
[image: image2.jpg]NHS

Northamptonshire




Diabetes Multi-Disciplinary Team (MDT) Pilot Evaluation 

Purpose

The purpose of this paper is to provide an evaluation of the Diabetes MDT pilot against the objectives set out in the specification.  It is intended to support the Clinical Commissioning Groups’ (CCG’s) in their decision whether (or not) to support progression to a tender process
In December 2010 the Co-Operation and Competition Panel (CCP) recommended a two year pilot for the MDT.  At the end of the pilot the service was to be subject to a ‘3 year contract’ following procurement. 
The pilot commenced in April 2011.  At that date the lead clinicians were appointed.  These clinicians continued with the prescribing cost reduction initiatives which had commenced in August 2010.  The remainder of the team were recruited over the next months with the full team being in situ from August 2011 and thus in a position to fully influence outpatient and admissions activity from then. 
For the purposes of this paper I have completed a year on year comparison for the months between August and March for financial years 2010/11 and 2011/12.  (This is to account for the ‘influence’ of the team from August 2011 onwards and SUS data being available to February 2012).

Executive Summary

The MDT has achieved:

· A 48% reduction in admissions saving £301k (comparing 2010/2011 to 2011/2012)

· Reduced prescribing costs by £698k (April 2011 to March 2012)

· Net savings based on the business case are £181k ahead of estimated savings for the year.  (Estimated £608,585, actual £790,012).  (Net savings split approximately 10% to Corby, 90% to Nene although actual numbers to be calculated).
· Provided mentoring and support for primary care clinicians in the treatment of diabetes to avoid un-necessary referrals
· Integrated working in 55 primary care practices with clinics involving the range of clinicians including consultant Diabetologist.  

· Provided training to 85 practice nurses to initiate human rather than analogue insulin’s (human insulin 50% of the cost of analogue)

· Provided equality of structured patient education across the county

· Innovation through the use of ‘diabetes specialist workers’ to support ‘hard to reach’ patient groups

· Provided psychological support and training to patients and clinicians to identify and avoid depression and anxiety – which can lead onto complications

· Provided a quality service for patients (see appendix 1 for examples of feedback)

· Nominated for the national ‘care integration awards’, invited to speak both nationally and internationally about the model of care provided

· The establishment of one of the largest diabetes MDT teams in the county

	Aim
	Current Outcome
	Expected to achieve?

	By 2012/2013 hospital admissions will be reduced by 10% 
	Comparing 2010 / 2011 to 2011 / 2012 admissions are down 49%
	Yes.  The MDT will continue to manage complex cases thus avoiding admissions.

	By 2012/2013 outpatient appointments will be reduced by 20% 
	Comparing 2010 / 2011 to 2011 / 2012 overall first and follow-up appointments are down 4%.
Within these figures KGH performance is better than NGH.
	Yes.  Measures to help improve the situation:

· Countywide rapid-access clinics to the MDT in place (avoiding outpatients appointments).
· From 1/7/12 initiation of certain drugs to be made by the MDT rather than consultants (saving c.11% of outpatients appointments)



	Make savings 
by prescribing according to National institute of Clinical Excellence (NICE) guidelines
	Prescribing costs for insulin and blood glucose test strips £698k less than expected figures.
	Yes.  Schemes to reduce costs to continue.

	Care is shifted closer to home
	The MDT is supporting / training / mentoring primary care clinicians to provide enhanced care closer to home.
	Yes.  This will be continued.

	Focus is on prevention leading to longer term benefits
	The healthcheck programme will identify patients at risk of developing diabetes. 
	The MDT will provide an intervention, based on clinical studies elsewhere, designed to reduce the risk of patients developing diabetes.

	There is a reduction in amputation rates and severity
	As part of this change a consultant lead foot clinic was introduced at KGH (to provide equity with NGH)
	Yes.  The clinic will have a positive effect on management of foot complications reducing instances of foot and lower leg amputations.

	There is a marked improvement in quality of service and quality of life 
	As part of the service patients are regularly provided with feedback forms.
	Feedback on the service is positive.  If there are any comments / suggestions to improve the service these are acted upon. 


The following is a summary of change areas in the business case and a summary of whether / or not these will continue into the tendered service:
	Change
	Continue?

	Formation of the MDT
	Yes. The MDT is the key to a countywide, community based team of diabetes specialists.

	Investment in podiatry services
	Yes. As well as establishing a new clinic at KGH the team is providing foot care for traditionally ‘hard to reach’ groups.

	Investment in mental health services for people with diabetes. 
	Yes.  The changing minds team have provided appropriate training to primary care to help diagnose the signs of raised anxiety or depression.  They also provide a place to refer and are achieving full recovery rates of 40%. 

	Investment in patient education
	Yes.  Structured education courses are key to patients managing their condition and therefore shifting care ‘close to home’.

	Investment in pre-diabetes (prevention)
	Yes.  The Healthchecks programme and ad-hoc testing will identify those at risk of developing diabetes.  There will be an intervention to reduce the risk of diabetes developing and therefore reducing future prevalence rates. 


During the pilot period one aspect of concern also noted was the overall reduction in outpatient activity.  Follow-up clinics have reduced by 5% at both Kettering general Hospital (KGH) and Northampton General Hospital (NGH).  However, first appoints are up at NGH.  In response to this the MDT have:

· Set up the ‘rapid access’ clinics in the community where complex cases can be managed (rather than being referred to the acutes).  This has contributed to the reduction in follow-up rates.  It is expected to add a greater contribution in financial year 2012/2013.
· Agreed to initiate GLP-1 drug therapy in the community.  This will save approximately 11% of referrals.  
Background
Our commissioning vision for the new service is to deliver a best practice care model that provides the best possible outcomes for patients.  This will be through the provision of education, information, support and care so that patients can make informed choices and be able to manage their condition.

The primary aims of the service are to:

· Improve the care for people with diabetes across Northamptonshire.

· Maintain and improve the physical and mental health of people with diabetes and hence

their quality of life
· Place the emphases for Diabetes care in the county away from the treatment of complications to management of the condition where patients are empowered to work with clinicians such that they may manage their own condition effectively

· Provide care closer to home

· Provide consistent diabetes care across the county to improve quality and reduce inequities
· Minimise the impact of diabetic foot disease on the local population through a tiered, targeted integrated programme of care
· Ensure that ‘hard to reach’ groups and those with special needs have equal access to services.
· Reduce unnecessary admissions into secondary care 
· Reduce length of stay
· Reduce number of outpatient appointments for TYPE 2 Insulin initiation
· Manage outpatient appointments within a primary / community setting following acute care
· Ensure a health economy partnership approach to the care of diabetes in Northamptonshire 
· Promote a culture where clinicians learn from each other through exchange of ideas, knowledge and behaviour
Aims
· By 2012/2013 hospital admissions will be reduced by 10% 
· By 2012/2013 outpatient appointments will be reduced by 20% 
· Make savings 
by prescribing according to National institute of Clinical Excellence (NICE) guidelines
· Care is shifted closer to home
· Focus is on prevention leading to longer term benefits
· There is a reduction in amputation rates and severity
· There is a marked improvement in quality of service and quality of life 
Achievements
Admissions actions:

· Criteria for referral of complex cases into the MDT issued to all practices and uploaded onto pathfinder

· Mentoring of primary care by the MDT to assist them in spotting early signs of complications and refer appropriately.

· Attendance of locality ‘practice learning sessions’ to support mentoring.
	Aim
	Date
	Activity
	Cost
	Reduction in Activity
	Reduction in cost

	10% reduction in admissions by 2012
	Aug 10 to Mar 11
	883
admissions
	£1,145,711
	
	

	
	Aug 11 to Mar 12
	597
admissions
	£764,072
	-49%
	£381,639



Outpatients Actions:
It is recognised from the figures below that Outpatients appoints remain a challenge particularly for Northampton General Hospital (NGH):
· July 2012 – the MDT is to start initiating GLP-1 agonists.  This is expected to reduce outpatient activity by 800 appointments per annum.  This measure alone is expected to remove around 11% of first / follow-up activity across the two sites.
· Establishment of ‘rapid access’ clinics in community settings (rather than the patient having an outpatient’s appointment). 

· Working with GPs to ensure appropriate referral into the MDT.  

· Criteria for referral of complex cases into the MDT issued to all practices and uploaded onto pathfinder

	Aim
	Date
	Acute
	Outpatient Appointment
	Activity
	Reduction / (Increase) in activity

	20% reduction in outpatients by 2013
	Aug 10 to Mar 11
	KGH
	First
	197
	

	
	
	
	Follow-up
	835
	

	
	
	NGH
	First
	1013
	

	
	
	
	Follow-up
	3277
	

	
	Aug 11 to Mar 12
	KGH
	First
	194
	-1%

	
	
	
	Follow-up
	762
	-9%

	
	
	NGH
	First
	1110
	(+9%)

	
	
	
	Follow-up
	3044
	-7%


Prescribing Actions:

·  The MDT have supported general practice rollout of CareSens as the ‘formulary choice’ of blood glucose test meter and strips.  Using CareSens test strips saved approximately 33% on the costs against other test strips.
· The MDT have also worked in-conjunction with the Medicines Management team to support primary care in the initiation and management of patients on human insulin.  Human insulin costs are 50% of analogue insulin.  Use of human insulin across the county was 15% in August 2010, this is now 23%.

· The MDT to start initiating GLP-1 agonists from July 2012 savings both outpatients costs and controlling the usage of these drugs (according to NICE guidelines). 

· Reduction in prescribing costs achieved April 2011 to March 2012  is £697,810
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Qualitative Actions:

NDMT active from April 2011:
· Recruitment of new staff to pathway, putting processes in place for new team; staffed by end August 2011
· Deploying staff to create equity in all localities, bases, mobile working
Networking with Primary, Community and Secondary Care:
· Promoting pathway to practices
· Setting up and running virtual and actual joint clinics in primary care 
· Training practice nurses in insulin management 
· Working with acute partners to establish referral processes and cross boundary working
Structured patient education:
· Equitable delivery of DESMOND and DAFNE to create equity across county
Healthcare Professional Education:
· Preparing and delivering Trust wide diabetes training
· Promoting a learning environment across organisational boundaries
· Continuing and adapting practice nurse training
· Mentoring and support of practice nurses/GPs
Mental Health:
· Wellbeing service specifically for diabetes set up and in place
· Making links with Wellbeing service and accessing training
Podiatry:
· Creating equity across county in acute foot care
· Accessing hard to reach groups
· Integrated working with acute foot team and meeting NICE 48 hour access criteria 
Use of support workers:
· Targeting vulnerable and hard to reach groups e.g. at home and care homes
Pre-Diabetes:
· Setting up a pre-diabetes intervention to manage those at risk of developing diabetes
Conclusion
The one major area of concern from the pilot results so far is the number of outpatients appointments.  However, as described above, measures have been put into place which will address this situation and enable the MDT to achieve targets.
With regards to the remaining scope of the pilot targets will be achieved in terms of admissions avoided and reduced prescribing costs.  The team are fully resourced and achieving the objectives of provided a equitable community based service across the county with high patient satisfaction.  
Appendix 1
As part of the pilot the MDT have gained patient feedback to enable them to identify areas where the service is working well and where service improvement is required.  Examples of positive feedback are given below:
I was treated very well by T****, she answered all my questions and gave me a better understanding of what I needed to do. I was very impressed.

My talks with both the practice nurse dealing with diabetes and the Dietician have enabled me to reduce my insulin by 16 units at present”
I find it very valuable to speak with a professional about my condition. A good professional service
I felt completely listened to for the first time in a long time. K**** was really patient and I think my control is much better. Thank you
Perfect care
The service to date has been excellent with access to the various team members, helping me to make lifestyle changes which is improving my overall health and diabetes care
There were also examples of comments which the team investigated further:
Patient x said they would like more time with a nurse or in group education as has lots of diabetic related problems. 
Patient experienced confusion in relation to the number of HCP seen for diabetes as under PN and Dr Fox at NGH too. 
Patient expressed good care and attention but still felt not able to discuss diabetes fully and agree a plan, would like more information about managing acute episodes like illness and night hypos. 
Patient provided mixed response and contradictory, felt somewhat ignored but was able to discuss diabetes management but didn't agree a plan, felt lacked info from previous interventions with other practitioners and still felt lacked info after this intervention. 
In all cases any concerns raised were discussed with the patient and resolutions put in place that were to the patient’s satisfaction and, acting upon the feedback received, improved the service.
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