Progress report on the diabetes NSF 2004 -2005
	
	Standard
	Action
	Timescale
	Progress

	Prevention of Type 2 diabetes
	Standard 1

The NHS will develop, implement and monitor strategies to reduce the risk of developing Type 2 diabetes in the population as a whole and to reduce the inequalities in the risk of developing Type 2 diabetes. 
	A PCT wide Primary Prevention Group has been set up. 
	Ongoing 
	Primary care prevention group is developing a PCT wide strategy for all chronic conditions

	Identification of people with diabetes 
	Standard 2

The NHS will develop, implement and monitor strategies to identify people who do not know they have diabetes. 
	Opportunistic testing of blood glucose in community settings, in collaboration with voluntary organisations and health promotion team was provided at  2 health fairs. 
	Ongoing 
	An options appraisal of early detection of diabetes has been carried out and reported by public health. There are no clear indications for advantages of early detection. DPAG to decide whether to develop a strategy for systematic screening for diabetes. 

	Empowering people with diabetes
	Standard 3

All children, young people and adults with diabetes will receive a service which encourages partnership in decision-making, supports them in managing their diabetes and helps them to adopt and maintain a healthy lifestyle. This will be reflected in an agreed and shared care plan in an appropriate format and language. Where appropriate, parents and carers should be fully engaged in this process. 
	i. Funding has been secured from HAZ to run a structured programme of education for newly diagnosed and those with established diabetes.

ii. People with type 1diabetes are offered education through the DAFNE (Doss Adjustment for Normal Eating) programme run In secondary care.

iii. A hand held care record is currently being piloted in the Harlesden Diabetes One Stop Shop. 
	2004 – 2006

Ongoing in secondary care.

Ongoing 
	A rolling programme of patient education provides courses for newly diagnosed and for people with established diabetes in all localities. 
To date 253 people have attended these courses, including courses in Tamil, Gujarati and Somali.

A quarterly Diabetes newsletter is produced in Arabic, English, Gujarati, Somali, Tamil and Urdu.

Focus group discussion with people newly diagnosed with diabetes indicated that it was not used. Hand held record to be used in community diabetes clinics with people with established diabetes who have more frequent contact with health care professionals.

Evaluation of 1StopShop pilot is complete. Overall response to the pilot from people with diabetes, primary care and service providers was positive.  

	Clinical care of adults with diabetes 
	Standard 4 

All adults with diabetes will receive high-quality care throughout their lifetime, including support to optimise the control of their blood glucose, blood pressure and other risk factors for developing the complications of diabetes. 
	i. 5.6 DSNs have been appointed.

ii. Community Consultant appointed July 2005.
iii. Clinical guidelines for the management of diabetes have been revised. 

iv. Courses for nurses are organised in collaboration with Warwick Diabetes care. 

v. Warwick CIDC course provided locally.


	2004 - 2006
2005 - 2006

2005 - 2006
2004 -2006
Ongoing


	i. All are in post and responsible for a locality each. 

ii. Community consultant has started developing a work plan for the primary care diabetes team.

iii. Brent Diabetes guidelines will be launched in December 2005.

iv. Fifteen nurses attended the second course September – February 2005. A third course for district nurses to start in September 2005  

v. 20 GPs and 5 HCP have enrolled on the course from February 2005. The  second course to start from September 2005.



	Clinical care of children and young people with diabetes 
	Standard 5 

All children and young people with diabetes will receive consistently high-quality care and they, with their families and others involved in their day-to-day care, will be supported to optimise the control of their blood glucose and their physical, psychological, intellectual, educational and social development. 

Standard 6 

All young people with diabetes will experience a smooth transition of care from paediatric diabetes services to adult diabetes services, whether hospital or community-based, either directly or via a young people’s clinic. The transition will be organised in partnership with each individual and at an age appropriate to and agreed with them. 
	Currently young people and children with type 1diabetes are cared for in secondary care by a team of diabetes paediatric specialists. 

As part of nursing policy the PCT, guidelines are being developed for management of type 1diabetes in primary care.

i. Protocols are in place for transition from paediatric to adult services in secondary care.

ii. A follow-up DAFNE (Dose Adjustment For Normal Eating) clinic is being planned at CMH.


	Ongoing

2004 – 2005

Ongoing 

2005-2006


	DPAG in collaboration with the nursing directorate have developed nursing policy for management of type 1 diabetes in primary care.

Currently protocols are being developed to set up an intermediary clinic for adolescents in secondary care. 

Ongoing

	Management of diabetic emergencies 
	Standard 7 

The NHS will develop, implement and monitor agreed protocols for rapid and effective treatment of diabetic emergencies by appropriately trained health care professionals. Protocols will include the management of acute complications and procedures to minimise the risk of recurrence. 
	Diabetes emergencies are currently dealt with in secondary care. Protocols for treatment and management of diabetes ketoacidosis are in place in A & E department. This policy is being reviewed under the BECaD development.
	Ongoing

2005 - 2006
	Health professionals in secondary care are trained in dealing with diabetic emergencies and the use of protocols is regularly audited.



	Care of people with diabetes during admission to hospital 
	Standard 8 

All children, young people and adults with diabetes admitted to hospital, for whatever reason, will receive effective care of their diabetes. Wherever possible, they will continue to be involved in decisions concerning the management of their diabetes. 
	Protocols are in place in secondary care for ward staff. Input by specialist diabetes nurses for inpatients is also available. This policy is beig reviewed under the BECaD development.


	Ongoing

2005-2006
	

	Diabetes and pregnancy 
	Standard 9 

The NHS will develop, implement and monitor policies that seek to empower and support women with pre-existing diabetes and those who develop diabetes during pregnancy to optimise the outcomes of their pregnancy. 
	Protocols are in place for the management of women with diabetes and those with gestational diabetes in secondary care.  Joint obstetrics and diabetes clinics are provided in secondary care. 


	Ongoing 
	

	Detection and management of long-term complications 
	Standard 10 

All young people and adults with diabetes will receive regular surveillance for the long-term complications of diabetes.

Standard 11 

The NHS will develop, implement and monitor agreed protocols and systems of care to ensure that all people who develop long-term complications of diabetes receive timely, appropriate and effective investigation and treatment to reduce their risk of disability and premature death. 

Standard 12 

All people with diabetes requiring multi-agency support will receive integrated health and social care.
	Annual reviews are conducted in primary and secondary care.

Guidelines for referral to secondary care are in place.

DSNs in primary and secondary care are available to GPs and people with diabetes for consultation, advise and support on complications of diabetes.

A minimum of 80% of people with diabetes to be screened for early detection of diabetic retinopathy by 2006, increasing to 100% by 2007.

Currently for diabetes complications there is a fast track access to specialist clinic in secondary care.

This policy is being reviewed under the BECaD development.

A model of care for diabetes in primary and secondary care is being developed which will reflect changes in service provision for chronic conditions. 
	Ongoing

Ongoing

2005 - 2006

Ongoing

2005 - 2006
2005 - 2006
	i. DSNs in primary care are involved in supporting GPs / PNs in running practice based diabetes care in each locality. 

ii. The courses for people with diabetes are also run by DSNs with support from dietetics and podiatry. 

iii. DSNs have started undertaking development of diabetes registers in practices

Retinal screening programme pilot at Wembley Centre for Health & Care between October and December. Service rolled out after evaluation in December – January onwards to Willesden and CMH.

The DPAG has developed a care pathway and model of care for diabetes The final diabetes strategy paper on model of care and  budget to be approved by the PCT and BECaD Strategy Board in September 2005.




� Leena Sevak, Diabetes Service Development Manager – Diabetes (H:\Diabetes Clinical Governance\) 15th September 2005
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