Organization of Diabetes Care
Delivery
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Patient with optimal life expectancy and best quality of life,
lowest morbidity
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What the doctor do!

Management of
Type 2 Diabetes
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Glycemic control Treat associated Screen for/manage
* Diet/lifestyle conditions complications
* Exercise « Dyslipidemia of diabetes
* Medication » Hypertension * Retinopathy
* Obesity + Cardiovascular
* Coronary heart disease
disease * Nephropathy
* Neuropathy
* Other complications.

Enhanced sense of well- Improved health care
being: feeling of control measures (HbA1c, lipids,
over health care decisions, blood pressure) and
creation of enduring health frequency of indicated
care partnerships health screenings

Healthy nutrition,
regular physical activity,
treatment of depression
and other psychosocial

Issues as needed

‘ Primary care provider

Diabetes and nutrition education
through nurse educators,
nutritionists, CDEs, others

Nurse care managers,
pharmacists, promotoras, other
health care providers
Diabetes registries, tracking
Diabetologist input
as needed

systems, automated phone follow-up,
l Support by health care systems, community, governmental, faith-based,

Internet glucose meter downloads
educational, and financial institutions
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The Problem of Caring for Patients
with Chronic Diseases

+Time

» Doctor fatigue
» The trap of the “Quick prescription”
» Patient compliance

- If the doctor don’t care why should the

patient

- If the patient don’t care why should the

doctor

» Boredom?? Every visit the same?

Profile of Doctor Not Working
According to a Plan

» Postpone uncomfortable
examinations and investigations
»Keep poor records
- Do not recognize changes
- Do not recognize improvements or
deterioration
~Do not give proper patient education
»Always in a hurry, see more patients
than time allows




The Result?

EMBARRASSMENT

Structure

»For every chronic disease the
patients caregiver should have a plan
or a schedule

»4 scheduled visits per year, three
short and one for thorough check

»4 scheduled visits with a different
aim every time

If you aim at nothing,

you are sure to reach it
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Things That Needs to be Done in
all Diabetic patients

» Glucose control and monitoring

» Hypertension control

» Lipid management

»Long term complications screening
» Patient education

» Support

Know and follow a recognized guideline

ADA
SEMDSA
IDF
EASD




Each visit

+Blood pressure
»Blood glucose
» Weight

+Never loose an opportunity to
educate

Annually

+Cardiovascular assessment
» Foot examination

»Eye screening

+Renal assessment
»Referral to dietician

+If available referral to diabetes
educator

Special Investigations

+HbAlc - 2x/year
» Lipid profile — annually
»Renal function - annually

Strategies for Every patient

+Minimal cost

»Minimum weight gain

» Minimal injection
+Minimal insulin resistance
» Minimal effort

+» Hypoglycaemia avoidance
+ Postprandial targeted

The management of diabetic patient is a challenge.

It requires dedication and tenacity
from both caregiver and patient.




