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TYPEDIABETEGSCREENING o s

Clinical Commissioning Groups

WHOM TO TEST

It is very important to identify Diabetesas early as possible:50%o0f newly presentingpeoplewith Type 2 Diabetesalready havel or more complicationsat diagnosist

PATIENTS PRESENTING WITH THE FOLLOWING SYMPTOMS:

wEXxcess thirst

wPolyuria (especially if nocturia)
wWeight loss

wUrinary incontinence

wTiredness

wPruritus Vulvae / recurrent candidiasis
wRecurrent infections / abscesses
wBalanitis

wBlurred Vision / changes in visual acuity
wErectile Dysfunction

wPain / Numbness / foot ulcers

wNon specific or unexplained symptoms

Diabetes is often missed in the elderly

Finger prick capillaryesults PATIENTS AT INCREASED RISK OF DIABETES:
can not be used to diagnose Diabefes wPeople with BMI > 30
wPeople aged over 4@ith BMI 2530 (overweight)
wPeople aged 2589 of South Asian, Chinese descent (espedfadise with BMI > 23)
wPeople with a family history of diabetes
wWomen with polycystic ovary syndrome.
wCoronary disease, Cerebrovascular disease, peripheral vascular disease or hypertension/hyperlipidaemia.
Glycosurizon its own wPatients on prolonged steroid therapy.
does not confirm Diabetes wPatients on atypical antisychotic drugs.

1. UKPDS Group. UK Prospective Diabetes Study 6. Complications in newly diagnosetPATlENTS AT HIGH RISK OF DIABETES:

T_yE? 2 diatg:_ti% patiegts and tr?eirg 3§)Sf§§i0n with different clinical and biochen (9\Women who have had Gestational Diabetes (screen at 6 weeks and one ygaarost and then yearly)
risk factorsDiabetes Research. 3 . .

2. World Health OrganisatioReport of a WHO Consultation 1999 wThose known to have impaired glucose tolerance, HbALg#mol/mol or oral glucose tolerance teshaur
3. The Expert Committee on the diagnosis and Classification of Diabetes value between 7.8 mmol/l and 11.1 mmol/l (Impaired Glucose Tolerance IGT) or fasting glue@s@rraol/l
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DIABETEGDIAGNOSTIC CRITERIA o s

Clinical Commissioning Groups

ROUTINE DIAGNOSIS OF DIABETES

DIAGNOSTIC CRITERIA FOR DIABETES

Diabetes may be diagnosed on any of the following critéiedlQ 2006John 2012

HbAlc X ny YY2ftkY2t 42-47 mmol/mol < 42 mmol/mol

Fasting glucose X T YY2f K] 5.5-6.9 mmol/L XK pednYY2f k]|
2 hr glucosen OGTT X MMOM YY2T K] 7.8-11.0 mmol/L X 11 YY2T K]
Random glucose X MMOM YY2T K]

Consider an urgent direct access CT scan (to be performed ®ith@eks), or an urgent ultrasound scan if CT is not avail@b#ssess fopancreaticcancerin people aged 60 and over with
weight lossand the new onset of diabetes. https://www.nice.org.uk/guidance/ng85

When diabetes angancreaticadenocarcinoma coexist a diagnosis of diabetes usually precedes the diagnosis of PDAC by 24 madtf88% of patients

WHICH TEST IS BEST?
National and international expert groups do not know. Relevant groups (WHO, ADA, UKDHADC) simply advise that HbAlepB8aroferatiagnosing Diabetes.

NWL guidance recommend HbA&@xcept in those groups where HbAlc may be unreliable and glucose should be used.

SHOULD A POSITIVE TEST BE REPEATED?

For glucose, yes, in most cases. This has always been advised, except if there are classical Diabetes symptoms.

For HbAlg yes, in asymptomatic patients. National guidance now advises a repeat MlitAlictwo weeksin asymptomatic cases, as mislabelled samples or lab error are possible. Both
Ydzali 6S xny YY2ftkY2f G2 RAL ayzas 57\I 0SGSaT AF GKS NB&adzZ Ga I NB RA&AO2NRI y'uZ GKS f3
¢KS NBLISFG &l YLXS Ydzald 6S aSyid 6AGK Ot AyAOlFf RSGIFAT I0Bapshray be eda8yihelbd ! mO G2 O2y F7

Do not delay urgent care while awaiting second test. For young, very symptomatic, or ill patients, check ketones and seeks@lvice if necessary.
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TYPEDIABETESDIAGNOSIS ALGORITHM s i

Clinical Commissioning Groups

HOW TO TEST

Diagnosis of Type 2 Diabetes can be made using HbAlc in those who are asymptomatic. It should not be used for diagnidrem pregnancy and
those who are acutely ill or who have abnormal haemoglobins, anaemia and altered red
blood cell lifespan.

> Normal —— A Follow up as appropriate

A Code as NoDiabetic Hyperglycaemia
(C317in EMIS oXaaeHn SystmOne)
A Lifestyle advice

42-47 Non-D|abet|c_ ——— A Refer to NDPP /Structured education /
Hyperglycaemia o
Intensive lifestyle management where
available

A 6-12 monthly follow-up
42-47

Repeat HbAlc
within 2 weeks

N.B.HbA1c is the recommended test for NDH due to practical benefits. However HbAlc is not suitable for use in everyone, ahdahoul
be used in people with anaemidaemoglobinopathiesor other causes of abnormal red cell turnover.
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DIABETESDIAGNOSIS USING HbAlc —_—

o Collaboration of
Clinical Commissioning Groups

ROUTINE DIAGNOSIS OF DIABETES

WHEN NOT TO USE HBA1C TO DIAGNOSE DIABETES

Thgse are the most common situations where HbA1lc is not suitable.
9EOSLIi Ay LINBIyYylyOes RAIFIIy2aS o0& FlLadAy3a 3t dzO2asS x1des. YY2fk[ GHAOS

1. Rapid onset of Diabetesan increase in HbAlc may not be detected until a few weeks later.
a. Suspected Type 1 Diabetesapid onset of symptoms, weight loss, ketosis.
b. Childrerng because most will have Type 1 Diabetes.
c. Steroids, antipsychotics & immunosuppressants can raise blood glucose, rarely precipitously.
d. After pancreatitis or pancreatic surgery.

2. Pregnancy. Multiple factors make HbAlc lower in pregnancy. The diagnosis of gestational Diabetes should be madduoysesmgasurements in line
with NICE guidance.

3. Conditions with reduced red blood cell survival may lower HbAlc markedly.
a. Haemoglobinopathy which will normally be detected by the lab, but should be suspected in racial groups where thgtepieaaience of sickle
trait, sickle disease or thalassaemia.
b. Haemolytic anaemia
c. Severe blood loss
d. Splenomegaly
e. Antiretroviral drugs
Fasting glucose or OGTT is recommended for diagnosisrarmtiosamineshould be used in these patients for monitoring.

4. Increased red cell survival may increase HbAlc e.g. splenectomy.
5. Renal dialysis patients have a markedly reduced HbA1c especially if treated with erythropoietin.
6. Iron and B12 deficiency and their treatment. May raise or lower HbAlc, but the effect is small.

WHAT IF YOU HAVE GLUCOSE VALUES AND AN HBA1C ON A SINGLE PATIENT?
If one only is abnormal then a further abnormal test result, using the same method, is required to confirm the diagnosis.

References
WHO 2008; http://whglibdoc.who.int/publications/2006/9241594934 _eng.pdf
John 2012 http://onlinelibrary.wiley.com/doi/10.1111/.1464 -5491.2012.03762.x/pdf
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TYPEDIABETEGREMISSION s i

Clinical Commissioning Groups

For people with Type 2 diabetes and their healthcare team the possibility of achieving remission can pnowvteation and hope¢ something to aim for. It

can help to improve how people engage in their diabetemnagement, not only because of the need to reduce risk of complications, but also because t
is a possibilityof minimising the dayto-day impact of their condition.
For the local health economy there are benefits in reduction of the cost of medications and diabetes complications.

INTENSIVE LIFESTYLE INTERVENTIONS

Intensive lifestyle interventions that result in weight loss have been reported to lead to abQLb%®remissiomates at oneyear followup. However, evidence
for longterm remission following lifestyle interventions is anecdatad limited.

Various dietary interventions such ksv fat diets, low carbohydrate diets Mediterranean diets very low-caloriediets, andmeal replacement$ave been
used to achieve weight loss in people with Type 2 diabétesndividualised approacis recommended.

The Counterbalance study tested the theory that normal blood glucose levels could be achieved throudbwa-galgrie diet and showed that those people
with shorter duration Type 2 diabetes who achieved normal glucosgrol maintained this for at least six months.

The Look Ahead study, which aimed at weight loss through intensive lifestyle intervention, reported a reraigsadry % at fowyear followup. ThePredimed
study which involved an intervention with Mediterranean diatso reported remission rate of 5% at-gear followup.

Remission through lifestyle interventions appears more likely in peopldy diagnosedwith Type 2 diabeteand those withower baseline HbAlc

Results from the larger loAgrm DIREC$tudy demonstrated a 46% remission rateontine Primary Care using a lesalorie diet and
supportive follow up at 1 year.

BARIATRIC (METABOLIC) SURGERY

Different remission rates have been reported depending on the procedure used, criteria for defining remmsiog other factors. An international consensus
statement endorsed by 45 international diabetes associationkiding Diabetes UK and the ADA reported that Type 2 diabetes remission occurs in apout 30
60% of patient$ollowing surgeryTo date, there is no reliable data to view surgery as a permanent cure, although remission of up to 15 years has

been reported. Generally, thmedian diabetesfree yearsfor people with Type 2 diabetes undergoing surgsrgbouteight years depending on the procedure
and available data suggest an erosion of remission over time.

Some studies have reported relapse rates of approximately 20% at three yearse@td24t five years.

Whilst most of the longerm benefits of bariatric surgery can be attributed to weight loss, it has been suggéstiesbme improvements in glucose control m
occur independent of weight loss, via changes in gut hormanespbiota, bile acid metabolism, intestinal glucose metabolism and nutrient sensing
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TYPEDIABETEGREMISSION DEFINITION o s

Clinical Commissioning Groups

75% of obese people who manage to lose 15kg of weight go into diabetes remission

COMPLETE REMISSION'2IBM

Remission is defined as two HbAlc measurements of less than 48mmmll/at least two months apart, when the
patient has not taken diabetes medicines for at least two months.

The following codes should be used for complete remis<EOP (EMIS) oXaagd(SystmOne)

PARTIAL REMISSIOR T2DM

(Partial) remissiorof type 2 diabetes is achieved if one of the following three criteria is met:

1. Patients using insulin and/or GllPanalogues at the onset of the program were allowed to terminate their use of this medication

2. Patients who used oral medication (except Metformin) at the onset of the program were allowed to terminate oral mediceateph detformin).

3.t FdASYyda sK2 dzaSR aSGF2NXVAY i GKS 2yasSi 2F (GKS LINPINXY R2y QG KI @S

And if one of the following two criteria is met:

1. Patients who had a HbA1c lower than 58 at the onset of the program have reached a HbAlc of 53 or lower.
2. Patients who had a HbA1c higher than 58 at the onset of the program show decrease of at least 10 percent of thewalHiAlc

https://www.bmj.com/content/358/bmj.j4030/rr-0

WHAT IS THE IMPACT OF REMISSION ON DIABETES COMPLICATIONS?

Little is known about the actual effect of diabetes remission on new onset diabetes complications or progséssisting complications. A lorigrm follow-up
observational study has concluded that bariatric surgery agsociated with higher remission rates and fewer microvascular and macrovascular diabetes
complications.

Systematic reviews have suggested that bariatric surgery may:

Protect against new cases of diabettinopathy, and its progression in people with Type 2 diabetes

Prevent the incidence and progression of albuminuria and stop the decline of renal function

It isrecommended however that people diagnosed with diabetes continue with annual retinal and renal screening for life, exegréithremission. The sanr
targets for risk factors such as blopressure and lipids should apply

Dateof preparation:August 2018r review:March 2019 8
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NHS

DIABETEGCARBOHYDRATE AWARENESS North West London

Collaboration of
Clinical Commissioning Groups

When considering carbohydrate awareness it is important to remember that foods are a mixture of nutrients and that a baistn@eth
subsequent weight management) decreases the risk of multiplecoonmunicable diseases (CVD, cancers, respiratory disease)l as we
improving glycaemic control.

However as dietary carbohydrate is the prime determinant of glycaemia, it is good practice to supports patients to ilaiease t
understanding of carbohydrates within their current diet.

Increasing carbohydrate awareness can be comprehensively achieved by referring patients to structured education (se8page

For patients declining structured education, promote the followirgf&p carb awareness challenges:

Think quantity
Encourage patients & carers to read labels and use food tracking resources
to learn about carbohydrate intake from different foods and their effect on blood glucose readings.

Think quality
Decrease frequency and portion size of lower nutrient density foods
e.g. sugary foods, sugaweetened drinks, refined carbohydrates (including white bread and white rice).

Low Carbohydrate diets
There is some evidence that |eBHO diets (<130g/day) are safe in people with type 2 Diabetes and can be effective in tkershoirt
managing weight, glycaemic control and CVD risk, but longer term evidence is currently lacking.

The choice of dietary approach should be patilstt and not all patients will want to follow a legarbohydrate diet.

For adult patients wishing to undertake a low carbohydrate diet, refer to someone with appropriate competency to help thadigary
and medication changes. If patient is on insulin suphonylureahere is likely to be a requirement to reduce dose in order to reduce
hypoglycaemia risk.

Low carbohydrate diets are not suitable for children with diabet&B.children living with diabetes should have regular reveth a
Diabetes MDT, including a speciatigtitian who can provide personalised advice on the pro and cons of carbohydrate targets.

ReferenceEvidence based nutrition guidelines for the prevention and management of diabetes, March 2018
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DIABETESTYPE 1 OR TYPE 2? ot s n

Clinical Commissioning Groups

WHEN AND HOW TO TEST FOR TYPE 1 DIABETES?

4% ofpeople diagnosed with Type 2 over the age of 40 in fact have Type 1

Favours Type 2 Diabet
Favours Type 1 Diabetes

No Need to test for Type 1 DM Consider testing for Type 1 DM using GAD* antibodies and paired
GPeptide*Glucose, or refer to secondary care

Family history of Type 2 No family history of Type 2

No family history of Type 1 Diabetes 1stor 21 degree relative with Type 1 Diabetes
BMI > 28 kg/m2 BMI < 28 kg/m2

Age > 45 yrs. Age < 45 yrs.

Nonwhite ethnic group White European

Dyslipidaemia, HDL < 1.0 Any autoimmune disease

HDL > 1.5 mmol/l

GAD antibodies* are autoantibodies against the enzyme glutamic acid decarboxylase found in pancreatic islet cells. GiWd3 argidetectable in the serum
Fyms 2F LI GASyGa 6A0GK ¢S M RAFOSGAO G GKS 2yaSia 2F 5A10SGSa
G peptide* can be considered in situations of diagnostic uncertainty, but must be paired with a glucose level to have anfycsigoe.
Discuss with a specialist colleague first to avoid inappropriate expensive testing.

Dateof preparation:August 2018%or review:March 2019 10



DIABETESMATURITY ONSET DIABETES OF THE YOUNG (MODY) T

Clinical Commissioning Groups

DIAGNOSINGIODY

Could the diagnosis be maturitpnset Diabetes of the young (MODY)?
Seehttp://www.Diabetesgenes.or

wVery strong maternal or paternal family history of Diabetes often in three
Unusual Diabetes generations with early onset, before 30yrs. With some family members diagnosed
with Type 1 others with Type 2 Diabetes

wHighly sensitive to sulphonylurea. Or having excellent
control on small amounts of insulin without having
hypoglycaemia or becoming ketotic if stopping insulin

Unusual response to
treatment

_ wThey and family
No microvascular members have few

complications if any diabetic
complications

Refer to Secondary care where screening tests can be undertaken to make the diagnosis

Dateof preparation:August 2018or review:March 2019 11
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DIABETEGNEW DIAGNOSIS e

o Collaboration of
Clinical Commissioning Groups

TREATMENT DECISION TREE FOR EARLY INSULIN INITIATION Endorsedby CWHHE Diabetes Strategy Group

PRINCIPLES OF TREATMENT

wOffer structured education advice to all newly
diagnosed patients according to local availability (|

X-PERT, DESMOND or conversation maps). Usually Symptoms of hyperglycaemia and a diagnostic
wait 6-12 weeks before glucose lowering agents are blood glucose (random > 11.1mmol/L)
introducedunless patient is symptomatic. ' 1
wCarry out mental health screening (PHQ4 in primary Y*EQ
and community caréOR DDS2 in secondary care Is the patient ill (vomiting, semiconscious or L : oy .
and refer to IAPT or other relevant part of local clinically dehydrated)? YE$—>| Arrange direct admission to hospital
pathway if we (See slid7 for details of tools) [
wMetformin is recommended for all patients at/soon NO
after diagnosis in view of its cardioprotective effec v
(UKPDS legacy effect). Does th_e urine test show moderate/heavy YES—» Very_lik_ely to neeq i_nsulin. Discuss with
ketonuria? specialist team within 24 hours.
However: |
Introduce oral hypoglycaemic agents early if fasting NO
plasma glucose >15mmol/l and symptomatic. v
wEnsure patients are shown how to monitor their Are one or more of the following present?
own diabetes if appropriate , and know what to do Severe osmotic symptoms (nocturia x4

Short history (weeks)
Marked weight loss YES$

if results do not fall in the target range. Two or more are a strong indication for

A 4

coReguIar monitoring will identify the need to actively (rrespective of absolute weight) insulin
titrate treatment. A first degree relative with Type 1 Diabetes
wMeasure HbAlc every@ months. A personal history of autoimmune disease
% i i |
wTarget Ht_JAlc 48mmo|r<moll6.5 Yo in newlyldlagnos 0 First degree relative on diet or tablets
:]-ype 2| Dlabe_tes and t osle On.ug. t(_)d2 olra 7 consider maturity Onset Diabetes of the
ypoglycaemic agents unless individual target more ) 5 .| Young (MODY).
appropriate. Involve the person in discussions abc IS the patient under 30|years of age" YE¥ ™ No immediate need for insulin but non
individual HbA1c target. NO urgent referral to the specialist team
wln South Asian people BMI underestimates adipos 3 o) CIEICEIE COME I,
Weight measurements need to be considered. There is no immediate need for insulin. Give
Range for healthy weight is BMI 1&3.9 in South dietary advice on healthy eating.
Asian people. Provide regular review.

wConsider end of life care needs

Dateof preparation:August 2018%or review:March 2019 12



TYPEDIABETEGSSTRUCTURED EDUCATION T

Clinical Commissioning Groups

NICE recommends that wetlesigned and weltimplemented structured education programmes are likely to be caftective for people with diabetes
and should be offered to every person and/or their carer at and around the time of diagnosis, with anreiaforcement and review.

Structured education programmes for people with Type 2 diabetes are an essential component of effective diabetes manMesineadple will spend only
1.5 hours with a health care professional per year, the rest of the time they are required to make daily lifestyle dé@simiay have a significant impact on
their health and overall quality of life

The aim of structured education is for people with diabetes to improve their knowledge, skills and confidence, enablitogtékenmcreasing control of their
own condition and integrate effective satianagement into their daily lives. Higjuality structured education can have a prafa effect on health outcomes
and can significantly improve quality of life.

The referrer will play a huge role in successfully engaging the person with diabetes and increasing uptake of an eduxsation co
Diabetes UK patient focus groups have shown that the attitude of health care professionals and information given atiagmesisccan have a profound
AYLI OG 2y LIS 2 Ldiasagedheir conkifioh éffectivelg & St F

If the person is not keen to engage, screen for psychological difficulties (PiH@dmary and community care OR DDS2 in secondar
are)and refer to IAPT or other relevant part of local pathway ¥e; as well as assessment using Patient Activation Measure (PAM)

slide for details of tools

STRUCTURED EDUCATION COURSES

DESMOND Group education delivered by trained educators:
Twohalf day sessions or one full day

X-PERT Group education delivered by trained educators:
2.5 hr sessions over 6 weeks with annual follgpvsessions

X-PERTnsulin Group education delivered by trained educators:
2.5hr sessions over 6 weeks with annual folloyw sessions

DIGITAL STRUCTURED EDUCATION NHS England accredited options include:
A Changing Health
A OurPath
A Oviva
These wilbe available through the Know Diabetes information and support service and provide
combinations of app, coaching (by dietitian or health coach), self measurement of weight / activity a
the case of OurPath, 3Gnnected scales. Length of course varies from 6 weeks to 6 months, but can be
fitted around working hours or other activities.
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TYPE 2 DIABETHEHSICE ALGORITHM FOR TYPE 2 DIABETES T

Clinical Commissioning Groups

N I CE National Institute for Algorithm for blood glucose lowering therapy in
Health and Care Excellence adults with type 2 diabetes

= Reinforce advice on diet, lifestyle and adherence to drug treatment.
= Agree an individualised HbA1 ¢ target based on: the person’s neads and circumstances including preferences, comaoarbidities, risks from polyphamacy and tight blood glucose contral and ability to achisewve

r-term risk-reduction bensfits. Where appropriale, support the person to aim for the HeAle levels in the algorithm. Measure HbA1c levels at 3/6 monthly intervals, as appropriate. If the person achieves
an HbAlc target lower than target with no hypoglycaemia, encourage them o maintain it. Be aware that there are other possible reasons for a low HbAle level.

= Base choice of drug treatment on: effectiveness, safety (see MHRA guidance), tolerability, the person’s individual clinical circumstances, preferences and needs, available licensed indications or
combinations, and cost (if 2 drugs in the same class are appropriate, choose the option with the lowest acquisition oost).

= Do not routinely offer self-maonitoring of blood glucose levels unless the person s on insulin, on oral medication that may increase their risk of hypoglhycaamia while driving or operating machinery, is pregnant
of planning to become pregnant or il there is evidence of hypoglycaemic episodes.
e e e e e e e e e b Dbl 00000

: IT the person is sympltomatically hyperglyeaemic, consider insulin or an SU. Review treatment when blood glucose control has been achieved. o = When starting insulin, use a structured programme
and eontinue metformin for people without

., ., .., ., -

i ADULT WITH TYPE 2 DIABETES WHO CAN TAKE METFORMIN ™y cantraindications or inlolerance._ Wﬂ'ﬂn}l‘!ﬂﬂuhﬂ
If Hb&1 ¢ rises to 48 mmolimol (8.6%) on lifestyle If standard-release need for other blood glucose kowering therapies'.
interventions: metfarmin is not If HbA1e rises to 48 mmolimol (B.5%) on = Offer MPH insulin once of twice daily according to
= Offer standard-release metformin == oleraled, consider a lifestyle interventions: r.g" e
= Support the person o aim for an HbA e level of 48 mmol/ trial of modified-release = Consider one of the following™: » Consider starting bath MPH and short-acting insulin
il (6. 5%) metfarmin - a DPP-4i, pioglitazone® or an SU mum“ . FMJ:WTBHHE} R
¥ - an SGLT-2° ingtead of a DPP-4i if an insulin (particularly if HBA1c is 75 mmol/mol (8.0%) or

SU ar pioglitazone” is nol appropriate
= Support the person to aim for an HbA1c
level of 48 mmaolimol {6.5%) for people on
a DPP-4i, SGLT-2i or pioglitarzone or 53
mmalimaol (7.0%) for people on an SU

If triple therapy is not
effective, not tolerated
af contraindicated,
consider combination
therapy with metformin,
an 54U and a GLF-1
mimetic™ for adulls with
ype 2 diabeles who:!

higher).

& Consider, as an allermative to NPH insulin, using
inzulin detemir or glargine? if the person: needs
assistance 1o inject insulin, lifestyle is restricted by
recurrent eymplomatie hypoglycaemic episodes or
would olherwise nead twice-daily NPH insulin in
eambination with oral blood glucose lowering drogs.

FIRST INTENSIFICATION
If Hbfv1 e rises to 58 mmolimol (7.5%):
» Consider dual therapy with:

= metformin and a DPP-4i

- metlarmin and pioglitazona®

- metformin and an SU

- metformin and an SGLT-27

FIRST INTENSIFICATION

= Support the person 1o aim for an HbAdc level of 53 mmol “hawe a BMI of 35 kgim? If HbA1e rises to 58 mmolimaol (7.6%): = Consider pre-mixed (biphasic) preparations that
mol (7.0%) ar higher (adjust = Consider dual therapy® with: include shori-acting insulin analogues, rather than
accordingly for pecple from - a DPP-4i and pioglitazone® pre-mixed (biphasic) preparations that include short-

Ip biack, Asian and other - a DPP-4i and an SU acting human insulin preparations, if: the person

SECOND INTENSIFICATION minonity athnic grouges) - pioglitazone® and an SU prefers injecting insulin immediately before a meal,

If HbA1 € rises to 58 Mmool (T.5%): Ji =red specific psychological = Support the person to aim for an HbATe hypoglycasmia is a problem or blood glucose levels

1e r mmolimal (7.5%): | | =rother medical problems level of 53 mmaolimal (7.0%:) rige m after meals.
= Consider: associated with obesity or - arkecly

= Only offer a GLP-1 mimetic® in combination with
insulin with specialisl care advice and ongoing
support from a consultant-led multidisciplinary team”.

= Monitor people on ingulin for the need 1o change the

+ Support the person o aim Tor an HbATs e
level of 53 mmolfmol {7.0%) [ ® An SGLT-2) in combination with insuwlin with or without

*_ other antidiabetic drugs is an option”.

Abbreviations: I"‘:"D'"'I:r||:|=|:n‘hv|:|5p| peptidase-4 mhibitor, ‘:"'p'"GILlcagn:hn-llke peptice-1, "mT'*'S-udlum—glunusE cotransporier 2 inhibitors, “"El.lf-unjﬂur\ca. Recommendations that cowver DPP-1 inhibitors, GLP 1 mimetics and sulforylureas refer
to these groups of dregs at a class level.

a. When prescribing ploglitazone, exercise particular caution if the person is at high nisk of the adverse effects of the drug. Piogiitazone is associated with an increased risk of heart failure, bladder cancer and bone fracture. Known risk
factors for these conditions, including increased age, should be carefully evaluated before treatment: ses the manufacturers” summaries of product characterstics for details. Medicines and Healthcare products Regulatory Agenoy
(MHRA) guidancoe (2011) advises that ‘prescribers should review the safety and efficacy of pioglitazone in individuals after 3—6 months of treatment to ensure that only patients who are deriving benefit continue to be treated”.

b. See NIGE technology appraisal guidance 288 & 418, 315 and 334 on dapaglifiozin, canaglifiozin and empaglifiozin, respectivety. Al three SGLT-2 inhibitors are recommended as optons in dual therapy regimens with metformin
under certain conditions, as options in triple therapy regimens and in combination with insulin. All three are also options as monotherapies in adults in whom metformin is contraindicabed or not tolerated. Senows and life-threatening
cases of diabetic ketoaoidosis have been reported in people taking SGLT-2 inhibitors (canaglifiozin, dapaglifiozin or empaglfiozin} or shortly after stopping the SGLT-2 inhibitor. MHRMA guidanoe (2015) advises testing for raised ketones
in people with symptoms of diabetic ketoacidosis, sven if plasma glucose levels are near normal.

o. Only continue GLP-1 mimsetic therapy if the person has a beneficial metabolic response {(a reduction of HbA1C by at lzast 11 mmol'mad [1.0%) and a weight loss of at least 3% of initial body weight in & months).

d. Be aware that. f metformin is contraindicated or not iolerated, repaglinide is both clinically effective and cost effective in adults with type 2 diabetes. However, discuss with any person for whom repaglinide is being considersd, that
thers is no licensed non-metformin-based combination containing repaglinide that can be offered at first intensification.

e. Be aware that the drugs in dual therapy should be introduced in a stepwise manner, checking for tolerability and effectiveness of each drug.

f. MHRA guidance (2011) notes that cases of cardiac failure have been reported when pioglitazones was wsed in combination with insulin, especially in patents with risk factors for the development of cardiac failure. it advises that if the

combination is used, people should be observed for signs and symptoms of heart failure, weight gain, and cedema. Pioglitazone should be discontinued if any deterioration in cardiac status ooours.
g. The recommendations in this guideline also apply to any current and futwre bicsimilar produch|s) of inswlin glargine that have an appropriate Marketing Authorisation that allows the use of the biosimilar(s) in the same indication.
h. A consultant-led multidisciplinary team may include a wide range of staff based in primary, secondary and community care.

= hawe a BEMI lower than 35
kgim®, and for whom
insulin therapy would have
significant oooupational
implications, or weight loss
would benefit other
significant obesity-related
comorbidities

- triple therapy with:
o metformin, a DPP-4i and an SU
o metformin, pioglitazone™ and an SU
o metformin, pioglitazone® or an SU, and an SGLT-2°
- imsulin-based reatment
= Supporl the person 1o aim far an HbAle level of 53 mmal/
el {7.0%)

SECOND INTEMSIFICATION
If HbAA e rises to 58 mmolimol [7.5%):
= Consider insulin-based reatment

Tune 2 diabetes in adult=’ manacement’ BMICE ouideline MNE2E Published Decembar 2018 |la=t undated &onl 2047 @ Mational Institute for Health and Care Excellence 2018 Al ndaohte reserved



TYPEDIABETEGHBALC TARGETS s i

Clinical Commissioning Groups

INDIVIDUALISING HBA1C TARGETS

HBA1C TARGET RECOMMENDATIONS: APPROACH TO MANAGEMENT OF HYPERGLYCAEMIA

Patients with Type 2 Diabetes should normally have their HbAlc
maintained between 48 and 58 mmol/mol.

Clinicians should aim to involve people in decisions about their Least intensive

individual HbA1lc target level, which may in some cases be above-
of 4858 mmol/mol set for people with Type 2 Diabetes in general. 42mmol/mol 53mmol/ 64mmol/mol

Target HbAlc level should be informed by a number of factors
including duration of Diabetes, life expectancy, comorbidities inclut
established vascular complications and available support.

Patient attitude and expected
treatment efforts

Tighter targets (6.0 6.5% / 42_c 48 mmol/mol) Highly motivated, adherent Less motivated, noadherent
younger, healthier Excellent seltare capacities Poor selfcare capacities

Looser targets (7.58.0%/ 58-64 mmol/ mol
older, CKDcomorbidities, hypoglycaemia prone, EofdLife

Hypoglycaemia risk

-

ow Moderate High
Encourage the person to maintain their individual target unless the

resulting side effects (including hypoglycaemia) or their efforts to

achieve this impair their quality of life. Disease duration

Offer therapy (lifestyle and medication) to help achieve and mainta
the HbAlc target level

Inform a person with a higher HbA1c that any reduction in HbAlc Life expectancy

towards the agreed target is advantageous to future health. Long Short

Important comorbidities

None Few/Mild Melltiple/

HBA1C IFCC UNITS:
Established vascular

complications

Resources, support system
Readily available Limited

From Isma#Beigi, et al. Individualizing glycemic targets in Type 2 Diabetes mellitus: implications of recent clinical Arais.
Intern Med.2011 Apr 19;154(8):559.
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INDIVIDUALISATION OF HBA1C o i

Clinical Commissioning Groups

Severe

>7O frailty or End of Life

<65 | 6570

Residential Care
care

Duration > 10 years

Latest HbAlc > 645 Refer to:
Complications: CVD, N Y N Y N Y Y Diabetes_UK
CKD, retinal, foot End of Life

: Diabetes Care
Hxof Hypoglycaemia Clinical

On SU / Insulin Recommendations
for advice on
targets and
potential
deprescribing

Target HbAlc
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NHS

DIABETEGMONITORING GLYCAEMIC CONTROL b

Clinical Commissioning Groups

KEY PRINCIPLES OF PRACTICE @R TYPE 2 DIABETES

w95% of the care people with Diabetes A Routine seltmonitoring of blood glucose is not usually required if patients are well controlled on therapy without the @dtentiause
receive is sel€are and all patients shoulc hypoglycaemia (see the table).
have access to high quality structured HbA1c is important in assessing the adequacy of blood glucose control and should be testedGusntBs.
education programmes e.g-PERT, Structured education is essential for people with newly diagnosed and existing Diabetes.
DESMOND, conversation maps Checking for wellbeing is essential as 40% of people with diabetes have poor mental health and this affect their aflitsr® s
People with Type 2 Diabetes usually have more stable glycaemic control. In practice, the level of monitoring will vangae¢bectreatment
regimen used and the target level of glycaemic control set for/with the patient.
feedback they need in order to learn hoy DVLA requirements for testing when driving apply to people with Type 2 Diabetes treated with insulin, Gliclazide, glingédpéndéamide or anothel

to manage their condition optimally. sulphonylurea, nateglinide or repaglinide.

wThe ability to selmonitor may be TYPE 1 DIABETES

wThe ability to monitor their own glucose
level gives people with Diabetes the

I T To o o

affected by their mental health: use A Approaches and targets should be individualised and agreed in consultation with patients, as part of the care plannisg proces

PHQA4 (in primary and communitgre) A In addition to seHmonitoring, HbA1c should be measured ever§ Bionths.

to screen for anxiety and depressi@R A People prescribed insulin should be taught how to adjust therapy in line with their blood glucose monitoring and recadtgiiss jpetheir test
DDS?2 (in secondary care) to screen for results. This facilitates adjustments to their medication to achieve targets for fasting and postprandial blood glucdsbethitiontribute to HbAlc
diabetes distress. Useitem COG for values.

cognitive impairment (more prevalentin A Checking for wellbeing is essential as 40% of people with diabetes have poor mental health and this affect their afilitsre s

Diabetes after age 50). See sliiefor be alert to eating disorders and insulin dose manipulation if there is poor glucose control, low BMI or over concbodwihape and weight
tools A All results should be recorded with the time and date to provide a cumulative record as a basis-fiordgychanges in therap Most meters will

wMonitoring should be based on the store this information and some will allow download to a computer or smart phone

AYRAGARdzZE £ Q& Ot Ay A OFpINl=pg =y Nn)o 0V le

context of Diabetes education and self

management. People with Diabetes must inform the DVLA.

wPeople should receive appropriate w Thoseon insulin or oral hypoglycaemi@agentswhich carry a risk of hypoglycaemiasuchas sulphonylureasshould monitor their blood glucose
training in the technique and the beforedriving https://www .gov.uk/diabetesdriving
actioning of the results. w Must haveawarenesof hypoglycaemialf there isatotal lossof 'hypo’ warningsignstheir licensewill be withdrawn.

w Must not have had more than one episode of hypoglycaemia requiring third party assistance tdarit@ywithin the preceding 12 months. If they

wThe frequency of testing will be different have had more than one episode they must inform the DVLA and their licence will be withdrawn for one year followingepisdilst

for different people and will change with ® Trend Driving Leaflet

their circumstances. Any guidelines can & Al results should be recorded with the time and date to provide a cumulative record as a basis-forddgychanges in therap Most meters

only be used as a framework and then & || store this information and some will allow download to a computer or smart phone
adapted to meet individual needs.

wPeople may move between different w Patients with blood glucose levels <5 should not drive until they have eaten.

on their needs at that time.
People with Diabetes on insulin can apply for any Group 2 licence providing the patient has:
wEquipment used for monitoring should b ¢y Had no episodes of hypoglycaemia requiring third party assistance within the previous 12 months.
based on choice and agreed with patient. ¢, Full awareness of hypoglycaemia and can demonstrate understanding of its risks.
w Meter recorded evidence of regular monitoring (twice a day and at times relevant to driving).
w Been reviewed annually by an independent consuli@diabetologist
Visitwww.dft.gov.uk/dvla/medical
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DIABETEGFREQUENCY OF BLOOD GLUCOSE TESTING

NHS |

North West London
Collaboration of
Clinical Commissioning Groups

ADULTS WITH TYPE 2 DIABETES ADULTS WITH TYPE 1 DIABETES

Diet and exercise
Metformin
Pioglitazone
DPP4 inhibitorst
SGLT2 inhibitors?
GLP1 analogueg

Treatment

Not usually necessary (* except
when initiating exenatide,
liraglutide or lixisenatide in
people taking a sulphonylurea
see next column)

Do not offer a meter unless a
clear action based on test results
has been agreed and for short
term use only, e.g. to allow
patient to adjust lifestyle when
newly diagnosed

Usual
monitoring

Intensive
monitoring

Prescribe the minimum
appropriate number of strips
on acute

Prescribing

Sulphonylurea$alone or in
combination with other
hypoglycaemic agents except
insulin

4 tests per week, usually testing
once week before each of the
three daily meals and before
bedtime

See advice on Diabetes and
driving on previous page.

Before meals and 2 hours after
evening meal

*Intensive monitoring is essentia
during initiation of exenatide,
liraglutide or lixisenatide for
people already on
sulphonylureas until stabilised

Prescribe on repeat
Additional supplies may be
necessary for driving and
intensive monitoring

Insulin for Type 2 Diabetes: basal, twice daily Insulin: basal bolus or delivered by a pump
fixed regimens or mixed insulins https://www.nice.org.uk/quidance/tal51
For basal bolus regimens see table for Type 1

Diabetes overleaf

Basal insulin:

1-2 tests per day

Premixed insulin:

2-4 tests per day

People who rely on others for administration
of mixed insulins may require more frequent
testing, which is recommended prior to
administration.

See advice on driving Additional post prandial tests may be required to
Before meals and 2 hours after main meal optimise the dose of the rapid acting insulin;
Tests before breakfast are essential to achievanclude testing before meals and2lhours after
the target fasting glucose the largest meals

Additional tests prameal or 2 hours after food During periods of intensive monitoring additional
are helpful if fasting glucose is at target but  supplies of strips may be required

HbAlc remains high

Usually 4 to 8 tests daily.

Test before meals and at bedtime as a minimum
Include two hour post meal testing to check
correct carbohydrate ratios

Additional testing may be required to enable
people with Type 1 Diabetes to drive safely

Prescribe on repeat
Additional supplies may be necessary for
driving and intensive monitoring

Prescribe on repeat.

Restricting access to strips may destabilise

O2y iNBf YR | ROSNBStR& |
life

FTFSH

Intensive monitoring may be required in any of these situations

During intercurrent illness
Intermittent steroid therapy
Osmotic symptoms
Postprandial hyperglycaemia
Terminal care/end of life

To prevent development of acute complications
Precconception and pregnancy

Increased or regular intensive exercise

When HbAlc testing is unavailable

Impaired awareness of hypoglycaemia

1 Alogliptin Linagliptin SaxagliptirSitagliptin Vildagliptin

2 CanaglifiozirDapagliflozirEmpagliflozin

SExenatidel iraglutideLixisenatideDulaglutideAlbiglutide
4GliclazideGlibenclamidé&slimepiride, Glipizidg,olbutamideNateglinide
Repaglinide
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Patients and health care professionals should be clec
about what they hope to achieve by setinitoring
blood glucose because monitoring in itself does not
improve control. It is the interpretation of the result ar
the action taken that makes the difference.

Assessment of monitoring at least once a year is
desirable and should include:

A Selfmonitoring skillsncluding the cognitive ability ¢
the person using 6 item cognitive impairment test
(especially if there are microvascular changes in
other organs apart from the brain)

The quality and frequency of testing

The use made of the results obtained

The continued benefit

The impact on quality of life

The equipment used

To T o To I

If the patient does not benefit from monitoring or if it i
adversely affecting their quality of life, then it should t
stopped.

Selfmonitoring of blood glucose does not replace Hb,
testing, which should be carried out at suitable interv:
as part of regular care.

Remember other health education (healthy diet, regu

physical activitymaintaining a healthy psychological
state maintaining a normal body weiglaind avoiding
tobacco) to help people reduce their risk of Diabetes
related complications.

Provide Diabetes lifestyle leaflets and actively promor
structured educatiorand referral to IAPT if necessary.

TYPRDIABETESCHOICE OF GLUCOSE METER

Collaboration of
Clinical Commissioning Groups

CHOOSING A BLOOD GLUCOSE METER

A wide variety of blood glucose meters are available for patient use whereost of test strips is less than £10 per pack of 50
The list of recommended meters aims to rationalise the choice to a smaller nushb@eters using low cogtess than £10/pack)

test stripswhich have been assessed for technical specification , accuracy, patient acceptability and cost effectiveness. The
recommendedmeters were all included in one or more of the guidelines previously issued by the 8 North West London CCGs.

The advantages of this are expected to be

A health professionals only need to be familiar with a limited number of meters which will facilitate better teaching aj testin
patients

A patients will understand testing better and test more effectively

A reduced acquisition costs

A reduction in unnecessary testing and increase in necessary testing (optimisation)

The recommended blood glucose testing meters teud stripsmeet the needs of the majority of people with Type 2 Diabetes.
Meters with specialist functions will still be required, mainly for people with Type 1 Diabetes, people with Type 2 drbalbsisa
insulin regime and patients with complicated needs. These are usually chosen and provided by secondary or intermediate
GPs will be requested to continue to prescribe test strips. Howéhese guidelines include recommended meters and test strips
for patients withType 1 Diabetes.

Patients on insulin pump therapy maequire compatible test strips that cost more than £10 per pack of 50 (see section on
insulin pumps and compatible blood glucose test strips)

The decision to change meters should be used as an opportunity to review the purpose of testing and the interpretatialitsof
as well as provide basic lifestyle advice and leaflets.

When a change in prescribed test strips is required, patients should be encouraged to use their current supply of tésstsasp:
long as the strips have not reached their expiry date and the current meter is in working order. Repeats of currentastlipisesr
stopped and a new meter demonstrated and supplied from the recommetidednd strips put onto repeat.

If usage is low enough that one pot of strips lasts longer than its exjaitg, review of the need for blood glucose monitoring is
recommended.
tFriASyda akKz2dzZ R 6S NBYAYRSR (2 dzaS O2yGNBf &az2fdzZiaAzyakO

Each meter is supplied with a lancer and a few lancets. Lancers (the finger pricking devices) are not available oropeastript
replacement lancing devices are available from companies (usually free of charge). Lancets are for single use only &ed sh
prescribed in quantities which correspond to the expected frequency of testing. Only prelemiloest lancets costing £6 or less
per pack of 200.
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TYPEDIABETESCHOICE OF GLUCOSE METER —c

o Collaboration of
Clinical Commissioning Groups

GlucoLab GlucoMenAreo GlucoRXNexus Omnitest3 WaveSense Jazz GlucoRxX\Nexus AccuChekMobile
Voice (Talking
meter

e

Compatible GlucoLab GlucoMenareo GlucoRXNexus Omnitest3 WaveSensdAZZ GlucoRXNexus Mobile
Strips £9.89per 1x50 Sensor £9.95 per 1x50 £9.89 per 2x25 £8.74 per 1x50 £9.95 per 1x50 £9.99 per 1x50

£9.95 per 1x50
Compatible Greenlanancets GlucojectLancets GlucoRx).ancets Omnicanlance soft ~Agamatrix UltraThin GlucoRx.ancets AccuChekFastClix
lancets £3.00 per 100 Plus (33G) (30G) (30G) £5.45 per 200 (28G) £5.43 per 200 (30G) (30G)
£6.00 per 200 £3.77 per 100 £5.50 per 200 £5.50 per 200 £5.90 per 204

£5.50 per 200

Memory (no. of ey} 730 1000 500 1865 450 2000
tests) User cannot delete  User cannot delete  User cannot delete User cannot delete  User cannot delete  User cannot delete  User cannot delete

Expiry oftest 6 months 12 months Expiry on outer 6 months 6 months Expiry on outer 3 months
strips upon packaging packaging
opening
Replacement 2 x 3v CR2032 2 x 3v CR2032 2x AAA Batteries 2 x 3v CR2032 2 x 3v CR2032 2x AAA Batteries 2x AAA Batteries
batteries Batteries (replaced  Batteries (replaced  (replaced free of Batteries (replaced Batteries (replaced (ygplaced free of (replaced free of
company) company) company) company)
SaEigEleilie USB cable to PC USB cable to PC. PC interfaceable USB PC interface  Cable to PC. PC interfaceable USB cable to PC
(e.g.to PC, Quicklinkto cable Wireless to
phone) smartphone. smartphone
Bluetooth adapter. (Android & iPhone)
Software and Downloadable GlucologApp on Windows OmnitesPCenter DiabetesManager = Windows AccuChek360°
compatibility management Android and iPhone, basedsoftware. free of charge on App (Android and basedsoftware. Diabetes
software from Neon Glucolog& Glucolog  compatibé with internet-enabled iPhone) Compatibé with Management
Diagnostics Ltd Pro available on PC pigsend devices.www.omnit  compatibé with Diasend System oAccuChek
website and Mac estcenter.com Diasend SmartPixsoftware
Company www.neondiagnostic www.glucomen.co.u info@glucorx.co.uk info.bbmuk@bbraun customercare@aga info@glucorx.co.uk mannheim.icc@roch
contact details  [EXe{sHl] < k Freephoned800 007 .com matrix.co.uk Freephoned800 007 e.comFreephone
Freephone Freephone 0800 5892 Freephone 0800 Freephone 0800 5892 0800 701000
0800 131 3378 243667 8400498 0931812

Dateof preparation:August 2018or review:March 2019 20


http://www.omnitestcenter.com/
http://www.omnitestcenter.com/
http://www.neondiagnostics.co.uk/
http://www.neondiagnostics.co.uk/
http://www.glucomen.co.uk/
http://www.glucomen.co.uk/
mailto:info@glucorx.co.uk
mailto:info.bbmuk@bbraun.com
mailto:info.bbmuk@bbraun.com
mailto:customercare@agamatrix.co.uk
mailto:customercare@agamatrix.co.uk
mailto:info@glucorx.co.uk
mailto:mannheim.icc@roche.com
mailto:mannheim.icc@roche.com

TYPE DIABETESCHOICE OF GLUCOSE METER

NHS |

North West London
Collaboration of
Clinical Commissioning Groups

Compatible strips
glucose
Compatible strips
ketone

Compatible lancets

Memory (no. of
tests)

Expiry oftest strips
upon opening

Replacement
batteries

External output (e.g.
to PC, phone)

Software and
compatibility

Company& contact

GlucoMenAreo2K

GlucoMenAreo Sensor

£9.95 for 1x50
GlucoMenareoKetoneSensors
£9.95for 10

GlucojectLancets Plus (33G)
£3.77 per 100

£5.50 per 200

730
User cannot delete

12 months

2 x 3v CRO032 Batteries (replaced
free of chargeby company)

USB cable to PQuicklinkto
smartphone.

Bluetooth adapter

GlucologAppon AndroidandiPhone,
Glucolog& GlucologPro availableon
PCandMac

myglucomen@ menarinidiacp.uk

GlucoRx HCT & Ketone

GlucoRHCT
£9.95 for 1x50

GlucoRHCTKetoneTestStrips
£9.95for 10

GlucoRstancet(30G)
£5.50x 200

1000
Usercannotdelete

Expiryon outer packaging

2x AAA Batteries
(replaced free of charge by compan

PCinterfacecable

Windowsbasedsoftware.
Compatibé with Diasend

info@glucorx.co.uk

Freephoned800243667

Freephoned800 007 5892

AccuChek Aviva Expert

Aviva
£16.09 for 1x50

N/A

AccuChekFastCliX30G)
£5.90 per 204

1000
Usercannotdelete

Expiryon outer packaging

3 x AAA Batteries

Connects via infrared to PC
Realtymecable & software required
to downloaddata.

AccuChek360, AccuChekSmartPix
AccuChekConnect

mannheimicc@rochecom
Freephoned800701000

Not carbohydrate counting. Combinekktone and glucose meters Carbohydrate counting. Bolus adviser systems

FreeStyle InsuLinx

FreeStyld. ite
£16.10 for 1x50

N/A

USE Anylancet which cost>k£6.00
for 200

DO NOTUSE FreeStyleLancetsdue
to high cost

3000
Usercannotdelete

Expiryon outer packaging

2 x 3v CR032 Batteries(2 of which
arereplaceable)

Micro USBcableto PC

FreeStyleAuto-Asisst

ADChelpuk@abbottom
Freephoned8001701177
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TYPER DIABETESNSULIN PUMRSCOMPATIBLE BLOOD GLUCOSE TEST STRHR G tonen

w Collaboration of
Clinical Commissioning Groups

Compatible FreeStyld. ite AccuChekAviva AccuChekAviva Contour Next AccuChekAviva
strips £16.10per 1x50 £16.09 per 1x50 £16.09 per 1x50 £15.04 per 1x50 £16.09 per 1x50

Compatible Any lancets which  cost XX Any lancets which cost )X Any lancets which  cost XX Any lancets which cost )X Any lancets which cost XX
lancets £6.00 for 200 £6.00 for 200 £6.00 for 200 £6.00 for 200 £6.00 for 200

Expiry oftest 6 months 12 months Expiry on outer packaging 6 months 6 months
strips upon
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PRESCRIBING BLOOD GLUCOSE TEST STRIPS, LANCETS AND PEN NEBE«}:}M%

Clinical Commissioning Groups

BLOOD GLUCOSE TEST SREQRIREMENTS LANCET REQUIREMENTS INSULIN PEN NEEDLE REQUIREMENTS

Test strips usuallgome in packs of 50 which cannot be Patients should use a fresh lancet for each test. Prescribe a low cost braraf insulin pen needles<€6 per
split. This table indicates quantities for usual testing. pack of 100 pen needles).

Additional supplies may be necessary for intensive testi Prescribe a low cost braraf lancets €£6 per pack of 200) Most brandsof pen needles areompatible with all devices
e.g. to meet DVLA requirements for driving. If patients a
required to test regularly please prescribe on repeat
prescriptions.

Patients shouldbe encouragechot to over order or
stockpile supplies. Additional supplies to meet a short t
need should be prescribed on acyieescriptions.

Pen needles come in packs of 100.

Injections per

Tests per day Tests/28 days Packs/frequency Tests per day Tests/28 days Packs/frequency 28 days Packs/frequency

day
1 28 8 lyear 1 28 2 X 200 packbsyear 1 28 4 x 100 packs /year
2 56 i 4ng';|£$§2;? 2 56 4x 200 packs / year 2 56 8 x 100 packs /year
4 112 ggg:;fss/;zg?th; 4 112 8 x 200 packs / year 3 84 11 x 100 packs /year
6 168 jfrf’aacckksslg zgrth; 6 168 11 x 200 packs / year 4 112 15 x 100 packs /year
8 224 (el STl 8 224 15 x 200 packs / year

58 packs/year

FreeStyld_ibreFlash Glucose Monitoring System

FreeStyld ibreRis only available on the NHS in North West London for people with Type 1 diabetes, aged four years or over, who mek¢ anieoift listed below:

Indication 1 Patients with type 1 diabetes who test frequently and can reduce strip usage by 8 strips a day for adults, 7 for clilgoengadults aged-49 years.

Indication 2:Patients with type 1 diabetes with HbAlc >8.5% (69.4mmoly or disablindiypoglycemiavho would be eligible for insulin pump therapy.

Indication 3:Patients with type 1 diabetes on multiply daily injections or on insulin pump therapy where conventional monitoring veitipfing blood glucose testing devices is
not possible.

Initiation of patients orFreeStyld_ibre® will be done by local diabetes specialist te&@hd_Yas per NHS London Clinical Networks recommendations and guidance produced by the
North West London Collaboration of CCi@#ps://www.hounslowccg.nhs.uk/newspublicationsand-policies/publications.aspx?n=3850

FreeStyld.ibre® measures the glucose in interstitial fluid and is not a complete substitute for-finigkrblood glucose testing.

Fingerprick blood glucose measurements will still be required in certain circumstances, including meeting requirementtsd®ryet and Vehicle Licensing Authority (DVLA).
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DIABETESCARE PLANNING (1) —_—

o Collaboration of
Clinical Commissioning Groups

Wiy 2y 32Ay3 -wapNdronidicatior Aegadiadich and joint decisiemaking in which both the person with Diabetes antie healthcare
LINEFSaarazylfta YIS Iy Sldzat O2yiNROGdziAzy (G2 GKS O2yadzZ GFGA2y dQ

THE HOUSE OF CARE: PERSORENTRED:

A < A <A s A If we want to be more helpful to people who are trying to make changes but are finding it
S ifficult, we need to base consultations gmeir concernstheir goals and the practical actions
;Kcimmcfsgozmtrj]zas 2F Ol NBE¢ KAIKEAIKOIA UOKS AYLR difficult dtob Itat e their goal d the practical act
A Enagaged infor?ned atients theywish to follow.This does not mean that the HCP is passive, unresponsive or does not have
A Hegltﬁ care rofessFi)onaIs committed to partnershio workin a viewc the consultation shares the expertise and experience of both parties in order to
P P P 9 influence the outcome.

SeelLanguagéVatters, Language and Diabetfs guidance on principles and practices for
better communication with people with diabetes.

A Organisational processes
Without any one of these the house collapses

Many people may not really have considered a lifestyle or behaviour change, or may feel
ambivalent about making a change. In this situation, pushing or encouraging them to plan to
change may not be appropriate. Indeed, a possible goal for that person might be to decide

IT: Clinical record of care planning QKSU KSNJ i KS@? R2 61yl U 2 ~ Y';l S t ~ OK't )[EISCD ) ¢ K¢
O2yaQ 2F 020K YI1Ay3a GKS OKIFy3aS |yR y2u Yl

Send test results Contact numbers importance to themIf they are struggling with their mood or anxiety or coping with diabetes
beforehand and safety netting they usually want to be asked about this as this may be the thing that is standing in their way.

Organisational processes

Goal setting and action planning are inextricably linked but they should be seen as separe
Prepared for Consultation skills /' 'stages.

consultation attitudes

- —

// CoIIaborative\\

{
[

\ care planning |

NSNSV THE INFORMATION SHARING PROCESS:

disciplinary team and  |yformation gathering:The patient attends for an appointment with the Health Care Assistant
\ consultation expertise 2NJ bdzNBES (2 KI @S GKSANI WryydzZ t NBOASsQ
\\\ P / Senior buyin and local +/- foot,. eyescreeningand men_tal health §creenin§’HQ4_ (in primary and community caf@R
e champions to support PDS2 (in secondary caréJse6 item Cog if over 6(Bee slidg7 for tools.
Commissioning: and role model Information sharing:The annual review test results are included into a letter and posted to
The foundation patient to arrive at least one week before the Care Planning consultation. Prompts and
,,,,,,,,,,,,,,,,,,,,, guestions in the letter encourage the patient to consider the results and other aspects of t
Diabetes before the consultation

Information /
structured education

Emotional and
psychological support

juaied
pawuojul pabebugy
Bunjiom diysiauped
0] PaMWIWod 4OH

Identify and Procured time for Quality assure
fulfil needs consultations, training and measure
and IT Consultation and joint decision makind:he patient attends the Care Planning consultation
with the practice nurse or GP, who have received training in partnership working.
This should include the elements outlined later in the guide (goal setting and action planni
Useful tools:
Partners in Care: Diabetes UK guide to care planning
Consultation Quality Index (GQ)Y I ljdzSadAz2yytANB F2N dzy R

clinician skills
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https://www.england.nhs.uk/wp-content/uploads/2018/06/language-matters.pdf
https://www.england.nhs.uk/wp-content/uploads/2018/06/language-matters.pdf
https://www.england.nhs.uk/wp-content/uploads/2018/06/language-matters.pdf
http://www.diabetes.org.uk/Documents/nhs-diabetes/care-planning/partners-in-care-implementing-care-planning-approach.pdf
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1832233/bin/bjpg56-262AppendixS1.pdf
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1832233/bin/bjpg56-262AppendixS1.pdf
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1832233/bin/bjpg56-262AppendixS1.pdf

NHS

DIABETESCARE PLANNING (2) Bech s

Clinical Commissioning Groups

Gather and Explore and . Action .
. . Goal setting : Review
share stories discuss planning
GOAL SETTING: AGREEING ACTIONS:

SUMMARISE AND PRIORITISE FOLLOW ! ¢L9b¢{ Q twLhwLGCL9({
Goal setting involves summarising and prioritising the various issues that have been explc If we want to be more helpful to people who are trying to make changes but are finding it
and discussed so far in the consultation. difficult, we need to base consultations timeir concernstheir goals and the practical actions

theywish to follow.
C2N) AyaidlyO0S (KS KSIfGdKOFINBS LINRPTFTS&aaAz2yl fThisdoes not mean thatthe HCP is passive, unresponsive or does not have;ahgew
about, rise up for you as the important things to aim for in relation to your Diabetes, over t consultation shares the expertise and experience of both parties in order to influence the
O2YAy3 &SI NKéE outcome.

ASSESIBPORTANCE SMARTGOALS

When changing something is difficult, the reason for change, the place where someone wd(dy ingredients of successful actlon pIannlng

like to be, has to be worth the effort of changing. If the goal is of low importance, butthe w t f | y' a MBRBTR G2 oS

difficulty of achieving it is high, then it is unlikely to be successfully achieved. Why would you { dzOOS&& A& | RRAOGA@GS

want to put yourself through that? w . FNNASNAR (2 adz00Saa ySSR (2 0SS 02yaiRSNE
w whiiy3d aortsa G2 LaasSaa O2yFARSYOS LyR N

The value to someone can be assessed quite simply by asking the person to consider howw { dz00S&da NBIfft& Aa FRRAOGADS

important the goal or outcome is for them using a rating scale@lO where Oislowand10 w ¢ 1S GKS GAYS G2 R2 Al

is high importance. For instance: W{alwd:Q A3 | 68t |y26y FONRBYyavYs (KS f&i

GLF L FalSR @&2dz G2 G4Stf YS K2¢ AYLERNIL yuM %asurableKl yaS A& F2N) e&2dzZ 6KSNB [T SNR 461 a& y7?
at all and 10 was really, really important, where would you put yourself between zero and

A= Action
UsSyke R= Realistic
3 = > = . - « .,. T T| caled P A <
lftheyscoree.g. @ 2dz O2dzA R | &1 6K& Ad AdayQd v T4 Kyzdét gy i ﬁ;uusw 2 I8 A
TO . 2dz O2dA R tta2 Al 6K& AdG AayQi p gg' AUAQ stEJFi Jﬁyy”?A vy UGS 02N 3% & 4 ¢
This process illuminates their ambivalence and facilitates a motivational conversation aC
REASSESS IMPORTANCE ASSESS CONFIDENCE

If the score is lower than 7 then the reason for picking that goal needs to be explored. wl GAy 3 O2yFARSYyOSY {StTF STFAOIO& GKS2NE
action is the confidence they have in their ability to successfully undertake that action. So,
further way of assessing how realistic a plan is to ask the person to rate their confidence t
they will be able to do it. This can be done in a similar way that we rated the importance o
goals:
aLT L alSR e2dz
Fff YR mn gta |

K2g O2yFTARSY(d &2
fe RSTAYAGStEs 6K

o c
D¢ N

Iftheyscoreeg. @ 2dz O2dzf R al ¢Keé Ad AayQd Tt I|yR
,2dz O2dA R Fftaz2 Fal sKe Al AayQid p Fa GKA
This process illuminates the support and skills they can draw upon including you.
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DIABETEGMOTIVATIONAL INTERVIEWING

Endorsedby CWHHE Diabetes Strategy Group,

OVERCOMING RESISTANCE

oBuild rapport by matching patients body language, words and tone.
Actively listen.
wAsk curious questions that keep your map out of their world.

L R2y Qi ¢ yWhatdoyouwant?

L Ydzad R2 « Accordingto whom?
wGuide out of stuck state, what could they hadifferently (X) and the importanaef it What would happen if

WwSIF NRAY3I 22dN) KSHEGKY gKHid g2dA R &2dz tA1S d2 KEBS Kl LILIS YK jigo
0And is there anything else about that X? What kind of X is that X?

p . . P . i PR . . What would happen if
W KId A& AYLERZ2NUFIYyOW 02 éeé2dz Foz2dzu O0KIFO - KE

@2dz RARY Qi K

«What will it be like when they have itvisualisethis N\ [EOIRERUEEXON (Accordingjiowtiom?

w2 KFEG g2dzA R KILIWISY AT &2dz RARK 2K G s2dAd B OKELILISY AF & 2en@RRY?o | k
SVl 8 KH (i p2dAf RyQi KI LIISY AT &2dz RARK 2K G s2df Ry Qi KU LILIS y Whatrcangyaugo?R A Ry Q i K
=SN\V/EYXe]l1 uCan you give me another example of this?" What happens when you
) do?
What happens when you
N\ R2Yy Qi K

oClarify purposef stuck behaviours (Y) & explore behaviour specifics to remove obstacles
W C2N) gKIFG LJzN1I2 &S FNB @2dz R2Ay3 | K
2O (WWhat does doing Y give you? What does Y stop you doing? e Never?

GOIVIRUE) 3 K Sy k g KSNB k K24 k 6AGK 6K2 aLSOATAOLEf& R4 e2dz” KE P,

oBSummarise goals hereollectively recall back & transition X towards the future ' Fea X When Specifically?

uDevelop achange plan & selfwned strategieso make it happen (cf SMART)

L
uRepeat a "next steps" question until broken into manageable chunks and first step of adtidnK & Y S S
to happen for that / X to happen? Right, in order to do that, what do you need to do? So what needs to
happen for that to happen?"...

v wSummarise agreed actionpromit to first step & a timebound follow up- shake on it.

So what did you learn?

And knowing what you
learnt then, what needs
to happen now?

«wFFollow up and celebrate success! Congratulate every small step and shift away from the stuck state Yith
positive affirmations. Learn from mistakes
CELEBRAT uKeep building on goals and actions aadrg on the conversation ...

q , _ @ o A m Y VA~ “ e o szt A Produced from work by DfasmirRazak GP
wx { 2 2ogAy 3 Fff UKFUO e2dz 200 RFI2NEReEYZ dia KaS u- adiz  UkKAl
& BUILD { Ly y A S Educator and Jo Wilson, NLP Coach from Beyond

Training Solutions, in association with Diabetes UK
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DIABETEGPSYCHOLOGICAL ASPECTS

NHS

North West London
Collaboration of
Clinical Commissioning Groups

OVERVIEW CLINICIAN RECOMMENDATIONS

Approximately 40% of people with Diabetes suffer with poor psychological viing:
A The rate of depression and anxiety is more than doubled in people with Diabetes. i

A Other conditions such as diabetes distress, eating disorders, alcohol and substaaece use
needle phobias are morngrevalent in diabetes

A People with poorly controlled diabetes andscular changeim feet, eyes and kidneys have
higher likelihood of such changistheir brains leading cognitive impairment.

A People with type 2 diabetes are more likely to have experienced childhood adversity

A People with severe mental illness such as schizophrenia and bipolar affective disorder
higher risk of developing type 2 diabetestypical antipsychotics increase this risk.

Impact of all these conditions in Diabetes if not addressed is:

A Difficultywith motivation, hope for the futuregognitive function and selisteem leading tc
difficulty with séf-care

Treatment for psychological conditions has been shown to lead to reduced symptoms anc
improved glycaemic control, as well as the costs of healthcare. 1

Person Centred approach
A People with diabetes want to be asked about their psychological wellbeing and how the
managing living with Diabetes . il

A People with Diabetes want a menu of choices in terms of interventions, including peer
support and sethelp includingonlineresourcesgee below)

Especially when people have off target HbAlc or are not engaged with treatment, b&alert

Diabetes distress, clinical or subclinical depression, anxiéfge the screening tools tha
are at bottom of this pag®DS2 ( In secondary care), PHQ4 (in primary or community
as a screen and refer to IAPT or other relevant local pathwasifSee here for other
considerations and options, how to introduce medication etc.

o For moderate to severe depression, consider an antidepressant in the form of an
SSRI, e.g. citalopram (20mg od, titrate up to maximum 40 g od) or sertraline
od, titrate up to maximum of 200mg od). Give them at least 6 weeks at maxil
dose before trialling a different antidepressabt2 y Qi a g A G OK FNRY
another as they work in the same wayry a different agenand/ or refer to
mental health trust5 2 y Q dlosulzhis

o 52y Qi dza$S I y E A Phis & Gohtiadictet! NOBFHg/NIGES (i &
treatment of choiceso refer to IAPT

Alcohol and drug useoften used as a coping strategy when people are feeling distres
anxious, overwhelmed or depressed. Ask about this using the AUDI{sembelowpnd
whether they would like referral to local drug and alcohol services

Eatingdisordersandinsulindosemanipulationif there is poor glucosecontrol, low BMI or
over concernwith body shapeand weight Early,and occasionallyurgent, referral to local
eatingdisorderservicesshouldbe considered

Cognitive impairment delirium or dementia) if they have other complicatieegen in

people as young as 50 and even if they appear to be compos mentis. Use 6 item Cog tes
(see below) and consider discussion with or referral to dementia services locally. Add in
extra support if required e.g. administration of medication

Relapsing or new onset of psychosmsay put the person with diabetes at greater risk of
poor selfcare for their diabetes. Refer to/alert the mental health team (AS)

Mental health screening tools and other resources

Scregningtools L
lfO2K2f aONBSyAy3a (22t a! ! 5L¢¢

Resources
Award winning selfhelp leafletsabout a number of different mental health issues

Diabetes Distress scale (DDS2 and DDS longer version)

(available in easy to read, audio available)

PHOQ4(depression and anxiety brief screen)

MIND Chatrity for information and support

Samaritans for support in a crisis

PHQY%depression)
GAD 7(anxiety )
6 item Cog
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https://www.nice.org.uk/guidance/CG91/chapter/1-Guidance
https://www.nice.org.uk/guidance/CG91/chapter/1-Guidance
https://www.nice.org.uk/guidance/cg90/chapter/1-Guidance
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/684823/Alcohol_use_disorders_identification_test__AUDIT_.pdf
http://www.diabetesed.net/page/_files/diabetes-distress.pdf
http://www.phqscreeners.com/sites/g/files/g10016261/f/201412/English_3.pdf
http://www.phqscreeners.com/sites/g/files/g10016261/f/201412/PHQ-9_English.pdf
http://www.phqscreeners.com/sites/g/files/g10016261/f/201412/GAD-7_English.pdf
http://www.wales.nhs.uk/sitesplus/documents/862/FOI-286g-13.pdf
http://selfhelpguides.ntw.nhs.uk/abmu/SelfHelp
http://selfhelpguides.ntw.nhs.uk/abmu/SelfHelp
http://selfhelpguides.ntw.nhs.uk/abmu/SelfHelp
http://selfhelpguides.ntw.nhs.uk/abmu/SelfHelp
http://selfhelpguides.ntw.nhs.uk/abmu/SelfHelp
http://selfhelpguides.ntw.nhs.uk/abmu/SelfHelp
https://www.mind.org.uk/
https://www.samaritans.org/

TYPE 2 DIABETHESRAL HYPOGLYCAEMIC AGENTS (1)

NHS |

North West London
Collaboration of
Clinical Commissioning Groups

METFORMIN (BIGUANIDE)

w Decreases gluconeogenesis and increases peripheral utilisation of
glucose Improves insulin sensitivity.

taken

Metformin 500mgg 2g daily in eGFR30mL/min/1.73m?

divided doses, with  Avoid
or after a meal
Metformin Modified- Initially 500mg with  eGFRI5-89 mL/min:
release evening meal, maximum daily dose 2g
titrated if necessary eGFR30-44mL/min:
up to 2g daily. maximum daily dose 1g

wAll patients,irrespective oeGFRshould be educated on good sick d
guidance.

wContraindicationseGFR30mI/min1.73m2, any acute metabolic
acidosis, acute conditions that may alter renal function, hepatic
insufficiency and cardiac and/or respiratory failure.

wNot associated with weight gain

wReduces cardiovascular disease in overweight or obese patients

wMetformin MR is an option fopatient poorly tolerant on standard
release.

wGil side effects i.e. diarrhoea, abdominal paiaysea, taste
disturbance and vomiting.

wLlLarger tablets, may be more difficult to swallow in some patients.

wMay cause Vitamin Blrdalabsorption

wLactic Acidosis

A Inorder to reduce risk, reviewGFRand contraindications

above before initiating metformin

Patients on metformin, monitoeGFRafter starting

antihypertensive, diuretics and NSAIDs

Withhold short term if dehydrated (including diarrhoea and

vomiting), severe infection or shock (i.e. pd4k)

Stopbefore and up to 48 hours after investigations using

iodinated contrast agents.

Stop presurgery and restart once fully hydrated

Do o o Do

SULPHONYLUREAS

w Stimulates insulin release from the pancreas.

PIOGLITAZONEHIAZOLIDINEDIONES)

wReduces peripheral insulin resistance, leading to a reduction o
blood-glucose concentration.

Gliclazide Initially 4680mg Before meal Pioglitazone Initially 1530mg With or without
once dailytitrated once daily, adjusted food
until glycaemic according to
control achieved. response up to
Maximum daily 45mg once daily.
dose: 160mg BD

Glimepiride 1mg once daily, Similar time, wElderly patients initiate with lowest possible dose
titrated to 4mg once  shortly before and increase gradually
daily. Maximum 6mg  or with first w Pioglitazone is the only agent currendyailablein
oncedaily main meal this class.

w Review treatment after & months and regularly
wCare should be exercised when prescribing thereafter.

w Contraindications:

w cardiac failure Hxof cardiac failure (NYHA stages | to 1V)

whepatic impairment

wdiabetic ketoacidosis

wcurrent bladder cancer or a history of bladder cancer

wuninvestigatednacroscopic haematuria

w Increased risk of bone fractures, particularly in women.

w Pioglitazone should be avoided in pregnaaoy breastfeeding.

w Monitoring of liver function tests prior to commencing therapy, ar
periodically thereafter is recommended.

w Therapy with pioglitazone should not be initiated if the 2
is > 2.5 times the upper limit of normai with any other
evidence of liver disease.

w Whilst on pioglitazone, if ALT levels are increased to 3
times upper limit of normal, liver enzyme levels should be
reassessed as soon as possible. If ALT levels remain > 3
the upper limit of normal, therapy should be discontinued

w Weight should be closely monitoregbioglitazone is associated wit
weight gainwhich may be due to fat accumulation, and in some
cases associated with fluid retention.

w Hypoglycaemia may occur in patients already taking a
sulfonylurea and/or insulimand in such circumstances a
reduction in the dose of the sulfonylurea or insulin may be
necessary

sulfonylureas in the elderly due to a possible
agerelated increased risk of hypoglycaemia.
wSulphonylureashould be used with care in
those with mild to moderate renal
impairment, because of the hazard of
hypoglycaemia. Avoid where possible in
severe renal impairment.
wWeight gain is a recognised consequence of
sulphonylureaherapy.
wWALL patients should be told about recognition and
management of hypoglycaemia when prescribed
a sulphonylurea.
wAVOID long acting sulphonylureas (Glibenclamide
and Chlorpropamide) unless recommended by a
consultant in either
o 1) MODY (Maturity onset Diabetes of th
young)
0 2) pregnancy
People on sulphonylureas should perform blood
glucosetesting. 4 tests per week, usually testing onc
a week before each of the three daily meals and
before bedtime. See advice on blood glucose testin
and driving on pagé7 & 18
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NHS

North West London

- Collaboration of
Clinical Commissioning Groups

DPP4 INHIBITORS: DIPEPTIDYLPEPTHDIWGHBITORS
(SITAGLIPTIN, SAXAGLIPTIN, LINAGLIPTIN, VILDAGLIPTIN, ALOG

wInhibits dipeptidylpeptidasé to increase insulin secretion and lower glucagon secretic

TYPE 2 DIABETHESRAL HYPOGLYCAEMIC AGENTS (2)

SGL12 INHIBITORS: SODIUM GLUCOSERXDISPORTER 2 AGENTS
(CANAGLIFLOZINAPAGLIFLOZIN, EMPAGLIFLOZIN)

wInhibit sodiumglucose cdransporter 2 (SGLZ) in the proximal renal tubule to reduce glucose
reabsorption and increase urinary glucose excretion.

taken

with other glucosdowering medicinal products, including insulin, when these do not provide

adequate glycaemic control.

wTheir use in clinical practice is associated with weight loss and a low risk of hypoglycaemia.
wlf using in combination with insulin or sulphonylureas, reductibimsulin orsulphonylureadose(s)

50mg once dailyin the
morning when used in
combination with a
sulfonylurea

Canagliflozin 100mg once dalily; preferably eGFR60mL/min/1.73mZ Alogliptin* 25mg once daily eGFR30c50 mL/minute/1.73m2:
increased if tolerated to  before Avoid initiation Reduce dose to 12189 once daily
300mg once daily if breakfast If eGFRalls persistently <6tL/min/1.73m2 eGFR<30mL/minute/1.73m2
required Reduce dose to 10fg once daily if tolerated Reduce dose to 6.28g once daily
eGFR45mL/min/1.73m? eGFR<30mL/minute/1.73m2
Avoid Use with caution
Avoid in severe hepatic impairmanho
information available.
Dapagliflozin 10mg once daily With or eGFR60mL/minute/1.73m2 Linagliptin 5mg once daily N/A
Initiation not without Avoid((ineffective) o . .
recommended in adults ~ food Sitagliptin 100mg once daily eGFR30¢50mL/min/1.73m?:
>75 years Initial dose 5ng daily in severe hepatic Reduce dose to 5@g once daily
impairment, increased according to eGFR30mL/min/1.73m?
response/tolerability Reduce dose to 2%g once daily
Empagliflozin 10mg once daily, With or eGFR60mL/min/1.73m2 . . : )
increased up to 28g without Avoid initiation Saxagliptin 5mg once daily In patients with moderate and severe renal
once daily, if necessary. food If eGFRalls persistently <6enL/min/1.73m2 insufficiency reduce dose to 2.5mg.
Initiation not Reduce dose to 1@g once daily Use with caution in severe renal impairment.
recommended in adult eGFRs persistently <4&L/min/1.73m?2; . : )
Xyp &SI N& Avoid Not recommended for use in patients with severe
hepatic impairment
wSGLR inhibitors can only be used amnotherapyif metformin is not toleratedr in combination Vildagliptin 50mg twice daily eGFR50mL/minute/1.73m%

Reduce dose to 5@g once daily

Should not be used in patients with hepatic
impairment

may be needed to reduce the risk of hypoglycaemia.
wDapagliflozircannot be used in combination withloop diuretic or in combination with pioglitazone.
wUse should be avoided in pregnancy and brdastling.
wPatient should be educateah the signs and symptoms of diabetic ketoacidosis (MHRA/CHM advice
(updated April 2016): Risk of diabetic ketoacidosis with SGLT2 inhibitors)
wImportant safety informationg CanagliflozifMHRA/CHM advice March 2017)
wCanagliflozinay increase the risk of londimb amputation (mainly toes)Review if lower
limb complications develop (e.g. skin ulcer, osteomyelitis, or gangrene)
wMonitor patients withrisk factors for amputation, signs and symptoms of water or salt loss
wEnsure patients stay sufficiently hydrated

wType 2 diabetes mellitus asonotherapy(if metformin inappropriate), or in combinatic
with other antidiabeticdrugs (including insulin) if existing treatment fails to achieve
adequate glycaemic control*.

*Alogliptinfor use in Type 2 diabetes mellitus in combination with otaetidiabeticdrugs

(including insulin) if existing treatment fails to achieve adequate glycaemic control.

wNeutral effect on body weight. Low incidence of hypoglycaemia unless used in
combination withsulphonylureaand/or insulin reductionof insulin orsulphonylurea
dose(s) may be needed.

wCaution should be taken in patients with a history of pancreatitis.

wDiscontinue if symptoms of acute pancreatitis (persistent, severe abdominal pain)

wUse should be avoided in pregnancy and brdasting.



TYPE 2 DIABETHESRAL HYPOGLYCAEMIC AGENTS (3) T

Clinical Commissioning Groups

ALPHAGLUCOSIDASE INHIBITORS (ACARBOSE) MEGLITINIDES (REPAGLINIDE)

wAcarbosean inhibitor of intestinal alphglucosidasesdelays the digestion and absorption of w Stimulates insulin secretion.
starch and sucrose; it has a small but significant effect in lowering blood glucose.

Acarbose Initially 50mg daily, Tablets should be eGFR25 Repaglinide Initially To be taken within 30  Use with caution in
titrated up to maximum  chewed with first ml/min/1.73mz: 500micrograms (max.  minutes before main renal impairment
of 200mg 3 times a day, mouthful of food or should not be used per dose 4ng), meals
if required. swallowed whole with a adjusted according to Avoid in severe liver
little liquid immediately ~ Avoid in patients with responseat intervals of diseasgno studies
before food hepatic impairment. 1¢2 weeks. conducted)

Maximum daily dose:
16 mg perdayin
divideddoses.

Initiation not
recommended in adults
XxTp &SI NA

wUse in patients inadequately controlled by diet alone, or by diet with oral hypoglycaemic wwl LIAR 2yasSi 2F FOUA2Y YR aK2NIi RdzNI GA 2\
agents. w[ A OS ymaritRerapysor in combination with metformin, when metformin alone
wPoor antihyperglycaemic effect than many othantidiabeticdrugs. inadequate.
wLow incidence of hypoglycaemia. wb2(i fAOSYaSR T2NJ dzaS 6AGK AyadzZ Ay 2N 20F
wPotentiates the hypoglycaemic effects of insulin antbhonylureadrugs, and the dosages of WWAA]l 2F KeLkR3IteolSYAl
these agents may need to be changed accordingly (hypoglycaemic episodes may be treated wb 2 NBO2YYSYRSR Ay St RSNIeé oO6LI GASyda x

with oral glucose, but not with sucrose).
wCommon Gl side effects: Abdominal distension and pain; diarrhoea (may need to reduce dose People orrepaglinideshould perform blood glucose testing. 4 tests per week, usually testing

or withdraw); flatulence; soft stools. once a week before each of the three daily meals and before bedtime. See advice on blood
wlt is recommended that liver enzyme monitoring is considered during the first six to twelve glucose testing and driving under sulphonylureas on dag& 18

months of treatment. If elevated transaminases are observed, withdrawal of therapy may be
warranted, particularly if the elevations persists. In such circumstances, patients should be
monitored at weekly intervals until normal values are established.
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TYPEDIABETESCRITERIA FOR REFERRAL TO LEVEL 2 T

Clinical Commissioning Groups

Initiation or optimisation of injectable therapy will be provided to patients with Type 2 Diabetes who satisfy the foltoirérig:
1. Type 2 patients that are registered with a GP in the CCG over the age of 18
2. Are not achieving HbAlc targets with maximtoierated oral combination hypoglycaemic therapy and/or insulin/&l Pompliant wih combination therapy without any significant
improvement in HbAlc:
A Triple therapy (three different oral agents)
A Dual therapy (two different oral agents)

3. In patients who have significantly poor glycaemic control that is unlikely to respond to triple therapy OR in patientprebe & desire to start injectable therapy OR need to do so for
occupational reasons (e.g. GLih taxi drivers)

4. The patient or carer is deemed capable of safely managing their injectable, including being able to undertake home lsechghitring, inject insulin and adjust their own dose

5. Express an intention to start injectable, having been advised of what this involves and the risks associated with thattreatme

EXCLUSIONS (REFERRAL TO ACUTE SPECIALIST CLINIC REQUIRED)

1. Pregnancy

2. Patients aged under 18
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WOMEN OF CHILDBEARING AGE WITH DIABETES & PREVIOUS GESTATIONAL DIABETES (GD

50% of all pregnancies are unplanned

All women with Diabetes Offer contraceptive advice
All forms of contraception may be used for women with Diabetes
Pre-conception care

Stress the importance of:

Folic acid

Good glycaemic control

Medicines review (stop ACE, ARBs and statins)

Ensure retinal screen and microalbuminuria test performed within the last 12
months

All women with Type 1 Diabetes actively seeking pregnancy | Refer to secondary care for preonception counselling

for consideration of pump therapy to optimise their glycaemic control. Start fol
acid 5mg OD

All women with Type 2 Diabetes actively seeking pregnancy Refer to secondary or intermediate cafer pre-conception counselling

Discontinue all oral agents and injectable therapies except Metformin and ins
Optimise glycaemic control with a basal bolus regime if needed
Sart folic acid 5mg OD

For women with a previous history of gestational Diabetes Emphasise importancef annual review

Check a HbAlc yearly to exclude Diabetes

Give dietary and weight managemesudvice

Explain the high probability that GDM will recuraimy future pregnancy and need
for early booking

On confirmationof pregnancy Referimmediately to the Diabetes Antenatal Clinic

Refer to retinal screening

Ensure folic acid 5mg OD is being taken and ACE , ARBs and statins stopped
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DIABETESCARDIOVASCULAR RISK (1)

Lifestyle advice is integral to the

management of Diabetes and should be
reinforced at every available opportunity.

CARDIOVASCULRKSK FACTOR INTERVENTION
All people with Diabetes are considered to be at high cardiovascular risk.

All require lifestyle advice and multifactorial risk factor intervention.

However note lipid guidelines now recommend QRISK2
LIFESTYLE INTERVENTION

Smoking cessation
should be encouraged, with use of Stop Smoking clinics as requit
Dietary intervention
w Should include weight loss for those with high waist
circumferences
>94cm in Northern European white male
>80cm in Northern European white females
>90cm in South Asian males
>80cm in South Asian females
and, for all should include advice about a low fat diet high in
fruit and vegetables (at least 5 portions per day).
w Should include advice to decrease total dietary fat to <30% of
total energy intake
w Should include advice to decrease saturated fats to <10% of
total fat intake.
w Should include advice about lowering salt intake to be less
than 6g of salt (=2.4 g sodium chloride) per day.
w Alcohol intake should be discussed, with the advice for males to
limit to 14units per week.
w Regular intake of oily fish and other sources of omega 3 fatty
acids (at least 2 portions of fish per week)
Exercise
The benefits of regular exercise should be explained and patients
should be advised to perform regular aerobic activity. Clinical stuc
show that walking for 30 minutes every day has cardiovascular
benefits

assessiogrgtatin initiation.

BLOOD PRESSURE

All patients with Diabetes (Type 1 or Type 2) should be treated to
target of 140/80 with a combination of lifestyle intervention (see
above) and drug therapy. If kidney, eye or cerebrovascular damag
set a target <130/80.

Up to half the patients with Type 2 Diabetes will need 3 or more
antihypertensive agents, and it is important for patients to be made
aware of this when discussion around hypertension occurs.

ACE inhibitors and ARBs are preferred first line therapy in people
any degree of nephropathy (micror macroalbuminuria).

In all patients measurerenal functions and electrolytes 1-2 weeks
after initiation of ACEinhibitors and ARBsand with eachincreasein
dose

¢CKS . NAGAAK | @LISNISyarzy {20A:
Assessblood pressureat least 3 monthly until targets are

achieved,and monitor every 4-6 months once targets are
achieved

Patients who do not achieve target should be referred for further
management. Remember that, if the patient does not achieve targ
despite greatest efforts by the multidisciplinary team, any
AYLINR@SYSyid G2¢l NRa GKS GF NBSI
Smoking

Please assess patients for smoking status and refer to Smoking
Cessation Teams for patient support.
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Lifestyle advice is integral to the

management of Diabetes and should be
reinforced at every available opportunity.
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LIPIDS

PRIMARY PREVENTION IN TYPE 1 DIABETES:

Consider statin treatment for the primary prevention of CVD in all adults
Type 1 Diabetes

Offer statin treatment for the primary prevention of CVD to adults with T\
1 Diabetes who:

A are older than 40 years

A have had Diabetes for more than 10 yearrs

A have established nephropatloy

A have other CVD risk factors.

PRIMARY PREVENTION IN TYPE 2 DIABETES:

Offer atorvastatin 20 mg for the primary prevention of CVD to people wit
Type 2 Diabetes who have a 10% or greaterel0 risk of developing CVD.
Estimate the level of risk using tERISK2ssessment tool.

PEOPLE WITH CKD

Increase the dose if a greater than 40% reduction intbh. cholesterol is
not achieved and eGFR isr8min/1.73 m? or more.

In females who are planning a pregnancy or who are pregnant the
drugs should be withheld until breast feeding has ceased

There is no evidence supporting the use of ezetimibe so this is not

recommended

If a greater than 40% reduction in ntDL cholesterol is not achieved:

A discuss adherence and timing of dose

A optimise adherence to diet and lifestyle measures

A consider increasing the dose if started on less than atorvastatinggénd
the person is judged to be at higher risk because of comorbidities, risk
score or using clinical judgement

It is important to note that the target triglyceride level is a fasting target, sc

individual with a norfasting result >2.3 mmol/l should be invited back to h¢

a fasting triglyceride estimation. HDL and triglyceride interventions includ

lifestyle (predominantly weight loss and exercise) and drug therapies. Thi

of choice is a fibrate, usuafgnofibrate 160mglf using a combination lipid

lowering regimen, monitoring of ALT and CK is appropriate.

Monitor lipids 6 weekly until targets have been achieved, and annually
thereafter.

Agree the use of higher doses with a renal specialist if EGFR is less than Remember that, if the patient does not achieve target despite greatest

30ml/min/1.73 m?

EXCEPTIGNVOMEN OF
CHILEBEARING POTENTIAL/PREGNANT
TREATMENT TARGETS

Dietary interventions alone only reduce cholesterol by <10%. To reach
targets, often drug therapy will be required.

The initial target is to achieve a total cholesterol of <4.0 mmol/l and an LDI
<2.0 mmol/l. Statins are first line drugs for this indication. In accordance wi
NICE guidelingstorvastatin 20mgs first choice.

efforts by the multidisciplinary team, any improvement towards the target
Aad 0S8GGSNIGKLY GKS LI GASY(GQa ot

Fibrates should not be commenced if eGFR is <45. They should
discontinued with deterioration of renal function.

ANTHPLATELET AGENTS

Increase from atorvastatin 20mg/dayltou 2 NI a U I UuhlgSs tatah 1 St Rk Gy daily is indicated for all patients with Diabetes who have ar

cholesterol level is below 4.0mmol/l or LDL cholesterol level is below
HOnYY2fkft®d 1 fa2 O2yaARSNIAyiaSy:
existing or newly diagnosed CV disease, or increased albumin excretion r
If Atorvastatin is not tolerated consider usiRgsuvastatin

Monitor LFTs 6 weeks post initiation of statindfmal check annually

form of cardiovascular disease. In those who are also hypertensive the bl
pressure should be controlled to 145/90 or below before commencemen
aspirin. If aspirin is not tolerated or is contraindicated, clopidogrel 75 mg ¢
should be considered.
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TYPE 2 DIABETESBESITY (1)

Lifestyle advice is integral to the

management of Diabetes and should be
reinforced at every available opportunity.

OBESITY

BACKGROUND POINTS

Obesity is a major modifiable risk factor in the development of
Type 2 Diabetes. Decrease in weight in those who are obese can
improve Diabetes control enormously without the need for
escalation in therapy.

Weight loss can help the patient achieve Type 2 diabetes remissi

GUIDANCE

Those people with Diabetes whose adipose tissue mass is likely 1
contribute to the progression of their Diabetes control should be
offered the opportunity to discuss their weight. The benefits to tt
patient of weight loss should be made clear. If the individual doe:
not wish to consider making any changes then this should be
reviewed at future consultations. Any choice of weight loss
intervention should be negotiated between patient

and health care professional. Consideration of what has been trie
before is important.

INTERVENTIONS

Interventions include lifestyle advice, specific drug therapy
suchas metformin in combination with either SGLT2 or GLP1
andobesity surgery.
General points
Realistic targets for weight loss should be discussed

w Maximum weekly weight loss of 0.5

1kg

w Aim to lose 510% of original weight
Realistic targets for exercise will vary greatly depending on the
individual. Ideally, individuals should be encouraged to take up to
45 minutes of exercise per day, 5 times per week. Encouragement
to join a commercial weight loss organisation can be beneficial.
Check for mental health factors using PHQ4 in prinaagy
community care)DDS2 (in secondary care) and refer to IAPT or
other relevant part of the local pathway ife.
Lifestyle intervention
This is the mainstay of obesity management. Any advice offered is
more likely to be accepted by the patient if we as health care
professionals offer the advice in an enthusiastic manner. Ideally, a
combination of reduction of calorie intake and an increase in
energy expenditure should be considered.

OBESITY SURGERY

Surgical intervention is considered appropriajgtion for adults with
obesity if all of the following local criteria are fulfilled:

A they have Type 2 Diabetes and a BMI of 35 kg/m2 or more

A all appropriate norsurgical measures have been tried but have
failed to achieve or maintain adequate, clinically beneficial weight
loss for at least 6 months

the person has been receiving or will receive intensive
management in a specialist obesity service

A the person is generally fit for anaesthesia and surgery

A the person commits to the need for losigrm follow-up.

Bariatric surgery is also recommended as a-firs option (instead of
lifestyle interventions or drug treatment) for adults with a BMI of
more than 50 kg/m2 in whom surgical intervention is considered
appropriate.

A
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OBESITY MEDICATION

TYPE 2 DIABETESBESITY (2)

BACKGROUND POINTS

Beforedecidingto start treatment, and choosingthe drug, discusswith the
patient the potential benefitsand limitations includingthe mode of action,
adverseeffectsand monitoring requirement and their potential impacton
the patient@ motivation.

w Whenprescribingmake arrangementdor appropriatehealthcare
professionalgo offer information,supportand counsellingon
additionaldiet, physicahctivity and behaviouraktrategiesas well as
mental health interventions if appropriate

w Giveinformationon patient supportprogrammes
w Follow the drug@ summaryof product characteristis

DRUG THERAPY

Pharmacologicagentsare only to be usedoncelifestyle interventions
havebeeninstigatedandthe patient hasreacheda plateauin their weight
losshut still wishesto lose more weight. It isimportant to set achievable
targetsfor weightlossof no more than 10%of bodyweight.

When consideringthe use of pharmacologicabgentsto aid
weight loss, ensure that the patient:

1. wishesto loseweight (the benefitsof weightlossshould
bediscussed)

2. ispreparedto make changedo their calorieintake
followingappropriatedietary advie, preferablyfrom a
dietitian with aninterestin obesity

3. ispreparedto increasethe level of physicalctivity (if able),
preferablyup to 45 minutes of moderate exerciseat least5
timesper week

4. ispreparedto considerjoininga commerciaweightloss
programire.

5. Understandghat, if the drugis deemednot to be successfuthen
it will be withdrawn.

All studiesshowingthe greatestbenefit with the weightlossdrugs
involvedlifestyle intervention aspart of the management.

SPECIFIC ADVICE ON ORLISTAT

NICEguidanceavailable

w Useonlyin thosewith Diabetesor endocrineconditionswho havea
BMI>28kg/m2

w Continuebeyond3 monthsof therapyonly if the patient haslostat least
5% of their bodyweight.

w Continuebeyond12 monthsfor weight maintenanceonly after
discussiorof potential benefitsand limitations with the patient.

CONTINUEBRESCRIBINGNDWITHORAWAL

w Reviewregularl, to monitor the effect of drug treatment, andto
reinforce lifestyle adviceand needfor adherene.

w Drugtreatment maybe usedto help peopleto maintainweightloss as
well asto continueto loseweight.

w Considewithdrawingdrug treatment if the persondoesnot lose
enoughweight.

Agree goals with the person and review regularly

w If concernedabout micronutrient intake, considergivinga
supplementprovidingthe referencenutrient intake for all vitamins
andtrace elemeng particularlyfor vulnerablegroupssuchasolder
peopk, who may be at risk of malnutrition.

w If withdrawinga persor@ drug treatment, offer supportto help
maintainweightlossbecauseheir selfconfidenceandbelief in their
ability to make changesmay be low.

Lifestyle advice is integral to the

management of Diabetes and should be
reinforced at every available opportunity.
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TYPE 2 DIABETH$ASH

Non Alcoholic SteatohepatitiNASH) is a form of Non Alcoholic Fatty Liver Disease (NAFLD), now affects up to 5% of the UK population and is

common in T2DM.

v

Fatty Liver only on Ultrasourwdith
excess Alcohol Consumption
A >21U/Week (14U/Week proposett))
A >14U/WeeK
Enter codeJ610(EMIS or
Y30Ma(SystmOne)

v

Fatty Liver Suggested by Ultrasound and/or
Liver Test Panel negative for other pathology

v

Fatty Liver on Ultrasound or Liver Test
Panel Negativevithout excess Alcohol

l

Counsel to stop drinking
Consider referral to alcohol
services
Manage in primary care
Consider referral for
persistently abnormal LFTs

factors

Assess cardiovascular riskd treat
Can still initiate statinif ALT raised
fatty liver- >10%

Annual LFTsReassess risk of advanced

Consumption
Enter codel61y1(EMISpr
Y3004SystmOne)
Calculate FIR&!
requires age, AL l
AST, platelets
v v v
<1.3 1.30-3.25 > 3.25
| 1 |
v  Z
: Request ELF . .
Low nsk_ of _ <95 — test L, 595 High rlsl_< of _
advanced fibrosis advanced fibrosis
(gold top)

!

Primary Care management of Fatty Liver is
part of metabolic syndrome / CVD risk

Refer to secondary care:

For assessment of liver disease

For management of advanced fibrosis
Screening and treatment of Portal
Hypertension

HCC screening and management

If no longer high risk, discharge to

dueto primary care with Followup plan

fibrosis (as above) in 1 year if LFTs still

abnormal
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Annual Foot Review
Assumed patient receiving ongoing care and education

Foot examination with shoes and socks/stockings removed

Test foot sensation Ask about change in foot shape Ask about any pain or numbness Ask about previous foot ulcers
Palpate foot pulses Inspect for deformity/significant callus Inspect footwear Check for signs of infection
" Risk Status
g R Ulcerg wound below the ankle, even minor ) Rapid referral to ) Document and
Infection ¢ red/hot/swollen/shiny foot Acute Multidisciplinary Foot Team explain risk status
e Critical Limb ischaemig severe pain at rest or new cold (MDFT) to patient and/or
Probl red/blue/purple foot LRl
ropiem Gangreneg Black toe/wound/foot Admission to secondary care if Pro‘r’l'ge V‘r’gttle”
/| 2dzf R AU @& Gnexpl&neddD2 0 Qa K systemically unwell or vascular hub e:ucagin :nd
\ y warmth/swelling/unusual pain in just one foot ) if critical limb ischaemia ) emergency contact
numbers
4 ™) . _
(Prewou_s ulc_er or a_mputa}tlon \ ( \ Risk status may go
or on Dialysis or with a kidney transplant up or down
or any TWO of the following: Refer to local Foot Protection Team
High ¢ No pulses felt in the foot —¢ Confirm risk status Provide patient
Risk Neuropathy(numbness or unpleasant 1-3 monthly foot checks information
tingling/sensation/burning or painless blisters/wounds) leaflets:
Significant hard skin/callus -
\ y \ Abnormal Foot shape/change in foot shape ) \ ) AT KIND2GOs Cos
A High Risk
Any ONE of the following: ﬁ —Eﬂo?/(vj?ir:;e risk
No pulses felt in the foot Refer to local Foot Protection Team: =
Moderate Neuropathy(numbness or unpleasant Confirm risk status
Risk tingling/sensation/burning or painless blisters/wounds) 3-6 monthly foot checks

Significant hard skin/callus
Abnormal Foot shape/change in foot shape

_ Healthy Footc no foot shape change, no significant callus, Footcareadvice
Low Risk no skin breaks, normal skin colour Daily self checks
No neuropathy Annual foot screening in primary car

Pulses felt in the foot
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DIABETEGFOOT EXAMINATION

History

Inspection

Neuropathy

Vascular
Disease

Active
Problem

Previous ulcer camputation (toe/footleg)

Kidney Transplanor Dialysis

Impaired vision

Significant callus arorns

Abnormal foot shapetigh archbunion/flat foot
Abnormaltoes:: Claw toes/Hammepes/overriding toes
Change irfoot shape in one foot

Neuropathicpain (tingling/burning/electric shock)
Painless blister or wound

Score 8 or less on 1@gonofilament testing

Claudication (calf or buttock pain on walking, relieved by rest)
Any foot pulses not palpable

Change iroot shape in one foot with swelling and warmth
Foot wound/ulcer

Ingrown toenail with signs of infection

Infection (redness/swelling/warmth/malodour/discharge)
Gangrene (black toe foot wound)

Foot/leg pain atest, improved by hanging leg down

New coldfoot with new blue/red/purple colour change

All patients with Diabetesshould Mental health problems affect the
be on a registerand minimum ability to self-care. Check for:
data shouldinclude annual Impaired memory - 6 item cog

measues for microvascular
disea®. PleaseseeCadiovascular Anxiety or depressiorg PHQ4
Riskfor additional requirements

NHS |

North West London
Collaboration of
Clinical Commissioning Groups

High arch, prominent
metatarsal heads

Bunion

Claw toes

Photographs courtesy dermatonics¥ !
LIAOG2NRLFE 3IdzARS (2 RALO
2016

Dateof preparation:August 2018or review:March 201939

S

[’]



o Collaboration of
Clinical Commissioning Groups

DIABETEGFOOT EXAMINATIQNMONOFILAMENT TESTING —r

USINGA MONOFILAMENT

A Apply the filament to a sensitive area of skin (e.g. the forearm) so that the patient is aware of the sensation they are
supposed to feel.
A Test 5 sites* omoth feet
V Plantar surface of the hallux ané! 8oe
V 1st, 39 and 5" metatarsalheads
*If callus is present at any of the sites then test at the nearestecalloused area.

Aral GKS LI GASYd G2 Ot2aS GKSANI SeSa |yR aleée weSaQ SOSNE GA
A Place the monofilament at 9@o the skin surface
A{ft2ste LlzaK GKS Y2y 2FAtlIYSyd dzyadAt AlG KIFra o60Syd 9 mOY O0R2YyQ
A Hold the monofilament in this position ford seconds, then slowly release the pressure until the monofilament is
straight
A Remove contact from the skin
A If the patient does not respond, repeat the test at the site twice. If there is still no response, record as a negative
response
A Maximum score 10. A score of 8 or less indicatesiropathy
‘\ A Replace monofilament afteB00 uses ( approximately 6 monthly frequent testinggarly

infrequent testing)

\'l‘
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CCG AC.Ut.e Diabetes Foot Protection Team Vascular Hub
Specialist Foot Team
H &F St Maryods Hospital
T:0203 312 5437
F:0203 312 6875
Central London ) o
- E:imperial.idfootreferrals@nhs.net E: clcht.spa.referral@nhs.net
'§ Chelsea & Westminster Hospital F:0300 008 3251 Inner NWL
= T:0203 315 3161 Vascular Hub:
> West London F:0203 315 2732 St Maryds Hg
E E:Diabetes. TeamCW @chelwest.nhs.uk Contact Vascular
(0] . -
< West Middlesex Hospital E:Hounslow.RES@nhs.net Surgery on-call
= E:Hounslow.RFS@nhs.net T-05511 434910
Hounslow T:05511 434910 '
All Hounslow Diabetes foot referrals go via the Hounslow referral facilitation service
BIDS
Central Middlesex Hospital _
Brent T: 020 8453 2401/2607 T:020 8963 8803 / 8804
F: 020 8453 2415 F: 020 3963 8891
E:LNWH-tr.Diabetes-BCS@nhs.net
Moderate Risk
c T:0208 383 5738/ 5751
3 Ealing Hospital High Risk (DICE) 8; 08 570 £316 (H)L‘ktfr NWL Vascular
3 Ealing T:020 8967 5383 T:0208 383 9870 F:0208 383 5735 Northwick Park Hospital
= F:020 8967 5507 F:0208 843 1482 )
= E:Inwh- Contact Vascular
§ tr.podealingcom@nhs.n | Surgery on-call
8 et M: 07976682471
Northwick Park Hospital: CLCH Harrow
Harrow T:020 8869 2100 F:0300 008 3104
F: 0208 869 2961 E:Podiatryharrow@nhs.net
Hillingdon Hospital .
Hillingdon T:01895 279229 E.:grf\?v?t?.ﬁiigc?:tactcentrerefs@nhs.net
E: thh.diab-endo-referrals@nhs.net
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DIABETEGPREVENTING EYE COMPLICATIONS T

Clinical Commissioning Groups

RETINOPATHY

SF KEY INTERVENTION MANAGEMENT OF RETINOPATHY

Regular surveillance for diabetic retinopathy in adults with Diabetes and early laser Optimisation of BP (<130/80), lipids and glycaemic control
treatment of those identified as having sight threatening retinopathy can reduce the are of paramount importance.
incidence of new visual impairment and blindness in people with Diabetes.

SCREENING Those at highest risk of progression are those with rapid
improvement in blood glucose control, presence of raised
blood pressure orenal disease.

There is clear evidendbhat longterm lipid-lowering
treatment can reduce retinopathy progression in Type 2 D

Ensure that all people (including those blind and partially sighted) with Type 2 Diabe¢
(from diagnosis) and those with Type 1 (from 12 months after diagnosisyrs @Rl are
referred to and followed up with retinal screening using the €6@missioned
community retinal screening programme.

BACKGROUND POINTS Fenofibrate
The FIELD study (fenofibrate alone) and a sub analysis of

oo(Dl)iabetic retinopathy is the most common cause of blindness in people of working a-ORD study (fenofibrats addon to statin)demonstrated

wPoor mental wellbeing may put people at greater risk through poorcseti-screen & reduction in need fofirst laser treatment by 3@0% asvell
for depression, anxiety, diabetes distress, cognitive impairment as slowingrogression of diabetic retinopathy
wAbout 26% of Type 2 diabetics have retinopathy at diagridsis.

wProgresses over the years: after 15 years, at least two thirds of patients may have/Atorvastatin
background retinopathy. A much smaller possible beneficial effect dborvastatin

was seen in the CARDS study

ALGORITHM FOR THE PRIMARY CARE MANAGEMENBOWENEMEN TYPE 2 DIABETES

Sudden loss of vision Sudden drop in visual Subacute drop in visual Gradualworsening of Minimal or background
acuity acuity (over dayswveeks) symptoms since last retinopathy
Diffuse reddening of the irig examination

Irregular puplil
Corneal haze
Painful eye

Possible cause

Retinal detachment Preretinal and/or vitreous  Macularoedema Worsening of retinopathy
haemorrhage Preproliferative or severe
Rubeosis iridis retinopathy
Referral/management
All patients with Diabetes should g =il e[= @A (0] Urgent referral to Referral Early review Yearly review
[CRNIEN OIS CIgERInhinlinleEle |Ophthalmologist/ Eye Ophthalmologist Arrange referral for Arrange recall and review
should include annual measures Q@ (6= UE] LY Referral withinl week specialist opinion within 4 every 36 months
microvascular disease. Please SelE R EVAGI weeks
Cardlovasculgr Risk for additiona 1.  Audit Commission 2000. Testing Times: A Review of Diabetes Services in England and Wales.
requirements. 2. Thomas RL, et al. Incidence of diabetic retinopathy in people with Type 2 Diabetes mellitus attending the Diabetic Refxgeating Service for Wales: retrospective analysis. BMJ. 2012;344:e874.
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CHRONIC KIDNEY DISEASBEBETES R el

DIABETIGIEPHROPATHY

Diabetic Nephropathy is characterised by the excretion of abnormal amounts of albumin in the urine, arterial hypertensiprogressive decline in
kidney function

ALBUMINURIA MANAGEMENT OF INDIVIDUAL WITH DIABETIC NEPHROPATHY

Patient education is an integral part of overall management
Albuminuriais theearliest sign of kidney involvement in
( Type 2 Diabetes is abnormal amounts of albumin excreti Lifestyle changes, weight loss and smoking cessation should be advised
in the urine which is assessed by laboratory measureme

of the albumin creatinine ratio (ACR). Target HbAlc:
- 48-53 mmol/mol (6.5% 7%) in CKD G3a

Albuminuria is an independent CV risk factor. It is also 53¢ 68 mmol/mol in CKD G3b/Gihdividualisation of patient target)

O< associated with a higher risk of progression to stage

kidney disease Maintain blood pressure below 140/90 (130/80 ACR > 70)

- Maximaldoses of ACE inhibitors or Angiotensin Il receptor blockers (ARBSs) are

All patients with albuminuriahould be on maximaCEbr recommended first line drugs (unless contraindicated) o

ARB therapy and have BP controlled to target - C_aIC|u_m channel blocker (n@hydropyrldlne class) drugs and low dose thiazide
diuretics are useful second line agents

- Loop diuretics are useful in the presence of volume overload (e.g. leg oedema not
causedby the side effects of calcium channel blocRers

- Additional antihypertensive therapy may be required.

Monitor
Treat dyslipidaemia (serum cholesterol, LDL cholesterol and serum triglycerides to
SEEIRENAL ADVICE IF targets)
Unexplained sudden increases in albuminuria Aspirin therapy ifeGFR<60 and ACR>70
UnexplainedceGFRlecline in absence of albuminuria
Ensure patient understands sick day guidance for relevant drugs eg ACE/ARBs
Metformin

All patients with Diabetes should

be on a register and minimum dat ; .
TSI NI DR OTEINURIA MEASUREMENTS AND BLOOD PRESSURE TARGETSiltsiljust

microvascular disease. Please <TG m e e e

Cardiovascular Risk for additiona X TN X wmnn 140/90

requirements. > 70 > 100 130/80
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WHO SHOULD BE TESTED FOR CKD CLASSIFICATIOW CKD USING eGFR AND ACR CATEGORIES

GFRand ACR categories and risk of adver ACR categories (mg/mmol) description and range
Offer testing for CKDusingeGFRserum creatinineand urinary  outcomes
. o <3 3-30 >30

ACRo peoplewith anyof the followingriskfactors | i1 i Vi
A diabetes Normal to mildlyincreased  Moderately increased Severely increased
A hypertension
A acutekidneyinjury Al A2 A3
A ca_lrd|ovaSCl_JIadlsease(lschaem|meand|seasechron|cheart X &n G1 No CKD in the absence of

failure, peripheral vascular disease or cerebral vascular . .

disease) Normal and high markers*of kidney
A structural renal tract disease, recurrent renal calculi or CTTEGE

prostatichypertrophy
A multisystendisease.g.systemidupuserythematosus 60-89 G2
A family history of endstagekidney disease(GFReategoryGh) Mild reduction related to normal

or hereditarykidneydisease range for a young adult
A Haematuria

4559 G3a

Mild-moderate reduction

INTERPRETINGFR/ALUES

A InterpreteGFRaalues of > 60 ml/min/1.73 m2 with cautien
estimates of GFR become less accurate as the true GFR
increases

A eGFRs unreliable at extremes of body weight:

A eGFRinderestimates in patients with high BMI
A eGFRverestimated in patients with low BMI

3044 G3b
Moderate-severereduction

15-29 G4
Severe reduction

XM p G5

A Confirm aneGFResult of less than 60 ml/min/1.73 fin a ) .
Kidneyfailure

person not previously tested by repeating the test within 2
weeks. Allow for biological and analytical variability of seru
creatinine(5%) when interpreting changes éGFR

GFR categorieslescription and range

PROTEINURIA

A Use dipstick reagent strips rather than urine microscopy A Proteinuriais a useful marker of kidney damage and complication risk
A Evaluate further if there is a result of 1+ or mogtin 2 weeks) A ACR is the recommended method for assessing proteinuria
A Dipstick haematuria not diagnostically useful with concurrent A If initial ACR =30 confirm with a subsequent early morning sample
menstrual period, infection or in catheter samples A Ifinitial ACR > 70 mg/mmol, a repeat sample need not be tested
Al2yFANNV¥SR !'/w x o aAixdayAFTisSa Of

HAEMATURIA
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Collaboration of
Clinical Commissioning Groups

URGENT NONURGENT INVESTIGATING THE CAUSE OF CKD
A Suspected multisystem disease with evidence of ~ wStage 3 CKD where diagnosis uncertain

el imsehme! Agree a plan to establish the cause of CKD during an informed
discussion with the person with CKD, particularly if the cause m

wAsymptomatic CKD G4 or G5 with or without Diabetes

A Suspected acute kidney injury : . X
ACR > 70 mg/mmol, unless known o be caused by b "ea1abe (01 example, urnary wract obsiruction, nephrotoxi

A Newlydiagnosed eGFR < 15 Diabetesand alreadyappropriately treated 9 9 '

A Nephrotic syndrome wACR > 30 mg/mmol together with haematuria e e [P S CIR SNt MR EEIRonEs 1o |pd|cate thelr' Uzl

adverse outcomes (for example, CKD progression, acute kidne

A Accelerated hypertension w{dzaldlrAyYySR RSONBIFI&aS Ay DCw 3ﬂ£ i gﬂntﬁglrgye mfrtalllty)/a\ B c?rdloasaﬁclu@r gvgnts}\a}p Sl
GFRcategory@grdza G Ay SR RSONBI a$s o} X MpYfKYAY

A Severe hyperkalaemia within 12 months INDICATIONBOR RENAL ULTRASOUND

Offer a renal ultrasound scan to all people with CKD who:

have accelerated progression of CKD

have visible or persistent invisible haematuria

have symptoms of urinary tract obstruction

have a family history of polycystic kidney disease and are aged
over 20 years

have a GFR of less than 30 ml/min/1.73 m2 (GFR category !
G5)

are considered by a nephrologist to require a renal biopsy.

wHypertension that remains poorly controlled despite
the use of at least dntihypertensive drugs at
therapeutic doses

wKnown or suspected rare or genetic causes of CKD

wSuspected renal artery stenoggerum creatinine rises
by >30% or eGFR falls by >2&%r starting ACEI/ARB)

o o To o Do I

Advise people with a family history of inherited kidney disease
about the implications of an abnormal result before a renal
ultrasound scan is arranged for them.

MINIMAL INFORMATIOREQUIRED FOR REFERRAL OR ADVICE

Dates and results of all previous creatinine/eGFR measurement

Medical history

Drug history

Current BP

Urine results: dipstick and a measure of urine proteinuria

Renal Ultrasound result (unless exceptiarason delineated)

HCO3 Bicarbonate <200l/l, bicarbonate supplementation slows the rate of decline of renal function in stage 4 CKD, anchislyauged in the renal diabetic clinic
Refer if:

{dzadGl AySR
{dzadGl AySR
eGFR<26i1b<10.5, K

RSONSl“é AY DCw 2F x Hp:Z YR F OKFy3aS Ay DCw OF(iS3I2NER GAGKAY ™
RSONBI aS Ay DCw 2F x MpYEKYAY GAGKAY mMH Y2yiKa

>6, Ca<2.1 Phosphate>1.5 (AD)

Too T o T o T o T o To T
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eGFR<60

Is patient unwell? — YES

NO

Urine dipstick

Persistent
KESYE GdNR b 6 wmod o AND > S0 YR

| \ Is malignancy excluded?

NO YES AND < 50 YR$

v

ACR >707? — YES

Repeat eGFR stable? NO

STAGE G3a and G3b STAGE G4

Monitor according to pagd6 Most patients with CKD 4/5 should be
being followed in secondary care
HOWEVERIf RRT not indicated (e.g.
frail elderly), management of
advanced CKD may be appropriate in
primary care

YES

Email advice from nephrology consultants is available to North West London primary care ser
A ICH@r.ckdadvice@nhs.net
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