Diabetes (Type 2) 
Screening for diabetes

There is good evidence that screening is worthwhile in high-risk populations:

1. > 40 years of age with two of more of the following; family history in a first degree relative, BMI >25 or South Asian ethnicity - screen at least every 5 years with a fasting blood sugar. 

2. Women with a history of gestational diabetes (screen at least every three years with a fasting blood sugar)

3. Hypertensives – fasting blood sugar forms part of their minimum annual data set.

4. Patients with ischaemic heart disease, peripheral vascular disease or stroke – fasting blood sugar forms part of their annual review or minimum annual data set.

Methods and criteria for diagnosing diabetes mellitus 
1. Diabetes symptoms (ie polyuria, polydipsia and unexplained weight loss) plus 

· a random venous plasma glucose concentration › 11.1 mmol/l or 

· or a fasting plasma glucose concentration › 7.0 mmol/l 
or 

· two hour plasma glucose concentration › 11.1 mmol/l two hours after 75g anhydrous glucose in an oral glucose tolerance test (OGTT). 

2. With no symptoms diagnosis should not be based on a single glucose determination but requires confirmatory plasma venous determination. At least one additional glucose test result on another day with a value in the diabetic range is essential, either fasting, from a random sample or from the two hour post glucose load. If the fasting values are borderline then the two-hour value should be used. 

3. The WHO in January 2011 added HBa1c as a diagnostic test for diabetes in non pregnant adults. Type 2 diabetes is diagnosed in adults who are not pregnant and do not have haemoglobinopathy or haemolytic anaemia by a glycated haemoglobin (HbA1c) level of 6.5% (48 mmol/mol) or above. The WHO state that diagnosis should be confirmed with a repeat HbA1c test, unless clinical symptoms and plasma glucose levels >11.1mmol/l are present in which case further testing is not required.
The usually diagnostic pathway

Fasting blood sugar abnormal – GTT and Hba1c requested – management as per IFG, IGT and DM protocols

Classification and Terms 

Please note that our in house criteria for triggering a GTT is a fasting blood glucose > or = to 6.0 (or screening Hba1c > or = 6.0% i.e. 42 mmol/l) and the subsequent result is interpreted using the WHO criteria for IFG & IGT and diabetes.

· Impaired Glucose Tolerance (IGT) is a stage of impaired glucose regulation (Fasting plasma glucose ‹ 7.0 mmol/ and OGTT two hour value › 7.8mmol/l but ‹ 11.1 mmol/l).

· Impaired Fasting Glycaemia (IFG) has been introduced to classify individuals who have fasting glucose values above the normal range but below those diagnostic of diabetes. (Fasting plasma glucose › 6.0 mmol/l but ‹ 7.0 mmol/l UK criteria). 

Diabetes UK recommends that all those with IFG should have an OGTT to exclude the diagnosis of diabetes, and are actively managed as they have a significantly increased CVD risk. 
A diagnosis of diabetes has important legal and medical implications for the patient and it is therefore essential to be secure in the diagnosis.

See our IFG & IGT management protocols

http://www.pennine-gp-training.co.uk/updated-chronic-disease-management.htm
The changing of HbA1c reporting from 2011
From April 2011 the DCCT aligned measurement of HbA1c will be phased out and replaced with the new IFCC method which has completely different units! Instead of being reported as a percentage it will be expressed in mmol/l.
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The New Patient with diabetes

· Make sure the diagnosis is correct! 

· Provide information e.g. the practice information and/or the Type 2 diabetes PILeaflet from www.patient.co.uk and signpost them to the Diabetes UK website http://www.diabetes.org.uk/ .

· Arrange base line review bloods. 

(FBC, HbA1c, TSH, Electrolytes & Creatinine, fasting lipid profile, microproteinuria (urine ACR), BMI & BP and smoking status/cessation advice).

· GP to add the ‘Diabetes Type 1 or Type 2’ from the Read code formulary to the Problem Page..

· Task Vanessa to set the diabetes recall (6 month default for first attendance) and arrange the DESMOND Education sessions and retinal screening referral.

· If overweight consider referring to the Upbeat service (exercise on prescription), the Healthy Weight Clinic or other obesity treatments.

· Follow up by appropriate GP BUT remember new onset Type 1 often requires urgent DSN referral or admission if ketotic.
· Only start oral Rx if the BMs are in the high teens and they are symptomatic OR IF HbA1c > 10% i.e. 86 mmol/l (Metformin 500mg bd taken with or after food) – if not then try diet for 12 weeks with HbA1c at that time – if not at target (see page 4) then start Rx with Metformin. Please remember Metformin is very effective, reduces cardiovascular risk, retards weight gain and is not usually associated with hypos – but is contra-indicated if Creatinine > 150 (or eGFR < 40) in CCF or significant hepatic dysfunction. Metformin has to be stopped if eGFR fall below 30! Metformin MR can be used if they run into problems with GI side effects.
· Don’t forget that on starting hypoglycaemics to complete the prescription exemption form for those patients under 60 years of age. Also counsel the patient about the symptoms of hypos, hypo management, hypos and driving and remind them about informing their car and travel insurer AND document this in their records. If they hold HGV or PSV licenses then check with the 6 monthly updated DVLA guidance with respect to them having to inform the DVLA.
· See our guidance on further potential therapeutic interventions. If unsure please discuss management with the diabetes lead(s) within the practice.

Review schedules

Annual RV 
Invx = Cr&Es, eGFR, FBC, HbA1c and fasting lipid profile.



Urinary ACR.  

BP & smoking status/cessation advice, exercise status and alcohol intake.

BMI

Podiatry and retinal review.
Depression screening using two questions
? hypo unawareness, ? hypos requiring external intervention (see DVLA guidelines)

Targets at a glance

BP

Aspiration 
BP<140/<80 but if CKD present BP <130/80

Audit/QOF
BP<145/<85 but if CKD present BP <140/85
Non smoker    (Don’t forget PCT services & in-house clinic)
Cholesterol 
Aspirational
Cholesterol < 4.0mmol/l and LDL <2.0

Audit/QOF
Cholesterol <5.0mmol/l  and LDL < 2.5  

HbA1c 
Diet alone < 6.5% i.e. 48mmol/l
Diet & 1 hypoglycaemic therapy 6.5 to 7.0% i.e. 48 to 53 mmol/l (Beware in frail elderly patients!)

Diet &  2 or more hypoglycaemic therapies  < 7.5% i.e. 59 mmol/l
Home Blood Glucose Monitoring Diary http://www.pennine-gp-training.co.uk/HBGM-Diary.doc 
BMI <25
(Don’t forget Upbeat & The Healthy Weight Clinic)
Medication re-authorisation

1. Check the annual minimum data set are all in date; BP, Cr&Es, HbA1c, fasting lipids and urinary ACR.
2. If you have time check to see if the podiatry or retinal reviews are overdue.
3. Reset repeat re-authorisation for 1 year BUT shorten the review period if there are QOF implications (e.g. Diabetics with HT who should have a BP measurement between July and April of each QOF year).
If at the time of issuing repeats the minimum data set or annual reviews are incomplete and their annual diabetic review is overdue just issue one supply and task Vanessa to arrange DM clinic review.

BP – Active management is essential!

Over half of all diabetics are hypertensive. Both the UKPDS and DCCT trials have shown that excellent BP control reduces retinopathy, nephropathy, strokes, heart failure and MI. BP control is as important as glycaemic control! 

If BP> the audit/QOF standard you must act!
ACE inhibitors are usually the first line drug - see the hypertension guidelines.

Ramipril starting regime derived from the  HOPE study regime and BNF guidelines
If U&Es pre treatment reveal a creatinine < 150 micromol/l and a sodium >130 mmol/l then 2.5 mg Ramipril daily (1.25mg if on lower dose concomitant diuretics) for one week with check U&Es and an increase to 5.0 mg Ramipril for a further three weeks. Re-check U&Es and if indicated increase to 10mg Ramipril and repeat U&Es on an annual basis. If eGFR falls > 25% or creatinine rises by > 30% stop or back titrate treatment – see NICE guidelines. Don’t forget BNF cautions and contra indications.
Microproteinuria

ACR (Albumin Creatinine Ratio) is a screening test for diabetic microalbuminuria performed on a random sample of urine. The ACR for men should be less than 2.5 and for women less than 3.5.

False +ve results may occur after strenuous exercise, UTIs or glomerulonephritis.

NICE guidelines for microproteinuria

Measure serum Creatinine and urinary Albumin:Creatinine Ratio (ACR) concentration at least annually (unless consistently ACR > 6 in which case request urinary PCI).

If new onset microalbuminuria or proteinuria is present (ACR > 2.5 men and > 3.5 women) exclude UTI and repeat twice more (within one month where possible) as it may become an irreversible nephropathy within 6 to12 months. Read Code nephropathy in their Problem Page & Summary.
If microproteinuria is still present check their records (or examine their eyes) to check for retinopathy. If retinopathy is not present or if they have microscopic haematuria then look for a non-diabetes cause of renal disease.

· Ensure good glycaemic control (HbA1c target <7.5% i.e. 59 mmol/l)

· Measure, assess and manage cardiovascular risk factors aggressively. 

· Initiate ACE inhibitor therapy for cardiovascular/renal protection. 

· Target blood pressure =   QOF  <140/85  aspirational <130/80 mmHg.

· ACE inhibitors are the drug of first choice. To achieve target blood pressure then use combination therapy if ACE inhibition alone is not fully effective. 

· Measure ACR at each visit.

· See CKD section re referral guidelines to nephrology.
Glycaemic control and HbA1c – HBA1c should just be checked annually if at target (but every three months if treatment is being uptitrated to achieve target).
If HbA1c not at target, consider potential life style changes, compliance issues and/or increase treatment assuming this has not been done in the last 4 weeks – consider discussion with the diabetes lead clinician. Please note that HbA1c < 6.5% i.e. 42 mmol/l in diabetics on oral hypoglycaemics is associated with increased morbidity and mortality. Furthermore, there is now debate over the value of reducing HbA1c below 7.0% i.e. 53 mmol/l (BMJ April 2009) – watch this space.  
Type 2 summary for improving glycaemic control
· If they have mild or no symptoms of diabetes try dietary control over 3 months.

· If they have intrusive symptoms or an HbA1c > 10% i.e. 86mmol/l at presentation or 3 months of dietary control has failed to achieve tight glycaemic control then consider adding Metformin to dietary control.

· If they have side effects with Metformin consider substituting it with the slow release preparation or a sulphonylurea e.g. Glimeperide or one of the newer generation drugs such as an incretin, which is a DPP-4 inhibitor e.g. Sitagliptin or a thiazolidinedione e.g. Pioglitazone. If Metformin fails to achieve tight glycaemic control then consider adding in a sulphonylurea or one of the newer generation drugs +/- DSN referral.

· If they still have failed to achieve glycaemic control then arrange conversion to a GLP analogue (e.g. Exenatide) or insulin (often used to supplement oral therapy in Type 2 diabetes).

Lipids & CVD risk

Target adult cholesterol = minimum audit/QOF standard < 5.0 and LDL < 2.5 and an aspirational target of <4.0 and LDL <2.0

‘All’ Type 2 diabetics > 40 years should be considered for a statin as the Heart Protection Study showed a statin (Simvastatin 40mg) reduces the risk of infarct in diabetics (40 – 80 years of age) by 30% irrespective of their starting cholesterol level. However, the value of statins is limited in those with a low absolute risk (Low risk NICE 2008 = not overweight, non smoker, normotensive, no FH of premature CVD disease, no PMH of CVD disease, no microalbuminuria AND no high risk lipid profile!). If you are unsure then you can use the UKPDS CVD risk calculator which can be downloaded from http://www.dtu.ox.ac.uk/riskengine/download.php 
See our lipid protocol for starting statins. 
If you are starting a statin then remember that co-prescribing aspirin 75mg a day for the primary prevention of cardiovascular disease is no longer thought to be beneficial. 

Smoking – Read code cessation advice & refer to Practice Nurse smoking cessation service.

BMI >25 - Don’t forget Upbeat & The Healthy Weight Clinic 

Table to show secondary prevention investigations and actions at annual review 

	
	HT only 
	HT + CKD
	HT + Hypothyroid
	HT + IHD/CVA/TIA
	HT + ASTHMA 
	HT + COPD
	HT + DM /IFG /IGT

	Creat + electrolytes
	☺
	☺
	☺
	☺
	☺
	☺
	☺

	FBS
	☺
	☺
	☺
	☺
	☺
	☺
	NO

	FLP
	*
	*
	*
	☺
	*
	*
	☺

	ALT
	**
	**
	**
	**
	**
	**
	

	ACR
	
	☺
	
	
	
	
	☺

	TSH
	
	
	☺
	
	
	
	

	Hb A1c
	
	
	
	
	
	
	☺

	FBC
	
	***
	
	
	
	
	☺

	PN Clinical review to do or arrange
	☺
	☺
	☺
	☺
	☺X time
(long appt)
	☺X time
(long appt)
	☺


*
FLP only if not already on statin 

**
ALT only if started statin within last one year 
***    If e-GFR < 45 
Screening for depression in Diabetes and CHD

The two screening questions that have to be asked at the annual review.

· During the last month, have you often been bothered by feeling down, depressed or hopeless?
· During the last month, have you often been bothered by having little interest or pleasure in doing things?”

If the patient answers ‘yes’ to either question then ask:
· Is this something with which you would like help? 

If yes, complete PHQ9 and refer GP if score is 10 or more

You must enter the Read code short cut /dep   -    to code that this screening has been performed (you can also tick the appropriate box if using Systm1 template)

But please note there is no requirement to undertake screening if the patient is already on treatment for depression.  In which case you must enter the exempting Read code  = /exdep
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