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OCCG Primary Care Contract 2020-21

Oxfordshire Diabetes Locally Commissioned Service (LCS)

Summary

Commencement date:

End date:

1 September 2020
31 March 2021

Section

Practice Requirement

Year of Care Planning

Each practice will need to continue implementation of the Year of Care
(YoC) model to support the implementation of Care and Support Planning,
now described as Personalised Care and Support Planning (PCSP).

PCSP annual review consultations will ‘move on’ from the focus on type 2
diabetes and include other long term conditions. This holistic, multi-
morbidity approach, to personalised review consultations will generate the
most efficiencies and benefit for practices and patients. For support
contact: occg.yoc@nhs.net

Diabetes Multi-
Disciplinary Team
(MDT) Meetings at
Primary Care
Network level

Each practice will participate in diabetes multi-disciplinary team meetings
(MDTs) within their Primary Care Network. The meetings will include
secondary and community care clinicians specialising in diabetes care with
the aim of improving the care of people with diabetes. Each Practice will
take part in 3 MDT meetings within the period 1°* April 2020 — 31* March
2021. Patients discussed in the PCN MDT should have the Snomed code
170775008 ‘Diabetes: shared care programme’ applied.

These meetings will take place virtually using MS Teams.

Insulin initiation

Each practice will provide initiation of insulin for all people with Type 2
Diabetes requiring conversion. Primary Care Networks can decide that a
practice will deliver the service on behalf of the network. The Shomed code
that must be used to ensure payment for insulin initiation is
345041000000101 ‘Insulin treatment initiated’.

Reviews of
individuals with
Diabetes

Due to the impact COVID-19 has had on the ability to safely conduct care
processes and achieve treatment targets for those living with diabetes this
year’s LCS will not include specific targets for these.

Based on the East of England Diabetes Clinical Network paper (Appendix D)
it is recommended that each Practice aim to focus on seeing 2/3 of those
individuals currently living with diabetes with the focus being on those in
the Red or Amber category, as outlined below.
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HbAlc BP (mmHg) Lipid management status
(mmol/mol)
RED > 86 mmol/mol* >160/100 Not on statin despite hx of CVD
(excl. haem stroke)
AMBER | 59-86 141/81 - Not on statin despite age > 40 yrs
mmol/mol 159/99** and QRISK > 10%
GREEN | <58 mmol/mol <140/80** On statin (or statin not indicated /
declined)

If last results fall into GREEN category but are > 24 months old, person should be
stratified as AMBER.

People with last results in GREEN category with significant co-morbidities
(including CKD stage 3-5, CHD, CBVD, heart failure) or known significant
complications of diabetes should be stratified as AMBER.

Any individuals living with diabetes who also present with foot problems

should be treated as a priority for receiving care and support. These have

also been grouped into Red, Amber and Green categories with the

recommendation that Practices focus on the Red and Amber categories.

Risk Group

RED - High risk or Current foot ulceration / Charcot’s foot.

active disease Previous foot ulceration / Charcot’s.

AMBER - increased Foot pulses NOT palpable or peripheral

risk neuropathy affecting the feet

GREEN - low risk Palpable foot pulses AND no evidence of
peripheral neuropathy affecting the feet

Other essential items

Each practice will also:

a)

b)

f)
g)

Ensure the accurate recording of ethnicity for individuals living
with diabetes within GP systems.

Apply complete coding for all diabetes structured education
activity using nationally standardised codes’ (see pages 7-8
below).

Apply complete diabetes eye screening coding (see page 8).
Make data available for the Oxfordshire Diabetes Dashboard.
Ensure a lead GP and lead Practice Nurse for Diabetes are
nominated as main points of contact for the CCG, with contact
details provided.

Ensure full submission to the National Diabetes Audit.
Completion of the Training Needs Assessment survey. This will
be sent out separately by the YoC team.

! https://www.diabetes.org.uk/professionals/resources/national-diabetes-audit/nda-structured-education-data
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OCCG Primary Care Contract 2020-21

Oxfordshire Diabetes Locally Commissioned Service (LCS)

Commencement date: 1 September 2020
End date: 31 March 2021

1. Oxfordshire Diabetes Transformation — aims and objectives

The overarching aim of diabetes transformation in Oxfordshire is to establish an integrated diabetes service which focuses on the needs of the whole person, empowering
people with diabetes to live healthy lives, and which provides timely support when issues arise. Due to the impact of the COVID pandemic this revised LCS is being released
in September. All parts of the LCS must be completed to receive the funding, there will be no split of funding per individual requirement.

The objectives, and therefore the scope of the transformation programme are to:

e Improve outcomes and reduce unwanted variation of care for people with diabetes across Oxfordshire.

e Improve patient experience of diabetes care and achieve high satisfaction against patient experience measures to be agreed as part of the project.

e Reduce complications arising from diabetes, in particular in renal replacement therapy and heart failure.

e Reduce the rate of growth in the costs of care for people with diabetes to support Oxfordshire’s health care system. Informed by experience, to agree future
investment based on the growing predicted prevalence of diabetes, taking into account predicted savings.

With the focus on people living with diabetes to live longer and healthier lives, the Year of Care (Personalised Care and Support Planning) approach is a key element to the
effective clinical management of those people living with type 2 diabetes in Oxfordshire, the ethos and process having been adopted by 87% of practices. This personalised,
holistic and evidenced based approach to care is ‘moving on’ so annual reviews may consider other long term conditions alongside type 2 diabetes. This more holistic
approach to personalised care strongly supports the NHS Long Term Plan (NHSE, 2019) and details set out in the Universal Personalised Care (NHSE, 2019) delivery
programme, a national move to adopt a stronger, more personalised approach when caring and interacting with patients.

2. Practice requirements and payments

The Sign Up Form (Appendix C) needs to be completed and submitted to occg.plannedcare@nhs.net to confirm participation and enable payment.

Section Practice Requirement Payment Information reporting
3.1 Year of Care | Oxfordshire CCG continues to support the implementation of the | Each practice will be paid £1.50 Record of the status of all implementation tasks.
Planning Year of Care (YoC) model. This nationally identified, evidence per registered Type 2 diabetes This should be provided in one email by
based, approach to delivering Care and Support Planning (C&SP) | patient (Diabetes Dashboard) for | financial year end to:



https://www.yearofcare.co.uk/
https://www.longtermplan.nhs.uk/wp-content/uploads/2019/08/nhs-long-term-plan-version-1.2.pdf
https://www.england.nhs.uk/wp-content/uploads/2019/01/universal-personalised-care.pdf
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Practice Requirement

Payment

Information reporting

is promoted in the NHS Long Term Plan.

C&SP along with Personalised care is a key element to the
effective clinical management of people with long term
conditions.

Practices participating in this LCS are expected to complete the
following:

Each practice will need to continue implementing Year of Care
(YOC) / C&SP for the management of diabetes patients. The
practice can extend this to all patients living with long term
conditions generating the most efficiencies and benefit.

Each practice will need to ensure the following remains in place
from initial implementation, or ensure completion plans are
conveyed.

a) Complete the YoC Planning Practice Checklist*

b) For auditing purposes tick “Agreement of care plan”
box when care plan agreed with patient. (Located
under the YoC ‘Care Planning annual appointments /
Goals & Action planning’ template) or the 8CS
Agreement of care plan code

c) Assign a named clinical champion for YoC in the
practice. This YoC champion will:

o Lead implementation

o Have YoC as a standing item on practice meeting
agenda

o Disseminate YoC learning, ethos and delivery
processes to whole practice team

o Engage with OCCG YoC Coordinator once a year

o Offer assistance to OCCG YoC Coordinator with
YoC auditing or patient survey requests (Further
details to follow).

d) Ensure use of the YoC self-assessment tool* for staff

completion of the Practice
Requirements.

occg.plannedcare@nhs.net
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Practice Requirement

Payment

Information reporting

to check level of understanding/skills and identify
further support or training needs to refresh or
develop consultation skills in line with a personalised
C&SP approach to care.

*The Year of Care Practice Checklist and Self-evaluation Tools for
clinicians are available in the YOC packs or by request from:
occg.yoc@nhs.net

3.2 Diabetes

Each practice will participate in diabetes multi-disciplinary team

This is a set payment

A record of the meetings that documents:

multi- meetings (MDTs) within their Primary Care Network. The irrespective of practice size, and | date/time of meeting, attendance, issues
disciplinary meetings will include secondary and community care clinicians it is based on the practice taking | discussed and number of patients discussed
team specialising in diabetes care with the aim of improving the care part in 3 meetings in the (patient identifiable information not to be
meetings at of people with diabetes. Each Practice will take partin 3 MDT 2020/21 year. The total payment | included). Record of meeting to be sent through
Primary Care | meetings within the period 1** April 2020 — 31* March 2021 for 3 meetings is £884. to: occg.plannedcare@nhs.net
Network
level These meetings will be held virtually using MS Teams. Patients discussed in the PCN MDT should have
the code 170775008 ‘Diabetes: shared care

Meeting and preparation/follow up time is expected to be up to programme’ applied.

3 hours with 1 GP plus 1 Practice Nurse participating from each

practice. The MDT is to review the diabetes dashboard, review

complex diabetes patients with specialist diabetes clinicians to

improve patient care, share best practice and ensure best health

outcomes for their diabetic population.

One of the practices in the Primary Care Network will be

responsible for hosting the meeting, producing high level notes

(patient identifiable information removed) and sharing the notes

with the diabetes specialists. Each practice is responsible for

running relevant searches in preparation for the meeting and

taking away and following up on their own actions from the

meeting.

3.3 Insulin Each practice will provide initiation of insulin for all Type 2 Per patient payment for insulin Snomed coding of all patients initiated on

initiation Diabetes patients requiring conversion. Detailed criteria for the initiation: £122.15 insulin. The read code that must be used to

insulin initiation service are included in Appendix B. Primary Care
Networks can decide that a practice will deliver the service on

Insulin initiation payment will be

ensure payment is 345041000000101 ‘Insulin
treatment initiated’. This will be verified
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Practice Requirement

Payment

Information reporting

behalf of the network to provide resilience and capacity. OCCG
needs to be formally notified of the agreement of all practices in
the network to this arrangement when decided.

All people with Type 1 Diabetes are to be either seen at OCDEM?
or, if stable (achieving good NICE standards, i.e. good glycaemic
control, personalised HbA1lc and low hypoglycaemia) discussed
with an OCDEM consultant twice a year and actions
implemented.

paid on a per patient basis. The
amount practices are paid in
total for insulin initiation will
therefore vary according to the
number of patients initiating
insulin in the year. As numbers
are anticipated to be relatively
low, payment for insulin
initiation will be made as part of
the final reconciliation process
for locally commissioned
services at financial year end.

through a quarterly search.

For those patients attending OCDEM/Horton
apply code 312887003 ‘attends outpatients’.

For those patients not willing or not appropriate
to attend OCDEM/Horton apply code
279291000000109 ‘Diabetes Type 1 Review'.

Email verification of attendance at insulin
initiation training to:
occg.plannedcare@nhs.net

3.4 Reviews of
individuals
with
Diabetes

Based on the East of England Diabetes Clinical Network paper
(Appendix D) it is recommended that each Practice aims to see
2/3 of those people on its diabetes register with a focus on those
who fall into the Red or Amber category, as outlined below.
Following that, patients in the Green category should be
reviewed.

The 2 stage process outlined in Appendix D and highlighted on
page 3 of the attached East of England Diabetes Clinical Network
paper should be followed.

Risk HbAlc BP (mmHg) | Lipid management status

group (mmol/mol)

RED > 86 >160/100 Not on statin despite hx
mmol/mol* of CVD (excl. haem

stroke)

AMBER | 59-86 141/81 - Not on statin despite age
mmol/mol 159/99** > 40 yrs and QRISK > 10%

GREEN | <58 mmol/mol | <140/80** | On statin (or statin not

Payment per registered Type 2
diabetes patient (verified
through the Diabetes
Dashboard): £6.87

Please refer to Schedule of
Payments (Appendix A) for the
anticipated values for each
practice.

Payments will be made at the
end of the financial year as long
as the LCS Sign Up Form has
been signed (Appendix C) and
returned to the CCG at
occg.plannedcare@nhs.net.

2 For patients resident in North Oxfordshire under the care of OCDEM, they will be seen in the Horton Diabetes Clinic.
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| indicated / declined)
If last results fall into GREEN category but are > 24 months old,
person should be stratified as AMBER.
People with last results in GREEN category with significant co-
morbidities (including CKD stage 3-5, CHD, CBVD, heart failure) or
known significant complications of diabetes should be stratified as
AMBER.

Any individuals living with diabetes who also present with foot
problems should be treated as a priority for receiving care and
support. These have also been grouped into Red, Amber and
Green categories with the recommendation that Practices focus
on the Red and Amber categories.

Risk Group
RED - High risk or Current foot ulceration / Charcot’s foot.
active disease Previous foot ulceration / Charcot’s.
AMBER - increased Foot pulses NOT palpable or peripheral
risk neuropathy affecting the feet

GREEN - low risk Palpable foot pulses AND no evidence of
peripheral neuropathy affecting the feet

3.5 Other
essential
items

Each practice will also:

a) Ensure the accurate recording of ethnicity for individuals
living with diabetes within GP systems.

b) Apply complete coding for all diabetes structured
education activity using nationally standardised codes’.
This is to include referral, declines, attendance, non-
attendance and completion of structured education. This
should include coding of education for both Type 1 and
Type 2 patients.

c) Apply complete diabetes eye screening coding.

d) Make their data available for the Oxfordshire Diabetes

Structured Education - Continuation of coding
of referral to structured education and outcome
of structured education with the following
standard’ Snomed codes for EMIS and Vision.

Outcome of referral to
diabetes structured
education

Snomed Code

Diabetes structured 306591000000103
education declined

Did not attend diabetes 306861000000107
structured education

Attended* diabetes 413597006

% https://www.diabetes.org.uk/professionals/resources/national-diabetes-audit/nda-structured-education-data

4 https://www.diabetes.org.uk/professionals/resources/national -diabetes-audit/nda-structured-education-data
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Dashboard.

e) Ensure alead GP and lead Practice Nurse for Diabetes
are nominated as main points of contact for the CCG,
with contact details provided. It is understood that not
all diabetes care will be undertaken by just one Practice
Nurse and GP in all practices.

f)  Ensure full submission to the National Diabetes Audit.

g) Completion of the Training Needs Assessment survey.
This will be sent out separately by the YoC team.

structured education

Diabetes structured 755491000000100
education completed

*Where a structured education course consists of
more than one session, and the patient only attends
some of the sessions then, enter a Read Code of
attended. If the patient attends all the sessions and
completes the course enter a Read Code of
completed.

Coding will be monitored through the Diabetes
Dashboard.

Diabetic Retinopathy Screening - Coding will be
monitored through the Diabetes Dashboard.
Read Code for Diabetic Retinopathy Screening
is: 134395001 ‘Diabetic retinopathy screening’.

Diabetes Dashboard - Relevant data made
available for pull into diabetes dashboard on a
monthly basis.
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APPENDIX A: SCHEDULE OF PAYMENTS BY LCS SECTION AND PRACTICE

No. Type 2 Adult Diabetes . Insulin Initiation .
Practice . Patients (incl. others) - end Year of Care Diabetes !VIDTS (approx 2 per practice - R e\{le.ws of . Total
Code Practice Name March 2020 Oxfordshire Planning (£) f: 2023?:1?5 to be confirmed ::ijli;l::::ls with Payment
Diabetes Dashboard through coding)

K84054 Abingdon Surgery 552 £828.00 £884 £244 £3,792.24 £5,748
K84613 Alchester Medical Group 720 £1,080.00 £884 £244 £4,946.40 £7,154
K84010 Bampton Surgery 425 £637.50 £884 £244 £2,919.75 £4,685
K84028 Banbury Cross 1700 £2,550.00 £884 £244 £11,679.00 £15,357
K84021 Banbury Road (172) 175 £262.50 £884 £244 £1,202.25 £2,593
K84032 Bartlemas Surgery 518 £777.00 £884 £244 £3,558.66 £5,464
K84016 Beaumont St (19) 249 £373.50 £884 £244 £1,710.63 £3,212
K84049 Beaumont St (27) 140 £210.00 £884 £244 £961.80 £2,300
K84080 Beaumont St (28) 133 £199.50 £884 £244 £913.71 £2,241
K84035 Bell Surgery 316 £474.00 £884 £244 £2,170.92 £3,773
K84023 Berinsfield Health Centre 311 £466.50 £884 £244 £2,136.57 £3,731
K84052 Bicester Health Centre 655 £982.50 £884 £244 £4,499.85 £6,610
K84058 Bloxham Surgery 300 £450.00 £884 £244 £2,061.00 £3,639
K84025 Botley Medical Centre 619 £928.50 £884 £244 £4,252.53 £6,309
K84075 Broadshires Health Centre 444 £666.00 £884 £244 £3,050.28 £4,844
K84047 Burford Surgery 313 £469.50 £884 £244 £2,150.31 £3,748
K84610 Charlbury Surgery 219 £328.50 £884 £244 £1,504.53 £2,961
K84030 Chipping Norton Health Centre 680 £1,020.00 £884 £244 £4,671.60 £6,820
K84033 Church Street Practice 689 £1,033.50 £884 £244 £4,733.43 £6,895
K84034 Clifton Hampden Surgery 124 £186.00 £884 £244 £851.88 £2,166
K84618 Cogges Surgery 239 £358.50 £884 £244 £1,641.93 £3,128
K84063 Cowley Road Medical Practice 266 £399.00 £884 £244 £1,827.42 £3,354
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No. Type 2 Adult Diabetes

Insulin Initiation

Practice . Patients (incl. others) - end Year of Care Diabetes !VIDTS (approx 2 per practice - R e\{ie.ws of . Total
Code Practice Name March 2020 Oxfordshire Planning (£) f: :Onggfeztllr;gs to be confirmed ::ij::::sals with Payment
Diabetes Dashboard through coding)

K84056 Cropredy Surgery 197 £295.50 £884 £244 £1,353.39 £2,777
K84055 Deddington Health Centre 444 £666.00 £884 £244 £3,050.28 £4,844
K84002 Didcot Health Centre 812 £1,218.00 £884 £244 £5,578.44 £7,924
K84004 Donnington HC 693 £1,039.50 £884 £244 £4,760.91 £6,928
K84006 Eynsham Medical Centre 662 £993.00 £884 £244 £4,547.94 £6,669
K84071 Goring & Woodcote Health Centre 362 £543.00 £884 £244 £2,486.94 £4,158
K84045 Gosford Hill Medical Centre 417 £625.50 £884 £244 £2,864.79 £4,618
K84001 Hart Surgery 330 £495.00 £884 £244 £2,267.10 £3,890
K84009 Hedena Health 801 £1,201.50 £884 £244 £5,502.87 £7,832
K84059 Hightown Surgery 510 £765.00 £884 £244 £3,503.70 £5,397
K84048 Hollow Way Medical Centre 395 £592.50 £884 £244 £2,713.65 £4,434
K84003 Islip Surgery 216 £324.00 £884 £244 £1,483.92 £2,936
K84078 Jericho Health Centre (Leaver) 100 £150.00 £884 £244 £687.00 £1,965
K84605 King Edward Street 46 £69.00 £884 £244 £316.02 £1,513
K84079 Long Furlong MC 279 £418.50 £884 £244 £1,916.73 £3,463
K84066 Luther Street Medical Centre 12 £18.00 £884 £244 £82.44 £1,228
K84027 Malthouse Surgery 894 £1,341.00 £884 £244 £6,141.78 £8,611
K84044 Manor Surgery Headington 687 £1,030.50 £884 £244 £4,719.69 £6,878
K84041 Marcham Road Health Centre 556 £834.00 £884 £244 £3,819.72 £5,782
K84036 Mill Stream Surgery 206 £309.00 £884 £244 £1,415.22 £2,852
K84038 Montgomery House Surgery 747 £1,120.50 £884 £244 £5,131.89 £7,380
K84014 Morland House Surgery 436 £654.00 £884 £244 £2,995.32 £4,777
K84015 Nettlebed Surgery 151 £226.50 £884 £244 £1,037.37 £2,392
K84019 Newbury Street Practice 664 £996.00 £884 £244 £4,561.68 £6,686
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No. Type 2 Adult Diabetes

Insulin Initiation

Practice . Patients (incl. others) - end Year of Care Diabetes !VIDTS (approx 2 per practice - R e\{ie.ws of . Total
Code Practice Name March 2020 Oxfordshire Planning (£) f: :Onggfeztllr;gs to be confirmed ::ij::::sals with Payment
Diabetes Dashboard through coding)

K84072 Nuffield Health Centre 642 £963.00 £884 £244 £4,410.54 £6,502
K84624 Oak Tree Health Centre 306 £459.00 £884 £244 £2,102.22 £3,689
K84026 Observatory Medical Practice 281 £421.50 £884 £244 £1,930.47 £3,480
K84065 Sibford Gower Surgery 91 £136.50 £884 £244 £625.17 £1,890
K84020 Sonning Common Health Centre 362 £543.00 £884 £244 £2,486.94 £4,158
K84013 St Bartholomews MC 607 £910.50 £884 £244 £4,170.09 £6,209
K84060 | St Clements Surgery 192 £288.00 £884 £244 £1,319.04 £2,735
K84011 Summertown Health Centre 369 £553.50 £884 £244 £2,535.03 £4,217
K84007 Temple Cowley Health Centre 417 £625.50 £884 £244 £2,864.79 £4,618
K84082 The Key Medical Practice 627 £940.50 £884 £244 £4,307.49 £6,376
K84031 | The Leys Health Centre 572 £858.00 £884 £244 £3,929.64 £5,916
K84050 The Rycote Practice 494 £741.00 £884 £244 £3,393.78 £5,263
K84037 Wallingford Medical Centre 689 £1,033.50 £884 £244 £4,733.43 £6,895
K84008 Watlington & Chalgrove Surgery 316 £474.00 £884 £244 £2,170.92 £3,773
K84051 White Horse Practice 725 £1,087.50 £884 £244 £4,980.75 £7,196
K84017 Windrush Health Centre 812 £1,218.00 £884 £244 £5,578.44 £7,924
K84024 Windrush Surgery (Banbury) 492 £738.00 £884 £244 £3,380.04 £5,246
K84043 Woodlands Medical Centre 662 £993.00 £884 £244 £4,547.94 £6,669
K84062 Woodlands Surgery 361 £541.50 £884 £244 £2,480.07 £4,150
K84042 Woodstock Surgery 363 £544.50 £884 £244 £2,493.81 £4,166
K84046 Wychwood Surgery 247 £370.50 £884 £244 £1,696.89 £3,195
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APPENDIX B: Insulin initiation service specification

A. Definition of patients to be treated
Primary Care patients:

e People over the age of 18 with diabetes
e Age: 40 + (under this age and with complications d/w Secondary Care)
e Ethnic origin: all (use of interpreters if required)

The inclusion criteria for the client group of Type 2 patients will include:

e HbAlc259mmol/mol (7.5%) for at least 3 months

e Intolerance of or inadequate response to maximised oral medication

e Intercurrent illness / steroids therapy exacerbating hyperglycaemia
The exclusion criteria will be:

e Renal patients with chronic kidney disease including those undergoing CAPD
e Patient currently reviewed by Secondary Care & Community DSN service (unless otherwise discussed)
e Patients with complex complications (usually Secondary Care patient)

B. Insulin Initiation - Over-arching Requirements
Identification of those patients who meet the insulin conversion therapy criteria as specified in the guidance
document available on NHS Oxfordshire CCG intranet at:

e Promote full understanding of the need for insulin to both patients and carers

e Provision of a safe and supportive environment in normal daily surroundings

e Initiation of insulin and stabilisation as per the specified local guidelines as above
o Referral to the multi-disciplinary team as required

C. Insulin Initiation - Service Outline

Patients are to have a regular appointment with a GP or Practice Nurse to discuss the need to be converted to insulin
therapy. Referral to a GP or Practice Nurse (PN) for an appointment to discuss Insulin Therapy as per Local Insulin
Conversion Guidelines (see link below):

The Practice Nurse will review the patient and discuss:

e Current situation and reasons for Insulin Conversion.

e Social and psychological issues addressed.

e Issues relating to commencement of insulin eg. diet, hypo’s and driving

e Blood glucose monitoring

e Insulin type and regime (first line use is NPH insulin if HbAlc < 75mmol/mol (9%) but should be either a
basal-bolus regimen or twice daily biphasic regimen if HBa1C = 75mmol/mol (9%)) as per guidance available
on NHS Oxfordshire CCG internet at:
http://www.oxfordshireccg.nhs.uk/clinical-guidelines/insulin-initiation-and-adjustment-in-type-2-
diabetes/32324

e |nsulin pen device

e Agree time scale to commence the treatment

e Appropriate visits* with the GP/PN, monitoring and follow-up as necessary for individual patients
e Agreed written educational material will be used within the service.

e All staff to work within updated local clinical guidelines.

12
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Close links with the Community Diabetes Nurse Specialists to provide support and guidance throughout the process.

*Appropriate visits — recommend weekly titration reviews for at least one month and 2-4 weekly until target
achieved. Some reviews could be by telephone.

D. Accreditation and competencies
The contractor will identify a GP or Practice Nurse who is the lead for insulin initiation for the practice. A named
doctor or nurse, with insulin management knowledge, will be accessible within working hours to patients.

GPs and Practice Nurses should be able to demonstrate a continuing sustained level of activity, conduct regular
audits, be appraised on their competency level and take part in necessary supportive educational activities. They
should have a responsibility for ensuring that their skills are regularly updated.

The GP and/or Practice Nurse lead for initiating insulin must attend one of the following and provide evidence of
attendance before initiating patients on insulin:

e Local insulin initiation course within the last 3 years

e  Warwick courses in insulin initiation

e Intensive management in type 2 diabetes MSc in Diabetes Theory and Practice of Insulin Initiation

e Alternatively they may demonstrate equivalent competencies and experience to undertake insulin initiation

safely.

Regular educational updates such as local insulin management & intensification courses should be undertaken as
recommended and the practice may be assessed annually for Competency using the competency assessment
(Knowledge and Skills framework August 2004; HA11, HA12 HD3 & Trend Competency Framework) to include:

e Demonstrate an understanding of the physiological aspects of diabetes.

e Demonstrate an understanding the role of insulin during everyday life.

e Demonstrate competency in managing insulin therapy and to maintain their skills by regular clinical
involvement.

e Demonstrate knowledge of all insulin devices and types of insulin

E. Equipment — minimum requirement
e Insulin/pen device/pen needles/sharps box/safeclip/hypostop
e Blood testing strips - all on prescription
e Blood glucose meter/ finger pricking device provided by the patient
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Confirmation of intention to participate

Name of practice: Practice Code:

The practice confirms its agreement to implement Year of Care Planning and to carry out all other
elements of the Diabetes Locally Commissioned Service as set out in the Service Specification and

summarised below.

Activity

Payment

Year of Care Planning implementation: By the end of the year, the practice will deliver the
requirements set out in section 3.1 of the specification.

See Schedule of
Payments by Practice

Diabetes MDTs at Primary Care Network level: By end of the year, the practice will have
prepared for and attended 3 Diabetes MDTs.

£884

Insulin Initiation: Practice will provide initiation of insulin for all Type 2 Diabetes patients
requiring conversion in line with the specification set out in Appendix B.

£122.15 per patient
initiated on insulin

Reviews of individuals with diabetes: By the end of the year Practices will aim to follow the
recommendations and review 2/3 of diabetic population as set out in section 3.4 of the
specification.

See Schedule of
Payments by Practice

Clinical Commissioning Group

Diabetes Leads Name Contact Details
YoC Leads Name Contact Details
Name: Position in practice:

Signed: Date:

This form is to be completed and sent to occg.plannedcare@nhs.net to confirm practice

agreement to participate in the Diabetes LCS.
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APPENDIX D: Delivering Diabetes Care during the COVID-19 Pandemic

Flowchart of the two-stage review process

-

Urgent clinical need highlighted
{hypoglycaemia, extreme hyperglycasmia, active foot disease, new pregnancy or new insulin initiation]

or

Individual prieritised for routine review by risk stratification

Example approach to risk stratification and prioritisation for routine reviews:

Hb&1c immolimol} BP (mmHg) Lipid management status
RED = BE mmolimol® = 180/1100 Mot on statin despite hx of CWVD (excl. haem stroke)
AMBER 50 — BE mmelimol 141/81 - 159/00™ | Noton statin despite age = 40 yrs and QRISK 2 10%
GREEN £ 58 mmol/mol < 140080 On statin {or statin not indicated | dechined)

If last results fall into GREEN category but are > 24 months old, person should be stratified as AMBER

People with last results in GREEN category with significant co-morbidities (including CKD stage 3-5, CHD,
CBVD, heart failure) or known significant complications of diabetes should be stratified as AMBER

\

L/

s a face-to-face
foot check due
and clinically
indicated?

{Is it likely that a
remote foot
check would not
be appropriate or

I

sufficient?)

O

Consider if testing will affect management

Take imto account

Timea since 35t test

alues and frends of previous readings
Any Intervening acute events / symptoms
Intenvening changes io management
Known comorbidities | compilcations

Evidence suggesting hypo / hyperglycasmia
Data from CBGE {If avallable)

-

/— Is wenous blood testing required? \

/:'Et stage of review \

requires face-to-face care
: Arrange for any clinically
indicated blood tests.

Plan for foot check to be
completed at same visit, if
due and clinizally indicated

Check BP and weight at
same visit only if self-

(

b reported readings cannot

v \ie obtained _/

Can the individual -\‘
provide self-reported
bleod pressure and
weight readings?

(consider if a BP
monitor could be

obtained [ provided) )

("

Is face-to-face contact for obtaining
BF ! weight clinically indicated ?

Consider if there are any:
*  comcems about BP or welght
«  highfiow previous BP readings
«  symploms suggestive of highlow BP

+  Intervening changes to management
\Ll reported changes In habitus

&

~

J

&

N

1d

Obtain self-reported BP and weight if possible

Arrange remofe foot check if foot check due (if
cannot be performed satisfactorily remotely,
consider arranging face-to-face foot check)

-

=

A

PDF

.

stage of review may be performed remotely 2™ stage of review should be performed remotely
[face-to-face review may sometimes be necessary)

Plan remote consultation for information gathering

and discussing issues, concerns, results, actions and
next steps_ Aim to optimally match workforce skill mix
to identified clinical needs and complexity of reviews|

Delivering Diabetes
Care during the COVI
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