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This house believes that GP’s manage
diabetes more cost effectively than

Consultant Diabetologists.

As an opposition there are three ways to win a debate:

1.Prove that the problem solved by the motion does not exist.
2.Prove that the motion proposed does not solve the problem.
3.Prove that the motion is not the appropriate way to solve the
problem and/or that the plan proposed brings more negative
consequences than benefits.
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2. Prove that the motion proposed does not solve the problem.
3. Prove that the motion is not the appropriate way to solve the problem

and/or that the plan proposed brings more negative consequences
than benefits.

Failing that there is always slander, humour and unfounded
allegation
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1. Prove that the problem solved by the motion does not exist.
This division is hierarchical, outdated and unhelpful

2.Prove that the motion proposed does not solve the problem.
Self management, seamless and collaborative working is far
more logical

3.  Prove that the motion is not the appropriate way to solve the
problem and/or that the plan proposed brings more negative
consequences than benefits.
Comparing the cost effectiveness of antenatal care, inpatient
DKA management or even Gerry’s foot clinic is not
comparable to a 5 minute nurse led Metformin 1g bd sojourn.
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This house believes that GP’s manage
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Consultant Diabetologists.

Cost Effective:- Economical in terms of the goods or
services received for the money spent.

Who makes the most cost effective decisions?
Different types of care demand different types of expense

Average Salary

GP Partners:- £103,000

Endocrinologist :- £74,500 to 100,440

Daily Telegraph 30/5/12 Christopher Hope.



This house believes that GP’s manage
diabetes more cost effectively than

Consultant Diabetologists.

Cost Effective:- Economical in terms of the goods or
services received for the money spent.

Hence the debate motion must simply be dismissed!

Far better to examine the challenges of working together,
appreciating both the growing problem and the where the
costs emanate from.
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Improving Diabetes Care: The Model For
Health Care Reform.

1. There is no real evidence that changes in the way that money
moves within health care services will de facto result in either
better health outcomes or produce greater value.

2.Subsequently the medical (albeit not consistently the political)
imperative should be to approach system improvement or reform
by addressing how care may be better organized and delivered.

3.Another fictional concept is that there is scope for “cost savings”
Increasing numbers of patients, disproportionally older
Increasing drug costs
Increasing technology costs
Increasing disease burden.

Kahn and Anderson Diabetes Care vol 32 June 2009 1115-8



Improving Diabetes Care: The Model For
Health Care Reform: Proposed Key
Components.

1. A critical look at technology
1. Increasingly costly and complex therapeutic regimens

are used with little knowledge of comparative
effectiveness (Nathan 2007, Alexander 2008)

2. Widespread technology increase adopted without
evidence of cost effectiveness (Simon 2008)

2. The importance of Information technology
1. Assists co ordination between multiple care providers,

maximizing communication and minimizing errors

3. Co-ordinated care and care management
1. People with DM have on average 5 different medical

problems (Beasley 2004)
2. Physicians and increasingly GP’s numbers are not

growing as fast as the patient population

Kahn and Anderson Diabetes Care vol 32 June 2009 1115-8
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All references accessed in May 2012
1.International Diabetes Federation. IDF Diabetes Atlas, 4th edn.(2009) Brussels, Belgium. http://www.idf.org/atlasmap/atlasmap
2.International Diabetes Federation. IDF Diabetes Atlas, 3rd edn.(2006) Brussels, Belgium. http://www.idf.org/sites/default/files/Diabetes%20Atlas%203rd%20edition.pdf
3.International Diabetes Federation. IDF Diabetes Atlas, 5th edn.(2011) Brussels, Belgium. http://www.idf.org/print/diabetesatlas/5e/the-global-burden

Each year another 7 million people develop diabetes2; the disease is expected to affect nearly
438 million people by 20303

Type 2 diabetes is a serious global epidemic



Diabetes in the UK is increasing1,2
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1. Diabetes UK (2004). Diabetes in the UK 2004. Diabetes UK, London
2. Diabetes UK (2005). State of the Nation 2005. Diabetes UK, London
3. The Information Centre (2006). National Diabetes Audit, Abridged report for the audit period 2004/2005. London: The Information Centre

2006 estimate: 19% undiagnosed3

prevalence of diabetes is estimated to rise to 4 million by 2025.
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Drug Name Strength Quantity Cost

Acarbose Glucobay 50mg 90 £6.15

Metformin GlucophageSR 500mg 28 £3.07

Metformin Metformin 500mg 84 £1.57

Saxagliptin Onglyza 5mg 28 £31.60

Sitagliptin Januvia 100mg 28 £33.26

Pioglitazone Actos 15mg 28 £25.83

Exenatide Byetta
5 microgram, 60-dose

pre-filled pen 1 £68.24

Liraglutide Victoza
6mg/ml solution for

injection
2x3ml pre-

filled pens £78.48

Gliclazide Gliclazide 80mg 28 £1.10

Where does the money go?



The cost of diabetes to the NHS is over
£1.5m an hour or 10% of the NHS budget
for England and Wales.

>£25,000 being spent on diabetes every
minute.

In total, an estimated £14 billion pounds is
spent a year on treating diabetes and its
complications, with the cost of treating
complications representing the much
higher cost.

Where does the money go?

Kanavus Jan 2010



Where does the money go?

Area T1DM
(billion£)

T2DM
(billion£)

Total Cost
(billion£)

% Total
Budget

Diabetes
Drugs

0.344 0.712 1.056 7.8

Non DM Drugs 0.281 1.810 2.091 15.2
In Patients 1.007 8.038 9.045 65.8

OP Excluding
Drugs

0.170 1.158 1.328 9.7

Other (Social
Service)

0.230 1.7

Total 1.802 11.718 13.75 100

Cost of Absenteeism £8.4 million, early retirement £6.9 million,

Kanavus Jan 2010Treatment costs have risen by 40%, 458.6 million 2005 to 649.2 million 2010.
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Epidemiology of type 2 diabetes: Scotland

• Prevalence of diabetes(2012): 4.9% (258,570)
• Prevalence of diabetes (2002): 2.0% (103,835)
• 88.8% of cases – 227,967  type 2 diabetes

Characteristic Number % of type 2
diabetes patients

Age >65 years 132,870 51.6

Age 30–34 years 1558 0.7

BMI >30 kg/m2 125,382 55.5

HbA1c <7.5% (58 mmol/mol) 126,141 59.7

HbA1c >9% (75 mmol/mol) 32,775 15.5

SBP <140 mmHg (94.1% recorded) 176,674 77.5

BP <130/80 74,317 32.6

Cholesterol <5 mmol/L 183,513 80.5

Smokers 42857 18.8
*

http://diabetesinscotland.org.uk/Publications/SDS%202012.pdf



Epidemiology of type 2 diabetes: Scotland

Characteristic Number % of type 2
diabetes patients

Mortality 9565 3.6

MI –T2DM 23,024 10.1

ESFR 1167 0.5

Amputation 1541 0.7

http://diabetesinscotland.org.uk/Publications/SDS%202012.pdf



Health and Social Care Information Centre (HSCIC) publish
National Diabetes Audit for 2011/12

Annual audit: 88% GP practices in England & Wales.
56.8% Type 1 diabetes did not receive all 9 NICE
recommended diabetes checks
37.4% Type 2 diabetes failed to receive all 9 checks
(Weight & BMI, BP, Smoking, HbA1c, Cholesterol, Renal Function, ACR,
Retinal and Foot Screening)

27% T1DM target HbA1c ≤58mmol/mol.
65.8% T2DM target HbA1c ≤58mmol/mol

1.2/2.3 million BP140/80, <50%

Younger patients were less likely than older patients to
receive all of the annual checks. Just over one third (34.0
per cent) of patients aged 20 to 29 years received all
checks.



Are we really doing so badly?

•Over the decade 2000 -2009 the incidence of
blindness attributable to Diabetes fell by a mean of
10.6% per year in the population with diabetes. (Hall et
al Diabetic Medicine 2013). Fife, Scotland.

The incidence of any lower extremity amputations
among persons with diabetes fell by 29.8% in the
period 2004 – 2008 (Kennon et al Diabetes Care
2012).
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www.mydiabetesmyway.scot.nhs.uk
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www.mydiabetesmyway.scot.nhs.uk

 Scottish Diabetes Action Plan (2010)
– Prioritise self management
– Improve communication



www.mydiabetesmyway.scot.nhs.uk

“The average person with
diabetes will spend 3
hours with a Healthcare
Professional and will take
care of themselves for the
remaining 8757 hours in a
year”



www.mydiabetesmyway.scot.nhs.uk
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www.mydiabetesmyway.scot.nhs.uk

2nd Year Analysis

• 625 patients accessed records in first 2 yrs
• 5158 logins
– 8.3 / patient (most 346 : median 3)

• 59599 page views (95 / patient)
• Test results most popular
– 11818 accesses (19 / patient)

• Most utilised history: HbA1c
– 2866 accesses (4.6 / patient)



www.mydiabetesmyway.scot.nhs.uk

• 55.3% of users had logged in within the previous 3
months (May 2013)

• 78.9% within the previous 6 months
• 91.4% within the previous year.
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http://www.practicaldiabetes.com/SpringboardWebApp/userfiles/espdi/file/September%202011/MoC%20Kar2.pdf

Portsmouth Super Six Model

General medicine/acute medicine
Endocrinology
Super Six
1.Insulin Pumps
2.Antenatal DM
3.Diabetic Foot Care
4.Low eGFR, dialysis patients
5.Uncontrolled T1DM, adolescent diabetes
6.IP Diabetes.

Primary Care Responsibilities
1.Daily designated telephone contact for GP colleagues
2.Daily email access for GP colleagues
3.Annual/biannual visits to GP surgeries

1. Discuss patients
2. Provide education
3. Review patients if required together



This house believes that GP’s manage
diabetes more cost effectively than
Consultant Diabetologists.

1. Prove that the problem solved by the motion does not exist.
We need to explore working together that meets the needs of
a growing patient number

2.Prove that the motion proposed does not solve the problem.
Comparison of cost effectiveness ignores differing patient
populations and expertise

3.  Prove that the motion is not the appropriate way to solve the
problem and/or that the plan proposed brings more negative
consequences than benefits.
Complementary skill sets are essential for moving forward.



This house believes that GP’s manage
diabetes more cost effectively than
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Hence the obvious result is to
Once more vote against the motion
Appreciate it is a motion that is adversarial,
historical and unhelpful!


