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Long Term Condition Management — A Guide to Recovery (a marathon not a
sprint!)

The General Practice Nurse Network at NES organised two webinars to
consider the future of Long Term Condition Management, first broadcast on
the 15t June and the 24" June 2021.

Dr Scott Jamieson GP, Dr Nico Grunenberg GP and Alison Fox, Practice
Manager shared their thoughts with us at these Teams live events and to gain
the most from this guidance, it is worth reviewing these two events to gain a
better understanding of what re-design can look like and the evidence which
underpins Long Term Condition Management. Copies of their presentations
and recordings of the events are available.

Where are we at? (rest, refresh, recover)

Effective management of long-term conditions (LTC), at the best of times, has
been challenging for the health and social care system. The global pandemic
forced practices to re-design systems of care overnight, re-prioritising services
to create additional capacity to deal with work related to Covid-19.
Undoubtedly, this has resulted in a disruption in the provision of proactive
care and LTC management. Even prior to March 2020, with the removal of
the Quality and Outcomes Framework (QOF) for payment and auditing
purposes, practices were at the beginning of a re-design process. Some
practices will have already reviewed their clinical protocols and systems
whereas others were perhaps at the beginning of this process when the
pandemic hit.

Additionally, individuals may have chosen not to access care through fears
they may contract or transmit COVID-19. Maintaining good health and
avoiding deterioration requires pro-active monitoring and management to
optimise treatment and as we progress through the pandemic, one of the
many challenges is how we will continue to deliver routine care including
follow up review and LTC management, whilst Covid-19 remains a risk.

Deep inequalities, exposed by the pandemic, show that those who have been
worst affected by the virus, are largely those who had worst health outcomes
pre Covid-19. Therefore, continuing to ensure that these patients receive
appropriate treatment, review and management is still very important.

The removal of QOF for payment and auditing purposes and the
establishment of GP clusters provided the opportunity to re-design long term
condition management to ensure that services were appropriate to population
need following the most up to date clinical evidence and the principles of
realistic medicine. Pre COVID-19, many practices were moving away from
condition specific annual reviews to person centred care and what was most
important to patients. Covid-19 disrupted this transition and re-design process
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and for some practices this has been “on hold” with questions now being
raised about how you start that re-design process and prioritise patients for
review.

Where are we heading? (recover, refresh and re-design)

Each practice will have their own individual challenges, whether it be building
space, IT structure, engaging with people and communities, or recruitment
and retention issues.

However, an opportunity now exists to help patients regain control over their
lives by engaging in a meaningful and constructive way rather than merely
collecting data for the sake of audit and payment purposes.

This means that services can be re-designed in a person-centred way,
possibly differently to the way it was done before with strict annual reviews,
allowing practices to co-ordinate complex care more effectively.

It will be important to recognise the role people play in improving their own
health and to support them to do so by optimising self-management.

The initial step in addressing inequality is good two-way communication by
working in partnership with the patient to identify their priorities and goals and
to then develop an action or management plan with them. Helping people to
find ways to identify what matters to them, then promoting self-management
such as setting realistic goals and securing their support to achieve these.

This may mean a move away from traditional annual reviews where a set of
data was collected and was perhaps more prominent than the management of
the condition. Therefore, thinking about how you collect data and how you
help the patient manage their condition may be two different strands or at
least need to be thought about in different ways.

The question of how you re-prioritise patients utilising an annual recall
procedure is somewhat now redundant particularly if a patient has now
missed out on that annual review and a year has passed. What may be more
prudent, is how do we design a system that works from this point onwards,
how do we communicate that to our patients so that they understand and can
buy into this revised service.

How do we get there? Where do we start?

Despite the challenges and barriers, COVID-19 has also brought opportunities
to challenge the traditional ways of working. COVID-19 has already propelled
changes to the way routine care is delivered. Teams are working very
differently now to 18 months ago, and the use of digital technology particularly
in relation to consultation with patients, has been rapid. At times far too rapid
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and we now need to reflect on the best bits and how they are working and the
bits that still need to either change or imbed.

There is always a risk that practices will try to return to previous ways of
working which is a natural reaction to fast paced change which had little
practice buy in or ownership at the beginning of the pandemic. Harking back
to the familiar brings comfort and a feeling of control again but there is now
the opportunity to learn from our everyday work and to question its value, its
clinical appropriateness and its worth to the patients.

Learning from everyday work — Rethinking Long Term Condition Management

Before starting any re-design process ask yourself and the team the
following:

* Why is your practice doing things the way you are? Is it best practice? Is it
value added care? What does the evidence say? (refer to Dr Scott
Jamieson’s presentation above for an overview). Or is it — this is the way we
have always done it?

» Look at the principles of realistic medicine and the evidence available. Do you
have sufficient clinical input to the practice protocols for managing long term
conditions? Are they clinically led from evidence or administratively led based
on older QOF protocols? Do you need to re-write your protocols and re-train
staff? Can you share this clinical input across clusters?

* What is the best method of data gathering for each individual — phone, video
or face to face in a clinical setting or patient’s home? If this the same process
you’d use for management?

» Do you treat the person and not the condition? What is the Process (what
information and data do you need, how is this shared, what conversation
takes place, and how do you record the agreed action plan?). When does that
person need to be reviewed again? Does it need to be annually? Is their
review tied in with medication management, for example?

* Who is the best person? What is the role of local HSCP Community Centres
in data gathering, Practice Nurse, Health Care Assistant, Practice Pharmacist,
Link Worker, the GP? What is the role of the reception team — do you need
data or information prior to review?

» Does your appointment and recall system need reviewed? Trial new and
innovative approaches — try small tests of change to start with.

« How are you working with and communicating with patients about how and
when they will be reviewed in the future, especially those who were reviewed/
recalled regularly prior to covid-19 and are anxious that they may have not
been reviewed for some time
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Technology is an enabler for some, but if we are to successfully manage LTCs -
new systems and processes to enable high-quality person-centred care are
essential. One bonus is that continuity of care may be more sustainable which
can help build relationships of trust and shared understanding.

Other Considerations

* What education do you provide — do you signpost patients? « What is your
practices role in mitigating health inequalities?

* What matters to staff? Do they need updated training?

* How can you use the third sector?

» Social prescribing — is this something to consider?

Being overly ambitious, whilst amidst a global pandemic, is not wise. This is
not a short sprint, but a marathon. Small steps of change — then evaluate —
share. Small practical wins. Dr Nico Grunenberg describes his small tests of
change and you can access the recording as above

Celebrate your successes and share good practice and innovation within your
GP clusters. Sharing can cut down the workload and learning what works
well somewhere else can save “re-inventing the wheel”.

Remember that your patients are at the heart of any change process and
people like choices so ensure that this is a shared journey. A small focus
group to discuss your ideas with patients could save wasted time and effort if
the planned outcome doesn’t work for them. Think about your use of digital
consulting methods — they may not work for everyone.

A Team Approach

Virtually everyone in the practice has a role in long term condition
management from the reception staff signposting and making appointments,
to the recall administration staff, through to the clinical and community staff.
It is worth listing all those involved in the process and clarifying their roles,
identifying who is going to take a lead in each area.

How do you prioritise patients?

Consider what components of care can be delivered by each member of the
team and how you prioritise your patients — do you start with the high risk
(often more complex cases)? Should these people be reviewed by GP/Nurse
or AHP more immediately?

Those with greatest clinical risk (for risk factors modification) may include
people with multi morbidity and at higher risk of adverse clinical outcomes,
poor concordance, social complexity, and frailty. There may be an increase in
mental health issues in this group which they may wish to discuss as part of
any review.
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Those at lower risk, such as people with stable hypertension could be
monitored by HCAs (practice guidelines will be required locally). Florence can
be utilised for remote monitoring and self-care. Could patients’ text in home
BP readings?

General Principles

As QOF is no longer being used for payment or audit purposes, the general
principles for practices to manage long term conditions has become
somewhat lost.

Returning to local clinical and practice discussions to consider current
clinical evidence will be important. Once this has been established,
processes, training and systems can be developed with appropriate
people aligned to tasks.

Establishment of good clinical protocols (at practice or GP cluster level) will
guide review/recalls periods and help to establish clinical priorities (high
risk scenarios may influence the areas that you focus on more immediately).

Considering what is important to patients will influence the method of
review remembering that choice is important and not one size fits all.

The word VALUE springs to mind — the value of the clinical evidence, the
value of the tests you are taking, the data you are collecting and recording
and the frequency in managing the condition and the value to the patient of
the review process, what they are getting out of it and what their long and
short terms goals are in managing their own health.
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St Triduana’s

Medical Praclice
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The St. Triduana's Story

Implementing care and support planning for people with long term conditions

I was o8 bit of o eop of feith af the start, bul Aow we wodddn‘t 9o Back o owr old way of warking”

5. Triduana's Medical Practice is a GP practice in Edinburgh with around 11,000 patients. Previously care
for people with long term conditions was based on fulfilling QOF reguirements with unoonnected
miedicine reviews leaving little opportunity for addressing patient issues and concerns. People were seen
fo separate individual dissase reviews which locused on completing tasks rather than on 'good
pofversations’ and ‘planning care with people’.

Time to change

5t Triduana™s Medical Practice was already involeed in MHS Lothiam's ‘'Headroom” project when the t2am
amended & sedsion to hear about cane and support planning using the House of Care, supported by the British
Heart Foundation. The praclice was keen 1o wse care and support planning as & means 1o deliver the Realistic
Medicing aspirations af more honesl comersations, more pragmatic approaches (o medical treatments and a
focus on ‘mare than medicing’, alongside a partnership approach to working with the peaple thal they serve.
In sddition care and support planning was consistent with the mew GMS contract and good way to deliver
patient focused redical care in place of QoF.

Getting started

A few GPs and murses attended Year of Care training and cascaded this 1o the rest of the practice team. The
practice had a small leadership team who worked together to plan and deliver the necessary changes to
implement care and support planning. This imeobved changing existing processes and roles of team members.
The practice tested aut the pracess with around 10 cardiovascular patients including pesple with diabetes. In
May 2017, this was scaled up to include all peaple with multiple long term conditions.

“Even ol the festing slage we ohways hod an eye on wial was realislic and what wos scalable - in relrospect we
showld hove spent less time on piloting with o few patients”

A process that balances good clinlcal care with what matters to people

Camand sepportpanrng: heprocess -JWJ}' mﬂ"’] m-ﬂfﬂﬁﬂ}'mﬂﬂl-ﬁ‘!ﬂm
| — but after getting involved i this programme, | hod
““'ml'l"““"‘ B e bo admit | wasn'L Unless pou ore willing fo advsit
TR i T wou e nat perfedt, you won'l gef onpwhere.” GF
Il-"l.i.:':'\:'-.:‘ll: =
¥ = = “1 was really warried that we would lose the
[ mwcmmmten | ey vt e hiamedical agenda, but this really hosn’t happenad
L R — — boithy the clivice! avgd the patisnt slulf are egually
[N ] et impartant and we deem to be getting the balonce
L = P A f‘fg'ﬂr_-ﬂ)
i o fos
—
Sl The Scottish
& Waar of Care 2018
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The process = how it works at 5t Triduana's

Adter initial piloting the practice moved o a single care and support planning (CSP) process for all
long term conditions, held a rmonth before the redicinge review was dus. This meant that not only could the
practice ensure sll bests and tasks for &l conditions had been done, but also that relevant infarmation from the
C5P conwersation and tests could be used to strearmline the medicine review and make it roce reaningful.

Infarmation gathering is done by healthcare assitants (who also have 8 dual role working in reception). The
practice calls patients to book appointments (and also sends text rerminders). The practice set up EMIS PCS T
templates o help receplion with appointrents, sending oul preparation materials, social prescribing and
recording the care plan itsell. This has taken tirme and requires & comman understanding of the programme 1o
ensure it works well for each reernber of the team, recognising the critical nature of each sep in the process,

|1+ o s Lpmpepna. —— B . .
— T — The EII'I'-'G aof EFII‘IEI‘I‘IEI‘EE ®
My st L | B | S—— D i Lol B4 i s s L TP (RS managed by llagging people a
Amalll Heteey . ‘level 1, 2 or T depending on the
M S e, ey gt ol e b v bag o nurnber amd mﬁlﬂ.'r of their
s Vi kel i ke et long term conditiong.  Esch level
e o Fmm——— has a defined appaintrent time
e T L LR L and rale allocated. This is built into
L T Pamyiorsr - ey bang brey it Biom py Lirws ! T ¢ Lo 1 the termplate o0 i's easy 0
1T s wwdk HA P THears opee seib ;s el e 7 sy Dy femernber and obviows o all

e 1 i ewiien 11000 P gl s sl g BT Lt b
e o 1 S L) B g o e il'ﬂ'ﬂl'!'d- -'I ﬁl‘!’rﬂﬂ can Elﬁﬂ bE
R — ‘moved up’ a8 level il they have

Levs 14 Neaas ae l08] b=m ool e e

f‘::;"ﬂ'! i i other  more WI canditions

e ————— ;:-u--:mv--:m"::" o i eg. irailty, dernentia. By :re.Fting

e E— such & robusl proceds not & sngle

Liwel 1 Pware Aiv iwel & Coveiieasl & Lol B8 cof ol ﬁfﬁﬂl‘l has ended IJP Hir'l,g_ ﬁl'm
iiweE sl 08 Py Wl aad =W rA 8 Bl bl ) P e D ab L e

the wrong appaintment — the
aibaalien ravie thas I admin and reception team is key to

o] o | this sucress.

Care and support planning conversations are mainly done by nurses, with GPs handing the most comples
cases. The nurses are being supparted by GPs 1o confidently manage care and support planning Bcross & range
ol conditions and it is hoped that, with time, all nurses will be able to handle all but the most cormplex cane and
support planning cormversations.

& real team effort
"D e i whal rmakes This work™

One of the most impressive things absut the practice is net only how culturally ‘in tune’ with the ethos of CSP
they are, but how that extends to the way the team works — they are all proud of esch ather and ol what they
have achieved. They recognise that this has been a huge change lor the whole tearm, particularly for nurses.
Everyone has been invalved and the vision and implementation of CSP has been invelving, strengthening and
communicated well within the team.

The practice manager, Alison Fax, has worked closely with the clinical leadership team and developed regular
Lestinng 1o review implementation of the prodess and & regular weekly MDT as an opporiunity for pesr
support and supervision. This has helped the team understand each other's roles and now includes the full
tirme link worker, communily pychiatric nurse and pharmacist who support the approach. External Tacilitation
has been uselul to challenge and offer new ideas, as has having time et aside to do the work associated with

wet up of C5P and stalf developrment.

m o F = .
e Gorvermmsent

B Yaar of Care 2018
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M=t
Professional development

One af the team's key &ims is to have stall trained, supported and working o the “fog of their R4
ficence™ as a rmeans of promoting good guality clinical care with as few visits 1o the practice for the patient as

possibile.
Impact on roles

Redesigning the systern of care has lorced the team Lo review rodes. Healthcare assistants now take an rone
ol the tests and tasks during information gathering appointments. Many healthcare assistants also work in
reception which gives the practice an extra benefit as they understand the systern and the philosophy of the
approach; they can explain this to people with long term conditions when they contact the practice or when
making appointments.

The big change has been for practice nurses who used 1o be locused on single conditions and the completion
of termplates. Gaing frarm such a structured termplate-led approach 1o a CSP corversation where you don't
kniow what the patient will bring up has been guite a challenge.

"It wad @ significant change from whal we wed fo do, ond we were worried ahoul fithiag i all in. ORce pou
Fairw [rigd if, il hecomes clear that we're nol béing asked [0 just add moare checkiEis i for all Bhe conditions
sovmenne hes, we aead fo chenge the whole way we handle our conversations anund what feally motters o
e person. IS hoken guite o while for the penmy fo drog and for me to get my heod around the foct that |
da’t nead bo fix evenptiing.

Supervision and support

GPs have & strong role in supporting and developing the nursing team. The practice is already seeing that
Beule appointments are less pressured so clinicians are able 1o concentrale more on the comples cases which
nead their expertise.

The practice has a range of ‘bitesize’ training sessions together with a regular calendar of leaming cycles
which are facilitated externally. They are particularly useful in helping to tease oul and discuss ways of
handling some of the challenges which the practice team face. They give an apportunity for peer support
and informal supervision from GPS — sharing how people handle difficult conversations, as well a5 seeing how
the rest of the tearm (pharmacy, mental health, links worker ete.] can contribute. This is all part of the
praclice’s recognition that reviewing the detail and keeping the team thinking about this kas helped evobe
and refine things. The practice see this reflective time as impartant to the quality of what they deliver,

‘More than medicine” and community support

Ensuring care and support planning feeds into the practice based link worker is really reaping rewards. Marny
peaple identify issues such as debt, housing or social solation as the biggest issue impacting on their lile and
their long term condition. The praciice imobees the link warker in their mestings and benefits from hearing
abaut what's gaing on in the local cammunity; 51 Triduana's has the lesest DMA rate when making & referral.
Patients have been supported practically with real life issues and this & already having an impact on
individual patients and their self-care.

Looking to the future

The practice has & conlinual development programeme for the tearm. Further training of healthcare assitants
in spirometry and foot checks is planned, and clinical training around respiratory and ongoing sharing acrass
social prescribing, pharmacy and the rest of the team will continue. The practice is abo looking into frailty as
wall 4z people currently supparted rmainly in secondary care 1o wee how they can provide CSP without calling
Ehern in unnecessarily, of crossing over with the support they are already getting. The practice has travelled a
lorg way in three years bul also recognises that there is still much to da.

ﬁ N e
el R e Govermiment

© Year of Care 2018
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P
50 what difference Is this making?

The practice was asked 1o corsider the benefits of introducing CSP and using the House af Care e
frarmewark including mare than medicine. This is what they said:

Benefits for people with long term condithons

“They [people with LTCs) ke getting information beforehond. Becawse they can see results, if helps make the
rmental link — thay see comection bebween lfestple stuf) and results, the perny drops, they can see the positive
results of what they have done,” |Practice Nurse]

“Patients lke the opportunily lo discuss whot motters to them. s really the first time they've hod Hhis
agportunily. They might wanl fo felk sboul work, cane package, respile, lae aails, festyle, and guite aften
wnexpacted things. Sovmetimes o hit Surprised bul there’s ahbwops something.” [Practice Nurse)

“Ouwr IT termplates alsg record the care plan iself, S0 of ony time we can see whal mallers [0 the perasn and
what qools they are working on S0 we con reinfores and suppart this thrsugh ol owr contacts will thal persan
and undershand the patient’s preferences.” (GR)

“In particular it's improved cur wse of more then medicine — o many coses we wsed [0 give geagle medicine
when in fact the prodilenm wes with move sock Bsues — having this approoched and then being able to refer io
Lirks Wrkers is & real benafit to patient care.” (GP)

“Withourt! & dowbi it's belter for patients.” | Practice Nurse)

Staff benefits

Reception has found this process a lot less work than previous appointment systems lor chronic diseases.
“i's clearer ond simpler and the templates moke it easier.” [Administraton/HCSW)

“Praviously there wos guite o bit of dupleation of effort — all gets done spstematicolly now. ™ (GP]

“We are constantly develoning peogsle, and | tink this appreoch heips peose be able o apenate af top of thair
licence, and frees up time for GPY 1o focus an the right st (GF)

“I's so munch edasier 1o do medicings reviews now — mostly iF's already done.” [GP)
“We hove certoinly seen links between stafl groups improving,  (Practice Manager)
Practice benafits

“Care Grd sugport pleaning is oMo something thel keiped with safety — combining appainlments meant the
chance of sormething gedling missed was ks — clearer, simplified, safer.” (Practice Manager]

"W haped the move would be mave efficfent i oppewiment wie, and some of this does seem fo be
hoppening.  We howe one of the lowest DNA rates and the number of GP ogpoiniments & definitely going
diwn” [Practice Manager)

1 belisve we con fun o success i budiness and be potienl-centred by focwsing on whal metters bo the person -
we arg now an the easiest poth o moke this hagpen. | am so proud when so much negative stuff is orownd
thurt wee have o System which is boath positive and sushoimable.” (Pracdice Manager|

For further information contact Alson Fox olwoafoe@ohsolbisnseol nhsuk of Dr Louise Bailey
Laviwis e Bt s inthimn. seod_nhd. uk

i Ny’ PRESSN
ALLIANCE !*mﬁ H

. (soverniment
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ST TRIDUANA'’S

MEDICAL PRACTICE

54 MOIRA PARK, EDINBURGH, EH7 6RU
TELO131 657 3341 WWW.STTRIDUANAS.CO.UK FAX 0131 669 6055

System Date Long

Name
Patient Address Stacked

Dear - Title Surname

Thank you for attending the surgery prior to your annual review. Your results are detailed in this letter. We hope this

information will help you to decide what is important to you and support you in managing your long term health.

You may wish to consider what you want discuss with our practice nurse before the telephone appointment on:
Appointment Date at Appointment Time

Some things that people ask about include - circle any that are important to you:

LIFESTYLE MENTAL HEALTH HEALTH CONCERNS SOCIAL
Giving up smoking Feeling down or stressed Medication Work and employment
Alcohol Sleep issues Concern of new symptoms Driving
Ithier eating or concerns ¢  Loneliness or isolation Risk of future health problems Benefits
your weight
Keeping active

Your recent results for discussion at your review include:

Blood Pressure

Read Code Fields - 2469 /Read Code Fields - 246A

In general we aim for blood pressure less than 140/ 90. The target for blood pressure control depends on the
conditions you suffer from. Please discuss your individual target with the nurse at your appointment.

Cholesterol

Read Code Fields - 44PJ

Keeping cholesterol less than 5Smmol, lowers your chances of having heart attacks or strokes. We recommend a diet
low in salt and saturated fat and high in fruit, vegetables and oily fish.

Diabetes control

Read Code Fields - 42W5

Hba1c is an overall measure of the body’s sugar levels over the past 8-10 weeks. Levels below 42 are normal. Levels of 42 and
above are suggestive of higher blood sugar levels. If this is raised, we will discuss this at your appointment.

Smoking and Vaping

Read Code Fields - 137

Avoiding smoking has many health benefits. All sorts of tobacco can be harmful and stopping smoking has the most
significant health benefit for you. Vaping is less harmful than smoking but not safe and not without risks.

Weight
Read Code Fields - 22K
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The healthy weight for you depends on your height and this is assessed using Body Mass Index (BMI). Ideally being
between 20-25 is a healthy weight.

Drinking alcohol in safe limits (<14 units/week) and exercising regularly, ideally >30 minutes 3 times per week may
also help reduce blood pressure and lower your risk of developing heart disease or suffering from a stroke.

We look forward to speaking with you for review and discussing any issues of concern at that time.
This phone appointment will include looking at your current medication and health.
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ST TRIDUANA'’S

MEDICAL PRACTICE

54 MOIRA PARK, EDINBURGH, EH7 6RU
TELO131 657 3341 WWW.STTRIDUANAS.CO.UK FAX 0131 669 6055

System Date Long

Name
Patient Address Stacked

Dear — Title Surname

Thank you for attending the surgery prior to your annual review. Your results are detailed in this letter. We hope this

information will help you to decide what is important to you and support you in managing your long term health.

You may wish to consider what you want discuss with our practice nurse before the telephone appointment on:
Appointment Date at Appointment Time

Some things that people ask about include - circle any that are important to you:

LIFESTYLE MENTAL HEALTH HEALTH CONCERNS SOCIAL
Giving up smoking eeling down or stressed Medication Work and employment
Alcohol Sleep issues Concern of new symptoms Driving
thier eating or concerns |Loneliness or isolation isk of future health problems Benefits
about your weight
Keeping active

Your recent results for discussion at your review include:

Diabetes Control

Read Code Fields - 42W5

Hba1c is an overall measure of glucose control over the past 8-10 weeks. Good glucose control is between 48-58
mmol/mol, however you can discuss your individual target with the nurse at review.

Blood Pressure

Read Code Fields - 2469 /Read Code Fields - 246A

In diabetes, we aim for a blood pressure 0f135mmHg / 85mmHg but we also tailor this on an individual level depending
on your age, medical conditions and other treatments.

Cholesterol

Read Code Fields - 44PJ

Keeping cholesterol less than 5mmol, lowers the chances of having heart attacks or strokes. We recommend a diet low
in salt and saturated fat and high in fruit, vegetables and oily fish.

Smoking and Vaping

Read Code Fields - 137

Avoiding smoking has many health benefits. All sorts of tobacco can be harmful and stopping smoking has the most
significant health benefit for you. Vaping is less harmful than smoking but not safe and not without risks.

Weight

Read Code Fields - 22K

The healthy weight for you depends on your height and this is assessed using Body Mass Index (BMI). Ideally being
between 20-25 is a healthy weight.
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Kidney function

We monitor your kidneys looking at the Albumin/Creatinine Ratio (ACR). ACR results are better if 2-5 in men, 3-5 in
women. High levels may suggest the kidneys are working harder due to the diabetes. If high for the first time it is usually
repeated on an early morning urine sample.

Date of last diabetic foot check: Read Code Fields - 66Ab
Your foot check detects if you have problems with circulation or the feeling (sensation) in your feet. We may suggest
you attend a chiropodist depending on the results.

Date of last Diabetic eye check: Read Code Fields - IN2f
Your annual eye check looks for any changes to tiny blood vessels at the back of your eye.

Drinking alcohol in safe limits (<14 units/week) and exercising regularly, ideally >30 minutes 3 times per week
may also help reduce blood pressure and lower your risk of developing heart disease or suffering from a
stroke.

We look forward to speaking to you for review and discussing any issues of concern at that time.
This phone appointment will include looking at your current medication and health.
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