partners face four crucial challenges
if the incidence of the disease is fo be
controlled and the condition managed
as effectively as possible:

* reducing complication rates cmong
existing Type 2 diabetes patients;

* establishing effective screening
systems to identify earlier those af risk
of developing Type 2 diabefes;

 building the workforce capacity and
capability to deliver effective care to
people living with Type 2 diabefes;
and

* infroducing a range of inferventions
that help to create an environment
focused on the prevention of Type 2
diabetes.

This part of the report examines the
impact of various inferventions the
Department and its partners have
infroduced to meet these challenges and
to support local improvements in Type 2
diabetes care.

3.2

Challenge 1 - Reducing complication
rates among Type 2 diabetes patients

The sfarting point for the Department

and its pariners is to ensure continuous
improvement in disease management for
those living with Type 2 diabetes. This
can help patients avoid unnecessary
complications, thereby minimising patient
suffering, maximising life expectancy,
easing pressure on the health and social
care system and reducing freatment
costs.

Patient education is crucial in assisting
self-management of Type 2 diabetes

3.3

3.4

3.5

Sel-management is the corerstone of
Type 2 diabetes care, since patients
will spend the vast maijority of their

time away from the direct influence of
the healthcare system. However, many
people with Type 2 diabetes do not
control their condition well. It is therefore
important that people receive the right
education and skills training to be able
fo selFmanage their condifion.

Since 2001, successive best practice
initiatives in the UK have helped define
the standards of patient education
required fo help people with diabetes
successfully control the disease

(Figure 6).

Figure 7 describes one local
initiative used by the Northern Trust in
recent years fo fry and improve self-
management of Type 2 diabetes.
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Figure 6: Structured education for diabetes patients - UK Policy developments

Date Policy Development

2001 The Diabetes National Service Framework in England required all diabetes patients to
receive a service which encourages partnership and decision-making, supports self-
management of diabefes and helps patients adopt and maintain a healthy lifestyle.

2003 NICE recommended that structured education be made available for all diabetes
patients. NICE defined structured education as: “a planned and graded programme
that is comprehensive in scope, flexible in content, responsive to an individual’s
clinical and psychological needs, and adaptable to his or her educational and cultural
background”.

2005 The NICE principles were further developed by the Department of Health and Diabetes
UK, requiring all structured education programmes to have a patientcentred philosophy,
structured curriculum, frained educators, and to be quality-assured and audited.

2011 NICE clinical guidelines on Type 2 diabetes stated:

® “every person and/or carer should be offered structured diabetes education af and
around the time of diagnosis with annual reinforcement and review”;

® “programmes should be infegrated with the rest of the care pathway”; and

® “patient education programmes provide the necessary resources fo support
educators who are properly trained and given time to maintain their skills”.

Source: Diabetes Review Steering Group (2014)

Figure 7: Patient education programme delivered by the Northern Trust

DESMOND (Diabetes Education and SelFManagement for Ongoing and Newly Diagnosed) is a
structured education programme for Type 2 diabetes patients aiming to provide education and support
to 1,000 patients annually within the Northern Health and Social Care Trust area. The programme
aims fo educate 500 of the 800 newly diagnosed patients within the area annually, as well as a
further 500 patients with established Type 2 diabetes with high risk complications.

Programme delivery is by registered healthcare professionals who have been formally trained within
DESMOND, who have a working knowledge of diabetes, and an inferest in, and experience of,
working with diabefes patients.

Referrals to the programme are received from General Practitioners, Diabetic Specialist Nurses,
Practice Nurses and secondary care professionals. Priority is given to newly diagnosed patients and
fo people with diabefes management problems that could result in long term complications or hospital
admissions.

Source: Northern HSC Trust
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Limited progress was achieved
prior to 2013 in ensuring that Type
2 diabetes patients had access to
patient education

3.6

Whilst education provision
has recently increased, further
improvements are still required

3.7 Whilst the 2014 Steering Group
review (see paragraph 2.10) found that
education provision had increased over
the previous decade, it acknowledged
that disparity remained in its delivery
across the region, with particularly
poor provision in the primary care
sector. The Group highlighted the need
for a strafegic approach fo ensure a
consistent, needs-based delivery of
education, and for programmes fo be

Locally, the 2003 Taskforce review

(see paragraph 2.2) recognised the
potential benefits of structured patient
education. However, despite several
subsequent initiatives, limited progress
was achieved up to 2013 in developing
and sustaining a structured and quality
assured patient education regime which
addressed the needs of the rapidly
escalating numbers of Type 2 diabetes

patients (Figure 8).

commissioned and delivered to

Figure 8: Developments in structured education provision for Type 2 diabetes patients in NI (2006 to 2013)

Initiative / Research

A Departmental farget required Boards
and Trusts to develop proposals for

structured education programmes by
December 2006

Outcomes / Findings

The Department could not provide any specific details
about the performance in meeting this target, but available
evidence suggests that progress was limited. For example,
in 2011, Diabetes UK estimated that only 15-20 per

cent of local diabetes patients had received structured
education.

An audit of local diabetes education was

completed in 2007

Whilst this audit found that 26 structured education
programmes were being delivered in NI, it concluded that
there was “a gross deficiency in the provision of structured
diabetes education and that the majority of people with
diabetes do not have access fo the support they require fo
manage their condition.” It also found that none of the Type
2 diabetes programmes were achieving all the NICE and

Diabetes UK standards.

The Cardiovascular Health and Well-
being Framework was infroduced in
2009. This required diabetes patients to
have access fo education, together with
emotional and psychological support

The diabetes standards within this Framework were not
measurable, and were withdrawn in 2012.

Research by Diabetes UK in 2013

Structured patient education was still not available in all
Trust areas.

Source: NIAO, based on review of Departmental strategies and Diabetes UK research
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pre-defined standards. In the absence
of a regional education strategy, the
Steering Group found that individual
Trusts were making their own
arrangements, and that provision was
variable.

3.8 Available evidence suggests the
provision of patient education increased
following this review:

® moniforing of progress in delivering
a 2011-15 Programme for
Government (PfG) commitment
fo enrol people with a long ferm
(chronic) condition and who wanted
to be enrolled, in a dedicated
condition management programme,
showed that 13,394 people
attended Type 2 diabetes education
courses between 2011-12 and
2016-17, with the 3,223 aftendees
in 2016-1/ representing a 93 per
cent increase compared fo 201 1-

127 (Figure 9); and

e total Trust spending on diabetes
patient education rose from
£230,000 in 2013-14 to
£570,000 in 2015-16.

3.9

When the PIG commitment was
established, the Department told us

that no baseline data was available

on levels of education provision, and
consequently no targets were established
fo measure performance against the
commitment. Given the consistent
increases in provision and participation,
the Department has concluded that the
commitment was achieved. Despite

this, the current Framework document
comments that the availability of patient
education remains “variable and
insufficient to meet demand"”, and, in late
2017, the Diabetes Network identified
the DESMOND programme as being
the most suitable form of education

for people with Type 2 diabetes.

The Framework has committed to
establishing:

® a plan for all newly diagnosed
patients fo be offered education
within 6-12 months of diagnosis (by
2018); and

® a ‘cafch up’ plan for diagnosed
patients who have not been offered
education or who require refresher
programmes (by 2019).

Figure 9: Type 2 Diabetes Education and Self-Management Courses — number of courses and attendees

2011-12 to 2016-17

2011-12 171 1,677
2012-13 230 1,834
2013-14 201 1,764
2014-15 280 2,228
2015-16 328 2,668
201617 438 3,223
Total 1,648 13,394

Source: Depariment of Health Information Analysis Direciorate

24 This monitoring was based on attendees at all patient education courses, and did not specifically measure the numbers
attending courses which met the NICE and Diabetes UK criferia.
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3.10  The Framework also proposed that
all diabetes patients should have a
personalised care plan tailored to the
information, freatment and support
required to selF-manage their condition.
Although there are currently no plans
fo formally implement this proposal,
the Department fold us that it remains a
“concept’ which may still be pursued.

Conclusions

3.11  Whilst we acknowledge the efforts of
the HSC Board and Trusts in increasing
access fo patient education, we still
consider that, for a significant period:
provision was pafchy; was not always
meeting the NICE and Diabetes UK
standards; and no formal and robust
systems were in place for gathering
data on patient affendees. This is
concerning, given the imporfant role
of structured education in helping Type
2 diabetes patients, particularly those
newly diagnosed, to selfFmanage their
condition.

3.12  Adegree of uncertainty also exists
over when the planned improvements
can be introduced. Whilst the
Framework aims fo ensure that all
newly diagnosed patients are offered
structured education within ¢-12 months
by 2018, the current HSC Board
and PHA Commissioning Plan (see
paragraph 4.2) does not envisage this
improvement being introduced until
2020. A lack of historical information
on patient aftendees also means that
the Department may face difficulties in

delivering its “catch up’ plan of offering
existing patients access to education.
The Department told us that the Diabetes
Network will be tasked with taking this
plan forward.

3.13  In oddifion to our findings, Diabetes

UK highlighted several issues relevant
fo the provision of Type 2 diabetes
patient education (Appendix 4). In
implementing the Framework proposals
related fo structured patient education,
the Department should take account of
these issues.

Recommendations

Accessing structured education is a key
element of effective Type 2 diabetes

care and offers clear scope to minimise
patient complications. We recommend

that the Department works with other key
stakeholders to ensure that the Framework
improvement measures are fully embedded in
practice, and that the availability of education
is broadened.

Increased engagement and participation

of patients is a key Framework theme. To
achieve a planned, systematic approach to
care, we recommend that patients are helped
to manage their condition more effectively,
through the development of personalised care
plans.

Initiatives have been introduced to
address feet and eye complications

3.14  As paragraph 1.7 noted, an estimated

150 to 200 diabetes-related

amputations are carried out annually.
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Research has suggested that 80 per cent
of these may have been preventable
through earlier defection and freatment.
To address this area, the Framework
proposes fo infroduce a foof care
pathway by 2019. This development, if
successfully implemented, offers scope
fo improve healthcare outcomes and
achieve cost savings.

The successful outcomes achieved by a
pilot project involving the establishment
of a multi-disciplinary foof care feam
within the Northern Trust? demonstrates
how focused care in this specialist

area can help deliver key benefits to
patients and also realise cost savings.
The evidence suggests that this project
has achieved a range of successful
outcomes, including avoiding a number
of hospital admissions and associated
bed days (estimated as 344 days

in 2015-16]. Most significantly, the
number of amputations within the area
covered by the project has reduced
from fen in 2014-15, to only one in
2015-16 (Appendix 5). Whilst the
Diabetes Network has considered the
benefits achieved by this model, the
Department told us that the Network has
developed its work further and is now
likely to adopt a NICE formulated model
of diabetic foot care, from screening
through to tertiary care level support and
intervention.

To counter the risk of eye complications,
the PHA also introduced a regional
screening programme for diabetic
refinopathy in 2006. The programme

3.19

aims fo screen all people with diabetes
aged 12 years and over using retinal
digital photography, with the aim of
reducing visual morbidity, through early
diagnosis and treatment

The Regulation and Quality Improvement
Authority (RQIA] reviewed the
programme in 2015. The RQIA found
that whilst the service had screened

a considerable volume of people, a
reliance on paper based administration
systems had created fundamental
problems, including an inability to
maintain adequate oversight of the
programme, limited implementation of
further programme development, and an
inconsistent comparison of achievements
against required sfandards.

The RQIA also identified scope for
reducing referral times of patients to
ophthalmology, and for access o
freatment. The review team found there
was limited patient follow-up, and

that patients’ results were not being
forwarded to GPs in a timely manner.

At the time of the review the Public
Health Agency (PHA|, which oversees
the service, had already recognised
the majority of concerns, and it has
subsequently commenced developing
a service modernisation project . As
part of this project, the PHA is currently
exploring options for delivering the
screening programme, and infends to
carry out public consultation on the
recommended model.

25 The pilot project covered the Causeway and Mid Ulster hospitals.
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Bariatric surgery could be a viable
option to treat obesity and Type 2
diabetes

3.20  Ininstances where a dietary approach
has been unsuccessful in controlling
obesity and Type 2 diabetes, bariatric
surgery may be an effective option

for helping fo minimise patient
complications. Bariatric surgery involves
modifying the gastrointestinal tract to
reduce the intake and/or absorption of
food, most commonly using a gastric

band or gastric bypassing.

3.21 In 2008, the Department endorsed
NICE clinical guidelines which
recommended bariatric surgery as a
freatment option for patients with morbid
obesity and Type 2 diabetes. However,
responsibility for implementing these
guidelines lies with the HSC Board and
the PHA, and to date the guidelines
have not been adopted locally.

3.22  Although the local Trusts have estimated

that more than 50,000 people in

Northern Ireland may meet the NICE

criferia for bariafric surgery, NICE

considers that only 2-4 per cent of
these would actually seek surgery. The

Department has estimated? that treating

2 per cent of those eligible would cost

approximately £20 million.

3.23  Inthe absence of a comprehensive

local bariatric surgery service, over

120 local patients have been referred

for the procedure fo specialist units in

England. In the 2018-19 financial year,

£1.5 million has been set aside for such

referrals.

3.24  Ar£5,000 to £15,000, the initial
cost of bariatric surgery is high.

Whilst research?” demonstrates that

the benefits delivered may make the
process costeffective over a patient’s
lifetime, current budget restrictions and
the significant up-front costs may limit
more widespread local adoption of the
procedure for Type 2 diabetes patients.
Another practical limitation to providing
the surgery is a possible imbalance
between patient demand and workforce
supply. The Department highlighted
that bariafric surgery may only have o
peripheral impact on the overall local
scale of obesity and Type 2 diabetes.
However, it also acknowledges that the
issue remains to be resolved in terms

of regional commissioning, including
the development of appropriate care
pathways for those who may be
assessed as suitable for this treatment.

Challenge 2 - Early identification of people at
risk of developing Type 2 diabetes

There is no regional screening
programme fo identify people at high
risk of developing Type 2 diabetes

3.25  Assessing people for their risk of
developing Type 2 diabetes is crucial in
frying to prevent the condition occurring,
and in helping to curfail its continued
growth. Identifying people before

they have fully developed the disease
can prevent or minimise serious, and
potentially fatal, complications and
costly treatments. While not recognised
as a medical term, clinicians have
acknowledged that some patients

26 Evidence to DHSSPS Health Committee Inquiry on obesity, February 2009.
27 Costeffectiveness of bariatric surgery for severely obese adults with diabetes. Diabetes Care Hoerger TJ, Zhang P, Segel JE,

Kahn HS, Barker LE, Couper S, 2010.
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develop “prediabetes” (i.e. impaired
glucose tolerance), where their blood
glucose levels are high and rising but not
yet at the level where complications are

likely.

3.26  locally, there are also an estimated
13,000 cases (see paragraph 1.4)

of undiagnosed diabetes [i.e. people
who have developed the disease but
have not yet been formally diagnosed
by healthcare providers). These people
can remain without symptoms for up fo
10 years, and af the time of diagnosis
it is estimated that 20 to 30 per cent of
patients will have already developed
complications. Undiagnosed diabetes,
therefore, can place more longterm
costly burdens on the healthcare system.
3.27  Currently, GPs are not incentivised

within the QOF Framework (see
paragroph 2.10) to formally screen

high risk patienfs who have not yet

been diagnosed with diabetes. Since
2006, funding has been provided, by
way of a Directed Enhanced Service,

to GP practices to enhance their role

in early defection and provision of
necessary follow-up of patients for o
range of conditions, including those af
high risk of developing Type 2 diabetes.
However, this support has been relafively
small, amounting to only £800,000
since 20006 for the identification of all
conditions.

3.28 Apart from this initiative, no centralised
regional programme for screening high
risk individuals for symptoms of pre-
diabetes or impaired glucose tolerance
has been esfablished. The Department

told us that the UK National Screening
Committee, from which it takes

advice, does not recommend universal
screening for Type 2 diabetfes?®.
However, the Department also stated
that it is supportive of a system of
identifying individuals at high risk of
developing the condition, as part of an
overall risk stratification process, and
the development of evidence based
inferventions to prevent the condition
manifesting in this group, in line with
recommendations in NICE Public Health

Guidance?.
3.29  Going forward, it will be crucially
important that acknowledged and
evolving good practice strategies in
dealing with the identification of high risk
patients, both locally and wider afield,
are shared across Trusts in a timely way.

Recommendation

To address this challenge, we recommend

the Department takes steps to ensure that
the Diabetes Network develops a strategy
for sharing good practice, particularly with
regard to the identification of patients at high
risk of developing Type 2 diabetes.

Challenge 3 - Workforce planning and training
for healthcare professionals

Significant workforce shorifalls for
diabetes care were identified in 2003

3.30  The quality of care provided by the
workforce is fundamental in helping fo
minimise patient complications among

Type 2 diabefes patients. However,

28 www.screening.nhs.uk/diabetes
29 https://www.nice.org.uk/guidance/ph38
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in delivering effective workforce
planning in this area, the Department
and ifs pariners face several complex
challenges. In addition to addressing
the continually increasing prevalence of
the condition, the right mix of specialist
and experienced staff needs fo be put
in place across primary and secondary
care, and staff need to be equipped
with the necessary skills and training to
cope with the complexities of freating
Type 2 diabefes.

3.38

with less than one whole time equivalent
available to provide care across
Northern lIreland. Although psychological
support is an important aspect of
diabetes care, most Trusts would have
found it virtually impossible, af that time,
fo refer patients for such treatment.

The Taskforce concluded that using
multidisciplinary care teams was

the most effective future option for
delivering diabetes care. At that fime it
estimated that £6.8 million investment

3.31 In 2003, the Taskforce identified was required to address the identified
significant staffing shortfalls within the resourcing deficits®®. Between 2003
key disciplines delivering diabetes care and 2008, the Department allocated
in both hospital and community settings. £3 million of additional funding, less
Figure 10 demonstrates that, at that time, than half the Taskforce's identified
in comparison o levels recommended requirement.
by the Taskforce, patients had insufficient
access fo key professional services
from practitioners such as dieticians There is evidence that significant
and podiatrists. The number of hospital workforce shorffalls remain, and that
consultants and specialist nurses improvements to staff training are
delivering diabetes care was also less required
than half the estimated requirement.

3.34  When the Steering Group re-examined

3.32  The review also identified access workforce planning for diabetes care

fo psychological support for Type 2
diabetes patients as a major problem,

in 2014, it found that there had been

significant investment in the area since

Figure 10: Taskforce estimates of staffing shorifalls for diabetes care in 2003

Dieficians 37 8.2 28.8
Podiatrists 76 36 40
Diabetes Specialist Nurses 61 20 4]
Clinical Psychologists 7 0.7 6.3
Consultants 25 10 15

Source: Joint Taskforce Report (2003)

30  This estimate did not take account of any additional GP resourcing required.
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the Taskforce review, and that the use
of multidisciplinary care teams had
increased. Nonetheless, it concluded
that effective workforce planning
"remained a challenge”, and that
regional provision was still inequitable.
While the review did not provide

updated estimates of workforce shorffalls,

or investment needed to address these,
its findings indicated ongoing shortages
in the numbers of dieficians and
psychologists in post (Figure 11).
3.35  The Steering Group also identified a
need fo improve education and fraining
available for healthcare staff delivering
diabetes care. It concluded that:

® current training varied markedly
between disciplines;

® q lack of inferdisciplinary and
multidisciplinary education was

undermining the delivery of the
preferred team approach to diabetes
care; and

* no strategic regional approach
existed to assessing fraining
needs for healthcare professionals
delivering diabetes care.

3.36  Figure 12 oullines our estimate of the
potential workforce requirements to

meet current demand for diabetes care,
given the increase in prevalence from

3 per cent in 2003 to 5.7 per cent.

This indicates that significant gaps and
shortfalls may remain in current provision.
For example:

e whilst the numbers of dieticians,
diabetes specialist nurses and
psychologists have increased since
2003, the increase has not kept
pace with the rising prevalence

Figure 11: Number of dieticians and psychologists delivering diabetes care - Taskforce and Steering Group

findings

Speciality

2003 Taskforce Findings

Evidence from 2014

Dieticians

the 3 per cent prevalence of
diabetes.

37 whole time equivalent (WTE)
dieficians were required to treat

Steering Group Review

There were only 27.5 WTE dieficians providing
diabetes care for the increased 5 per cent
prevalence of diabetes. To meet the Taskforce's
recommended levels, 67 WTE dieticians would
be required.

Psychologists The 0.7 WTE psychologists

providing dedicated diabetes

care represented only 10 per

by a Diabetes UK and British

cent of provision recommended

Psychological Society benchmark.

3.6 WITE psychologists were providing
diabetes care. However, given the rising
prevalence of diabetes, 14 WTEs would
have been required to meet the recommended
benchmarks.

There was minimal psychologist provision in the
Southern and South Eastern Trusts.

Source: NIAO, based on information in Joint Taskforce Report and Diabetes Steering Group Review
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Figure 12: Comparison of workforce delivering diabetes care at December 2016 with 2003 levels and with

estimated current requirement

Healthcare
Discipline

Estimated
requirement
for 3 per cent

Actual staffing | Estimated
- 2003 (WTEs)

requirement
for 5.6

Actual staffing
- December

2016 (WTEs)

prevalence of per cent

diabetes-2003 prevalence of

(WTEs) diabetes in

2016 (WTEs)

Dieticians 37 8.2 69 32.8 36.2
Podiatrists 76 36 141 23.7 117.3
Diabetes 6l 20 114 70.8 43.2
Specialist
Nurses
Psychologists 7 0.7 13 2.5 10.5
Consultants 25 10 46 9.2 36.8

Source: NIAO, based on Joint Taskforce Review daia and data provided by Trusts

of diabetes and the numbers of
podiatrists and consultants have
actually reduced; and

¢ the Northern, South Eastern and

Western Trusts had no dedicated

podiatrist provision, while the Belfast

Trust had no psychology support.
3.37  We acknowledge that there are some
limitations with our estimates. For
example, there is litle certainty over the
validity of the 2003 calculations, and
the simple application of a multiplier to
reflect the increase in Type 2 diabetes
levels does not take account of how care
models have changed in the intervening
years. The promotion of patient and
sel-management and technological
advances may also have reduced the
need for direct patient contact with

cerfain disciplines. However, in the
longstanding absence of any robust
workforce analysis, we consider it
important that some atfempt be made

to highlight the potential workforce
shortfalls, and the scale of the challenge
facing the Department in addressing
these.

The Framework proposes to improve
workforce planning and staff training

3.38

Whatever the true extent of the current
workforce shortfalls in supporting the
management of Type 2 diabetes, it is
acknowledged by the Department that
it is an issue of significance. It told us
that its workforce planning for diabetes
has a number of strands, including
individual professional workforce




3.39

3.40

3.41

reviews for podiafry and diefefics. In
addition, sub-groups established by the
Diabetes Network have been tasked
with developing new models of care for
diabetes and these will also include the
development of associated workforce
plans.

According to the Framework, the
intention is to produce an overall
workforce plan for diabetes care by
2019. This plan will aim to address the
changing epidemiology of diabetes;
the need for an integrated and
multidisciplinary approach to care; and
the skills required to deliver high quality
care. The Framework also anticipates
that, by 2018, non-specialist primary
care nurses will be up-skilled to deliver
appropriate patient support, and that
diabetes specialist staff will be provided
with basic psychological training.

In addition to the need for improved
workforce planning and staff fraining,
the Steering Group considered that
clear clinical leadership was essential
to provide a coherent regional voice
for diabetes. A report by the Welsh
Assembly Health Committee highlights
the importance of such leadership,
concluding that the absence of a
national clinical lead was a key factor
behind the failure to fully implement its
National Service Framework by the
farget dafe of 2013.

Whilst a clinical lead for local diabetes
care has not yet been appointed, the
Department told us that the Diabetes
Network which has been established to
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oversee the Framework’s implementation,
will have sftrong representation from front
line clinicians from a variety of diabetes
specialisms.

Recommendation

The absence of a comprehensive, long-term
strategy to secure an appropriately skilled and
trained workforce represents a key threat to
ensuring the effective management of Type 2
diabetes, particularly in trying to help patients
avoid complications, or in treating these
where they occur. We recommend, therefore,
that the Department takes all necessary steps
to ensure there is no slippage in producing the
proposed workforce plan by 2019. Moreover,
it is essential that this plan includes a robust
analysis of supply and demand for diabetes
services, and clearly quantifies the additional
resources required to meet staffing shortfalls
and deliver appropriate patient care. It

should also be subject to regular review in
conjunction with financial planning to ensure
that, as far as possible, appropriate funding is
made available to meet recognised needs.

Challenge 4 - Creating an environment focused
on the prevention of Type 2 diabetes

Prevention initiatives have not
reversed the increases in obesity and
Type 2 diabetes

3.42 To slow, or even reverse, the increased
prevalence of Type 2 diabetes,
measures are required which successfully
encourage the wider population to
adopt healthy behaviours. Being
overweight or obese is the most
significant risk factor for Type 2 diabetes,
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3.43

3.44

accounting for over 80 per cent of

the risk of developing the condition.
Maintaining a healthy weight, eafing

a balanced diet and being active are
therefore key to preventing the condition.
Consequently, the Depariment needs

to commit fo creating an environment
which supports and encourages healthy
choices and behaviours.

In 2003, the Taskforce report recognised
the importance of addressing the key risk
factors behind Type 2 diabetes, through
initiatives aimed at improving diet and
nutrition, increasing physical activity,
tackling obesity and helping people
maintain weight loss. The Toskforce
concluded that this would require
concerted efforts from the Department
and other relevant agencies.

Several local initiatives were
subsequently infroduced to try and
encourage healthier lifestyles, including:

* Fit Futures — published in 2006
by the Ministerial Group on Public
Health, this crosssectoral approach
between health and education was
the first local strategy to directly
tackle obesity;

e A Fitter Future for All - this fen year
policy document, published in 2012
by the PHA as a follow up fo Fit
Futures, is employing a life course
approach fo preventing obesity
across all age groups; and

* Making life Betfer — again published
in 2012 by the PHA, this Framework
covers the period up to 2023, and

3.45

provides direction for policies and
actions to improve local health and
wellbeing.

Despite these initiatives, Figure 13
shows that progress in reducing local
obesity and Type 2 diabetes levels, and
in encouraging healthier lifestyles, has
been limited. The Steering Group review
acknowledged that the upward trend

in obesity and Type 2 diabetes had not
been reversed, and that it remained to
be seen whether current public health
strafegies would have the desired effect.

Figure 13: Trends in Northern Ireland for obesity,
Type 2 diabetes and physical exercise

locally diagnosed diabetes cases increased
by /1.3 per cent between 2004-05 and
2015-16, and adult obesity levels increased
from 24 per cent in 200506 to 26 per
centin 2015-16.

In 2015-16, 60 per cent of those aged 16
and over were either overweight or obese.
Some 65 per cent of men were more likely
fo be obese or overweight, compared to 57
per cent of women.

Nine per cent of children aged between
2 and 15 were obese, and 16 per cent
overweight.

In 2014, only half (53 per cent) of adults
undertook the current recommended
minimum level of physical activity. Some 60
per cent of males met this level, compared
to only 47 per cent of females. Only

43 per cent of individuals from the most
deprived areas of Northern Ireland met the
recommended levels, compared with 60 per
cent living in the least deprived areas.

Source: Department of Health
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3.46  More positively, and reflecting a UK
wide frend, local increases in diabetes
levels have recently slowed, with a
21.5 per cent rise between 2010-11
and 2015-16, compared to 33.8 per
cent between 2004-05 and 2009-10
(Figure 14). However, further research
on other areas including undiagnosed
diabetes levels would be required to
defermine the extent to which prevention
initiatives have contributed fo this
slowing trend.

The Framework plans to develop a
new prevention policy by 2018

3.47

In addition to local initiatives, the
Steering Group recommended that Public
Health Guidance on the prevention of
Type 2 diabetes which had been issued
by NICE in 2011 and 2012 should be
formally adopted to inform local policy
and practice. As well as reemphasising
the lifestyle measures required to prevent
the condition, this guidance also
advocated interventions and measures fo
assist early detection of high risk groups.

Figure 14: Percentage increases in diagnosed diabetes cases (UK: 2004-05 to 2015-16)

100

Q0

80

(@]

(@]

(@]

2004-05 to 2015-16
HN 71.3%
M England 71.7%
M Scotland 79.6%
Il Wales 68.1%
Il UK Overdll 72.1%

70

60

50

40

3

| Il uiu
w 1
0

2004-05 to 2009-10 2010-11 to 2015-16
33.8% 21.5%
32.4% 23.5%
43.6% 25.2%
36.5% 17.5%
33.5% 23.3%

Source: Quality of Outcomes (QOF] data.




36 Type 2 diabetes prevention and care

Part Three:

Improving Type 2 diabetes care

3.48  In 2015 and 2016, the Department
endorsed a range of NICE guidelines
on diabefes care, including those
relating to prevention®'. However, similar
to the NICE guidelines for bariatric
surgery (see paragraph 3.21), these
have not been formally adopted by

the HSC Board and the PHA. The
current Framework document did not
recommend that the NICE guidelines
should be immediately implemented,
cifing inadequate evidence about which
inferventions are effective for high risk
individuals. Instead, it has committed to
establishing a new policy on prevention

by 2018.
3.49  This work is to be taken forward by the
Diabetes Network in conjunction with
the PHA and is intfended to complement
work being undertaken by the existing
Obesity Prevention Steering Group. As
a result, its aim is fo augment current
approaches fo identifying those af risk
of developing diabetes and providing
evidence based inferventions for
preventing Type 2 diabefes amongst this

group.

Successful primary prevention of
Type 2 diabetes requires a mix of
interventions and clear leadership

3.50  Experience in other fields, including road
safety, control of HIV / AIDS and control
of fobacco use, shows that primary
prevention inifiatives can be successfully
implemented. These initiafives have
typically demonstrated the value of

mulfiple interventions: for example, from

3.51

3.52

public information fo influencing people'’s
choices, and legislation that restricts or
eliminates choices.

However, in applying approaches such
as this to Type 2 diabetes, it will be
imporfant to acknowledge that many
significant factors associated with the
increasing prevalence of the condition
lie outside the control of the healthcare
system. Consequently, responsibility
for prevention requires effective and
sustainable action at both individual
and societal level, and by a range of
statutory stakeholders.

Internationally, another approach

which aims to drive improved disease
prevention has been o appoint a
“champion” to take the lead in trying

fo secure changes in policy and social
behaviour. Paragraph 3.41 points out
that, while the Department does not
infend to appoint a clinical lead for local
diabetes care, the Diabetes Network will
have strong representation from front line
clinicians. Diabetes UK also operates a
clinical champions programme, under
which health care professionals with the
requisite clinical expertise, leadership
skills and passion, work voluntarily to
improve local diabetes care. In our
view, scope exists for the Diabetes UK
clinical champions and the Diabetes
Network to work together to help further
develop and enhance local policies and
strategies for diabetes care.

31 In addition fo the NICE guidelines on prevention of Type 2 diabetes, the Department has endorsed NICE guidance relating fo: diabetes
in pregnancy; Type 1 diabefes in adults; diabetes in children and young people; Diabetic foot problems; and Type 2 diabetes in adults

[management).



Conclusions

3.53

Whilst effective measures to prevent
Type 2 diabetes can deliver significant
healthcare benefits to individuals and
help ease the cost and workforce burden
on the healthcare sector, evidence
suggests that local initiatives which
have been infroduced since 2003
have, at best, only slowed the increases
in obesity and Type 2 diabetes. The
proposed development of a revised
primary prevention policy by 2018
offers potential fo infroduce new
approaches and thinking. However, the
Department and its partners must now
move at pace fo try and sfem the rising
fide of people who are developing
Type 2 diabetes. Given the limited
headway achieved in this area to date,
the relevant stakeholders may also need
fo assess whether a primary focus on
minimising patient complications may
offer the greatest scope for refurn on
investment.
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Whilst an integrated patient record
database helps support high quality
Type 2 diabetes care, such a system

4. This part of the report examines the
performance of health care providers in
delivering recommended care standards
for Type 2 diabetes, and the impact on

patient outcomes

4.3

Two long-term outcome indicators
have been established for obesity and

has not been developed

Another key aspiration of the

Diabetes Framework is to focilitate
the development of more effective
mechanisms for moniforing service

diabetes delivery. To date, activity in this area
has been limited and characterised by
4.2 The HSC Board’s Commissioning Plan inadequate information for monitoring

for 2016-17 states that, along with the
PHA, it will continue fo seek to improve
availability, accessibility and patient
experience in relation fo diabetes care.
The Plan includes two longterm outcome

indicators for diabetes developed by the
HSC Board:

In line with the Departmental strafegy

A Fitter Future For All, by March 4.4
2022, reduce obesity levels and

overweight and obesity for adults by

four per cent and three per cent, and

by three per cent and two per cent

for children.

In line with the Department's policy
framework, Living with long Term
Conditions, continue to support
people to selFmanage their
condition through increasing access
fo structured patient education
programmes. In 2016-17, the focus
was fo commence implementation of
the Diabetes Strategic Framework, 4.5
with the aim of offering all newly
diagnosed diabetes patients access
fo structured patient education within

6-12 months of diagnosis by 2020.

the quality of patient care and outcomes.
For example, as paragraph 2.7
outlined, the three diabetes standards
within the 2009 Service Framework for
Cardiovascular Health and Well-being,
were withdrawn in 2012, as there

was insufficient data to measure their
delivery.

Accurate registers and information
systems which readily idenfify diabefes
patients to GPs, and which make

patient information accessible to both
primary and secondary care also play
an important role in delivering effective
Type 2 diabefes care. An infegrated
system can facilitate systematic
moniforing of patients, and help
healthcare professionals identify the most
appropriate freatment. It can also help
ensure that care is delivered in a suitably
coordinated manner which avoids
duplication of provision.

The need for a fully infegrated and
centralised clinical database of local

diabetes patients was acknowledged by
the 2003 Taskforce review. The
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Taskforce highlighted that this would 4.8 Whilst an integrated information sysfem
facilitate: would significantly assist the delivery
of high standards of diabetes care,
® clinical management of diabetes experience elsewhere has highlighted
patients; the potential difficulties with such a
project. In Scotland, an opfion appraisal
* delivery of patient cenfred care; for an infegrated systfem was initially
completed in 2001, but its development
* targefed screening and interventions was subsequently hampered by
for patients at high risk of developing evolving technological issues and
complications; changing user requirements, and was
not fully infroduced across primary and
* regular audit and collection of secondary care until January 2014,
epidemiological data; and
4.9 Locally, work commenced in late 2014

e effective planning of services.

to develop systems which could provide
an integrated diabetes patient care

4.6 By 2008, separate patient record database. However, there is currently
systems had been introduced in primary litle certainty over whether these
and secondary care, but the systems systems will be fully integrated. Although
had not been integrated. At that time, enhanced systems are expected fo be
the Department had concluded that o operating across secondary care by
full business case would be required March 2018, a target date has not yet
fo justify the costs associated with such been established for implementation
integration. within primary care, and the difficulties
experienced in Scotland suggest that
4.7 As an infegrated system had still not full infegration may not be achieved for

been developed when the Steering
Group reported in 2014, it concluded
that patient needs could not be
adequately assessed, and the quality
of care and patient outcomes could not

some fime yet. Furthermore, the funding
required fo develop these systems has
not yet been identified.

A proposed set of indicators for
measuring diabetes care standards
has been developed, but some key
areas cannot be measured

4.10

be measured. The Group sfated that “if
it were possible to “close the loop” in
respect of clinical information systems
then it would enhance the ability fo set
measurable quality standards, measure
performance and audit quality of care
and outcomes in a consistent way across
the region”.

Despite the lack of clarity over when
intfegrafed patient systems will be
introduced, the Framework still proposes
to establish an enhanced outcome-
focused approach aimed at helping
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healthcare staff monitor existing care
standards; plan and deliver new and
improved services; and assess future
outcomes. It has identified 27 Key
Performance Indicators (KPls) covering
key areas, which include:

® the prevalence of Type 2 diabetes;
e mortality rates linked to diabetes;

* delivery of key care processes and
provision of structured education to
diabetes patients;

* measurement of key risk factors,
including control of blood pressure,
blood lipids and blood glucose;

* levels of patient complications; and
* hospital admission data.

Currently, it is unclear if, or when, a
number of the proposed indicators

can be fully measured. These include
indicators to assess mortality rafes linked
fo diabetes, the percenfage of patients
aftending structured education, and the
percentage who develop foot ulcers or
who have had a lower limb amputation.

Conclusions

412

Progress in developing arrangements to
properly track patient care and outcomes
has been slow, and current systems are
still not capable of measuring several key
proposed indicators. Without the ability
fo fully report on these, limited scope
exists fo measure the degree of success

and progress being achieved, and the
extent of future improvement.

The limited data has also hindered the
Department in properly holding the HSC
Trusts and HSC Board to account for
delivering the recommended standards
of care to Type 2 diabetes patients. The
Department does not know the level

of complications being developed by
local Type 2 diabetes patients, nor the
degree fo which such complications,
including lower limb amputations, may
be avoidable.

Recommendations

The longstanding absence of a fully integrated
patient database has impeded the introduction
of wider enhancements to local diabetes

care, and measurement and benchmarking

of services and patient outcomes. We
recommend that the Department and its
pariners urgently focus on overcoming the
barriers to integrating systems and establishes
a clear timetable for implementing a fully
functional patient record database.

Having established a proposed performance
measurement framework, the Department
should improve the tracking of outcomes

so that results in delivering Type 2 diabetes
care can be properly assessed and publicly
reported. We recommend that the Department
establish reliable performance baselines and,
where necessary, set targets for improvements
across the key aspects of diabetes care.




The Quality of Outcomes Framework
(QOF) measures primary care
performance in delivering Type 2
diabetes care

4.14

GP practices have a key role in
delivering ongoing care to Type 2
diabetes patients. Since its UK-wide
infroduction in 2004, the Quality and
Outcomes Framework (QOF), has
provided financial incentives to GPs for
undertaking specified clinical activities
and achieving set clinical indicators
closely related to nine key diabetes

care processes recommended by NICE.

Whilst the NICE care processes and
QOF both aim to promote continuing
improvements in diabetes care, they
have different purposes:

e the nine NICE care processes
measure the quality of care af
individual patient level; and

® QOF seeks to incentivise and
resource GPs to deliver high
standards of patient care and uses
aggregated datfa from general
practices.

NICE guidance on clinical excellence
and the effective use of NHS resources
is designed for use in England and,

as such, does not automatically

apply here. Although the Department
established formal links with NICE in

2006 under which NICE guidance was

fo be reviewed for local applicability
and, where appropriafe, endorsed for
implementation by health and social
care services, the nine care processes
for diabetes advocated by NICE have
not been yet been formally adopted
locally.

4.16
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Figure 15 demonstrates how the QOF
framework operates in practice, focusing
particularly on the diabetes indicators.

Figure 15: How the QOF Framework operates in
practice

Each part of the UK decides which
individual indicators are included in their
QOF frameworks. To date, the same
diabetes indicators have largely been

adopted across Northern Ireland, England
and Wales®.

Each individual QOF indicator is allocated
a number of points by NICE. For example,
the key diabetes indicator measuring patient
blood glucose scores 17 points. Each point
has a set financial value (£162.12 in
Northern Ireland in 2015-16, compared

fo £158.62 in Wales and £160.12 in
England).

NICE esfablishes achievement thresholds for
each QOF indicator which GPs must meet
fo receive payment. For example, payment
for the key blood glucose indicator is made
on a sliding scale when 40 to 50 per cent
of a practice’s diabetes patients achieve the
recommended reading — if 50 per cent of
patients met this reading, a local practice
would have achieved all 17 points in 2015-
16, and earned £2,756 (£162.12 x 17).

Source: NIAO, based on QOF Framework

32 Scotland has replaced QOF payments from 2016-17, through increasing core baseline funding to GPs.
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Primary care has consistently achieved
the QOF performance targets

4.17  Overall, local GPs have achieved a very — 4.19
high percentage of the QOF points
available for diabetes care. Aside
from 2004-05, when 95.7 per cent of
available points were achieved, annual
aftainment has been approximately 98
per cent. Between 2006-07 and 201 5-
16, local GPs received £42.2 million
of the £43 million of available QOF
payments for diabetes care. 4.20

4.18  The Department does not roufinely
assess local performance trends for
QOF, or benchmark achievement with
the rest of the UK. Figure 16 compares
local outcomes in 2015-16 with those

Figure 16: Performance for key QOF diabetes checks (2015-16)

Indicator and Measurement

achieved in England, for the ten most
significant diabetes indicators.

In 2015-16, local performance

was either close to, or above, the
upper achievement threshold for most
indicators. Performance was largely
similar to England, with the exception
of patient outcomes for blood glucose
and kidney function, where England
performed slightly better.

Prior to 2015-16, Northern Ireland and
England also achieved the required
performance levels for the vast majority
of key diabetes indicators, although
more recently achievement for some
measures had plafeaved.

Actual achievement

Patient Northern
Achievement | Ireland

thresholds

Blood Glucose HbA1c59 mmol/mol or less

40-50% 65.4% 70.2%

HbA1c64 mmol/mol or less

55-70% 75.2% 78.0%

HbA1c/5 mmol/mol or less

50-20% 87.9% 8/.5%

Blood Pressure 150/90 or less

65-/5% ?1.5% @1.3%

140/80 or less

40-65% 76.8% 77.6%

Cholesterol Smmol/I or less

60-80% 85.5% 80.2%

Foof Completion of foof risk score

50-20% 87.2% 88.5%

Kidney Function With a diagnosis of nephropathy or
micro-albuminuria who are currently

treated with an ACE-1

5797% 86.7% 92.4%

Patient Education | Newly diagnosed patient referred to
structured education

40-90% Retired Q2 4%

Erectile dysfunction | Discussion, followed by advice/
investigation/freatment

40-90% 94.2% Q7.8%

Source: Departments of Health (Northern Ireland and England)




Type 2 diabetes prevention and care 45

A Diabetes UK review of local QOF
performance in 2013-14 found high
achievement levels, but highlighted that
a substantial proportion of people still
had exceptionally high blood glucose
readings, and that variable performance
between individual practices needed

fo be investigated and addressed, to
help drive improved care standards. It
emphasised how a small proportion of
persons failing fo achieve recommended
measurements can still represent
significant patient numbers. For example,
in 2013-14, the cholesterol of almost
20 per cent of local diabetes patients
(around 16,000 people), exceeded the

recommended levels.

4.21

There is scope for making the QOF
Framework more challenging

4.22

Since QOF's infroduction, the
performance which GPs need to achieve
for the diabetes indicators in order fo
receive payment have largely remained
unchanged. For example, since 2006-
07, 40 to 50 per cent of patients have
been required to meet the recommended
readings for the key blood glucose
indicator®®. local GPs have always
significantly exceeded the upper
achievement threshold for this indicator,
resulting in most practices claiming the
full payment available (Figure 17).

Figure 17: Key blood glucose QOF indicator - required threshold range and average performance achieved by

GPs in Northern Ireland (2004-05 to 2015-16)

80.0%
70.0%

60.0%

0.0%

I 12rGET - LOW THRESHOLD

50.0%
40.0%
30.0%
20.0%
10.0%

I 12RGET - UPPER THRESHOLD

B AcHiEVEMENT

Source: Quality and Ouicomes Framework

33  HbA1c59 mmol/mol or less.
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4.23  Although the QOF Framework provides
no measurement of complication levels
among Type 2 diabetes patients, this
performance provides assurance that, for
a sizeable proportion of local diabetes
patients, GPs have been performing key
checks, and achieving recommended
clinical thresholds. Whilst the Department
fold us that QOF indicators and targets are
reviewed annually across the UK health
departments, consideration may now have
fo be given to raising the performance
thresholds for the diabetes indicators
fo incentivise further improvement. The
Department highlighted an alternative view
held by some practitioners that, rather than
amending the QOF system, priority should
be given fo increasing resourcing of the
diabetes function within primary care.

4.24  In 2015, the National Audit Office
(NAO)** also identified scope for
improving how QOF was incentivising

GP practices in England. In particular,
NAO highlighted how QOF rewarded the
delivery of individual care processes rather
than the completion of all recommended

checks.

Recommendations

Given that local GPs have consistently
surpassed the upper performance thresholds
for almost all the QOF diabetes indicators, we
recommend that the framework mechanisms
and related thresholds are reviewed and,
where necessary, strengthened.

4.25 1In2013-14, NICE advocated the
infroduction of a new QOF indicator,
measuring the percenfage of newly
diagnosed adults with Type 2 diabetes
being referred by GPs to a structured

patient education programme.

4.26 However, this indicator was withdrawn
from the local QOF Framework by the
HSC Board in 2015-16, as it did not
consider it merited the 11 points being
awarded for simply making a referral.

The Board fold us that the Department

had not objected to this decision. The
Department told us that it had supported
the withdrawal of the indicator because

it did not provide direct measurement

of patient health or wellbeing and only
measured a process rather than an actual
outcome. Whilst we acknowledge that this
indicator has limitations in that it does not
measure actual patient affendance, referral
of newly diagnosed patients to education
is still critical in guiding patients fowards
this key service. Furthermore, we nofe that
this indicator remains in place in England

and Wales.

The National Diabetes Audit measures
standards of diabetes care in England

and Wales

4.27 To measure the standards of diabefes care
being delivered by the NHS in England
and Wales, the Department of Health
in England established the National
Diabetes Audit in 2002-03. This annual
audit comprises four discrete components
across primary and secondary care, and
measures whether care standards are
meeting the NICE Clinical Guidelines and
Quality Standards, through addressing four
questions (Figure 18).

34 'The management of adult diabetes services in the NHS progress review’, NAO, 2015.
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Figure 18: Outline of the National Diabetes Audit

Component of National Diabetes Audit

Questions Addressed by National Diabetes Audit

National Diabetes Core Audit — An annual audit
of primary care and specialist diabefes services
covering care processes, freatment fargets,
complications and mortality.

* s everyone with diabetes diagnosed and
recorded on a patient register?

* What percentage of people registered with

National Diabetes Inpatient Audit — A snapshot
audit of every hospital which assesses the quality of
inpatient care of diabetes patients.

diabetes have received the nine NICE care
processes?

® What percentage of people registered with

National Pregnancy in Diabetes Audit — Examines
antenatal services for women with pre-gesfational
diabetes.

diabetes achieved NICE defined freatment
fargets for glucose control, blood pressure
and blood cholesterol2

National Diabetes Footcare Audit — Collects dafa
about specialist foot care services for people with
diabefes.

® What are the rates of acute and long term
complications among people registered with
diabetes?

Note: In addition, the Royal College of Paediatrics and Child Health manage a paediatric component of the NDA.

Source: National Diabetes Audit

Local non-participation in the
National Diabetes Audit has hindered
measurement and benchmarking of
care standards and outcomes

4.28 Prior to 2016, Northern Ireland had
not participated in any element of the
National Diabetes Audit. Diabetes UK told
us that this has hindered the identification
of best practice and poor performance
across local healthcare providers, and
benchmarking of this with elsewhere in
the UK. In particular, very limited local
information has been gathered on patient
complications.

The Chief Medical Officer has advocated
that Northern Ireland should seek to
participate in the National Diabetes Audit.
However, whilst the information generated
by local clinical management systems

has allowed Trusts to audit diabetes care
standards in some hospitals, and the HSC
Board has produced partial data on the

4.29

percentage of local patients receiving the
NICE recommended care processes®,

the systems cannot currently generate the
specific data required for full participation
in the National Diabetes Audit. For such
participation, Diabetes UK has highlighted
the need for a more systematic and robust
method of local data collection.

4.30 The Department told us that the Diabetes
Project Board {an interim group established
fo take forward local diabetes policy
until the Diabetes Network becomes fully
operational), is currently exploring options
for generating the data which would
enable local participation in the National
Diabetes Audit. However, it acknowledged
that some logistical issues remain to be
resolved with these options.

35  This datfa only takes account of care processes delivered by primary care.
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4.31 4.32

A local inpatient audit of diabetes

care was completed in December
2013%¢. This found that 92 per cent of
local inpatients were satisfied with the
standard of their care. less posifively,

it showed that, compared to England
and Wales, local patients experienced
higher levels of medication and insulin
errors and were less likely fo receive a
foot care check. Whilst 35 per cent of
patients in England and Wales received
care from a specialist diabetes care
feam, only 27 per cent of local patients
received such freatment (Figure 19).
Local concerns were also identified over
staffing issues.

The Department has also funded a
further inpatient care audit in 12 local
acufe hospifals, which was completed
in November 2016. The results, which
are currently being analysed, will

be benchmarked with outcomes for
2016-17 in England and Wales by
the National Diabetes Inpatient Audit,
a component element of the Natfional
Diabetes Audit, which measures
whether:

® hospifal care minimised the risk of
avoidable complications;

Figure 19: Key findings of local audit of diabetes inpatient care (2013)

Aspect of Care / Performance Outcomes Outcomes in
in NI England and
Wales

Percentage of hospitals with no Diabetes Inpatient Specialist 66.0% 31.7%
Nourse time directed fowards inpatient care
Percentage of patients seen by a member of a specialist 27.2% 34.7%
diabetes care team
Percentage of inpatients with diabetes management problems 50.3% 63.0%
which warranted referral to the specialist diabetes team who
were seen by a feam member
Percentage of patients with at least one medication error 46.3% 37.0%
Percentage of patients with at least one prescription error 34.6% 21.9%
Percentage of patients with at least one medication 25.6% 22.3%
management error
Percentage of patients with at least one insulin error 27.2% 20.6%
NICE guidelines — all patients with diabetes to receive a foot 17.1% 37.6%
assessment within 24 hours of admission

Source: Northern Ireland Diabetes Care Inpatient Audit (December 2013)

36 The audit was commissioned by the Northern Ireland Diabetes Consultant Group and assessed care standards in 11 local

acute hospitals.
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® harm resulted from the inpatient stay;

Recommendation
* patient experience of the inpatient We recommend full local participation in the
stay was favourable; and National Diabetes Audit. This will provide
evidence-based assurance that local patients
e there has been any change in the are receiving the key annual health checks
quality of care and patient feedback applied elsewhere in the UK, identify the
compared with previous years. extent of compliance with best practice in
delivering care, and highlight specific areas
4.33  While this initial, but limited, parficipation requiring improvement.

in the National Diabetes Audit is welcome,
local involvement in the wider Audit

would provide much more comprehensive
measurement of local care standards and
patient outcomes across primary and
secondary care, and enable meaningful
benchmarking to be undertaken with

England and Wales.

Conclusion

4.34  As well as providing an overview of the
quality of diabetes care, the National
Diabetes Audit aims to improve care
standards by enabling individual providers
fo benchmark performance with each
other, identify and share best practice, and
identify areas in which improvement in
the quality of treatment is required. In our
view, the lack of full participation in the
National Diabetes Audit has restricted the
ability of the Department and its partners
fo comprehensively monitor the delivery of
Type 2 diabefes services and fo promote
the exchange of best practice in supporting
their improvement.
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Appendix 1: (paragraph 1.18)
Study Methodology

1. Our review of local arrangements for Type 2 diabetes prevention and care was complefed
through analysing evidence gathered between November 2016 and July 2017. Specifically,
we:

e analysed available data on:
e the prevalence of diabetes in Northern Ireland;
® costs incurred locally in treating diabetes; and
e the societal impacts of diabetes;

* reviewed key policy documents for local diabetes care, most significantly the Joint Taskforce

Review (2003), and the Diabetes Review Steering Group (2014);
* reviewed documentation related fo key aspects of Type 2 diabetes care, including:
* patient education;
* development of integrated patient record systems;
e treatment of diabetes related complications;
e workforce planning; and
* initiatives for preventing Type 2 diabetes;

* assessed local performance for the Quality and Outcomes Framework (QOF) diabetes care
indicators, and how this compares with England and Wales;

e compared oufcomes from local diabetes inpatient care audits with results of the National

Diabetes Audit in England and Wales;
* licised with key Department of Health staff; and
* licised with Diabetes UK to obtain their views on local standards of Type 2 diabetes care.

2. The evidence gathered helped us to form conclusions on:

® |ocal frends and future projections for the prevalence of diabetes, and compare these with
the rest of the UK;
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* the costs currently being incurred by the local healthcare system in providing diabetes care,
and the exfent fo which these may increase;

e whether local policy for Type 2 diabetes care aligns with best practice;

* how the local healthcare system has reacted to four key challenges it faces in delivering
effective Type 2 diabetes care:

* reducing complication rates among Type 2 diabetes patients;
* early identification of those at high risk of developing Type 2 diabetes;

e building workforce capacity and capability to deliver effective Type 2 diabetes
care; and

* creating a focus on the prevention of Type 2 diabetes; and

* the extent to which complications among Type 2 diabetes patients are being minimised,
and whether local healthcare providers are delivering recommended care standards.
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Appendix 2: (paragraph 2.3)

Areas identified for improvement by the Joint Taskforce Report

(2003)

Areas identified for improvement by the Joint Taskforce Report (2003)

Prevention and early detection Planning and managing services
® Health promotion e Strategy, leadership and team
working

* Public education
*  Workforce planning
e Screening highisk groups
* Information management and
e Community issues and interagency diabetes registers
working

e User forum and empowerment
Care monitoring and treatment

e Audit, research and development
e Education for people with diabetes )
and professionals Implementation

* [ye screening * Implementation and monitoring

* Integrated diabetes care and
guidelines

e Emotional and psychological support
Targeting vulnerable groups

e Children and young people

e FEthnic minority communities

® Pregnancy and sexual health

e Other vulnerable groups
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(paragraph 2.14)

Diabetes Strategic Framework — Proposed Improvement Measures

Key Theme

Theme 1:

A Partnership
Approach

to Service
Transformation -
Clinical leadership
and User

Action

Establish a Diabetes Network to enable
stakeholders to be fully engaged in
fransforming services for people living with
diabetes.

Lead
Responsibility

DHSSPS

Timescale

Immediate

Establish a work programme designed to
measurably improve outcomes.

Diabetes Network

Within 12 months

Define and fest operational principles for

Diabetes Network

Within 12 months

Involvement
achieving sustainable improvement.
Key Theme Action Lead Timescale
Responsibility
Theme 2: Agree a menu of quality assured Structured | Diabetes Network | Within 12 months
Supporting Diabetes Education programmes (SDE),

Self-management

consistent with NICE guidance, for
Northern Ireland.

Establish a plan for delivery of Structured
Diabetes Education in Northern Ireland
with the goal that all newly diagnosed
people with diabetes can be offered SDE
within 6-12 months of diagnosis.

Establish a ‘catch up’ plan to meet the
needs of those already diagnosed who
have not already been offered SDE and to
meet the need for refresher programmes.

Diabetes Network
([programme plan)

Trusts (programme

delivery)

Within 24 months

Within 3 years

Explore whether digital technology can be
used fo support delivery of SDE.

Scope the role of social media in
supporting sel-management.

Diabetes Network

With Public Health
Agency (PHA)

Within 24 months
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Appendix 3:

Diabetes Strategic Framework — Proposed Improvement Measures

Key Theme

Theme 3:
Prevention,
Early Detention
and Delaying
Complications

(paragraph 2.14)

Action Lead Timescale
Responsibility

The Diabetes Network will be represented | Public Health Immediate

on the implementation groups taking Agency

forward ‘Making life Better’, the framework

for improving the population’s health and

wellbeing, and the obesity prevention

framework, ‘A Fitter Future for All'.

Establish an approach to the prevention of | Public Health Within 24 months

Type 2 diabetes for Northern Ireland which| Agency

is congruent with emerging evidence.

Provide information, advice and support | Public Health Within 24 months

for people who are identified as being at | Agency

increased risk.

Implement a foot care pathway that
improves outcomes at individual and
population level.

Primary care teams
and HSC Trusts
supported by the
Diabetes Network

Within 3 years

Agree appropriafe risk strafification in
diabetes care.

HSCB, Primary
Care

Within 24 months
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Key Theme

Theme 4:

Using Information
to Optimise
Services and
improve Outcomes
for People Living
with Diabetes

Action

Agree an initial suite of indicafors against
which to measure improvement in care af
local and regional level.
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Lead
Responsibility

Diabetes Network

Timescale

Within 12 months

Participation in National Diabetes Audits
will commence in 2016.

HSCB and Trusts

Immediate

Formalise the relationship between the
Diabetes Network and the Northern
Ireland eHealth Strategy Group with the
goal of having a diabefes care pathway
within the electronic care pathway and @
portal through which people living with
diabetes can manage their own health
information and interact with clinicians.

Diabetes Network

supported by
HSCB,/PHA

Immediate

Influence regional work to achieve
infegration of clinical information systems
relevant for the care of people living with
diabetes.

Diabetes Network

Immediate
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Appendix

3:

(paragraph 2.14)

Diabetes Strategic Framework — Proposed Improvement Measures

Key Theme

Theme 5:
Designing
Services for
People Living

with Diabetes,
Particularly Those
Requiring Bespoke
Treatment and
Care

Action

Develop a plan to achieve measurable
improvement in access fo insulin pumps for

young people.

Develop a plan o improve experience
of transition fo adult services for young
people.

Lead
Responsibility

Diabetes and
Paediatric Diabetes
Networks with
HSCB and HSC
Trusts

Timescale

Within 3 years

Achieve measurable improvement in service
capacity fo meet the needs of pregnant
women with diabetes.

HSCB and HSC
Trusts

Within 12 months

Test and implement reliable systems to
support early detection and follow up for
women with Gestational Diabetes.

Diabetes Network
and HSC Trusts

Within 3 years

Achieve measurable increase in the number
of women who are pre-pregnancy and af
risk who avail of prepregnancy counselling
services.

Public Health
Agency

Within 24 months

Improve the experience of care in-hospital
for people living with diabetes but admitted
for other reasons by enhancing the capacity,
for Specialist Diabetes Teams fo provide
care, advice and support.

Diabetes Network
and HSC Trusts

Within 3 years

Conduct formal needs assessment for
particularly vulnerable people in order to
inform future service models and improve
outcomes.

PHA

Within 3 years




Appendix 3 (continued):

Key Theme

Theme 6:
Enhancing the
skills of frontline
staff

Action

Develop a workforce plan for diabetes
services, which takes into account: the
changing epidemiology of the condition;
the need for an integrated, multidisciplinary
approach fo care; future reconfiguration of
services; and the skills required to deliver a
high quality service for people living with
diabetes.
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Lead
Responsibility

Regional
Workforce Planning
Group with support
from the Diabetes
Network

Timescale

Within 3 years

Prioritise fraining in diabetes care for nurses
and Allied Health Professionals who are not
specialists in diabetes but regularly come
into contact with people with diabetes.

For specialists in diabetes, a programme for
basic fraining in psychological skills will be
designed.

CNO/PHA

Within 24 months

At least 10 per cent of sfaff who are HSC Trusts Within 12 months
specialist in diabefes care will be frained

fo level 1 in the Attributes Framework for

Quality Improvement.

Expert advice in improvement science will | DHSSPS Immediate

be provided fo the Diabetes Network.
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Appendix 3:

Diabetes Strategic Framework — Proposed Improvement Measures

Key Theme

Theme 7:
Encouraging
Innovation

Action

Establish formal links with the Diabetes
Clinical Interest Group within the Northern
Ireland Clinical Research Network, the
HSC R&D Division, the Improvement
Network for Northern Ireland and HSC
Clinical Innovations. One measure of
success will be the number of peer
reviewed publications from the Diabetes
Network.

(paragraph 2.14)

Lead
Responsibility

Diabetes Network

Scope opportunities fo support individuals

Diabetes Network

Timescale

Within 12 months

and feams fo innovate. with HSC
Innovations
Establish processes to ensure that the HSCB
introduction of new drugs and devices is
supported by appropriafe infrastructure
including training for staff.
Assess outcome of evaluation of HSCB Within 12 months

d-Navsystem fo establish viability of further
rollout.
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Appendix 4. (paragraph 3.13)

Views of Diabetes UK (Northern Ireland) on provision of structured
education to local Type 2 diabetes patients

In addition to our findings on the provision of structured education for Type 2 diabetes patients, Diabetes
UK {Northern Ireland) highlighted several additional issues which are outlined below. In taking forward
the Framework proposals for the provision of structured education, we recommend that the Department
and the Diabetes Network take account of these areas.

Diabetes UK told us that:

Patient non-attendance - Diabetes UK highlighted research which shows that patients were not
being adequately made aware of the benefits of patient education and were more likely to attend
structured diabetes education when they are directly referred by their GP, who was able to explain
the seriousness of Type 2 diabetes and the importance of attending education. Available data
shows that levels of non-attendance for Type 2 diabetes education programmes can be as high as
50 per cent in some Trust areas, and Diabetes UK has funded research which found that greater
flexibility, such as evening sessions, can improve upfake.

Quality of education provision - Currently DESMOND and X-PERT are the only diabetes education
courses which meet NICE stipulated criteria. Staff in the Belfast, Northern, South Eastern and
Western Trusts deliver the DESMOND programme and the Southemn Trust provides X-PERT. This
programme requires twice the resources of DESMOND and dietitians have raised concerns that ifs
diefary recommendations do not meet national guidance.

Waiting lists and waiting times for patient education — A waiting list for the DESMOND
programme of almost 1,000 patients currently exists in the Northern Trust. Across other Trusts, there
is a lack of robust data available to measure waiting lists and waiting times.
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Appendix 5: (paragraph 3.15)

Pilot foot care project in the Northern Trust

Prior to 2014, there were no formal foot care pathways within any area of the Northern Trust. In 2014,
the local Infegrated Care Partnership (ICP) Diabetes Multidisciplinary Group identified gaps within
diabetes foot care, by mapping existing service provision and designing a pathway which would meet
patient needs and align with the NICE guidelines. Following widespread stakeholder engagement, a foot
care sub-group was established comprising GP, Podiatrist, Diabetic Nurse Specialist, Medics, service
users and the voluntary and community sector.

In February 2015, the local Commissioning Group approved a bid from the Northern Trust for a pilot
project covering the Causeway Coast and Mid-Ulsfer areas, aimed at improving local diabetes foot care.
An implementation group was subsequently esfablished to deliver the project. A multi-disciplinary foot
feam was then established to coordinate podiatry care and to ensure that diabetes patients would have
access fo the right person, in the right place, at the right time.

Through this pilot project, patients can now be referred directly by their GP, nurse, emergency department
or hospital to the multidisciplinary service. Analysis shows that 80 per cent are currently being seen within
the 48 hours target, with 49 per cent being seen within 24 hours. Previously the average wait for an
urgent referral to commence freatment was 72 hours. The project has achieved a range of successful
outcomes:

® 87 per cent of patients received care in a local setting by the enhanced foot protection team,
thereby avoiding referral to tertiary services;

® 5 per cent of patients were referred onwards fo the Hospital Diversion Team for the administration
of infravenous antibiotics, avoiding a number of admissions and associated bed days (estimated

as 344 days in 2015-16);

* the blood glucose results of 10 randomly selected patients showed that the condition of nine of
these had improved. Improvement in glycaemic control is paramount fo promote wound healing
and prevent spread of existing infection; and

® the numbers of minor amputations carried out on patients in the Causeway and Mid Ulster ICP

areas have reduced by Q0 per cent, from 10 in 2014-15 to only 1 in 2015-16.
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NIAO Reports 2017 and 2018

Title Date Published
2017

Continuous improvement arrangements in policing 04 April 2017
Management of the Transforming Your Care Reform Programme 11 April 2017
Special Educational Needs 27 June 2017

Llocal Government Auditor’s Report 05 July 2017
Managing children who offend 06 July 2017
Access to finance for small and medium-sized enterprises (SME's)

in Northern Ireland 26 September 2017
Managing the Risk of Bribery and Corruption: A Good Practice Guide

for the Northern Ireland Public Sector 14 November 2017
Homelessness in Northern Ireland 21 November 2017
Managing the Central Government Esfate 30 November 2017
2018

Continuous improvement arrangements in policing 27 February 2018
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