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Introduction

The Irish health service is undergoing major reform to address the
populations’ changing healthcare needs. Primary care services are
being aligned to new community healthcare networks (CHNs), each
with a population of 50,000 people, and care for chronic conditions
such as diabetes is being moved to the community for the vast
majority of patients.

 The National Framework for the Integrated Prevention and
Management of Chronic Disease (2020-2025) outlines the roadmap
for the reform of chronic disease management in Ireland including the
introduction of specialist ambulatory care hubs providing GP access to
diagnostics, specialist services and specialist opinions within the
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Engagement

People’s

The NCP Diabetes Team with the change manager Neegf‘gfglenlng

engaged in a stakeholder mapping exercise (using S
the template from the Health Service Change Guide) Citizensécg?mﬁmunities
to inform membership of the project teams. a

A strong governance structure was developed through local and
national project teams comprising key stakeholders. This ensured that
key stakeholders were involved in decision making around the design,
development and implementation of the new specialist service.

A survey of diabetes care in general practice across both CHNs at the
beginning of the project helped identify the needs of general practice.

To support service implementation the community specialist teams

community. People’s (CSTs) engaged with 29 general practice across both CHNs through

 The National Clinical Programme for Diabetes developed this project Needs Defining outreach introductory / educational meetings. These were key to
to pilot the introduction of Community Specialist Diabetes Teams in u . Change developing a rapport between specialist teams and GPs and Practice
: ‘ ervice Users, Families,
two CHNs and evaluate its implementation to help inform the further '

Citizens, Communities . \ \ N urses.
development and scaling up of the initiative. ‘ - . . . o
 Engagement with the alighed hospital specialist team was through

meetings and representation on the local project team, and then a mix
of regular virtual MDT case discussion meetings and the split 80:20
Community-Hospital nature of the CNS and podiatry posts.

e The Model of Integrated Care for Type 2 Diabetes and the Model of
Care for the Diabetic Foot were used to guide service implementation.

People & Culture Change Platform

 The pilot ran from 1st September 2020 for a period of 10 months until I

30th June 2021. * View and experiences of patients attending the services were captured
as part of the evaluation and will inform further service development
and scaling up of the project.

People & Culture Change Platform

AN CREATING READINESS AN

DEFINE Aims and Objectives

 We aimed to pilot the introduction of Community Specialist Diabetes Teams (CNS, dietitian, podiatrist) in two CHNs and evaluate its implementation from the perspectives of people with
diabetes attending the services, the community specialist team and general practice staff to help inform the further development and scaling up of the project.

 We hypothesised that the introduction of a community diabetes specialist service at CHN level would facilitate right care, by the right team, in the right place at the right time.

* By evaluating service implementation from various perspectives we aimed to identify facilitators and barriers to implementation of new community-based diabetes specialist
services to help inform national implementation.

DESIGN

e Actions, tasks, outputs and outcomes were defined and agreed.

Methodology, Evidence and Planning

* Using the templates in the Health Service Change Guide (and facilitated by the Change Manager) the newly appointed Dietitians, Podiatrists and CNS designed a Service Operational Model for
their service. This process was facilitated by the Change Manager. This involved developing service eligibility criteria, referral processes, pathways and policies (informed by the national diabetes
Models of Care) which were reviewed and approved by the local project teams.

* The new clinical services were implemented over a 10 month period in both Community Healthcare Networks.

*  We monitored and evaluated the project by collecting monthly clinician activity data, quarterly caseload audits, practice nurse focus groups, a patient experience questionnaire, a GP survey and
gualitative interviews with the community specialist team, GPs and people with diabetes attending the services.
%%O

 Quarterly caseload audit findings were reviewed by the clinician and the change manager to inform service improvements. These audits identified areas for development which
were discussed and agreed with the local project teams.

Data collected by the Community Specialist Team (CST) on their 6-month activity and their caseload (December 2020 to May 2021) and this was analysed against agreed targets.

DELIVER Discussion and Conclusion

 There is currently a restructuring of community healthcare with the development of new CHNs and the introduction of new Specialist Ambulatory Care Hubs in the community as part of the
Enhanced Community Care (ECC) Programme. This is the first time diabetes CSTs have been piloted at CHN level and the findings can inform further development of the specialist service.

Safer Better Healthcare,
and Staff & Public Value

CHANGE OUTCOMES

* OQurresults indicate that patients and referrers considered this new community diabetes specialist service to be accessible, responsive and patient-centered:
- Both general practice staff and patients reported very positive experiences of accessing the CST.
- Patients reported that consultations were patient-centred and increased their confidence with self-management.
- GPs reported difficulty ‘keeping up’ with diabetes treatment options and viewed the CNS’s as having expertise in medicine management.
- General practice staff valued the direct link CSTs had with the hospital OPD.
- A set of recommendations were developed based on the experiences and views of the CST, general practice staff and patients.

Further work is needed to evaluate the clinical effectiveness of this new model of care.
The project was selected by Slaintecare for mainstreaming into the ECC Programme.

Outcomes

We have highlighted barriers and facilitated designing, developing and implementing a new community specialist service for a Community Healthcare Network and
developed a set of recommendations. The learning from the project have been shared with the ECC Steering Group and is informing national implementation.

Key recommendations:

* CSTs should be co-located to facilitate responsive patient care, delivery of joint/coordinated appointments, informal information-sharing, networking and relationship-building.

e |tisvital that new CSTs are supported by administrative and IT infrastructure to ensure efficient service delivery. This was a key recommendation in terms of the wider roll-out of CSTs.

 The implementation of a shared clinical information system that supports integrated disease management across hospital and community should be prioritised as part of service upscaling.

 Where implementation of new models of care require changes to local care pathways, this should be done collaboratively with all aligned service at network, specialist hub and hospital level
to ensure a seamless transition across all levels of care, ongoing service capacity and a patient centered service.

* There should be clear communication of new geographical boundaries and eligibility criteria for CHN and Specialist Ambulatory Care Hub services to all referrers, to limit ineligible referrals.

Teams need time for service and process planning prior to service commencement:

— Supporting and resourcing engagement of the CST with GPs and PNs is important to develop rapport, clarify referral processes, provide education, * s e ‘.K T,
and to inform and facilitate new-service development and implementation. " ﬂ.\in m 'ﬁ ?ﬁ

— Services should establish mechanisms for regular engagement with consultants and hospital- based specialist.
Slaintecare.
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Executive summary

The aim of the project was to pilot and evaluate the introduction of a multidisciplinary Diabetes
Community Specialist Team (CNS, dietitian, podiatrist) in two community healthcare networks:
Network 7(Tuam, Athenry, Abbeyknockmoy, Loughrea, in CommunityHealthcare West)and Network
9 (North Cork City — Blarney in Cork Kerry Community Healthcare).

Funding was secured for a CNS Diabetes, senior dietitian and senior podiatrist at each site, and a
change managerto support project delivery. Six of seven staff members were successfully recruited,
and all were in post by mid-November 2020. Recruitment campaigns fora CNS Diabetesin Network9
CKCHwere unsuccessful during the project timeline and therefore the project was supported by a pre-
existing CNS Diabetes service that served nine of the eighteen practicesinthe network.

The pilot commenced in September 2019. It was paused in March 2020 due to the COVID-19 pandemic
and resumed on 15t September 2020 for a period of 10 months until 30™" June 2021.

To evaluate implementation, data were collected by the Community Specialist Team (CST) on their 6-
month activity and their caseload (December 2020 to May 2021). Interviews were conducted with the
team and the project change manager. A survey of diabetes care was completed by general practices
in the two networks and interviews and focus groups were conducted with GPs and practice nurses.
A patient experience survey was completed by people with diabetes who engaged with the service,
and interviews were conducted with a purposive sample of those who completed a patient
guestionnaire.

Summary of findings from analyses of service delivery data

Overall, 516 patients were seen by 2.0 WTE podiatrists, 435 patients by 2.0 WTE dietitians, and 545 patients
by approximately 1.6 WTE CNSs (1.0 SIF CNS plus input from established CNSs in some practices estimated
at 0.6 WTE in total) in the 6-month period across the two community healthcare networks in Galway and
Cork.

e A greater proportion of return patients (compared to new patients) were seen across all clinicians
(Galway Podiatry = 52%; Cork podiatry = 96%; Galway dietitian = 56%, Cork dietitian = 65%; Galway
CNS = 76%, Cork CNS =79%). This greater proportion of return patients would indicate that episodes
of care are likely toinvolve more than one appointment.

e All clinicians conducted both face-to-face (F2F) and phone appointments due to Covid 19 restrictions.

e Structured education for people with diabetes was adapted from face-to-face group courses to virtual
delivery due to Covid 19. Five virtual Discover Diabetes courses were delivered by the SIF Dietitian in
Co Cork. In Galway 13 DESMOND courses were completed, and while accessible to patients in the
network, they were delivered by other experienced DESMOND educators.

e Limited professional education was delivered at both sites over the projects 10-month duration. likely
reflecting the impact of COVID-19. In Galway, General Practice introductory and educational ‘zoom’
meetings (16 GPs and 10 PNs), clinic shadowing (2 PNs), lunchtime educational workshop (13 PHNs),
were held. InCork General Practice introductory and educational ‘zoom’ meetings (31 GPs and 27 PNs)
and a Nurse educational webinar (11 PNs and 2 PHNs) were held.

e The number of people with diabetes on waiting lists and the wait time increased across all clinicians
during the evaluation period from December 2020 to May 2021: Galway podiatrist = from 3.7 to 6.5
weeks, Cork podiatrist = not available; Galway dietitian = 2.8 to 4 weeks, Cork dietitian =5.6to 6 weeks;
Galway CNS = 2 to 4 weeks, Cork CNS = not available. The reasons for this are likely to be multiple



including a) general practice becoming more familiar with the service resultingin more referrals,

b) a greater proportion of return patients and c) delays in offering face to face appointments

during periods of lockdown due to Covid 19. There were a greater number of patients on the wait

list for the dietitian in Cork compared to Galway, which may reflect the greater pre-diabetes caseload

at this site (28% vs. 3%).

There were differences in risk profile of people with diabetes seen by podiatrists in the Galway and

Cork CHNs. In the Cork site, a higher proportion of people in remission (44% vs. 9%) or high risk (33%

vs. 21%) were seen while in the Galway site a higher proportion of people at moderate risk were seen

(68% v 17%). These differences could be attributed to the fact the podiatristin Cork inheritedan

established caseload from the community podiatry service, whereas the podiatrist in Galway

started with new referrals and cases froma community podiatry waiting lists.

Interms of referrals between team members, a lower proportion of people with diabetes were directly

referred by the dietitian and podiatrist to the CNS in Cork (2% and 3% respectively) compared to

Galway (13% and 22% respectively). This may reflect the fact the Cork team could only cross-refer

patients to CNS from the nine practices that the pre-existing CNS attended in CHN9 and the lack co-

location of the full team at this site.

Discharges from the services were monitored by caseload audit in February and in May 2021.

- The number of patients on the discharge register for dietitians in both networks increased: Galway
dietitian = 22 to 41 patients; Cork dietitian = 8 to 67 patients

- Discharge by podiatrists remained low, increasing slightly in Galway over time: Galway podiatrist
=1to 5 patients; Cork podiatrist = 0 patients

- Discharges by the Galway CNS increased from 4 patients to 10 patients. Discharges from the non-
SIF CNSs were not monitored.

Summary of findings from interviews with the Community Specialist Team

Two podiatrists, two dietitians, three CNSs and 1 change managerwere interviewed.

Facilitators of implementation

Networking and communication between team members facilitated joint or coordinated
appointments, sharing information and engagement in service planning e.g. outreach
engagementactivities, referral management processes, teamtriage etc.

Availabilityof ashared space also facilitated joint or coordinated appointments, bringing benefits
to both people with diabetes attending service (accessibility) and integrated care team
(opportunity forshared learning).

Engaging key stakeholders through introductory and educational outreach meetings(virtual / F2F)
supported delivery of HCP education, ‘upskilling’, and subsequent contact regarding referrals.
These activities fostered relationships between HCPs in the CHN.

Team membersvalued leadership from the central projectteam as itensured issues with service
delivery were discussed and addressed early on, and implementation ‘momentum’ was
maintained.

Virtual MDT case discussion meetings with consultants were valued as they provided access to
specialist clinical guidance when required by the team. Case studiesindicate that these meetings
facilitated fast-track access to outpatients when needed.

Features of the Diamond shared information system (“talks to the hospital and talks to us’ and
ability to access otherteam members’ patient notes) were facilitators of service implementation
in Galway, as well as features of HealthLink e-referral (self-populating function).



Barriers to implementation

Lack of administrative staffimpeded the organisation of joint or coordinated appointments and
education, and impacted on clinical time. Provision of administrative support was a key
recommendation fromthe team.

The lack of integration between hospital and primary care IT systems was a barrier to
implementationinboth sites,as well as the lack of access forthe CSTto certain hospital IT systems.
Other IT barriers included the lack of a scheduling and caseload management function (i.e.
appointment and recall system) with the Diamond system in Galway, the inability to easily
generate electronic reports to enable bespoke service monitoring at both sites, and the
administrativeburden of adding new patients to Tyndale in Cork and Diamond in Galway.

The perceived lack of alignment of national diabetic foot care model of care with what was
happening ‘on the ground’ presented a challenge for podiatrists. Specifically, it was felt that
people classifiedas being at high-risk of ulceration would need more frequent appointments than
indicated inthe model, andrisk screeningin general practice was not happening routinely.

The lack of clarity about community healthcare network boundaries (which werein development
during projectimplementation) created issues with referralsintothe services at both sites.

Summary of findings from the GP Survey on diabetes care at the beginning of the project

Fifteen practices across both CHNs participatedinthe survey.

In December 2020 prior to implementation, all practices in both networks were registered to
deliverthe CDMprogramme, and most (93%, n=14) were registered to deliverthe Diabetes Cyde
of Care. Most practices (87%, n=13) had a diabetes registerand most (73%, n=11) used the register
to support call/recall for the Diabetes Cycle of Care and/or CDM programme. Most (80%, n=12)
practicesrecalled people with uncomplicated T2D twice a year.

Most practices believed it would be very useful to have the network diabetes dietitian (93%,
n=13/14), podiatrist (100%, n=14/14) and CNS (93%, n=13/14) supportthe management of their
patients with diabetesinthe community.

When asked about their preference forthe location of CNS clinics during Covid times and in non-
covid timesthe preferenceforclinicsin primary care was 91% (n=10) and 64% (n=9).

Most practices (63%, n=13) reporttheirstaff had specificeducation and training needs relating to
diabetes care. Only 58% (n=7) of practices had staff trained in diabetic foot screening, and 86%
(n=12) thought further training in diabetic foot screening would be useful. Of the respondents,
67% (n=8/14) felt ‘shadowing’ opportunities for staff with the CSTwould be useful.

Summary of findings from interviews with General Practice staff on their experience of engaging
with the CST.

GPs and practice nurses valued the accessibility (i.e. locally delivered services, ease of referral,
shorter waiting times) and flexibility (i.e. opento case discussions regarding referrals) of the CST.
Both GPs and Practice Nurses highlighted the difficultiesin ‘keeping up’ with diabetes treatment
options. CNS’swere perceived to have a high level of expertise in managing me dication.

GPs valued the access they had to the CST, who provided adirectlink to hospital outpatient
departments as appropriate.

Practice Nurses often took onthe responsibility of the running the diabetes clinics and so valued
the access they has to the specialist supportasand whenneed.



e Both GPs and practice nurses commented on the ‘continuity of care’ that was provided by the
CST, where patients wereseen by the same person and this was perceived to improve patients’
engagement with their diabetes care.

e Thesupportoffered by the CST helped educate general practice staff and improve confidence in
delivering diabetes care.

e GPs perceivedthatthe CSThad more time for patienteducation and individual-level support
compared to practice staff.

e Similartothe CST experience, lack of accessto integrated IT systems across general practice,
primary care and the hospital service was abarrierto coordinated and integrated care delivery
for people with diabetes.

Findings from patient questionnaires and interviews on people’s experiences of attending the CST

Forty-nine percent (41/85) of patients returned a postal questionnaire about their experiences of
attendinga Community Specialist Team health care professional (CSTHCP).

When asked about the consultation:

e 93% (37/41) reported being provided withthe ‘right amount’ of information to help them manage
theirdiabetes.

o 88% (36/41) reported havingenough time to discuss theirdiabetes care and treatment.

o 78% (32/41) responded ‘Yes, definitely’ to being involved as much as they wanted to be in
discussions about their diabetes care and treatment and 20% (8/41) responded ‘Yes, to some
extent’.

o 73% of survey respondents responded ‘definitely’ feeling more confident about managing their
diabetesafterseeingthe HCP and 22% (9/41) responded feeling more confident ‘to some extent'.

e 56% felt the HCP had ‘definitely’ asked them how their diabetes impacted on their everyday life
with a further 27% indicating this had happenedto ‘some extent’.

e 82% reported being informed who to contact if they had any concerns following their
appointment.

In response to the 5 item CARE person-centred measure the majority of the 41 survey respondents
rated the HCP as excellent/very good at making them feel happy and relaxed (91%), asking
questions/lettingthemtalk (85%), listening to and understanding them(88%), explainingthings (88%),
and makinga plan (88%).

Of the 33 surveyrespondents who had attended aface-to-face appointment:
o 88% (29/33) reported waitingless than 15 minutes to see the HCP on the day of the appointment
e 76% (25/33) reportedtravellinglessthan 5milesto attend the appointment.

Of the 29 survey respondents who reported having their first appointment within the last 6 months
e 69% (20/29) reported a waiting time of less than 4 weeks to see the HCP from time of referral.

Interviews

Nine out of the 31 survey respondents who consented to be contacted on the questionnaire were
purposively selected to participate in a telephone interview (based on their age, gender, number of
appointmentsattended and number of CSTHCPs they had seen).



Interviewees also commented positively on:

the accessibility ofthe service in termsof short waitingtimes both to attendtheir first appointment
and on the day of theirappointmentand short distances totravel to attend theirappointment.
the provision of information during the consultation and beinginvolved in discussions about their
care.

the level of support provided after and in-between consultations describing how they were
provided with contact details of HCPs if they had any concerns/queries following the consultation
and receiving follow-up calls from HCPs to see how they were getting on.

Qualitative feedback frominterviewees also indicated that:

consultations were person-centred with interviewees describing how they felt ‘listened to’ and
describing HCPs as ‘friendly’ ‘caring’ ‘informative’ and ‘easy to talk to’.

they perceived that communication between their general practice and the integrated care service
and between the members of the CST was good.

Key Recommendations

CSTs should be co-located to facilitate responsive patient care, delivery of joint/coordinated
appointments, informalinformation-sharing, networking and relationship-building.

It is vital that new CSTs are supported by administrative and IT infrastructure to ensure efficent
service delivery. This was a key recommendation in terms of the widerroll-out of CSTs.

The implementation of a shared clinical information system that supports integrated disease
management across hospital and community should be prioritised as part of service upscaling.
Where implementation of newmodels of care requirechanges tolocal care pathways, thisshould
be done collaboratively with all aligned service at network, specialist hub and hospital level to
ensure a seamless transition across all levels of care, ongoing service capacity and a patient
centeredservice.

There should be clear communication of new geographical boundaries and e ligibility criteria for
Community Healthcare Network and Specialist Ambulatory Care Hub services to all referrers, to
limitineligiblereferrals.

Teams needtime forservice and process planning priorto service commencement:

Supporting and resourcing engagement of the CST with GPs and PNs is important to develop
rapport, clarify referral processes, provide education, and to inform and facilitate new -service
developmentand implementation.

Services should establish mechanisms for regular engagement with consultants and hospital-
based specialistteams.

This is the first time diabetes specialist services have been delivered at CHN level. Despite the
significant impact of the Covid 19 pandemic on the health service throughout this project, we
successfully developed and implemented new diabetes CSTs and demonstrated feasibility and
acceptability among stakeholders. The project has been selected by Sldintecare for mainstreaming
under the Enhanced Community Care (ECC) Programme and will be scaled up and rolled out
nationwide. The National ECCSteering Group values the learning from this project which willbe used
to informthe rollout of the ECC chronic disease specialistteams. Itis hoped that the experience and
learning shared inthis reportwill also inform and supportimplementation atlocal level.



SECTION 1: DESCRIPTION OF THE PROJECT

In this section:

1.1 Backgroundto the project

1.2 Projectsites

1.3 Setting-up the community diabetes specialist service

1.4 Delivering the new specialist service
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1.1 Background to the project

The prevalence of Type 2 Diabetesis growing yearonyear [1] [2] and with the right specialist support,
most people with Type 2 Diabetes should have their care in the community setting. Although there
have been significant advancements in community based diabetes services in Ireland over the last
decade with the introduction of approximately 60 integrated care ‘demonstrator’ posts in diabetes
nursing, dietetics and podiatry, significant gaps still exist. Multidisciplinary teams are rarely co-located
and often their services cover different geographical areas making it difficult for them to work
togethertoimplementthe Model of Integrated Care for Type 2 Diabetes [3].

1.1.1Aim of the project

The aim was to pilot the introduction of a Community Specialist Diabetes Team (CNS, dietitian,
podiatrist) in two community healthcare network (CHN) and evaluate its implementation from the
perspectives of the specialist team, general practice staff and people with diabetes attending the
service.

1.1.2 Fundingand Governance

Funding was provided through the Sldintecare Integration Fund (2019). HSE Primary Care Strategy and
Planning division in collaboration with the Integrated Care Programme for Chronic Disease and the
National Clinical Programme (NCP) for Diabetes was responsible for the overall governance of this
project. Local project governance was through the local project implementation teams (LPTs)
reportingtoa Central Project Team (CPT).

Central Project Team Chair & Vice-Chair:

Members of the Central Project Teams

Professor Sean Dinneen (Clinical Lead, NCP Diabetes &
Consultant Endocrinologist at UHG) and Dr Diarmuid
Quinlan GP (ICGP Diabetes Lead)

David Watterson (Podiatry Manager CHW), Lorna Hurley (Change Manager, Primary Care Strategy
and Planning), Cliodhna O’Mahony (Programme Manager, NCP Diabetes), Andrea Devine (ADPHN
CHW), Siobhan Woods (Chair of the LPT CHW), Katie Murphy (Chair of the LPT CKCH). Full

membership in Appendix 1.

1.1.3 Projecttimeline

The original planned timeline for project delivery was September 2019 - September2020(12 months).
However, due to the Covid 19 pandemicthe project being paused for 6-months inMarch 2020, shortly
afterrecruitment had commenced. When the projectresumed, itran from 15t September 2020 — 30™
June 2021 (10 months) at which stage it was mainstreamed into the new Enhanced Community Care
Programme.
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1.2 Project sites

The two sites chosen by the NCP for this project (table 1) were purposively selected to represent
differentlevels of diabetes care delivery at the hospital and primary care level.

Table 1: Description of project sites

Community Healthcare West

Cork Kerry Community Healthcare

Site Network7, Network9
Tuam, Athenry, Loughrea Co. Galway North Cork City-Blarney, Co Cork
(this is a designated learning network)
58,118 people 50,257 people
Population Level of disadvantage = 19% (national | Level of disadvantage = 24% (national

(including social
profile)

average = 23%)

average = 23%)

Level of unemployment = 5% (National
average = 6%).

Level of unemployment
averages = 6%).

= 7% (National

General practices

11 GP practices, 40 GMS GPs

18 GP practices, 39 GMS GPs

3 singlehanded practices
8 group practices

8 singlehanded practices
10 group practices

Orientation of
diabetes care

Traditionally diabetes carein this areas
has been hospital-focused and has only
recently started to shift care more
towards the community

For over a decade, there has been a strong
focus on diabetes management in primary
care, facilitated by DiGP which has over 83
practices enrolled.

Public outpatient
clinics

University Hospital Galway (model 4)
Waittime: >17 months **
Distancefrom PCCs: 35-50 minutes

Cork University Hospital (model 4)
Waittime: >17 months**
Distancefrom PCC: 22 minutes

Portiuncula University Hospital (model
3)

Waittime: 3-6 months

Distancefrom PCCs: 28-55 minutes

South Infirmary Victoria University Hospital
(model 3)

Waittime: 7-12 months

Distancefrom PCC: 22 minutes

Network Map

Athenry

Loughrea

Matehy

Blarney,
Model Village
Glanmi

*Diabetes in General Practice (DiGP) is a General Practice led initiative in Cork and Kerry whose aim is to provide a forum
for GPs and practice nurses to ensure best practice in their management of diabetes in general practice through peer
support, education and audit.
** O’Donnell M, Smyth N, Dinneen SF on behalf of the National Clinical Programme for Diabetes (2018). National Survey
of Diabetes Care Delivery in Acute Hospitals.
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1.3 Setting-up the community specialist diabetes service

1.3.1 Staff recruitment

Six of seven staff members across both sites were successfully recruited, and all were in post by mid-
November 2020. Recruitment campaigns for a CNS Diabetes in Network 9 CKCH were unsuccessful.
With support from the Nursing and Midwifery Professional Development unit, a new campaign was
launched foraCNM2 Diabetes (with a CNS pathway). This post was successfullyfilled at the end of the

project.
ATHEN:
PRIMAR |

C

m
ry

jonad Cura!
Tuam Prima

Rosemarie Roache (Senior Podiatrist) at
Tuam Primary Care Centre, CHN7, CHW

Bernie McDonnell (CNS Diabetes) and
Aoiffe Donnellan (Senior Dietitian) at
Athenry Primary CareCentre, CHN7, CHW

Eoin O’Farrell (Senior Podiatrist) and Sinead Mulcahy (Senior
Dietitian) at St Mary’s Primary Care Centre, CHN7, CKCH
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1.3.2 Eligibility Criteria to access the Community Diabetes Specialist Team

Using the Model of Integrated Care for Type 2 Diabetes [3] and the current and new (unpublished)
Model of Care for the Diabetic Foot [4] [5] as key reference documents,and drawing on the experience
of otherintegrated care staff in post nationwide, the eligibility criteria for the integrated care CNS,
dietetic and podiatry services were defined and communicated with all general practices at face-to-
face or virtual meetings (table 2). The team provided all practices with their mobile phone numbers,
e-mail address, and highlighted theiropen door policy fortelephone queries.

Table 2: GP referral / eligibility criteriaforthe Community Diabetes Specialist Team

CNS Diabetes
(Integrated Care)
Service*

Your patient has type 2 diabetes and is on two or more glycaemic agents at
maximum tolerated doses and glycaemic control remains out of target.

You requireinitiation ofinsulin or GLP1 for a patient with Type 2 Diabetes.

You requirea review of the patients’ insulin regimen.

You are concerned about a patient with type 2 diabetes who is a regular
attendee to A&E with acute diabetes episodes.

You are concerned about hypoglycaemic unawareness and recurrent
hypoglycaemiaina patient with type 2 diabetes.

Your patient has type 1 diabetes and has defaulted from the secondary care
service.

Diabetes Podiatrist
(Integrated Care)
Service*

Your patient has type 2 diabetes or type 1 diabetes and has been categorised on
screeningas moderate or highrisk for diabetic foot disease (including those who
have had a previous foot ulcer/amputation)

Diabetes Dietitian
(Integrated Care)
Service*

Your patienthas type 2 diabetes and elevated HbAlc and would like information
and supportregarding dietary modification and lifestyle management of type 2
diabetes

Your patient has been diagnosed as having pre-diabetes and would like
information and support on lifestyle modifications to prevent progression to
type 2 diabetes

Your patient has type 2 diabetes and would like support with weight
management

Your patients has type 2 diabetes and has cardiovascularrisk factors such as
hypertension or dyslipidaemia

Your patient has type 2 diabetes and has impaired renal function

*Note: on diagnosisoftype 2 diabetes, patients should be referred by their GP to a
local structured diabetes education programme and encouraged to attend.

*Note: The Community Specialist Team accept referrals of both GMS and non-GMS patients.

1.3.3 Caseload planning

Introducing a new specialist service toan area can have an impacton existing primary care services.
For that reason, the team engagedin a caseload planning exercise with dietetic, nursing and podiatry
colleagues with the aim of agreeing care pathways, avoiding duplication and ensuring a seamless
transfer of cases. Details are outlinedin table 3.
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During the time of project delivery, community healthcare networks had not yet ‘gone live’ and
therefore other primary care services (e.g. community podiatry, community dietetics and
‘demonstrator’ integrated care CNSs and dietitians) were still operating according to their traditional
boundaries. For that reason, the process of agreeing pathways with these aligned services was

complicated.

Table 3: Caseload planning around existing services

Network 7 (Galway site)

Network9 (Cork site)

Dietetian | Any patient on the existing community
dietitian caseload and fulfilling the criteria
for the diabetes dietitian weretransferred to
the SIF dietitian, with exception of two GP
practices in the southern area of the
network in which the dietitian had recently
established joint CNS-dietitian clinics.

As well as this inherited caseload, the SIF
dietitian accepted all new referrals meeting
her criteria (except those from the two
southern practices outlined above which
were managed by the established dietitian).

Any patient on the existing community dietitian
caseload and fulfillingthecriteria for the diabetes
dietitian were transferred to the SIF dietitian.

As well as this inherited caseload, the SIF dietitian
accepted all new referrals meeting her criteria.

Podiatrist | Due to the existence of the School of
Podiatry in NUIG and the training facility
within community podiatry in Galway, all
existing community podiatry services in the
area were centralised and operated from
Merlin Park Hospital.

It was agreed by the local projectteam that
the new SIF podiatrist would take all new
eligible referrals from the CHN7 as well as
eligible patients onthe waitinglistfor Unit3
Podiatry Service.

This podiatrist did not inherit an existing
caseload.

The Tynedale patient information system was
searched for patients meeting the service
eligibility criteriaand residing within CHN9.

This caseload was then managed by the SIF
podiatristas well as allnew eligiblereferrals.
This podiatrist therefore inherited a caseload,
and also accepted all new referrals meeting the
servicecriteria.

CNS Two GP practices in the southern area of
Network 7 had an established diabetes
nursingservice provided by the East Galway
CNS Diabetes (Integrated Care).

It was agreed that this service would
continue to avoid disruption to the two GP
practices and patients so the newly
appointed SIF CNS promoted her new
serviceto the remaining network practices.

As a contingency planin CHN9, due to the lack of
a SIF CNS, the local project team asked two
existing diabetes CNSs to support the project
delivery by

a)joiningthe local projectteam

b) engaging in regular team meetings with the
podiatrist, dietitian and change manager

d) supporting the delivery of health professional
educationinthe network.

c) facilitating integrated care delivery with
dietetics and podiatry in their 9 network
practices. These two CNSs had an established
servicein 9/18 general practices in the network
andtheremaining9 practices did nothaveaccess
to the CNS member of the Community Specialist
Team.
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1.4 Delivering the new community specialist service

1.4.1Referringto the Community Specialist Team

The process by which new referrals were managed differed at both sites asoutlined in Table 4.

Table 4: Referring to the Community Specialist Team

Network 7 (Galway site)

Network9 (Cork site)

Process for
managing
new referrals

In the absence of clerical supportforany
of the team members, the clinicians
managed all the teams’ referrals.

The establishment of a Healthlink
account for the team enabled e-referral
to be accepted, thereby improving
serviceefficiency.

Referrals arrived electronically to a joint
team e-mail address, were reviewed ata
weekly team triage meeting (CNS,
Dietitian and Podiatrist), and stored on
the shared drive.

The team had a rota for checking the e-
mails regularly for urgent referrals.

On creation of an appointment and a
Diamond record for the patient, the
referral letter was then uploaded on the
patient’'s electronic Diamond record.
Postal referrals were also accepted.

The process for referring to the dietitian and
podiatrist was via their respective service
departments where they were reviewed and
forwarded to the appropriate health
professional.

The community dietetic
Healthlink e-referrals.

service accepts

Podiatry do not yet use Healthlink. The podiatry
service accepted referrals on a bespoke
podiatry referral form (e-mailed or posted)
detailing foot-screening results. This was
deemed importantsothat new referrals canbe
accurately triaged e.g. those with a high-risk
foot would be prioritised and seen sooner than
moderate risk.

Referrals to the pre-existing CNS Diabetes were
managed through the GP Practice. CNS clinics
within GP practices were pre-scheduled, and
the practice staff allocated appointments to
patients as required.
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1.4.2 Location of community diabetes clinics

The location of clinicsis detailedin table 5. The geography of the network, availability of clinical space
and accessibility for patients were all factors that influenced decisions on cliniclocations.

Due to the Covid-19 pandemic, telephone/virtual appointments were offered during periods of public
health restrictions. See appendix 2 for details of the impact of Covid 19 on project delivery.

Table 5: Location of community diabetes clinics

Network 7 (Galway site) Network9 (Cork site)

Clinic sites
CNS, dietetic and podiatry clinics were | Podiatry and dietetic clinics were delivered in St

delivered on a weekly basis in Tuam, | Mary’s Primary Care Centre.
Athenry and Loughrea Primary Care

Where appropriate coordinated appointments
Centres.

were provided so the patient could attend both
Rooms were booked 6 weeks inadvance, | services onthe same day.

as per PCC policies. All pre-existing CNS clinics were delivered in GP

The team coordinated their clinic | practices for patients from these practices. Two
schedules so that nursing, dietetic and | CNSs provided this service to nine GP practices in
podiatry clinics could be delivered side- | the network prior to and during the SIF project. A
by-side on a regular basis to facilitate | further nine practices in the network did not have
careintegration. access toa CNS due to the recruitment difficulties.
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1.4.3 Patient clinical records

In the absence of a national electronic health record, primary care services nationally tend to use
paper-based records which are transported from site to site and stored securely in primary care
centres. Ina numberof CHOs, some services (e.g. podiatry / physiotherapy) have moved to electronic
patientrecords. Some hospital OPD clinics use disease specific clinical information systems (e.g. some
diabetesservices use Diamond Clinical Information System) but these have not yet been expanded into
the community. Table 6 outlines the types of patient records used by members of the Community
Specialist Teamsinthis project.

Table 6: Patient clinical records

Network 7 (Galway site)

Network9 (Cork site)

Patient
clinical
records

As part of this project, we piloted the
expansion of the Diamond Clinical
Information System in UHG OPD to
diabetes clinics in primary care. Three
new licences were secured from Hicom
for each of the team members.

A new patient record was created on
Diamond for all new patients attending
the community specialist team. Ongoing
support was required from the
administration team in UHG to add new
patients to the system, as this must be
done through Diamond’s interface IPMS.
Patients known to the diabetes servicein
UHG already had a case file on Diamond
and this could be accessed and updated
inprimarycare.

Clinic notes were typed directlyinto each
patient’'s Diamond record during
community clinics, and the team could
view laboratory results and upcoming
OPD appointments on the patient’s
Diamond casefile.

In the absence of a dedicated scheduling
system for community clinics, the team
also used Diamond as a temporary
scheduling systemfor their clinics. Itwas
used to generate batch appointment
letters for clinics and generate reports
and prescription requests for GPs /
referrers.

Tynedaleis theclinicalinformation system used
by community podiatry service in CKCH, the
community dietetic serviceuses paper records,
while the pre-existing CNS Diabetes access
patient records via each GPs practices
management system when onsite delivering
clinics.

In the podiatry service, all new podiatry
referrals are added to Tynedale by the
department administrator, and clinical notes
are entered directly into Tynedale by the
podiatristduring community clinics.

As part of this project, we attempted to pilot
the expansion of Tynedaleto other members of
the Community SpecialistTeam. We developed
new nursingand dietetic pages inthe systemin
January 2021 and the dietitian started using the
system as the clinical information system. At
the outset of the project we anticipated that
the majority of the patients in the network
would be attending the community podiatry
service and would already be on the system.
However, this was not the caseand in March
2021, the pilot was ceased due to extra
administrative burden on the dietitian who
reverted to usingpaper records.

As we were unsuccessful in recruitinga CNS, a
pilotof Tynedale use by the CNS could not take
placewithin the timeframe of the project.
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1.4.4 Careintegration and communication across levels of care

A variety of different media were used to communicate with fellow healthcare professionals across
primary and secondary care regarding patient management (Table 7). These included Healthmail,
internal HSE e-mail, post, telephone, the ‘task’ function in Diamond as well as face-to-face meetings
and virtual MDT case discussion meetings.

Table 7: routine modes of communication between health professionals

Network 7 (Galway site)

Network 9 (Cork site)

Shared clinical
information
system

All diabetes clinics,in primary carecentres andin the
hospital, shared the same patient information system
called ‘Diamond’. Patients seen in the hospital could
be followed up, as required, by the Community
Specialist Team and all clinicians had access to all
diabetes records. The task function on Diamond
allowed the Community Specialist Team and the
hospital team to communicate regarding patient
management.

Routine clinic
letters

Clinic letters were generated on Diamond and posted
to the patients GP, or if considered urgent, letters
were sent by Healthmail and followed up with a
phone call.

A copy of the GP letter was automatically saved to the
patient Diamond record.

In the absence of dedicated clerical support, one day
each week, per clinician, was ring-fenced for
administrativeduties.

The podiatrist and dietitian generated
clinicletters to communicate with GPs
and send these by post (if non-urgent)
or healthmail (if urgent).

A copy of the letter was stored in the
patients file (i.e. Tynedale for Podiatry
and paper record for dietetics).

In the absence of clerical support, the
dietitian ring-fenced one day each
week for administrativeduties.

Integration
with the
hospital-based
specialist team

Three consultants Endocrinologists (2atUHGand 1 at
PUH) participated in fortnightly virtual MDT case
discussion meetings with the Community Specialist
Team.

These meetings provided an opportunity for the
Community SpecialistTeamto present complex cases
and seek adviceregarding case management, thereby
avoiding unnecessary OPD referrals or facilitating
fast-track access to the OPD clinicfor more urgent
cases. This forum was open to all integrated care
diabetes staff in Co Galway.

The CNS Diabetes worked 20% in the diabetes OPD
clinicin UHG and the podiatrist works 20% in the
hospital based complex foot clinic (Merlin Park
Hospital /UHG). This arrangement facilitated face-to-
face case discussions with the hospital-based team,
and maintenance of skills in managing those with
complex diabetes.

The podiatrist worked 20% with the
vascularteam in the Mercy University
Hospital (MUH), delivering a podiatry
service to those with active foot
disease, with an agreed care pathway
with the specialist podiatry service in
CUH and referral to the endocrinology
servicein SIVUH in linewith the model
of care.

While there was no SIF CNS recruited,
the two existing CNSs (non-SIF) worked
with 9/18 practices in the network.
They worked 20% in the hospital based
OPD (one postattached to CUH and the
other to SIVUH). This arrangement
facilitated face-to-facecasediscussions
with the hospital based specialists and
maintenance of skills in managing
complex diabetes.
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GP
Prescriptions /
Medication
changes

All CNS clinics took placein HSE Primary Care Centres.
When a prescription was required, the CNS
communicated this to the GP letter using either post
(if not urgent) or Healthmail plus phone call (if
urgent). The prescription would be sent electronically
to the patient’s pharmacy for collection.

For insulininitiation, education would be provided at
the CNS appointment using a water pen, the patient
would then collect their prescription and the CNS
would review the patient a few days after initiation.

As per established practicein CKCH, all
non-SIF CNS clinics took place within GP
practices. This facilitated education and
discussion with GPs and Practice
Nurses regarding medication changes.
Prescriptions would then be sent to the
pharmacy for collection by the patient.

For insulin initiation, the CNS would
usually return later (as her schedule
allowed) for the insulin initiation and

education.

1.4.5 Patient educationand self-management support

A patient education plan was developed by the Community Specialist Teams, with reference tolocal
SMS directories, to ensure consistency in educational materials provided by the team, and in
signposting to relevant services/resources. Referral to these self-management programmes was
actively promoted in line with National Framework for Self-Management Support for Chronic

Conditions[6].

Table 8: Structured self-management education programmes

Network 7 (Galway site)

Network 9 (Cork site)

Both the SIF Dietitian and CNS trained as DESMOND
educators.

DESMOND was offered to all eligible patients with Type
2 Diabetes. Due to Covid 19, only virtual delivery was
available during the project timeline. For practical
reasons, this virtual programme (which required
additional training) was delivered by a small team of
experienced DESMOND educators and on a countywide
basis. Those that preferred self-directed online learning
were signposted to the Diabetes Ireland SMART course.

The peer-support programme ‘Living Well with Chronic
IlIness’ was also available to people from the CHN. This
was delivered virtually dueto the Covid 19 pandemic and
patients were signposted to this programme as
appropriate.

The SIF Dietitian trained as a Discover Diabetes
educator and received peer support with initial
delivery.

This programme was offered to all eligible
patients from the Network. Due to Covid 19,
only virtual delivery was available and this was
ona countywide basis.Thosethatpreferred self-
directed onlinelearning were signposted to the
Diabetes Ireland SMART course.

Where relevant, patients were signposted to
Project Weight-loss, which was another
Sldintecare funded project in Cork.Social
prescribing was available within the network,
and where relevant patients were signposted to
this service.
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https://www.hse.ie/eng/health/hl/selfmanagement/hse-self-management-support-final-document1.pdf
https://www.hse.ie/eng/health/hl/selfmanagement/hse-self-management-support-final-document1.pdf

1.4.6 Health professional CPDin diabetes

At the beginning of the project, teams at both sites developed a Health Professional Education Plan
for delivery over the project timeline. Due to Covid 19, face to face education sessions were limited
and alternatives, such as virtual webinars/education meetings had to be explored. Educational
initiatives delivered included:

21

Practice Nurse Educational Webinarheldin CHN9(Cork) (n=11);

Education packs sent to all practices across both sites comprising hard copiesand PDFs of latest
diabetes guidelines and alaminated foot screening poster

A trainingworkshop delivered to publichealth nursesin Network 9in Dec 2020 (n=6)
Sponsorship of 5 practice nurses from CHN 7 to participate inthe NUIG Diabetesin Primary Care
Module

Sponsorship of 1 GP and 1 Dietitian from the CHN 9 (Cork) on UCC Diabetes in Primary Care
Module

Educational presentations delivered during practice visits by both teams.

Case study presentations delivered to the hospital-based diabetes specialist team at UHG.
Shadowing opportunities provided at clinics for practice nurses (n=2) and a nursing student (n=1)
An educational workshop was delivered by the Community Specialist Team at the National
Diabetes Integrated Care Conference in October 2021 (est. n=50 GPs and Practice Nurses).

All practices in both networks were informed about the launch of the new HSeLanD module on
the Nursing Management of Adults with Type 2 Diabetes (April 2021).



SECTION 2: PROJECT EVALUATION

In this section:

2.1 Summary of methods

2.2 Results
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2.2.1 Podiatrist activity and caseload profile

2.2.2 Dietitian activity and caseload profile

2.2.3 CNS activity and caseload profile

2.2.4 Findings from interviews with the Community Specialist Team

2.2.5 Findings from the survey of general practice at the beginning of the project

2.2.6 Findings from the GP interviews and practice nurse focus groups

2.2.7 Experience of people with diabetes




2.1 Summary of Methods

To assessimplementationfrom different perspectives, a mixed methods approach was used, involving
guantitative and qualitative data collectionamong healthcare professionals (the Community Specialist
Team and general practice) and people with diabetes. Ethical approvalto conduct the evaluation was
obtained from the Clinical Research Ethics Committees of the Galway University Hospital and UCC
Research Ethics Committee.

2.1.1Datacollection fromthe Diabetes Community Specialist Team (CST)

Activity data

Data on each clinician’s activity fora 6-month period (December 2020 to May 2021) and data on their
active caseload (two 3-month periods) were analysed. Team members maintained activity data on
numbers of patients seen (new and return), number of appointments(and whetherface toface or by
telephone), number of education sessions delivered, number and type of referrals.

Interviews

In July 2021, semi-structured interviews were conducted with the CSTand a pre-existing non-SIF CNS
in CHN9, as well as the project change manager. Interviews were conducted to elicit participants’
views onthe acceptability, and practicality of implementing the integrated care service, including key
challenges (barriers and facilitators) to implementation in practice. Interviews were analysed using
the Consolidated Framework for Implementation Research (CFIR),a conceptual frameworkcommonly
used in implementation research to systematically identify and group factors which influence the
implementation of health service interventions.?

2.1.2 Datacollection from General Practice

Survey & interviews

All general practicesin CHN7(n=11) and CHN9 (n=18) were asked to complete a survey (administered
via post and email) on current diabetes care delivery at their practice, including access to specialist
diabetesservices and allied health services. The survey was administered in December 2020- January
2021 duringthe early stages of service implementation. See survey in appendix 5.

Focus groups and interviews were conducted with GPs and practice nurses on their experience of
delivering diabetes care and linking in with the Community Specialist Team (July-August 2021).

2.1.3 Datacollection frompeople with diabetes

Survey & interviews

A mixed methods approach using postal questionnaires and telephone interviews was used to elicit
patient experiences of the service. Questionnaires were posted out to people with type 2 diabetes
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who had attended a member of the CST during the first 2weeksin May 2021. Respondents were asked
alsoto provide their contact details if they were willingto take partin afollow-up telephoneinterview
abouttheirexperience. Noreminderwas sentto non-responders.

Nine respondents were purposively selected (based on age, gender, diabetes duration, source of
referral, number of HCPs attended and number of visits) from those were willing to take part in a
short follow-up telephone interview. Interviews explored their experience of attending the
community integrated care in greater detail

2.1.4 Dataanalysis

All data were analysed separately using appropriate techniques. Further details on the methods are
available in Appendix 3. Key themes and lessons were developedfrom each data source. Quantitative
and qualitative data are integrated in the discussion section to achieve a comprehensive, multi-
perspective evaluation of the integrated diabetes care service.

2.2 Results

2.3.1Podiatry Activity and Caseload Profile

Overa 6-month period, intotal 516 patients (newand return) wereseen by podiatry in CHN7 (Galway
site) and CHN9 (Cork site), an average of 48 (SD16) patients permonth in CHN7 and 46 (SD13) patients
permonth in CHN9 (Table 9).

Table 9: Podiatrist 6-month activity (total and mean or median per month) December 2020 — May 2021

CHN7, Galway CHN9, Cork
Total (%) Mean/ month (sd) | Total Mean/ month (sd)
Patients seen in community
New patients 138(48%) | 23.8(9.9) 12 (4%) 2.0(0.9)
Return patients 151(52%) | 25.2 (15.4) 265(96%) | 44.2 (12.6)
Total (new + return) 289 48.2 (15.5) 277 46.2 (12.9)
1:1 hospital clinic patients 08 0(0) 49 8.2 (3.5)
Episodes
F2F appointments 260 43.3 (26.5) 294 49.0 (12.6)
Phone appointments 46 7.7 (12.2) 29 4.8 (10.9)
Total appointments 306 51.0 (19.7) 323 53.8 (13.6)
DNA 20 (5%) 3.3 (4.5) 17 2.8 (1.0)
CNA 38 (10%) 6.3 (4.9) 25 (7%) 4.2 (1.7)
Caseconsultations with hospitalteam 3 (1%) 0.5(1.2) 0 (0%) 0 (0)

$Due to the pandemic, the SIF podiatrist in Galway was redeployed to provide backfill one-day per week in the
community and therefore did not commence the hospital-based clinic until April 2021 (and activity data was

not collected).
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New vs return patients over time (activity data)

The balance of return to new patients differed substantially between sites (Figure 1), with 138 new
patients seen in CHN7 (Galway) and 12 new patients CHN9 (Cork) (Cork) respectively in the same 6-

month period.
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Figure 1 Proportion of new and return patients seen each month by podiatrists

Onward referrals (activity data)

In CHN7 (Galway) the majority (70%) of all onward referrals were to the orthotist, 18% were to the
dietitian and 6% were to the hospital podiatrist. In CHN9 (Cork), 45% of onward referrals were to the
dietitian, 20% were to the orthotist, and 16% were to the hospital podiatrist. The higher rate of referral
to the hospital podiatristin CHN9 (Cork), likely reflects the higher proportion of high risk and in-
remission patients on this podiatrists’ caseload (Table 10).

Table 10: Podiatrist 6-month activity (onward referrals and education) December 2020 — May 2021

CHN7 (Galway), Galway CHN9 (Cork), Cork

Total | Median (range) Total | Median (range)
Onward referrals made by the Podiatrist
CNS Integrated Care 1 0 (0-1) 0 0 (0)
Dietitian 6 1(0-2) 31 5 (3-10)
Orthotist 23 4 (1-7) 14 3 (0-4)
PHN 1 0 (0-1) 9 2 (0-4)
Hospital Podiatrist 2 0 (0-2) 11 2 (0-4)
Vascular Service (via GP) 0 0 (0) 1 0 (0-1)
Dermatology Service(via GP) 0 0 (0) 2 0 (0-1)
Other 0 0 (0) 1 0 (0-1)

Total onward referrals | 33 69
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Profile of Podiatry Caseload (caseload audit)

In terms of active caseload assessed every 3 months, patients on the podiatrist caseload in CHN9
(Cork) were on average older (Table 11). The number of people with diabetes on the waiting list
increasedin bothsites between February and May 2021. The average waiting time increasingin CHN7
(Galway). Waiting times werenot available forthe Corkssite.

In both sites, most patients on the caseload were referred from general practice. While the CNS
Diabetes was also a mainreferral source for podiatry in CHN7 (Galway) [22% in CHN7 (Galway) vs 3%
in CHN9 (Cork)], in CHN9(Cork), the other main source was hospital podiatry [19% in CHN9 (Cork) vs.
4% in CHN7 (Galway)]. See figure in appendix 4. The risk profile of people with diabetes in each site
differed, with agreater proportionof ‘in remission’ or high-risk seenin CHN9 (Cork) comparedto CHN7
(Galway) (Figure 2).

Table 11: Podiatrist 3-monthly active caseload for Dec 2020 —February 2021 and March 2021 - May 2021
CHN7 (Galway) CHW CHNS9 (Cork) CKCH
Dec-Feb (N=116) March-May | Dec-Feb March-May
(N=190) (N=218) (N=264)
Profile N (%) N (%) N (%) N (%)
Male 71 (61) 126 (66) 144 (66) 175 (66)
Average age 68 58 72 73
GMS/GPVC 96 (83) 161 (85) 210 (96) 254 (96)
Type 1 4(3) 5 (3) 9 (4) 9 (3)
Type 2 112(97) 185 (97) 208 (95) 255 (97)
Other diabetes 0 (0) 0 (0) 1(0.5) 1(0.5)
Waitinglist,N 35 47 25 40
Average time on waitinglist (weeks) 3.7 6.5 NR NR
N patients on the dischargeregister 1 5 0 0
Foot risk status after assessment
Moderate 91 (78) 130(68) 42 (19) 46 (17)
High 16 (14) 40 (21) 75 (34) 88 (33)
In-remission 6 (5) 17 (9) 93 (43) 115 (44)
Active foot disease 3(3) 3(2) 8 (4) 15 (6)
Referral source
GP/practicenurse 31 (27) 78 (41) 142 (65) 153 (58)
CNS Diabetes 25 (22) 42 (22) 5(2) 7 (3)
Dietitian (integrated care) 4 (3) 4 (2) 0 (0) 0 (0)
Vascular team 0 (0) 0 (0) 15 (7) 17 (6)
Hospital podiatrist 2(2) 8 (4) 42 (19) 51 (19)
PHN 3(3) 6 (3) 1(0.5) 21 (8)
Community Podiatry waiting list | 51 (44) 52 (27) 13 (6) 15 (6)
(original referral sourcenotavailable)
Practices referring 11/11 11/11 20/23 21/23
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Figure 2 Footrisk profile of podiatry caseload (May 2021) in CHN7 (Galway) and CHN9(Cork)

2.3.2 Dietitian Activity and Caseload Profile

Overall, 435 patients (newand return) were seen by dietitians (2.0 WTEs) in the 6-month period across
the two sites, on average 34 (9) patients per monthin CHN7(Galway) and 39 (11) per monthin CHN9
(Cork) (Table 12). The balance of return to new patients was similar between sites, with both sites
seeing a greater proportion of new patients earlier (December 2020) and later (May 2021) in the
evaluation period, likely reflecting the lifting of Covid 19 restriction during these periods (Figure 3).

Table 12 Dietitian 6-month activity (total and mean or median per month) December 2020 - May 2021

CHN7 (Galway), CHW CHN9 (Cork), CKCH
Total | Mean/ month (sd) Total | Mean/ month (sd)
Patients seen in community
New patients 88 (44%) 14.7 (7.8) 81 13.5 (6.0)
Return patients 113 (56%) 18.8 (8.5) 153 25.5(10.6)
Total (new + return) 201 33.5(9.2) 234 39.0 (10.5)
Episodes
F2F appointments 35 5.8 (7.6) 73 12.2 (12.5)
Phone appointments 168 28.0 (14.3) 162 27.0(14.9)
Total appointments 203 33.8(8.4) 235 39.2 (10.6)
DNA 17 (7%) 2.8(3.4) 39 6.5 (2.9)
CNA 23 (9%) 3.8 (4.5) 44 7.3(2.4)
Case consultations with hospital | 7 (3%) 1.2 (0.8) 0 0 (0)
team (0%)
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Figure 3 Proportion of new and return patients seen each month by dietitiansin CHN7 (Galway) and
CHN9 (Cork)

Onward referralsand delivery of self-management education by the SIF Dietitians (activity data)

In general, there were few onward referrals made by the dietitians [n=10in both CHN7 (Galway) and
CHNB9 (Cork)]. This may reflect the profile of patients attending the dietetic service i.e. more with
newly-diagnosed and people with pre-diabetes and hence less with complicated diabetes. Of those
onward referrals made, most were tothe CNSin CHN9 (Cork) and podiatristin CHN7 (Galway) (Table
13).

Table 13: Dietitians 6-month activity (onward referrals and self-management education) Dec. 2020 — May
2021

CHN7 (Galway), CHW CHN9 (Cork), CKCH

Total |Median(range) Total |Median(range)

Onward referrals made by the dietitian

CNS Integrated Care 2 0 (0-2) 7 1(0-3)
Podiatrist 6 1(0-2) 2 0 (0-1)
Hospital dietitian 2 0(0-1) 1 0 (0-1)
Structured patient education
F2F courses
Courses completed 0 0 (0) 0 0(0)
Virtual courses
Courses completed 0* 0 (0) 1 0 (0-1)
People who completed course 0 0 (0) 9 0 (0-9)
DSME group sessions delivered 0 0 (0) 5 1(0-2)
Total patient contacts duringcourse 0 0(0) 36 0 (0-18)
Total family members/carers who attended 0 0 (0) 4 0 (0-3)

People taking partin follow-up session 0 0 (0) 0 0 (0)

*DSME courses in CHW were delivered by other experienced educators and not the SIF dietitian
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Profile of dietetic caseload (caseload audit)

In terms of active caseload, the profile of patients onthe dietitian caseload in both sites were similar,
albeitin CHN9 (Cork) there was a greater mix of type 2 diabetes and pre-diabetes (71% and 28%
respectively) compared to CHN7 (Galway) (97% and 3% respectively) (Table 14).

The number of patients on the waiting list and wait times increased in both sites between February
and May 2021. Atboth sites, patients were being activelydischarged back to their GP, with the number
of patients on the discharge registerincreasing over.

In both sites, most patients on the caseload were referred from general practice. The CNS Diabetes
was also a main referral source to the dietitian in CHN7 (Galway) (13% of all referrals) but notin in
CHNO9 (Cork) (2%), where the other main source was hospital dietetics (11%). Seefigure in appendix4.

Table 14: Dietitian 3-monthly active caseload for Dec-February and March-May 2021

CHN7 (Galway) CHW CHN9 (Cork) CKCH

Feb (N=132) May (N=180) | Feb (N=116) | May (N=126)
Profile N (%) N (%) N (%) N (%)
Male 76 (58) 103 (57) 52 (45) 68 (54)
Average age 67 65 58 60
GMS/GPVC NR NR 88 (76) 90 (71)
Type 1 0 (0) 0 (0) 1(1) 1(1)
Type 2 126 (95) 174 (97) 77 (66) 90 (71)
IGT/IFG (Pre-diabetes) 6 (5) 6 (3) 38 (33) 35 (28)
Other diabetes 0 (0) 0 (0) 0 (0) 0 (0)
Waitinglist,N 10 16 50 93
Average time on waitinglist(weeks) 2.8 4.0 5.6 6
Dischargeregister 22 41 8 67
Referral source
GP/practicenurse 75 (57) 113(63) 102 (88) 99 (79)
CNS Diabetes 22 (17) 24 (13) 2(2) 2(2)
Referred/transferred by hospital dietitian | 4 (3) 4 (2) 8 (7) 14(11)
Podiatrist(integrated care) 9(7) 11 (6) 4 (3) 8 (6)
PHN 8 (6) 8 (4) 0 (0) 0 (0)
Other referral source 14 (11) 16 (9) 0 (0) 3(2)
Practices referring 8/8 8/8 14/19 16/19

2.3.3 Clinical Nurse Specialist Activity and Caseload Profile

Data on patients seen (total and new) were collected by all 4 CNS, both SIF (n=1 in CHN7 (Galway))
and non-SIFCNS (n=3; 1 in CHN7 (Galway), and 2in CHN9 (Cork)) at both sites. Data on appointments,
onward referrals, and patient and professional education were collected by the SIF CNS in CHN7
(Galway) and one non-SIF CNS in CHN9 (Cork); however, these CNS differed in the total number of
practices they attended within the network and so were not compared. Lastly, data on patient
caseload were only collected by the SIFCNSin CHN7 (Galway).
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New V’s return patients (activity data)

Overall, 545 patients (new and return) were seen by CNSin CHN7 (Galway) and CHN9 (Cork) overthe
6-month period, on average 49 (13) patients per month in CHN7 (Galway) and 86 (14) per month in
CHNO9 (Cork). The balance of return to new patients was similar between sites (Figure 4), albeit with a
greater proportion of new patients beingseenin CHN9(Cork) in December 2020, and by established
CNSservice (non-SIF)in CHN7 (Galway) overall (Table 15).

Table 15: 6-month activity (total and mean per month) for all CNS (SIF and non-SIF) December 2020 — May
2021 covering 11 practices (CHN7 (Galway)) and 9 practices (CHN9 (Cork))
CHN7 (Galway) CHW CHN9 (Cork) CKCH

SIF CNS Established CNSservice Established CNSservice

n=1 CNS; 8 practices n=1 CNS; 3 practices n=2 CNS ; 9 practices
Patients seen in Total | Mean/month (sd) | Total | Mean/month (sd) | Total | Mean/month (sd)
community
New patients 69 11.5(2.7) 72 12.0(7.5) 23 3.8(3.5)

(24%) (49%) (21%)
Return patients 221 36.8 (10.3) 74 12.3 (6.3) 86 14.3 (9.4)

(76%) (51%)
Total (new + return) | 290 48.3 (8.8) 146 24.3 (12.8) 109 18.2 (10.4)

(79%)

Appointments and onward referrals (activity data)

Data on appointmentsand onward referrals are only shown for CHN7 (Galway) where aSIF CNS was
recruited (Table 16).
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Figure 4 Proportion of new and return patients seen each month by CNS in CHN7 (Galway) and CHN9
(Cork)
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Profile of CNS caseload (Caseload audit)

In terms of active caseload, the number of people with diabetes on the waiting list had increased
between February and May 2021, with the average waitingtime increasing from 2 weeks to 4 weeks
(Table 17). Most patients on the caseload were referred from general practice (84%). See figurein

appendix 4.

Table 16:SIF CNS 6-month activity (total and mean or median per month) for December 2020 — May 2021

covering 8 practices in CHN7 (Galway), CHW

| Total | Mean per month (sd)

Episodes

F2F appointments 148 24.7 (19.2)
Phone appointments 141 23.5(16.4)
Total appointments 289 48.2 (8.7)
DNA** 20 (6%) 3.3 (1.9)

CNA 20 (6%) 3.3 (1.9)
Caseconsultations initiated by GP*** 10 (3%) 1.7 (1.5)
Caseconsultations with hospital-based team*** 56(19%) 9.3 (2.8)

Total Median (range)

Onward referrals made by the CNS

Dietitian (IC) 17 3(1-5)
Podiatrist(IC) 29 5 (2-6)
Diabetes OPD (via GP) 1 0 (0-1)

**% of total referrals = F2F + Phone + DNA + CNQA ;

***9% of total patients = new + return for SIF CNS only

Table 17: CNS active 3-monthly caseload for Dec-February and March-May 2021 in CHN7 (Galway)
Feb (N=93) May (N=130)
Profile N (%) N (%)
Male 54 (58) 69 (53)
Average age 66 68
GMS/GPVC NR NR
Type 1 1(1) 3(2)
Type 2 91 (98) 127 (98)
Other diabetes 0(0) 0 (0)
Waitinglist, N 9 10
Average time on waitinglist(weeks) 2 4
Discharges (in the 3 month auditperiod) 4 10
Attending OPD diabetes service 31 (33) 48 (37)
Referral source
GP/practicenurse 62 (67) 109 (84)
Dietitian (IC) 9 (10) 2(2)
Podiatrist(IC) 2(2) 1(1)
PHN 5 (5) 0 (0)
Hospital OPDteam 10 (11) 15 (12)
Heart Failure CNS 5(5) 3(2)
Practices referring 8/8 8/8
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2.3.4 Findings from interviews with the Community Specialist Team (Diabetes)

Seven HCPs (2 podiatrists, 2 dietitians and 3 CNSs (two of whom are non-SIF CNSs) were interviewed
along with the change manager. Barriers and facilitators to implementing core components of the
integrated care service at both sites are discussed in the text with supporting quotes. Factors
influencingimplementation at each site, including the impact of COVID-19, are outlinedin Table 18.

A. Quality of networking, leadership, and engagement

Networking between team members

Team membersin both sites highlighted the quality of networkingand communication, for example,
‘knowing how to get hold of the person’ (CNS#2) or ‘who to ask’, and the capacity to link with team
members by phone or email orin a shared space, as a key facilitator of delivering the integrated care
service. Networking in this way facilitated the team to arrange joint appointments, and to feel
comfortable sharing knowledge about patients, to ‘talk through anything’. This included knowledge
about how things worked in the community (e.g., best approach to referto CNS). This was particularly
beneficial for clinicians coming from hospital background as their colleagues could ‘fill in gaps’
(CNS#1). In CHN7(Galway), networking viaateam triage was an important factor which enabled ‘huge
learning’ (CNS#1) as they drew on experiences and information from one another, and it facilitated
booking joint appointments. Triage was good opportunity to reflect on patient care to 'stand back
from a situation, it's easier to come up with a solution' (Podiatrist#2). The change manager echoed
some of these perspectives, citingthe ‘bond’ betweenteam members that was enabled by co-location,
andthe ‘informalchats’ that might not be scheduled but are an opportunity to ‘bounce something off
anotherclinician.

“You know the people you are referring to, even to just know the face of the dietitian, you know where
the dietitian is, and then with the podiatrist, you have a face on the podiatrist, and you know the
podiatrist you're referring to. And | think that makes it a lot easier. Rather than just randomly writing a
referral and sending it to a general address for someone” (CNS#2)

Team members at both sites recommended taking time at the start of the service to jointly planand
prepare;to 'getthe process and structure [of the service] all clear' (Podiatrist#2) before seeing patients
(e.g., triage, planning and deciding workflows, checking how otherservicesare run, what policies they
have, havingan ‘early conversation’ (Dietitian#1) e.g. about the best way for dietitian to referto a CNS
etc.

Leadership

Leadership from thelocal projectteamand the change manager was flagged as facilitatorin both sites,
providing guidance on monitoring (CHN7 (Galway)), how to work as a team (CHN9 (Cork)), and ‘iron
out’ (Podiatrist#2) issues to do with patient caseload (CHN7 (Galway)). The change manager also
spoke about being ‘hands on’, driving the implementation of the project through weekly project
meetings ‘to keep the momentum going on a week-to-week basis’. In CHN9 (Cork), one clinidan
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highlighted the need for local shared leadership, as on occasion there were conflicting opinions
between managers on how the intervention should work.

Leadership from consultant endocrinologists was valued by the team in CHN7 (Galway) where they
engagedinfortnightly MDT case discussion meetings with the CST. These meetings facilitated access
to consultant clinical support and guidance and fast-track access to secondary care when needed (see

case study C in appendix 7).

Engaging GPs and Practice Nurses

At both sites, engaging key stakeholders facilitated implementation, specifically supporting the team
tomanage referrals. Forexample,in CHN7 (Galway), theteam engaged with the Network GP to decide
how besttoformat the referral form to facilitatejoint referrals and subsequent triage.In CHN9 (Cork),
the team generated rapport with GPs via online meetings, which meant that GPs understand the
service and how to access it, subsequently makingit easierto link in withthem about referrals

These meetings also 'allowed for an element of upskilling' (Dietitian#1), facilitating education, giving
GPs someone to ask questions of and to get training from. This education/training was particularly
important given clinicians at both sites received inappropriate referrals and needed to engage with
practices to provide guidance. Sometimes these referrals were accepted with clinicians recognizing
the GP may be busy (particularly dueto COVID-19), with the CNS seeingit as a better use of the service
to ensure the patient ‘gets educated on diabetes rather than getting fussy about the actual criteria’
(CNS#2). The ‘tendency’ to accept inappropriate referrals, and the downstream impact on capacity,
was flagged by the change manageras abarrier. This was perceivedto be a consequence of the desire
to be ‘so patient-centred that is very hard to say no’ but recognising it as an important challenge to
the sustainability of the service.

“I suppose the other learning is it’s just really important to engage with the GP practices. They were very
happy to have | think like designated people that they can approach if they've any queries or | suppose
just upskilling practices on referral criteria and referral forms and stuff like that. It really helps them
understand.” (Podiatrist#l)

B. Availability of resources

Benefit of shared space

At both sites the availability of shared physical space facilitated a team approach to care delivery,
enabling the team to meet patient needs. Specifically, shared space was important to facilitate
‘untimed meetings’ (Dietitian#1) to become familiar with other clinicians on the team and related
clinicians (e.g., Integrated Care Programme for Older Persons in CHN7 (Galway)), and to access
knowledge and information informally (e.g., discussing patients in the shared space). By virtue of
shared space, both teams were able to arrange joint [CHN7 (Galway)] or sequential [CHN9 (Cork) and
CHN7 (Galway)] appointments. These appointments were perceived to be beneficial for the person
with diabetes by reducing cost (travel), improving accessibility if the individual had mobility issues,
reducing the burden on them to repeat their medical history, and facilitating more intensive
engagement to ‘strike when the iron was hot’ (CNS#1) for people who may be difficult to engage in
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their diabetes care. Cliniciansin CHN7 (Galway) felt that by sitting in on each other’s appointments,
they benefited from the opportunity to build rapport with the patient and learn from one another,
accessing discipline-specificknowledge. The incompatibility of the work processes of certain clinicians,
the CNS (CHN9 (Cork)) and podiatrist (CHN7 (Galway)) which requires them to be ‘out and about’
(CNS#3) at practices and clinics, was raised as a potential challenge to the co-located team approach.

— In CHN7 (Galway), ateam approach was maintained by a ‘transparent open relationship’ (CNS#1)
between team members and ‘daily’ communication albeit remotely by phone or email on days
when the podiatrist was visiting clinics.

— In CHN9 (Cork), with no CNS in place dedicated to the network, existing non-SIF CNS were
conductingvisitsto a greater number of practices and therefore had less capacity to committo a
role on the CST in general. Therefore, off-site working was presented as a potential issue,
somethingthatshould be consideredinthe future.

“It may be a case that the patient is referred, you know requested just for the nurse. But then when | see the
patient, | see a gap in need for the dietitian to give out part of the care, and may, you know, come on also a
foot issue during my examination of the feet. And then to have the luxury of having a dietitian on my right
hand and on my left hand a podiatrist, | feel very equipped to deliver good diabetes care. And diabetes care
for the patient, accessing this care in a very timely fashion on their doorstep, so it’s very satisfying for the
patient and likewise for me” (CNS#1)

Lack of Administrative staff

The lack of administrative staff was flagged as a key barrier to implementation by team members at
both sites, echoed by the change manager. It was evident that such resources would facilitate the
implementation of several components of the integrated care service, enhancing team working,
supporting management of referrals and coordination of appointments /patient education.

In terms of team working, at both sites administrative support was flagged as necessary to facilitate
diary management of the team and set up joint appointments. In addition the administrative work
involvedinrecruiting for structured education and issuing reminders was also flagged as a barrierto
conducting patient education in CHN9 (Cork). The dietitian at this site anticipated administrative
support might help with non-attenders and non-responders, as someone would be able to ring the
person straight away and engage them (i.e., explain what invite is about and why it is important). It
was felt that if the service was to be scaled up, then dedicated administrative support would be
needed to facilitate the organisation of engagement/educational meetings with primary care
practitioners.

“The one thing that | think is lacking in the project from the word get go was the lack of administrative
support. You know now we do have some support, for just one hour a day, which is huge for us, but you
know it’s still inadequate for the needs, you know we are three clinicians with three diaries and so on so
forth. So that takes a lot of time and that’s very necessary work for the wheels to turn for each of us.”
(CNS#1)

In CHN9 (Cork), the significant administrative work associated with data entry (i.e., uploading patient
details for dietetics) to the Tyndale IT system, also limited the use of this system to support team
working.
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“I can really see the value of the idea that all of us would be able to log in to see each other’s role and
to work from it, butits more so the admin tasks of that so for each individual patient I trialled it [Tyndale]
for a few weeks and it took about 50 minutes to input each patient, so a massive time effort really, a
long time you'd need really to get it set up. So | think for any groups going forward that want to use
Tynedale, really they will need admin support and get them each set up and if not, really continual admin
support to kind of make it work” (Dietitian#1)

Other resource gaps

Other gaps highlighted as barriers to implementation in CHN9 (Cork) were: the lack of a dedicated
CNS in the network, which was considered a ‘massive gap’ (Dietitian#1) as it hindered joint
appointments and team work, particularly for the dietitian as they would tend to work closely with
the CNS; access to consultantclinics due to long waitinglists for the hospital diabetes clinics and for
vascularservices.

In CHN7 (Galway) the lack of access to mental health services was flagged as anissue.

C. IT systems for care integration

The degree to which IT systems piloted as part of the project were (a) compatible with the diabetes
Community Specialist Team’s work processes, and (b) enabled information sharing and access,
influenced the implementation of specific components: monitoring the service, working as a team,
managing referrals, and conducting patientappointments.

Interms of monitoring, at both sites reports could not be generated automatically which necessitated
manual workarounds. For example, in CHN7 (Galway) time was required to set up manual Excel
functionsto generate waitinglists and in CHN9 (Cork), the time required to manually input details of
new patients details on Tynedale was flagged.

In terms of working as team, in CHN9 (Cork) the main IT barrier was the incompleteness of Tyndale
(see Administrative resources section) at the start of the project (as only a small proportion of the
dietitians patients were registered on Tynedale through the podiatry service), and this impacted on
the teams ability to facilitate jointappointments. In CHN7 (Galway), a key facilitator of team work was
the shared IT system (Diamond) which enabled the CSTto have access to one another’s notes which
reducedthe needto repeat patient histories and facilitated the coordination of appointments. Having
a systemthat ‘talks to the hospital and talksto us’ (CNS#1) facilitatedteam work between the hospital-
based and community-based specialist teams. This function also facilitated fortnightly MDT case
discussion meetings between the CST and the consultant endocrinologists and hospital team, which
were highly valued by the team. In contrast, data related to patient hospital visits (other OPD
appointments, discharge letters etc) were stored on a system called EVOLVE in University Hospital
Galway, which due to General Data Protection Regulations (GDPR) issues, could not be accessed by
the team. Beingable to access such data was cited as preferable to, and more reliable than, seeking
that information during patient consultations.

Some features of HealthLink e-referral, thatitis self-populating, more complete and less error prone,
facilitated referrals from general practice. Other features hindered referrals, specifically, the lack of
a prompt to enter foot risk categories and the reliance by the podiatrist on free text to discern the
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patientissue,alongwith the lack of aninterface between Healthlink and Diamondwhich necessitated
manual entry to that system. In CHN7 (Galway), barriers to the efficient booking of patient
appointments included the lack of a caseload management function (i.e. scheduling and recall
function) leadingto a reliance on Excel with potential forerror.

D. Lack of clarity around network boundaries

At both sites, teams believed clarifying CHN boundaries would facilitate smoother referrals. In CHN7
(Galway) referrals were based on the person’s address, but ‘blurred’ (Podiatrist#2) network
boundaries meant that sometimes inappropriate referrals were received. In CHN9 (Cork), there was
misalignment as podiatry accepted referrals based on person’s address whereas dietetics accepted
referrals based on GP address.

E. Concern about the practicalities of implementing the model of care for the diabetic foot

In CHN7 (Galway), the podiatrist received referralswith norisk screening documented, suggesting the
need for greater clarity about eligibility criteria and the referral requirements. One podiatrist
speculated that despite educationinfoot care being provided, practitioners might not have the time
to complete the screeningand fill in the form.

“I suppose it probably can be frustrating for GP practices when they, you know they're busy practices
and you can understand like someone comes in asks them to refer them to podiatry, they may not
have the time to take off the patients’ shoes and socks to carry out the foot screening and they might
have a very complex medical history. But yeah and like looking at their medical history you could say
that they would be eligible but it’s just a protocol that we have that the screening needs to be
completed.” (Podiatrist#1)

“I probably have been a bit too lax with the referrals, on review | probably should have sent a few back
and said no like it needs to be done. But the new GP, the ICGP guidelines are only really coming into
place. | know they have a lot of information about how they should be screened in GP practices but
between covid and everything its kind of hard to enforce that at the moment” (Podiatrist#2)

Podiatrists at both sites raised concern at the recommended frequency of review appointments with
the foot protection team that is specified in new diabetic foot Model of Care (MOC). They felt that
patientswould notbe seen frequently enough if review appointments were limited to annual review
forthe moderate risk group, and twice yearly reviewfor high risk patients and that thisis ‘not realistic
to what's happening on the ground' (Podiatrist#1) as patients considered high risk often need more
frequentreview.

“I think that needs to be reviewed becausel suppose,|'djustbe worried that if this projectis rolled out
and they're saying that the moderate risks are only seen once a year and the high-risk are twice, and
then the in-remissionsaremore frequently again, havingthose time frames isn'treally realistic for the
majority of those patients. The high-risk patients can have both vascular diseaseand neuropathy, and
giving them a return date for 24 weeks is a bit crazy really. So, | think when we are projecting the
number of appointments required for a serviceyou justhave to be awarethat those patients will need
to be seen more regularly than whatis recommended inthe model.” (Podiatrist#1)
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E. Compatibility of service monitoring requirements

Compatibility of the data collected to evaluate implementation with routinely collected discipline-
specificdatameant that dietitiansand CNS did not have to ‘start from scratch’ when monitoring the
service (Dietitian#l).

“So the stats worked out fine. | suppose a lot of the statistical data that we collected were in line with
our own kind of stats that we would collect month on month. And | suppose before this project we would
have had a database that would have collected a lot of the data, so that was helpful. | didn’t kind of
have to start from scratch with the database. | had the majority of the data. | could pull from that.”
(Dietitian#1)

However, data collected by podiatry in CHN9 (Cork) for this SIF project evaluation was different to
theirusual requirements, requiring ‘time consuming’ (Podiatrist#1) reporting on the two sets of data.
The challenge of collecting additional data specifically for the evaluation was echoed by the change
manager who cited the difficulty capturing ‘cross-referrals’ between the team members, recognising
manual data collection was unsustainable and ‘eating too much into clinical time’. Gaps in the type of
data available toclinicians, and the datarequired for project monitoring, werealso cited as barrier to
implementing service monitoring processes. For example, the dietitian in CHN9 (Cork) flagged
information gaps, namely (a) being unable to access some data, specifically patient General Medical
Services (GMS) status, and relying on podiatry to obtain this information, (b) the lack of data on
referrals captured by the CNS on their onward referrals to dietetics (due to a SIF CNS not being in
post), and (c) the lack of a record of coordinated appointments.

F. Perceived benefits of the integrated care service

Overall, the teams believed that they were ‘getting there’ (CNS#3) in terms of delivering integrated
care, that the integrated care service was a ‘progressive’ (Podiatrist#1) approach, flagging specific
aspects such as closer team-working through co-location, joint appointments, and people with
diabetesreceivingamore holistic‘gold standard’ (Podiatrist#2) service, as examples of integration.

“The team approach to diabetes care | mean | cannot, | cannot tell you too many times how important
that is in diabetes care. Because you know there's so many organs involved in diabetes. There’s the eyes,
the kidneys, the feet etc so you know it was always, in my opinion, require a multidisciplinary team
approach. And | think the creation and the formation of the team is really central to the success of
diabetes care in general. It just is. For aslong as | have worked in it, you cannot work as an Island in this
disease area.” (CNS#1)

Team members believed that the service afforded people with diabetes time (a) to develop abetter
understanding of diabetes, through dedicated 1:1 education with dietitian or structured education,
and (b) to explain and 'unravel exactly what’s happening for them' (CNS#1) in the appointment, to
support self-management. The value of an intensive support for people with diabetes to engage in
their care, whereby ‘all of a sudden there's maybe three people looking out for different areas'
(Dietitian#2), was highlighted as a benefit of the integrated care service.
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See cases studies in Appendix 7, submitted by the community specialist teams, which they feel
demonstrate integrated care deliveryin theirservices.

In terms of the outcomes for HCPs, cliniciansinthe CHN7 (Galway) team viewed increasing numbers
of appropriate referralsand the dietitiancaseloadas a ‘good sign’ (Dietitian#2), a consequence of GPs
being more aware of the service. Teams at both sites cited the value of the service in supporting
greater networking with other professions. In Galway, the team cited the benefit of theirfortnightly
MDT case discussion meetings with the Consultant Endocrinologists and other health professionals,
and the learning gained from this interaction with otherdisciplines.

Teams also flagged how they shared their experiences and learned from one another across the 2
sites. For example, the positive feedback from the joint educational webinarin CHN9 (Cork) with
general practice staff has prompted the teamin CHN7 (Galway) to arrange a similarevent. The CHN9
(Cork) dietitian, having noted that CHN7 (Galway) receive a lot of referrals to dietetics from PHNs, is
keentoexplore thatandreach outto that HCP group.

Lastly, despite the challenges with monitoring the service, clinicians found it helpful to have the
information asit 'informs you and informs your practice just going forward' (CNZ1), or havingaccess
to specific pieces of the information such as waiting time (Dietitian#1), or foot risk categories, to
compare networks (Podiatrist#1).
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Table 18: Barriers and facilitators of components of the integrated care service
Vv = CHN7 (Galway) facilitator; v/ - CHN9 (Cork) facilitator; x = CHN7 (Galway) barrier; x = CHN9 (Cork) barrier

CFIR domain

Component of integrated careservice

Working as
ateam

Managing
referrals

Conducting
HCP
education

Conducting
education

patient

Conducting
patient
appointments

Monitoring
service

the

Characteristics of the service components

Trialability of Excel data collection

Complexity of initial data collection instrument (Excel) design

Relative advantage of co-location to meet patient needs

vV

v

Relative advantage of 1:1 education to focus on patient needs

Internal context and setting of the service

Resources

Systems

Self-populating (HealthLink)

Limited/missinginformation on referral forms

x

Lack of risk screening prompt (HealthLink)

Lack of caseload management (Diamond)

Diamond batch function to generate appointment letters

Community & hospital systeminteroperability

Lack of Diamond & HealthLink interoperability

Access to colleagues’ notes via shared IT system

Lack of automatic function to generate reports

vV

Lack of function to book jointappointments

No access toinformation on patient hospital visits (EVOLVE)

Unable to access a computer ingeneral practice

Shared physicalspace

vV

vV

Staff/time

Lack of adminresources

X X

Available, dedicated time within network/project
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Table 18: Barriers and facilitators of components of the integrated care service
v = CHN7 (Galway) facilitator; v/ - CHN9 (Cork) facilitator;x = CHN7 (Galway) barrier; x = CHN9 (Cork) barrier

CFIR domain Component of integrated careservice
Working as | Managing | Conducting Conducting patient | Conducting Monitoring  the
ateam referrals HCP education patient service
education appointments

Hospital foot protection team sees active foot N4

Limited podiatryand CNS staff X X

Lack of mental health services to meet patient needs X

Waitinglistfor physiotherapy services X

Waitinglistfor vascular services X

Waitinglistfor hospital appointments X

Networking & leadership

Ease of networking v v v/

Team triage v v

Relationships with PHNs for cover v

Team members being ‘out and about’ at clinics/practices X X

Direct referral to vascularservices v

No colleagues within disciplineto ‘bounce things off’ X

Leadership from project management team Vv v v
Lack of local leadership (overarching manager) X

Knowledge/training

Access to PHN/PN knowledge via education v

Lack of footcare screening education (dietitian) X

Network boundaries — lack of clarity X X X

(In)compatibility of referrals with criteria X X

External environment and context

Guidance/policy

Footcare guidelines ‘not realistic’ X

ICGP guidelines on foot screening ‘difficultto enforce’ X

Patient needs and resources

X

Patient lack understanding of reason for CNS appointment
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Table 18: Barriers and facilitators of components of the integrated care service
v = CHN7 (Galway) facilitator; v/ - CHN9 (Cork) facilitator;x = CHN7 (Galway) barrier; x = CHN9 (Cork) barrier

CFIR domain

Component of integrated careservice

Working as
ateam

Managing
referrals

Conducting
HCP
education

Conducting
education

patient

Conducting
patient
appointments

Monitoring
service

the

Nursing home and homebound patients not seen by podiatry

Cost of private practitioner to address patient needs (nail cutting)

Characteristics and attitudes of practice staff and clinicians

Lack of IT skills (Excel)

Implementation process

Engagement

Engaging & building ‘rapport’ with practicestaff

vV

Consultantchampion to bring consultants on board

Challenge engaging patients in online DESMOND

Planning

Planningthe service (workflows, referrals) as a team

Team triage to reflect and generate solutions

Monitoring

Compatibility/incompatibility with existing statistics/KPls

vV x

Some data points not captured/accessible

COVID-19

Engaging HCPs due to COVID-19

Cancelled clinics—no physical exam

Mix of F2F, online, and phone appointments -accessibility

Acceptance of inappropriate referrals — GP insufficient time to
educate
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2.3.5 Findings from the survey of existing diabetes care in network general
practices

Response rate

In total, 15 practices returned the surveys, giving an overall response rate of 52% (15/29) - 45% in
CHN7 (Galway) (5/11), and 56% in CHN9 (Cork) (10/18). Surveys were completed by GPs (n=11),
practice managers (n=3), and practice nurses (n=2). Two practices in the sample operated from the
same site and shared some resources, thus providing the same answers to questions about staff and
administration systems. These responses were counted separately for each practice.

In terms of missing data, some questions were not answered by all respondents and therefore the
denominatorvariesin theseinstances. Denominators for each variable (by overall, CHN7 (Galway) and
CHN9 (Cork)) are indicated in table footnotes or in subheadings. All results are reported as the
proportion of practices who responded to that question.

Practice Demographics

Practice demographics are outlinedin Table 19

Table 19. Practice demographics (N = 15)

Overall (N=15) CHN9 (Cork) (N=10)

CHN7 (Galway) (N=5)

Median (range) Median (range) Median (range)

N staff (WTE) GPs 3.0 (1.0-9.0) 2.5(1.0-9.0) 3.5(2.5-6.0)
GP Registrar® 1.0 (1.0-1.0) 1.0 (1.0-1.0) 1.0 (1.0-1.0)
Practice Nurse$ 1.3 (0.5-5.0) 1.3 (0.5-5.0) 1.5 (1.0-4.0)
Practice Manager" 1.0 (0.5-2.0) 1.0 (0.5-2.0) 1.0 (1.0-1.0)
Other admin. staff 3.0 (1.0-12.0) 2.5(1.0-12.0) 3.0 (2.5-4.0)

Median (range)

Median (range)

Median (range)

Total population

OverallP

4500 (700-16000)

2750(700-11288)

7557 (4000-16000)

GMS/GPVCt

1700 (440-4348)

1000 (440-3082)

2130(1700-4348)

Non-GMS (Private)$

1800(100-11652)

1500 (100-8206)

5777 (1600-11652)

Diabetes caseload T2D Overall$ 147 (50-566) 174 (50-566) 131(66-230)
GMS/GPV¥ 104 (13-511) 100 (13-511) 107 (44-118)
Private! 24 (5-70) 24 (5-70) 22 (11-26)
T1DB 18 (5-48) 18 (5-48) 17 (7-20)
Other e.g., MODY! 0 (0-1) .5 (0-1) 0 (0-0)

aOverall, n=3, CHN9 (Cork), n=2, CHN7 (Galway), n=1
fl0verall, n=9, CHN9 (Cork), n=6, CHN7 (Galway), n=3
B0verall, n= 14, CHNS (Cork), n=10, CHN7 (Galway), n=4.
tOverall, n=13; CHN9 (Cork), n= 9; CHN7 (Galway), n=4

$§O0verall, n=12; CHN9 (Cork), n=8; CHN7 (Galway), n=4
¥Overall, n=12; CHN9 (Cork), n=9; CHN7 (Galway), n=3
uOverall, n=10; CHN9 (Cork), n=7; CHN7 (Galway), n=3
J/|Overall, n=3; CHN9 (Cork), n=2; CHN7 (Galway), n=1

Structured care for type 2 diabetes within the practice

Overall, 87% of respondents had a diabetes register (n=13), all practices in CHN9 (Cork) (n=10) and
60% of practices in CHN7 (Galway) (n=3) updated by a mix of staff members. Most practices (n=11,
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73%) used a recall systemto schedule diabetes review visits; 80% of CHN9 (Cork) practices (n=8) and
60% of CHN7 (Galway) practices (n=3). Whilethe questionnaire response rate islow, these differences
between sites may reflect the influence of Diabetes in General Practice Ltd, UCC (DiGP) in the Cork
area, providing education and training in delivering structured diabetes care in general practice e.g.
supportin developingregisters, structured recall etc. See table with supplementary datain Appendix
5.

Impact of Covid 19 on diabetes care delivery in general practice

During COVID-19 restrictions, 50% (n=7/14) of practices temporarily paused structured routine
diabetes reviews, while the remainder continued with mostly face-to-face reviews. Most practices
that had stopped face to face reviews resumed them when restrictions eased: all practices in CHN7
(Galway) (n=5) and 80% in CHN9 (Cork) (n=8).

Location of CNS Clinics

Respondents were asked about their preferred method of support from the CNS Diabetes during
COVID times and during usual service. During (non-COVID) usual service, most practices (n=9, 64%)
indicated that they would prefer the CNS to review selected patients with complicated diabetesin a
primary care centre rather than within their practice; 55% (n=5) in CHN9 (Cork), and 80% (n=4) in
CHN7 (Galway). For support during the COVID-19 pandemic, 91% (n=10) of practices indicated they
would preferthe CNSto deliver consultations (face-to-face, telephone orvirtual) from a primary care
centre, rather than consultations delivered from their practice. Only one practice in CHN7 (Galway)
preferred the consultations be conducted from their practice.

Access to services

e Dietetics: All practices had access to a HSE dietetic service (n=15) (Table 18), and within the
practice had accessto height measures and measuringtape for waist circumference (n=15).

e Structured patient education: Before COVID-19, 47% of practices reported they always referred
people withnewlydiagnosed T2D to a structured group education programme (n=7) (i.e., Discover
Diabetes, Diabetes Education and Self Management for Ongoing and Newly Diagnosed
(DESMOND), or Community Orientated Diabetes Education (CODE), 40% usually referred (n=6),
and two practices (13%) in CHN9 (Cork) reported they neverreferred patients.

e Podiatry: All practices had access to the HSE podiatry service (n=15) (Table 18). Most practices
had access to monofilamentinthe practice, foot care leaflets and tuning fork. Additionally, most
practices reported thatthey perform annual foot screening as part of the diabetes review.
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Table 20. Dietetic and foot care in the practice

N (%)

N (%)

N(%)

Overall (N=15)

CHNO (Cork) (N=10)

CHN7 (Galway) (N=5)

Access to a HSE Dietetic Service

15 (100)

10 (100)

5 (100)

Dietetic resources (MCQ)

Height measure 15 (100) 10 (100) 5(100)
Measuringtape for waist circumference 15 (100) 10 (100) 5 (100)
Diabetes& diet leaflets/online resources 14 (93) 9 (90) 5(100)
Refer newly dx to structured group
education programmes (Pre-COVID-19)
Always 7 (47) 5 (50) 2 (40)
Usually 6 (40) 3 (30) 3 (60)
Never 2 (13) 2 (20) 0 (0)
Programmes referred to (MCQ) Overall (N=12) CHN9 (Cork) (N=7) CHN7 (Galway) (N=5)
Discover Diabetes 7 (58) 7 (100) 0 (0)
DESMOND 4(33) 0(0) 4 (80)
DESMOND/CODE 1(8) 0(0) 1(20)
Accessto HSE Podiatryservice Overall (N=15) CHN9 (Cork) (N=10) CHN7 (Galway) (N=5)
Accessto HSE Podiatryservice 15 (100) 10 (100) 5 (100)
Podiatry resources (MCQ) Overall (N=14) CHN9 (Cork) (N=9) CHN7 (Galway) (N=5)
10g Monofilament 12 (86) 8 (89) 4 (80)
128 Hz Tuning Fork 10 (71) 7 (78) 3 (60)
Footcare leaflets 11 (79) 8 (89) 3 (60)

Annual foot screening as part of diabetes
review

Overall (N=15)

CHNGO (Cork) (N=10)

CHN7 (Galway) (N=5)

Yes 14 (93) 9 (90) 5 (100)
Who perform foot screening/assessment Overall (N=14) CHN9 (Cork) (N=9) CHN7 (Galway) (N=5)
GP 2 (14) 1(11) 1(20)
GP or PN 4(27) 1(11) 3 (60)
PN 7 (47) 6 (67) 1(20)
Other 1(7) 1(11) 0 (0)
Practice staff trained in diabetic foot | Overall (N=13) CHN9 (Cork) (N=8) CHN7 (Galway) (N=4)
screening
Yes 7 (58) 6 (75) 1(25)
No 5 (42) 2 (25) 3(75)
Training infoot screening would be useful Overall (N=14) CHN9 (Cork) (N=10) CHN7 (Galway) (N=4)
Yes 12 (86) 8(80) 4 (100)
No 2 (14) 2 (20) 0(0)

Psychological support services

Overall, 71% of practices (n=14) reported they had accessto HSE psychology/counselling services, 67%
of those in CHN9(Cork) (n=9) and 80% in CHN7 (Galway) (n=5). When asked to provide details of those
services to which they had access, six practices referred to the Counselling in Primary Care service
(CIPC)(n=5), with some flagging the waiting lists or limited nature of these services (n=3).

Diabeteseducation and continuing professional development (CPD)

e Overall, 69% of practice (n=9/13) said staff members have completed HCP diabetes education
programmes; a greater proportion of practices in CHN9, Cork (n=7, 88%) than in CHN7, Galway
(n=2, 40%).

e 58% of practices reported they had priortrainingin diabeticfootscreening.

e 86% (n=12) of respondentsthought furthertrainingin diabeticfoot screeningwould be useful.



e Most practices (n=13, 63%) have specific education/training needs relating to diabetes care
including footcare (including foot assessment), managing a high morbidity population, diabetes
updatesincluding new medications.

Eight practices made suggestions about other ways the new Community Specialist Team could support
practices: access tothe dietitian and podiatrist (n=2), greater awareness of available network services
(n=2), more education/updates (n=3), more regular CNS support (n=2), including specifically with
complicated cases (n=1), and shadowing sessions (n=1).

When asked about the usefulness of different elementsof the diabetes integrated care service, most
practices felt it would be very useful to have support from the network podiatrist (100%; n=14/14)
diabetes dietitian (93%, n=13/14) and diabetes CNS (93%, n=13/14) to support the management of
the practice’s patientswith diabetesin the community, and ‘shadowing’ opportunities for the practice
staff with the CNS, podiatrist, ordietitian (n=8/14, 67%).

2.3.6 Findings from GP Interviews and Practice Nurse Focus Groups

Response rate and characteristics of participants

Focus groups: Eight practice nurses were available to attend the focus groups (4 from Galway and 4
from Cork). The topic guide was developed by the researcher with input from the project evaluation
subgroup.

Interviews: Three GPs were available forinterview (2 from Galway and 1 from Cork). The topic guide
was developed by the researcher with inputfrom the project evaluation subgroup.

Interview and Focus Group Findings: GP and Practice Nurse Experiences of the diabetes CST

GPs and practice nurses highlighted how diabetes care in Ireland has changed significantly over the
course of the lastfifteen years. The Chronic Disease Management programme, the Cycle of Care, and
local efforts such as DIGP (Cork) to address diabetes care in the community, were perceived to have
had a positive impact on what has been described ‘ad-hoc unstructured diabetes care’ which was
overly dependenton hospital referral.

Outlined below are the views expressed by Practice Nurses and GPs regarding the service delivered
by the diabetes CST during the project and barriers to delivering integrated diabetes care more
generally. Additional qualitative data on broader aspects of diabetes care from these focus groups and
interviews are also presented in Appendix5.

The feedback from GPs and practice nurses onthe CST was positive with participants commenting on
the accessibility of the service, continuity of care, availability of Specialistinput as needed, and primary
care diabetes education.

i) Accessibility of the service

GPs and Practice Nurses valued the accessibility of the CSTfrom their patients’ perspective interms
of locally delivered services and shorter waiting times for patients to access the service compared to
outpatientservices.
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“It is fantastic having access to the integrated team. Having them on site is much better, people used to
have to travel to been seen, and were dependent of lifts, or public transport, now it is all done locally.”
(PN3, focus group)

“instead of waiting hours in an outpatient department they are all seen locally....” (PN4, focus group).

............. And patients are seen in about 3-4 weeks after being referred, they’re looked after.” (GP1,
Interview)

GPs and practice nurses also commented on the accessibility of the CSTservice fromtheirown
perspective interms of the ease of referral and access to the specialist community service allowing
themto have patients seen quickly when necessary orsimply using the service to ask foradvice from
the CST when a referral was not deemed necessary.

“Those that we refer, we refer through Healthlink. So that’s worked well, it makes referral very easy
... (GP1, Interview)

‘There might be the odd case where they’re just under they’re limits for referral to hospital but do need
to be seen urgently we might contact them. Or for a minor query that doesn’t really warrant a referral
to them, but a quick word of advice, you might ask them..(GP2, Interview)

The direct linkthe CST had with secondary care diabetes services which allowed the CST, particularly
the CNS, to liaise with hospital outpatient diabetes services directly when required, avoiding the
need foran outpatientreferral was also commented upon.

“The CNS and the team are in contact with the diabetic clinic, she has that link in the hospital, and for
those that are very complex, she can liaise with them in there. It makes the pathway a lot simpler, rather
than sending a patient off to the outpatient clinic. It works well that way”. (GP1, Interview)

The overall perception of both GP and practice nurse participants was that accessibilityto the
community specialistteam servicealong with otherdiabetes primary care initiatives hasled toa
reductioninreferrals from general practice to outpatient services.

1) Improved continuity of care

Both GPs and practice nurses commented on the benefits of continuity of care for patients attending
the Community Specialist Team and that seeing the same person led to greater patient satisfaction
and patientengagement.

“There is a continuity of care, people see the same people and followed through with, and that really
helps, even though we are not in the same building, they have contact with the same people, which is
very important” (GP3, Interview)

“I think that when the patients don’t lose interest that is the key to keeping them coming back, instead
of waiting hours in an outpatient department they are all seen locally and by the same person.” (PN4,
focus group)
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“I think from the GPs point of view there’s much more satisfaction out of it because you feel that they’re
(patients) getting some input and they’re engaging with it. | think this is much better for them”. (GP2,
Interview)

This continuity of care was alsoimportant fromtheirown perspective in terms of being able to
speak to the same HCP when seeking advice compared to theirexperiences of communicating with
hospital outpatient services.

“Often if you phone up the hospital, you could get a different person, | think knowing who the person is,
helps with the continuity of care, and knowing that you can speak to a person directly is invaluable”.
(GP3, interview)

This also enabled GPs and practice nursesto develop good working relationships with members of
the CST and allowed for more informed discussions to take place onindividual patient needs for
specialistservices where patients might not necessarilymeet ‘eligibility’ criteria on paper.

I had a girl the other day with a corn...she’s diabetic, on methotrexate, ...she can’t do her own feet....
rang the podiatrist and (podiatrist) saw her the next day.....on the form she wouldn’t be eligible” (PN5,
Focus group).

3) Specialistinputas needed, facilitating “right care, right place, right time”

The general consensus among participants was that general practice wasin a positionto deliver
structured diabetes care inthe primary care setting but that having access to members of the CST
was valued to access specialist supportas and when needed for patients who might be ‘struggling’
with theirdiabetes care.

“....it’s fantastic to be able to say to someone struggling with their HbA1c, look| can send you to the
community dietician, she can steer you in the right direction (PN6, focus group).

“I had a lady recently, and her Hba1C was over 60. While we were monitoring her, and the doctors were
treating her, | took the responsibility to refer her the integrated care team. She actually found it very
helpful, and it was great for her to access that service, get back inthere again, and get the support that
she needed at that time.” (PN1, focus group)

GPs also perceived that members of the CSThad more time for patient education and support
comparedto GPs.

“One of the big pluses and this is where | think the integrated diabetes team has been such a success, is
that sometimes the GPs we don’t have the time to talk to people that the CNS will have” (GP1, interview)

Both GPs and practice nurses acknowledged the difficultiesin ‘keeping up’ with diabe tes treatment
options and how the DNS-ICplayed akeyrolein providingthem with supportinthisareaasthe
DNS-ICwas up to-date with new treatments and had a high level of expertise in managing
medications.
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4)

“I think one of the biggest changes in terms of diabetes management, the therapeutics, the drugs
involved have become a little, not complicated but there certainly is a vast array of drugs out there. All
drugs that belong to the same class really. GP1, interview)

“Certainly for people on insulin, we wouldn’t have quite as much experience for that so its great to
have a specialist nurse for that. The more difficult to treat people who might be on two or three
diabetes medications already, and the treatment is getting more complex, its great to have the CNS
input for that....you might have a patient in front of you that has 6 or 7 co-morbidities....so atleastwe
know we have someone (the CNS) managingthe medicationin oneillness (diabetes)andits being
looked after well. It’s a great supportin that sense.... (GP2, Interview)

The role of the community specialistteamin diabetes education

The supportand education offered by members of the integrated care team also helped improve
practice nurses’ diabetes knowledgeleadingto anincrease intheirown confidence to deliver
diabetes care and educate patients

5)

“Through education, and the support of the local teams, | think now there is the confidence to educate
the patients, abouttheir medication and foot care especially. That has been areal change”. (PN4, focus

group)

‘The girls (the CNS, Dietitian, and Podiatrist) are great. | would often talk to the diabetes nurse, very
helpful, she even got a rep to drop down blood sugar monitors, and they give you little tips and
information’. (PN1, focus group)

Barriersto deliveringintegrated diabetes care

Lack of access to integrated IT systems

Lack of accessto integrated IT systems across general practice, primary care and the hospital service
was a barrier to providing coordinated and integrated care for people with diabetes attending both
general practice and outpatient services fortheirdiabetes care.

Lack of awareness of when patients were attending outpatient services led to poor coordination of
integrated diabetes care. Lack of access to blood test results was also anissue where general practice
could not always access recent blood test results if requested by outpatient diabetes services and
outpatient services often could not access blood test results provided by general practice for an
outpatient diabetes appointment. This led to a duplication of services, an increased burden on
patients and inefficienciesinthe service.
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“I getincredibly frustrated when | bring someone in, because nine months they haven’t come in, what’s
been goingon, ......... and then they come in and say, ‘you know | was at the South Infirmary or the Mercy
2 months ago’. | get no notification of it. It’s so frustrating because then they have to get their bloods
done again, so | can fill in my form, so it can get paid to the GP, that’s just ridiculous. If someone is
getting bloods done in the Mercy or the South Infirmary, we should have access to them, and vice versa.
So they’re not constantly being hassled for things like that.” (PN5, focus group)



‘I think a big problem is the hospital and general practice systems are not joined up, so a lot of work is
duplicated. First of all that’s terrible forthe patient. Secondly its inefficient and costly. It slows everything
down......... Patients say ‘| was in hospital last month and had my bloods done’. Sometimes we can ring
the lab and they’ll give them to us, but a lot of the time they won’t with GDPR, they say ‘no you didn’t
request the bloods, we can’t give you the results’.(PN6, focus group)

“What we used to find, the patient under hospital care, you’d get a letter oftentimes saying they haven’t
had their bloods done before the appointment, even though we would have done the bloods, but they
wouldn’t have been able to access them, or it wouldn’t have reached the correct place when we’d send
them in. They’d say no bloods received, and would follow up at 6 months again, and that would be the
level of input, which is a really regular occurrence. So it’s totally meaningless, because they wouldn’t
change their medication...... (GP2, Interview)

Inequitable service for ‘private’ patients

Although the introduction of the Chronic Disease Management Programme (and the Diabetes Cydle
of Care) was a positivedevelopmentin general practice,concerns were raisedregarding the difference
in treatmentfor GMS/GPVC patients and ‘private’ patients who had to pay for theirdiabetes care in
general practice. Althoughit was acknowledged that ‘private’ patients had equitable access to the CST
via referrals from general practice this was dependent on them attending general practice for their
diabetes care which notall ‘private’ patients might do due to the costsinvolved.

‘It is problematic in that you’re leaving out a sizeable chunk of the population from the care........ itwould
be niceto have the whole population covered./(GP1)

“I think the private patients are being left behind. They should have the right to access that service (CDM
programme) as well.” (PN5)
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2.3.7 Experience of people with type 2 diabetes attending the community diabetes
specialist service

Response rate

A total of 85 questionnaires were posted out to people with T2D who had attended amember of the
Community Specialist Team during the first 2 weeks in May 2021. In total, 41 questionnaires were
returned giving aresponserate of 49%. No reminders were sent to non-responders. Thirty-one people
(76%) provided their contact details consenting to be contacted by a researcher to take part in a
telephoneinterview. Nine of the 31 who provided contact details were purposively selected based on
their responses to the survey questionnaire regarding age, gender, number of appointments and
number of CST HCPs they had seen.

Characteristics of questionnaire respondents and interviewees

Characteristics of respondents to the questionnaire and interviewees are reported in Table 21.
Characteristics of consultants that respondents had experienced are detailed in appendix6

Table 21: Characteristics of sample population
Characteristics of the Questionnaire Respondents (n =41) N %
Gender Male 25 61
Female 16 39
Age < 40years 1 2
41-55years 6 15
56-65 years 12 29
66-70years 7 17
>70 years 15 37
Diabetes duration Less than 12 months ago 10 24
1-5 years ago 11 27
More than 5years ago 20 49
Characteristics of Interviewees (n =9) N %
Gender Male 4
Female 5
Diabetes duration More than 10years 4
Less than 10 years 5
Referred by General practice 6
Secondary care 3
Appointments with CST* More than one 7
One appointment 2
*Breakdown of which HCP was seen is given in appendix 6

Accessibility of the Community Specialist Team

Waiting times fromtime of referraland on the day of the appointment and distance travelled to attend
appointmentare shownin Table 22. Of those who reported having theirfirst appointment within the
last 6 months (n = 29), 69% reported a waitingtime of lessthan 4 weeksto see the HCP from time of
referral. Of those who had attended a face-to-face consultation (n =33), 87% reported waiting less
than 15 minutes to see the HCP on the day of their appointment and 74% reported having to travel
lessthan 5 milestoattend theirappointment (Table 22).
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Table 22: Accessibility of community integrated care service
n %
Waitingtimes from time of referral (n=27) 0-4 weeks 20 71
5-8 weeks 3 11
>8weeks 3 11
Can’t remember 3 11
Distancetravelled (n=33) Travel < 5 miles 25 74
Travel 5-10 miles 8 26
Travel >10 miles 0 0
Waitingtimes on day of appointment (n =33) Less than 15 minutes 29 88
15- 30 minutes 3 9
>30 minutes 1 3
* Percentages may not always total 100 due to rounding

All 9 interviewees commented on the accessibility of the Community Specialist Team. Those who also
had experience of attending outpatient diabetes services compared the experiences.

“..it was only a matter of a couple of weeks, | got a letter out, it wasn’t too long... the clinic is ..five
minutes away, so | haven’t far to go...I like that it is local and that | would be finished within the hour,
you know...all | had to do when | get there is ring them and they are out there to meet me at the door
...they both were very punctual...you don’t have to be waiting an hour or so to come see you, that’s
great...” ( Interviewee 07, Female, Attended CNS and Dietician)

“I could leave here half an hour, even 25 minutes before an appointment and could go down, instant
parking, into her and | was instantly called, | was never more than 5 minutes ...to be called for my
appointment....and | have been 2 or 3 hours (waiting) in (outpatient clinic) and trying to park the car
was unreal...”(Interviewee 04, Female, Attended Podiatrist).

“They give you a time, and within 5 or 10 minutes they will see you...I could be over there (outpatient
diabetes clinic) 3 or 4 hours...there are so many in the queue waiting to be seen...My wife drove me up
there (community service)...she waits for me there...when she goes to the (outpatient diabetes) clinic
she has to go home because as | said | could be there 3 or 4 hours...I have to ring her then to come
back...”(Interviewee 03, Male, Attended Podiatrist)

Experience of the consultation

Eighty eight percent of respondents reported ‘definitely’ having enough time to discuss their diabetes
care and 93% feltthey had been provided with the ‘right amount’ of information to helpthem manage
theirdiabetes. The majority of respondents perceived they were involved as much as they wanted to
be in discussions about their diabetes care (78%) and ‘definitely’ feeling more confident about
managingtheirdiabetes following the consultation (73%). Fifty six percent felt the HCP had ‘definitely’
askedthem how theirdiabetesimpacted on theireveryday life with afurther27% indicating this had
happenedto ‘some extent’. Eighty two percentreported the HCP had informed them who to contact
if they had any concerns following their appointment. Supplementary data on the patientsexperience
of the consultationis detailed in Appendix 6.

Qualitative feedback from both the questionnaires and those interviewed about their experience of
the consultation was also positive with respondents commenting on the provision of information
during the consultation and beinginvolved in discussions about their diabetes care.
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“(Podiatrist was) very good at giving information and attention to detail was very good” (Survey
respondent, 016, Female, attended Podiatrist)

She....didn’t force advice when | told her itdidn’t apply i.e. don’teat vegetables (025, Survey respondent,
Male, Attended dietician)

“With them it was about the diabetes, about my food, about my exercise, my attitude to it, how | felt
about it, how | was dealing with it..., coping with it....and giving you ideas of what to do....” (Interviewee
05, female, saw DNS-IC and dietician)

“It was a collaborative interaction on each visit” (Interviewee 09, Female, Attended all 3 HCPs)

The level of support provided afterand in between consultations was also evident with questionnaire
respondents and interviewees commenting on follow up calls from the HCPs to see how they were
doing and being able to directly contact the different HCPs of the community specialist team if they
needed advice orhad any concerns following a consultation.

“What was very helpful also were the follow up phone appointments to monitor my progress with the
diet” (Survey respondent 017, female, saw dietician)

“I got their mobile numbers and they said any problems, any time | want to contact them, just give us a
ring” (Interviewee 02, male, attended all 3 HCPs)

“Yes, | could contact her directly and if she was busy with a client she rang back within half an hour”
(Interviewee 04, female, saw podiatrist).

“..the first day, both (dietitian) and (DNS-IC) made sure | had their phone numbers and their names....|
remember (DNS-IC) contacted me twice after the first talk we had...to see how things were going....and
dietitian told me if there was something | needed to ask about the diet or something that | was doing
and needed to check with her, that she was available on the phone...” (Interviewee 05, Female, Attended
CNS and dietician)

Person-centredness of consultation

Scores on the individual items on the 5 item CARE person-centred measure were high with the
majority of participants responding ‘Excellent/Very good orto each statement (Figure 5).

The responses of 39 participants were includedin the analysis of the CARE measure’s total score where
scoreson each itemare added, giving amaximum score of 25, and a minimum of 5. ( Two respondents
who used the ‘notapplicable’ response option for 1 or 2 of the questions in the 5-item measure were
excluded from the analysis). Fifty-four percent (21/39) of participants scored the maximum score of
25 with a mean score of 23 (SD, 3.4).
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Figure 5: Responses to 5 item CARE person-centred process measure
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Qualitative data from questionnaires and interviews supported these findings with respondents
commenting on how they felt ‘comfortable’ attending different members of the Community Specialist
Team, how they were treated with respect, giventime to ask questions, listened to and provided with
clearexplanations which they could understand.

“..she was a very friendly and reassuring person, she made me feel at ease and relaxed at all times”
(Survey respondent, 06, Male, saw podiatrist).

“She treated me as an equal and was encouraging me to do what | wanted to do (starting a diet and
getting fit” (Survey respondent, 016, female, saw dietician)

“Anything | needed to ask her, she explained ....anything | was unsure of, | didn’t feel that | couldn’t ask
her something and sometimes she’s come up with something that | didn’t even think about...it was just
very good...”(Interviewee 05, Female, saw CNS and dietician)

“(Podiatrist was) very caring, informative, listened to my concerns...she was prepared to discuss all
aspects of my care” Interviewee 02, male, attended all 3 HCPs)

Communication between HCPs and people with type 2 diabetes

All but one participant (97%) reported knowing the reason why theyhad been referred. Of those who
had a first appointment (face to face or telephone consultation) within the last six months (n = 29),
93% said the HCP ‘definitely had the most up to date information about their diabetes at their first
appointment.

When asked to consider all the different health care professionals theyhad seen about their diabetes
in the last 12 months, 72% perceived that the HCPs involved in their care always/usually worked
together as a team to help them manage their diabetes. Ninety three percent reported they were
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‘never’ or only ‘sometimes’ confused by HCPs giving them different advice on how to manage their
diabetes. Just over a third of respondents reported having to ‘always/usually’ repeat information
abouttheirdiabetestodifferent health care professionalsinvolved intheir diabetes care.

Those interviewed also perceived that communication between their general practice and the
integrated care service and between members of the Community Specialist Team themselves was
good.

“The ladies were on the same page, like (the dietitian) knew my bloods, the (DNS-integrated care) knew
the diet that the dietitian was discussing with me... | had met both of them separately the last occasion
and both of them had fed into each other as to what was being discussed with me from an exercise point
of view, from a dietitian’s point of view...I had my food plan, my exercise plan, my medication plan, it all
seemed to work seamlessly....”(W02, female).

“She (DNS-integrated care) knew everything about me when | went in, she had everything in there from
the practice nurse....she knew everything about what | had spoken to the dietitian about....”(WO07,
female)

Communication between all HCPs involved in their diabetes care

When asked to consider more generally all the different health care professionals theyhad seenabout
theirdiabetesinthe last 12 months, 72% perceivedthat the HCPs involvedin their care always/usually
worked togetheras a teamto helpthem manage their diabetes. Ninety three percentreported they
were ‘never’ or only ‘sometimes’ confused by HCPs giving them different advice on how to manage
theirdiabetes. Just overathird of respondents reported having to ‘always/usually’ repeat information
abouttheirdiabetesto different health care professionalsinvolved in their diabetes care.

Service improvements

Four participants provided qualitative feedback in the questionnaire on how they thought the diabetes
care they received from the named health care professional could be improved. These included
commentson:

e Theneedformore time when attendingafirstappointmentwith the dietitian (n=1)

e Preferencesforface-to-face consultations/education programmes forthose hard of hearing(n =
2) [Due to Covid 19 diabetes self-management education programmes were being delivered
virtually and some consultations were telephone consultations.]

e Wantingadditional information relating to diet or medications to meetindividual needs following
consultation (n=3)

e The delayintransferringfroma dieteticservicein one areato anotherarea as had to go through
GP and DNS-integrated care (n=1).

When asked about ways the integrated care service could be improved, all interviewees felt the
service mettheirdiabetes care needs with the advantage of beinglocatedin the community making
it easierforthemto attend the service.

“No, the fact that it all happened locally where | didn’t have to travel, that | was listened to, that it was
a collaborative interaction on each visit made it so great | feel it could not be improved. (Interviewee 09,
female, saw all 3 HCPs)
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SECTION 3: LESSONS LEARNED

In this section:

3.1 Keylearning points including barriers and facilitators of service development and implementation

3.2 Future monitoring and evaluation for quality development

3.3 Conclusion

55



3.1 Key learning points including barriers and facilitators of
service development and implementation

e Community specialist teams should be co-located to facilitate responsive patient care,
networking and relationship-building.

Co-location was an important facilitator of the service, as evidenced by interviews with the
Community Specialist Team as it enabled delivery of joint appointments, informal information-
sharing, and relationship-building. In CHN7 (Galway) where all three clinicians were co-located, the
CNS spoke of the ‘luxury’ of having team members to easily refer to and consult with should she
encountera patientwho would benefit from seeing another member of the team. The teams felt joint
/coordinated appointments improved accessibility and reduce the burden on patients, sometimes
facilitating more intensive management to support patients to engage with their care. Patients
commented on how the teams worked well together and shared information. This pointstothe need
to provide a shared space, and to consider creating more flexibility in clinician diaries to respond to
patient needs in this way. Lack of dedicated and co-located CNS in CHN9 (Cork) meant coordinated
appointments were not possible with the CNS (only with the podiatrist and dietitian). The lack of a
dedicated and co-located CNSin CHN9(Cork) was highlighted as a ‘massive gap’ inthe service.

e Providing a supportive administrative and IT infrastructure is crucial

Lack of administrative support was continually flagged across teams as limiting their capacity to
schedule coordinated appointments, organise education, and engage in routine service monitoring,
and was a main recommendation forthe implementation of the hubs.

Positive ITdevelopments which facilitated integrated service delivery, from the community specialist
teams perspective included a) the introduction of Healthlink e-referrals by the services, and b) the
rolloutin CHN7 of the OPDs clinical information system (Diamond) to the community team. GPs also
echoed the benefits of Healthlink (“it makes referral very easy”).

IT barriers to integrated service delivery were evident across stakeholder groups. For the Community
Specialist Team barriersincluded a) lack of ascheduling and recall system b) lack of bespoke podiatry
referral form on Healthlink (incorporating risk assessment) c) lack of access to hospital systems such
as EVOLVE and labs d) lack of automated activity/KPI reporting. Participants in general practice also
highlighted theirfrustration with the lack of access to blood results done in some hospitals OPDs and
likewise, the inability of some OPDs to access GP bloods.

e Care pathways for the CST need to be co-developed with alighed community healthcare
network and hospital services

The introduction of a new specialist diabetes service will impact on existing primary care services
delivering care to this patient group. Early discussionsshouldtake place with alignedservices to agree
care pathways and ensure the seamless transition of patients between services. The experience from
this pilotwould indicate that until such time as all CHNs are operational, and geographical boundaries
clarified, this process will be complicated.

Podiatrists raised concern about aligning their service to the care pathway in the model of care forthe
diabeticfoot, asthisis differenttowhatis ‘whatis happeningon the ground’ currently. They felt that
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changingtheir practices was a challenge due to staff shortages and capacity of the existing service, as
well astheirperceived need for more frequent follow up of many patients. This concern could reflect
the challenge of implementinga new model of care in achanging environment when eligibility criteria
and pathways to other aligned podiatry servicesare still unclear (e.g. to CHN community podiatry
servicesand the hospital-based complexfootclinic).

e Tofacilitate service implementation, teams need clearinformation on network boundaries and
there should be consistency in geographical eligibility criteriaforaccessing CST services

The development of Community Healthcare Networks as part of the Enhanced Community Care
Programme was atan early stage during projectimplementation. As aresult, there was alack of clarity
around network boundaries at both sites, and inconsistencies in eligibility criteria for the specialist
servicesin CHN9(Cork), and thiscreated issues with referrals. As Community Healthcare Networks ‘go
live’, itisimportantthat CSTs and theirreferrers are clear on new boundaries and criteria.

e Teams need time for collaborative service planningin the early stages of implementation

The teams highlighted the importance of planningand preparing for new service implementation, to
clarify processes and structures, prior to seeing patients e.g., triage, planning, workflows, policies, and
communication and engagement activities etc.

Establishing mechanisms for regular engagement with consultants is alsoimportant. In CHN7 (Galway)
recurring opportunities for engagement with the Consultant regarding case management was valued
and helpedfacilitate integrated care delivery. The mechanism by which this engagement takes place
(e.g. MDT virtual case discussions) should be agreed collaboratively with relevant stakeholders.

e Supporting and resourcing engagement of the team with GPs and PNs is important to facilitate
serviceimplementation

Members of the team emphasized how introductory / educational outreach meetings generated
‘rapport’, facilitated education, and provided opportunities for subsequent follow up with GPs to
share guidance on referrals. This was important given the recognition both within teams and by the
change manager that inappropriate referrals are sometimes to be expected, partly due to practices
beinglessfamiliarwiththe service, and the team wantingto meet patient needs, particularly during
COVID-19. Practices commented on the benefits of building rapport with the team, ‘knowing whothe
person is’ that they are referringtoand ability to seek ‘a quick word of advice’ from the team.

Podiatrists commentedthatimplementation of the model of care forthe diabeticfoot appeared to be
challenging for general practice with a lack of screening and risk categorisation at referral. GPs and
practice nurses reporting a need for more training in foot screening. The imminent launch of the
HSelanD foot screening module, and it’s promotions by the CSTs, should help address this training
need.
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3.2 Future monitoring and evaluation for quality development

The impact of Covid 19 on the health service throughout the project, and the resultant short project
timeframe, limited the scope and depth of monitoring and evaluation possible during this project.

To fully evaluate the end-to-end implementation of the model of integrated care fortype 2 diabetes,
the ability to access, integrate and interrogate dataacross settingsisrequired.

- A national diabetesregisteris urgently needed toinformservice planning.

- Linking IT systems between the various ‘levels of care’” would allow monitoring of patient flow
between general practice, community specialist hubs and hospital-based specialist OPD service. A
unique patientidentifier would facilitate this type of monitoring.

- Evaluation of general practice level data, would provide informationon the proportion of patients
with diagnosed type 2 diabetes receiving structured diabetes care in general practice, the
proportion of patients referred to members of the community specialist team, and changes in
intermediate outcomes over time. Evaluation of data through the chronic disease management
programme data returns would provide some of this information, but this would be limited to
GMS/GPVC patients only until such time as universal healthcare is available.

- Accessto hospital level data could be usedto determine the impact of services on OPDreferrals,
A&E attendance, admissions and longer-term outcomes such as amputation rates. These data
shouldto be collectedina ‘normal’, non-covid environment to determine the true impact of the
new community specialist teams.

Community specialist services should be monitored and evaluated routinely to facilitate ongoing
quality improvements. Datasetsshould capture markers of care integration, teamwork and responsive
patient-centered care, as well as the appropriateness of referrals. The findings should be reviewed
and shared with services at regular intervals to inform ongoing service developments. These data
should also be used to inform the updating of existing models of care.

3.3 Conclusion

The healthcare experience of individuals with diabetes is often characterised by episodic, reactive
care, culminatingin hospital admissions due to micro- and macrovascular- complications of diabetes.
This is neither patient-centred nor sustainable, especially considering the growing prevalence of
diabetes and our ageing population. This project that delivered integrated diabetes care in the
community setting, aligns with the Slaintecare vision for a person-centred community-focus to chronic
disease managementratherthan a hospital-centricfocus. Integrated Care for diabetes is characterised
by responsive services which support and empower individuals to optimise their health and prevent
complications. Through thisproject we have achieve this, as evidenced throughevaluation of clinicians
activity data, qualitative interview and focus group findings with health professionals, qualitative
patientinterviews and a patient experience questionnaire and patient case studies.

This is the first time diabetes specialist services have been delivered at CHN level. Despite the
significant impact of the Covid 19 pandemic on our health service throughout this project, we
successfully implemented new specialist services and delivered projected outcomes. New protocols,
processes and workflows that were developed, trialled and refined included a health-link refemals
system (Galway), a referral triage process for the integrated care team (Galway), new MDT cross-
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referral processes (Galway and Cork), roll-out of the OPD Diamond Clinical Information System to the
community forthe first time (Galway) including the setting up of new community clinics on Diamond
andthe use of it’s functionalities to improve MDT communication, establishment of regular MDT Case
discussion meetings with consultants and other specialities (Galway), and CNS-facilitated discharge
clinics in the OPD clinic (Galway), a new vascular-podiatry care pathway (Cork) and piloting the roll-
out of Tynedale clinical information system (Cork) from the community podiatry service to the
diabetes dieteticand nursing services.

The project has been selected by Sldintecare for mainstreaming underthe Enhanced Community Care
Programme and will be upscaled and rolled out nationwide. Itis hoped that the experience and
learning shared in this report will inform implementation of Community Specialist Teams and the
National Framework forthe Prevention and Management of Chronic Disease (2020-2025). [7]
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APPENDIX 1: Project Team Membership

Membership of the SIF-153 Central Project Team

Member

Title

Representing

Prof.Sean Dinneen

Clinical Lead, NCP Diabetes

NationalClinical Programme for Diabetes

DrDiarmuid Quinlan
(Vice Chair)

General Practitioner (GP)/ICGP Lead for
Diabetes

General Practice

Cliodhna O’Mahony

Programme Manager, NCP Diabetes

NationalClinical Programme for Diabetes

Lorna Hurley

Change Manager

Primary Care Strategyand Planning

Clair Naughton

Regional Development Officer, Diabetes
Ireland

Diabetes Ireland, Patient Advocacy Group

Margaret Humphreys

Lead for National Diabetes Prevention
Programme

NationalDiabetes Prevention Programme

Siobhan Woods

Primary Care Development Officer

PrimaryCare, CHW

Katie Murphy

Diabetes NurseFacilitator, DiGP

PrimaryCare, CKCH and DiGP

Trish Stephens

Primary Care Network Manager

Community Healthcare Network 7, CHW

Lisa Fitzsimons

Community Dietetic Manager

Dietetic Services

Anne O'Dwyer

Community Dietetic Manager (Acting)

Dietetic Services

David Watterson

Podiatry Manager

PodiatryServices

Imelda Cunning

Podiatry Manager, North & SouthLee

PodiatryServices

Nicola Brett

Interim Director of Public Health Nursing

North Lee

Public Health Nursing

Andrea Devine

Assistant Director of Public Health Nursing

Public Health Nursing

Membership of the SIF-153 Local Project Team in Community Healthcare West

Member Title Representing CPT member
Siobhan Woods (Chair) | PrimaryCare Development Officer | PrimaryCare v
Trish Stephens Primary Care Network Manager Network 7, CHW v
(Vice Chair)
Lorna Ryan (Secretary) | Clerical Office, Galway Primary

Care
DrlarlathDeignan GPLead General Practice
DrTomas Griffin Consultant Endocrinologist UHG DiabetesService
DrAaron Liew Consultant Endocrinologist PUH Diabetes Service
Kathy McSharry Practice Nurse  Professional | Practice Nursing

Development Coordinator
Andrea Devine ADPHN v
Bernadette McDonnell | SIF-153 CNS Diabetes Integrated | Nursing (Diabetes Integrated Care)

Care
Audra Conroy CNS DiabetesIntegrated Care
Elaine Newell CNS DiabetesIntegrated Care
Lisa Fitzsimons Community Dietetic Manager 4
Aoiffe Donnellan SIF-153 Senior Dietitian Community Dietetics
Katriona Kilkelly Senior Dietitian
David Watterson Podiatry Manager Community Podiatry 4
RosemaryRoache SIF-153 Senior Podiatrist

v

Lorna Hurley

Change Manager

Primary Care Strategy & Planning

62




Membership of the SIF-153 Local Project Team in Cork Kerry Community Healthcare

Member Title Representing CPT
member
Majella Daly (Chair until March | Primary CareServices Manager Primary Care, CKCH
2021 when she was reassigned
to Head of Primary Care)
Katie Murphy (Chairperson April | Diabetes Nurse Facilitator DiGP Primary Care, CKCH v
—July2021)
Dr Diarmuid Quinlan (Vice Chair) | General Practitioner (GP) General Practice v
DR Suzanne Kelly (Vice Chair — | General Practitioner (GP) General Practice v
whenever DQ stepped down)
Prof. Colin Bradley Professor of General Practice General Practice
Marie Courtney Professional development | Practice Nursing
Coordinator for Practice Nursing.
Brendan Quinn Service User Diabetes Ireland
Patient Rep.
Paulinelynch Regional Development Officer Diabetes Ireland
(patient advocate)
Anne O’Dwyer Dietetic Manager (Acting) v
Sinead Mulcahy SIF-153 Senior Diabetes Dietitian Dietetics
Imelda Cunning Podiatry Manager, North and South v
Lee Podiatry
Eoin O’Farrell SIF-153 Senior Diabetes Podiatrist
Nicola Brett Interim Director of Public Health v
Nursing North Lee Nursing
Ann Wall CNS Diabetes Integrated Care (Co.
Cork)
Angie O’Brien CNS Diabetes Integrated Care (Co.
Cork)
Dr Antoinette Tuthill Consultant Endocrinologist, CUH CUH Diabetes Service
Marie Heffernan ANP (Diabetes) SIVUH SIVUH Diabetes Service
Margaret Humphries Lead for National Diabetes | National Diabetes | v/
Prevention Programme Prevention Programme
Louise Creed Primary CarePharmacist Community Pharmacy
Maeve Carmody Self-Management support | Health & Wellbeing

coordinator for Cork and Kerry

Shirley O’Shea

Health Promotion Officer (Physical
Activity)

Health
Officer

Promotion

Dr Cormac Sheehan

Primary Care Research Officer
HSE/UCC

Primary CareResearch

Lorna Hurley

Change Manager

Primary Care Strategy
and Planning
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APPENDIX 2: Impact of the Covid 19 Pandemic on the Project

As the project being paused in March 2020 due to the Covid 19 pandemic, all plannedinformation,
promotional and education sessions for GPs and practices nurses were cancelled and recruitment
campaigns were postponed. Four staff members in post were redeployed to contact tracing, testing
or other covid related duties. While the project resumed in September 2020, and recruitment
campaignsre-launched the landscape had changed considerably because of the pandemic:

e Servicedevelopmentin'uncertaintimes’ waschallenging.

o Therewasthe ongoingthreatof furtherlockdown.

o Patientswere fearful of attending appointmentsin hospitals and clinics.

o Projectstaff were fearful of redeployment.

o Furtherlockdowns wereintroduced from October 2020 — early December 2020and again
fromJanuary 2021 to April 2021, which impacted on service delivery.

e Engagementwith key stakeholders was more challenging due to competing priorities

o GPs had to prioritise Covid-19 over chronicillness management

o Health service managers had to prioritise pandemic management over new service
developmentinitiatives

o Most practices suspended CNSclinics initially in March 2020 and gradually restarted the
service. One CHN 9 Practice has suspended CNSclinicsince the pandemicstarted

To overcome these challenges we took the following steps, asrequired:

9)

We applied to Slaintecare for an amendment to our project outcomes to account for the
change from face-to-face appointments to virtual appointments.

GP practices were offered virtual meetingsto introduce the services, instead of face-to-face
meetings.

GPs in Galway expressed awish for CNS clinicsto be heldin Primary Care Centres ratherthan
within their practices, and this was facilitated.

Staff set up Attend Anywhereaccounts.

Virtual and telephone appointments were offered to patients instead of face-to-face clinicsin
Cork and Galway

In Cork some phone consults were done fromGP Practice to access the patient file and discuss
management with GP

For Staff in Galway, minor adaptations were made to the Diamond system so virtual clinics
could be recorded on the clinical information systems.

Structured patient education sessions (DESMOND in Galway and Discover Diabetes in Cork)
which are usually delivered in face-to-face groups, were moved to virtual delivery. This
required special training for educators and strategies to encourage uptake. It also involved
securingrooms with high qualityvideo equipment,and this was supported by CHW and CKCH
information technology services.

In Cork, a planned practice nurse education session was changed from face-to-face to webinar
delivery. There was good attendance (11 practice nurses) in spite of the demands on practice
nurses who currently also attend weeklyICGP Covid 19 webinars, oftenin theirown time.

10) Educational resource packs were sent to all practices in both sites containing foot-screening

posters, flowcharts, ICGP diabetes guidelines and a monofilament.

11) To avoid further disruption to the diabetes services and redeployment of SIF-153 staff
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community healthcare managers were signposted to the “HSE Guidelines on the Resumption of
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Diabetes Services during the Covid-19 Pandemic” and the paragraph on redeployment which
states:

“All diabetes healthcare professionals who were temporarily redeployed from delivering diabetes care
should now be returnedto theirsubstantive posts. The new ‘frontline’ for our healthservice is dealing
with the non-COVID surge of chronic disease complications that are likely to exist as a result of
disruptiontoservice delivery.”

Impact of the Cyber attack

On 14th May 2020 the HSE was the victim of a cyber-attack which significantly impacted on clinical
services fora 4 — 6 week period. As a result, all IT services were shut-down and clinics and virtual
education sessions cancelled. Allintegrated care services, exceptthe dietitian serviceat the Cork site,
are fully electronicand hence were severely affected. Actions to address this challenge:

1) The teams had access to paper referrals which had been printed and filed, and hence had
access to each patients basicdemographicand medical history as astarting point for the new
paperrecord.

2) Temporary paper patient files were created for patients known to have an upcoming
appointment. Space for the secure storage of these files was identified.

3) Allcorrespondencee.g. with GPs and patients was by handwritten letter ortelephone.

4) Discover Diabetes and DESMOND patient education programmes that were planned for
deliveryin MayandJune 2021 were cancelled, and rescheduled.

5) Fortnightly MDT case discussions were took place via phone instead of videoconference,

6) Paperrecordshave since beentranscribed/ scannedinto the electronicpatientinformation
systemonce all devices were cyber checked.

In March 2021, we published a detailed interim report in which we shared our experience at the 6-
month time-pointin setting up and delivering a new specialist diabetesintegrated care service at
community healthcare network level. We also shared some key learning points at that stage of
implementation, that may help informimplementationin othersites.
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APPENDIX 3: Detailed Methods

Activity and caseload data from the Community Specialist Team

Data collection

Data from the members of the Community Specialist Team on their (a) activity for a 6-month period,
December 2020 to May 2021, and (b) 3-month active caseload (Decemberto February and March to
May) were analysed. “Active” caseload was defined as patients seen withinthe past 2 years. People
are typically notremovedfrom the caseloadunless formallymovedto anotherservice. Partial data on
activity were also collected by CNS (n=3) who were not part of the Slaintecare Integration Fund (SIF)
project (Table xx). Team members collected activity data on numbers of patients (new and retum),
number of appointments (and whether face to face or by telephone), number of education sessions
delivered, number and type of referrals, from their service. All team members were also asked to
record whether they received referrals from residential care facilities or homebound patients. They
also collected the followinginformation with respectto their caseload: age, sex, diabetes type, GMS
status, source of referrals, waiting list and number, number of GP practices engaging withtheir service.
A caseload register was maintained by the SIFCNS in CHN7 (Galway). Nosuch registeris maintained
by the CNSsthat run clinicsin GP practices as these CNS clinics are managed by the GP practice.

All team members collected data on the number of patients seen. Non-SIFCNSin CHN7 (Galway) and
CHN9 (Cork) had incomplete data on episodes, referrals, and education, and did not submit data on
theircaseload.

Analysis

Data were entered into Microsoft Excel by each team member and the data collated by the Change
Manager. Data were analysed descriptively using formulas inExcel. Patientsseen and patient episodes
were reported as total and mean (sd) per month. Referrals, education sessions delivered and the
number of professionals and patients attending session were reportedas total and median (rangei.e.,
min, max) per month. Patient caseload data were reported as frequencies and percentages or mean.

Interviews with the Community Specialist Team

Data collection

Semi-structured interviews (telephone and/or online) were conducted with HCPs (Health Care
Professionals) (CNS, Dietitian and Podiatrist at both sites where they had been recruited and non-
Slaintecare Integration Fund (SIF) CNS in one site, as well as the project change manager on this
Slaintecare Project) . Participantsat each site were contacted by the change managerto advertise the
evaluation, and those interested contacted the research team. Before the interview, participants
were invited toread a participantinformation sheetand complete aconsentform. Atopicguide was
usedto elicit participant’s view on the acceptability, and practicality of implementing the integrated
care service, including key challenges (barriers and facilitators) toimplementation in practice.

Data analysis

Each interview was audio-recorded, transcribed verbatim and analyzed using NVivo software.
Interviews wereanalysed using the Framework Method. Specifically, they were analysed deductively
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usingthe Consolidated Framework for Implementation Research (CFIR) framework, utilizing the CFIR
codebook adapted forthe project (ref) and guided by the rapid analysis approach used by Keith etal.?
First, each transcript was coded to 6 core components of the Community Specialist Team. Participant
recommendations relevant to the future delivery of the service were coded separately. Coding was
doneindependently initially by two researchers and then compared to ensure consensus on the use
of the CFIR codebook. For the purposes of this analysis, the HSE was considered the internal context
and setting (e.g., staff, resources, workflows), with outside of the HSE considered the extemal
environment (e.g., policies, patient needs and resources, otherservices).

Components of the intervention:

1. Working as a team, advertised to primary care practitioners (GPs, practice nurses, public
health nurses)

Managing referralsto and from the ICT

Conducting HCP education

Conducting patient 1:1and structured education

Conducting patientappointments

Routine monitoring of the service!

ok wnN

For each core component of the Community Specialist Team, data segments were coded to one of the
five CFIR domains and then coded to the most appropriate and relevant CFIR construct within that
domain. Once the datahad been coded to CFIR, data were summarised in a matrixfor each component
and constructs within those, with one row per participantand one column per construct. The matrix
was reviewed and descriptions for each construct considered interms of whetherthey were barriers
or facilitators to implementation or a neutral description of the process of i mplementation of that
component. Barriers and facilitators were considered in terms of whethertheywere absent or present
at individual sites or both sites. Broad themes were developed based on contextualizing the most
common constructs (barriers/facilitators) and considering how they influenced implementation.
Throughoutthe analysis, the research team met regularlyso that additional queries about coding were
discussed to resolve any uncertainties.

Survey of General Practice at the beginning of the project

All general practices in CHN7 (Galway) (n=11) and CHN9 (Cork) (n=18) were asked to complete a
survey on what diabetes care they were delivering. The survey was developed for the evaluation and
included questions on the practice profile as well as access to specialist and allied diabetes services.
There were a variety of closed response type questions, questions with multiple choice responses
(MCQs) and questions where respondents could enter a free text answer. For questions which asked
aboutthe usefulness of support from allied diabetes services, response options included: not very
useful, moderately useful, a little useful and not particularly useful. The survey was
administered December 2020- January 2021.

Iroutine monitoring is expected component of the ICT intervention; however additional data were collected to
fulfil reporting and evaluation requirements for Pobal
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Data Collection

The survey (Appendix 5) was self-completed by practices or administered by a health care professional
from the new Community Diabetes Specialist Team, along with the information sheet and consent
form.The survey was completed during a phone call with the health care professional orreturned by
post.

Data Management

Data were entered into Excel and pseudo-anonymised before importing into SPSS version 26 for
furthercleaning, coding, and statistical analysis.

As some respondents did not provide figures for the total practice patient population, the total was
calculated by summing the number of GMS patients and non-GMS (private) patients. Similarly, total
T2D caseload was calculated from T2D GMS and T2D non-GMS (private). Where duplicate data were
provided, for example, two respondents from the same practice (e.g.,a GP and a PN), then the data
provided by the staff member deemed to be more involved in routine diabetes management, was
used as the data for that practice. Results were generated by overallrespondents, and by site.

Data Analysis

Data was analysed using SPSS to generate descriptive statistics for the practicesin each network (e.g,
practice size, staff, delivery of structured care, access to dietetic, podiatry, psychology and CNS
services, available supportand CPD). Median values are presented, alongside the range, for practice
staff, practice population figures, and diabetes caseload figures e.g., the medianlies at the midpoint
between the minimum and maximum range. For questions which were multiple choice, it was noted
forthattable e.g., “MCQs”. For these MCQ questions, the % of respondentsin the columnsdo not add
up as they do fornon-MCQ questions. Allresults are reported as the % of practices who respondedto
that question. Median caseload per GP was calculated by dividing the total practice caseload by the
numberof WTE GPs, assuming balanced caseload across all GPs.

GP/PNinterviews andfocus groups

Data Collection

All 29 GP practices were contacted by e-mail by a member of the CST to invite themto participate in
a one-to-one interview (up to 30 minutes long) with a researcher at a time of their choosing. Semi
structured telephone interviews were conducted with GPs who had volunteered to be interviewed as
part of the project. Before the interview, participants were invited to read a participant information
sheet and complete a consent form. A topic guide was used to elicit participants experience of the
community diabetes specialist service.

All practice nurses across both network that were known to the local HSE Practice Nurse Professional
Development Coordinators (PDC) were contacted by the PDC by e-mail to invite them to participate
in one of two evening virtual focus groups (up to 1 hour long). A topic guide was used to elidt
participants experience of the community diabetes specialist service.

Data Analysis

Each telephoneinterview and both focusgroups were audio-recorded, transcribedand analysed using
thematicanalysis.
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Experience of People with diabetes

Development of patient questionnaire

The survey was developed by the evaluation team. Questions on patient experiencess of integrated
care included questions adapted from the National Patient Experience and the Patient Perceptions of
Integrated Care (PPIC) survey questionnaires (1,2). Dimensions of integrated care addressed by
guestionnaire focused on accessibility of the community diabetes service, communication with the
patientand between health care professionals, access to information and person-centredness of the
consultation.

The 5item CARE person-centred process measure which measures person-centredness and empathy
duringaone-on-oneconsultation betweena health care professional and a patient was also included.
The scoring system for each item in the 5item CARE measure is ‘poor’=1, ‘fair’ =2, ‘good’ = 3, ‘very
good’ =4, and ‘excellent=5. All 5 items are then added, giving a maximum possible score of 25, and
a minimumof5. Three open-ended questions were included atthe end of the questionnaire asking
respondentsto comment on positive aspects about the consultation, aspects that could be improved
and any general overall feedback ontheirdiabetes care.

Administration of the patient questionnaire

The Community Specialist Team HCPs (CNS-integrated care, dietitian, podiatrist) handed out flyers
advertising the intention to conduct asurvey of people with type 2 diabetes attending the Community
Specialist Team service to eligible participants attending clinicsin the first 2 weeks of May 2021. The
flyer outlined the aim which was to measure patient experiences of attending different members
(CNS-integrated care, dietitian, podiatrist) of the community integrated teams in Community
Healthcare West (CHN7 (Galway)) and Cork Kerry Community Healthcare (CHN9 (Cork)) to inform
service improvements.

The flyer informed them of the purpose of the study, that a questionnaire would be posted out to
them, and that their participation was voluntary. The HCPs provided the change manager (LH) with
the names of eligible participants who had received a flyer. LH posted out the patient information
sheet, consent form and questionnaire and a pre-paid self-addressed envelope for returning the
questionnaire to eligible participants. The name and speciality of the Community Specialist Team
memberthatthe person had attended was alsoincluded on the questionnaire.

A contact number for the change manager was provided if the person had any questions about the
survey orif they wanted to request help filling out the questionnaire. The questionnaire (appendix6)
focused on people’s experiences of attending members of the integrated diabetes care service and
measured service accessibility, communication between HCPs, communication between HCP and
patients, person-centredness of the consultation and linkages to other resources and support,

Patient questionnaire data analysis

Data was entered into SPSS version 27 for data analysis. Descriptive statistics were used to summarize
and analyse characteristics. Open-ended responses were analysed thematically.

Patient interview data collection

Semi-structured telephone interviews were carried out with 9people who were purposively selected
from those who had completed a postal questionnaire and consented to be interviewed by the
researcher.

Patient interview data analysis

Each telephone interviewwas audio-recorded, transcribed and analysed using thematicanalysis.

69



APPENDIX 4: Supplementary data from interviews with the
Community Diabetes Specialist Team
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Figure: Source of referralsto Podiatry in CHN7, Galway and CHN9, Cork (caseload audit, May 2021)
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APPENDIX5: GP Survey and Supplementary Data from the Survey and Interviews

’f

Slaintecare.

Implementation of the Model of Integrated Care for People with Type 2 Diabetes in the
Tuam, Abbeyknockmoy, Athenry and Loughrea Community Health Network (CHO2)
& the Morth Cork/Blarney Community Health Network (CHO4)

. . o . .

Aim
1) Te inform service design to ensure it meets the needs of general practice
2) Toprovide abaseline against which we can measure change

Practice:
Completed by: {GP/ PN/ Practice Manager) on behalf of the Practice.
1.0 PRACTICE DEMOGRAPHICS
WTEs
1.1 How many of the following staff are working in the i GPs
Please enter as WTE's (e.g. half time seaff = 0.5 WTE] GP Registrar
Practice Nurses*
Practice.
Other Administrative Staff
*1.1.1 If any of the Practice Nurses are CNS, ANF or Nurse prescribers, please provide details:
No EFA

1.2 What is the total practice patient population? [[overan [ [

(E= Estimated; A= Actual) | GMS/GPVC patients | |

Mon GMS (private) patients* | |

number of private patients: we suggest all private patients who have attend

(*we the in
your practice in past 3y)

Na.  EA

|
|
|
ed

1.3 How many patients have a sonfirmed diagnosis of the Type 2 Diabetes

following? T2D - GMS/GPVC

Enter A for octual number e.g from your register/disease coding T2D - Private [non GMS)

Enter E for estimated number if you don't have a register Type 1 Diabetes

Other e.g. MODY’

1.4 Has this practice a diabetes register?

1.4.1 If yes, describe format e_g. excel/ other?
1.4.2 if yes, who updates the register/adcds new patients to the register?

1.5 Does this practice code people with diabetes (e.g. disease coding)? [ves | |

1.6 Which of the following is the register used for?

{Please tick all that apply) Calculating the number of patients with diabetes in the practice

Callf recall purposes for Diabetes Cycle of Care / COM programme

Auditing and feedback to monitor the guality of diabetes care

Other

If other, piease specify:

1.7 Which practice management IT system does the practice use? Health One
Helix Practice

Socrates
Complete GP
None. We use paper records.

lf : Slaintecare. ﬁ pObQI

o serrert sy
1.8 Is this practice registered to deliver the Chronic Disease Management Programme? [ wes| |
1.9 Is this practice practice registered to deliver the Diabetes Cycle of Care? [ wes| |

STRUCTURED DIABETES CARE FOR TYPE 2 DIABETES
Care? | Ves
No

2.1 Has this practice practice previously availed of the services of the CNS Diabetes.

2.2 How has Covid-19 affected the ability of this | We temporarily paused undertaking routine diabetes reviews |
practice to deliver structured routine diabetes We continue to undertake mostly face-to-face routine diabetes
reviews? reviews

2.2.1 If you continue to undertake routine diabetes
reviews please tick gne box which best describes
how you currently deliver reviews diabetes reviews

We have changed to mostly telephone / virtual | |

| We provide a mix of both F2F & virtu ]

2.3 Does the practice use a recall system for scheduling diabetes review visits? (A recall system might be
formal, or more informal such as linking recall to blood tests/prescription requests etc)

2.3.1 If yes, please tick which patient groups | All patients with Type 2 Diabetes (GMS & Private patients) [ 1]
you recall? Only diabetes patients with a GMS / GPVC Card 1

| 'We only recall patients whe have ompl d diabetes | |

2.4 In general, how often do you routinely perform diabetes review ‘Opportunistic review

for patients with stable funcomplicated type 2 diabetes)? Annually

[~ 3 Twice a year

Three or mare times a year

2.5 If you are referring a patient to the specialist diabetes service,
which hospital do you usually refer to?

University College Hospital Galway
Portiuncula Hospital
Depends on patients address/ preference

2.5.1 If other, please specify: Other
2.6.1 If yes, please provide details:

ACCESS TO DIETETIC SERVICE

2.6 Are there any aspects of Type 2 Diabetas care which you consider more challenging/unsafe to
provide during the Covid 19 pandemic?

3.1 Do you have access to a HSE Dietetic Service? Yes | |
3.1.1 Ifno. do you refer patients to a private dietitian? Yes | |

3.2 If you have access to a dietetic service, who to you usually refer?

Cork University Hospital

South Infirmary Victoria University Hospital

Mercy University Hospital

Bantry General Hospital

Mallow General Hospital

The Mater Private Hospital

The Bons Secours Hospital

Other
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Height measure
Measuring tape for waist circumference

Diabetes & Diet leaflets/online resources

3.3 Do you have the following resources in the practice

3.4 Before the Cowid-19 pandemic did you refer with newly diagr Type 2 Always
Diabetes to a group-based Structured Diabetes Education Programme? Usually
Never

Mot available locally

Discover Diabetes
DESMOND
CODE

3.3.1 If yes, which programme you refer to? (Please tick all that apply)

3.3.2 If you don't refer, please clarify why:

4.0 FOOT CARE AND PODIATRY ACCESS

4.1 Do you have access to a HSE Podiatry Service? [ Yes | |
[ No | |
4.1.1 If no, do you refer patients to a private podiatrist? [ Yes | |
[ No [ |
4.2 If you have access to a Podiatry service, who do you usually refer?
4.3 Do you have access to the following foot ing in 10g
the practice? 128 Hz Tuning Fork
Foot care leaflets
4.4 Do you perform annual foot screening as part of the patients [ Yes | |
diabetes review? | No | |
4.4.1 tf yes, who performs this assessment? GP
Practice Nurze
Other
4.4.2 If other. please specify:.
4.3 Have staff in this practice been trained in diabetic foot screening? [ Yes | I
[ No | J
If yes, provide details (staff members name, course, date:
Would further training in diabetic foot screening be useful? [ Yes | |
[ No | |
0 ACCESS TO PSYCHOLOGICAL SUP T
5.1 Has the practice access to a HSE Psychology/Counselling service? [ Yes | |
[ No | |

If yes, please provide details:
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6.0 DIABETES SUPPORT & CPD

6.1 Has any staff

6.1.1 If yes, please provide detail {staff members name, course, date)

Yes |
No |

6.2 Has your practice any specific education/training needs relating [

to diabetes cara?

6.2.1 [f yes, please provide details:

6.3 How useful would it be to have ing’ opp fties for Not particularly useful
any of the practice staff with the CNS, Podiatrist or Dietitian? A little useful
(i.e. observing a clinic) Moderately useful
Very useful
6.4 How useful would it be to have the network Diabetes Di Not particularly useful
support the of your diabetes patients in the Alittle useful
community? Moderately useful
Very useful
£.4.1 If you wouldn't find this service useful, please explain:_
6.5 How useful would it be to have the network Diabetes Not particularly useful
Podiatrist support the of your diabates patients in Alittle useful
the community? Moderately useful
Very useful
6.5.1 If your practice wouldn't find this service useful, please expiain:,
6.6 How useful would it be to have the k Diabetes CNS Not particularly useful
support the management of your diabetes patients in the A little useful
community? Moderately useful
Very useful

£.6.1 If your practice wouldn’t find this service useful, please explain:

6.7 If this practice would find the support of a CNS Diabetes useful, please indicate your preferred method of support:

| Run dlinics within our practice for selected patients with

e

Usually (in nen-covid times) oRr

During the Cowid 19

[ Review selected patients with complicated

in the Primary Care Centre

| Deliver face-to-face [ virtual /

from our practice

OR

[ petiver face-to-face / Jyirtual c

from the Primary Care Centre

6.7 In what other way can the new Diabetes Integrated Care Team support this practice?

Please provide details:,

6.8 Is there anything that you would like to add in relation to diabetes care at this practice?

Please provide details:,

THANK YOU FOR TAKING THE TIME TO COMPLETE THIS QUESIONNAIRE




GP Survey: Diabetes register, recall system and other diabetes services at the practice (N=15)
N (%) N (%) N (%)
Overall (N=15) CHN9 (Cork) (N=10) CHN7 (Galway) (N=5)

Practice register 13 (87) 10 (100) 3 (60)

Register format (FT) Overall (N=6) CHNO (Cork) (N=4) CHN7 (Galway) (N=2)
Excel 3 (50) 2 (50) 1(50)
WithinSocrates 2 (33) 1(25) 0
Other 1(17) 1(25) 1 (50)

Register update (FT) Overall (N=7) CHNO9 (Cork) (N=4) CHN7 (Galway) (N=3)
GPonly 1(14) 1(25) 0(0)

Practice nurse only 2(29) 1(25) 1(33)
Any practice staff 2 (29) 1(25) 1(33)
All clinical staff 2 (29) 1(25) 1(33)

Registeruse (MCQ) Overall (N=15) CHN9 (Cork) (N=10) CHN7 (Galway) (N=5)
Calculating patients 6 (40) 4 (40) 2 (40)
Call/recall Cycle of Care/CDM 11 (73) 7 (70) 4 (80)
Qualityauditing and feedback 7 (47) 5 (50) 2 (40)

Use recall system 11 (73) 8 (80) 3 (60)

Patient groups recalled (MCQ) Overall (N=15) CHN9 (Cork) (N=10) CHN7 (Galway) (N=5)
T2D (GMS & private patients) 7 (47%) 5 (50%) 2 (40%)
GMS/GPVConly 2 (13%) 1 (10%) 1 (20%)
Notindicated 2 (13%) 2 (20%) 0 (0%)

Frequency of review (T2D) Overall (N=15) CHN9 (Cork) (N=10) CHN7 (Galway) (N=5)
Annually 3(20) 1(10) 2 (40)

Twice a year 12 (80) 9 (90) 3 (60)
Overall (N=13) CHNO9 (Cork) (N=8) CHN7 (Galway) (N=5)

Coding people with diabetes 13 (100) 8 (100) 5 (100)

Practice Management T system (MCQ) | Overall (N=14) CHN9 (Cork) (N=9) CHN7 (Galway) (N=5)
HealthOne 3(21) 3(33) 0(0)

Helix Practice Manager 4 (29) 2 (22) 2 (40)
Socrates 7 (50) 4 (44) 3 (60)
Overall (N=15) CHNO9 (Cork) (N=10) CHN7 (Galway) (N=5)

Registeredto deliver:

DM 15 (100) 10 (100) 5 (100)
Cycle of Care 14 (93) 10 (100) 4 (80)

Referring to hospital-based specialist diabetes services

Cork University Hospital (CUH) (n=8) and South Infirmary-Victoria University Hospital (SIVUH) (n=8) were the main diabetes referral centres
in CHN9 (Cork), followed by the Bons Secours Hospital (Bons) (n=2) and the Mercy University Hospital (MUH)(n=1) cited by the 10 practices
who responded. Of the five practices thatresponded in CHN7 (Galway), University Hospital Galway (UHG) was the maindiabetes referral

centre (n=4), though 2 respondents also flagged that referral may depend on the address Or prefe rence of the person with
diabetes.
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Supplementary findings from analyses of GP interviews and Practice Nurse focus
groups

Practice Nurses and GPs were unanimous, in the positivity towards the Community specialist team,
and the challenges remaining; mainlyIT supports, and the differencein care offered to private patients
and GMS patients.

Outlined below are several sections supported from data collected during interviews and focus
groups, which trace the changes of diabetes care as expressed by Practice Nurses and GPs, their views
on the Community specialist team, and the challenges in dealing with uncontrolled diabetes, the
impact of Covid-19and, and remaining tasks such asimprovementin IT supports,and the care offered
to private patients.

From ad-hoc unstructured care and over dependence on hospital referral to structured care within the
community.

The delivery of diabetes care has changed considerably in primary care overthe last fifteen years.
The Chronic Disease Management Programme brought structure to diabetes care, mainly through
routine check-ups, bloodwork, and recall for patients.

“Well,in my practicel’mresponsiblefor themanagement of chronic disease. The bulk of the patients would
be diabetics. So, since the introduction of chronic disease, we've seen a lot more diabetes, we've been
addressing the diabetes quite frequently really. There are two visits in the year, and then it is my
responsibility to refer the patients to the relevant supports.” (PN2)

Uncontrolled diabetes was routinely referred to outpatient hospital treatment. This stillhappens but
with far less frequency.

“We used to refer people with diabetes to hospital all the time, that’s justthe way itwas’ ( PN1).

“Fifteen years ago, we used to refer everyone to hospitals. There were a coupleof reasons for that. There
was not enough endocrinologistsin Corkand if wedidn’trefer there was never goingto be more posts filled,
that was done at the time. In recent years, we don’t refer anybody with newly diagnosed type 2 because
the careis adequatein primarycare, really onlythosewho areuncontrolled.” (PN3)
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APPENDIX 6: Patient
supplementary data

experience questionnaire
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Slaintecare.

Dear Parficipant,

What do you think about your recent diabetes care?

We are getting in touch with you to ask for your feedback on the diabetes care you
recently received from your community health care service.

Your feedback will help us find out if there are ways we can improve this service.
‘You may choose to answer this survey or not. If you choose not to, this will not
affect the diabetes care you get in any way.

Before you decide to take part in this survey, please read the information sheet
enclosed which tells you more about the study.

If you would like to find out more or would like help filling out this survey, please call
the project manager Lorna Hurley (087 3695740).

The survey will take about 10 minutes to complete. There are no right or
wrong answers, only what you think describes your experiences best.
With thanks,

Professor Sean Dinneen, Project Lead

b
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Slaintecare.

Informed Consent Form

Your recent experiences of diabetes care
with the community diabetes care team

If you are happy to take part in this survey, please read the statements below and
tick each box opposite to show that you have agreed to take part in this survey and
that you understand what will happen to the information you provide us. You can
then start filling out the questionnaire.

1. | consent to taking part in this survey.

[1]

2. | have read and understood the information sheet for this study. I:l

L]

3. | have been given a contact name/phone number if | have any
questions about this study.

4. | understand that taking part is voluntary and my care will not be |:|
affected if | decide not to participate.

5.1 that the ir | provide will be treated as
confidential and | cannot be identified from any findings presented.

6.1 agree that my anonymised data can be used for publications
and meetings.

[]
[]

7. | understand that under the freedom of information act | can
access the information | have provided if | want to.

[T T

ATTENDING THE COMMUNITY DIABETES CARE SERVICE

PART 1
You recently attended vour community di

Thinking about your appointment with this health care professional named
above, please answer the following questions:

1. Who arrangedireferred you to see this health care professional?
(please tick one box only)

GP Community podiatrist

Practice nurse Hospital outpatient diabetes clinic

Public health nurse Don't know

‘Community diabetes nurse specialist Other

Community dietician

If Other, please speciiy:_

2. Do you know why you were referred to see this health care professional?
Yes
No
Not sure
3. Is this your first appointment with this health care professional?
Yes H

No

GotoQ4

If No, how many appointments have you had with this health care professional in total?

2 appointments
3 or more appointments
Not sure

T T

PART 2: Thinking about your FIRST appointment with this health care
professional, please answer the following questions:

4. When was your first appointment with this health care professional?

‘Within the last month GotoQs
Over a month but less than six months ago Goto Q5
More than 6 months ago Gote Q7

5. How long did you have to wait before you had your first appointment?

Less than 2 weeks Over 8 weeks
24 weeks Can't remember
5-8 weeks

6. Do you think the health care professional had the most up to-date
inf ion about your diab at your first i ?

Yes, definitely No
Yes, to some extent Can't remember

PART 3: Thinking about your most RECENT appointment with this health care
professional, please answer the following questions: (if you have only had one
appointment, then answer the questions for this first appointment)

7. How far did you have to travel to attend your most recent appointment?

Less than 5 miles
5-10miles [ |
More than 10 miles [ |

8. How leng were you waiting on the day of your most recent

appointment before you saw the health care professional? -
Less than 15 minutes

15-30 minutes ||

More than 30 minutes [ |

9. Did the health care professional let you know who to contact if you
had any concerns about your diabetes following your most
recent appointment? Yes

No

Can't remember ||
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‘ PART 4: Thinking about your appointment(s) in general with this health care
professional, please answer the following questions:

10.  Did you think there was enough time to discuss your diabetes care
and treatments during your appointment (s)?
Yes, definitely Yes, to some extent No

L]

11.  Did the health care professional ever ask you how your diabetes
affects your everday life?
Yes, definitely Yes, to some extent No

[]

12. Do you think the health care professional provided you with enough
information to help you manage your diabetes?
Not enough Right amount Too much

13.  Were you involved as much as you wanted to be in discussions
about your diabetes care and treatment?
Yes, definitely Yes, o some extent No

[]

14. Do you feel more fident about r ing your diab
after seeing this health care professional?
Yes, definitely Yes, to some extent

Ni
15. Did the health care professional provide you with any other information
(for exampie, information leaflets, useful websites, information about

diabetes education programmes) to help you manage your diabetes?
Yes No Can't remember

[]

16. Did the health care professional organiseirefer you to see another
health care professional about your diabetes care?
Yes No

[] []

If Yes, please specify who she organised/referred you fo see?
5

17. How was the health care professional at....

(please tick ONE box that best describes your experience)

a) ....making you feel happy and relaxed ?
(By being friendly, caring and making you feel calm)

ot vary ok ‘Gooa | very gooa | excenent | [ cose not
good apply

ONO|C|SS]|LL

b) ...asking questions and letting you talk?
(By being interested in you and giving you time to speak)

not vary ok ‘gocd | very good | excelient | [ coss not
good apply

c) ...listening and understanding?

(by paying attention, knowing the things you find difficult)

ot very on Goea [ very acod | excenent | [ @oes not
good apply

d)... explaining things?
(by answering questions, giving you clear information and instructions)

b

not very ok good | very good | excellent | | does not
good apply

OO |4+

e)... making a plan?
(by encouraging you, talking about what to do next, involving you as much as
you want)

[otvery

does not
apply

e

[T 1]

PART 5
People with type 2 diabetes attend different health care professionalsiclinics
for their diabetes care.
Thinking about the different health care professionals you have seen ABOUT YOUR
DIABETES, please answer the following questions:

18. Which of the following health care professionals/clinics have you
attended about your diabetes in the last 12 MONTHS?
(please tick all that apply)
Podiatrist
Practice nurse Hospital outpatient diabetes clinic

Diabetes nurse specialist Retinal Screen Clinic

Dietician Cther (please specify)

If Other, please speciiy who else you have seen_

19. How often do you repeat information about your diabetes to different
health care professionals involved in your diabetes care?

Never

Sometimes

Usually

Always

20. How often were you confused because different health care professionals
told you different things about how to manage your diabetes?

Never

Sometimes ||

Usually [ |

Aways ||

21. Do you think the health care professionals involved in your

diabetes care work together as a team to help you manage o

your diabetes? Never| |
Sometimes

Usually

Always

PART &
About You:

22. Are you: Male: I:l Female: l:l

23. What is your age?
Under 40 66-70
41-55 Over 70
56-65
24. When were you diag! d with di bya

Less than 12 months ago 3-5years ago
1-2 years ago More than 5 years ago

25. If you have any other comments, please write them in the box below:

a) Was there anything particularly good about the diabetes care you received from this
health care professional?

b} Was there anything that could have been improved?

c) Any other comments about your diabetes care?
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Consultation type and source of referral (n =41) N %
Seen by Dietitian 19 46%
Podiatrist 15 37%
CNS 7 17%
Type of consultation Face to face 33 80%
Telephone 8 19%
Number of consultations 1stconsultation 23 56%
2+ consultations 18 44%
Referred by GP 25 61%
PracticeNurse 6 15%
Other Diabetes CST HCP* 3 7%
Hospital inpatient 2 5%
Hospital outpatient dept 5 12%
Referred to other Diabetes CST HCP* 9 22%
Referred to self-management education 2 5%

Patients reported experience of the consultation

n %

Enough time to discuss your diabetes care and Yes, definitely 36 88
treatments duringyour appointment(s)? (n =41) Yes, to some extent 3 7
No 2 5

HCP provided you with enough information to help you Not enough 2 5

manage your diabetes Right amount 37 93
Too much 1 2

Received other information (information leaflets, Yes 36 88
useful websites, information about diabetes education No 2 5
programmes) to help you manage your diabetes Can’t remember 3 7

HCP asked you how your diabetes affects your everyday Yes, definitely 23 56

life Yes, to some extent 11 27

No 7 17

Who to contact if you had any concerns about your Yes 32 82
diabetes following your appointment No 3 8

Can’t remember 4 10

Involved as much as you wanted to be in discussions Yes, definitely 32 78

about your diabetes careand treatment Yes, to some extent 8 20
No 1 2

Felt more confident about managing their diabetes Yes, definitely 30 73

after seeing HCP Yes, to some extent 9 22
No 2 5
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APPENDIX 7: Case studies

Case A — Prompt interventionresultingin foot ulcer prevention

Case A is an active 69-year-old gentleman who was diagnosed with Type 2 Diabetes two years
previously. He drives alorry x4 days per week (early shift - finishes ataround 12) and isalso a farmer.
He had beenreferred by the GP to the CNS and dietitian (Community specialist team) for reviewand
education as his HbAlc was 64mmol/mol. He had adjustments made to his medication and was
supportedin developingadietary and physical activity plan.

Onfoot examination, the CNSwas very concerned aboutavulnerableareaonthe 1st MTPJ. While the
patient had been attending the podiatry service in Merlin Park Hospital, he had cancelled his last
appointment due to work commitments. The CNS made an emergency referral to the Podiatrist
(Community specialist team)who saw the patientin hislocal healthcentre the next day. The podiatrist
identified avery vulnerablelesion atthe site of a previous neuropathiculcer. Podiatry treatmentwas
carried out and the patient was followed up closely. He has a pes-cavus foot type and was referred
and fitted for orthotics. The podiatrist (community specialist team) will continue to monitor this
gentlemanregularly as he is classified as in-remissionin the new Mode| Of Care For the Diabetic Foot.
This promptidentification, referral and treatmentdelivered locally has prevented re -ulceration at that
vulnerable site.

Case Study B — Timely access to support with lifestyle change

Case B is a 53-year-old woman, who was diagnosed with Type 2 Diabetes two years previously. She
had a very busy hectic lifestyle, with a stressful job involving lots of driving. She reported poor sleep
and little routine. She had been referred by her GP to the CNS and Dietitian (community specialist
team) has her HbAlc was >100mol/mol. On review of medication, the CNS identified that the patient
had misunderstood her medication regimenand had been takinganincorrect dose. She reported skin
irritation, likely due to the elevated HbAlc. Adjustments were made to her regimen and education
provided. On foot examination, the patient was found to have a moderate risk foot type with signs
and symptoms of neuropathy and therefore was referred to the podiatrist forannual review.

On dietary assessment, she reported being “addicted” to sugar and caffeine but was very motivated
and eager to make lifestyle changes. She had three appointments with the dietitian and succeeded
lowering her HbAlcfrom 105mmol/I (October 2020) to 56 mmol/mol (February 2021) and had gradual
weight loss (BMI 29 to 27.9). On review she reported much better sleep, and had started yoga and
walking. She also reported more routine, reduced cravings, reduced sugarintake and less neuropathic
symptoms and skinirritation. This lady sent the team athank you card stating “I just wanted to thank
you for my appointment yesterday, for listening to me, and being such an amazing support on my
journey to health and wellbeing”

Input from the community specialist team: CNS appointments x 2; Podiatry appointment X 1; Dietitian
appointmentx3
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Case Study C — Fast-track access to secondary care ensuring “right care in the right place by the right
team”

Case Cwas a 47-year-old gentle man who had been diagnosed with Type 2 Diabetes 6 years previously
and has a history of cardiovascular disease. His GP had referred him to the CNS for due to his sub-
optimal Hbalc. He had been referred to secondary care previously but had not engaged as he was
busy with farming, factory work, caring for his elderly fatherand childcare.

On assessment, his HbAlcwas 75mmol/mol and his eGFR was 43ml/min (October 2020) reducingto
37ml/min (December 2021). He was being treated with Jardiance and Metformin for his diabetes. The
CNS presented the case at the regular MDT case discussion meeting with the consultant
endocrinologists and the following plan was agreed: a) due to his poor and declining renal function,
the CNS would escalate his referral to secondary care, and arrange an urgent appointment at a
specialistdiabetes-renal clinicin University Hospital Galway, b) in the meantime the CNS would liaise
with the GP and recommend a treatment change to Insulin/GLP1 (Xultophy) and the addition of an
ACE inhibitor. The CNSdiscussed this recommendation with the GP who agre ed with this plan.

The patient reported that attending the local primary care centre made it much easier for him to
engage due to his other commitments. He was seenin twicein the diabetes-renal clinicand is awaiting
a renal US. In the interim, he has been seen by the CNS for medication titration and by the dietitian
forsupport with dietary and lifestyle changes. He has had a challenging time recently due to the death
of his father from Covid 19. Last HbAlc had increased to 8mmol/mol but his renal function had
improved - eGFR 53/ mmol.

He was referred to the Podiatrist (community specialist team) as he had a moderate risk foot type and
she referred himfororthotics to improve weight distribution as he had painful prominent metatarsal
heads. He was also referred to Diabetic Retinascreen and attended in April 2021.

Case D - Holisticcare of a patient with diabeticfoot disease

Case D wasa 76 year old lady with Type 2 Diabetes for 30 years. She has a mild intellectual disability,
bi polar, peripheral vascular disease and peripheral neuropathy. She was a residentin the COPE
foundation.

She was referred by her GP to the vasculardepartmentin the Mercy University Hospital (MUH) with
diabetic neuropathic foot wounds. She was not under an endocrinologist. She was reviewed by the
Vascular Consultantinthe dressing clinicin the MUH. Patients with active foot disease should be under
an Endocrinologist with a Multidisciplinary Foot Protection Team as per the Model of Care for the
DiabeticFoot. A referral to the Endocrinology Departmentin the South Infirmary University Hospital
was arranged.

It was agreed locally that until the patient was under the care of an Endocrinologist with a
multidisciplinaryfoot protection team theycould be reviewed by the Integrated Care Podiatrist under
the clinical governance of the vascular team in the MUH. This allowed the patient to have podiatric
input until an appointment with Endocrinology was arranged. After four weeks of attending the
Podiatry Clinic in the Mercy University Hospital the wounds healed and a referral was made to
Integrated Care Podiatristin St Marys Primary Care Centre.

At the initial appointment in Podiatry it was noted that this patients HbAlc was 60 mmol/mol (Feb
2021) so areferral was sentto the integrated care dietitian. Due to the patients poor mobility ajoint
clinicwith Podiatry and dietetics was arranged in the same clinical room. This allowed the patient to
see both the Podiatrist and Dietitian on the same day.
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This patient was first seen by the dietetic service in May 2021. From the dietary assessment, it
appeared that this patient was consuming an excessive intake of starchy carbohydrate snacks
throughoutthe day and had limited physical activity which was contributing to a high HbAlc. Written
dietary advice was given to this patient and her carers who attended the sessions. This patient has
made a number of positive changes to her diet since our meetingin May. This patient has increased
fruit intake, reduced intake of biscuits, crackers and is eating more balanced meals. The residential
staff who work with this patient has promised to help increase this patient’s physical activity. This
patient had bloods taken in July 2021 and her HbA1c had dropped from 60mmol/mol (Feb 2021) to
54mmol/mol (July 2021)

This patient’s health has improved since seeing the integrated service. The sessions have also been
beneficial for staff from this residential care facility. As the staff that attended the session are now
educated on healthy eating fortype 2 diabetes, which may benefit otherresidentsin this residential
care facility.

Case E — Timely access to dieteticinputin the community.

Case E was a 69 year old man with Type 2 Diabetes. He was in a road traffic accident in 1977 which
resulted in peripheral neuropathy in his right leg. He has been attending community Podiatry since
2014 due to re-occurring ingrown toenails in both big toes. He has reduced sensation and non-
palpable foot pulses so he was classified as a high risk diabetic patient. He normallyrequires to attend
Podiatry every 4-6 weeks.

He was underthe care of the Endocrinologyin the Cork University Hospital. After the Christmasperiod
he reported to the Podiatrist that the Consultant wasn’t too pleased with his most recent HbA1lc
reading. He reported putting on weight overthe Christmas period and not eating well. The integrated
care podiatrist referred the patient to the integrated care dietitian in January 2021 and an
appointment was arranged two weeks later. This appointment took place over the phone due to
COVID-19restrictions.

From a dietary assessment completed, it showed this patient was consuming an excessive intake of
starchy carbohydrates at dinner and had limited intake of fruit and vegetables. Dietary advice was
given on ways to make meals more balanced and reduce HbA1lc. A personalised plan was drawn up.
This patient was reviewed in February 2021 via phone and June 2021 via face to face. For this June
appointment,the community specialist team were able to review the patient on the same day, so only
one trip to the primary care centre was required.

Since January, this patient has made a number of positive changes, likeincreasing fruitand vegetable
intake, increasing physical activity and reducing his intake of starchy carbohydrates at dinner. From
January 2021 to June 2021, this patienthas lost1 stone 1 |b. This patient has dropped from 14 stone
(Jan 2021) to 12 stone 13lb (June 2021). This has meant this patientsBMI has been reduced 29.7kg/m2
to 27.5kg/m?2. . This patientalso reports that his waist circumference has reduced and his fitness and
energy hasimproved. This patients HbAlchasalso reduced from 55mmom/mol to 4lmmol/mol. This
patient has benefitted from attendingthe community specialist team.
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Case F: Delivery of joined-up care to manage HbAlc

Case Cis a 50 year old man who had beenreferredtothe community dieteticservice by his GP with
following a new diagnosis of type 2 diabetes. At diagnosis his HBA1lc of 97mmol/mol. This man is a
fork liftdriverwho has two childrenintheirearly 20’S. Prior to his diagnosis he had been diagnosed
with hypertension and hyperlipidaemia. Since his diagnosis of type 2 diabetes, this patient had been
started on metformin 500mg bd and Jardiance 10mg od by his GP.

From dietary assessment this patient was consuming excessive intake of starchy carbohydrates at
every main mealand had limited physical activity. A personalised planwas drawn up on ways to reduce
his HbAlc. This patient was also given education on what type 2 diabetesis, whatfoods affect blood
glucose levels and why regularly checking ones HbA1lcis important. A referral was also made to the
CNSto review current medication.

This patient was reviewedby the dieteticservicein Feb 2021 and in March 2021. This patient was also
seen by the CNSis February 2021. From January to March this patient made lots of positive changes
to his diet, reducing starchy carbohydrates, reducing intake of saturated fat, foods high in added sugar
and increasing physical activity. When the CNS reviewed this patient in February she decided
medications could remain the same, as patient had appeared to make alot of positive changesto his
dietand lifestyle.

Since this patient had made dietary changes and medicationwere introduced, this patients HbAlc has
reduced from 97 (Nov 2021) to 64 (March 2021). Triglycerideshad also reduced from 3.31(Nov 2021)
to 1.54 (March 2021). This patient also reported a weight loss of 1 stone 13lb. His weight starting at
20 stone 4 (Jan 2021) and reducingto 18 stone 5 (March 2021). This patient has been discharged from
the service butthe CNS continues to review this patients HbA1lc.

82



	Implementation of the Model of Integrated Care for Type 2 Diabetes ICPCD
	Final Report_E2E Diabetes Project SIF153_6th Dec 2021

