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Special Groups (Adult)
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Podiatry
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Pathway of Diabetes Education for Children’s Diabetes Service at Darent Valley Hospital
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Pathway of Clinical Care for Children with Diabetes

Children with d . Gsulin regimes: ) Consultant. Special Primary care
Diabetes Secondary Primary Care (basal/bolus, pump), Paediatric specialist Training education e.g. school
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Inpatient mgmt for
Newly diagnosed
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Dietetic Pathwavs
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Community Support
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Retinal Screening Pathway

All patients Primary Care (Patient reviewed b) = Retinal Screener = Certified £17.50 per (. All patients receive\
diagnosed (mobile unit) & GP first grader: Band 4/Band 5 screener screen - annual screening and
with diabetes Secondary Care * Non Diabetic = Digital = Eventually predicted further action as
—Typel & (DVH, GCH, Proliferative photographer national income/cost required
Type 2 hospital venues) Neuropathy — = |T skills accreditation 2006/7 = Incidence of blindness

pregnant patients £150,000 decreased in diabetes
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months.

« Ungradeable
images — early
recall in 6 months.
= Any pathology or
query — reviewed by
second grader who
either:

» Refers patient
straight to Queen
Mary’s Hospital Eye
Clinic

> Refers to
Technically
Unsatisfactory
Clinic

» Early recalls in 6
months

» Routinely recalls
in 12 months.

« 8,500 patients
predicted for
screening.




Adult Obesity Prevention Pathway

Overweight adults
BMI >25-29.9
Obese adults BMI
>30 obese

primary care
pathway’
(www.doh.gov.uk
Obesity Care
Pathway and Your
Weight, Your
Health 5.06)

Assessment of
weight/BMI in
adults

BMI >30 or jA28
with related co-

é Refer to DOH N
‘obesity adult

) o

-

relevant ethnicity?

morbidities or J

YES
A 4

\A
[ Raise the issue of weight J‘

]_>[ Refer to DOH )
weight in adults’

‘raising the issue of

tool
(www.doh.gov.uk
Obesity Care
Pathway and Your
Weight, Your Health
5.06)

Practice Nurse
GP

( Offer lifestyle advice,

provide ‘Your weight,

monitor

'LYour health’ booklet and

Provide ‘Why weight matters’ card

A 4

NO

and discuss value of losing weight;

provide contact information for

more help/support

*NO

!
[ Ready to change? J

YES

A 4

of

Previous literature
provided?

Recommend healthy eating, physical activity, brief

behavioural advice and drug therapy if indicated, and

manage co-morbidity and/or underlying causes.
Provide “Your weight, Your health’ booklet.

+ YES

iffwhen ready

[ Offer future support

Weight loss?

Repeat previous options and, if

Maintenance and local support

options

available, refer to specialist

centre or surgery

Experience of
working with
behavioural

change models.

I

Maintaining
skills of involved
professionals

Reduction of Type 2
diabetes

]
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Child Obesity Prevention Pathway

Overweight
children BMI
>25-29.9
Obese children
>30 Obese

(Calculate BMI as\
linked to Girls /
Boys child growth

4 Refer to DOH )
Raising the issue of

Weight in children

foundation chart.
Refer to DOH
Obesity children
and young people
primary care
pathway
(www.doh.gov.uk
Obesity Care
Pathway and Your
Weight, Your
Health 5.06)

Assessment of
weight in

children and
young people

[ Raise the issue of weight ]:

and young people
tool
(www.doh.gov.uk
Obesity Care
Pathway and Your
Weight, Your Health

Practice Nurse
General Practitioner

5.06)
- )

N

Experience of
working with
behavioural

change models

A 4

[

childand family |2

Provide ‘Why weight matters’ card
and discuss value of managing

weight; provide contact information

for more help/support

+ o

o

ready to change?

YES

\ 4

Recommend healthy eating, physical activity, brief
behavioural advice and manage co-morbidity and/or

underlying causes. Provide ‘Your weight, Your

health’ booklet.

Previous literature
provided?

YES

[

Offer future support
iffwhen ready

Progress/weight

loss?

Maintenance and local support

options

\

KRe-evaluate if family/child ready to change\
) Repeat previous options for management

If appropriate and available, consider referral to
paediatric endocrinologist for assessment of
underlying causes and/or co-morbidities

Referral for surgery

OR

OR

J

1

Maintaining
skills of involved
professionals
Purchasing
Child growth
foundation
charts

Reduction of type 2
diabetes

]
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