PBL DM & CKD 3& 4
Nothing quite had prepared me for the highs and lows of working as a long term GP locum in the South Island of New Zealand. The super countryside, skiing, climbing and the people are marvellous but it is damn cold and the challenges of working in a different health care culture have been significant.
Our nearest hospital is a 6 hour drive away and our practice area has a diameter of 100 miles! So everything has to be sorted in house from significant injuries to flat babies!!! The challenges of remote area General Practice – I wonder if they have the same problems in the Highlands and Islands back in the UK. Do they have to airlift patients and did they have to follow the same guidelines?
It was during my second week I met Aata Apatari a wonderful chap working in logging who came for his diabetes tablets. He was surprised when I asked to see him after arranging some blood tests, as he told me it took two months to save up the money to come and see me and that it was all he could do to buy the medication. In fact one of the reasons he came was to find which tablets would be the least damaging to miss if he was short of money.
He was using gliclazide, metformin, aspirin and lisinopril – so which one might he stop if pushed??

To make matters worse his Hba1c was 9% and his BP was elevated at 150/100 and I had no idea about his cholesterol or renal function, as they had not been checked in years.

I wonder how primary care works in other countries.
After sorting something out we arranged for him to have a BP check, blood test and urinary ACR with a Practice Nurse and then to see me once he could afford the fee.

I was surprised to learn that formal chronic disease management was in its infancy and the Practice only had a very basic database of diabetics and no formal call/recall or regular dedicated diabetes clinics. To make matters worse every GP seemed to be doing something different, many practising ‘observational neglect’. A quick search of what data was available revealed very poor outcomes for our Maori population.
Perhaps I need to try and sort all of this out? But how........

Do I just need to find out about writing protocols and their implementation?

I decided instead to start from first principles and have a go at finding out how much the patients knew about their disease and was horrified to find out that over half the patients taking medication for hypertension had no idea what it was! To my horror the same was true for those with angina or diabetes – where were we going wrong? How could we improve?

Two months later Aata came back and his bloods revealed an eGFR of 30, a raised urinary ACR, a raised PTH and an HB of 9g/dl and an Hba1c of 8%. His BP was still raised and his cholesterol was 8mmol/l.
Time for action! But what to do?

I looked up my old MRCGP notes from the 90s and there is nothing helpful their! Hasn’t medicine moved on! One thing they did suggest that when making change you have to consider the patient, the GPs, the MDT, the practice organisation and the health regulatory bodies – have I got time, can I do it, what next?

Once I had sorted out his medication I had to think how as a locum I might effect change within the organisation – what would be the best strategy for facilitating change?

I had a look at the organisation and realised that the Practice Nurses were mainly doing dressings, BPs and blood tests and that there was little evidence of the extended role of the nurse. Also the Health Ministry were starting to fund an annual diabetic review. Perhaps there is an opportunity here?
How might I change things here? 

Also could there be a way of changing the way patients pay – rather than per consultation? A way to make it more affordable??

So next day I took my great plan to the lead GP who seemed a little hazy with miotic pupils and a dreamy smile who told me not to be so up tight and English – ‘no worries everything is a box of fluffies’ and he then went off on a diatribe about patients, bad debt and the difficulties of making the business work.

After that I did wonder about giving it up as a bad job and taking that charity post in Namibia I saw in the BMJ!

Not to be defeated I thought the next step might be convening an MDT meeting to see what everyone thought but what to put on the agenda and how could I make the meeting have a positive outcome?

Heh ho – let see what happens!
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