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The Diabetes 
Challenge 

 

UK  

• The most potentially devastating – and 
fastest-growing – health crisis of our time 
 

• Complications include heart disease, stroke, 
blindness, kidney disease and amputations.  
 

• ? % of total NHS budget 
 

• Complications are not inevitable  
 

North Devon 

• 7% of population (above UK average)  
 

• 2-4 x major amputation rate in South West  

 

 

 





 

… and in particular the Northern Locality of Devon 



Diabetes UK – the aim of integrated care 

 
 

 
 

“To refocus services around 
the individual, removing 
barriers between specialties 
& organisations & 
introducing an approach 
that achieves outcomes for 
individuals and value for 
the system” 
 



 

 

 

 

 
 
 

• An NHS which supports self-management & joins up 
the whole care pathway. 
 

• Commissioners & providers working together, with 
people with diabetes through well managed local 
networks, to translate policy aspirations into 
practice.  
 

• Local models of care that ensure all parts of the 
system work together to deliver all the components 
of the care pathway. 
 

• Overcoming historical organisational barriers to join 
services together & provide people with diabetes 
access to an integrated diabetes service.  
 

 
 



 
 

 
 

 
 
 

 
“People with diabetes are the ones managing their 
condition 24 hours a day. We need a system that 
gives patients all the tools and support available to 
do this well. Specialist knowledge and guidance 
needs to be more widely available to patients and 
to GPs who support the vast majority of people 
with diabetes at other times.”  
 

Dr Alastair Watt 



Q: 
We asked 
ourselves: 

 

 

 

 

 

“ Is our local system working as 
effectively as possible to promote good 
diabetes management that keeps people 
with diabetes as healthy as possible?”  

 



A:  
  What GPs 

said…  

 

 

 

 

 
“We have quite a disjointed service in Devon” 

 

“The concept of Primary and Secondary care is outdated as we 
simply serve different parts of the same pathway” 

 

“It’s a shame to send patients to NDDH for insulin initiation etc 
as they often have a very good, enduring relationship at the 
practice and I'm sure we could do it well with more support”  
 

“The opportunity to discuss difficult patients would be 
empowering for us to make any needed changes”  
 
“A better understanding of the foot pathway and rapid access 
into it could perhaps be a little smoother/clearer” 
  
“Increasing education and mutual support will keep us and our 
patients safer — literally” 
 
“GPs …have become quite deskilled as a result of our excellent 
nurses & would value more education & instruction.  A helpline 
or rapid advice service might be helpful” 
 



A:  
  What GPs 

said…  

 

 

 

 

 
“Part of the challenge is to de-medicalise people …to become well 
motivated, self-determining individuals rather than passive, ill-
informed patients. The need is for lifestyle gurus, educationalists and 
then an Integrated Diabetes Service for those who require (it)” 
 
“We’ll need to call more & more on specialist clinicians’ skills as that 
artificial barrier is removed & people receive more of their care in 
the community”  
 
“It would be good to have something good, locally worked up & 
relevant to demonstrate good chronic disease management” 

 
“Developing some guidelines jointly would be sensible”  
 
“I see the benefits are educational-  we’d be better informed and 
more confident in managing diabetics. I think we could achieve much 
better glycaemic control as a consequence”  
 
“Integrated Diabetes - truly shared care with easy, safe 
communication between clinicians and patients. I’d like it to be a 
community service using a community shared record, not a hospital 
based service with communication via letters.” 



A:  
  What people 
with diabetes 

said… 

 

 

 

 

 
 
We asked 28 members of the North Devon Diabetes 
UK Group  “What 3 aspects of your current diabetes 
care would you change?” 
 
 
• More frequent appointments with more time to 

ask questions and checks such as footcare 
     (9 responses) 
 
• Better information and education, sometimes 

given varying advice  
     (7 responses) 
 
• Easier access and knowing who to approach to 

help with specific advice such as diet, feet 
     (7 responses) 
 





 

We agreed: there was a problem, something could be done about it, 
that we would work together on an integrated project that would 
involve patients, primary care, secondary care and commissioners.  

 

Step 1: STOP & think TOGETHER2017 

  Project Team members 



 

Involving patients 
 

Step 2: LISTEN and understand WHAT MATTERS to EACH OTHER 

Some of our 
Patient Focus Group 

• Project team meetings (monthly) 
• Patient focus group meetings (2) 
• Patient interviews (22) 
• Patient questionnaires (163) 



We asked people with diabetes what would help them manage their 
health. There were seven main themes:  

Step 2: LISTEN and understand WHAT MATTERS to EACH OTHER 

• Spouse/family 
• Diabetes education  
• Practice nurse review 
• Motivational support  
• Peer support 
• Psychological support  
• More responsive advice 



 

Involving  primary care 
 

Step 2: LISTEN and understand WHAT MATTERS to EACH OTHER 

 
• Project team meetings (monthly) 
• Practice visits (4) 
• GP Forum & GP Provider Group visits (3) 
• Primary care workshops (4) – 72 attended from 

13 GP practices  



We visited 4 GP practices and asked GPs & practice nurses what would 
best help them support their patients. There were seven themes:  

Step 2: LISTEN and understand WHAT MATTERS to EACH OTHER 

 
 

 
 

 
 
 

• More responsive support from specialists  
• More support for complex 
    patients  
• More advice on new diabetes  
    drugs  
• Opportunity to discuss  patients 
    we’re ‘just not sure’ about 
• Better understanding of  
• referral pathways & assessments 
• QOF targets not necessarily 
     improving patient care 
• Better understanding of own practice 

outcomes 



Step 3: LOOK. 
Investigate reality 

together & frame what 
we learn as hypotheses 

for testing 

 

 

 

 

We developed the hypothesis that: 

 

Optimal diabetes management requires:  

 

• Best practice medical management 

and  

• Support for lifestyle change 

 

 

 



Dr Sue Roberts 
 

Clinical Lead for the 
Year of Care 
Programme 

 

 

 

 “If I was asked to name one thing that would 
dramatically improve the health and well being 
of people with diabetes it would not be more 
doctors, nurses, clinics or beds. They all have 
their part to play, but for me the number one 
improvement would be properly supporting and 
empowering people with diabetes so that they 
are truly confident about managing their own 
condition on a day to day basis calling on help 
from healthcare professionals when they choose 
and for the reasons that are important to them.” 

 

 

 



After listening to what matters, the project team devised eight areas to 
meet the needs identified:  

 
 

 
 

 
 
 

1. Specialist support to Primary Care 
 

2. Improved access & timely referral to community 
podiatry services  
 

3. Improved access to multi-disciplinary           
footcare team 
 

4. Improved access to healthy lifestyle support  
 

5. What Matters to Me 
 

6. Same standard of diabetes care at home  
 

7. Creating place-based support opportunities 
 

8. Improved and consistent access to targeted 
patient education resources.  



Aim: To provide the primary care team with the access to the specialist 
support they require to best support their patients and reduce the risk 
of poorly managed diabetes and the associated complications.  

Project 1: Specialist support to primary care 

 
 
 

What: 
Diabetes Specialist Support Service: 
• Patient Advice Service 
• Annual Support Visit 
• Ongoing access to training opportunities 
• Single diabetes management plan 
• Practice audit 

 

Co-designed with 4 GP Practices 
 



Aim: a foot protection service that ensures patients & healthcare 
providers are able to quickly and accurately identify risk, refer 
appropriately & be seen by community podiatrists in a timely manner 

 Project 2: Improving access and timely referral to  

     community podiatry services 

 
 

 
 

 
 
 

What: 
 
• Improve communication and support 

between podiatry & primary care 
with creation of practice-linked  
podiatrist  

 
• Develop standard foot assessment 

template for consistent use in 
practices & community  

 
• Increase patients’ understanding of 

how to reduce risk and when to seek 
advice.  

 

• Promote use of FRAME educational tool for 
all HCPs with diabetes involvement 

 



Aim: a multi-disciplinary footcare service that meets NICE (NG19) 
guidance and implements the recommendations of the Peer Review  

 Project 3: Improving access to the multi-disciplinary 

     footcare team   

 
 

 
 

 
 
 

What: 
 
• Implementing a plan to enable review of all 

urgent cases within 24 hours, including 
weekends 

 
• Increase the MDFT clinic to an extra half day 

per week 
 
• Including other specialists in the MDFT such 

as the Consultant Diabetologist 
 

• Using technology to enable MDFT clinics to 
take place without the need for vascular 
consultant attendance in rural areas.  



Aim: To provide the support that patients have identified that will help 
them make lifestyle change and best manage their health  

 Project 4: Improving access to healthy lifestyle support  

 
 

 
 

 
 
 

What: 
 
• Patients supported to make necessary 

lifestyle changes through  access to diet, 
exercise, motivational, psychological and 
other advice and guidance  
 

• The support is sustainable and not time 
limited 

 
• The support is universally available to 

prevent worsening at an early stage 
 
• The support is evidence based and 

effective in helping people make the 
necessary lifestyle changes 

 



Aim: Personalised clinical interactions that help patients agree medical 
and lifestyle goals that are important to them, and suited to their 
personality and their circumstances  

 Project 5: What Matters to Me 

 

 
 

 
 

 
 
 

What:  
 
A diabetes appointment template that allows all North Devon 
patients to have consistent,  valuable  interactions with HCPs 
Lifestyle  
Patients agree goals suited to their personality (understanding/ 
motivation etc) and their circumstances (how easy it is for them to 
make the changes). Connecting to local non-medical support.  
Medical  
9 primary care processes & medicine algorithm followed 

“Lifestyle change 
requires patients to 
have ownership  
and commitment 
over goals that are 
realistic”  

 



Aim: To ensure that people with diabetes who are cared for by 
community nurses, domiciliary carers and care homes are given the 
same standard and consistency of care 

 Project 6: Ensuring same standard of diabetes care at  

     home 

 

 
 

 
 

 
 
 

 
What: 
 
• Ongoing training programme for 

domiciliary care workers and care home 
workers  
 

• Establish and promote agreed 
communication links between all HCPs 
who have involvement with patients in 
their home including community nurses, 
practice nurses, GPs, discharge co-
ordinators and others 

  
 



Aim: Test out whether community and social approaches to supporting 
people to manage their health are effective and whether they are an 
efficient use of resources.  

 Project 7: Creating place-based offers of support such 

    as peer support groups, wellbeing clubs 

 

 
 

 
 

 
 
 

 
What:  
• Testing a diabetes wellbeing club model in Fremington, Ilfracombe & Torrington.  
 
• Testing peer support and expert patient models. 
 
• Providing practices with information on                                                           local 

health and wellbeing groups  



Designing place-based 
diabetes wellbeing clubs 

 

 

  

Co-design with Fremington PPG 

 



Fremington Wellbeing 
Club 



Aim: Patients signposted to quality patient education resources and 
opportunities that are most relevant and appropriate for them 

Project 8: Improved and consistent access to targeted 

    patient education resources  

 
 

 
 

 
 
 

What: 
 
• Ensure all HCPs have access to the same high 

quality education materials to provide to their 
patients  
 

• Understand which materials and resources 
would be best suited to individual patients 
following assessment 
 

• consider how technology, social media and 
apps could support patients accessing 
information and advice 
 

• Publicise information, advice and guidance. 


