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Please use the chat to let us know your:
• Name
• Practice or PCN
• Role
• Any questions you have around Diabetes

(Please keep yourself on mute whilst the speakers deliver)

Welcome!
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Item Speaker

1. Welcome Neel Basudev

2. Medication Marvin Sooboodoo

3. Treatment Neel Basudev

5. Q&A Neel and Marvin

4. Next Steps Iona, HIN

Agenda
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Background

• SWL ICB Diabetes programme have developed an approach for the 
systematic improvement of achievement of the 3 treatment 
targets (3TTs) for diabetes in primary care 

• The SWL team have developed a framework for practices to use to 
help them to improve their achievement of 3TTs through a quality 
improvement (QI) approach, focusing on 7 key domains; 
organisation and process, data foundations, consistency, 
consultation style, engaging the community, leadership, and 
training and competencies.

• The SWL team have managed to successfully deploy this 
framework to a small number of practices in SWL and are seeking 
to scale this to reduce variation across their geography.

• The programme also includes a series of 6 clinical refresher 
sessions to support practices.
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Hands on 
support 

just for you
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Support F2F & 
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Introduction to 
Diabetes
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Screening & 
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Diabetes 
Clinical 
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Treatment and 
Medication 1
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Treatment and 
Medication 2
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holistic management of people’s 
diabetes but who do not deliver 
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fundamentals

- Theory & Method -
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- Theory & Method -
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Take Stock Action Plan Review
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community an asset, 

engaging hard to 
reach patients



6

Who is this session for?

• NHS staff involved in clinical decision making for 
people with diabetes
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Marvin Sooboodoo 
Lead Pharmacist (Wandsworth) – SWL ICB
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GLP-1’s – national 
shortage
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SPS - 
Switching from 
GLP-1 receptor 
agonists to 
insulin 
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Implementation of suggested 
actions 

• Who to involve/discuss this with?

• Actions?
• Resources

• Contacting/informing patients

• Reviewing of patients
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Dr Neel Basudev
GP Partner, Springfield Medical Centre Lambeth 

Clinical Lead Out of Hospital Care, London Diabetes Clinical 
Network 

Clinical Director Diabetes, Health Innovation Network
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The Storage Hormone

• Uptake of glucose from blood into adipose tissue and skeletal 
muscle 

• Glucose is stored as triglycerides in adipose tissue and glycogen in 
skeletal muscle

• Suppression of new glucose production (gluconeogenesis) in the 
liver



16

Pathophysiology
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Normal Insulin Secretion 
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Insulin
Why use it and how to approach it?
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A (fairly) typical glycaemic pattern
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OAD=Oral anti-diabetic drug; T2D=Type 2 diabetes. 

Khunti K et al. Diabetes Care 2013;36:3411–3417.

Median time (years) to intensification
with an additional OAD in T2D

Mean HbA1c (%) at intensification
with an OAD in T2D

Therapeutic inertia contributes to poor glycaemic control

Second intensification First intensification Third intensification 
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Impact of early glycaemic control on future complications

Laiteerapong et al. Diabetes Care 2019; 42(3): 416-426  
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Perceptions about insulin therapy in people with type 2 diabetes 
who are treatment-naive or experienced
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Diabetes worse

Life less flexible

Injection fear

Weight gain

Seen as sick

Patients who agree or strongly agree (%)

Insulin experienced (n=146) Insulin naïve (n=136)

Fewer people who had 

used insulin were fearful 

of injections or held 

negative views about 

insulin, except for the 

belief that insulin 

treatment would cause 

weight gain 

Snoek FJ et al (2007) Health Qual Life Outcomes 5: 69
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Addressing patients’ fears about insulin (1)

Fear Strategy

Hypoglycaemic 

events

• Express conviction that prevention and treatment of 

hypoglycaemia can be learned

• Realistic description of potential harm and life-threatening potential

Dependence on 

injection schedule
• Explain benefits of prandial regimes

Vocational 

restrictions

• Inform about legal issues (e.g., driving)

• Explore solutions for the worst case

Now diabetic 

complications 

will occur

• Explore any influential negative experiences the patient may 

have had

• Explain that insulin helps to reduce the likelihood of 

complications

Adapted from Kunt T, Snoek FJ (2009) Int J Clin Pract: 63
(Suppl. 164): 6–10
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Addressing patients’ fears about insulin (2)

Fear Strategy

Weight gain
• Reiterate dietary issues

• Encourage exercise

Injecting in 

public

• Explain possibilities of discretion

• Let the patient define his/her special situations

• Respect the courage needed to inject in public

Now being 

seriously ill

• Listen actively

• Express your understanding

• Express hope

Guilt

• Explain natural course of diabetes

• Insulin is not a punishment, it is the best option

• Encourage to value the future over the past

Adapted from Kunt T, Snoek FJ (2009) Int J Clin Pract: 63 (Suppl. 164): 6–10
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The difference between insulin and other medications

Paul Arnouts et al. Nephrol. Dial. Transplant. 2014;29:1284-1300
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• 14 tablets a day

• 98 tablets a week

• 392 tablets a month

• 5110 tablets a year

• For what?????

It’s not just about tablets…
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Insulin
Basics on starting and monitoring
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Where to inject
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Useful information on Insulin

• Insulin can be stored at room temperature for up to a month, after this it must 
not be used and it must be disposed of

• Insulin pens are designed to store insulin at room temperature (an insulin 
cartridge would usually be used up within a month)

• Keep spare insulin cartridges in the fridge (NOT FREEZER- if insulin has been 
frozen it must not be used)

• If pen devices are left in the sun or get too hot the insulin must not be used and 
disposed of

• Rotate sites for injection
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Problems with using insulin 
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Insulin start and intensification 

Adapted from Barnett A et al (2008) Int J Clin Pract 62: 1647–53 

Additional 

prandial 

injections can 

be added

Basal 

insulin

Switch to twice-daily 

premixed insulin

Add three times daily 

prandial insulin with 

meals (basal-bolus)

Add once-daily prandial 

insulin with the largest 

meal (basal-plus)
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4-T study:
Overview of main 3-year results

Initial insulin regimen

Biphasic Prandial Basal

Median HbA1c level achieved + + +

HbA1c targets achieved + ++ ++

Mean SMBG level achieved + ++ ++

Fewer hypoglycaemic episodes ++ + +++

Less weight gain + + ++

Less increase in waist circumference + + ++

4-T=Treating to Target in Type 2 Diabetes
Holman RR et al (2009) N Engl J Med 361: 1736–47
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Different ways to measure blood glucose

• Intermittently scanned (isCGM)

• Real time (rtCGM)

• Measures glucose in interstitial fluid

• Addresses glycaemic variability

• Improvements in Time in Range (TIR) reduce 
risks of microalbuminuria and retinopathy

• On average a TIR of 70% is associated with a 
HbA1c of 57mM/M

• NICE NG28. Offer isCGM to adults with type 2 
diabetes on multiple daily insulin injections 
(>1 injection)

• Recurrent or severe hypoglycaemia 
(Frequent hypos affecting QoL or 
requiring 3rd party assistance)

•  Impaired hypo awareness

• Can’t self monitor for whatever reason

• SMBG > 8x/day 



35ADA=American Diabetes Association; OHA=oral hypoglycaemic agent; PG=plasma glucose.

Adapted from Monnier L, et al. Diabetes Care 2003;26:881―5. 

Contribution of fasting hyperglycaemia to overall glycaemia increases with 
worsening diabetes 

290 patients with T2DM treated with diet or OHAs
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Insulin adjustment tips

• Hypoglycaemia trumps hyperglycaemia 

• Avoid reacting to single readings. Look at patterns 

• Do one thing at a time when adjusting insulin

• Adjust according to individualised targets

• Check patient preference and medication usage

• Think laterally if things don’t add up e.g. injection technique
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Insulin

Intensification 
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Different insulin regimes 
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Intensification using basal-plus or basal-bolus: 
Who is best suited?

• Basal-plus and basal-bolus regimens are useful means of 
intensifying basal insulin

• Basal-plus represents a stepwise approach towards a full basal-
bolus regimen

• Candidates for this approach include people on a basal insulin:

With a fasting 
plasma 

glucose (FPG) 
at target but 
suboptimal 

HbA1c

Who are 
unable to reach 
FPG target on 

basal-only 
insulin due to 

nocturnal 
hypoglycaemia

With an FPG 
at target but 

rising plasma 
glucose levels 

towards the 
end of the day

Who want an 
insulin 

regimen that 
offers flexibility 
and freedom
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Factors influencing choice of intensification regimen

Basal-plus Basal-bolus Premix

Patient prefers few injections ✓ ✓

Variable meal pattern ✓ ✓

Variable daily routine ✓

Better postprandial control required ✓ ✓ ✓

Unwilling to monitor blood glucose 

frequently

✓

Limited GP or family support ✓ ✓

Limited dexterity or cognitive function ✓

Adapted from Barnett A et al (2008) Int J Clin Pract 62: 1647–53 
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FullSTEP Study: sequential addition of prandial insulin compared 
with a full basal–bolus regimen

Observed mean HbA1c after randomisation for 
both stepwise and basal–bolus groups

Rate of all treatment-emergent hypoglycaemic 
events (safety analysis set)
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Hypoglycaemia 
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Chronic Kidney Disease
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For people at high risk of CKD, ensure that 
both blood tests for eGFR and ACR are 
being included to aid better identification

Improve the coding of patients with CKD

Having identified CKD, regularly review, 
manage high blood pressure, prescribe 
cholesterol lowering treatments, and 
perform vaccinations 

What are the problems? 

National CKD Audit – National Report (Part 1) January 2017
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The Kidney Health Check for Adults Living with Diabetes or Hypertension:  
How to identify Chronic Kidney Disease early!

LKN CKD Early Identification Pathway

What is a Kidney Health Check? It is the combination of both an eGFR and a uACR test

Who should have a Kidney Health Check?

1. People living with diabetes should have a yearly kidney health check

2.  People living with hypertension should have a kidney health check every 1-5 years (annually for poorly controlled hypertension)

3.  See NICE CKD Assessment and Management for ACR testing in other health conditions 

uACR <3mg/mmol uACR 3-70mg/mmol
This will require a confirmatory uACR test 

(ideally early morning).

uACR >70mg/mmol
(significant result, no need to 

confirm)

1. INFORM the patient that they have Chronic Kidney Disease (CKD).
2. If eGFR is < 60ml/min, consider discussing Kidney Failure Risk equation see link: KFRE.
3. Add coding for CKD (including CKD G1 and G2) and albuminuria category, into the patient record.
4. Discuss with the person their uACR number, eGFR number, BP and HbA1c if living with diabetes.
5. Explain what each term means and the factors that can cause CKD or diabetic kidney disease: raised BP, raised HbA1c, obesity.
6. Give lifestyle advice and connect them with support services where suitable: weight management enhanced services, exercise, and smoking cessation (see 

online guidance). Offer advice on avoiding NSAIDS/sick day rules.
7. Implement the LKN CKD Optimisation Pathways for proteinuric CKD with or without diabetes.

eGFR ≥ 60ml/min. 
Repeat Kidney 
Health Check 
according to 
comorbidity

eGFR < 60ml/min

(confirmed with 
repeat eGFR 3 
months apart)

Check eGFR

London Kidney Network, September 2022

https://www.nice.org.uk/guidance/ng203/chapter/Recommendations
https://kidneyfailurerisk.com/
https://www.nice.org.uk/guidance/ng203/chapter/Recommendations#information-and-education-for-people-with-ckd
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Coding Principles 

• Coding should include both the blood (eGFR) and urine (ACR) values relevant 
to CKD detection 

• Higher level coding such as Chronic Renal Impairment and Chronic Kidney 
Disease should be avoided, as this does not align to intricacies of CKD staging 
and management. 

• In instances where disease specific nomenclature may be relevant and used 
such as Diabetic nephropthy, the coding should still include both the blood 
and urine values relevant to that diagnosis 
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ACR value (mg/mmol) Possible Code Group 1 Possible Code Group 2

0-3 A1 No code 

3-30 A2 Microalbuminuria

Greater than 30 A3 Microalbuminuria/Proteinuria 

eGFR value (ml/min) Possible Code Group 1 Possible Code Group 2

Greater than 90 G1 CKD stage 1

60-90 G2 CKD stage 2

45-59 G3a CKD stage 3

30-44 G3b CKD stage 3

15-29 G4 CKD stage 4

Less than 15 G5 CKD stage 5

Coding Possibilities 
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A patient with known type 2 diabetes and hypertension has routine blood and urine tests. The results are shown and 

highlighted below in yellow. Their eGFR is 74ml/min and the ACR is 5.5mg/mmol. 

eGFR value (ml/min) Possible Code Group 1 Possible Code Group 2

Greater than 90 G1 CKD stage 1

60-90 G2 CKD stage 2

45-59 G3a CKD stage 3

30-44 G3b CKD stage 3

15-29 G4 CKD stage 4

Less than 15 G5 CKD stage 5

ACR value (mg/mmol) Possible Code Group 1 Possible Code Group 2

0-3 A1 No code 

3-30 A2 Microalbuminuria

Greater than 30 A3 Albuminuria 

Using the coding tables above, possible coding would be:

If using Group 1- CKD G2A2

If using Group 2- CKD2, Microalbuminuria 

Coding in Practice 
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Use Group 1 
•Provides the most granularity. Coding is precise and 
follows the KDIGO guidance and NICE recommendations.

•Requires a single SNOMED code

•Aligns more readily to recommendations around 
frequency of testing

•Allows for easier tracking of disease progression

•Requires some working knowledge of CKD due to 
increased granularity 

•May require more frequent updates as and when disease 
progresses

•Some coding is not defined and eligible under QOF 
business rules e.g. A2

Coding Recommendations
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Avoid Preventable CKD Progression
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Changing guidelines



53Baigent C, Emberson JR, Haynes R et a; Nuffield Department of Population Health Renal Studies Group; SGLT2 inhibitor Meta-Analysis Cardio-Renal Trialists’ 
Consortium (2022) Impact of diabetes on the effects of sodium glucose co-transporter-2 inhibitors on kidney outcomes: Collaborative meta-analysis of large placebo-
controlled trials. Lancet 400: 1788–801



54Baigent C, Emberson JR, Haynes R et a; Nuffield Department of Population Health Renal Studies Group; SGLT2 inhibitor Meta-Analysis Cardio-Renal Trialists’ 
Consortium (2022) Impact of diabetes on the effects of sodium glucose co-transporter-2 inhibitors on kidney outcomes: Collaborative meta-analysis of large placebo-
controlled trials. Lancet 400: 1788–801
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• What do I start with and aim for?

• When should I review things?

• What are we trying to achieve?

• When do I increase treatment and with what?

• Anything else relevant to know?

NICE NG28 and Type 2 diabetes

Adopt an individualised approach to 
diabetes …taking into account their 
personal preferences, comorbidities, 
risks from polypharmacy, and…life 
expectancy. Use decision aid. 

3–6-monthly intervals (tailored to 
individual needs), until the HbA1c is 
stable on unchanging therapy. 6-
monthly intervals once the HbA1c level 
and blood glucose lowering therapy are 
stable

Offer SR metformin…aim for an HbA1c level of 48mM/M. For adults on a 
drug associated with hypoglycaemia…aim for an HbA1c level of 53mM/M. 
Consider insulin or SU if symptomatic. If they have HF/ASCVD, offer 
SGLT2i in addition to metformin…introduce drugs sequentially. 

If HbA1c levels are not adequately 
controlled by a single drug and rise to 
58mM/M or higher:
reinforce advice about diet, lifestyle and 
adherence to drug treatment and
support the person to aim for an HbA1c 
level of 53mM/M and
intensify drug treatment.
Offer SGLT2i for established ASCVD or HF, 
consider for QRISK>10% or 1+ CVD risk 
factors in under 40s (BP, lipids, smoking, 
obesity…)

For CKD (along with ACEi/ARB), offer SGLT2i if ACR>30, consider if 
ACR 3-30
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Prescribing guidance 

Diabetes Management in Chronic Kidney Disease: A Consensus Report by the American 
Diabetes Association (ADA) and Kidney Disease: Improving Global Outcomes (KDIGO)
Diabetes Care 2022;45(12):3075–3090
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“3 within 3”
3 key actions within 3 months to save lives

In adults with Type 2 diabetes and CKD
(uACR > 3mg/mmol)

ACTION 1 (Month 1)
Maximum intensity RAS/ RAAS blockade

First, ensure the patient is on a statin.
Start ACE-inhibitor or ARB and titrate to maximum tolerated (NICE, NG203) licensed dose within one 
month

ACTION 3 (Month 3)
Initiate further blood pressure agent to target 140/90mmHg unless uACR >70mg/mmol (then 120-
129/80mmHg)

If BP remains above target initiate 2nd line BP agents as per NICE guidance (NG203/ NG136)

ACTION 2 (Month 2)
Initiate SGLT-2 inhibitor according to license

Consider/ counsel on risks of diabetic ketoacidosis (which may be euglycaemic), sick day rules, risk of 
UTI/fungal infections. Consider adjusting sulfonylureas/insulin where eGFR >45ml/min and 
HbA1c < 58mmol/mol to mitigate risk of hypoglycaemia.

London Kidney Network, 2021
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Quick survey

Tell us what you think…
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Next Steps

• The slides and recording of the session will be uploaded onto our website
Diabetes QI Programme - Health Innovation Network

• Please allow a few days for the slides and recording to be formatted and uploaded

• The final masterclass session – Complex Diabetes Care – is on Thursday 19th 
October, 1-2pm. A reminder email and link will be sent closer to the time.

• Any questions, please email: hin.diabetes@nhs.net

https://healthinnovationnetwork.com/diabetes-qi-programme/
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