Submission to the Health and Social Care Review 2011 
On behalf of Diabetes UK Northern Ireland

The Review of Health and Social Care services in Northern Ireland in 2011 has been asked by the Minister, Edwin Poots, to realise a vision of improving quality, outcomes and the patient and client experience.

This submission is in support of those aims based on the wider experience of Diabetes UK as a significant health charity with over 75 years experience working to improve diabetes care and today calling for greater emphasis to be place on prevention and the prevention of complications in diabetes. This would be our call on the review to tackle the human and financial cost of diabetes on people’s health and well being.

Diabetes UK has always maintained a programme of engaging with and influencing the developers, commissioners, providers and users of diabetes services in the UK at local, regional and national level. The strategic priorities of the organisation focus on the need to deliver on improving the standards of care and management for people with diabetes. We believe every person with diabetes, whether Type 1 or Type 2, wherever they live in the UK, deserves the best treatment and services. Getting all of the checks, seeing the right healthcare professionals and understanding diabetes are vital in supporting the best possible self-management. We aim to shine a light on the very best services, identifying examples of excellent care, and identify those areas where more needs to be done to ensure people with diabetes are provided with the essential care they need and expect.
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In 2011 there are over 72,000 people diagnosed with diabetes in Northern Ireland and an estimated 15,000 who remain undiagnosed. In 2010/11 there was an increase of 5.4% in people diagnosed and the details are available in the Quality and Outcomes Framework data at March end 2011.
Diabetes care is reported to account for at least 10% of all health expenditure yet since the CREST report in 2003, there has been little planned activity at a regional level to tackle  the 26% rise in people diagnosed to 2009  through public health, primary care, secondary care or tertiary care initiatives.

Diabetes UK continues to do all it can to increase awareness of diabetes and the seriousness of the condition. The impact of diabetes and diabetes related conditions are costly, both in terms of the effect they have on people’s lives, and from the amount of specialist care that is required to manage their devastating effects and to reduce further complications.

50% of people with Type 2 Diabetes show signs of complications by the time they are diagnosed;

Diabetes is the single most common cause of end stage renal disease, the leading cause of blindness in people of working age, the most common cause of lower limb amputation and 17% of children with Type 1 diabetes experience diabetic ketoacidosis.

Individuals admitted to HSC Hospitals with a Diagnosis of Diabetes and other Associated Conditions

	Diagnosis
	2008/09
	2009/10
	2010/11

	Circulatory & Diabetes
	2,870
	2,510
	2,442

	Coronary Heart Disease & Diabetes
	3,705
	3,723
	3,869

	Myocardial Infarction & Diabetes
	464
	393
	247

	Heart Failure & Diabetes
	889
	974
	950


Source: Hospital Inpatient System
In other parts of the UK there have been Diabetes Service Frameworks to provide standards and measurement for the Health Service to plan and act to improve diabetes services. Detecting diabetes earlier can help prevent, as far as possible, complications and the other human and financial costs that go with them.

The Scottish Diabetes Framework of 2001 was considered a model for the Northern Ireland CREST team which adapted it in 2003. Since then, Scotland produced an Action Plan in 2006 and then a third phase in 2010 produced an action Plan based on the known progress in the previous ten years.
Following the Review of Public Administration in Northern Ireland and the subsequent reorganisation of health there are many similarities still between the ways health is delivered along the lines of the Scottish model.  The prevalence of Type 2 diabetes is also increasing rapidly in both. Like the rest of the UK, health policy in both continues to be challenged in the last decade by three key factors: an ageing population; growth in long term conditions; and increasing numbers of overweight and obese people.


[image: image1]
Northern Ireland introduced a Diabetic Retinopathy Screening Programme (DRSP) in line with the UK National Screening Committee recommendations in 2006 and over 75% of diabetes patients invited, attended for screening within the DRSP in 2008-2009.  The DRSP has since developed and implemented a software programme in the 364 GP practices across Northern Ireland to provide electronic transfer of data between GP practices and the DRSP regional centre.
Diabetes UK has strongly supported these measures in retinal screening as the research has shown that treated appropriately, blindness can be prevented in the majority of those people with diabetes who are at risk. DRSP has been an important region-wide initiative which is now a key component of the diabetes care service. Since CREST reported eight years ago, it stands as the only significant local diabetes initiative up to 2011 outside of joint funded projects by CAWT on a cross border and European basis. This is evidence of shining a light on things done well. Other service development has however been isolated, fragmented and usually short term. This reinforces the need for this review to accept that Diabetes services need to be redesigned and done so on a Regional basis across the Commissioning and service organisations.
Diabetes UK in Northern Ireland has also been involved with a range of potentially valuable projects and the most recent, a Primary Care Partnership Pathfinder project on Diabetes funded by the Belfast Local Commissioning Group. This partnership is working to reduce unnecessary hospital admissions, prescribing costs, and improve awareness among GPs and HCPs about their local diabetes communities. The Belfast LCG has also explored funding a staff training programme on Type 2 in 21 residential homes in the Belfast Trust across 2011/14 but there are already question marks over the availability of Community DSNs to deliver the training because of existing work pressures.
Diabetes UK Northern Ireland has made proposals to the Minister and the Health Committee that Northern Ireland needs to develop a fresh strategy and an Action Plan to address the needs of the growing number of people being diagnosed with diabetes and improve the planning for their care. There is clear evidence of a successful roadmap in Scotland setting out the priorities for providing high-quality care and support, reducing the rate of increase, and diagnosing people earlier working in partnership with patients and the staff delivering and developing services. Scotland is also faced with the second highest rates of obesity in the world per head of population, second only to the United States of America.
A study of what has worked to deliver improvements in Scotland begins with the Departmental letter of 2000 requiring Health Boards to ensure there is a register of patients with diabetes in their area to improve the monitoring of diabetic patients. The SIGN 116 Guideline of March 2010 ten years on comprehensively addressed the management of diabetes and its complications in adults and children following on from the NICE clinical guideline CG66 on the management of type 2 diabetes of 2008.
During those ten years, there is much evidence of activity in a Scottish Diabetes Framework 2002 and a Programme of Action to improve the quality of services for patients with diabetes in Scotland. The Scottish Diabetes Group was established to support and monitor the implementation of the Diabetes Framework and made responsible for the Scottish Diabetes Survey which has now published annual reports since 2001.

The evidence for progress in Scotland and the timeline of meaningful initiatives over time can be accessed on the Scottish Public Health Observatory website at ‘Diabetes: policy context’.
A Northern Ireland context

At a time of uncertainty in the Health service as a result of recession and budget cuts it should be a priority to redesign services to tackle the growing problem of obesity and diabetes as the numbers of people diagnosed continue to spiral.

[image: image3.emf]Obesity and diabetes prevalence in Northern Ireland and England 2007 - 

2011

0.0%

2.0%

4.0%

6.0%

8.0%

10.0%

12.0%

14.0%

2007 2008 2009 2010 2011

Obesity prevalence - Northern Ireland

Diabetes prevalence - Northern Ireland

Obesity prevalence - England

Diabetes prevalence - England

Source: Quality and Outcomes Framework Data (DHSSPSNI & NHS Information Centre)



Prevalence is calculated as a percentage of the GP registered population in the appropriate age range for the disease register - patients aged 16 years and 

over for obesity and aged 17 and over for diabetes. 


 A new strategy is needed leading to an Action Plan to deliver the key priorities identified in the strategy. This does not start with a blank sheet as indicated in the Scottish example above and planning can begin now to move diabetes care forward in the medium and long term. The evidence from Scotland shows that they followed Finland’s earlier Development Program for the Prevention and Treatment of Diabetes (DEHKO) when it came to developing their own Scottish Action Plan published in 2010.
The Finnish Plan set out three strands for action: Prevention and Detection; Delivering Quality Care; and putting patients at the centre. All of this fits well with the stated aims of DHSSPS and the RHSCB Draft Commissioning Plan published in 2011. What is now required is a Diabetes strategy to be developed to  inform planning where Commissioners and Clinical Leads  can better inform  the 2012 planning already underway and offer longer term guidance to subsequent planning and service redesign.
In Scotland, the Action Plan was opened beyond the traditional clinical care field to encompass as wide a set of interests as possible.  The Chair of the Scottish Diabetes Group led the drafting of a new plan and Diabetes UK organised a patient survey, focus groups and regional meetings which informed the final report and Plan. Every Health Board had sight of the draft Plan in order to guarantee that it could be delivered and all action points were proofed for consistency across agreed standards. The concern of a mismatch between plans and resources over the lifetime of a plan is also significant as we know that Project funding in areas like Structured Diabetes Education; Insulin Pump provision for Children and for Adults; initiatives to reduce the rate of emergency admissions to hospitals; in-patient care and stays; and CAWT funded work including Pre-pregnancy care for diabetic women, are all vulnerable and uncertain going forward unless they are built in as mainstream by Commissioners and Service planners.
In Northern Ireland, the Cardiovascular Services Framework Implementation Group parked the three standards on Diabetes during 2010 saying that data across Trusts was not available.  A Diabetes Information Systems review conducted since is expected to recommend a merger and upgrade of Databases across the 5 Trusts through Diamond and Twinkle, but it will not integrate with Primary Care. An option considered, to implement the Scottish SCI-DCI system was also recorded. 

The CVS Implementation/Commissioning Group is currently considering a Cardiovascular MCN. They acknowledged in the 2011 report, that since Local Diabetes Service Advisory Groups have disappeared, ‘there are no designated or coherent regional HSC mechanisms for diabetes services development’.
It is in this context that Diabetes UK would propose there is a need to consider the following in this review:
· A new Strategy for Diabetes Services to bring CREST up to date

· A  time limited Regional Task Force  to develop the Strategy and an Action Plan

· Take evidence from the Scottish example as one guide 
· Plan to establish Diabetes Managed Clinical Networks in each Trust sharing cost coordination within the Cardiovascular Services Framework.
· Review current Structured Diabetes Education provision and the capacity to support Primary Care from 2013 meet  new QOF indicator on SDE placing a new emphasis on Self management
· Plan workforce training to address the shift of more Diabetes Care to Community and Primary Care settings

· Adapt the learning from DRSP roll-out to design improved data gathering to develop Diabetes registers in each Trust from 2012.
· Expand service user representation as part of a new culture of involvement

Diabetes UK would be happy to speak to members of the review team at any stage.

11 November 2011 

Brendan Heaney – Policy and Public Affairs Manager
Diabetes UK Northern Ireland

Brendan.heaney@diabetes.org.uk 
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Scenario | Estimaied  Estmaied  Estimated Esimated Esfimated Esfmated
Poplcion’  mmber  Provdence Poplaion”  mmber  Prevlece
of cases of cases. %
2005 1200047 62287 51 2981300 120052 43
2010 1287592 65160 51 3222076 140502 44
2015 1335852 70464 53 3466961 160002 48
Scenario 2
2005 1200047 62287 51 2981300 120052 43
2010 1287592 9217 54 3222076 149283 48
2015 1335852 79225 59 3466961 180028 52
Scenario 3
2005 1200047 62287 51 2981300 120052 43
2010 1287592 70600 55 3222076 152407 47
2015 1335852 81767 61 3466961 186,132 54

Souce:

Diabetes Pravalence Werking Group, May 2007
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