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Introduction 

The Improving Outcomes for People with Diabetes in Primary Care conference was a 

collaborative project between the National Diabetes Audit (NDA), Diabetes UK and the Royal 

College of General Practitioners (RCGP). 

 

The first part of the conference provided presentations on improvement methodology, the 

National Diabetes Audit (NDA) 2015-16 findings and RCGP Quality Improvement Toolkit for 

Diabetes Care. There was also a presentation by a person with diabetes about their own 

experiences of diabetes care. A copy of these presentations is available in a separate 

document Plenary Presentations – Improving Diabetes Outcomes in Primary Care 

Conference. 

 

The remainder of the conference was an opportunity for delegates to hear from services 

that had made improvements and to discuss the challenges and opportunities these 

presented. There were 4 workshops, which were repeated – giving delegates an opportunity 

to attend 2 workshops. A copy of the workshop presentations is available in a separate 

document Workshop Presentations – Improving Diabetes Outcomes in Primary Care 

Conference. 

 

About this report 

This report presents a summary of the workshop discussions. The discussions were captured 

by volunteer note-takers, who were advised to take brief notes. So, the notes provided in 

the report may not capture the entirety of the discussions, but highlights the key points 

raised. 

 

A copy of the conference programme and a delegate list is provided in the appendices. 
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Workshop A: Using data to improve diabetes care in general practice 

Presentation and practical workshop on using and interpreting data by Dr Andrew Askey 

A copy of the presentation is available in a separate document Workshop Presentations – 

Improving Diabetes Outcomes in Primary Care Conference. 

The group discussed what could be done with Run Charts, and it was pointed out that they are 

useful for retrospective analysis as well as current data.  

When looking at the data for particular practices, it would be helpful to also have access to 

information about their demographics and the resources available to them.  

There was a discussion about the causes of variation. Dr Askey felt that some of the factors in this 

were the organisation itself and the resources available to it.   

Room for improvement – get more data, pull off groups eg. look at 40 people and go for quick wins 

by targeting interventions. 

What are we trying to accomplish?  

 Improve HbA1c – above CCG average in 6 months 

 Get numbers not just percentages to see the bigger picture 

How would we know if an improvement? 

 Look at run Chart – look at shift in percentages 

 Not just outcomes. Patient safety eg. elderly patients 

What changes can we make? 

 How many patients you have referred to exercise programme or weight management, not 

just put on medication 

 Encourage change of philosophy, but hard to measure 

Really need to focus on culture and context. 

 

Workshop B: Practice Nurses and Improvement 

This workshop presented a number of different initiatives to improve diabetes care, which involved 

practice nurses. In Brighton and East Sussex lots of the changes introduced were across the local 

system, whereas in Manchester the changes were brought in by practices themselves.   

Presentation Dr Paul Grant - Upskilling primary care in Brighton and East Sussex 

A copy of the presentation is available in a separate document Workshop Presentations – 

Improving Diabetes Outcomes in Primary Care Conference. 
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Services in Brighton and East Sussex were being decommissioned and so a new community diabetes 

service launched in 2016. It came about from a group of clinicians who came together to think about 

all the levels of care and how they work together. They agreed that the step that was needed was 

“level 3” care which includes:  

 All Type 1 diabetes care 

 Complex Type 2 care 

 Moderate and high risk podiatry 

 Delivery of structured education 

 Transition/young adult care  

 Pre-conception care 

 Psychological therapy 

 Dietetic support 

 Primary care support, education and training. 

The new model has clearly defined pathways so there is clear distinctions between where patients 

are seen across the diabetes pathway. Maintaining relationships with primary care is fundamental to 

this service  

 

There was a huge variation in care within Brighton and East Sussex. Part of this was due to the 

variation in knowledge of the diabetes pathway and training for primary care staff. Therefore a 

training analysis was done to see how confident primary care professionals were in treating/ 

managing people with diabetes. A scoring of 1-5 was used to rate level of confidence which showed 

a huge variation. From this analysis different types of training days/courses were introduced:  

 specific trainings days – part of LCS 

 General training days – with DUK 

 Roll out of MERIT modules as there were quite a few people initiating and administrating 

insulin.  

 Ongoing Diabetes Diploma course at University of Brighton, part of this meant clinicians 

allocate time to doing part or some of the modules that make up the diploma.  

Other initiatives were also introduced such as:  

 a Link Diabetes Specialist nurse to provide support and advice 

 Joint clinics 

 Virtual diabetes clinics to optimize treatment and address diabetes burnout and refer on 

if further psychological support is needed.  

 Database search which breaks down data to practice level so individual consultations 

regarding to performance are easier.  

 Access to a multidisciplinary team for ongoing support 

 Advice and guidance contact for each practice  

 Better links with district nurses 

Questions from delegates: 

 People wanted to see the Training Needs Analysis – Paul said this was from Novo.  
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 How many GPs – 10 link DSNs for 35 GPs 

 How do Type 1s feel about being seen in the community – very important to manage 

expectations and telling patients that they will still be seeing all the relevant HCPs and make 

sure they know practical benefits – seen in a more convenient location with parking  

 

Presentation Nicola Milne – Innovating effectiveness and reducing variation 

A copy of the presentation is available in a separate document Workshop Presentations – 

Improving Diabetes Outcomes in Primary Care Conference. 

Prevention 

Nicola and her colleagues at a GP Practice in Manchester looked at developing education groups for 

people with impaired glucose regulation (IGR). The educational days involved motivational 

techniques to encourage behaviour change. The aim was to focus on lifestyle advice and diabetes 

awareness to positively impact on both physical and emotional wellbeing to ultimately delay, or 

prevent, the progression to Type 2 diabetes.  

As well as this the practice introduced the NHS Health Checks showed that their population of “at 

risk” patients was a lot higher. The Health Checks bus that was introduced by Manchester local 

authorities aims to provide the checks to those in the heart of deprived areas and also reach the 

most vulnerable patients. These patients were then recommended a follow up appointment with the 

practice.  

Since September 2012, all people with IGR have been offered an annual 20-30 minute appointment 

with the Practice Nurse who covers: 

 Lifestyle advice 

 Lipids assessment 

 Renal assessment 

 BP/Pulse check. 

 Weight and waist circumference 

 1yr review 

Patients were then signposted onto further help if needed such as  

 Health Trainers 

 Dieticians 

 Exercise Consultants 

 Health and wellbeing courses 

 Smoking cessation advisors 

As a result, 87% of patients reduced their HbA1c and of that 52% lowered them to normal levels. 3 

out of 5 patients reduced their BMI. 31% of those lost 5kg.  

CKD audit tool: innovating for safety 

This tool aims to identify people with diabetes in need of a review relating to chronic kidney disease 

as many patients were not on the right medications.  
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Other initiatives to improve care for those with kidney problems. 

 Pilot site Diabetes UK Information Prescriptions on kidney function and decline 

 Lipohypertrophy Audit 

 3 hour carb counting workshops for those who can’t get to DAFNE in the evenings/Saturdays 

 Educational evenings 

 GLP-1 Audit 

 SGLT2 Audit/Case Studies 

Practice nurse diabetes group: innovating from the bottom up 

 Practice nursing forum meet every 3 months (avoiding the summer holidays) 

 10-22 participants to include pharmacists and HCAs 

 Group decide on content for the next meeting 

 Offers opportunity to network, provide and receive support 

 Mentoring within clinics 

 Initiated for South Manchester however, attendees now from Central and North 

Manchester 

 Funding from pharma 

 Support from CCG: Cascading of invitations 

Questions from delegates: 

 Questions about the practice nurse mentoring group and how to get backfill for nurses – no 

easy answer and many areas struggle to send practice nurses on training courses. With 

devo-Manch they do get backfill. 

 What happens when QOF gets replaced – will people use NDA for benchmarking? Is 

commissioning based outcomes the way forward?  

 How do you use the NDA to support what you have done – drill down so you know what’s 

happening where and why it is happening and focus on poorly performing practices?  

 

Workshop C: Diabetes care across the pathway 

Presentation by Dr Naresh Kanumilli – Partnership through perseverance 

A copy of the presentation is available in a separate document Workshop Presentations – 

Improving Diabetes Outcomes in Primary Care Conference. 

Following the presentation, the group discussed the different organisations working on diabetes 

care in each area. The group concluded that there are lots – but they don’t always talk to each other. 

There is a need to bring these groups together. There are also real benefits to engaging with other 

disciplines such as ophthalmology and dentistry.  

The group discussed upskilling all professionals involved in diabetes care. It was agreed that such 

schemes should include healthcare assistants and receptionists. Receptionists are often the first 

point of contact for people with diabetes.  
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The group agreed that it is good for professionals and patients to have a collaborative approach to 

targets. Patient-defined outcomes can also be better for patients, but it is harder to measure results.  

The group discussed their own examples of best practice:  

 In one area, there were 20 minute GP appointments for people with diabetes, and 10 

minute appointments for everyone else 

 Example of peer support that was recommended to patients by healthcare professionals. 

This was effective as the advice and information was given by peers – people who often had 

a better understanding of living with diabetes.  

 Running a patient group can be eye-opening in terms of the questions people ask and the 

basic knowledge that healthcare professionals assume patients have  

There was a suggestion of a checklist of what to go through with patients (this would need to be 

regularly updated). This would include things such as how often to change needles, what the length 

of the needle should be.  

It was recognised that people with diabetes are often very keen to get involved, for example with 

research, speaking opportunities, recommendations for improving services.  Suggestions around 

how we can make diabetes more emotive - particularly by using patient stories. 

The issue of coding for structured education was highlighted. Delegates felt the NDA data on this 

was misleading. Also questioned whether a course getting such poor attendance rates should be 

being commissioned.  Suggestion of sharing a best practice example of where this is working, one of 

Diabetes UK’s Clinical Champions in Brighton has a way of coding attendance back on to GP systems, 

which might help others. 

 

Presentation by Dr Vinesh Sobha – Delivering effective diabetes care without barriers 

A copy of the presentation is available in a separate document Workshop Presentations – 

Improving Diabetes Outcomes in Primary Care Conference. 

One delegate noted the importance of having an effective commissioner. Others highlighted the 

importance of leadership to engage and motivate people.  

There was a discussion about having the mandate to make change. The group asked whether Naresh 

had had a mandate to make change in his role as network clinical lead for Greater Manchester. 

Naresh felt this role had not given him a mandate to make change – he just began bringing people 

together to start conversations.  

The issue was raised of patients who are seen in hospitals or in community services who then don’t 

want to go back to being seen in primary care. These patients may not go to annual review 

appointments at their GP practice so may not be meeting their targets. It was suggested that peer 

support could be used to encourage people to go back to primary care.  

The group felt there was a need for discussion between primary and secondary care and clear 

guidelines on what should be seen in primary care and what should be seen in secondary care.  

It was pointed out that patients don’t know who knows what or what the interaction is between 

primary and secondary care. They expect that a doctor can help them.  



8 
 

Workshop D: Supporting primary care to improve health outcomes 

Presentation by David Hiles, followed by group discussions 

A copy of the presentation is available in a separate document Workshop Presentations – 

Improving Diabetes Outcomes in Primary Care Conference. 

The Diabetes Service Redesign and Improvement Consultancy is a new ‘arm's length’ part of 

Diabetes UK, designed to offer practical support to the health and social care system.   

 

They offer expertise in diabetes care who can help assess your local needs and support sustainable 

long-term solutions.  Examples include: 

 

 Worked with an area using a Diabetes Primary Care Profiling Tool (DPCPT) which uses real 

time data support to find out more about the current (and future) diabetes populations.  

 Using best practice modelling to replicating excellence in local care and achievement.  

 New project in 2017: A new twist on UKPDS tool to individualise the likely journey of a 

diabetes patient and motivate for change and self-management.  

Group discussion: Main barriers/challenges in making improvement happen 

 Workload- extremely busy, outside of clinical time is spent doing admin work/training etc. 

 Clarity- NICE guidance for diabetes and lots of other changes around diabetes information all 

the time.  

 Funding- not just primary care but specialist services and community services 

 Getting information across- language/cultural barriers 

 Education- education of HCPs and patients knowledge of diabetes 

 Attendance- patients not attending their appointments 

 IT barriers – different computer systems across services stop ease of communication about 

patient 

 Patient inertia - All people are different and have different levels of activation or motivation 

in terms of making life-style changes or availing of structured education 

 DNAs a big problem – impossible to get some people into the practice for reviews and tests. 

 PWD not really interested in structured education – may be due to many different preferred 

learning styles 

 Complex patients – what do we do? How can we really make a difference? 

 Cultural barriers and language barriers with some PWD 

 Diabetes not given the priority it probably deserves in some areas coupled with other 

pressing needs in day to day life of general practice. 

 Wide variance in skill of HCPs in primary care (both clinical and non-clinical skills) not enough 

educational upskilling of HCPs 

 Medicalised model of care can prevent meaningful conversations – barrier to meet/ talk 

with PWD on their level. 

 Money/ funds! For Primary care and for specialist community services 

 Time/ workload – no time to think about longer term prevention etc. 

 No direction in terms of what should the priority be in terms of PWD’s care. 
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Group discussion: suggested solutions to some of the identified barriers 

Attendance: 

 Put appointments/diabetes reviews in the same month as the patient’s birthday as they are 

more likely to remember.  

 To make sure that they remember, a reminder is sent out in a birthday card to them.  

 Some areas get a volume of free texts which they can use to SMS patient’s reminders.  

 One area sends out a letter and follows up with a text message. 

 Instead of reception team making the phone call, healthcare assistants are now making the 

phone calls as District nurses are too busy and can’t get around to do all house bound 

appointments.  

 From areas who have a high attendance of appointments it has been because whoever leads 

the diabetes clinic or diabetes work in the practice as this has a better impact. Patients are 

more likely to answer a call if it is from their diabetes team and if the calls are between 7:30-

8:30 on a Tuesday night.  

 Escalation of DNA issues – practice nurse will make the call/ don’t leave it up to the admin 

staff at each occasion. 

 Sending out latest test result info with a note to make an appointment as soon as possible. 

 Details of the patient’s latest results, or series of results included in a letter to invite them to 

make an appt, or if a DNA letter needs to be sent. In essence the invite can be to ask them to 

come in to discuss previous results with their latest results. 

 Real solution may be motivation interviewing training or similar courses to get the best out 

of short appointments to help assess level of patient activation, and respond accordingly to 

build rapport with patient. This will also help to counteract the current “medicalised” model 

of care. 

 Language/culturally specific groups 

 Case management. For example look at local care networks for people with more than 3 

conditions. 

 Need to work with local groups and communities to reach all people 

 

Clarity: 

 One area makes sure that when new projects/ changes are being implemented by the CCG 

they try to keep these changes very small and make sure to bring practices/leads together 

regularly when change is being introduced.  

 Some practices bring in Diabetes Specialist Nurses or Diabetes consultants to help and share 

knowledge with the primary care teams, particularly giving advice for those more complex 

patients.  

 One area has general multi-disciplinary meetings that include all key staff to build 

relationships and share tips and advice. 

 Starting a diabetes network to bring together leaders across the pathway. 

 Leadership is key, leaders can take the changes happening and share with teams locally and 

bring them together.  
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Using the NDA as a tool for improvement/ to reduce variation: 

 Use local groups of GP surgeries to learn from each other how they use the NDA –this could 

be done via CCG cluster (with the lead for each cluster drawing practices together in a 

meeting to discuss the data and work together to reduce variation) or if there is a GP confed 

– this could be tasked with looking at what is working well in some areas and trying to 

replicate it. This may allow for peer comparisons and make surgeries more amenable to 

making changes geared towards improvements. 

 NB – if led by the CCG it may have limited chance of success if there is disengagement 

between the CCG and some of its practices. GP federation may be better than CCG at giving 

support. 

 Formats of NDA data reports could be better - clear graphics, showing between years and 

average. 

 Support programme (from CCG) that involves going into GP practices to show them the data 

and what it can provide. 

 Need to look at those practices that are doing well and find out why 

 Perhaps a lead at CCG level to promote taking part and supporting the data extraction – 

selling the benefits of taking part and what the data can help the practice do/ change/ do 

better. 

 Do not assume that every practice manager will understand the process for data extraction/ 

submission 

 Local incentives for 100% completion across the patch? 
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APPENDIX A – CONFERENCE PROGRAMME 

Improving Outcomes for People with Diabetes in Primary Care 

National Conference - Wednesday, 8 February 2017 

  

Programme 

9.45 - 10.00 Welcome and introduction 

Dr Roger Gadsby, Primary Care Clinical Lead, National Diabetes Audit (Conference 

Chair) 

10.00 - 10.30 Evidence for effective change and implications for future service design, patient 

involvement and professional activities: Martin Marshall, Professor of Healthcare 

Improvement, Primary Care and Population Health, UCL 

  

10.30 – 10.50 

 

10.50 – 11.10 

Improving outcomes in diabetes care: measuring and implementing improvement 

National Diabetes Audit 2015-16: key findings and their implications: Dr Bob 

Young, Specialist Clinical Lead, National Diabetes Audit 

Quality improvement toolkit for diabetes care: Dr Roger Gadsby, Primary Care 

Clinical Lead, National Diabetes Audit  

11.10 – 11.30 Diabetes care in general practice: a person with diabetes’ experience  

Marianne Littleford 

11.30 – 12.00 Panel discussion and Q&A  

12 – 12.45 LUNCH - Networking/exhibition 

12.45 – 13.05 Diabetes prevention, treatment and care – the role of primary care: Professor 

Jonathan Valabhji, National Clinical Director for Obesity and Diabetes, NHS England 

 13.10 – 14.20 WORKSHOPS 

Workshop A Using data to improve diabetes care in general practice 

Planning and implementing improvement activity using quality improvement tools: 

Dr Andrew Askey, Clinical Lead in Diabetes and Long Term Conditions, Walsall CCG 

and lead for diabetes improvement pilot project 

Workshop B Practice Nurses and improvement 

Innovating effectiveness and reducing variation: Nicola Milne, Practice Nurse with a 

special interest in diabetes, Manchester 

Diabetes care for you: upskilling primary care in Brighton and East Sussex: Dr Paul 

Grant, Consultant Diabetologist, Sussex Community NHS Foundation Trust 
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Workshop C Diabetes care across the pathway 

Partnership through perseverance: Dr Naresh Kanumilli, GPwSI, GP Partner, 

Diabetes Network Lead GMLSCN 

Delivering effective diabetes care without barriers: a primary and secondary care 

collaboration: Dr Vinesh Sobha, GP Principal, Fylde and Wyre 

Workshop D Commissioning quality diabetes services  

Supporting primary care to improve health outcomes: David Hiles, Service Redesign 

and Improvement Consultancy, Diabetes UK  

14.20 – 14.40 Refreshment break in workshop rooms 

14.40 – 15.50 REPEAT OF WORKSHOPS 

15.50 – 16.00 Summary and next steps 

Dr Roger Gadsby, Primary Care Clinical Lead, National Diabetes Audit (Conference 

Chair) 
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APPENDIX B - DELEGATE LIST 

Name Surname Job title Organisation 

Heather Adams Diabetes Specialist Nurse Hertfordshire Community NHS Trust 

Shahed  Ahmad Medical Director NHSE South Central 

Laura Angus Lead Pharmacist NHS Vale of York CCG 

Catherine Argyle Pan Peninsula Diabetes Education Royal Devon and Exeter Foundation 
Trust 

Barbara Ashiley Diabetes Specialist Nurse Hertfordshire community NHS trust  

Dr Andrew Askey GP Clinical Lead in Diabetes Walsall CCG 

Paula Atwood Visitor from USA   

Maureen Austin Practice Nurse Valkyrie PCC 

Aparna Balaji Diabetes lead  SOUTH READING CCG 

Jackie Baldock Nurse Practitioner Chiswick Health Practice 

Dr Neil Bamford GP and Diabetes Lead Wandsworth CCG 

Stuart Barr Programme Officer, Clinical 
Innovation and Research (CIRC)  

Royal College of General Practitioners 

Dr Richard Bishop GP, and Diabetes Lead for 
Wokingham CCG 

Woosehill Medical Centre, Wokingham 

Yvonne Browne Influencing Manager North West  Diabetes UK 

Cher Cartwright Audit Manager NHS Digital 

Christian Chilcott Clinical Lead for Diabetes North 
Hampshire 

North Hampshire CCG 

Suraiya Chowdhury Healthcare Support Officer Diabetes UK 

Nicola Cowap Diabetes clinical lead Herts Valleys CCG 

Louise Cripps Senior Healthcare Professional 
Engagement 

Diabetes UK 

Gill Day Public Health Manager Wakefield Council 

Rachel  Doherty Primary Care Commissioning 
Manager 

NHS Southwark CCG 

Dr Johnson D'Souza General Practitioner Valentine Health Partnership 

Anna  Duggan Audit Coordinator NHS Digital 

Abdul-Rahim Ebrahim GP NHS Luton CCG 

Dr David Egerton GP/ Clinical Lead for Diabetes  Islington CCG  

Genevieve Erskine Diabetes Nurse Hertfordshire Community Trust 

Juliette Estall Project Manager – Demand 
Management  

Suffolk NHS 

Dr Haiam Fahmy GP Chiswick Health Practice 

Laura Fargher NDA Engagement Manager Diabetes UK 

Charlotte Farraway Project Manager East & North Hertfordshire CCG 

Dr Sarah Feather GP Stirchley Medical Practice 

Nigel  Foulkes   Roche Diabetes Care 

Steve Goldensmith Head of Long Term Conditions NHS Aylesbury & Chiltern CCG 

Dr Anthony Gostling GP and Clinical Director NHS Lewisham CCG 

Paul Grant GP Brighton and East Sussex 

Matt Greensmith Quality Improvement Manager 
(Diabetes) 

NHS England (Yorkshire and the 
Humber) 

Dr Becky Haines GP/CCG Clinical Lead NGCCG 

Kate Halsey Senior Programme Lead NHS Dorset CCG 

Jas Hameed Practice Nurse DR.DHITAL 

Sasha Hewitt Associate Director Healthcare Quality Improvement 
Partnership 

David  Hiles Consultant Diabetes UK 
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Sophie Holmes Primary Care Development Officer South Eastern Hampshire and Fareham 
and Gosport CCG 

Dr Nick Jackman GP Richmond GP Alliance/CCG 

Dr Naresh Kanumilli GPsSI and Diabetes Network Lead Greater Manchester Clinical Network 

James Kendall Outcome Specialist Roche Diabetes Care 

Rachel  Levenson CV Programme Manager SW CV Clinical Network 

Aidan Lewis Commissioning Manager North East Hampshire and Farnham 
CCG  

Marianne Littleford Patient Diabetes UK 

Christine  Mallet GP Kennington and Chelsea CCG 

Martin  Marshall Professor of Healthcare 
Improvement 

University College London 

Dr Elizabeth Martin GP  Leeds 

Buky  Martins- 
Akande 

Diabetes Specialist Nurse Hertfordshire 

Dr Diarmuid McCarthy GP Locum 

Lily Megaw Project Manager Health Innovation Network - South 
London AHSN 

Nicola Milne Practice Nurse Manchester 

John Moore LTC Lead (Inner + East Bristol) Bristol CCG 

Efa Morrty Deputy Head of Medicines 
Management 

Haringey CCG 

Karen Newboult Primary care locality manager Leeds West CCG 

Sean  Newton National Adult Diabetes Network Cardiff and Wales UHB & All Wales 
Diabetes Implementation Group 

Helen Noakes Advanced Nurse Practitioner- 
Diabetes 

Guy's & St Thomas' NHS Foundation 
Trust 

Anita  Nowac   NW Surrey CCG 

Dr Shaun O'Connell GP Lead for Planned Care Vale of York Clinical Commissioning 
Group 

Dr Sundeap Odedra GP  Wansford surgery 

Kehinde Ogun     

Dean Onno Transformation lead  Ipswich and East Suffolk CCG 

Doris Opiyo RGN NHS 

Damian  Panesar Gipson Commissioning Project Manager Lewisham CCG 

Ed Parry-Jones Long Term Conditions lead  NEW Devon CCG 

Dr Alka Patel GP and GP Federation Chair Little Bushey Surgery and Herts Health 
Ltd 

Sarah Perman Deputy Director Primary Care 
Transformation 

BHR CCGs 

Mhukti Perumal Senior Primary Care Engagement 
Officer 

Diabetes UK 

Julia Pledger Nurse Consultant - Diabetes Bedford Hospital NHS Trust 

Indu  Popat Staff Nurse Concept care solution 

Grant  Price Consultant Precision Medicine Catapult 

Pippa Riley Practice Nurse Mount avenue Surgery 

Louise Roberts Senior Diabetes Practitioner North East Essex Diabetes Service 

Sharon Roberts Eastern regional head Diabetes UK 

Michelle Roe Cardiovascular Network Manager NHS England 

Dr Patrick Ryder Gpwsi diabetes Matthew Ryder Clinic 

Dr Rishika Sinha GP - Clinical Lead for Primary Care Hartlepool and Stockton CCG 

Adam Smith Consultant Diabetes UK 

Dr Vinesh Sobha GP  Fylde and Wyre  
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Colin Speers Clinical lead for diabetes  Wakefield CCG 

Dr David Spraggett Chairman and Clinical Lead NHS South Warwickshire CCG 

Dr Caroline Sprake GP GP clinical lead for Northern Clinical 
Network 

Jill Steaton Regional Head, South East region Diabetes UK 

Beth Stout Clinical Champions and Network 
Project Manager 

  

Janette Streeting Diabetes Specialist Nurse North East Essex Diabetes Service 

Dr John Szekely GP George Clare Surgery Chatteris Cambs. 

Dr Daijun Tan GP, Diabetes Clinical Lead, Haringey 
CCG 

Haringey CCG 

Elaine Taylor Registered Nurse SLAM 

Dr Suresh Thankappan GP Townfield Doctors Surgery 

Jonathan Valabhji National Clinical Director for 
Obesity and Diabetes 

NHS England 

Perdy Van den Berg CLINICAL LEAD OXFORDSHIRE 
COMMUNITY DIABETES SERVICE 

OXFORD HEALTH NHS FOUNDATION 
TRUST 

Dr Catherine Wall GP and Clinical Lead for Diabetes West Cheshire CCG 

Emily Watts Clinical Champions and Network 
Project Manager 

  

Paul  Westcar GP Newbury CCG 

Amanda Westerman Head of Contracts & Development NHS Bassetlaw CCG 

Dr Alexandra Whiter GP St Andrews Medical Practice 

Michelle Whitham Commissioning Project Manager Thanet CCG 

Beverley  Wilding Head of Primary Care Barnet CCG 

Olabisi Williams Senior Commissioning Manager Mid Essex Clinical Commissioning 
Group 

Wanda Wilson Prescribing Advisor Southend and Castle Point and 
Rochford CCGs 

Phil Wrigley Commissioning Manager Islington CCG 

Bob Young Consultant Diabetologist National Diabetes Audit and National 
Cardiovascular Intelligence Network 
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APPENDIX C - RESOURCES TO SUPPORT IMPROVEMENTS IN DIABETES CARE 

 
Diabetes UK resources  
 

 Resources for community and primary care 

 Resources to improve care  

 Service redesign and improvement consultancy 

 Training courses 

 

RCGP resources 

Quality improvement resources 

Quality Improvement Toolkit for Diabetes Care 

 

Improvement resources 

NHS Improving Quality e-learning modules 

NHS Improving Quality - A simple guide to improving services (PDF, 3MB) 

Healthcare Quality Improvement Partnership (HQIP) - Guide to quality improvement 
methods (PDF, 2MB) 

 

 

https://www.diabetes.org.uk/Professionals/Resources/shared-practice/Primary-and-community-care/
https://www.diabetes.org.uk/Professionals/Resources/
https://www.diabetes.org.uk/Professionals/Resources/Diabetes-Service-Redesign-and-Improvement-Consultancy/
https://www.diabetes.org.uk/Professionals/Training--competencies/
https://www.diabetes.org.uk/Professionals/Training--competencies/
http://www.rcgp.org.uk/clinical-and-research/our-programmes/quality-improvement.aspx
http://www.rcgp.org.uk/clinical-and-research/toolkits/quality-improvement-toolkit-for-diabetes-care.aspx
http://webarchive.nationalarchives.gov.uk/20160506181935/http:/www.nhsiq.nhs.uk/improvement-programmes/patient-safety/diabetes-elearning-modules.aspx
https://www.diabetes.org.uk/Upload/Professionals/NDA/service_improvement_guide_2014.pdf
https://www.diabetes.org.uk/Upload/Professionals/NDA/service_improvement_guide_2014.pdf
https://www.diabetes.org.uk/Upload/Professionals/NDA/Guide-to-quality-improvement-methods-July-2015.pdf
https://www.diabetes.org.uk/Upload/Professionals/NDA/Guide-to-quality-improvement-methods-July-2015.pdf

