
Measurement and improvement
of outcomes in diabetes 
The UK has an impressive record in med-
ical discovery, innovation and invention,
and is in a good position to cope with the
challenges currently facing the NHS, Sir
Bruce Keogh, NHS England Medical
Director, told the conference in his
Keynote address. The challenges are
from escalating demand, rising costs, ris-
ing expectations and a tightening eco-
nomic situation, he said. However, the UK
has managed to hold on to the founding
principles of the NHS, while other coun-
tries have foundered.

Rising demand comes with more
older people who have chronic diseases
such as diabetes, and more younger peo-
ple who are used to a different world and
are impatient for knowledge. We need to
find ways to blend those two require-
ments if we are to keep the NHS.

Sir Bruce is calling for improved effi-
ciency by greater use of technology in
healthcare, particularly in diabetes.
Digital technology, which has changed
our personal lives, has so far had limited
use in medicine but soon mobile phones

will be preconfigured for monitoring med-
ical conditions, which can be connected
for third-party analysis of the data, which
is then sent back to the patient, he said.
This will deliver massive personal control
to people, with access to their own elec-
tronic records even from the other side of
the world, to get the healthcare they need
quickly. It will transform medicine into a
process of knowledge transfer, and this
is already gradually happening in dia-
betes. This will also help engage patients
in managing their own care and reduce
NHS costs.

Diabetes is becoming increasingly
common and many people are predia-
betic. NHS England is trying to focus on
prevention, to tackle the growing levels of
obesity and the associated increased risk
of developing type 2 diabetes, which in
turn increases the risks of heart disease,
stroke, amputation and blindness. People
with diabetes also at a higher risk of men-
tal health problems that need to be
addressed.

Sir Bruce concluded: “There is a risk
in the NHS that we always talk things
down. We have quite a lot to be pleased
about in diabetes.” 

Medicines optimisation in the
elderly diabetic patient with 
co-morbidities
More than 15 per cent of men and
around 12 per cent of women aged 75 to
79 years have type 2 diabetes: with the
increase in elderly patients there will
inevitably be more cases of type 2 dia-
betes, Philip Newland-Jones, advanced
specialist pharmacist practitioner at
Southampton NHS Foundation Trust, told
the conference. 

Diabetes in elderly people is different
because of a number of factors: there is
more of a decline in beta cell function,
increased insulin resistance, reduced
activity and a loss of muscle mass.

Therefore there is a reduction in glucose
and glycogen levels and more chance the
patient will become hypo glycaemic. 

People with diabetes aged under 65
years have three other medical conditions
on average but in those over 65 years this
increases to an average of 6.5, including
cardiovascular problems, renal failure
and dementia. The body’s ability to han-
dle medicines for multiple co-morbidities
is impaired in elderly populations, he
remarked.

Polypharmacy is needed to treat mul-
tiple, complex conditions and is appropri-
ate when the medicines are optimised
according to best evidence. But multiple
medications prescribed inappropriately
can cause more serious problems than
the diseases they have been prescribed
to treat. For example, being prescribed
five or more medications is associated
with a higher risk of hypoglycaemia.

Mr Newland-Jones said the evidence
base for multiple interventions in an indi-
vidual patient is poor and called for the
development of guidelines for long-term
conditions that co-exist. “It is not only
medicine that is important; with diabetes
it’s just as important that the dietary
aspect is right, too,” he added.

The warning signs of hypoglycaemia
and neuroglycopenia such as drowsiness
and confusion are muted in older people
and if the patient does not feel these
warning signs it is a cause for concern,
he explained. Caregivers should therefore
be educated to recognise the subtle signs
of hypoglycaemia.

Think about deprescribing where
appropriate: if there is no benefit from the
medication or if the harm outweighs the
benefit, stop it. If the same medication has
been recommended for 10 to 20 years, is
it right for the patient in front of you now?

Finally, ask if there is local guidance
or even personal guidance for diabetes in
older persons that you can tap into. Those
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who work in primary care should consider
being proactive and using their database
to search for those at greater risk of dia-
betes. They should also examine the
expertise that is being underutilised to
support elderly patients with diabetes –
talk to the dietitian and the pharmacist
and enlist their help.

Preventing complications in 
primary care
Blood glucose control is important in
managing patients with type 2 diabetes
but controlling blood glucose appears to
be less important than lowering blood
pressure and cholesterol in reducing car-
diovascular outcomes, clinical pharma-
cist and independent prescriber Zoe
Girdis told the conference.

An analysis of people with type 2 dia-
betes recruited to clinical trials showed
that for every 1000 people treated over
five years, reducing HbA1c levels by 0.9 per-
centage points would prevent eight people

having a cardio vascular event but lowering
cholesterol by 1mmol per litre and lower-
ing blood pressure by 10/5mmHg would
prevent a cardiovascular event in 23 peo-
ple and 29 people respectively.1

Should we be rethinking the way we
manage our diabetic patients, Ms Girdis
asked. We need to ask whether we are
benefiting them or causing more harm.
Lowering HbA1c levels has a place but it
has to be appropriate, achievable and
individualised for the patient. A target of
7.5 per cent (59mmol per mol) may be
the aim, but it depends on the patient’s
former levels and expectations.

An important area to focus on in man-
aging patients with diabetes is blood pres-
sure: are we even diagnosing hypertension
in our patients? Worryingly, if we do not
have them already registered and coded
as a hypertensive patient, hypertension is
not always diagnosed. It is therefore really
important that we monitor blood pressure,
emphasised Ms Girdis.

Finally, we often become too
focused on the disease: we should place
equal focus on the patient and on
patient-orientated outcomes, such as
reducing heart attacks and strokes.
Disease-orientated outcomes ask what
is the right target for their blood pres-
sure and HbA1c but patients just want
you to help them to have a better life.
Clinicians therefore need to achieve a
balancing act between medicines opti-
misation guidance/NICE guidelines and
a person-centred approach. Shared
decision making is important, and we
have a responsibility as clinicians to give
patients the information about the ben-
efits and possible dangers of treatment
or no treatment in a factual way, Ms
Girdis concluded. 
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