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CLINICAL CHAMPIONS

Improving diabetes 
services through 

community-
based care

Diabetes UK’s Clinical Champions are leading the way 
in improving diabetes care, through the development of 
various community-based models around the country. 

Emily Watts, Clinical Champions Project Manager, 
looks at the work of three of the Champions
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Learning and 
skills gained over 
the past year 
include improved 
ability to initiate and 
titrate insulin, better 
understanding of 
diabetes medications 
and the importance 
of teamwork in the 
delivery of good 
diabetes care

T
he Five Year Forward View, 
published in 2014, provided  
a compelling vision for the 
future of the NHS based 
around new models of care, 

focusing on moving care for patients out 
of acute hospitals and closer to home. 
This shift to community-based models 
of care is a welcome move, leading  
to further integration between primary 
and secondary care. However, with  
GPs expected to provide support  
to a growing population of people  
with long-term conditions, it is important 
that specialist advice and support  
is still available to patients and  
non-specialist staff when needed. 

Diabetes is a complex condition that 
requires the input and skills of healthcare 
professionals across primary, community 
and specialist care. A number of the 
Diabetes UK Clinical Champions have 
worked with local stakeholders to 
develop innovative community models 
to support their patients with diabetes 
and improve the care they receive. 
These models see specialist teams 
working alongside GPs and practice 
staff, meaning people with diabetes  
are seen closer to home and can begin 
to manage their condition outside of  
the hospital setting. Importantly, these 
models of care support patients to 
manage their condition on an ongoing 
basis, meaning they are able to  
avoid devastating complications. 

Three of our Clinical Champions 
talk to Update about the models of  
care they have developed for their 
population of people with diabetes.

  Dr Parijat De, Diabetes UK 
Clinical Champion and 
Clinical Lead for Diabetes & 
Endocrinology, Sandwell and 
West Birmingham NHS Trust

Sandwell & West Birmingham 
integrated care diabetes model 
(DiCE) – the future of diabetes 
services?
Diabetes is becoming more prevalent 
worldwide and this is strongly reflected 
in the West Midlands. In Sandwell and 
West Birmingham Clinical Commissioning 
Group (CCG), diabetes prevalence  
is 10.1 per cent, compared with the 
national and regional average of 7 
per cent. The impact on primary care  
is significant, with difficulty managing 
increasing patient numbers, reducing 
HbA1c and incidence of complications,  
and maintaining professional skills  
in diabetes. It is imperative to build 
capacity and capability in primary  
care as most diabetes is currently  
being managed outside of the  
hospital setting. 

Sandwell and West Birmingham  
CCG, in collaboration with secondary 
care providers Sandwell and West 
Birmingham Hospital Trust and 
Birmingham Community Healthcare,  
has redesigned the existing diabetes 
service model. The CCG commissioned 
us to deliver a community diabetes 
service in all the 99 practices from  
1 April 2014. We named this model  
DiCE, which stands for Diabetes  
in Community Extension. 

The typical DiCE model centres 
around providing joint diabetes clinics 
within GP practices for four hours every 
eight weeks, with practices identifying 
‘difficult’ diabetes patients (including 

those with HbA1c > 69mmol//mol), or 
a  one-off advice and management plan  
by an assigned team of consultants and 
diabetes specialist nurses (who run a 
parallel clinic) for implementation by the 
primary care team. There are options to 
suit each individual practice to support 
their diabetes patients. These include 
virtual clinics, joint consultations, case 
notes review and advice and guidance 
– via telephone, video conferencing
or email during normal working hours. 
Wherever possible, telephone and email 
enquiries are dealt with on the same 
day, with a maximum turnaround time 
for non-urgent enquiries of two working 
days. A Diabetes Local Improvement 
Scheme was also commissioned
by the CCG during 2014–15 in order 
to complement the DiCE service
in primary care. The financial model 
was based on a block contract
and sessional payment.

Outcomes: 2015–2016
Sixty one evaluations were received from 
89 practices. In total, 1,985 patients 
were seen, with an average of 34 
patients per practice, and 1,771 patients 
were given a management plan. Of 61 
practices responding, 53 (87 per cent) 
gave extremely positive feedback from 
their experience of working with DiCE. 
They reported that patients benefited 
from the service and accessing care 
closer to home. There was an overall 
improvement in patient medication 
compliance and general engagement 
and self-care capability. Both primary 
care clinicians and patients alike were 
very satisfied with the level of specialist 
care available to them. In general, most 
practices appreciated all options of 
integrated working available to them, 
with a clear preference for having 
joint consultations. 

Practices have highlighted upskilling 
as being extremely beneficial for  
staff. Furthermore, joint consultations 
help educate patients who have, as  
a result, become more responsive,  
and more likely to listen and make  
the necessary changes to their  
lives to improve their diabetes.

The overwhelming majority of 
responses suggested increasing access 
to joint clinics – possibly to monthly 
slots. Learning and skills gained over  
the past year include improved ability  
to initiate and titrate insulin, better 
understanding of diabetes medications 
and also of the importance of teamwork 
in the delivery of good diabetes care.
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Does the DiCE model work?
Our model of diabetes care is innovative 
and is being widely embraced because 
it is one of the first projects delivered, 
nationally, on such a scale. The patient  
is at the heart of this unique service 
delivery model, with specialists going 
out into the community. It is cost-
effective, liked by stakeholders and 
could change how chronic conditions 
are managed in future. Our DiCE model 
won a Quality in Care award in 2014 and 
has been praised for its simplicity and 
effectiveness, as it can be easily 
replicated by any CCG. 

  Vijay Jayagopal, Diabetes  
UK Clinical Champion and 
Clinical Lead for Diabetes and 
Endocrinology, York Hospital 
NHS Foundation Trust

York Diabetes Redesign Project
Diabetes care in the Vale of York locality 
had evolved over time to be a 
predominantly hospital-centric service, 
particularly for anyone requiring 
injectable therapies. The geography of 
the area and relative proximity of some 
practices to the hospital may have 
influenced how this has evolved over 
time. Payment by results and tariff for 
activity, however, led to care becoming 
increasingly demarcated between 
primary and secondary teams.  
This care system was, palpably,  
not a suitable way to care for people  
who are living with a chronic condition. 

The hospital team collaborated with 
the CCG, Diabetes UK and the 
University of York with the strategic aim 
of improving patient care by adopting a 
model of care that would be simple, free 

of artificial barriers and, most importantly, 
based on clinical need rather than 
financial structures. A model of care was 
devised, bespoke for our region, with 
the most important concept being the 
creation of a Community Diabetes Team 
(CDT). The primary purpose of this team 
was to support and underpin primary 
care teams to deliver high-quality, 
equitable diabetes care in practices. 
Additional roles include patient 
education to promote self-care, 
governance support, practice 
benchmarking activity, case note 
reviews, patient education, review of  
care home residents and providing 
needs-based short spells of direct 
patient support. 

Key additional benefits included 
direct (weekday) mobile phone access 
to a duty diabetologist and a duty 
diabetes specialist nurse, email service 
for advice and a referral management 
service with a 48-hour turnaround 
target. An important overall objective 
was to reduce the variation in diabetes 
care provision in all areas of the  
Vale of York CCG locality.

In a financially constrained 
environment, it was clear that no new 
funding was available for the service 
– so the collaborating team identified
savings that covered over 80 per cent
of the cost of the CDT. The rest was
underwritten by a risk share agreement
between the CCG and the hospital trust.
The CDT was formally commissioned
towards the end of 2014 as a block
annual contract. The staffing (in whole
term equivalents) comprised 2.5
diabetes specialist nurses, 1.5 dietitians,
0.5 consultant, one administrator and
0.6 diabetes psychologist. Podiatry and
retinal screening services already existed
as a part of the community service and
CDT links to these were established.

The CDT has been fully functional 
since November 2015. We have 
established a community service 
dashboard to provide continuous 

The service overall is still in its infancy, 
but has already received universal 
positive feedback from people with 
diabetes and the staff caring for them

monthly updates. Data collected  
in the last 12 months indicates the 
CDT team has been involved in:
•  382 new referrals to the Level 2

service
•  1,297 face-to-face patient contacts
•  2,204 telephone patient contacts
•  400 people with new or recently

diagnosed Type 2 diabetes attending
a structured education session

•  multidisciplinary team visits to
90 per cent of GP practices

•  rolling sessions of diabetes education for
practice staff held at numerous venues

•  psychological service input into
face-to-face consultations,
multidisciplinary team discussions
and structured diabetes education.

We have noted a trend towards reduction 
in non-elective admissions for diabetes-
related complications. In the period  
from November 2015 to October 2016, 
for the first half, the average was 21.8 
admissions per month and, in the second 
half,19.7 admissions per month. 

The direct access to a duty diabetes 
consultant and a duty diabetes nurse 
(via two dedicated local numbers that 
route the call to the respective mobile 
phones) has proved extremely popular 
with practice staff and district nursing 
staff. There are an average of five to  
six calls per day to the consultant line 
and 12 to 15 calls to the nurse line. 

The service overall is still in its 
infancy but has already received 
universal positive feedback from people 
with diabetes and the staff caring for 
them. It allows many more people than 
before to access expert diabetes advice 
and provides a seamless service cutting 
through the artificial primary-secondary 
care boundary. The CDT service 
required very little new investment and  
is an example of what can be achieved  
if commissioners, care providers and 
people with diabetes collaborate to 
create a system that is designed around 
the needs of people with a chronic condition.
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  Nicky Daborn, Diabetes UK 
Clinical Champion, Practice 
Nurse and End of Life Lead 
Brighton and Hove CCG

Launching a new community 
service in Brighton and Hove
In 2013, I started as a clinical lead for 
diabetes at Brighton and Hove CCG.  
In my role as a practice nurse seeing 
patients with diabetes, I had noticed  
that the care for patients was sometimes 
inequitable. Some patients with 
uncomplicated Type 2 diabetes were 
being seen in secondary care with  
no clear reason why, and the annual 
reviews did not always result in 
information about the nine key care 
processes reaching the GP practice.

 No clear care pathway was being 
followed, which resulted in inequitable 
access to secondary care. There was 
duplication, as patients were being 
called by their GP practice to complete 
the checks that had been started by 
another provider. This led to large 
variations in the care and monitoring 
received by the patient. There were also 
variable skills in primary care, with some 

practices signed up to the locally 
commissioned service, which included 
mandatory diabetes education  
and training, while others were not.

Prevalence of diabetes growing and, 
for Brighton and Hove, is already 1.6 
times higher than the national average. 
We therefore knew the increasing 
demands on our diabetes service meant 
we needed to work in a different way, to 
reduce the number of diabetes-related 
complications in the future. We needed  
to create a more integrated and 
coordinated approach to diabetes care, 
ensuring patients received the nine key 
care processes annually and to have 
clear care pathways, ensuring patients 
were seen in the right place at the right 
time and by the most appropriate 
healthcare professional. 

Early on in the process, we 
organised a stakeholder event, which 
was attended by patients, carers, 
Diabetes UK and a number of diabetes 
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