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The North Devon Integrated Diabetes Service programme 

 

It’s been one year since our diabetes programme launched in Northern Devon, with an integrated project 
team made up of patient, primary care, secondary care, domiciliary care and commissioner 
representatives.   

We are now half way through the programme (see Project timeline) going into the implementation phase of 
each of the following 8 projects:   

 

1. Specialist support to primary care  
2. Improving access and timely referral to community podiatry  
3. Improving access to the multi-disciplinary footcare team  
4. Improving access to healthy lifestyle and wellbeing support 
5. What matters to me? Person-centred diabetes support 
6. Ensuring same standard of diabetes care at home 
7. Creating place-based offers of support  
8. Consistent access to quality, targeted patient education  

 

Here are details of the core project team  who are working on the 
programme and their contact details 

 

The need for these projects was identified through our patient and clinical engagement that took place in 
the first 6 months of the project. The main themes are described below.  

 

https://www.northdevonhealth.nhs.uk/services/north-devon-integrated-diabetes-service/how-will-we-create-a-north-devon-integrated-diabetes-service/
https://www.northdevonhealth.nhs.uk/services/north-devon-integrated-diabetes-service/who-are-we-and-who-is-involved-with-the-north-devon-integrated-diabetes-service/project-team/
https://www.northdevonhealth.nhs.uk/services/north-devon-integrated-diabetes-service/who-are-we-and-who-is-involved-with-the-north-devon-integrated-diabetes-service/project-team/


 

 

 

 

 

For detailed patient feedback, click (here).       

                   

 

 

 

 

 

 

 

 

 

 

 

For detailed clinician feedback, click here. 

 Specialist support to primary care 

 

Project 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. This will be 
achieved through the Diabetes Practice 
Support Service which will include: 

 Patient Advice Service 

 Annual Support Visit  

 Ongoing access to training opportunities 

 Single diabetes management plan 

 Practice needs analysis 
 

How have we involved people with diabetes? What did people with diabetes say would help? 

How have we involved GPs and practice nurses? What did GPs and practice nurses say would help? 

https://www.northdevonhealth.nhs.uk/wp-content/uploads/2018/05/2018-THEMED-Integrated-Diabetes-Service-Patient-Questionnaire.pdf
https://www.northdevonhealth.nhs.uk/services/north-devon-integrated-diabetes-service/who-are-we-and-who-is-involved-with-the-north-devon-integrated-diabetes-service/clinical-engagement/


 

 

The proposal for implementing the practice support service was agreed at the North Devon GP Forum on 
20 March 18 following co-design with four GP practices: 
 
Visits are being booked in until November, after which time there will be an opportunity to evaluate the 
service together. If you have not yet booked your practice support visit, please contact Sharon Hobbs on 
Sharon.hobbs@nhs.net or 01769 575 143 who will be able to arrange it. The first year costs are covered by 
the Diabetes Transformation Fund.  
 

 Improving access & timely referral to community podiatry  

Project 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.  
 

 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  
 
New! Link Diabetes Podiatrists 
We are pleased to let you know that the new diabetes podiatry links will be starting their role from early May 
and will be making contact with each practice to introduce themselves. 
 
They will be a point of contact for practices around diabetes footcare, and their role will include providing 
advice, supporting practice based diabetes footcare training and where necessary shared visits for more 
complex patients where there may be a concern.  The named link persons can be contacted via Kelly 
Cooper Diabetes Foot Administrator on 01271 371763 or email:ndht.diabeteshotfoot@nhs.net 
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https://www.northdevonhealth.nhs.uk/wp-content/uploads/2018/05/Proposal-to-GP-Forum-15-03-18.pdf
mailto:Sharon.hobbs@nhs.net
mailto:ndht.diabeteshotfoot@nhs.net


 

 

 Improving access to the multi-disciplinary footcare team 

Project aim: 

A multi-disciplinary footcare service that meets NICE (NG19) guidance and 
implements the recommendations of the Foot Peer Review 

• Implement 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.  
 

I Improving access to healthy lifestyle and wellbeing support 
 

Project aim: 

 

 

 

 

 

 

 
 

What matters to me? Person-centred diabetes support 

 

 

 

 

 

 

 

 

 

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

• 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 

Project 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. Working with practices to 

ensure all north Devon patients have consistent, valuable interactions at every appointment by:  

  Developing diabetes appointment templates for use at diagnosis and annual review 

 Promoting a patient-centred approach 
 

To support this project, we would really appreciate it if as many as your practice staff as 

possible could complete this survey 

https://www.surveymonkey.co.uk/r/DVYLFN9


 

 

Ensuring same standard of diabetes care at home 

 

Project aim: 

Working to ensure that people with diabetes who are cared for at home are given the same standard and 
consistency of care by: 
  

 Establishing ‘Diabetes Link Nurses’ within the 
community to include ‘tiered’ competencies and 
training programmes 

 Establishing and promoting agreed communication 
links between all HCPs who have involvement with 
patients in their home including community nurses, 
practice nurses, GPs, discharge co-ordinators, 
domiciliary care workers and others 

 Investigating a shared documentation for diabetes annual monitoring and plan process for sharing 
to ensure full diabetic assessment and response to results for housebound patients  

 Formalising links with community podiatrists to include joint home visits where podiatry expertise 
required 

 

 Creating place-based offers of support 

 

Project 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 

 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  



 

 

Consistent access to quality, targeted patient education  

 

Project aim: 

 

 

 

 

 

 

 

 

 

Want to know more?  

If you want to know more about any of the projects within the North Devon Integrated Diabetes Service 
programme or would like to be involved, please contact Andrea Beacham. 

For information on events in your area why not follow our Facebook page 
@NorthDevonIntegratedDiabetesService 

 

Please share this page with your patients! 

 
 

 

 

Patients signposted to quality patient 

education resources and opportunities 

that are most relevant and appropriate 

for them.  

 Ensure all HCPs have access to the 
same high quality education 
materials to provide to their patients  

 

  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. 

mailto:andrea.beacham@nhs.net
https://www.facebook.com/NorthDevonIntegratedDiabetesService/

