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How data informs practice in Sweden (1)

The Swedish National Diabetes Register (NDR) serves as a useful
tool for providers of everyday care

Chronic diseases place a heavy burden not only on patients and their families, but on healthcare systems
around the world. Such pressure on the infrastructure and organisation of the systems often leads to poor
management of chronic conditions. The resulting complications reduce quality of life and dramatically
increase healthcare costs.The personal and social repercussions are enormous. Diabetes management |




How data informs practice in Sweden (2)

Figure 11. Mean HbA1c levels (IFCC, mmol/mol) over time in primary care,
type 1 diabetes and type 2 diabetes in specialist clinics.

» Offers a clinical tool for risk assessment,
monitoring and comparison.

* Promotes improvement through measurement.
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Primary care =@= Specialist clinics, type 1 diabetes =@= Specialist clinics, type 2 diabetes

The Swedish National Diabetes Register (NDR) - Nationwide results 1996 -
2020


https://www.ndr.nu/pdfs/NationWideResults_1996-2020.pdf
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Statistics

The button

Choose from ready-made comparisons or produce your
own customized statistics.

About the statistics

Indicator list



https://www.ndr.nu/#/statistik
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Australian data

AUSTRALIAN
NATIONAL
DIABETES
AUDIT

ANNUAL REPORT 2019



https://nadc.net.au/wp-content/uploads/2020/03/ANDA-AQCA-2019-Annual-Report.pdf
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Does clinical audit
make a difference?

2021]

[Accessed 19 September

The effect of audit and feedback on professional behaviour and on patient
outcomes ranges from little or no effect to a substantial effect. The quality of the
evidence is moderate.

Audit and feedback may be most effective when:

1. the health professionals are not performing well to start out with;

2. the person responsible for the audit and feedback is a supervisor or colleague;

3.itis provided more than once;
4.itis given both verbally and in writing;
5. itincludes clear targets and an action plan.

In addition, the effect of audit and feedback may be influenced by the type of
behaviour it is targeting. It is uncertain whether audit and feedback is more
effective when combined with other interventions.

Authors' conclusions:

Audit and feedback generally leads to small but potentially important
improvements in professional practice. The effectiveness of audit and
feedback seems to depend on baseline performance and how the feedback
is provided. Future studies of audit and feedback should directly compare
different ways of providing feedback.



https://www.cochrane.org/CD000259/EPOC_audit-and-feedback-effects-on-professional-practice-and-patient-outcomes

Diabetes complications

Figure 1.29: Number of potentially preventable hospitalisations - diabetes complications per 100,000
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https://www.safetyandquality.gov.au/sites/default/files/migrated/1.5-Diabetes-complications.pdf

Therapeutic inertia (1)

“Therapeutic inertia, defined as the failure to initiate

or intensify therapy in a timely manner according to

evidence-based clinical guidelines, is a key reason for

uncontrolled hyperglycaemia in patients with type 2

diabetes.”
“In most studies, the median time to treatment
intensification after a glycated haemoglobin (HbAlc)
measurement above target was more than 1 year
(range 0.3 to >7.2 years).”

Therapeutic inertia in the treatment of hyperglycaemia in patients with type 2 diabetes: A systematic
review .August 2017 20(suppl 1).

[Accessed 19 September 2021]


https://www.researchgate.net/journal/Diabetes-Obesity-and-Metabolism-1463-1326
https://www.researchgate.net/publication/319234861_Therapeutic_inertia_in_the_treatment_of_hyperglycaemia_in_patients_with_type_2_diabetes_A_systematic_review

Swedish National Diabetes Register e herapeutlc lnertla (2)

Time to pharmacological treatment has been
reduced from year 2002 to 2011.
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https://www.ndr.nu/pdfs/Annual_Report_NDR_2013.pdf

Why therapeutic inertia matters

\Y Cardiovascular Diabetology

Home About Articles Submission Guidelines

Original investigation | Open Access | Published: 07 August 2015

Delay in treatment intensification increases the risks
of cardiovascular events in patients with type 2
diabetes

Sanjoy K Paul &, Kerenaftali Klein, Brian L Thorsted, Michael L Wolden & Kamlesh Khunti

Cardiovascular Diabetology 14, Article number: 100 (2015) | Cite this article
12k Accesses | 107 Citations | 40 Altmetric | Metrics

Abstract

Background

The aim of the study was to evaluate the effect of delay in treatment intensification (IT; clinical
inertia) in conjunction with glycaemic burden on the risk of macrovascular events (CVE) in
type 2 diabetes (T2DM) patients.



https://cardiab.biomedcentral.com/articles/10.1186/s12933-015-0260-x

GP knowledge (1)

https://www.racgp.org.au/getattachment/41fee8dc-7f97-4f87-9d90-b7af337af778/Management-
of-type-2-diabetes-A-handbook-for-general-practice.aspx



https://www.racgp.org.au/getattachment/41fee8dc-7f97-4f87-9d90-b7af337af778/Management-of-type-2-diabetes-A-handbook-for-general-practice.aspx

GP knowledge (2)

ﬁ /... [ Insulin Therapy in Type 2 Diabetes / Preparation for Initiating Insulin in Type 2 Diabetes
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How big is the implementation
gap In our practice?

Implementation Gap
S ———eeeeer

What we know What we do

Image from: [Accessed 19 September 2021]


https://medium.com/@adrian.ireland107/do-less-3a4bcfeb6a35

From: Management of hyperglycaemia in type 2 diabetes, 2018. A consensus report by the American Diabetes Association (ADA) and the European
Association for the Study of Diabetes (EASD)

DECISION CYCLE FOR PATIENT-CENTRED GLYCAEMIC MANAGEMENT IN TYPE 2 DIABETES

REVIEW AND AGREE ON MANAGEMENT PLAN ASSESS KEY PATIENT CHARACTERISTICS

» Review management plan Current lifestyle
* Mutual agreement on changes «  Comorbidities i.e. ASCVD, CKD, HF

[ ]
»  Ensure agreed modification of therapy is implemented «  Clinical characteristics i.e. age, HbA, , weight P t t 1 f
in a timely fashion to avoid clinical inertia « Issues such as motivation and depression O e n 1 a. O Cu S
« Decision cycle undertaken regularly Cultural and socio-economic context f
OF CARE t1
*  Emotional well-being M » Impact on weight and hypoglycaemia p
«  Check tolerability of medication * Prevent comphcatmns «  Side effect profile of medication

(at least once/twice a year)
« Monitor glycaemic status » Optimise quality of life «  Complexity of regimen i. frequency, mode of administration | [ [j ) prove 90 ent?

» Biofeedback including SMBG, . »  Choose regimen to optimise adherence and persistence

weight, step count, HbA_ , BP, lipids »  Access, cost and availability of medication i

-

CONSIDER SPECIFIC FACTORS WHICH IMPACT

ONGOING MONITORING AND CHOICE OF TREATMENT

GOALS
SUPPORT INCLUDING: «  Individualised HbA,_target

SHARED DECISION-MAKING TO CREATE A
IMPLEMENT MANAGEMENT PLAN MANAGEMENT PLAN
- Patients not meeting goals generally \ (\/g « Involves an educated and informed patient (and their
should be seen at least every 3 , P family/caregiver)
months as long as progress is being AGREE ON MANAGEMENT PLAN *  Seeks patient preferences o
made; more frequent contact initially . « Effective consultation includes motivational
is often desirable for DSMES * Specify SMART goals: interviewing, goal setting and shared decision-making
- Specific «  Empowers the patient
- Measurable «  Ensures access to DSMES
ASCVD = Atherosclerotic Cardiovascular Disease - Achievable

CKD = Chronic Kidney Disease - Realistic

HF = Heart Failure - Time limited
DSMES = Diabetes Self-Management Education and Support

SMBG = Self-Monitored Blood Glucose

Decision cycle for patient-centred glycaemic management in type 2 diabetes




Why should GPs consider participating?



Current CPD: 2020- 2022 triennium
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Measuring outcomes

Audit = CPD

Clinical resources  Running a practice  Advocacy  News Q, search
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(15 pts per year upon completion of annual reflection)

Audit focused on GPs own practice:

Activities using audit of patient outcome data and

feedback from patients, peers, colleagues)

to assess patient outcomes and implement quality improvements

Future CPD requirements: From January 2023

The 50 hours of CPD per year will consist of:

« 25 hours of active CPD - reviewing outcomes and measuring performance
(GPs can decide the best mix for these activities to suit their practice, with
five hours minimum of each type)

« 12.5 hours traditional learning or educational activities — eg reading,
lectures, conferences

» 12.5 hours — GPs can choose across the three types of CPD.




A patient perspective*(Dunning Kruger effect?)

Dunning-Kruger effect.....refers to the cognitive bias that
leads people to overestimate their knowledge or expertise.
.....those with ikely to
overestimate

Percentile

- Perceived Ability
@~ Actual Test Score

2nd
Quartile Quartile Quartile Quartile



https://tincture.io/our-dunning-kruger-healthcare-system-e4d74d8400bf

Accountability



https://tincture.io/our-dunning-kruger-healthcare-system-e4d74d8400bf

I don’t have time
I can’t afford it
COVID



COVID & diabetes

JS. J
From: High risk groups for severe COVID-19 in a whole of population cohort in Australia 02 l O 63 7 8
- -Z
Events Population % with Age and Fully
COVID-19 sex adjusted Article | Published: 10 July 2020
hospitalised/ adjusted HR* . o e . .
died HR Fasting blood glucose at admission is an independent
No comorbidity 84 1809 4.6% . . . . .
Any comorbidity listed"* 384 2245 17.1% 235 2.33(1.81-2.99) - predictor for 28-day mortality in patients with COVID-
Ischaemic heart disease 45 114 39.5% 3.52 1.52 (1.10-2.10) —— o o . o o o
Cerebrovascular disease 20 41 48.8% 351 148(093-237)  —— 19 without previous diagnosis of diabetes: a multi-centre
Hypertension 139 513 27.1% 247 1.06 (0.85-1.32) - .
Cancer in last year 5 13 38.5% 456  2.23(0.91-5.46) retrospective Study
Chronic kidney disease 18 34 52.9% 3.57 1.38 (0.82-2.31) ——
COPD 112 293 38.2% 383  1.81(1.43-2.29) === Sufei Wang, Pei Ma, Shujing Zhang, Siwei Song, Zhihui Wang, Yanling Ma, Juanjuan Xu, Feng Wu, Limin
Asthma = 53 416 12.7% 2.08 0.91 (0.68-1.22) — ¢ = 3 . . ;
Obesi 280 1633 17.1% 1.48 1.20 (0.95-1.51) - Duan, Zhengrong_Yin, Huilin Luo, Nian Xiong, Man Xu, Tianshu Zeng & Yang Jin &1
97 264 36.7% 4.16 #‘M} > A e
nmunosuppressive condition# 39 129 30.2% 3.60 1.66 (1.19-2.33) e Diabetologia 63, 21022111 (2020) | Cite this article
Current smoker 12 107 11.2% 2.62 1.04 (0.26-4.25)
Pregnanti 2 26 7.7% 1.58  1.45(0.35-5.95) rch in contexd

I T T T T

0o 1 2 3 4

Fully adjusted HR
(95% ClI)

*Hazard ratios adjusted for age, sex, socioeconomic decile and any comorbidity.

**Comorbidities include ischaemic heart disease, cerebrovascular disease, hypertension, cancer in
last year, chronic kidney disease, COPD, asthma, obesity, diabetes, immunosuppressive condition.

#See methods for definitions.

##Hazard ratios for pregnancy compare only to women who were not pregnant; therefore not adjusted for sex.

Hazard ratios for risk of severe COVID-19 (hospitalisation or death) according to co-morbidities and other factors compared to those without each
comorbidity

Diabetes management during the coronavirus
pandemic: Be proactive and prepared

What is already known about this subject?

* Hyperglycaemiais associated with an increased risk of mortality in community-acquired pneumonia, stroke, acute
myocardial infarction, trauma and surgery

What is the key question?

e s fasting blood glucose (FBG) a risk factor for 28-day mortality in COVID-19 patients without previously diagnosed
diabetes?

What are the new findings?
e  FBGwas an independent risk factor for fatality in COVID-19 patients not previously diagnosed as having diabetes
e  Patients with serum glucose concentration =7.0 mmol/l had a higher risk of death
e Hyperglycaemic patients were more likely to develop complications

How might this impact on dinical practice in the foreseeable future?

e Addressing elevated FBG at an early stage can help clinicians better manage the condition and lower the mortality
risk of COVID-19 patients

https://link.springer.com/article/10.1007%2Fs00125-020-05209-1



https://www.racgp.org.au/getmedia/97a5abb4-1290-42cb-91c0-eabcaa8ca590/Diabetes-management-during-coronavirus-pandemic_1.pdf.aspx
https://bmcinfectdis.biomedcentral.com/articles/10.1186/s12879-021-06378-z
https://link.springer.com/article/10.1007%2Fs00125-020-05209-1

