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Prevention, diagnosis and treatment of diabetes in the UK have never 
been more important: the 60% increase in the condition’s incidence 
over the last decade is a stark reminder of the need for good care.

Meanwhile, as financial constraints continue to impact an already overstretched 
health service, there has never been a better time to recognise and share 
good practice that improves patient outcomes and drives efficiency.

Launched in 2011, Quality in Care (QiC) Diabetes exists to recognise, 
reward and share good clinical practice across the UK and highlight 
the vital contribution made by local teams and individuals.

The programme could not happen without the help and dedication 
of a large number of people and organisations, many of who 
are represented here tonight – our thanks to you all.

Particular recognition is due to the Association of British Clinical Diabetologists 
(ABCD), Association of Children’s Diabetes Clinicians (ACDC), Diabetes Research 
& Wellness Foundation (DRWF), Diabetes Specialist Nurse Forum (DSN) UK, 
Diabetes UK, the Diabetes Inpatient Specialist Nurse (DISN) UK Group, JDRF 
the type 1 diabetes charity, The National Children and Young People’s Diabetes 
Network (CYPDN), Primary Care Diabetes Society (PCDS), Training Research 
and Education for Nurses in Diabetes (TREND-UK), the United Kingdom 
Clinical Pharmacy Association (UKCPA) and the Young Diabetologists and 
Endocrinologists’ Forum (YDEF) – and, of course, this evening’s hosts Sanofi.

Further information about the programme, its judging process and how to enter can be found at www.qualityincare.org

INTRODUCTION

In this publication we present case studies of award winning projects 
from QiC Diabetes 2019, grouped under the following categories:

• Best Practice in Dissemination and Sustainability Award

• Prevention and Early Diagnosis

• Diabetes Education Programmes – Healthcare Professionals

• Patient Care Pathway – Adults 

• Diabetes Team of the Year

• Mind and Body Healthy Together – Emotional Wellbeing Programmes for People with Diabetes – Adults

• Mind and Body Healthy Together – Emotional Wellbeing Programmes for People with Diabetes –  
Children, Young People, and Emerging Adults

• Type 1 Specialist Service – Adults

• Type 1 Specialist Service – Children, Young People and Emerging Adults

• Diabetes Education Programmes – Adults

• Diabetes Education Programmes – Children, Young People and Emerging Adults

• Diabetes Collaboration Initiative of the Year – Adults

• Diabetes Collaboration Initiative of the Year – Children, Young People and Emerging Adults

• Judges’ Special Award
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Continuing to go beyond the expected in Diabetes Management
Sanofi is proud to be a sponsor of QiC Diabetes.
Sanofi is committed to helping improve the health and well-being of 
diabetes patients. Sanofi is proud to support the QiC programme to 
continue working hard with those who are dedicated to developing 
diabetes care. Our goal is to develop innovative solutions to help people 
with diabetes live as people, not as patients.

SPONSOR: SANOFI

“As the General Manager of Sanofi Primary Care I am very 
pleased to welcome you all to our UK headquarters. We 
are very proud to be supporting the QiC awards again this 
year – which is an initiative we firmly believe is a vital 
way of highlighting and sharing some of the fantastic 
projects you and your colleagues have developed to 
benefit people with diabetes. It is important to take this 
opportunity to recognise your hard work, achievements and 
we hope you have a successful and enjoyable evening.”

Dr Tunde Falode,  
General Manager,  
Primary Care  
Business Unit,  
Sanofi UK & Ireland

“I am delighted to welcome back QiC Diabetes to Sanofi for 
a ninth year. Each year it becomes increasingly important 
to share best practice across the NHS and we are honoured 
to facilitate the sharing of ideas and projects developed by 
you and your colleagues. In any organisation, it is through 
its people that inspirational change can be delivered, and 
therefore it is of huge importance to commend and recognise 
the achievements of those that work in the NHS and whose 
passion and drive make these projects live and breathe.”

Jason Bonnett, 
Head of Marketing, 
Primary Care  
Business Unit,  
Sanofi UK & Ireland

“Sanofi is proud to be involved in the QiC Diabetes awards 
since its inception in 2010. Diabetes teams across UK & 
Ireland are so familiar with the QiC awards that each time 
they develop a new initiative, they’re thinking about how it 
can be measured and entered into the awards. The quality 
this year was once again outstanding and the real winners 
are the people doing their jobs to benefit their patients and 
supporting them with awards like this is really fantastic”Becky Reeve,  

Head of Professional 
Relations,  
Primary Care 
Business Unit, 
Sanofi UK & Ireland
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Judging Leads

Dr Sabrina Ahmed MBBS, 
MRCP, nMRCGP(2009), SCE 
(Endocrinology and Diabetes)
GPwSI in Diabetes at the Gower 
Street Practice in London

Dr Marc Atkin 
Consultant Diabetes & Endocrinology, 
Royal United Hospital Bath NHS Trust

Dr Hubert Bland 
Head of Medical for Primary Care and 
Country Medical Chair, Sanofi UK & Ireland

Dr Wui Hang Cheung 
Consultant Diabetologist, Clinical 
lead for Inpatient Diabetes Care 
Service, Norfolk & Norwich University 
Hospital NHS Foundation Trust

Anne Claydon 
Nurse Consultant, Barts Health

Dr Tunde Falode 
General Manager, Primary Care 
Business Unit, Sanofi UK & Ireland

Dr Kate Fayers FRCP 
Consultant Diabetologist, West Hampshire 
Community Diabetes Service, Southern 
Health NHS Foundation Trust

Sarah Gregory 
Senior In-Patient Diabetes Specialist Nurse 
(William Harvey Hospital), DSN Forum UK

Dr Clare Hambling 
GP and Chair, PCDS

Philip Hunt 
Type 2 User

Bethany Kelly 
Diabetes Specialist Nurse, DSN Forum UK

Dr David Lipscomb 
Consultant endocrinologist, East Sussex 
Healthcare NHS Trust

Carol Metcalfe 
Advanced Specialist Practitioner, 
Paediatric Diabetes at Royal Manchester 
Children’s Hospital, University of 
Manchester Foundation NHS Trust

Anuja Natarjan 
Paediatric Endocrinologist

Helena Nelson 
Senior Community Engagement Officer, 
JDRF the type 1 diabetes charity

Charles Odiase 
Primary Care and Diabetes employed by 
the Dacorum GP federation under DHPL

Dr Julia Platts 
National Clinical Lead for Diabetes in Wales

Jo Reed  
Diabetes Clinical Nurse Specialist (Renal) 
Imperial College Healthcare NHS Trust

Becky Reeve 
Head of Professional Relations, Primary 
Care Business Unit, Sanofi UK & Ireland

Dr Fiona Regan 
Consultant Paediatrician, Frimley Health 
NHS Foundation Trust

Erica Richardson 
Lead Diabetes Specialist Nurse 
(In-Patient Team) TREND-UK

Dr Timothy David Robbins 
Clinical Research Fellow at ST4 level, 
University Hospitals Coventry & Warwickshire 
NHS Trust / Institute of Digital Healthcare

Victoria Ruszala, MRPharmS MFRPSII 
Specialist Pharmacist at 
North Bristol NHS Trust

Sheila Smyth 
Director of Community Services, 
Suffolk GP Federation

JUDGING LEADS AND JUDGES

SIMON O’NEILL

Director of Health 
Intelligence and 
Professional Liaison
Diabetes UK

DR PARU KING

Consultant Physician 
Derby Hospitals

ALISON BARNES

Research Associate 
(dietitian) / Diabetes 
Specialist Dietitian 
Newcastle University/
Newcastle Hospitals 
NHS Foundation Trust



BEST PRACTICE IN DISSEMINATION AND SUSTAINABILITY AWARD

SUMMARY
The North West London (NWL) Diabetes Improvement Programme 
began in 2014 in five Clinical Commissioning Groups (CCGs) and has 
now spread to eight. It has achieved continued quality improvement 
in key diabetes metrics, including: improvements in nine key care 
processes; a 12% improvement in treatment target achievement (HbA1c 
≤ 58, BP ≤ 140/80, Cholesterol ≤ 4); a 30% increase in structured 
education attendance in the past year, reaching almost 10% of the 
prevalent diabetes population; plus a total of 11,473 NHS Diabetes 
Prevention Programme (NDPP) referrals in 2018/19. The programme 
operates a large-scale, ongoing clinician education initiative, including 
10-point training in secondary care. The Know Diabetes information 
and support service is about to relaunch, providing a single point 
of referral, diabetes education and multi-channel campaigns to all 
patients with diabetes and Non-diabetic hyperglycaemia (NDH) in NWL. 
The programme is beginning to show impact on diabetes outcomes, 
including an 8% reduction in diabetes foot admissions in 2018/19 
and reductions in myocardial infarction (MI), acute kidney injury 
and renal failure. The NWL Diabetes Quality, Innovation, Productivity 
and Prevention (QIPP) scheme this year aimed to show prescribing 
savings through lifestyle change and complications savings. 
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Sustaining Quality Improvement and 
Patient Outcomes in North West London

by North West London Health 
and Care Partnership

METHOD
Needs identified included: poor achievement against National Diabetes 
Audit Three Treatment Targets (NDA 3TT) in NWL, compared with 
many CCGs in London in 2015/6 data; fragmentation of services; poor 
outcomes; spiralling costs in hospitals, with over 7% annual growth in 
diabetes complications costs; diabetes admissions accounting for 41% 
of all admissions and 63% of bed days; continued growth in diabetes 
registry and NDH numbers (Harrow CCG has the highest predicted 
NDH population in the UK); low levels of structured education and self-
management support, plus no integration of mental health. Initiatives 
to meet these needs included a structured education programme, 
helping commissioners and existing providers to maximise existing 
capacity and referrals, assisting with QISMET accreditation for some 
locally designed/developed courses to increase capacity, as well as 
continuing with Phase 2 of the remote structured education services 
(Changing Health, OurPath and Oviva), enabling an additional 2,200 
patient licences. The Know Diabetes platform was specified and 
procured. MyWay Digital Systems and Dynamic Health Systems were 
granted the contract to provide up to 300,000 patients with support 
through personalised, targeted communication and behaviour 
change and education nudges at low cost. In addition, treatment 
targets were assisted via a CCG implementation team comprising 
a GP, project support officer and nurse consultant visiting the 
practices requiring most improvement. The NWL Clinical Guidelines 
were updated, EMISweb clinical templates were developed and a 
pan-NWL Diabetes quality improvement dashboard was actioned. A 
liaison psychiatrist and two mental health nurses were employed to 
train primary care and run virtual clinics/multidisciplinary teams. 
Local best practice examples were shared across NWL. Over 630 
diabetes professional education places were provided. For the multi-
disciplinary footcare team (MDFT) more podiatrists were employed 
to provide additional weekend working and reduce wait time for 
ulcers/foot lesions at weekends and there was additional clinical 
training and awareness-raising for clinicians. For in-patients there 
was a wide rollout of 10-point training (Ruth Miller) in hospitals, care 
homes and renal dialysis units. Further digital developments included 
a diabetes data set comprising a READ2/CTV3/SNOMED-aligned 
primary care data set and an acute hospital complications data set. 
The programme also worked with the One London Local Health and 
Care Record Exemplar programme and London Diabetes Strategic 
Clinical Network to ensure that diabetes was adopted as a first-of-
type proof of concept for the One London Discovery Programme. 

WI
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RESULTS
There have been substantial improvements in key patient outcomes 
over the last three years, with increases in: diabetes case finding 
(12,000 more patients on the diabetes register since 2015); patients 
receiving nine key care processes (up from 25.4% to 69.5%); 
achievement of three treatment targets (from 17.9% to 25.6%); 
collaborative care planning (from 5.5% to 83.4%); monitoring 
of hypoglycaemia in patients on sulphonylureas or insulin (from 
6.5% to 94.4%); the NDH register (an increase of over 100,000); 
referrals into the National Diabetes Prevention Programme (over 
25,000 referrals and over 11,000 initial assessments); annual 
numbers attending structured education programmes (up from 
5,461 to 8,386 since 2017/8). There have been significant reductions 
in some key metrics: incidence of Type 2 diabetes; growth rate of 
acute admissions with diabetes complications (from 8.3% to 4.9%); 
in-patient diabetes foot admissions (reduction in average annual 
growth rate from 13.2% to -2.3%); admissions with MI, acute kidney 
injury and renal failure. Primary care is now mobilised, educated 
and engaged in improving diabetes care through communication 
and professional education, and over 1,800 clinicians involved in 
in-patient care have received the award-winning 10-point training. 
The team has developed, and is implementing, a unified integrated 
outcomes-based service specification across NWL, supported by 
population health dashboards. The ‘Know Diabetes’ service is about 
to launch, consisting of a website, eLearning platform and patient 
portal, offering a single point of referral and contact centre plus 
a personalised, proactive multichannel communication system.

SUSTAINABILITY AND SPREAD
There was evidence of reduced hospital activity in 2018/19 (compared 
with annual changes over the last four years) for all complications 
when combined; there was also evidence of reductions in foot 
activity, MI and renal failure. In 2019/20 QIPP will continue to monitor 
the effectiveness of the programme and support cash savings. One 
main area is to support Type 2 diabetes remission at scale, aiming 
to support over 6,200 patients to attend remission programmes 
in 2019/20. Dissemination about the programme has taken place 
through multiple channels, including talks at Diabetes UK, Diabetes 
Professional Care (DPC) and a paper in Practical Diabetes.

The North West London Health and Care Partnership’s entry is very impressive and 
it was incredible how much work they have done to collaborate and get this project 

progressed. They recognised the challenges involved and were clear about what they 
wanted to achieve. They’ve grown the work and kept it going. It is sustainable and 

transferable and truly remarkable.

“

”

JUDGES’ COMMENTS:



SUMMARY
Carbs & Cals specialises in books and apps for diabetes, weight 
loss, portion control, and healthy eating. The method of using 
thousands of food photos to count carbohydrates (carbs) and 
calories is both new and simple. It has been nationally recognised 
as the leading carb-counting resource for Type 1 diabetes for nine 
years running. Since winning the QiC Award in 2014, Carbs & Cals 
has published ten additional books, including resources for Type 
2, weight loss, gestational, plus black and minority ethnic (BAME) 
communities. The self-funding project has gone from strength 
to strength, working with a variety of partners and research 
projects to help an ever-growing number of people self-manage 
their diabetes and other conditions. It is a low-cost and accessible 
resource that is being used throughout the country and beyond. 
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Carbs & Cals Books, App & Teaching Resources

by Carbs & Cals / Chello Publishing Limited

METHOD
Over nine years, researching and producing books has been refined 
to ensure that each resource fills a gap in health education and self-
management. The project’s co-founder and manager, Chris Cheyette 
(Diabetes Specialist Dietitian) works in the NHS (King’s College 
Hospital), delivers the Dose Adjustment for Normal Eating (DAFNE) 
course, is a British Dietetic Association (BDA) member and speaks 
at conferences regularly. This interaction with patients and HCPs 
allows Carbs & Cals to keep up to date with latest evidence and gaps 
in education resources, quickly responding to opportunities. A clear 
demand is identified before resources are created, gaining interest 
from organisations such as BDA, Diabetes UK and pharma. Users 
and HCPs are involved during the planning process and resources 
are researched by credible experts in each field. Resources are 
produced efficiently, making use of budget and minimising time to 
launch. It is a self-funded organisation (via book sales), meaning 
no delays sourcing, or waiting for, funding. Regular freelancers are 
used to produce books quickly. The books are thoroughly checked 
and tested before printing. All information meets nationally-
recognised guidelines and nutritional information is accurate. 

HI
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BEST PRACTICE IN DISSEMINATION AND SUSTAINABILITY AWARD
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RESULTS
Since the last QiC award win in 2014, the following innovations have 
been introduced: 5:2 Diet Photos book published; Smoothies, Salads 
& Soups published; new logo, branding and style; values updated 
in all resources; Very Low Calorie published and later translated 
to German; iOS app updated to new style; Gestational Diabetes 
published; Carb Portion List booklet made for DAFNE; World Foods 
published (and later in German). Resources are developed based on 
the requirements of patients and HCPs. For example, in 2016 the Carb 
& Calorie Counter 6th edition used several thousand reviews and 
feedback on previous version to make the book as easy to use and 
effective as possible, based on real-world user requirements. For 
new resources, such as World Foods, people with diabetes provided 
input at every step, including food diaries from BAME communities, 
online surveys to test designs, and commenting on a test version of 
the book. The number of books printed rises each year. In 2018, three 
times as many books were printed than in 2010 (when the first book 
was launched) and 50% more than in 2014, when Carbs & Cals last won 
a QiC Award. The number of Amazon reviews has increased 10-fold 
since 2014 (from 500 to over 5,000). Free flyers are requested every 
week across the UK, showing that the books are being recommended 
by HCPs from Aberdeen to Margate to Cornwall. There has also 
been a steady increase in social media reach (a recent Easter Egg 
post on Facebook reached 53,000 people organically, with 6,500 
engagements and 270 shares). There is a loyal fanbase of 16,000 
people on the email mailing list, with excellent engagement rates. 

SUSTAINABILITY AND SPREAD
In the nine years since Carbs & Cals was established, 15 books have 
been developed. Products have been continually improved to make 
them as effective as possible. Knowledge, experience, processes and 
a team of regular freelancers ensure resources are developed more 
quickly than most NHS projects. The project’s founders and managers, 
Cheyette and Yello Balolia (Entrepreneur), remain committed to the 
project. There is still much scope to use existing content and expand 
resources to help more people with diabetes in the UK and beyond. 
The project is financially self-sustaining and generates enough 
funds to create further resources on an ongoing basis. Books can be 
used in clinic, on structured education courses, and by those with 
diabetes at home. Resources are designed to be simple, accessible 
and used flexibly in a variety of healthcare settings. Originally aimed 
at Type 1, resources have since been extended to Type 2, gestational 
(GD), weight loss, healthy eating and, most recently, Type 2 in BAME 
communities. Books have been developed for other countries: Portugal 
(in association with APDP) and books have been licensed in the 
Netherlands and Germany. The app now has food databases for the UK, 
US, Germany, Austria, Italy and Portugal. HCPs across the country have 
been encouraged to use books in clinic (e.g. a free CARB & CALORIE 
COUNTER was sent to every diabetes centre in the UK). Diabetes UK 
(DUK) supports and sells the books. Work is also undertaken with 
structured education programmes (e.g. producing 18,000 CARB 
PORTION LIST booklets for DAFNE) and partnerships have been formed 
with companies like Roche, which distributes thousands of free books 
each year with meters. Further dissemination has been through having 
a stand at the DUK Conference and multiple articles and reviews in 
healthcare magazines and the mainstream media. There is free content 
(50 PDFs) on the website and social media reaches the public and HCPs. 

Carbs and Cals is a tried and tested and extremely successfully series of books, apps and 
teaching resources. The HCPs and users within the judges’ group all use it and agreed 

that it is a fantastic source of information. They have strong marketing support and it is 
disseminated amazingly well. Overall, brilliant and very much liked.

“

”

JUDGES’ COMMENTS:



SUMMARY
A new diabetes model was planned in County Durham and Darlington 
(CD&D) in 2014, in response to the growing prevalence of Type 2 
diabetes, which was increasing faster than the national average. The 
model is clinically led, and is a collaboration between three local 
Clinical Commissioning Groups (CCGs), namely North Durham CCG, 
Durham Dales, Easington and Sedgefield (DDES) CCG, Darlington 
CCG, and three Acute NHS Foundation Trusts (FTs), (CD&D FT, North 
Tees and Hartlepool FT, City Hospitals Sunderland FT), with primary 
care input from seven local GP Federations and 78 GP practices 
across the county. The integrated model commenced in DDES CCG 
in July 2016, was adopted across North Durham CCG in April 2017 
and was rolled out to Darlington CCG in October 2017. The model, 
focused on integration, patient-centredness and sustainability, 
aims to reduce the variation in the quality of care and patient 
outcomes for the population of 43 000 people with diabetes across 
CD&D. It supports the delivery of diabetes services within primary 
care, providing specialist resources and skills in all GP practices. 
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County Durham and Darlington Diabetes Collaborative

by North of England Commissioning Support (NECS)

METHOD
The project team included specialist and primary care clinicians, 
commissioners, finance managers, business intelligence teams, 
medicines optimisation teams and project managers. Extensive 
engagement was conducted with stakeholders to develop a series 
of ‘Bold Steps’ to demonstrate improvements in diabetes services. 
Data dashboards were created to capture progress against a range 
of process, patient quality, prescribing and finance outcomes, 
monitored monthly at practice, locality, CCG and county level. This 
data allowed diabetes groups, the Board and individual practices to 
benchmark performance, reduce variation and drive improvements. 
Local and national diabetes data highlighted significant variation 
between and within localities. A clinical model was developed 
over 18 months, driven by the clinical leads for the three CCGs and 
three Foundation Trusts. This included new patient pathways and 
a commitment to shared working to improve diabetes services 
across the county. Diabetes specialists working in the community 
took on new roles and the levels of diabetes skills and experience in 
each practice were investigated to highlight where further support 
was needed. Work was focused on training and development and 
diabetes prescribing, with new recommendations for the diabetes 
formulary and guidance to support primary care decision making 
around therapies, in line with NICE guidance. A new commissioning 
model shaped service delivery, including the introduction of an 
Alliance agreement, in which all providers and commissioners 
agreed to take joint responsibility for diabetes care in CD&D, a 
risk and gain share agreement, and a commitment to reinvest 
any savings generated. New roles were developed to manage the 
implementation, coordinate clinical activity and support people 
with diabetes to navigate local health and support services. 

CO
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RESULTS
Patients’ diabetes education and support services have been 
transformed, supported by access to NHS England’s Diabetes 
Treatment and Care Transformation Fund, and a seven-day diabetes 
inpatient specialist nursing service has been implemented across 
the region’s two acute hospitals. County Durham has seen significant 
changes in clinical and patient engagement, as well as in patient 
outcomes. Monthly reporting at whole system, provider, CCG, 
locality and practice level has shown improvements in a range 
of patient indicators, such as the rising proportion of patients 
across CD&D achieving HbA1C levels of 59mmol/mol. Improvements 
have been seen across most areas in relation to diabetes care 
and outcomes, with a significant reduction (20%) in non-elective 
activity, plus reduced outpatient activity as primary care teams 
have been able to manage more complex diabetes. In relation 
to blood glucose achievement, this equates to 1,600 additional 
patients achieving <59mmol/mol in April 2019, compared with 
August 2016. Practices are able to view benchmarking reports and 
87.2% have achieved Care ++ status, demonstrating the skills and 
commitment to manage patients with complex diabetes, including 
maintaining and initiating patients on injectable therapies, and 
safe management of patients discharged from secondary care.

SUSTAINABILITY AND SPREAD
The CD&D integrated diabetes model commenced in DDES CCG in July 
2016, was adopted across North Durham CCG in April 2017 and rolled 
out to Darlington CCG in October 2017. The service won a Quality in 
Care award in 2017. Since then, the model has demonstrated true 
integration. Learning from the first CCG rollout was considered and 
recommendations adopted, as the next two CCGs joined. Notable 
developments included rationalising prescribing, supporting 
education and training in primary care, and Type 2 diabetes structured 
education transformation. A mid-point evaluation by the CD&D 
Diabetes Governance Board, which is responsible for overseeing all 
diabetes care across the three CCGs, captured the patient experience, 
surveyed healthcare professionals in primary care and produced 
in-depth reports into diabetes quality, finance, prevention, plus 
communications and engagement. Members of each locality diabetes 
group (diabetes specialist service, practice nurses and GPs and GP 
Federation leads) were invited to share their views on the integrated 
diabetes work. The three commissioning CCGs have committed to a 
five-year business model for diabetes, recognising that consistency 
and stability are vital to the success of the diabetes model in CD&D. 
This provides assurance to the Alliance that diabetes is a local 
priority and facilitates continuous improvement. The first two years 
of the model focused on developing the necessary infrastructure, in 
particular cementing relationships and trust between partners, to 
enable true collaboration. Years three to five will continue to focus 
on improving outcomes for people with diabetes in the area. New 
priorities include further support for vulnerable groups, such as frail, 
elderly people with diabetes, and a system-wide review of costs and 
savings related to diabetes across the county. The CD&D diabetes 
model has the potential to be replicated nationally and good practice 
and learning have been shared across the North East, thanks to 
close links with regional diabetes networks. Transformation at this 
scale requires a climate of collaboration, with partners supported 
to put aside their own agendas at times to achieve wider system 
change. Strong leadership and a clear vision will be important.

The County Durham and Darlington Diabetes Collaborative was developed five 
years ago and has clearly demonstrated sustainability. They have well-defined 
plans and have managed to keep the CCGs involved on board since the start. 
They are constantly evaluating and looking to gather patient experience data, 

demonstrating a reduction in hospital admissions.

“

”

JUDGES’ COMMENTS:
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PREVENTION AND EARLY DIAGNOSIS

SUMMARY
Changing Health’s intervention programme to prevent Type 2 
diabetes combines new technology and behavioural change 
experts to encourage people to make long term, positive lifestyle 
changes. It has been adopted as part of the  Healthier You NHS 
Diabetes Prevention Programm e (DPP). The NHS provides face-to-
face, structured education and support, but its approach cannot be 
tailored to individual needs. The solution is a personalised, digital 
programme using comprehensive research in metabolism, diabetes 
and behavioural science. It combines bespoke, one-to-one lifestyle 
coaching (delivered over the phone), with a customisable course of 
structured diabetes education (delivered via an app). People at risk 
of diabetes learn how  they  can fit simple lifestyle changes into their 
lives and receive personalised support. Each participant sets goals 
based on their ability to change at any one time and can call on a 
dedicated lifestyle coach for support or just to chat about their health.

INNOVATION
Most people at risk of Type 2 diabetes know they need to change 
their lifestyles, but they are stuck with unhealthy habits. They need 
to know how to move away from habitual behaviours and sustain 
positive lifestyle choices, over the long term and as part of their 
daily routines. This new programme is underpinned by the Health 
Action Process Approach (HAPA). This separates behaviour change 
into two stages: the formation of an intention to change ( motivation 
) and the subsequent planning and acting on that intention ( volition).  
Behaviour change techniques (BCTs) then target the different 
psychological processes that translate an intent to behave into 
action. Crucially for facilitating long term, sustainable behaviour 
change, the HAPA model acknowledges that behaviours that are 
years or decades old are not going to change overnight. Equally, 
most people see some early success in changing their behaviour, 
then fall back, so relapse management is at the heart of the HAPA. 
It gives people the skills to re-engage and, ultimately, become their 
own lifestyle coach. A six-month trial of the programme by North 
West London Collaboration of CCGs in 2018 measured the impact of 
the programme on diabetes health outcomes. Users saw a Patient 
Activation Measure (PAM) score increase of 10 points, on average, 
over the course of the programme, equating to a 20% increase 
in medication adherence and a 20% decrease in hospitalisations. 
Coaching delivery is critical to users’ success. Each coach is trained 
in the most effective behavioural change techniques, rooted in 
psychology. The programmes are designed not to replace traditional, 
face-to-face education, but to widen access and improve uptake.

Changing Health’s Innovative Intervention 
Programme to Prevent Type 2 Diabetes

by Changing Health

METHOD
Participants were recruited via the website ( www.changinghealth.
com ), which was publicised in the BBC1 TV documentary  ‘How to 
Stay Young’. The 149 people who began the programme received 
access to the 12-month programme, comprising an app with six 
structured education modules, including animations, articles and 
interactive exercises focused on lifestyle modifications through 
diet and physical activity. The app also allowed participants to log 
their weight, take pictures of their meals and tag them green or red 
(healthy or unhealthy), track their steps and book appointments 
with their lifestyle coach. The coaches had access to the user data 
to tailor their client conversations. The primary focus was weight 
loss, based on the participant’s reported weight at months three, 
six, nine and 12. Since clinically-significant weight loss has a more 
meaningful impact on health, the percentage of participants achieving 
3% and 6% weight loss at each time point was also assessed. Other 
outcomes measured included participants’ reported changes in 
diet and physical activity, quality of life and diet. Uptake of the app, 
completion of the structured education programme and use of 
the coaching element were also reviewed. All participant-reported 
outcomes were assessed using online surveys. Implementation 
measures were based on app usage data extracted from the database.
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Changing Health’s programme was a clear and outstanding winner! They 
demonstrated good use of technology and the patients were reviewed regularly 
to check their compatibility with the programme as it progressed. The project 

was planned and executed carefully throughout, with excellent attention to 
detail. It had good safety consideration and looks to also be cost effective. 

Changing Health showed a clear commitment to deliver a sustainable solution for 
positive patient outcomes, including preventing Type 2 Diabetes through patient 

empowerment. This is the future of diabetes prevention!

“

”

JUDGES’ COMMENTS:

RESULTS
Participants lost an average of 2.5kg at three months, 3.3kg at six 
months, 3.6kg at nine months and 4.5kg at 12 months. This trend of 
slow, but sustained, weight loss is a reflection of the design of the 
programme, which encourages individuals to make small but ongoing 
changes to their behaviour. 43% of participants achieved ≥3% weight 
loss at three months, increasing to 60% at six months and 63% at nine 
months, before reducing slightly to 56% at 12 months. A total of 25% 
of participants achieved ≥6% weight loss at three months, with 36% 
at six months, 34% at nine months, before reducing slightly to 28% at 
12 months. In terms of uptake, 89% of participants downloaded the app 
(79% of whom completed the learning modules) and 53% accessed 
the coaching element by booking an appointment with their lifestyle 
coach. In terms of behaviour change, 91% of respondents at month 12 
reported that they had made healthy changes to their diet and 85% 
reported increased physical activity, while 92% were satisfied with 
the coaching and 82% said they would recommend it. These learnings 
can now be applied in an NHS context at scale through the DPP.

SUSTAINABILITY AND SPREAD
Changing Health has partnered with Ingeus, a provider of face-to-
face diabetes support, to offer the prevention programmes at scale 
in Lancashire and South Cumbria (STP), Hampshire and the Isle of 
Wight (STP), and The Black Country (STP). Using the Progressive Web 
App (PWA) means it can be accessed on any device with an internet 
connection and delivered at scale. It also allows improvements based 
on user feedback and can customise the learning programmes into 
multiple languages. It has had approval for the NHS Apps Library and 
QISMET accreditation. It is also providing Type 2 diabetes management 
programmes across 30 clinical commissioning groups (CCGs) and will 
partner NHS England in the first nationwide rollout of digital Type 2 
diabetes management support, targeting 600,000 people. Results were 
shared with around 6,000 healthcare professional and service user 
followers on social media, as well as in the media and at conferences.
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HEALTHCARE PROFESSIONALS

SUMMARY
According to National Diabetes Inpatient Audit (NaDIA) (2017) data, 
18% of all hospital inpatients have diabetes. Most of these patients 
are admitted into hospital for non-diabetes-related reasons and 
therefore are cared for by non-diabetes specialist teams. Suboptimal 
hospital management of diabetes can lead to increased length of 
stay and has been linked to increased morbidity and mortality rates. 
Delivering robust, measurable and standardised insulin safety training 
is challenging, as shifts are busy, often understaffed and agency or 
bank nurses are routinely used. Plus, 28% of hospitals do not have 
dedicated diabetes specialist inpatient nurses to support training. 
Cambridge Diabetes Education Programme (CDEP) collaborated 
with Dr Rice, Chris Cottrell and PocketMedic to create a ‘bite-sized’ 
educational film and competency-based e-learning topic to support 
ward staff to improve insulin safety skills and reduce insulin errors.

INNOVATION
It is recognised that there is a lack of knowledge among non-
diabetes specialist ward staff about insulin. Face-to-face training 
is poorly attended due to staffing and workload pressures and 
insulin requirements can change rapidly. Nurses can face an array of 
different insulins and delivery devices. Access to diabetes specialist 
advice is often limited, especially at night or over weekends. This 
digital innovation addresses the time pressure issues that staff 
experience as the training is deployed quickly and is accessible at 
point and time of need. Staff can build or confirm their knowledge 
in minutes. Key incidents and ‘never-events’ that have caused 
death or serious outcomes are flagged in the film and addressed 
in the learning topic. Offering standardised training UK-wide helps 
assess knowledge, boosting confidence and guideline familiarity. 
Commissioners/trust diabetes leads can access real-time, aggregated 
staff learning activity data to identify gaps in knowledge, which can 
be addressed in-house. CDEP’s reporting mechanisms can contribute 
valuable staff training competency data to national diabetes 
audit data, potentially informing system-wide improvements.

Digital Safety Training Improving Ward 
Staff Insulin Competency and Confidence

by Cambridge Diabetes Education Programme

METHOD
Dr Rice, PocketMedic and CDEP discussed collaborating on an insulin 
safety animation and e-learning topic in September 2018. CDEP sought 
the opinions of a wide variety of inpatient diabetes experts and an 
informal steering group was created. The topic has two levels. The core 
level is suitable for any ward staff, registered or unregistered, from 
any discipline. The intermediate level builds on this core knowledge 
to support registered ward staff to apply the knowledge in practice. 
The topic and film were tested by the steering group and diabetes 
specialist staff across the UK and content was refined prior to final 
testing by ward staff and people living with diabetes. In total, 102 
tester evaluations were collected. Each tester provided a score (on a 
five-point scale) on eight dimensions, from clarity and appropriateness 
of language to relevance and quality of resources used, website 
functionality, and so on. Average feedback was 4.3 out of 5. The 
film is five minutes long and the topic is designed to be completed 
in 45-60 minutes. The topic pass mark was 80%. It was offered 
free in May as part of the UK-wide insulin safety drive spearheaded 
by Insulin Safety Week (ISW). CDEP worked with ISW organisers 
to help raise awareness of the training. Outcomes of uptake and 
effectiveness are continuously measured and reviewed via CDEP and 
PocketMedic’s audit tools, as well as social media analytics reports.
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This entry from the Cambridge Diabetes Education Programme was 
extremely well-written and put together. They showed innovation, strong 
use of digital content and the training was clearly very effective and well 
run. The training is being run at a high scale; it is well delivered and easily 
shared. The organisers are responsive and it has been thoroughly tested.

“

”

JUDGES’ COMMENTS:

RESULTS
Early feedback indicates that this insulin safety training has been 
well received and is successfully supporting staff competency, 
confidence and guideline familiarity. The training was formally 
launched on 1 May 2019. In the first month, 283 healthcare staff from 
across the UK successfully completed the topic. Feedback reported: 
260 (92%) improved or significantly improved and 22 (8%) confirmed 
their competency; 254 (90%) improved or significantly improved 
and 27 (10%) confirmed their confidence; 262 (93%) improved 
or significantly improved and 21 (7%) confirmed their guideline 
familiarity. Users took, on average, 40 minutes to complete the core 
topic and 60 minutes to complete the full intermediate topic. While 
the topic focused on insulin safety in a hospital setting, healthcare 
staff working outside the inpatient setting reported benefits too. 
In May, the film had been viewed online 3,037 times. It had been 
downloaded 35 times for offline use in presentations for in-house 
insulin safety training across the UK. Twitter (36.3K impressions 
in May), Facebook (4,607 post views and 71 clicks) and LinkedIn 
(1,653 post views) were utilised to promote the film and topic.

SUSTAINABILITY AND SPREAD
As a result of the success of this training, further funding has been 
secured to make specific films for each type of insulin, from rapid 
to long-acting, from pre-mixed to high strength. A second film and 
topic on ‘Safe use of Insulin’ is being developed to support insulin 
safety skills in staff working in community, care homes and general 
practice settings. At the end of May 2019, CDEP had 10,673 healthcare 
staff registered on its e-learning platform. CDEP was growing at 
the rate of 800-1,500 new users per month. 15,535 topics have 
been successfully completed by healthcare staff. CDEP is used as a 
diabetes staff training tool in 40% of English Clinical Commissioning 
Groups (CCGs) and throughout Wales. CDEP continues to work with 
commissioners and diabetes training leads to make healthcare staff 
aware of the diabetes learning opportunities and support those 
already registered to make best use of the topics. It has a well-
established communication strategy to continue to widen its reach 
and promote a greater uptake of diabetes training. Since the launch 
of the insulin safety training, a greater number of CDEP registrations 
(55% in all new registrations in May) were from areas that have 
not yet taken advantage of the diabetes e-learning offered. CDEP 
outcomes are regularly audited and published on its website. They 
are also presented annually at the Diabetes UK conference. The team 
is looking for funding to make a new film addressing VRIII use. There 
is interest in re-recording the voiceover in Hindi and Australian.
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SUMMARY
The initiative was designed to meet a need in primary care to rapidly 
upskill clinical pharmacists to be able to give complete care to people 
living with diabetes. Surgeries are making changes to counteract the 
ongoing decline in numbers of GPs and Practice Nurses and greater 
use of pharmacists is one answer. Prescribing clinical pharmacists 
are a valuable asset, alleviating the burden on remaining staff 
and providing appointments for patients to have face-to-face, 
quality time with a healthcare professional. However, according to 
EDEN’s Training Needs Analysis (TNA) Knowledge and Confidence 
(K&C) questionnaire, many do not feel ready to offer diabetes 
care without further training and mentorship. The COMPLEMENT 
(Complete Mentoring and Diabetes Education for Clinically Practising 
Pharmacists) programme was developed to meet this need.

INNOVATION
The initiative was designed to advance the skills, knowledge and 
confidence of clinical pharmacists so they could give effective and 
holistic care to people living with diabetes. Pharmacists’ training 
needs were found to be different to those of GPs and Practice Nurses, 
requiring more bespoke education, including one-to-one mentoring. 
The TNA highlighted where more bespoke education should be offered, 
based on the areas where individuals felt less confident. Three strands 
of training were offered through COMPLEMENT: face-to-face education 
sessions, individual mentoring and workshops. Outcomes were 
measured by a post-intervention K&C questionnaire. Rapid upskilling 
was required in areas not traditionally included in the pharmacists’ 
training, such as consultation skills and patient assessment. Clinic 
mentoring was also needed. Evidence-based courses were provided, 
offering practical learning, discussion and case studies to ensure 
that skills were easily implemented in real life. Several mentoring 
visits were offered to the pharmacists to provide everything from 
a little encouragement to help with more complex challenges. The 
bespoke workshops were new and developed to meet the needs of the 
individual pharmacists. Detailed feedback was gathered following each 
session. The programme was designed to be completed in six months 
to meet the urgent need. Each pharmacist’s K&C was re-evaluated 
at six months, with a view to extending mentorship if required.

“COMPLEMENT” (Complete Mentoring and Diabetes 
Education for Clinically Practicing Pharmacists)

by EDEN Leicester Diabetes Centre, 
Leicester General Hospital

METHOD
Organising the project involved the whole EDEN team. The EDEN 
lead highlighted the need and business case, securing funding and 
support from Leicester City Clinical Commissioning Group (CCG). The 
EDEN clinical education team provided the education and mentoring. 
Outcomes were measured via: the K&C questionnaires, to ascertain 
individual educational needs; pre- and post-intervention patient data 
(HbA1c, blood pressure and cholesterol), from first visit to clinician 
and six months later; plus by patient questionnaire regarding their 
experience of being seen in clinic by a pharmacist. EDEN’s TNA, which 
includes a pre- and post-education/mentoring K&C questionnaire, 
together with patient results and feedback, demonstrates and 
measures improvement. Education sessions comprised: full-day 
interactive learning modules in glycaemic treatment options (including 
oral and injectable therapies), insulin management (two separate 
days, Foundation and Advanced) and treatment targets (holistic 
diabetes care, including blood pressure, lipids and blood glucose 
management). Following the educational sessions, the pharmacists 
were offered clinical mentorship from EDEN mentors, who worked 
congruently in clinic to give appropriate guidance and reassurance. 
This need varied according to the clinician’s level of experience and 
confidence. The workshops were developed to meet a further need. 
The pharmacists had questions to ask and cases to discuss. The 
most time-efficient solution was to attend their federation meetings 
and make a short presentation on whatever aspect of diabetes they 
requested, followed by questions. They were asked to bring their 
difficult cases and this part of the session became very popular.

DIABETES EDUCATION PROGRAMMES – 
HEALTHCARE PROFESSIONALS
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The COMPLEMENT education programme provides many different 
learning environments, such as face-to-face, mentoring and 

workshops. It is innovative, clever and sets a standard for future 
programmes. Even this early in the programme, the potential is clear 

and the judges look forward to seeing how it develops.

“
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JUDGES’ COMMENTS:

RESULTS
To demonstrate effectiveness, baseline readings were obtained 
from patients seen in clinic by the pharmacist and compared with 
those taken six months later. In an example audit carried out 
from 30 randomly-selected patients, cared for by one pharmacist 
over a six-month period, there was: an average HbA1c reduction 
of 18.2 %; average total cholesterol reduction of 12.9%; average 
Systolic BP reduction of 5.9%, and average Diastolic BP reduction 
of 7.1%. Anonymised patient feedback was obtained to build a more 
comprehensive picture. Patients were asked ‘How satisfied were you 
with your consultation with the pharmacist?’ and used a rating from: 
very dissatisfied, dissatisfied, neutral, satisfied and very satisfied. 
They scored the following areas: the pharmacist was polite; making 
you feel at ease; listening to you; assessing your medical condition; 
explaining your condition and treatment; involving you in decisions 
about your treatment; providing or arranging treatment; helping 
your understanding of diabetes?; helping understanding of your 
diabetes control? The results found 97% were very satisfied and 
3% were satisfied. A full 100% said that they were confident in the 
pharmacist’s ability and would see the pharmacist again in the future.

SUSTAINABILITY AND SPREAD
The model has potential to grow and be sustainable. Funding from 
Leicester City CCG has been secured for the next three years. A new 
de-prescribing programme, developed in 2018, has been evaluated 
as very effective. AstraZeneca commissioned EDEN to develop 
competency-based modules on interactive learning platforms, 
purely for pharmacists in general practice. All the modules align to 
the pharmacist’s ‘career and competency framework’. The numbers 
of clinical pharmacists are rising and this will continue, ensuring 
ongoing demand. Amendments to GP contracts for the next five 
years, including the launch of primary care networks and funding 
for additional workforce, includes finance specifically for employing 
clinical pharmacists. Practices are already taking advantage of 
this. The ‘Train the Trainer’ approach could be adopted to develop 
this at scale nationally. This bespoke model, based on need, could 
be applied to other chronic conditions. Ongoing skill needs can be 
met with EDEN’s digital modules, enabling continuous embedding of 
knowledge. E-learning is perfect for spreading to wider geographical 
areas. Pharmacists are required to re-validate and this programme 
provides excellent data to support ongoing professional development. 
Outcomes can easily be measured at six months or later.
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SUMMARY
NICE recommends using telemedicine, such as Skype, to assist 
women with diabetes in achieving their blood glucose targets. 
Skype allows consultations with healthcare professionals over 
large geographical areas, facilitating discussions related to the 
achievement of blood glucose levels and related issues. The use of 
smartphone technology and mobile devices can facilitate a two-way 
exchange of biochemical information and appropriate advice. The 
usefulness of Skype technology in facilitating remote consultations 
with pregnant women diagnosed with gestational diabetes mellitus 
(GDM) was examined to assess the impact on outcomes and quality 
of care by the Countess of Chester Hospital NHS Foundation Trust. 
Outcomes were measured by clinic performance (did-not-attend 
[DNA] rates versus attendance), patient satisfaction, time to 
pharmacological therapy with metformin +/- insulin, along with other 
cost-benefit parameters such as savings in time/pharmacotherapy. 
The impact of consistent dietetic input on patient outcomes 
and time to pharmacological treatment was also assessed.

INNOVATION
Skype is not used routinely to manage diabetes in antenatal 
patients in most Trusts across the country, according to personal 
communications, networking in meetings and published literature 
on the internet. However, there was a case study where Skype was 
offered to young diabetes patients in the Newham area of London, 
wherein some success was achieved. As most of the consultation 
with pregnant women diagnosed with gestational diabetes revolves 
around discussion and recommendations on tight management 
of glycaemia and does not require a physical appointment for 
examination, it was agreed that Skype would be feasible, safe 
and probably effective to use. Pregnant women are a motivated 
group, willing to engage with health monitoring and advice. Most 
women of reproductive age usually have an excellent grasp of 
digital technologies. This is a novel approach to care for pregnant 
women with diabetes and links to the Trust’s values of being safe, 
kind and effective by reducing the risk of patient harm, giving 
patients a good experience and utilising resources effectively.

Telemedicine in Improving Care and Outcomes, 
in Antenatal Diabetes Patients

by Countess of Chester Hospital NHS Foundation Trust

METHOD
All newly-diagnosed women with GDM were offered Skype 
appointments after their first group education sessions. Most 
were offered weekly and bi-weekly appointments. There was 
consistent dietetic input in all Skype appointments. In the previous, 
traditional, non-Skype, appointments, dietetic involvement was 
only for certain patients. The Trust also wanted to assess the 
impact of consistent dietetic input on patient outcomes and time 
to pharmacological treatment. Clinic codes on the electronic 
booking system were created in order to track appointments, book 
in and book out patients. A total of 50 patients were enrolled over 
a six-month period. The project was evaluated using qualitative 
and quantitative methods. Patient questionnaires were completed 
before, or immediately after, the final Skype appointments. Case 
notes, both paper and electronic, were reviewed to assess time to 
commencement of metformin +/- insulin and this was compared 
with 50 patients who had had traditional non-Skype appointments.
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This entry clearly demonstrated that it is a well-planned project, which is extremely well 
structured. It is transferable and the model could be followed straight off the page. A lot 

of consideration has been given to safety, rationale, guidance and patient selection. It 
was clearly successful with patients and reduces attendance with a low DNA rate.
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JUDGES’ COMMENTS:

RESULTS
There was a 98% uptake among the patients offered the appointment. 
There were 184 episodes over a six-month period; DNA rates were 
very low (1%). Consistent dietary input was provided to all the Skype 
patients and better dietetic discipline was observed. This was based 
on patient feedback, not quantified, as patients’ weights are not 
measured routinely. A few patients who were pregnant for the second 
time felt that they gained less weight in the current pregnancy, 
because of adhering to a better dietetic discipline. Patient engagement 
was optimal. Face-to-face appointments with the consultants for 
GMD patients reduced significantly (by 38%) so the consultants 
could spend more time with the complex Type 1 and Type 2 patients 
on insulin. More time was available to review data from continuous 
glucose monitoring (CGM) devices and insulin pumps. The average 
time to treatment with metformin decreased by 30% and the average 
time to treatment with insulin (+/-) metformin decreased by 40%.

SUSTAINABILITY AND SPREAD
The clinic performance (ratio of attendance versus DNAs) was 
very good (up to 99%). The scale of projected annual savings, 
the patient satisfaction outcomes, and clear health benefits have 
encouraged continued use of this technology. The idea is to increase 
the scope by rolling this out to suitable Type 1 and Type 1 patients 
in the future. A dietician student is planning to undertake an MSc 
project to assess the comprehensive impact of the Skype clinic. He 
has met the Research Committee and is applying for an Integrated 
Research Application System (IRAS) proportional review of the 
project. The preliminary service evaluation data will be proposed 
as a Diabetes UK abstract (or oral presentation) and published in 
a diabetes journal. It has been presented in the hospital weekly 
Grand Rounds and will be presented in the annual North West 
Diabetes in Pregnancy update chaired by the Countess of Chester 
Hospital NHS Foundation Trust. The GPs are aware of this service 
and the results of the service evaluation will be shared via the 
Diabetes Network and Locally Enhanced Services (LES) meetings.
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PATIENT CARE PATHWAY – ADULTS

SUMMARY
Diabetes and Chronic Kidney Disease (CKD) commonly co-exist and 
management is complex, with frequent cardiovascular, retinal, foot 
and bone multi-morbidity and increased risks of hospitalisation. East 
and North Herts Clinical Commissioning Group (CCG) commissioned 
a pilot service to identify and provide a holistic virtual review of 
high-risk patients. The team worked with primary care to establish 
15 pillars of care. A virtual specialist diabetes consultant review 
was carried out on each patient, followed by Skype case-based 
discussions with GP practices, to educate and upskill primary 
care colleagues to help manage vulnerable patients. The five 
core objectives were to: investigate the feasibility of extracting 
comprehensive ‘big data’ from primary care information systems; 
enable clinical data utilisation for individualised virtual diabetes 
specialist review; evaluate the practicality and acceptability 
of a Skype telehealth virtual case-based discussion for patient 
care and primary health care team training; record the extent of 
unmet clinical need and frequency of suggested therapy changes 
and to develop strategies to improve self-management of foot 
health and acute illness with metabolic-renal decompensation.

INNOVATION
The project investigated new ways to review multiple, high-risk 
vulnerable patients who were mostly managed by primary care. These 
patients would benefit from specialist input, but lack of capacity in 
secondary care and the volume of patients made this impossible. The 
solution was to upskill and provide holistic management review to 
GPs and other healthcare professionals via case reviews using Skype. 
Four pilot practices were used to test patient data acquisition and 
refine the process. All 55 GP surgeries in East and North Herts were 
invited to participate in a systematic review of patients with CKD on 
their diabetes registers (CKD was defined as an eGFR < 60 and/or urine 
albumin:creatinine ratios >= 10). Twenty practices that represented 
the sociodemographic characteristics of the area took part. The 
diabetes consultant carried out a virtual review of the pillars of care 
to enable recommendations in treatment management or referral. This 
included declining patterns of renal function, inadequate glycaemia 
, blood pressure and lipid control, consideration of hypoglycaemia 
risk, assessment for and investigation of anaemia, consideration of 
obesity in selection of diabetes therapy, assessment of cardiovascular 
status and record of antiplatelet therapy, assessment of bone 
health with parathormone measurement, assessment of retinopathy 
enabling consideration of non-diabetes basis for CKD, identification 
of foot risk requiring proactive podiatry advice or care, smoking as 
a prompt to enable access to smoking cessation and identification 
of hospitalisation for diabetes-related and non-diabetes events. 

Supporting Primary Care with Diabetes 
and Chronic Kidney Disease Management

by East and North Herts NHS Trust

METHOD
Each practice manager downloaded the pillars of care needed for 
review. The data was reviewed using agreed guidance. Uniquely, 
the diabetes consultant could virtually review large numbers of 
patients, looking at all aspects of their care, in one place. Actions 
and recommendations were made when clinical aims were not 
met; this involved either referral into secondary care or changes 
in treatment regimens, which the GP could address. In addition, 
a Skype consultation with the primary care team reviewed 20 
patients to promote discussion, teaching and education. Patients 
had access to a diabetes ‘sick day rule’ card to help manage acute 
illness with risk of acute chronic kidney injury through temporary 
withdrawal of potentially nephrotoxic medication and appropriate 
management of glycaemia. The team also produced a ‘high risk 
foot’ card for patients whose feet were deemed ‘at risk’. After 
each Skype session an individual patient letter was emailed to the 
practice highlighting actions and recommendations and uploaded 
to the patient record. Each practice also received a ‘holistic 
management’ guidance document and a feedback questionnaire. 
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This entry from East and North Herts NHS Trust was an excellent example of a 
population health management approach, showing an innovative method to targeting. 
It identified an important unmet need with innovation and new technology. The judges 

would copy it and thought it had the potential to be the future of healthcare.
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JUDGES’ COMMENTS:

RESULTS
To date 20 surgeries have provided information on 2,874 people 
with diabetes and CKD, who have undergone virtual case review, 
representing an average of 23% of individuals on the GP diabetes 
registers. On average 83% of these were managed in primary care 
with the remainder under specialist diabetes and/or renal hospital 
clinics. Substantial unmet clinical need was demonstrated, requiring 
specialist diabetes and/or renal review in 13- 20% of cases, and 
therapy changes/podiatric advice in 16-50%. Outcomes included: 
identification of 818 (38%) who required advice-input regarding 
high risk for neurovascular foot complications; 771 patients (36%) 
needing a change of glycaemia management; 435 patients (20%) with 
progressive changes in renal function; 978 patients (45%) needing 
measurement and identification of metabolic bone health; 746 (35%) 
needing a change in blood pressure medication; 1,085 (50%) requiring 
changes or to start on lipid medication; anaemia (Hb <110g/l) was 
present in 13% and predominantly in those with CKD over the age of 
70. GPs’ holistic guidance document will help them manage patients 
with Diabetes and CKD. Virtual reviews could reduce referrals into 
specialist care as deteriorating patients would be identified earlier 
and treatment plans could be actioned sooner. Early identification 
could reduce the progression of end-stage renal disease. 

SUSTAINABILITY AND SPREAD
This approach has demonstrated that specialist physicians can 
work more closely with primary care to evaluate large numbers 
of complex patients virtually and use alternatives to traditional 
outpatient consultations. This can be applied to other long-term 
disease areas and, importantly, offer better, patient-focused care 
of multi-morbid disease through effective, one-stop specialist 
collaboration and communication. Skype virtual consultations 
could provide specialist primary care consultations with high risk 
patients at general practices who have defaulted from regular 
outpatient clinic attendance. To improve their care the following 
steps are recommended: collaborate with clinical expertise and 
health care analysts to design and implement an automated solution 
which integrates, primary, secondary, pathology and other clinical 
information systems; develop a complex clinical management 
algorithm that can be applied to larger populations on a case-by-case 
basis; establish a new, accessible more cost-effective service for 
the highest-risk population; explore provision of multiple aspects of 
care in one appointment. The scalability of this pilot requires digital 
solutions to improve coding, integration of data, and generate an 
algorithm to enable timely individual review and management plans.
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SUMMARY
County Durham & Darlington (CDD) Integrated Diabetes Service 
implemented a five-year model in 2016/17, recognising that North 
Durham, Durham Dales, Easington and Sedgefield (DDES) and 
Darlington Clinical Commissioning Groups (CCGs) needed to improve 
the uptake of patients being referred and attending structured 
diabetes education programmes. Capacity to deliver sessions had been 
problematic, with declining numbers of educators and long wait times. 
In 2017 NHS England funding was secured to double the places from 
720 to 1,440 in County Durham and Darlington, with the County Durham 
and Darlington NHS Foundation Trust (CDDFT) Diabetes Information 
and Education Team (DIET) providing a single point of access. All 
referrals for structured education would come through this hub.

INNOVATION
Prior to 2016, GP practices had little understanding of structured 
education opportunities and benefits, referral processes were 
confusing, courses were inflexible, waiting lists were long and uptake 
of places was poor. The main objectives of DIET were to: double the 
places for patients with Type 2 diabetes; provide more flexible delivery 
options and contracting arrangements (commencing 2018/19), and 
provide a single hub for referrals for structured education from 
GP, health improvement and community services; provide personal 
contact with patients, offering a holistic needs assessment. Education 
and support options included X-PERT, DESMOND, electronic and 
written information, signposting to Diabetes UK’s Learning Zone 
online modules, plus signposting and onward referral to health 
trainer services, food banks, stop smoking services and employment 
counselling. Patients were contacted in advance to encourage 
attendance. Programmes were adapted, such as for deaf adults and 
non-English speakers. For working-age adults, letters were sent to 
employers explaining the benefits of structured education, with 
evening and weekend courses delivered flexibly in local community 
venues. Patient-led groups were implemented in 2019 in collaboration 
with the local Wellbeing For Life service. In primary care a new referral 
pathway was developed in October 2017. Effective communication 
was ensured via a network of 78 practice diabetes leads, attendance 
at practice nurse meetings and ‘time out’ sessions. X-PERT manuals 
were given to diabetes lead nurses and primary care lead nurses 
attended sessions to better understand and explain the programmes. 

County Durham & Darlington Diabetes 
Information and Education Team (DIET)

by North of England Commissioning Support (NECS)

METHOD
New indicators were incorporated into the local diabetes monitoring 
monthly dashboards to monitor the extent to which GP practices 
were referring patients to structured education. These reported at 
county, CCG, locality and practice level and were shared widely to 
drive service improvement. Posts were recruited to, and a new team 
formed. A new patient pathway was developed with a single hub to 
receive referrals from all 78 GP practices and support personalised 
assessment and choices for diabetes self-management. A telephone 
contact service helped understanding of what people with diabetes 
wanted and needed to support self-managemennt. Options were 
developed to meet as many needs as possible, including face-to-
face programmes, programmes delivered over different timescales, 
programmes that supported patient choice around dietary 
approaches and setting individual goals, referral to health trainer 
services for those who were unable to access group education, 
provision of written and electronic information and resources, 
including easy-read formats for people with a learning disability, 
and information in different languages. Participants were contacted 
two days prior to the course to encourage attendance. They were 
followed up by telephone one month and six months post-course. 
Many received a bi-monthly email newsletter plus details of events 
or patient engagement activities. The service has an active social 
media presence @cddftdiabetes to support self-management.
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The DIET project demonstrated a novel approach, which was well executed and 
holistic. It is well-presented, robust and recognised by the staff as important and 
is embedded. The judges also liked that this has gone into primary care and the 

personal approach with phone calls, as well as social media.
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JUDGES’ COMMENTS:

RESULTS
In 2018/19, 1,280 places were offered against a profile of 1,440 (89%). 
Conversion was good, with over 85% of patients who attended at 
least one session completing the course. Contacting participants 
prior to the course by telephone reduced non-attendance. Patients 
completed empowerment questionnaires pre- and post-course plus 
an evaluation. Patient empowerment for courses delivered in 2018/19 
increased by 22.7% from a mean baseline of 3.79 to a post-course 
rating of 4.65. The programmes have shown strong clinical and self-
management outcomes, and patient follow-ups show that they enjoy 
sustained benefits. The service operates waiting lists for people 
who have specific requirements, such as attending a particular day, 
time, and venue. This is particularly helpful for people with work/
caring responsibilities who have limited flexibility. Weekend and 
evening sessions have been provided, plus sessions in more remote 
parts. Patient ‘what’s next’ referrals are made to group or individual 
support around health goals, to peer support, further information and 
telephone support, and to physical activity sessions in the community.

SUSTAINABILITY AND SPREAD
The success of the structured education transformation from 2016-
2018 has resulted in the DIET service being commissioned from 
April 2019. In CDD the foundation to success is the maturity of the 
infrastructure around diabetes integration. This affords access to a 
wide range of stakeholders and a sense that preventing and managing 
diabetes is ‘everyone’s problem’, across CCGs, GP practices, regional 
diabetes networks, the diabetes specialist teams across three acute 
trusts, community organisations, and with the Health Navigator role 
supporting community and voluntary organisations. A culture of 
listening and innovative and responsive solutions to local problems 
has been created. Feedback has contributed to planning for 2019/20, to 
include: groups for learning disabilities, 1-1 X-PERT, different languages, 
cultural appropriateness such as all female in known places such 
as GP practices; an XPERT First Steps taster sessions to encourage 
attendance on the full programme; widening access to any patient with 
an education need – not just those newly diagnosed; dietary advice 
training for health care assistants in local GP practices; a ‘Dragon’s 
Den’ (June 2019) to evaluate diabetes digital apps to offer alternative 
structured education or to supplement the existing face-to-face 
offer. The learnings have been shared regionally via the NHS England 
North East and North Cumbria diabetes network, and contributed to 
developing region-wide approaches to understanding the barriers to 
uptake of structured education, and a region-wide communications 
strategy around diabetes education and self-management.



PATIENT CARE PATHWAY – ADULTS

SUMMARY
A short-term Diabetes Specialist Outreach Team (DSOT) was 
established by York Teaching Hospital NHS Foundation Trust to 
address the needs of those people with diabetes at the highest risk of 
complications for any reason. Despite a high-quality diabetes service 
in the local area, certain people at high risk of hospital admission and 
diabetes complications do not use or benefit from services as they 
stand. This project aimed to complement and fill in the gaps in the 
existing service, preventing complications in the longer term, as well 
as illness and hospital admission in the shorter term. The project was 
based on remote searches of GP records to identify people whose 
outcome measures were falling short of targets and criteria-based 
direct referral. The project team improved individual measurement of 
HbA1c (when not taken for over 15 months), achievement of three target 
measures (HbA1c, blood pressure [BP] and cholesterol), and decreased 
HbA1c in those over 100mmol/mol (11.3%). In addition, intervention led 
to a saving of 21 diabetes-related hospital admissions in the first year. 

INNOVATION
In the Vale of York Clinical Commissioning Group (CCG) area there 
is a well-developed integrated diabetes service, comprising three 
levels of care. This collaborative provision performs well for the 
majority of local people. However, there are groups of people who 
do not ‘fit’ usual services, such as: individuals with Type 1 diabetes 
who have been discharged due to disengagement from hospital care; 
people who do not visit the GP for routine monitoring and help with 
management; those who experience repeated, often preventable, 
hospital admissions relating to their diabetes and people whose test 
results show high risk of complications despite attendance. Rather 
than target specific groups of potentially disadvantaged people, 
work was based on individual outcomes. The use of remote reviews 
was another innovative approach, requiring careful consideration of 
potential issues around confidentiality, sensitivity around sharing of 
practice, and what should happen in different situations to people that 
were being reviewed. The DSOT was developed to provide specialist 
individual support to those people identified as at increased risk. 
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Improving Diabetes Care in York with a Specialist Outreach Team

by York Teaching Hospital NHS Foundation Trust

METHOD
The Vale of York CCG secured up to two years of NHS England funding 
to improve the achievement of the recommended treatment targets 
for HbA1c, cholesterol and BP. The project would be provided by 
York Teaching Hospitals NHS Foundation Trust. Planning discussions 
reinforced the need for something different. An integrated model 
of care was created to address mental health, emotional wellbeing, 
the social situation and to improve diabetes outcomes. Over the first 
year the plan was to: put staff in place; engage with primary care 
to explain the project and encourage them to opt in; start remote 
searches and actions; engage with secondary care for referral criteria 
to be used for patients; set up rolling monthly hospital database 
searches for people who matched the criteria and provide the service 
to people identified. This was a supplementary service to usual 
care, with criteria-based searches within primary care records and 
from direct secondary care referrals. Those with diabetes and HbA1c 
over 100 mmol/mol, three risk factors all above QOF target: HbA1c > 
59mmol/mol, BP > 140/80, Cholesterol >5.0mmol/l and no record of 
HbA1c in the last 15 months were to be identified through primary 
care data. Hospital data would identify those with two or more DKA 
admissions in the last 12 months, two or more admissions for severe 
hypoglycaemia in last 12 months and two or more admissions for 
any diabetes-related conditions in last 12 months. Coming from 
direct referrals through secondary care were those who, after initial 
intervention, were repeated non-attenders despite invitation, who 
had been discharged due to non-attendance (DNA) since August 
2017, those who had repeated foot ulceration despite intervention 
and might benefit from psychology/social work support, plus those 
with repeated hyper/hypoglycaemic A & E attendance after the usual 
solutions had been tried. The patient objectives were to improve 
HbA1c to below 100mmol/mol; reduce risk factors so fewer than three 
were above target; measure HbA1c; reduce hospital admissions due to 
diabetes; provide attendance/offer of attendance at secondary care 
where appropriate; ensure longer-term engagement in services to 
return to ‘routine care’ and establish numbers of people reviewed. By 
January 2018 the team included a GP (0.2 whole time equivalent [WTE] 
per week), a Diabetes Specialist Nurse (DSN 0.8 WTE) and a Senior 
Clinical Psychologist (0.6 for the York area), overseen by a senior 
diabetes consultant. Social support was planned but not recruited at 
that point. Practices were approached via CCG and opted in to take 
part. The people identified were offered intensive support, which 
could include institution/home or surgery visits; psychology and 
social support and intervention along with staff/carer education and 
support. For other people, intervention was deemed inappropriate. 
Each decision made was recorded in the primary care record. 
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RESULTS
The plan was achieved in the first year, with excellent individual 
outcomes for specific people with diabetes. In primary care, practices 
covering 36.4% of the Vale of York population have been reviewed. 
Around 4-5% of people with diabetes in general practice met the 
criteria for remote review and 838 remote reviews were undertaken. 
Results are available on three group practices, covering 1,010 people 
with diabetes, as these have the longest post-review time (around 
12 months). Regarding those with HbA1c >100mmol/mol (11.3%), 42 
of 69 patients in the baseline are no longer above 100, an overall 
improvement of 61% from baseline, with 36% following DSOT input 
(15 of 42). Of those who improved, the median value is 80mmol/mol 
(9.5%). Of those who had no HbA1c recorded in >15 months, 37 out 
of 54 baseline patients had their HbA1c measured, representing an 
overall improvement of 69% from baseline (51% of this improvement 
was as a result of DSOT input [19 of 37]). Of those not achieving 
three treatment targets, 56 out of 80 were no longer above three 
targets, representing an overall improvement of 70% from baseline 
(45% of this improvement was following DSOT input [25 of 56]).

SUSTAINABILITY AND SPREAD
Funding has been secured for the next 12 months with a 
stronger emphasis on medicines management at CCG request. 
Another business case is planned for next year. This project 
would benefit from further research and should be seen 
as a pilot, especially in terms of financial benefit. Regional 
dissemination has taken place at the ABCD conference.

The judges liked that the York Teaching Hospital NHS Foundation Trust 
targeted the most vulnerable people who don’t fit in most standard 

tiers of care. They took an individualised approach, looking at patient 
characteristics and spent their funds on the people who need help.

“

”

JUDGES’ COMMENTS:
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SUMMARY
West Green Surgery wanted to improve the identification and 
management of diabetes and hypertension in its patients. In November 
2017, the practice had a National Diabetes Audit (NDA) achievement 
of 37% and 28% of patients had poorly-controlled hypertension. 
The practice had spent much clinical and administrative time 
recalling all diabetics/hypertensives through telephone/letter in a 
non-prioritised alphabetical approach, but many continued to miss 
appointments. Software was developed that recalled patients more 
efficiently while educating them about their most recent results. 
It analysed the disease registers and sent personalised messages 
to patients informing them of their latest health values, comparing 
them with previous, urging medication compliance, providing URL 
links to health information or directing them to make an appointment 
to see an appropriate clinician. The software used protocol-driven 
artificial intelligence to determine poor/good control, tailor advice 
and direct patients accordingly. Patients have become more 
empowered with their own health data and more actively engaged in 
their health management. The software also analysed the practice’s 
database, identifying patients at risk of diabetes (HbA1c 42-47).

INNOVATION
The previous method of patient recall was wasting valuable time 
and resources. In addition, the chronic disease clinics, including 
diabetes, had the poorest non-attendance rates, at 14% compared 
to 5% for other appointments. A major reason for this was patients’ 
lack of understanding of their disease and the importance of clinical 
review and essential blood tests. The idea was to make targeted 
recall more efficient and educate patients about their blood test to 
empower self-management. This would both save money and improve 
patient outcomes, resulting in better health and more income for 
the practice. Evidence showed patients who knew their last HbA1c 
result were more accurate in assessing their diabetes control and 
better understood their condition. A study showed that mobile 
phone intervention led to statistically-significant improvement in 
glycaemic control and self-management in diabetes. A surgery team 
member created flow diagrams for the program to use to ensure 
that the right pathway was chosen depending on the patient’s BP 
result or HbA1c figures. Bespoke examples of the text message 
were drafted and discussed with a small group of patients with 
chronic diseases to select the best types of SMS text message.

Personalised SMS Care Plan for Diabetes

by West Green Surgery

METHOD
Patients’ consent was sought before SMS messages were sent. 
Those who had not given consent were excluded. The new software 
performed four functions running alongside EMIS and using the 
existing NHS mail infrastructure. It allowed clinical template-driven 
SMS messages to be sent to patients with information about their 
diabetes and hypertension, giving them specific values and their HbA1c 
targets, plus health information. It sent password-protected blood 
test request forms to patients via email and texted the password for 
those patients where a repeat test was required. It also invited them 
to see the most appropriate clinician depending on HbA1c score. The 
app also interrogated the records and sent selective messages to 
patients at risk of diabetes depending on how many previous raised 
HbA1c tests they had had. Sending patients the blood test if they 
required a repeat meant they did not need to return to the surgery, 
improving uptake of repeat blood tests. The whole practice team was 
involved in the inception, development and testing. Programmers, 
designers and developers were hired to make the concept a reality.
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West Green Surgery have demonstrated a very impressive project which brought 
together a multidisciplinary team with patients. This programme took the familiar SMS 

notification concept and turned it into a highly innovative and impactful service, resulting 
in significantly lower levels of DNAs, as well as improvements in Hba1c and blood pressure. 

The fact that the software is shareable, scalable and flexible makes this an excellent 
candidate for national uptake, with evidence of its cost effectiveness beyond question.

“

”

JUDGES’ COMMENTS:

RESULTS
The practice has over 620 patients with diabetes, requiring significant 
time and resources to recall patients for blood tests. Previously, 
patients had been invited to see the most senior healthcare 
professional, regardless of the status of their condition. This was not 
cost efficient or appropriate for over half of the patients. Sending 
patients personalised information and their actual blood test results, 
along with online resource URLs, improved their understanding of 
diabetes. Patients now attend knowing their HbA1c value, what it 
means, and their previous personalised targets. This has allowed 
more consultation time to advise on lifestyle measures or recommend 
changes to medication. Better understanding of their condition 
has improved the numbers of patients attending chronic disease 
clinics, with non-attendance rates dropping from 12% to 5%. At 
least 400 GP appointments per year have been freed up, as 40% 
of diabetics have good control and do not require a face-to-face 
follow-up. The remaining patients are advised to repeat the test or 
see the most appropriate clinician, depending on HbA1c values. An 
audit two months after starting the project revealed that, from 110 
SMS messages sent to poorly-controlled diabetics (>HbA1c 59), 23 
patients subsequently repeated the test and had an improvement 
in HbA1c of 1.6mmol/mol from 73.4 to 71.8. The six-month period the 
software was used was compared with the same period a year prior 
and showed an average reduction in HbA1c of 5.85. An audit over a 
similar time for poorly-controlled hypertensives (QOF >150/90, >140/80 
in diabetics) showed 97 patient-specific SMS messages sent, with 
47 patients rechecking their BP with the nurse/HCA or online, with 
36 BP normalised thereafter and 11 remaining high. This led to an 
average drop of 11.9mmHg in systolic BP (from 149.9 to 137.9) and a 
drop of 7.6mmHg diastolic BP (from 90.1 to 82.5). The percentage of 
well-controlled hypertensive patients increased from 72% to 79%. 
The NDA audit increased to 45% from 37% in three months and the 
number of diabetics with HbA1c <59 increased from 283 to 347.

SUSTAINABILITY AND SPREAD
Haringey Clinical Commissioning Group (CCG) invited the practice 
to present its findings to fellow GPs. There has also been interest 
from Haringey QIST team and Islington Federation. In May 2019 a 
poster presentation was made at the event Celebrating Primary 
Care. The software works with Windows 7 and 10 and can easily 
input patient data from the EMIS software system. SMSs are 
sent in bulk or individually to the list, but with patient-specific 
information and recommendations set by the practice. The software 
is scalable and can be tailored to local pathways and needs. 
Since it uses NHS.NET it can also use emails rather than SMS.



www.qualityincare.org/diabetes   29

HI
GH

LY
 C

OM
ME

ND
ED

DIABETES TEAM OF THE YEAR / JUDGES’ SPECIAL AWARD

SUMMARY
The Diabetes Technology Network UK (DTN-UK) launched in 2016. Led 
by Dr Emma Wilmot, the team has delivered initiatives to improve 
access to diabetes technology, 11 educational meetings (2016-19), 
three national clinical best practice guides, three online webinars 
(953 registrations, >1500 views) and 13 online modules for people 
living with diabetes and their health care professionals (HCPs). 
DTN-UK has over 500 members and 1,384 followers on Twitter. 
It campaigned for better access to flash glucose monitoring, 
developed the FreeStyle Libre national audit and the 2018 national 
Type 1 diabetes service level audit. It also played an integral role in 
the development of the NHSE/Diabetes UK technology pathway.

INNOVATION
Diabetes technology is an evolving field; while insulin pumps and 
continuous glucose monitoring (CGM) are evidence-based effective 
interventions, uptake has been limited in the NHS. DTN-UK aimed to 
tackle this by supporting greater, and more optimal, use of technology 
to deliver higher quality care. Dr Wilmot has been DTN-UK chair since 
2016, supported by a committee of 16 multi-disciplinary HCPs and four 
user representatives. It operates under the auspices of the Association 
of British Clinical Diabetologists (ABCD). Close collaboration of the 
DTN-UK committee with key stakeholders (Diabetes UK, NHS England, 
JDRF, Input diabetes, National Diabetes Audit, ABCD) has improved 
outcomes. It has enabled a greater proportion of people with Type 
1 diabetes to use insulin pump therapy, supported campaigns to 
improve access to flash glucose monitoring, co-authored the Diabetes 
UK flash glucose monitoring position statement and provided input 
into national eligibility criteria for the FreeStyle Libre. The successful 
campaign means central funding is now available for ~20% of the 
Type 1 population. DTN-UK developed the national ABCD FreeStyle 
Libre audit, with data for >5,000 users to date. If the results are 
positive, this will support the case for wider access. It has brought 
access to CGM for pregnant women with Type 1 diabetes, and a more 
standardised approach to insulin pump therapy through national 
best practice guides. Online educational modules are available 
for people living with diabetes and HCPs. DTN-UK states that it is 
the only national organisation specifically focusing on diabetes 
technology HCP education. It provides educational meetings for over 
500 HCPs/year. It developed the first national best practice guides 
for: insulin pump optimisation, insulin pump services, inpatients on 
insulin pumps, diabetes technology in pregnancy, CGM and diabetes 
technology in primary care. Its online modules for flash glucose 
monitoring offer HCPs and patients high-quality education when 
they need it. DTN-UK has played a pivotal role in the development 

Diabetes Technology Network UK

by Association of British Clinical Diabetologists

METHOD
In 2015 Dr Wilmot and Dr Peter Hammond approached Dr Rob Gregory, 
ABCD chair, who agreed to host and support DTN-UK. National experts 
in diabetes technology and four patient representatives joined the 
committee. HCPs could join DTN-UK free and there are now over 
500 members. DTN-UK brings clinicians the latest developments 
in diabetes technology. It is a platform to share best practice and 
maintain continuing professional development. Its inaugural event 
for 100 HCPs sold out, demonstrating need. DTN-UK now runs two 
or three ‘team days’ for up to 60 insulin pump team members, 
plus the larger annual meeting. Recognising that not all HCPs can 
attend meetings, online resources were developed. Twenty clinicians 
from across the UK contributed to the national insulin pump best 
practice guides. In 2017 DTN-UK campaigned with Diabetes UK 
for better access to flash glucose monitoring. Responding to the 
concern about adequate education to support access, it co-produced 
online education modules on the FreeStyle Libre with users.

of the Diabetes UK Technology pathway, providing access for 
diabetes technologies in the NHS. It has provided expertise for, and 
promoted, the national insulin pump audit, improving the number 
and quality of submissions. The network led the development of 
the national Type 1 diabetes service level audit and had a key role 
in highlighting the barriers to accessing technology, including 
a Freedom of Information request to assess access to CGM.
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Diabetes Technology Network UK is a well-established initiative to increase 
access to diabetes technology, and has an impressive track record of success 

since its inception three years ago. This latest work adds to its numerous 
achievements in HCP education, upskilling and providing national leadership on 
technology issues. Particularly notable is its lead on promoting uptake of flash 

glucose monitoring and conducting a national audit on insulin pump access.
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RESULTS
DTN-UK membership has grown to >500 members between 2016-
2019. Educational events include 11 face-to-face educational events, 
four annual meetings (each for >100 HCPs), seven team day events 
(each for >60 HCPs), and an educator event. Online educational 
resources include three DTN-UK flash glucose webinars: >1500 
YouTube views, three CSII best practice guides with 1,994 unique 
downloads. The FreeStyle Libre is now available to 20% of people 
with Type 1 diabetes in England and >20% in the rest of the UK. The 
FreeStyle Libre national audit was developed and >5,400 users’ 
data has been entered, with initial data showing 8mmol/l reduction 
in HbA1c, which should support wider future access. The DTN-UK 
expert reference group supports and promotes the national diabetes 
insulin pump audit. The number of patients entered into the audit 
has increased from 9,770 to 14,007. Insulin pump uptake has also 
increased from 15% to 18% in England (2015-2018). CGM in pregnancy 
will be available from April 2020 and DTN-UK is part of the NHS 
England implementation group, developing online and face-to-face 
education to support the rollout. DTN-UK developed a national 
Type 1 diabetes service audit to understand barriers to technology. 
Data from 115 centres in 2018 will be presented in due course. The 
Diabetes Technology Pathway was published in Diabetic Medicine.

SUSTAINABILITY AND SPREAD
There has been funding available from technology companies since 
inception in 2016. As the technologies available increase and the role 
of DTN-UK widens a further expansion in funding is likely. The HCPs on 
the DTN-UK committee are volunteers. The role of DTN-UK chair has 
expanded significantly and since 2018 this role has been reimbursed 
for four hours of work a week, making the role more sustainable. 
DTN-UK disseminates outputs through e-newsletters, face- to-face 
DTN-UK educational meetings, and the committee presents at 
educational events. DTN-UK best practice guides and online education 
modules are all freely available on the DTN website. People living 
with diabetes can access webinars and modules on flash glucose 
monitoring via the website, with additional modules on CGM planned.

DTN UK have achieved a great deal in a short time in an area that has great need 
around evolving technology. They come under the auspices of ABCD and have 
been instrumental in securing national funding for flash glucose monitoring for 
individuals with type 1 diabetes. They have delivered educational sessions and 
webinars for both users and health professionals and the uptake of these are 

excellent. Recognition in this special category is well deserved

“

”

DIABETES TEAM OF THE YEAR

JUDGES’ SPECIAL AWARD
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SUMMARY
AT Medics manages over 30 GP surgeries with 275,000 patients 
across London. In 2018/19 the organisation continued its ‘Diabetes 
Improvement Programme’, which uses a quality improvement 
approach to reduce variation in the management of its diabetic 
population (>13,000 patients), as defined by the National Diabetes 
Audit (NDA) eight care processes and three treatment targets. 
This quality improvement approach resulted in the organisation 
having the highest ever outcomes for Type 2 diabetes care in 
England and Wales compared to any Clinical Commissioning 
Group (CCG) (NDA data). AT Medics’ approach now covers an 
entire London CCG, supporting capability development and 
an associated major improvement in diabetes outcomes.

INNOVATION
The vision was to achieve a step change improvement in diabetes 
provision in the organisation, giving patients the best clinical 
outcomes in the UK, plus to demonstrate that this innovation could 
be expanded externally across an entire CCG. The programme is a 
novel approach, bringing improvements through low-cost, primary 
care-led, and sustainable interventions. The aims were to improve all 
eight diabetic care processes, aiming for a target of 90%, as well as 
to systematically improve triple target control through a standardised 
approach to care management, aiming for 50% achievement. These 
goals were achieved through: delivering training and capacity-building 
within the organisation where required; identifying appropriate targets 
and trajectories; providing leadership, support, and monitoring; 
maintaining multi-channel communication across the organisation; 
delivering agile interventions and using data analysis from AT 
Medics’ bespoke business intelligence tool to monitor performance 
and guide decisions. The team was led by Dr Tarek Radwan, who 
developed the Diabetes Improvement Programme and was the driving 
force behind its implementation. His quality improvement approach 
has not been seen elsewhere in primary care management of 
diabetes, as demonstrated by considerable interest from third-party 
organisations within primary care, and the programme’s adoption 
by Lambeth CCG to improve its diabetes outcomes. AT Medics’ 
culture of innovation and ambition was crucial for the development 
of the programme and all levels of staff were involved in its design, 
development and delivery. The training of AT Medics’ multidisciplinary 
team, including pharmacists and other practice staff, was key 
to its success. Following the implementation of the programme 
more than 90% of interventions were delivered by the pharmacist 
team, with 60 clinical pharmacists and over 200 administrators/
managers trained to manage quality improvements in diabetes. 
The more efficient use of the multidisciplinary team at AT Medics 
has reduced burdens on GPs and nurses across the organisation.

AT Medics and AT Learning Diabetes 
Improvement Programme 2018/19

by AT Medics and AT Learning

METHOD
Industry-recognised quality improvement (QI) methodologies were 
researched, the entire diabetes pathway was process mapped, and 
solutions went through continuous improvement cycles. Initiatives 
implemented included: monthly project webinar sessions for managers 
and clinicians; rolling clinical tutorials on diabetes guidelines for 
pharmacists, later recorded on to a learning management system; 
socialisation of data across the entire organisation; 90% of 
interventions delivered by pharmacists; struggling practices were 
identified and offered tailored training and support. The leadership 
team of senior clinicians and managers used AT Medics’ bespoke 
analytics tool and the monthly webinars to develop a ‘bird’s-eye’ view, 
while also responding to local queries effectively. The analytics tool 
was also used to understand the scale of the problem and to allow 
staff to effectively benchmark performance against local and national 
outcomes. Manager-led practice plans were developed to facilitate 
regular recalls for annual diabetes checks. Off-target patients were 
reviewed virtually by the central pharmacist team, and a suggested 
care plan was written in the notes. The reviewing clinician used this 
as a baseline when seeing the patient. A centralised streamlined 
process for recalls was developed, and all practices were made aware 
of the trajectories and methods needed to achieve optimal diabetes 
outcomes. The development of the previously untapped pharmacist 
workforce was key to success. Interventions from the pharmacist 
team included: development of a bespoke learning programme 
for practice pharmacists; design of a bespoke analytics tool for 
performance monitoring; centralisation of the recall processes; virtual 
care planning, as well as appropriate management of risk factors.
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An impressive project aimed at reducing diabetes service variation at scale. 
This produced some robust effectiveness data and strong user feedback, 

with lots of scope for bringing safety monitoring up to this same standard in 
particular, along with cost effectiveness metrics.
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RESULTS
The project has resulted in the organisation having the highest 
ever achievements in diabetes care in England and Wales (NDA). 
For the eight care processes, it scored 92% (UK average 2017/18 
= 57.29%, best CCG 2017/18 = 83%, best ever CCG = 89%). For the 
three treatment targets, 54% was achieved (UK average 2017/18 
= 40.35%, best CCG 2017/18 = 47%, best ever CCG = 53%). The 
lowest-performing AT Medics practices achieved 88% (eight care 
processes) and 46% (three treatment targets). Of note was that 90% 
of interventions were delivered by pharmacists. Utilisation of the 
pharmacist workforce at scale freed GP and nurse time significantly, 
improving access and facilitating focused work on other QI projects 
within the organisation. Workforce training has been another 
positive outcome, with over 60 clinical pharmacists and over 200 
administrators/managers across London given greater skills.

SUSTAINABILITY AND SPREAD
The Diabetes Improvement Programme is replicable and scalable, 
as it has already been embedded at scale in 35 GP surgeries 
across 16 CCGs. Some of these practices were at far lower stages 
of maturation, performance and organisational readiness, but 
the innovation has proved itself robust, with minimal GP input 
required, and facilitated rapid clinical improvements in previously 
underperforming GP surgeries. There has been interest from a 
number of third parties and the organisation believes that the 
programme can be adapted for federations, super partnerships 
and alliances across the UK. It has been run successfully in 
Lambeth CCG across 420,000 patients, delivering the best-ever 
results for the borough. The four-month project delivered a 13% 
improvement in eight care processes and a 4% improvement in the 
three treatment targets. There was also a narrowing in variation 
between the highest and lowest performers in the CCG. The 
Lambeth project also involved close working with partners such as 
the CCG Medicines Management team and the Lambeth Diabetes 
Intermediate Care Team to deliver improved outcomes for patients.
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MIND AND BODY HEALTHY TOGETHER – EMOTIONAL WELLBEING 
PROGRAMMES FOR PEOPLE WITH DIABETES – ADULTS

SUMMARY
Diabetes Care for You (DCFY) is a community diabetes service provided 
by Sussex Community Foundation Trust (SCFT), commissioned in 
2016 to provide care to two Clinical Commissioning Groups (CCGs). It 
integrates diabetes psychotherapy and emotional support with the 
patient pathway and the multidisciplinary team (MDT). This includes 
clinical work with women with sexual dysfunction, contributing to 
group education for Type 1 (T1) patients and providing psychological 
information for a new Type 2 (T2) education curriculum. A specific 
eating disorder pathway was created for T1 (Diabulimia) and T2 patients 
with Binge Eating Disorder (BED). Psychological assessment is in place 
for patients requiring insulin pump therapy and the team works with 
the young adult clinic (YAC) MDT. Two psychological approaches are 
used: Cognitive Analytic Therapy (CAT), where patients are treated 
holistically, but focus is on aspects of diabetes management causing 
distress or harm, and Low Intensity Cognitive Behaviour Therapy 
(LiCBT), for patients who want to self-care but need support with 
needle phobia or exercising, for example. Psychotherapy supervision 
is available to all in the MDT and psychological training is provided.

INNOVATION
Diabetes services traditionally focus on education, and government 
initiatives for mental health have focused on behavioural approaches 
for single, homogeneous emotional difficulties, such as anxiety 
or depression. But if emotional heterogeneous (complex multi-
comorbidity) problems are not considered within the diabetes team, 
mind and body remain separate. Diabetes staff may be unclear about 
the support patients are offered out of house and patients benefit 
from seeing psychological staff with diabetes knowledge. People 
with diabetes require multiple appointments, so offering mental and 
physical health in one venue is efficient, supports the patient and 
reduces local healthcare costs. Diabetes psychotherapy provided 
by DCFY is a novel, in-house and integral form of multidisciplinary 
working, featuring psychological considerations in all aspects of 
the diabetes care plan. CAT, unlike CBT, is ‘relational’ and deals with 
the patient’s relationship with self-care. Sustainable improvement 
can be achieved by examining ‘why do I do this’, rather than treating 
observable symptoms. Early life experiences are a key component 
of diabetes psychotherapy. In-depth psychological work helps 
patients develop enduring skills to manage their lives. LiCBT analyses 
behaviours, emotions, physical symptoms and thoughts that are 
maintaining issues. People with long-standing problems, like sexual 
abuse, receive deeper treatment. Uniquely, DCFY offers patients 
flexibility to ‘step-up’ or ‘step-down’ within the psychotherapy team, 
tailoring their treatment and working within their psychological, 

Embedding Psychotherapy Within a Community Diabetes Team

by Diabetes Care for You, Sussex Community Foundation Trust

METHOD
A psychotherapy team was recruited with knowledge of, and interest 
in, diabetes. Members attend all MDTs, specialist meetings and young 
adult clinics (YAC). Letter templates, posters and handouts ensure 
a psychological input across all clinics. Patients are psychologically 
screened by the MDT using four questions and, if necessary, referred to 
the team for an in-depth telephone conversation to elicit the patient’s 
perception of their difficulties and goals. These patients are discussed 
weekly and allocated to the appropriate therapist. Full assessment 
utilises the Diabetes Distress Scale (DDS17), the Patient Health 
Questionnaire (PHQ9) and Generalised Anxiety Disorder (GAD7). The 
psychological service is explained in group education programmes, 
describing the referral process and the relationship between emotional 
wellbeing and diabetes management. Patients are given handouts 
on ‘obstacles to goals’ and ‘relapse prevention’. MDT education is 
provided on female sexual dysfunction and information sheets are 
available in waiting rooms. There is a tick box on the nursing and 
consultant template to ensure this conversation takes place.

cognitive and educational capabilities. The psychotherapists train 
staff in ways to discuss sensitive subjects, such as sexual dysfunction, 
insulin omission and (binge) eating disorders. The team participates 
in the T1 education programme and describes the psychological 
aspects of diabetes and treatment available. It also designed the 
psychological input for a new T2 group education curriculum. Women 
with diabetes are twice as likely to experience sexual dysfunction 
as those without, so a specific intervention was developed. 
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A truly innovative approach to integrating diabetes services with all aspects of the 
patient pathway and the MDT. This produced a clear impact on the most important 

measures, reductions in Hba1c and improved psychology scores. The focus on female 
sexual dysfunction is also commendably groundbreaking. This paves the way for further 

work to generate cost effectiveness data and ensure its spread nationally.

“
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JUDGES’ COMMENTS:

RESULTS
The MDT feels supported and better placed to manage diabetes 
education. Appointments are more effective and cover both the 
physical and psychological dimensions. Nationally, male mental health 
is poor, with male patients reluctant to ask for help. Improved Access 
to Psychological Therapies (IAPT) has a male access rate of 36% but 
DCFY averages 41%, reflecting the normalisation of psychotherapy 
provision in the diabetes care pathway. The effectiveness of 
psychotherapy is shown by drops in anxiety, depression and diabetes 
distress among the cohort. The 85 recipients had an average drop 
in HbA1c of 9mmols between pre- and post-therapy. Patients report 
the effectiveness of the psychotherapy via Friends and Family 
(qualitative) documents. Pre- and post-test questionnaires and blood 
results are used to monitor wellbeing and HbA1c levels. The female 
sexual dysfunction work won the NHS Trust’s Quality Improvement 
award in 2018. Both patients and staff feel that this conversation is 
comfortable, acceptable and an important component of diabetes 
care. Psychotherapy input to the YAC improves transition from 
paediatric to community care and rates of diabetic ketoacidosis (DKA) 
and hospital admissions within this cohort are being monitored.

SUSTAINABILITY AND SPREAD
As the psychotherapy team works within the MDT, sharing of 
knowledge, skills and ideas is regular and ongoing. Challenging/non-
engaging patients are often supported by the team. Role-modelling, 
in joint appointments trains staff while ensuring that vulnerable 
patients receive comprehensive and holistic care. Members of the 
MDT now have the tools and skills to discuss emotions. Weekly virtual 
supervision slots allow staff to discuss psychological solutions 
to difficult consultations. Team members are involved in policy 
development and planning across the UK and speak on sexual 
dysfunction in women, eating disorders and mental health and 
diabetes at conferences and in the media. Psychology is a fundamental 
part of the new T2 education curriculum, to be rolled out across 
Sussex. The service has been recommissioned until June 2021.



SUMMARY
The introduction of a new primary care mental health service 
for people with diabetes in Sheffield, the Improving Access to 
Psychological Therapies Health & Wellbeing Service (IAPT-HWS), 
was driven by the Five Year Forward View for Mental Health 
(FYFVMH), for parity of esteem between mental and physical health. 
Also, there was a large unmet need for people with diabetes and 
additional mental health issues locally. Collaboration between 
two NHS trusts resulted in a new integrated care pathway offering 
psychological support as a routine part of physical health care.

INNOVATION
The relationship between physical and mental health for people with 
diabetes is complex. Depression is twice as prevalent among people 
with diabetes as in the general population. Levels of emotional distress 
not requiring mental health services can also be high. Healthcare 
professionals working with people with Type 1 diabetes need to be alert 
to the presence of depression or anxiety, particularly if the person 
reports problems with self-management. Specialist psychological 
support is a finite resource and existing mental health services lack 
training in diabetes and the relationship between this and mental 
health/psychological distress. In 2009 IAPT services started to 
make psychological therapies accessible for people with depression, 
anxiety disorders and simple trauma. The FYFVMH (2017) set out 
plans to expand IAPT services to people with long-term conditions 
and medically unexplained symptoms. Prior to the development of 
the Sheffield IAPT-HWS, clinical psychology had been provided into 
the Sheffield Teaching Hospitals (STH) diabetes team for around 15 
years. Anecdotally, this limited resource was used carefully, with only 
the most acute or complex presentations referred for psychological 
assessment and intervention. Clinicians perceived an unmet need 
for the remaining people with diabetes and psychological or mental 
health needs. Sheffield’s new IAPT-HWS commenced in October 2017. 
Commissioned by Sheffield Clinical Commissioning Group (CCG), 
the HWS works in partnership with the CCG, STH NHS Foundation 
Trust, primary care and community partners to deliver an ambitious 
integrated IAPT programme within ten medical pathways, including 
diabetes (Types 1 and 2). It provides new options for people with 
diabetes who are also struggling with anxiety, depression or trauma. 
The more acute and complex presentations, including those where MDT 
working is necessary, can still be seen by the diabetes psychologists, 
but there are alternatives available with IAPT-HWS for the rest.
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Improving Access to Psychological Therapies 
Through an Integrated Care Pathway

by Sheffield IAPT Health & Wellbeing

METHOD
A steering group was established in 2017, with IAPT staff training 
in a range of long-term conditions, including diabetes, started in 
September 2017. This equipped the team to deliver psychological 
interventions, taking the person’s diabetes into account. The HWS 
developed rapidly, with courses and individual support available 
from October 2017. Initially patients self-referred to IAPT-HWS, so 
it was essential that diabetes clinicians had the knowledge and 
skills to point patients to the service. Promotional material was 
developed, with leaflets and posters displayed at both hospital 
sites and included in hospital appointment letters. Information 
was disseminated to the whole service at the STH diabetes annual 
away day (April 2018). Service and referral information was also 
shared at meetings of diabetes dietitians, specialist nurses and 
consultants, an animation was played in diabetes clinic waiting areas, 
and DAFNE and DESMOND courses offered IAPT-HWS leaflets. STH 
clinicians noticed that self-referral was a barrier to patient access 
to IAPT-HWS, so a ‘direct booking’ system was agreed. The diabetes 
clinician (with patient consent) uses the patient electronic record 
to make a referral to IAPT-HWS for a telephone assessment. This 
has integrated IAPT-HWS into STH clinical record functions and has 
increased the number of people with diabetes accessing the service.

FIN
AL

IS
T

MIND AND BODY HEALTHY TOGETHER – EMOTIONAL WELLBEING 
PROGRAMMES FOR PEOPLE WITH DIABETES – ADULTS
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RESULTS
Prior to IAPT-HWS, interventions for mood/diabetes were only available 
from the limited diabetes psychologist service. GPs seeing those 
accessing generic mental health services were unlikely to know about 
diabetes. In one year of IAPT-HWS (2018/19), 157 people with diabetes 
entered the service and 114 completed treatment. Uptake of IAPT-HWS 
by diabetes patients was boosted through a direct referral system, 
started in February 2019. There were 32 referrals from STH to IAPT-HWS 
from February to April 2019, each booked for a telephone assessment. 
Of these, seven did not attend the assessment (21.9%) and one was 
not assessed as she was awaiting assessment at a more suitable 
mental health service. Assessment was completed for 24, 20 of whom 
(83.3% were suitable for IAPT-HWS and four unsuitable [16.6%]). 
Overall there has been a significant uptake of IAPT-HWS by people 
with diabetes and most have been suitable for IAPT-HWS options. 
IAPT-HWS uses the IAPT Minimum Data Set to evaluate the impact 
of interventions: mental health – PHQ-9 and GAD-7 (or alternative 
measure for specific anxiety disorder); perceptions of physical health 
– Diabetes Distress Screening Scale; health care utilisation – Client 
Service Receipt Inventory; and patient experience is collected via 
feedback forms at end of treatment. In the financial year 2018/19, 
157 people with diabetes entered the service and 114 completed 
treatment. Most people with diabetes saw a significant improvement 
in their anxiety and depression following treatment by IAPT-HWS.

SUSTAINABILITY AND SPREAD
With effective collaboration it was possible to implement change 
across NHS trust boundaries, and make a new service accessible to 
patients, without any extra resource from the hospital diabetes team. 
There is a commitment from both services for this collaboration to 
continue. In April 2019 it was agreed that diabetes patients with an 
identified mental health need would be asked to consent to referral 
to both clinical psychologists in diabetes and IAPT-HWS. In this way, 
patients consent to move between services to the most suitable 
level and type of intervention. There is an ongoing commitment 
from the STH diabetes team to include IAPT-HWS in team events. 
Mutual respect between the teams offers multiple opportunities 
for joint working and collaboration in the future. Continued audit 
suggests that the majority of those referred attend a telephone 
appointment and IAPT-HWS services suit their needs. The next 
steps are to ensure that referrals to both clinical psychology and 
IAPT-HWS are embedded across the whole STH diabetes team.

A very good example of multidisciplinary working to promote joined-up 
local referral pathways and improve access to psychological therapies. 

It produced a sound evidence base around the benefits of psychological 
therapy, with opportunity to add evidence of impact on HbA1C as well.

“

”

JUDGES’ COMMENTS:
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SUMMARY
The Wrexham young adult diabetes service aims to provide the best 
possible quality of care to young adults living with diabetes in North 
East Wales. Building on previous success in developing innovative 
models of transition, the team began an 18-month pilot project to 
make effective use of temporary clinical psychology provision for 
the service. Aware that young adults are often challenging, high-
risk and difficult to engage, the service adopted a fully-integrated 
model for psychologist involvement. It actively sought individuals 
experiencing psychological distress via in-clinic screening. Staff and 
service user surveys indicated that the project was well received, 
and emergency care admissions reduced. By treating emotional and 
physical wellbeing equally, young adults can be better supported 
to live well with diabetes, in turn reducing demand on services.

INNOVATION
In contrast to most adult diabetes psychology services across 
the UK, the team adopted a fully integrated approach, placing the 
psychologist as a core member of the young adult diabetes team, 
sitting in clinic with the consultant and the diabetes specialist nurse 
and contributing to all diabetes clinic appointments. The aim was to 
completely destigmatise any discussion about psychological issues 
and to reinforce the perception that the team weighted mental and 
physical health equally. As the pilot progressed, a five-area service 
model was established, developing the psychologist’s role beyond 
the traditional core responsibilities of direct therapy work, which 
was offered on a rapid-access basis to individuals aged 18-30. A 
significant development was a psychological screening programme, 
where every young adult attending the diabetes clinic was asked 
to complete questionnaires on diabetes distress, depression and 
eating distress in the clinic waiting room. The outcomes of these 
questionnaires were then discussed in the young adult’s clinic 
appointment. The process was repeated at each subsequent clinic 
appointment, creating a holistic experience and recognising the 
significant impact of emotional wellbeing in diabetes management.

Wrexham Young Adult Diabetes Service – 
Getting Our Heads around Diabetes

by Wrexham Maelor Hospital  
(Betsi Cadwaladr University Health Board)

METHOD
The pilot commenced in June 2016, with the psychologist sitting in 
on diabetes clinics from July 2016 onwards and being introduced 
to patients as a core member of the diabetes team. The screening 
programme used the Diabetes Distress Scale (DDS-17) and PHQ-9 and 
to measure symptoms of diabetes distress and depression. Paper 
questionnaires were completed by patients in the waiting room, and 
then analysed by the clinical psychologist at the start of each clinic 
appointment, so that the results could be shared with the team and 
discussed. Screening results were stored on a database that the 
psychologist accessed during the clinic, enabling comparisons with 
the patient’s previous results. During the project 101 individuals were 
screened for depression and diabetes distress. In the last six months of 
the project the team started to routinely screen individuals for eating 
distress using the Diabetes Eating Problem Survey (DEPS-R), and data 
was collected for 38 individuals. In the final months of the project, the 
team analysed diabetic ketoacidosis (DKA) admissions data over the 
previous seven years to establish effects on unscheduled care usage. 
Data based on clinical coding was retrieved by the hospital health 
informatics department and analysed by the clinical psychologist.

MIND AND BODY HEALTHY TOGETHER – EMOTIONAL WELLBEING 
PROGRAMMES FOR PEOPLE WITH DIABETES – CHILDREN, YOUNG 
PEOPLE, AND EMERGING ADULTS
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An outstanding, innovative programme aimed at helping one of the 
patient groups most in need of psychological support services. Excellent 
tracking of important clinical indicators, which will surely demonstrate a 
meaningful impact in the long term. Impressive user feedback and good 

evidence of efforts to spread uptake to other localities.

“

”

JUDGES’ COMMENTS:

RESULTS
The in-clinic screening programme identified significant levels 
of unmet psychological need within the population; of the 101 
individuals screened, only two had accessed generic adult mental 
health services. During the pilot project 44 individuals (44% of the 
total clinic population) were referred to the psychologist for direct 
therapy work, the vast majority of whom would not have been able 
to access alternative psychological support. The most significant and 
common unscheduled care event for young adults with Type 1 diabetes 
is an emergency admission with DKA. Analysis of the hospital DKA 
admissions data collected over seven years indicated that admissions 
in the 18-30 age group had been decreasing since 2012/2013, coinciding 
with the introduction of improved transition processes in 2012. This 
trend continued during the 2016/17 period of the pilot project, where 
the average number of DKA admissions was 45% lower than the 
previous five-year average. During the pilot, the clinical psychologist 
received 56 referrals for 44 individuals; five individuals were re-
referred following prior disengagement or therapy completion and 
subsequently re-engaged in therapy. Two were re-referred on multiple 
occasions due to chronic disengagement and high risk/distress. Most 
referrals (93%) were accepted, and 88% of assessment appointments 
were attended. The mean number of sessions offered was 4.5 (range 
1-23), and the average attendance rate for therapy sessions was 79%.

SUSTAINABILITY AND SPREAD
The pilot project results were presented in a poster at the ABCD 
Autumn conference in 2018, and in an oral presentation at the Division 
of Clinical Psychology national conference in 2018. The service was 
selected as a model of best practice for psychological care in young 
adult diabetes services in two national documents, the ‘All-Wales 
Standard for People With Diabetes Moving From Paediatric to Adult 
Services within NHS Wales’ (NHS Wales, 2017), and the Diabetes UK 
guide ‘How To... Improve Transition for Young People with Diabetes’ 
(Diabetes UK, 2017). The results of the pilot project formed the basis 
for a business case to secure permanent clinical psychology input in to 
the young adult diabetes service. As a result, the Wrexham Young Adult 
service now has a clinical psychologist with a permanent specialist 
post in the team. A business case to secure similar posts in the other 
diabetes services across the health board has been submitted.
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SUMMARY
The University Hospital of Wales’ Diabetes Team provides young people 
(YP) up to the age of 25 with Type 1 diabetes (T1D), and their families, 
with education and support to manage diabetes. A youth worker (YW) 
works across paediatric and adult diabetes services that care for 
approximately 300 children and YP across Cardiff and Vale University 
Health Board. Physical and emotional self-care are essential to reduce 
short and long-term complications and risks of T1D such as retinopathy, 
heart and kidney problems. Managing a chronic condition can negatively 
affect emotional wellbeing, which reduces motivation to manage the 
condition. YW consultations with the YP suggested they would like to: 
focus on mind and body; meet an inspirational role model living with 
T1D, and participate in sport and peer support. The result was a Futsal 
day (a form of indoor football) organised for 25 YP with T1D aged 10-14 
and 16-25. The morning was facilitated by Chris Bright, founder of The 
Diabetes Football Community (TDFC), and the afternoon focused on 
peer support. There were Futsal activities, skills and tournaments in the 
morning, a group lunch that focused on carb counting and then a tour of 
Cardiff City Stadium in the afternoon. The day aimed to raise awareness 
of: how the mind and body interlink; the benefits of physical exercise; 
how to manage when T1D feels overwhelming; not being held back from 
achieving by T1D, and why it is important to manage T1D effectively to 
minimise long-term complications and feel better in the short-term.

INNOVATION
YP with T1D endure a lifetime of monotonous and rigorous health care 
management, often resulting in psychological maladjustment. There is a 
strong correlation between poor diabetes management and depressive 
symptoms, suggesting a relationship between T1D and mental ill health. 
Physical activity for people living with T1D is associated with well-
established health benefits, including improved cardiovascular fitness, 
better bone health and enhanced psychological wellbeing. This promoted 
a novel approach to help YP with T1D to explore the benefits of exercise 
on their mental wellbeing. Following a consultation with YP with T1D, the 
YW discovered Futsal, which is a bit like five-a-side football. Emphasis is 
on improvisation, creativity and technique so does not intimidate those 
who are new to sport or football. Seven 16-25-year-olds with T1D, who 
are patients at the University Hospital of Wales, took part. The pilot was 
organised with TDFC, a not-for-profit organisation set up by Bright in 2017 
as a network for sharing experiences of diabetes and football. Bright has 
had T1D since 1999 and has played football for his county, university and as 
a semi-professional. Subsequently a second day was run with 10-14-year-
olds. This is the first health board in the UK to design, deliver and partner 
with TDFC to provide such a day. The YP’s physical, mental and emotional 
health were considered alongside the social factors and a major aim 
was to provide peer support, which has benefits in managing diabetes. 

Engaging Young People with their 
Type 1 Diabetes Through Sport

by Department of Paediatric Diabetes, 
Cardiff and Vale University Health Board

METHOD
A total of 60 YP aged 16-25 were invited by post and via posters of 
the event in clinic to attend the Futsal day. A total of 72 YP aged 10-
14 were invited via post, posters in the waiting room, promotion by 
the MDT and Twitter. The initiative was implemented by Chris Bright 
and the YW but the YP were also consulted. They used the Cardiff 
City House of Sport Futsal court. They brought their own packed 
lunch and equipment/treatment they needed to manage their T1D. 
The aim of this was to encourage self-management of their diabetes, 
without parental supervision for some, but under the observation 
of a diabetes nurse. The organisers brought supplies as well. Chris 
Bright attended for the whole day so the YP were able to ask him 
questions throughout. Blood glucose level testing was included 
as a fun peer activity, to show how exercise can affect levels. This 
helped to reduce the isolation children feel when testing around 
peers without T1D. Bright led by example with regular testing, 
showing that diabetes is easier to manage when testing often.

MIND AND BODY HEALTHY TOGETHER – EMOTIONAL WELLBEING 
PROGRAMMES FOR PEOPLE WITH DIABETES – CHILDREN, YOUNG 
PEOPLE, AND EMERGING ADULTS
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The Department of Paediatric Diabetes have produced a novel approach to encouraging 
engagement in young people living with this condition, which has enormous appeal for 
hard-to-reach individuals and great potential for widespread uptake. They have strong 

user feedback, which paves the way to long-term impact assessment.

“
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JUDGES’ COMMENTS:

RESULTS
This day was designed to enhance the wellbeing of YP living with 
T1D through peer support. It included engagement in a new sport, 
meeting a professional Futsal player who lives with T1D and being 
able to mix in a non-confrontational environment with others. The 
hope was that they would engage more with their T1D. Outcomes 
achieved by the ‘futsal day approach’: YP said they felt less isolated; 
they increased their peer support network; they explored the benefits 
of a healthy mind and body and the positive effects exercise can 
have on them and their diabetes management in the short and long 
term; spending time with their diabetes clinic team in a different 
environment helped to build strong relationships to improve the 
clinical relationship; they strengthened their engagement with their 
T1D through seeing positive opportunities from having it. The YP 
engaged well with each other and staff. They all managed their own 
hypos, increasing their ability to manage T1D independently. Bright’s 
talk demonstrated an understanding of the issues that the YP do not 
often get. Parents of the younger group shared how they enjoyed 
the break, feeling reassured that their YP were in safe hands. The 
feedback provided a 100% recommendation for the Futsal days.

SUSTAINABILITY AND SPREAD
This Futsal day is replicable by other teams with the support/
package provided by Bright and TDFC. The initiative can be spread 
to other geographical areas/used with other health-based teams. 
Each day was funded by money fundraised by the YP. As the YP 
see their fundraising being used for activities that benefit them, 
this motivates them to keep fundraising, which in turn raises 
awareness of T1D and benefits their relationship with the condition. 
This also increases their engagement with their diabetes team, 
reducing the risk of disengagement in their adolescent years. 
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SUMMARY
Management of Diabetic Ketoacidosis (DKA) remains a significant 
clinical problem in hospitals. Morbidity, mortality and length of 
hospital stay are negatively affected unless this life-threatening 
condition is diagnosed and treated quickly. The Sandwell and 
West Birmingham (SWB) NHS Trust’s junior doctors and nursing 
staff found the Joint British Diabetes Society (JBDS) guidelines 
on DKA too lengthy and complicated, resulting in poor adherence. 
In August 2015, the document was abbreviated from ten to two 
pages. Audit in 2015-16 showed significant improvements in 
adherence, management outcomes, user satisfaction and length 
of stay and the revised protocol became standard in the Trust. Re-
audit in 2018 showed it remained effective and widely utilised. 

INNOVATION
The simple, inexpensive idea of redesigning a complicated and 
lengthy national DKA protocol into a user-friendly one solved a 
previous long-standing problem. The brevity of the 2-page document, 
incorporating the JBDS protocol, works at a practical level, making it 
universally acceptable and utilised by junior doctors. It has improved 
patient safety, reducing DKA management errors and chances of a 
‘never event’, the DKA management structure is easy to follow and 
junior doctors and nursing staff are happy. Junior doctor education 
has been improved, bringing confidence in DKA management and 
reducing morbidity, mortality and length of hospital stay. Early 
specialist referrals to the Think Glucose diabetes specialist team 
reduce length of stay, improving hospital capacity, better throughput 
and cost savings, while providing a better patient experience. 

Implementation of a National Guideline with 
Local Changes: Does an Abbreviated Adult 
Diabetic Ketoacidosis (DKA) Protocol Improve 
Local Uptake and Overall Clinical Care?

by Sandwell & West Birmingham NHS Trust

METHOD
SWB NHS Trust is a large NHS teaching hospital with 850 beds and 
38,000 admissions each year. A third of admitted patients have 
diabetes and 20-30% of these are insulin treated. National JBDS DKA 
guidance is a 10-page document, which is seldom followed in real 
life by junior doctors because of lack of time and the length of the 
document. In August 2015, following lengthy consultation with key 
stakeholders and an initial pilot, the document was abbreviated to two 
pages. A retrospective review of DKA admissions (May 2015-August 
2016) using the new guideline (introduced August 2015) covered 
DKA diagnostic criteria, investigations, management, resolution, 
timeline and discharge planning during DKA admission. The patient 
journey was mapped before and after the implementation of the new 
protocol. Audit showed significant improvement in adherence and 
management and the protocol has been used in the hospital since 
2016. Consecutive DKA-associated admissions in 2018 were reviewed, 
including usage of diagnostic criteria, time to diagnosis, insulin/
fluid management, monitoring, length of stay, resolution of DKA and 
appropriate specialist referral. Comparison was made with the national 
audit (2014) and from 2015 post-introduction of the new protocol.
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Sandwell & West Birmingham NHS Trust have produced a very simple but very 
impressive project. The step by step protocol allows underlying causes, as well as 
treatment of DKA, to be identified, which will help practitioners improve care. The 

project generated compelling positive feedback from users, suggesting that its clinical 
impact could be significant. Already in routine practice, the sustainability of the 

programme is clear, with evidence of its adoption in other localities.

“
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JUDGES’ COMMENTS:

RESULTS
In 2015-2016, out of 55 DKA admissions, 33 (60%) were reviewed (14 
cases May-July 2015 and 19 cases August 2015-August 2016). Results 
were compared before and after introduction of the new chart in 
August 2015. Before August 2015, four out of 14 patients (28%) with 
DKA admission had no basal insulin given along with DKA protocol and 
25% did not have 10% dextrose infusion started when blood glucose 
fell below 10 mmol (hypoglycaemia). Close to 50% of doctors did not 
complete the old, 10-page protocol. After August 2015, there was a 23% 
improvement in basal insulin continuation rate and 29% improvements 
in switching to 10% dextrose infusion when blood glucose dropped 
below 10 mmol. These improvements resulted in earlier resolution of 
DKA and significantly reduced hypoglycaemia incidence. Improved 
uptake of this new protocol, widespread communication and medical/
nursing staff education and upskilling resulted in in quicker and earlier 
referral to the in-house Think Glucose team and therefore better 
overall clinical care and safe management of DKA. Mean admission 
to DKA diagnosis time fell by 58 min (135 to 77 min), admission to 
initiation of fixed-rate intravenous insulin infusion time fell by 105 min 
(177 to 71 min), admission to initiation of IV normal saline time fell by 
18 min (93 to 75 min) and time to resolution of DKA improved by one 
hour 10 min (16.9 to 15.8 hours). DKA patients’ length of stay improved 
by a mean 4.3 days, suggesting not only better, but more effective, 
clinical management, resulting in less risk of hospital-acquired 
infections, improved patient experience and overall cost savings. 
Junior doctors were surveyed and 20/26 (77%) found the new protocol 
helpful, 16/25 (64%) found it easier to use and 17/25 (68%) found that 

SUSTAINABILITY AND SPREAD
The abbreviated guideline has become standard practice in 
the hospital and its benefits communicated nationwide. It has 
been endorsed by four national societies and downloaded 1,000 
times. Many other Trusts in the country having adopted it. Simple 
targeted strategies have been used in the in-patient safety 
programmes, which should be easily sustainable as the processes 
and protocols are not complex and are easy to set up and follow.

it made DKA management easier. In 2018-2019, 49/72 patients coded 
as DKA were reviewed. According to JBDS guidelines, 94% had the 
correct diagnosis of DKA made (nationally 71%), 100% were given 
fixed-rate insulin infusion (FRII) and normal saline (nationally 91% 
and 96%, respectively). Appropriate blood tests were done in 100% 
(nationally 69%). A total of 20/49 (41%) needed an ITU review and 5/49 
(10%) needed an ITU stay. 47/49 (96%) were appropriately treated 
in a monitored unit. As per protocol, basal insulin was continued 
in 13/21(62%) patients (nationally 58%), 10% dextrose was started 
when BM <14 mmol in 48/49 (98%) patients (nationally 82%), DKA 
resolution was confirmed in 47/49 (96%) and 35/49 (71%) patients 
were referred to diabetes for review (nationally 14%). Admission to 
diagnosis time, use of insulin and normal saline were 65, 85 and 61 
minutes, respectively (compared to 77, 72 and 75 minutes, respectively, 
in 2015). Time to resolution and discharge was 21 hours and 5.6 days, 
respectively (compared to 16 hours and 3.3 days, respectively, in 2015). 
While figures are generally better, there is still room for improvement.
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TYPE 1 SPECIALIST SERVICE – ADULTS

SUMMARY
Flash glucose monitoring (FM) was introduced in the UK in 2015. 
The transformative effects of this technology were limited to those 
who could afford to self-fund purchase of sensors, meaning uptake 
was heavily skewed towards the most affluent. A lack of strong 
evidence of benefit (particularly with respect to lowering HbA1c) 
hindered NHS funding for the device. Work began to highlight 
the threat of widening social inequalities in outcomes in Type 1 
diabetes (T1D) (related to inequitable access to FM) and contributed 
to an evidence base for efficacy. This information secured liberal 
eligibility criteria for FM within the Lothian health board and an 
educational programme ensured 50% of the T1 population were 
using NHS-funded FM within six months. Subsequent outcome 
data have supported the case for rollout across the UK.

INNOVATION
NHS-funded FM is now close to universal in Lothian thanks to a 
multi-faceted approach: evidence gathering to build a local case; 
facilitating access through the website; offering a comprehensive 
education programme, plus supporting access locally and elsewhere 
through outcome data collection. It was clear that FM had the 
potential to transform the experience of people living with T1D and 
frustrating for them, and healthcare professionals, that it was not 
accessible on the NHS. A self-funded, real-world analysis of FM use 
highlighted the disparity in use across deprivation status as well as 
clear HbA1c-lowering efficacy in FM users. A pilot project assessed 
change in HbA1c, hypoglycaemia and quality of life in 25 individuals. 
These data were presented in a formulary committee submission in 
December 2018, resulting in approval to provide FM to all individuals 
meeting Scottish Diabetes Group criteria. Every person with T1D was 
contacted and directed to a new ‘LibreStart’ section of the website, 
featuring a booking portal for education sessions and links to 
educational content. An hour-long education session was developed 
and within two weeks of funding approval, it had been delivered to 
over 500 individuals. An online ‘quiz’ was also produced, presenting 
common scenarios for people using FM and advice on best practice. 
Data collection has included: user feedback on FM and the FM 
education session; HbA1c change since FM use; detailed self-reported 
hypoglycaemia data; change in Hospital Anxiety and Depression 
Scale (HADS) scores and Diabetes Distress Scores (DDS); sensor and 
glucose test strip prescribing data, plus hospital admission data. 

Introducing Flash Glucose Monitoring 
at Scale with Educational Support

by NHS Lothian

METHOD
The FM pilot project started 25 individuals (CSII and MDI users) on 
FM for four months. They were encouraged to ask for support in 
translating information from FM into changes in practice. DDS, HADS, 
hypoglycaemia frequency and awareness, and HbA1c were assessed 
at the beginning and end of the pilot. Electronic patient records 
were searched to identify people who were using self-funded FM 
and their demographic characteristics were compared to non-users, 
as well as any change in HbA1c (compared to values pre-FM). Over 
five years, various resources have been developed, including the 
Guide to improving control in type 1 diabetes (subsequently adopted 
as a foundational text for the national Scottish Type 1 Education 
Programme [STEP]), the Guide to FM (since adopted by centres in 
the UK and beyond), online video tutorials on carbohydrate counting 
and exercise in diabetes, the ‘LibreStart’ portal offering online 
booking for an education session (a condition of obtaining FM on 
prescription) and links to FM resources, plus the ‘Libre Quiz’. The 
Libre education session attendees receive a pack containing a Libre 
sensor, Libre reader, the FM and ‘10 steps’ guides, glucose and ketone 
test strips and other educational materials. Data collected on the 
first 900 NHS-funded FM users in the centre include HbA1c (pre- and 
post-), self-reported hypoglycaemia, HADS, DDS, hospital admissions, 
test-strip and sensor prescribing and general user satisfaction.



www.qualityincare.org/diabetes   44

The planning and execution of this project to improve uptake of Flash 
Glucose Monitoring was superb, and resulted in rapid uptake within a 
very short timeframe. The project has set a high standard for other 
regions in Scotland to follow, and establishes a platform for more 

evidence-gathering of clinical impact e.g. HbA1C reduction.

“

”

JUDGES’ COMMENTS:

RESULTS
User-reported outcomes were overwhelmingly positive. There was a 
marked and sustained reduction in Hba1c in the centre. The proportion 
of individuals achieving the Scottish target of HbA1c <58 mmol/
mol rose substantially in the three main clinics of the centre (Royal 
Infirmary: 27.6% to 33.1%; Western General: 37.1% to 39.8%; St John’s: 
25.5% to 29.1%) with concomitant falls in those with HbA1c >75 mmol/
mol (Royal Infirmary: 24.3 to 21.1%; Western General: 22.0% to 17.4%; 
St John’s: 27.9% to 24.3%). These are whole-clinic data; data from only 
those using FM show even more striking outcomes. Outcomes across 
HbA1c, hypoglycaemia, DDS, HADS, hospital admissions and prescribing 
are reported in the study, ‘Marked improvement in HbA1c following 
commencement of flash glucose monitoring in people with type one 
diabetes’. This confirms a fall in HbA1c associated with FM (-7 mmol/
mol where baseline >58 mmol/mol, P < 0.001), plus improvements in 
DDS. Findings of greater hypoglycaemia are likely to be related to 
increased recognition, rather than a true increase in incidence, but a 
slight increase in anxiety and depression symptoms emphasises the 
importance of appropriate educational and psychological support 
in the context of new diabetes technologies. Preliminary data also 
suggest a significant reduction in DKA admissions. The Libre Quiz 
is associated with improvements in HbA1c and has a high level of 
user satisfaction. Overall, the speed and scale at which FM has been 
delivered to a large population attest to the project’s success. This has 
benefited people attending clinics and is a model for other centres.

SUSTAINABILITY AND SPREAD
In some respects, this project is concluding. Almost all eligible 
and willing individuals are using FM. Challenges remain around 
designing refresher education and taking advantage of remote 
data sharing. The project will help ensure the timely introduction of 
the next generation of diabetes technologies; access to education 
and assiduous data collection (to vindicate funding decisions) 
are central to this. Findings have been presented at national 
and international meetings and published in diabetes journals. 
Project lead, Dr Gibb, chairs the ‘Scottish Diabetes Group – Type 1 
subgroup’ and is a committee member of the ‘Diabetes Technology 
Network – UK’, where local experience has been shared.
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TYPE 1 SPECIALIST SERVICE – CHILDREN, 
YOUNG PEOPLE AND EMERGING ADULTS

SUMMARY
Disengaged young adults with Type 1 diabetes are vulnerable to 
poor health outcomes and difficult to support with existing models 
of care. Structured education using psychological techniques has 
had no demonstrable benefit in this group. Potentially 20% of 
young adults aged 16-30 could be included in this category. East 
and North Herts Clinical Commissioning Group (CCG) commissioned 
East and North Herts Institute of Diabetes and Endocrinology 
(ENHIDE) to pilot an innovative model of supported tailored care, 
which started in August 2016. The two-year project provided access 
to a dedicated young adult support worker (YASW) and diabetes 
specialist nurse (DSN), using text, Skype, email, flexible appointments, 
and access to newer methods of treatment and monitoring.

INNOVATION
Engagement for this cohort can be low, with many lost in transition 
from child to adult services. With 20% of this age group in East 
and North Herts disengaged from acute and primary care services 
a new approach to their care was needed. The team took a novel 
approach, putting the patient at the centre of their care. Patients 
were invited to the pilot by personalised leaflets hand-delivered to 
their homes, highlighting the benefits and flexibility available. They 
could meet the diabetes specialist nurse and/or support worker at 
a day, time and location of their choice within safe boundaries. The 
initiative involved a spectrum of NHS staff, such as primary care (GPs 
and practice nurses), community psychiatric nurses and dietician 
teams to provide individualised care and stress the importance 
of regular diabetes health checks and re-engaging with services. 
Appointments with the DSN were offered at the GP practice or 
patient’s home. The aim was to offer a ‘one-stop shop’ for patient 
appointments, annual screening checks and bloods. The DSN and 
youth worker had designated mobile phones to give patients text 
and phone support and reminders for appointments. The project set 
out to understand the difficulties and challenges young adults with 
Type 1 diabetes face, such as pressures of work, social situations 
and acceptance of having a long-term condition and the impact 
on their lives. Patients were asked why they had disengaged with 
their diabetes care and objectives were agreed by the team and 
patient. These informed the frequency and methods of contact. 

Young Adult Type 1 Diabetes Engagement 
and Enhanced Support Service

by East and North Herts NHS Trust

METHOD
The project started in October 2016 with a consultant diabetologist, 
DSN, YASW and project manager. It operated beyond boundaries, 
with the team active in community and hospital settings. The team 
worked closely with primary care to identify individuals’ psychosocial 
needs. The consultant identified the care process and biomedical 
improvements, which were agreed and complemented by those the YA 
wanted to achieve. The invitations, hand delivered to homes, had an 
‘opt out’ option. Then a face-to-face, phone call or text introduction 
took place. The team offered flexible communication, signposting to 
lifestyle and behavioural support and the use of newer insulins and 
monitoring systems. The DSN captured baseline information on: reason 
for inclusion; psychosocial status; biomedical measures; diabetes 
project team priorities and YA priorities. The same information was 
subsequently captured at six and 12 months to assess the impact 
of the new model, improvements in their diabetes management 
and overall wellbeing. Staff also completed a DAWN (Diabetes 
Attitudes Wishes and Needs) questionnaire to assess the patients’ 
psychological needs, with any ‘at risk’ referred for additional support.
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This project took an innovative and well-organised approach to reaching 
disengaged young adults with Type 1 Diabetes. The flexibility and the tailoring of 

services around the individual was particularly commendable, with some truly 
impressive results in reducing DKA hospital admissions and HbA1c reductions.

“

”

JUDGES’ COMMENTS:

RESULTS
There was a higher proportion of males (69%) to females (31%) in 
the pilot disengaged cohort, in contrast to a 54% male, 46% female 
distribution among those engaged with the specialist service.

The service supported young adults in East and North Hertfordshire 
not just in their diabetes but as individuals transitioning from 
childhood to adulthood living with a long-term condition. The YASW 
highlighted wellbeing services, helped complete benefit forms and 
ensured individuals maintained contact with the project team via 
text, emails, phone calls and face-to-face meetings. The YASW worked 
closely with the community dietician and paediatric psychologist, 
highlighting and/or referring patients for additional support when 
needed. The team never discharged a patient from the service due to 
‘non-response’ and persevered with those who were not initially keen 
to engage or did not respond to contact attempts. Approximately 
50% of patients only accepting help after months of hard work and 
determination. All of the 148 patients included in the project met 
more than one of the entry criteria: admitted to hospital within past 
two years with diabetic ketoacidosis (DKA) or hypoglycaemia; not 
attended annual eye check; bloods not taken in the last 15 months; 
micro albuminuria not tested in the last 15 months; not attended two 
consecutive appointments for diabetes clinics in the last two years; 
HbA1c greater than 75mmol/mol; would benefit from a more flexible 
means of diabetes support. The following objectives were achieved: 
68% reduction in hospital admissions for DKA or hypoglycaemia; 
patients with a high HbA1c (> 75mmol/mol) in 2016 to 2018 improved 
by 32% for those in the pilot, compared to 15% for those not in the 
pilot; a 57% increase in bloods taken for those who had previously 
not attended; annual retinal screening attendance improved from 
47% to 83%; there was a 90% engagement in the project.

SUSTAINABILITY AND SPREAD
This pilot scheme would be easy to adopt in other Trusts. Learning 
was shared at the Diabetes UK conference, Hertfordshire Diabetes 
Conference, Thames Valley Diabetes Conference and in the British 
Journal of Diabetes. The project ended in December 2018 but has 
been extended until November 2019 while discussions are held with 
the CCG to continue funding on a more permanent basis. Other 
Type 1 patients who would benefit from this service are transition 
patients and patients aged 16-30 with an HbA1c over 75mmol/mol.



SUMMARY
Evaluation of newly-diagnosed patients from 2018 at Royal United 
Hospital NHS Foundation Trust demonstrated glycaemic outcomes 
deteriorated significantly between three months and one year post 
diagnosis. The team joined Wave 3 of the Royal College of Paediatrics 
and Child Health (RCPCH) National Diabetes Quality Improvement 
Collaborative in November 2018 and focused on improving median and 
mean HbA1c in this period post diagnosis in newly-diagnosed children 
with Type 1 diabetes. The new care pathway emphasised intensive 
management and consistency of team message from all staff involved. 
Carbohydrate counting and Expert meters were introduced on the ward 
at diagnosis and patients home downloaded. Initial results showed 
improvement in average blood glucose (BG) levels at 28 days post 
diagnosis and HbA1c at three months. Patient feedback was positive 
and all patients were downloading BG meters regularly at home.

INNOVATION
A whole-team approach was adopted to implement change. Quality 
Improvement (QI) methodology was incorporated into daily work via 
weekly QI meetings. Meetings were short and focused on reviewing 
project progress, task allocation and identifying QI bright spots 
and dark spots. Actions and task allocation were recorded in a QI 
action log and reviewed at each meeting. Maintaining run charts 
of average BG data and HbA1c for new patients was a powerful 
team motivator and identified patients requiring additional 
support. A QI board in the office displayed these results.
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Improving the Care Pathway for Newly 
Diagnosed Children with T1DM

by Royal United Hospital Bath NHS Foundation Trust

METHOD
Process mapping of the existing newly-diagnosed patient pathway 
highlighted variation in the service, particularly around timing of 
carbohydrate counting and home download setup for new patients. 
Additionally, three months seemed too long to wait for a first 
multidisciplinary team (MDT) clinic appointment, so an additional 
appointment was introduced at six weeks post diagnosis. A goal was 
set to improve both mean and median HbA1c outcomes for newly-
diagnosed patients in the first year. Fishbone analysis identified key 
project elements. The ward care plan for newly diagnosed patients 
was updated, a daily dietary record sheet was created for recording 
carbohydrate content of food consumed and insulin delivered as 
per Expert meter advice. The clinical guideline for medical staff was 
updated, including a step-by-step Expert meter setup guide with 
starting insulin carbohydrate ratios and insulin sensitivity factors for 
patients of different age ranges. The first new patient was diagnosed 
at the end of November during diabetes team working hours and the 
changes were piloted on this patient. Subsequently the ward diabetes 
drawers were re-labelled and packs were introduced for newly-
diagnosed patients, containing an Expert meter, Expert meter cable, 
plus a Carbs and Cals book. This helped make change easier to adopt 
in a busy ward environment and has been well received, particularly by 
junior doctors on the ward. Nursing staff were already trained to count 
carbohydrates so dieticians organised refresher training. This was 
facilitated in a busy ward by organising ‘tea trolley’ training sessions 
where a training station was set up and the diabetes nurse relieved the 
ward nurses of their clinic duties to allow them to take part. Medical 
staff practised with training Expert meters and the doctors set up the 
meters using the guideline. An Expert meter quick reference guide is 
now supplied in each ward bed space. Diasend download was used to 
measure average BG level on the day of discharge and at day 28 post 
diagnosis (using one week of data prior to this). Process measurements 
included recording whether patients were downloading from diagnosis 
and also keeping records of the numbers of ward staff trained in 
Expert meter use. Measures such as length of stay were used to 
ensure that the changes were not negatively impacting patients. The 
psychologist was concerned that giving overnight BG corrections 
in hospital would lead to parents checking blood glucose levels 
overnight, so this was investigated on day 28 via Diasend download. 
Episodes of hypoglycaemia were measured and recorded in hospital 
as well as rates of hypoglycaemia on Diasend download at day 28.
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TYPE 1 SPECIALIST SERVICE – CHILDREN, 
YOUNG PEOPLE AND EMERGING ADULTS
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RESULTS
Between November 2018 and May 2019, ten new patients were 
diagnosed with Type 1 diabetes. All experienced the new patient 
pathway and had a first MDT clinic appointment at six weeks post 
diagnosis. They were all discharged from hospital with an average BG 
level near or in target. Average length of stay was 4.3 working days 
(DKA days excluded from analysis). Nine out of ten had their first 
Diasend download completed and a home Diasend account set up at 
discharge. Hypoglycaemic episodes in hospital only occurred in two 
patients. Two patients had evidence of ‘routine’ overnight checks at 
day 28 on Diasend but this was discussed and the overnight checks 
ceased. Percentage hypoglycaemia rates at day 28 were as high as 
31% in one patient but these were mild and none experienced severe 
hypoglycaemia. Average blood glucose at day 28 showed improvement, 
with mean 5.9mmol at day 28 in the post-QI cohort, compared with a 
mean of 8.9mmol pre-QI (median 6.8mmol and 5.7mmol, respectively). 
Three-month HbA1c results showed an improvement in mean HbA1c at 
three months, although median was unchanged. However, variation 
in terms of both standard deviation and inter-quartile ranges for 
patients post QI improved. Now, new patients expect to achieve a BG 
level in target. They are downloading more regularly at home and the 
team and patients have a better understanding of the relationship 
between HbA1c and average BG levels. Setting high standards from 
the outset will have a long-term positive impact for patients.

SUSTAINABILITY AND SPREAD
This project is sustainable and will be continued with all newly-
diagnosed patients. Materials have been shared with other 
teams. Any enthusiastic and motivated paediatric diabetes team 
can implement the changes. The challenge now is to sustain 
the improvement in glycaemic outcomes over and beyond the 
first year of diagnosis. QI methodology is being used to achieve 
this and weekly download clinics are being implemented. 

The team took an innovative approach to how Type 1 Diabetes is managed 
from diagnosis, producing a significant impact on patients’ psychology 

and coping with their condition, through methods such as carb counting. 
This creates a foundation for further work on demonstrating its long-term 

impact on clinical measures such as hypoglycaemia.
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JUDGES’ COMMENTS:



SUMMARY
Sheffield has a large student population of about 50,000, attending 
two universities. Not surprisingly a considerable number of them have 
diabetes. In November 2015 the practice nurses and diabetes specialist 
nurses for young people were keen to help improve the service for 
patients. A new pathway was developed but in 2017 it was found to be 
suboptimal. A better option was to recreate the specialist secondary 
care clinic in the University GP practices. The result has been high 
patient satisfaction and, for those with a starting HbA1c of >58 mmol/
mol, HbA1c has improved from an average of 77 to 70 mmol/mol.

INNOVATION
All university students are encouraged to register with a local GP and 
most big universities have a university health service. For the majority 
of those with a long-term health condition it is their first experience of 
being responsible for organising and collecting repeat prescriptions. 
They also need regular review by specialist consultants, involving 
either by returning to their original clinics close to the parental home, 
or by being referred to the nearest consultant at university. Neither 
option is easy. Seeing a new consultant near university means finding 
their way to a new hospital, navigating the hospital site, meeting new 
people, explaining their past medical history, and seeing people who 
may have a different approach to their condition. So, many students 
end up not getting specialist consultant care at home or university. 
This means poorer control, either worsening HbA1c or more problematic 
hypoglycaemia, and missed screening checks for retinopathy and so on. 
Poor control can impact on studies too, and the stress of assignment 
deadlines and exams adversely affects diabetes. In 2015 in Sheffield 
a pathway was devised to show who should be referred, and how the 
process worked. It aimed to streamline the process for primary and 
secondary care but, within 18 months it was clear it was not working 
for the students or the healthcare professionals. The main issues were: 
referrals being sent from primary care, but students denying they 
had been offered an appointment; first contact with secondary care 
was often when the students were admitted in diabetic ketoacidosis 
(DKA), or with a severe hypo; a high non-attendance rate in specialist 
clinics; students asking whether they could be seen at their GP practice; 
ensuring consumables were available for those on pumps; primary care 
nurses and doctors being asked questions about diabetes beyond their 
knowledge and capability, and receiving timely guidance from secondary 
care colleagues. A major reason for the success of this project was using 
the ideas and drive of the people nearest the problem – the practice 
nurses and diabetes specialist nurse. They made the two GPs and 
consultant listen and agree to find a suitable solution. Their suggestion 
was to move the entire specialist clinic to the university health centres.
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Students First - Avoid Pitfalls of 
University Transition - Move the Clinic!

by Sheffield Teaching Hospitals

METHOD
In January 2017 it was agreed to set up a secondary care specialist 
clinic within the university GP surgeries once a month, alternating 
between university sites. Very good glycaemic outcomes and excellent 
care process completion had been achieved by operating a one-stop 
clinic in secondary care. To ensure that the level of service would not 
be compromised by moving location, minimum requirements were set 
out: two consulting rooms, one for a doctor and another for a DSN/
eye screener; all appointments to be arranged by university health 
staff; electronic referrals to be sent pre-clinic to the co-ordinator; 
DIASEND box to be used at each clinic; a Point-of-Care Testing (POCT) 
machine for real-time HbA1c assessment; practice nurse provision 
for routine measurements. The primary care colleagues successfully 
applied for some neighbourhood funding from the CCG so that the 
clinics could proceed. Eye screening services also try to coordinate 
their clinics with the monthly sessions. Follow-up is usually by the 
DSN at mutually agreed times. Within-clinic reviews are offered six- to 
12-monthly. Home specialist service reviews are encouraged, but the 
university clinics offer a second layer of support. Some prefer to 
leave their home clinic and have follow-ups with the university clinic.
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TYPE 1 SPECIALIST SERVICE – CHILDREN, 
YOUNG PEOPLE AND EMERGING ADULTS
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RESULTS
At the first clinic in November 2017, nobody missed an appointment 
and just a handful missed their appointments over the first year. The 
decision to continue the clinics was not difficult. The clinics and the 
treatment plans are as individual as the students. However, some of 
the issues do have common themes and will be transferable to other 
settings. Students reporting more hypoglycaemia, but unsure what 
to change are advised to decrease background insulin, as Sheffield is 
often much hillier and more physically demanding than home. Also, 
having a treatment plan for days involving more alcohol than usual 
is recommended. In cases where HbA1c is deteriorating, individual 
reviews with dieticians are offered and organised. If there is a drop-
off in testing, meaning episodes of hyperglycaemia go unnoticed, a 
diagnostic libre is offered. If background insulin appears to be running 
out, switching to ultra-long versions is recommended. Higher HbA1cs 
are associated with higher rates of DKA, so all Type 1 patients receive 
blood ketone testing strips and understand sick day rules. Of 79 
students seen since November 2017, 54 have had repeat HbA1cs. For 
those with a starting HbA1c of 58 or more their average HbA1c has 
fallen from 77.1 to 70.7 mmol/mol. The proportion of students achieving 
the target HbA1c of <58 mmol/mol has increased from 30.4% to 37.0%

SUSTAINABILITY AND SPREAD
This new model works, there is good job satisfaction, and all 
stakeholders are committed to continue. A young person’s coordinator 
provides quarterly reports on all those under 25 years and the 
university clinics are integrated into this process. HbA1c data and the 
care process are reviewed regularly. The students value the clinic; 
they want their diabetes to be better and travelling short distances to 
familiar surroundings means they can and do prioritise appointments.

Sheffield Teaching Hospitals have taken an innovative approach to 
ensuring that type 1 undergraduate students do not ‘fall through the 

cracks’ in services when they go to university. A well designed programme, 
with good attention to detail and involvement of key stakeholders.

“
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JUDGES’ COMMENTS:
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SUMMARY
Addressing poorer diabetes-related outcomes in Black African and 
Caribbean (BAC) patients is an urgent healthcare priority. Healthy 
Eating & Active Lifestyles for Diabetes (HEAL-D) is a Type 2 diabetes 
(T2D) self-management programme, culturally-tailored to meet the 
needs of BAC patients. HEAL-D was developed using co-creation 
methods to ensure its cultural relevance and acceptability. It has 
been evaluated in a pilot study in primary care, showing significant 
improvements in HbA1c and patient quality of life (QOL) and resulting 
in south London commissioners adopting it for wider implementation.

INNOVATION
Innovative co-creation methods were used to address poorer T2D 
structured education attendance and outcomes among local BAC 
communities. Kings College London worked with people living with 
T2D, healthcare practitioners (HCPs) and community leaders to 
create a culturally-tailored programme. HEAL-D aims to help these 
communities achieve evidence-based diet and lifestyle goals through 
supporting and motivating self-management skills. Visits were made 
to mosques and churches to foster engagement with hard-to-reach 
patients. Community leaders helped open up communication and 
gain the trust of patients. Co-design workshops included a meal, 
which nurtured openness and discussion about what they wanted in a 
self-management programme; flipcharts and post-it notes were used 
to get honest feedback; and existing videos were reviewed. HEAL-D 
integrates evidence-based behaviour-change techniques, dietary 
counselling and exercise classes to achieve evidence-based lifestyle 
goals. It is novel and innovative because: it is delivered in community 
venues, counteracting distrust and avoidance of medical settings; lay 
educators work alongside HCPs to provide cultural understanding; it 
offers flexible attendance/programme switching to allow for work/
carer commitments; it provides culturally-relevant dietary advice; it 
nurtures a social support network to overcome stigma and isolation; it 
offers ulturally-acceptable exercise guidance e.g. walking and dancing.

HEAL-D: A Culturally-Tailored T2D Self-Management 
Programme for Black-British Communities

by King’s College London

METHOD
Co-creation methods were chosen because they are more effective 
for promoting engagement of high-risk groups. Kings College London 
partnered with patients, HCPs and community leaders, to ensure 
appropriate cultural tailoring of HEAL-D and acceptability for patients 
and HCPs. Focus groups and interviews were conducted in local 
buildings to improve engagement and foster trust with patients, as 
well as to explore issues relating to T2D self-management, to inform 
the cultural tailoring of HEAL-D. Church and mosque leaders advocated 
for the project within their congregations. Topics explored included 
diabetes and lifestyle knowledge and practices, health concerns, 
experiences of behaviour change, and the role of families/friends/
communities in supporting behaviours. Ten HCPs were interviewed to 
explore the healthcare needs and engagement of BAC patients and 
experiences of delivering healthcare to this group. Five faith leaders 
(three Christian, two Muslim) and four volunteer health advocates 
were interviewed about how patients could be engaged with T2D 
self-management through community structures. All participants 
were invited to two half-day workshops, held in community locations, 
to discuss setting, media channels, structure and delivery, as well 
as literacy and numeracy needs. Stakeholders provided feedback 
on existing educational materials e.g. language/phrasing, content, 
pitch and understanding, and new draft intervention materials. 
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This entry went far and above what is needed, and carved a significant area of 
benefit within a problem area for education programmes that is so often forgotten 

about. The judges admired that those involved actively went out into different 
communities and encouraged involvement where there otherwise may have been 
none. The idea is not only innovative, but transferrable to other areas of the UK 

and could even be used for different conditions. The entry laid out a clear plan and 
achieved what it set out to do: break the barriers of diabetes education, and make 

knowledge for people with diabetes completely accessible.
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RESULTS
Co-creation was highly effective. A total of 80% of focus group 
participants chose to be involved in the workshops, demonstrating 
the success of the engagement work. Continual feedback from 
stakeholders informed the development of the programme and 
accompanying resources. The curriculum was based on evidence-
based T2D guidelines to enable it to be embedded into clinical practice. 
Group-based delivery, which fostered connectedness, social support 
and interaction, was the favoured format. Flexible attendance was 
a priority, so programme switching was incorporated. The best 
curriculum format involved behaviour-change techniques with a strong 
focus on participatory activities, along with information on cultural 
foods. There were seven two-hour sessions, each focusing on a self-
management goal. There was an hour of education/group discussion, 
delivered by a diabetes specialist dietitian alongside a community lay 
educator, and an hour of group-based physical activity, delivered by 
trained instructors. Behaviour change was supported by case study 
videos, which provided role models, group discussion, interactive 
games and practical tasks, such as a cook-and-taste session and group 
exercise. A walking group was established, and pedometers were 
provided with a step challenge. Group-based activity classes, such as 
dance aerobics and circuit training, were used to foster social cohesion 
and demonstrate appropriate exertion levels, and a home exercise DVD 
was made, using community role models. Culturally-relevant dietary 
advice and printed resources provided portion and cooking guidance. 
Three diabetes specialist dietitians and four lay educators were 

SUSTAINABILITY AND SPREAD
Commissioners and the Health Innovation Network were consulted 
from the outset to ensure the programme had relevance and 
potential, and to facilitate fast implementation into clinical 
practice. HEAL-D has received overwhelming support from 
several clinical commissioning groups (CCG), and six CCGs have 
commissioned it for Autumn 2019 delivery (approximately 120 
places); this will see it implemented in four new London boroughs.

recruited and trained to deliver HEAL-D. Six programmes were delivered 
in church halls, a community centre and a leisure centre in Southwark 
and Lambeth between May and November 2018. A total of 45 patients 
were recruited via primary care referral. Participants were, on average, 
58 years old (range 31-84), 66% female, 47% Caribbean ethnicity 
and 51% African ethnicity. HbA1c at recruitment was 62 mmol/mol 
(range 44-125) and body mass index was 33.8 kg/m2 (range 19.5-55.9). 
Attendance rates were high; on average participants attended 92% 
of the programme; 60% of participants completed all sessions, 80% 
completed all but one session. This is substantially higher than 30-
50% attendance at standard education programmes locally. Patients 
experienced a reduction in HbA1c and an increase in self-assessed 
QOL of both statistical and clinical significance (HbA1c baseline: 61.9 
± 18.3 vs endpoint: 55.7 ± 12.4 mmol/mol, p=0.036; QOL baseline: 
68.5 ± 18.3 vs endpoint: 75.5 ± 16.8, p=0.01). These improvements 
are considerably greater than for existing programmes. A full-scale 
research trial of HEAL-D has been commissioned in south London.
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SUMMARY
Refocus is a new group education programme from Dorset 
Healthcare NHS Foundation Trust that provides both clinical and 
psychological benefits to people with Type 2 diabetes. Interim 
data from the diabetes transformation project year showed a 
significant improvement in patient activation level and reduction 
in diabetes distress after three months. Patients also experienced 
significant intentional weight loss and a reduction in HbA1c 
comparable to the introduction of a new diabetes medication, in 
comparison to a control group that experienced a rise in HbA1c.

INNOVATION
Before the Refocus programme the provision of Type 2 diabetes 
structured group education stopped a year after diagnosis in Dorset. 
Patient feedback showed that newly-diagnosed patients wanted the 
opportunity to return to a group refresher later. Audit of the initial 
programme showed that patients continued to experience a drop in 
average HbA1c up to a year after attending structured education, but 
three years on there was a 26% increase in patients with off-target 
HbA1c. Criteria for those selected for Refocus included: those with 
Type 2 diabetes one year or more post-diagnosis, HbA1c >58mmol/
mol, on one or more glucose-lowering agents (not insulin) and 
with a BMI >23mmol/l (overweight, including a lower BMI bracket 
for South Asian communities). The ethos of the programme was: to 
coach information from patients rather than to tell them; to allow 
the patients to influence the agenda and do lots of the talking; to 
use open questions, affirmations, reflections and summaries, and 
to listen to answers, clarify facts and dispel myths. The curriculum 
provided a modern forum of patient-led education and peer support. 
At the start of the session, patients prioritised topics as gold 
(highest priorities), silver (to cover if time available), or bronze 
(low priority) and dictated the order of the session. The dietitian 
covered mindful eating principles, including how to recognise hunger 
and satiety, other influences on eating and tools for managing 
these situations. Emphasis was taken away from self-judgement 
over right and wrong food choices, to a learning experience. 

Refocus: Type 2 Diabetes Refresher Education. 
A Dorset-wide Patient-led Programme

by Dorset Healthcare NHS Foundation Trust

METHOD
A new referral and booking pathway was set up. Healthcare 
professionals could refer by post or electronically. Refocus was 
advertised by posters sent to every Dorset surgery to put in waiting 
rooms and clinic rooms and handed out at locality multidisciplinary 
team (MDT) meetings. A5 flyers were available in both primary and 
secondary care venues. Email updates were sent to primary care 
staff. A Refocus administration pathway was created to enable 
future teams to duplicate the service. HbA1c, cholesterol, blood 
pressure, eGFR, weight, height, diabetes medications and medical 
history were checked by the dietetic lead prior to the session. 
Either a patient activation measure (PAM) or PAID survey was 
given at the start of the session to measure baseline activation 
or diabetes distress. A second copy was posted at three months 
with a blood form to repeat HbA1c and cholesterol. Patients were 
asked to self-report blood pressure and weight at three months. 
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This entry was commended for its patient-focus and adaptability to patient 
feedback. The judges were impressed by the focus on diabetes distress, and 

liked that the programme focused on revisiting education in patients who had 
established type 2 diabetes. The strong patient focus, the psychological aspect 

and good overall outcomes helped to create a successful diabetes education 
programme, and the judges commend the entrant on these successes.

“

”

JUDGES’ COMMENTS:

RESULTS
Of 596 referrals (June 2018 – March 2019) from Dorset GP practices, 
53 (8.7%) were rejected as they did not meet the criteria. The total 
number of attendees was 207 (38% of those invited) and ages 
ranged from 18-80. To date 68 patients have completed the three-
month follow up. The full data set continues to be collated. HbA1c 
has reduced by 8mmol/mol from a mean average of 67mmol/mol to 
59mmol/mol (p=0.01) (n=68). Patients that did not attend the session 
they had booked numbered 27 in the first 22 Refocus sessions. Mean 
average HbA1c of patients that did not attend increased by 9mmol/
mol (n=15) from 71mmol/mol to 80mmol/mol. Eight of the 21 patients 
(38%) that did not attend Refocus had also missed an appointment 
at their surgery in the past eight months (average HbA1c was out of 
target at 68mmol/mol). There was a 2.62kg (5.8lb) average reduction 
in weight (n=67) over an average of 16 weeks post-intervention. 
PAM scores for the first 59 patients that completed pre and post 
surveys were analysed, with 24 (40%) patients increasing their 
activation levels, 30 (51%) staying the same and five (9%) decreasing 
activation level. These patients were offered other support. The 
previous pilot curriculum had seen an average reduction of 2% in 
diabetes distress. However, the new, patient-led curriculum edition 
(n = 13) showed a higher average reduction of 7.7% and, of those 
experiencing severe diabetes distress (scoring over 40, n = 7), all 
resolved, with an average drop of 19.6%. There was no significant 
change for cholesterol and blood pressure between baseline and 
three months when analysing the first quarter of patients (n=50).

SUSTAINABILITY AND SPREAD
In regions with ongoing ICPCS funding, Refocus has continued and 
has been expanded to patients on insulin (called In-focus) and in-
target patients (called Focus on diabetes), with a single referral 
process. The other localities continue to receive Refocus sessions 
from current diabetes care providers in Dorset, but funding is 
needed to make this sustainable and to provide for demand. Nurse 
and dietetic staff have been trained to deliver Refocus across the 
county. Educators from the four Dorset Trusts were involved in 
writing the curriculum and meet regularly, the aim being to make 
them partners in the programme to ensure its continuation after 
the funding for project lead finished. The educators collaborate 
on the ethos of the programme and ensure consistency in the 
messages being taught. A key requirement from Dorset CCG is to 
have consistency of message and standardised quality of education 
across the county. The next step is to incorporate online education 
to the Refocus programme, in the form of HELP, which is being funded 
by NHS England nationwide. Refocus outcomes were presented at 
the WISDOM conference in June 2019. They will be presented at the 
next Wessex Diabetes Clinical Forum meeting and submitted for 
publication. An application for QISMET accreditation is underway.
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SUMMARY
X-PERT Health provides high quality and enjoyable structured 
education that allows people with diabetes to develop the knowledge, 
understanding, and confidence to take charge of their condition and 
improve overall health. Four structured education programmes are 
available; X-PERT Prevention of Diabetes, X-PERT Diabetes, X-PERT 
Weight and X-PERT Insulin. The X-PERT Insulin programme required 
updating with the new theme of ‘Reduce or Omit’, the focus being to 
prioritise healthy lifestyles and patient choice, helping people to reduce 
or omit their insulin requirements to manage blood glucose levels.

INNOVATION
Traditionally, education and advice for people taking insulin focuses on 
how much insulin is needed to match the food they are eating and physical 
activity levels. Being able to match insulin to lifestyle is important for 
diabetes management, but this approach often results in the perception 
that the quality and quantity of food consumed is not important as long 
as insulin is adjusted accordingly. Over time this can lead to worsening 
health and the need for more insulin, which increases risk of hypos, 
(further) insulin resistance, weight gain and health complications, and 
can negatively affect quality of life. The relaunched X-PERT Insulin 
programme helps people make personalised, appropriate lifestyle changes 
to reduce insulin requirements and thus improve long-term health. All 
X-PERT programmes are based on the theories of discovery learning 
(Brunner), facilitative learning (Rogers) and experimental learning (Kolb) 
to support empowerment and patient activation. They use a non-didactic 
approach, visual aids, and constructive learning to help attendees make 
their own informed decisions. The X-PERT Insulin programme is novel 
because it is the only national structured education programme that is 
suitable for people with Type 1 and Type 2 diabetes, and it is delivered 
over a longer period of time (six consecutive weekly sessions of 2.5 hours 
each), enabling messages to be introduced gradually and reiterated as 
necessary. The programme is facilitated by trained and quality-assured 
X-PERT educators, supporting NICE guidance for diabetes management 
in adults. The new programme is a creative solution centred on current 
evidence. It bridges gaps in existing care, and in the knowledge of many 
people with diabetes, by covering a range of lifestyle aspects that may 
impact on diabetes self-care, such as diet, physical activity, stress, 
sleep, carb counting, types of insulin, using insulin safely and living 
with diabetes. The programme offers dietary flexibility, providing an 
individualised, person-centred approach. In addition to the group sessions, 
each participant receives an X-PERT Insulin handbook. This includes 
information on each session and goal-setting exercises to help people 
make the right lifestyle changes. After the programme, participants are 
invited to attend update sessions to recap and to keep up to date with 
new information. A free online forum provides additional ongoing support, 
information and useful resources for both participants and educators.

Re-launch of the X-PERT Insulin 
Programme: Reduce or Omit

by X-PERT Health

METHOD
The X-PERT Insulin programme needed updating to help people to 
make lifestyle changes to help them reduce the amount of insulin 
they needed to take to manage their blood glucose levels. A literature 
search and critical appraisal of the research relating to diabetes and 
insulin treatment was undertaken to inform the new programme 
structure and content. The content was designed and written with 
specific learning outcomes assigned to each session. These included: 
understanding diabetes; nutrition; exploring insulin; carbohydrate and 
fat awareness; troubleshooting and physical activity. New resources (a 
patient handbook, an educator manual, labels and digital resources) 
were developed and an educator training programme was organised. 
The new programme was launched at a three-day educator training 
programme in Bexley (for Bexley Health Neighbourhood Care), in 
July 2017. All educators were required to sign a licence agreement 
which ensured data was uploaded to the audit database and a quality 
assurance assessment was completed within the first year of delivery. 
Educators were also required to attend a one-day training course 
every two years, to ensure they were up to date with new information, 
guidance and programme developments. X-PERT programmes are 
continuously audited, and a summary review is produced annually. 
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The Re-launch of the X-PERT insulin programme had a great focus on educating people 
with diabetes on their insulin requirements and re-imagining the whole approach to 

help people understand how they could reduce or even eliminate (for type 2 diabetes) 
insulin doses through diet and lifestyle change. This focus was a unique aspect of the 
programme, and helped to distinguish it from other entries within this category. Too 
often, when people with diabetes are started on insulin there is only a focus on initial 

education, which can lead to a cycle of ever increasing requirements over time.

“

”

JUDGES’ COMMENTS:

RESULTS
Results from the original X-PERT Insulin programme were compared 
to those of the relaunched version. Data collected over an 18-month 
period (1 January 2016-31 June 2017 for the old programme and 1 July 
2017-1 January 2019 for the relaunched programme) were used for 
this comparison. Since the relaunch, there has been a 14% increase 
in programmes delivered, a 45% increase in participants registered 
and an increase in those completing the programme (currently 81%). 
Wellbeing, captured via a validated empowerment questionnaire, 
demonstrated an 18.2% increase from baseline. Clinical markers, such 
as HbA1c, blood pressure and lipid results, also saw improvements. 
HbA1c reduced on average by 9.6mmol/mol (n=112) which was an 
improvement of 43% compared to the previous X-PERT Insulin audit 
results. Reductions of 2 mmHg systolic blood pressure and 2 mmHg 
diastolic (n=44) were also seen. Reductions in triglycerides and in 
triglyceride to HDL-C ratio, a strong indicator of an increased risk of 
cardiovascular disease, were seen (0.3 mmol/l and 0.5, respectively). 
These were both improvements on the previous X-PERT Insulin audit 
results. Additionally, 56% of patients had completely omitted or 
reduced their insulin requirements and 22% had reduced or omitted 
other diabetes medications. These results demonstrate that patients 
who attend the X-PERT Insulin programme improve glycaemic 
control, reduce or omit insulin (and other diabetes medication), 
and reduce cardiovascular risk factors through lifestyle change.

SUSTAINABILITY AND SPREAD
The relaunched X-PERT Insulin programme has led to substantial 
health improvements in course attendees. There has been a 50% 
increase in the number of organisations offering the programme 
since the relaunch (n=15), with more areas being commissioned. 
X-PERT Health holds a conference and awards ceremony 
annually, which is free for commissioners, managers, healthcare 
professionals and educators. The annual audit report is published 
at the conference and is also available on the X-PERT website, 
distributed widely through leaflets at conferences and included 
in X-PERT newsletters. The free online forums are available for 
continuous feedback, evaluation, support and information.



DIABETES EDUCATION PROGRAMMES – ADULTS

SUMMARY
West Hampshire Community Diabetes Service received Diabetes 
Transformation funding to improve outcomes for people living with 
diabetes (blood pressure, cholesterol and HbA1c). A primary care 
cluster model called WISDOM (West Hants Improving Shared Diabetes 
Outcome Measures) was designed, with quarterly meetings to target 
patients requiring treatment escalation. To support WISDOM, a 
new group education session called WISER (West Hants Interactive 
Structured Education Refresher), was introduced for Type 2 diabetes 
patients. The goal was to offer education to people who had not 
had access to education in the past or who were not achieving their 
treatment targets. The programme provided clear information about 
diabetes as a cardiovascular disease with particular focus on linking 
blood pressure, cholesterol and HbA1c. Help to make sustainable 
lifestyle changes and medication concordance were included.

INNOVATION
There was a clear gap in service provision for people living with Type 
2 Diabetes who had been diagnosed over a year and many people 
who attended the course have never received any education before. 
A three-hour session was deemed long enough to provide the key 
information, activities and group discussion, and helped accessibility 
for those who might struggle to attend a full-day course. The group 
teaching style included visual, auditory and kinaesthetic teaching 
methods for adults, in an informal and encouraging setting. Teaching 
resources were assessed by patients and included Diabetes UK 
and British Heart Foundation informative video clips, power point 
slides and the use of models, including foot and HbA1c, to explain 
points. WISER is clear that Type 2 diabetes is a cardiovascular 
disease and emphasises blood pressure, cholesterol and blood 
glucose targets with lifestyle changes and medication in order to 
lower cardiovascular risk. There is a focus on looking after feet 
and recognising problems, which was developed with a podiatrist. 
The psychology element of WISER means that well-explained 
information is backed up with an understanding of how to apply it 
to real lifestyle changes. As part of the wider WISDOM project, WISER 
uses motivational interviewing to encourage patients to speak 
openly and focuses on a positive approach. This bridges the gap 
between clinical diabetes appointments and patient education.
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WISER: Type 2 Diabetes Education to Support Self-Management

by West Hampshire Community Diabetes Service

METHOD
The WISER curriculum covers three areas: diabetes as a cardiovascular 
disease, developed by a Diabetes Specialist Nurse and delivered 
by a diabetes educator; dietetics: run by a dietitian (dual trained in 
psychotherapy), and lifestyle change. Participants are invited to ask 
questions at the start and the session is tailored accordingly. The 
risk to cardiovascular health is emphasised and attention paid to key 
markers, blood pressure, and cholesterol as well as blood glucose. 
Diabetes is presented as a self-managed condition and empowers 
participants to manage their condition through food, activity and self-
care, with links to support networks. Participants are encouraged to 
take a partnership approach with HCPs and have open conversations 
about options. Dietetics information includes information and 
messages about different food groups and the effects of foods on 
blood glucose control, blood pressure and cholesterol. Up-to-date 
dietary guidance is included, including how to aid remission, and 
specific diet plans are available. This interactive session uses a large 
food plate and food models to encourage discussion. The psychology 
section is taught by a qualified psychologist and focuses on lifestyle 
change to support self-management of diabetes. It uses cognitive 
behavioural therapy (CBT) methods and a tool to guide behaviour 
change. Psychological resources and local exercise and support 
groups are highlighted. Questionnaires before and after the session 
assess course satisfaction, including elements such as location/time of 
course/accessibility and communication, plus patients’ understanding 
about their condition, including blood pressure, cholesterol and HbA1c. 
A patient activation measure tool (PAM) was used on a sample of 
WISER participants to assess their pre- and three-month-post-course 
scores for confidence and empowerment to manage diabetes.

FIN
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RESULTS
A sample group of 27 participants gave permission for their HbA1c 
level up to three months after attending WISER to be compared to their 
starting HbA1c up to three months before the course. This showed 
a 63% improvement. There was an average reduction of 6mmol/
mol. Over a period of 14 months >600 people attended the sessions 
across West Hampshire. Numbers attending sessions have increased 
from approximately five per session to 10-15 per session. Evaluations 
showed that 97.8% rated the course as ‘very good’ and ‘good’, with 
>80% stating they knew how to manage their diabetes by end of the 
course. PAM scores from 37 responses to the three-month follow up 
after the session showed 22 people had improved their score. Of 14 
people who had a starting level <2, nine improved their level by at 
least one. WISER improved both knowledge and understanding and, 
importantly, PAM levels and therefore motivation to manage diabetes. 

SUSTAINABILITY AND SPREAD
WISER has been recommissioned as part of the service agreement 
for West Hampshire Community Diabetes Service for 2020. The CCG 
has recognised the need for WISER since the beginning of the WISDOM 
project to fill the gap in education for many people living with Type 2 
diabetes. North Hampshire CCG has commissioned WISER. New staff 
have been recruited to teach WISER in that area and the same training 
programme and competencies will be used to ensure consistency 
of teaching in Type 2 diabetes refresher education. Other localities 
are also interested in rolling out WISER. Outcomes were presented 
as a poster at the Diabetes UK professional conference 2019 and 
shared at the Primary Care Diabetes Society Professional Conference 
2018. One participant has agreed to be filmed by NHS England.

WISER is a worthwhile programme, with the core focus on re-education, an 
issue that is often not addressed for people with diabetes. The additional 

psychological support was particularly impressive, as mental health within 
diabetes care is often forgotten about. Psychological support is frequently 

seen in paediatrics, but it is lacking in adult services. This support is crucial for 
empowering patients in their knowledge of diabetes and aiding in focusing on a 
positive future. The judges also commended that the initiative was patient-led.

“

”

JUDGES’ COMMENTS:
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YOUNG PEOPLE AND EMERGING ADULTS

SUMMARY
While the structured education provided in diabetes for newly-
diagnosed families has been well attended at Hillingdon Hospital, 
refresher education for those diagnosed more than one year 
has always been poorly attended. By taking an innovative 
approach to existing clinic time, this education was delivered 
within an existing clinic structure, utilising both room and staff 
availability and optimising patient attendance. Self-management 
education is known to improve outcomes, as well as saving 
the hospital costs of an admission due to complications.

INNOVATION
Attendance at structured group education sessions is difficult, 
especially for families who have been living with diabetes for many 
years. Their willingness/motivation to attend hospital appointments 
more than the required four or five times per year can vary 
significantly. Education is particularly pertinent for patients aged 9-11 
years, who are transitioning towards high school and becoming more 
independent. In addition, patients who are very young at diagnosis 
often rely on the knowledge of their parents, who were given the 
initial education. The patient’s knowledge can be inadequate for 
several reasons: it may be outdated if evidence has changed since 
diagnosis; cognitive maturity will have changed, and parents may have 
misunderstood, developed bad habits, be using outdated information 
or be resistant to change. Clinic time is often used for immediate 
concerns rather than a preventative approach. Therefore, there is 
a gap in care provision, as the normal multidisciplinary team (MDT) 
clinic doesn’t always allow for in-depth educational updates and/
or adjust information to suit both the adult and the developmental 
stage of the child. Structured group education can be hampered by 
resource availability such as physical space, MDT time and staffing 
capacity, as well as session planning time. To overcome these issues 
an annual group clinic was designed to take place during the first 
quarter of the year in normal clinic hours in the same space and with 
the same staff. The existing, roughly age-banded, clinic structure 
was used to deliver the group clinic to patients aged 9-11 and their 
parents. Individual, age-appropriate lesson plans were developed for 
parents and young people covering the same theme. This structure 
also facilitated the inclusion of siblings. At the end of the group 
activity, families were seen briefly for a one-to-one appointment. 
The remaining three clinic appointments for each family were left 
as traditional MDT clinics. Patients have the group clinic structure 
for three consecutive years between the ages of nine and 11, which 
allows them and their parents to develop relationships that may 
continue to provide peer support beyond the clinic experience.

Turning MDT Clinic into a Group 
Experience for 9-11 Year Olds

by The Hillingdon Hospital

METHOD
All children (n=21) aged 9, 10 and 11 were identified for this intervention. 
They were divided into three groups of seven patients, loosely 
clustered according to age for each group clinic. Dates were confirmed 
with the MDT and the clinic staff and lesson plans were developed 
using the Novo Goals of Education. On arrival at the group clinic 
patient measurements (Hba1c, height, weight, blood glucose) were 
taken and meters downloaded. Information was recorded using a 
specifically-designed data sheet. Families were separated into two 
groups: young people and siblings in one group and parents in the 
other. Structured education was delivered for 60 minutes and included 
two topics. The children had practical sessions on ‘what is diabetes’ 
and ‘eating out away from parents’; the first was delivered using an 
obstacle course where the children were either food or insulin and 
moved through the body. This approach facilitated their understanding 
of the interaction and journey of glucose and insulin. For the second 
topic they could use the internet and fast food chain web sites. The 
parents’ group focused on understanding both the physiological 
and psychological changes that occur during adolescence and how 
these impact on diabetes management. This included small group 
work and larger group discussion. Afterwards, everyone was asked to 
complete feedback forms. At the end families were seen individually 
for a 10-15-minute consultation with a consultant paediatrician. 
Following each group session, the team met to review the process 
and small adjustments were made to the following group.



www.qualityincare.org/diabetes   60

This entry was a clear winner because of its clinical application and transferability, which 
has the potential to be widely replicable and beneficial for diabetes teams across the 

country. This entry took the standard MDT and made it into something completely new 
and different, by innovatively restructuring an existing quarterly clinic. The judges loved 

the creative thought that had gone into the activities for young people, and how the 
programme took the time to build relationships between the children and between the 

parents. Attendance and reported increase in parent knowledge was good, and there was 
a range of positive feedback from group participants and the healthcare professionals 
involved in the clinic. With demonstrable sustainability within best practice funding of 

clinics, and scope for application in other age groups and health conditions, the judges 
considered this well-written entry a worthy winner.

“
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JUDGES’ COMMENTS:

RESULTS
The consultation time in ‘normal’ clinics is limited to 30 minutes per 
family, with much of this time spent managing immediate concerns 
rather than taking a preventative approach. As well as improving the 
quality and quantity of structured education delivered to patients, 
the group structure provided efficiency by allowing 120 minutes of 
structured education to be received by seven families (840 minutes 
in total) within a 60-minute slot. While attendance figures may seem 
small, they account for 12% of the cohort, and it is envisaged that 
over 20% of patients will attend one or more group sessions over 
a three-year period. Only 3/21 patients cancelled or did not attend 
their appointments, which is a significant improvement on previous 
group education sessions. Parents reported that they learned a lot 
of new information, and that they enjoyed the format of the clinic.

SUSTAINABILITY AND SPREAD
As the clinic meets criteria for best practice funding of clinics, this 
is funded for the long term. The MDT stakeholders are committed 
to this structure as the standard of delivery while user feedback 
remains positive. The plan is to extend the group clinic to all age 
groups in time, making it a fully-integrated model. It is hoped 
that the 9-11-year-olds will become accustomed to the group 
experience, thereby facilitating engagement when they are older. 
Several paediatric departments in the hospital have expressed an 
interest in this style of clinic. The approach has been presented 
at the local paediatric diabetes network. This format opens up the 
possibility of caring for greater numbers of patients, once a culture 
of self-management education via group clinics is embedded.
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SUMMARY
The UK has over 500,000 people from Black, Asian and Minority Ethnic 
(BAME) communities living with diabetes, and a greater number at risk 
of developing it. When information, education or advice is culturally 
focused, outcomes for people with diabetes in BAME communities 
improve. BAME communities in North West London (NWL) wanted 
dietary information relating to food they recognised and advice in 
a format they could easily understand, but this information was not 
available. A collaboration was formed between Carbs & Cals and NWL 
Diabetes Sustainability and Transformation Plan (STP) to create a 
book for education and self-management in BAME communities.

INNOVATION
Dietary advice is important in enabling people to self-manage diabetes, 
but culturally-specific and relevant resources for BAME communities 
are limited. World Foods is the first comprehensive, visual guide to 
African, Arabic, Caribbean and South Asian foods. HCPs often lack 
knowledge on foods that are not from their own culture, resulting in 
poor communication with patients, and under-reporting of foods eaten. 
The book can be used by people with diabetes and their families, and 
also in clinic to facilitate effective conversations. Accurate nutritional 
information for foods from BAME communities is not readily available, 
so recipes were obtained from restaurants, caterers and local families 
in NWL. These were analysed and the nutritional values for each dish 
calculated. As the health literacy levels of the target group can be 
low, messaging in the book was kept simple, pictorial and culturally 
specific. This format ensures all information is practical and easy to 
implement, even with literacy and language barriers. Patients can 
recognise foods they eat, judge portion sizes and see possible effects 
on blood glucose levels, without having to read. Many people are not 
aware which foods contain carbs, or how these impact blood glucose 
levels. After much research and real-life testing, the carbs in each 
food portion in the book are presented using ‘blood glucose icons’, 
so patients visually understand the link between food they consume 
and blood glucose levels. The World Foods book was developed in 
Brent, NWL. This area has over 25,000 people with diabetes (and an 
almost equal number at risk of developing the condition), where 
ethnic minority groups form the majority of the population and have 
a higher prevalence of diabetes than the London average. The project 
was led by diabetes experts and is supported by Diabetes UK. 

World Foods: First Visual Carb Awareness 
Book for BAME Communities

by NWL Diabetes Transformation 
Programme Strategy and Transformation 
Team and Carbs & Cals

METHOD
First, a list was of foods commonly consumed in African, Arabic, 
Caribbean and South Asian communities in the UK was prepared, using 
extensive community engagement. A page layout was researched 
and designed and mock-ups were tested using visual online surveys 
(nationally) with HCPs and people with diabetes. Authentic foods 
were sourced for photoshoots, each photographed in three portion 
sizes, weighed out by a registered dietitian and HCP. Nutritional 
values were researched for all foods, using recipes from families, 
restaurants and caterers, product packaging and credible databases. 
The introduction was written to be relevant to BAME groups, reviewed 
by independent diabetes specialist dietitians and presented as 
simply and visually as possible. A test book was produced to gather 
feedback from HCPs and patients in clinic, specialist professional 
groups and conferences. The ‘blood glucose icon’ system tested 
successfully and was used in the final resource. The final book had 
an introduction, separate food sections for the four communities 
and a generic section of foods common across communities. 
The Carbs & Cals team ensured a high level of attention to detail, 
ensuring all images and data were presented accurately. Several 
HCPs, people with diabetes and others checked the final proof. 
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The judges loved this entry and were overwhelmingly impressed with the tailored 
content which has a hugely beneficial impact for the targeted demographic. The focus on 
collaboration with and the input from BAME communities in helping create the book was 
great and truly impactful. The fact that the entrants went out into different communities 
to gain feedback and input was an excellent example of beneficial collaboration. There is 
nothing like this out there and the judges felt that it was needed to fill this overwhelming 
gap in carb awareness. The execution and final product is slick, with a great patient focus 

and demonstrable continued success.

“

”

JUDGES’ COMMENTS:

RESULTS
In total, 10,000 copies were printed and World Foods was launched 
at the Diabetes UK conference in March 2019, with a one-hour 
presentation by the authors. In the first three months 3,000 
copies sold, with a further 3,500 disseminated throughout NWL 
CCGs. It is being used nationwide and recommended by HCPs, 
including educators in DAFNE and DESMOND structured education 
programmes. A National Diabetes Prevention Programme provider 
has announced that it will soon be using the book as one of its key 
resources. There has been interest from HCPs and academics abroad 
to collaborate on projects and research on the book’s impact. HCPs 
and BAME communities now have a resource that was not available 
previously. Patients are more engaged, enhancing discussions and 
saving time in clinic and public health sessions. HCPs are educated 
on foods they were not familiar with, improving confidence. They 
can have more accurate discussions about typical food intake as 
patients can indicate portion sizes to HCPs using images. Patients 
have an effective, easy-to-understand resource to familiarise 
themselves with carb content, the effect of traditional foods on 
blood glucose, and a portion size guide that they can use at home.

SUSTAINABILITY AND SPREAD
Carbs & Cals has published books for nine years and is committed 
to publishing in the long term. World Foods is now a self-funding 
project, meaning sales income can be used to repackage and 
develop content for further use and resources. In the UK, this 
means: flashcards and posters to support education courses; books 
translated into local languages (e.g. Hindi, Urdu, Tamil, Arabic); a 
recipe book with healthy versions of traditional cultural foods, plus 
potential to be used in NDPP, DAFNE, DESMOND, X-PERT and other 
structured education courses for BAME communities. The book is 
already being used overseas and the Baqai Institute of Diabetology 
& Endocrinology in Pakistan is planning a study on how it can 
improve compliance and behaviour change; it is hoped to license 
book rights for publication in other countries. Other digital diabetes 
education programmes could use World Foods photos and data.
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DIABETES COLLABORATION INITIATIVE OF THE YEAR – ADULTS

SUMMARY
‘Seven thousand feet’ was an exhibition and series of events 
about diabetes (causes, prevention, management and insight 
into patient lives). This collaborative and innovative project 
brought together diverse stakeholders to engage with the public 
in Greater Manchester about diabetes, through visual artworks 
and associated science exhibits and activities. The exhibition title 
reflected the number of people in the UK undergoing diabetes-
related amputations annually and featured 7,000 single, donated 
socks. It took place at Manchester Central Library during the 11-day 
Manchester Science Festival (MSF) in October 2018, running on until 
World Diabetes Day on 14 November. Artworks were later displayed 
at the 2019 Diabetes UK conference. Almost 2,000 members of 
the public and a wide range of diabetes healthcare professionals 
saw it. This novel approach was a cost-effective way to raise 
awareness of diabetes as a public engagement and behavioural 
change activity that was well received by the local population.

INNOVATION
The idea was conceived in early 2017 by North West artist Christine 
Wilcox-Baker and Dr Martin Rutter, senior lecturer in cardiometabolic 
medicine and honorary consultant physician at Manchester NHS 
Foundation Trust. They recognised the challenges of traditional 
approaches when encouraging the healthy lifestyle and behaviour 
changes needed to prevent and manage diabetes effectively. They 
wanted an original way to engage both people diagnosed with, or 
at risk of, diabetes and the general public, the majority of whom 
remain unconcerned about the impact of their current lifestyle on 
their risk of developing diabetes. They wished to generate discussion 
about diabetes away from the traditional health environment and 
help the public reflect and identify how lifestyle behaviour changes 
could reduce their risk of developing Type 2 diabetes. They wanted 
to educate, promote self-management to those with diabetes 
and highlight how health research can discover the best ways to 
prevent, diagnose and manage the condition. Wilcox-Baker and 
Rutter brought together clinicians, scientists and artists to create 
visual messages to engage with the Greater Manchester public. 
Consultation with healthcare professionals, Diabetes UK and industry 
suggested significant interest. The annual MSF was identified as ideal 
for the project as it attracts over 130,000 people, of all ages and 
backgrounds, and receives local, national and international publicity. 
‘Seven thousand feet’ was the name of the main exhibit, comprising 
a large installation of over 7,000 single, donated socks, each 
representing a lower limb amputation as a consequence of diabetes.

Seven Thousand Feet – Exhibition, Events and Engagement

by Artist Christine Wilcox-Baker in collaboration with NIHR 
Clinical Research Network Greater Manchester, Salford Royal NHS 
Foundation Trust, Manchester NHS Foundation Trust, Manchester 
Metropolitan University and University of Manchester

METHOD
Methodologies used to evaluate the project included: an initial survey 
and semi-structured interviews with local residents living with 
diabetes to shape the exhibition; a pre-event online quiz to obtain 
baseline data on knowledge of diabetes and complications; capture 
of visitor numbers to the exhibition and events; knowledge-based 
questionnaires and coding of themes from qualitative feedback 
cards distributed throughout the exhibition using a spot-check and 
sampling technique to capture responses and changes in knowledge 
and behaviour; a quiz at the Best Foot Forward investigation day to 
assess learning outcomes; noting numbers of people undertaking 
HbA1c testing (World Diabetes Day); social media analytics (exhibition, 
collaborative partner organisations); a post-exhibition focus group and 
interviews to gather qualitative feedback and attitudes; self-evaluation 
by project partners to establish the benefits of collaboration 
and long-term impacts, plus a review of MSF evaluation data.
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This innovative idea demonstrated a great collaboration between healthcare and 
art, with a great focus on impact, for people with diabetes and for the unaware 

public. The exhibition was a great way of educating the public, and also makes the 
subject matter less scary, whilst at the same time showcasing the hidden horror 
of amputation associated with diabetes. It is a very effective collaboration that 

has the ‘wow’ factor and is different to anything else out there. The fact that this 
project was inclusive of everyone, regardless of if they are familiar with diabetes 

care or not, was a completely different way of raising awareness for the often 
hidden reality of limb amputation associated with diabetes.

“

”

JUDGES’ COMMENTS:

RESULTS
Around 900 visitors attended the exhibition during the MSF, with 
an additional 200 attending daily activities and 500 going to Best 
Foot Forward. Another aspect of the event, the Diabetes Tech Fest, 
attracted approximately 300 adults and 400 children. A further 
1,000+ visited between the close of the MSF and the exhibition ending 
with the World Diabetes Day celebration. The Best Foot Forward 
quiz suggested visitor knowledge about foot complications and 
motivational behaviours for a healthy lifestyle had increased on 
leaving the event: 80%+ correctly identified ‘balanced healthy diet’ 
and ‘physical activity’ to prevent Type 2 diabetes; 52% identified loss 
of touch as the reason neuropathy can be dangerous; 122 comments 
(8.1% response) from the 1,850 most engaged visitors indicated that 
41% had new or deeper knowledge of diabetes. Many comments 
highlighted the main installation as a powerful way to demonstrate 
the shocking reality of amputation. Extrapolating to the total number 
of engaged visitors meant 33-50% deepened their knowledge about 
diabetes, 36% indicated greater empathy towards people living with 
the condition and 17% indicated an intention to change their lifestyles. 
Around 40 people had a ‘diabetes risk score’ and HbA1c test on World 
Diabetes Day. A large proportion suggested pre-diabetes and were 
advised to visit their GP. Based on local diabetes prevalence data, it is 
estimated that the exhibition reached at least 224 adults living with 
diagnosed diabetes and a further 224 people at risk. Social media 
analytics from ‘Seven thousand feet’ accounts demonstrated a high 
engagement rate. The exhibition attracted a significant amount of 
media coverage and was commended in the University of Manchester 
‘Making a Difference Awards for Social Responsibility’ 2018.

SUSTAINABILITY AND SPREAD
The exhibits are available for use by healthcare professionals to 
support their work with patients. Research for the Future (RftF) 
plans to use the Fascinating Family exhibit – speaking figures 
which convey health messages – to engage with the public to open 
conversations about diabetes research. The vascular assessment 
team will use the character ‘Jack’ at patient events. The artist is 
in contact with Diabetes UK, conference delegates and exhibitors 
who expressed interest in using the artworks at future events. A 
University of Manchester student developed a website to showcase 
the exhibition as part of her degree coursework and this and the 
artworks are still being promoted to further extend the project. 
The plan is to maintain project momentum, seek funding for further 
development/tours and ensure this effective route to patient and 
public engagement around diabetes continues to have an impact.
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DIABETES COLLABORATION INITIATIVE OF THE YEAR – ADULTS

SUMMARY
More than 75% of people with diabetes (PwD) live in low- and middle-
income countries and recent global trends show an alarming increase 
in vision loss from diabetic retinopathy (DR), highlighting the need 
to build capacity and strengthen diabetic eye health services at 
national level. Diabetic eye health services within the NHS provide a 
unique insight into a health systems approach for the prevention of 
vision loss. This initiative aimed to share evidence and good practice 
for the prevention of visual loss from diabetic eye diseases globally 
via the open online course, ‘Diabetic Eye Disease’ (DED), for health 
professionals around the world working in local diabetic services.

INNOVATION
Efforts to improve population health require both health-system 
and patient-level approaches. Inequality in the access, availability 
and delivery of care for PwD, particularly in low- and middle-income 
settings, remains a widespread concern. Health professionals are 
further challenged by the lack of availability of, and limited access 
to, appropriate training resources and the high cost of training. The 
plan was to assist diabetic eye care services through an open, online 
course. Central to the approach was collaboration between diverse 
groups: the funder, The Queen Elizabeth Diamond Jubilee Trust, clinical 
and public health experts (NHS and globally), education leads (London 
School of Hygiene and Tropical Medicine [LSHTM], FutureLearn) and 
educational technology experts. A steering group was established to 
identify best practice in health systems and relevant global guidance 
in public health for diabetic eye diseases, to develop an appropriate 
learning design and content and deliver the open content online. 
Focus was placed on the learner experience and the quality of the 
content. An open copyright licence was applied in order to deliver a 
‘cascadable’ learning and teaching opportunity for participants to 
use, reuse and adapt for a local level. In order to engage a wide range 
of target learners, the training was delivered online and was free 
to access for all. This offered a unique learning space for a diverse 
range of participants, from eye health professionals to PwD. The 
learning was designed to be relevant and applicable to the whole 
team involved in the delivery of care for PwD, as part of the Massive 
Open Online Course (MOOC). The principles of universal design were 
applied, with multiple means of engagement, representations and 
expression provided. Learning tools included videos, animations, 
articles, infographics, quizzes and a hypothetical case study. 

Diabetic Eye Disease: Building Capacity to Prevent Blindness

by London School of Hygiene and Tropical Medicine 
(LSHTM), International Centre for Eye Health

METHOD
The four-week course was developed with experts from NHS DR 
screening services and global advisers, to ensure it was relevant, 
high quality and had shared ownership. It was based on the NHS DR 
screening model at a national level, as best practice, along with global 
guidelines from the World Health Organisation and International 
Council of Ophthalmology. Each week of the course was assigned an 
external consultant who worked with the lead educator and learning 
technologist. The course is accessed via the FutureLearn platform and 
covers: classification, natural history, epidemiology and complications 
of diabetes mellitus and diabetic eye disease, in particular DR; the 
impact of diabetic eye disease on the individual, society and health 
services; public health and screening for diabetic eye disease; 
partnerships and a team approach to prevent blindness from DR; DR 
screening and grading services; treatment protocols and guidelines 
for DR in high- and low-resourced health systems, plus monitoring and 
evaluation approaches for DR screening. Maximising opportunities for 
learning among diverse learners was achieved through: a globally-
accessible online platform; offering multiple means of engagement, 
representation and expression; content designed for applicability 
across multiple countries and settings, such as use of plain English 
and non-culturally-specific graphics, captions and clear audio; 
encouraging learners to develop their thinking through note taking, 
reflection and dialogue; targeted digital marketing to engage intended 
audiences; extended dialogue on the course through facilitation 
by subject experts, local practitioners and LSHTM alumni, as well 
as offering freely-downloadable content for areas with restricted 
internet access and further teaching and learning access offline. 
Learners can navigate the content as needed, at their own pace. 
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This entry was impressive in its international scope with a great focus on low 
income countries. There is unmet need globally in recognising sight complications 
associated with diabetes, and the initiative recognises that healthcare systems in 
certain countries lack awareness around this area. The collaboration between a 
global network of professionals to create this initiative and raise awareness, as 

well as improving education and standards, is truly beneficial.

“

”

JUDGES’ COMMENTS:

RESULTS
A total of 74 learning steps was created and delivered through 
a variety of formats. Direct social/conversational learning was 
supported at the end of each step through the comments section, 
which allowed peer-to-peer interaction facilitated by course 
mentors and the lead educators. A hypothetical planning case study 
enabled participants to relate their practical experiences to the 
needs of the health system and to apply their learning. A total of 
3,401 participants from 153 countries enrolled on the course in Oct 
2018 and January 2019. Of these, 56.3% were from low- or middle-
income countries. Flexible enrolment and participation enabled a 
wide range of learners to use the course. They could complete all 
74 learning steps, self-select steps, learn as a team, or download 
content for local training. Users included PwD, allied eye health 
providers, health system managers and ophthalmic specialists.

SUSTAINABILITY AND SPREAD
The course has been disseminated by the Commonwealth Eye Health 
Consortium. It is also a direct resource for the DRNET VISION 2020 
Links Programme. The plan is to run the course at least twice a year. 
Regular content updates will be implemented as required, following 
annual review with experts in the steering group. To support educators 
in the practice of open education there is a webinar series link 
available, along with articles in the Community Eye health Journal. The 
courses are supported with a multi-pronged marketing strategy and 
social media coverage. The long-term impact of the course will be 
assessed at the end of 2019 using a value creation framework tool.
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CHILDREN, YOUNG PEOPLE AND EMERGING ADULTS

SUMMARY
NICE guidance and the Diabetes Delivery Plan for Wales recognise 
prompt diagnosis of Type 1 diabetes (T1D) in children as a priority. The 
National Paediatric Diabetes Audit (NPDA) also made recommendations 
regarding early diagnosis of T1D, to reduce the number of children 
and young people (CYP) in diabetic ketoacidosis (DKA) at the point 
of diagnosis (about 25%). Most CYP presenting for the first time 
with signs of T1D are seen in primary care. However, T1D remains a 
relatively uncommon diagnosis in this setting and delays can occur. 
A quality improvement (QI) project was initiated in the Cardiff & 
Vale University Health Board (CVUHB) with the Children and Young 
People’s Wales Diabetes Network (CYPWDN). Primary care healthcare 
professionals (HCPs) outlined the challenges they faced. A clinical 
referral pathway for the diagnosis of diabetes in CYP in CVUHB was 
established, backed by teaching programmes and reflective learning.

INNOVATION
Research suggests that raising awareness of symptoms of new-
onset T1D among HCPs and the public can reduce the rate of DKA at 
diagnosis in children. In 2017, stakeholders in CVUHB and the CYPWDN, 
started a scoping exercise to identify the barriers to diagnosing 
children and young people with T1D in primary care and working on 
solutions with clinical leads and GPs. The barriers identified included 
a lack of a clear referral pathway, unwillingness to refer ‘just in 
case’, plus lack of sustained training to bridge gaps in knowledge, 
including investigations such as fasting blood glucose or HbA1c, and 
lack of blood glucose meters. Collaborative working with the Primary 
Community & Intermediate Care (PCIC) team addressed each problem. 
The new referral pathway and all aspects of the QI initiative gained 
Local Medical Committee approval and introduction in January 
2018. Correct and incorrect diagnostic procedures were noted and 
communicated to the primary care team following each new diagnosis. 
Patient incident report and adverse event reporting forms (Datix) 
were completed in partnership with the primary care team, with 
reasons for delay investigated by the PCIC team and reflections by 
the HCP and change in practice encouraged. Diabetes education has 
been embedded in the Cardiff Protected Education Teaching (CPET) 
sessions for HCPs in primary care and Out-of-Hours GP teaching. 

Quality Improvement Innovation to 
Improve Early Diagnosis of Type 1 Diabetes 
in Children and Young People

by Noah’s Ark Children’s Hospital for Wales, 
Cardiff & Vale University Health Board

METHOD
Delay in diagnosing CYP with T1D can potentially lead to the life-
threatening complication of DKA, which affects approximately 25% 
of newly-diagnosed children. DKA is the most common cause of 
death in children with diabetes and carries the risk of long-term 
morbidity. Previous awareness-raising campaigns in Wales had 
variable success. This could be due to a lack of sustained change 
and ongoing training of HCPs, as well as lack of public awareness. 
The barriers faced by HCPs in primary care were identified and 
QI initiatives were developed to improve timely diagnosis. This 
included a referral pathway, feedback tools and training. Two 
audits were carried out, the first covering 2017, pre-change, and 
the second post adoption of QI changes in January 2018. Feedback 
from the primary care teaching sessions was also reviewed.
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This entry stood out because of its focus on improving the early stages of care in 
diagnosis of children and young people with type 1 diabetes. Being diagnosed in DKA is a 
traumatic experience and occurs often. This is often an awful experience, not only for the 
children and young people, but for their family. This entry is a good role model for other 
areas to pick up and run with and the collaboration addresses the lack of knowledge we 

sometimes see in primary care providers. It demonstrated a great impact in primary care 
and raised awareness in an area where there can often be a complete lack.

“

”

JUDGES’ COMMENTS:

RESULTS
Before the QI initiative (2017), The Children’s Hospital for Wales had 
22 CYP newly-diagnosed with T1D, 19 of whom presented to primary 
care and four were in DKA; ten had point-of-care (POC) (immediate) 
testing, finger prick blood glucose (BG) testing and two had a urine test. 
Three had fasting BG, resulting in delays. Three of the four in DKA had 
delayed diagnoses. After the QI initiatives (2018), the hospital had 32 
CYP newly diagnosed with diabetes, 22 of whom presented to primary 
care, with six of them in DKA. Seventeen of the 22 had a POC finger 
prick BG test and three had a urine test. Five of the six in DKA were so 
at first presentation to primary care, had POC testing and were referred 
promptly to secondary care. Post QI initiatives, 91% had POC finger 
prick blood glucose or urine testing and prompt referral to secondary 
care, compared to 63% pre-change in 2017. This pathway has been 
well received with more than 160 GPs directly engaged in its rollout in 
CVUHB. Feedback from the teaching sessions continues to be collected 
and evaluated. A clear improvement in prompt diagnosis of T1D in CYP 
has been demonstrated following the QI initiatives between primary and 
secondary care in the CVUHB. This has a huge impact on CYP and families 
with T1D as they are seen on the same day of diagnosis by the paediatric 
diabetic multidisciplinary team and treatment and education can be 
commenced quickly. DKA at diagnosis of diabetes can be considered 
as a quality indicator in its own right, as it may reflect the speed with 
which diabetes is diagnosed by HCPs prior to referral to secondary care. 
DKA is potentially life-threatening, results in HDU/ITU care and also has 
a long-term impact on diabetes care. This has a huge financial burden 
on the NHS and psychological impact on the CYP and their families. This 
QI project is a low-cost initiative which highlights collaborative working 
between primary and secondary care. The outcomes benefit both CYP 
with T1D and NHS costs. A reduced incidence of DKA at diagnosis cannot 
be demonstrated yet due to the small numbers. However, sustained 
training for HCPs, continued collaborative partnership working with 
primary care, reflective learning/incident reporting and continued use of 
the referral pathway should demonstrate a reduced incidence over time.

SUSTAINABILITY AND SPREAD
The deputy Chief Medical Officer for Wales has recommended that 
the referral pathway is rolled out across Wales in all the health 
boards. The QI innovation has been extended across the Children 
and Young people’s Wales Diabetes Network. Pathway handbooks 
have been distributed to diabetes teams across Wales. A ‘task 
and finish’ group has been formed with current stakeholders and 
includes a public awareness campaign led by diabetes UK Cymru.
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SUMMARY
NHS Wales wanted to provide a comprehensive national young 
adult service for people with diabetes, covering the time between 
leaving paediatric services and the age of 25. The Standards were 
created as a best practice reference for Welsh health boards to 
follow to develop services that met the holistic needs of this group. 
All recommendations were based on good practice observed in 
Wales and beyond, with learning taken from specialist health 
care professionals across paediatric and adult services and co-
produced with people living with diabetes and their families.

INNOVATION
The Standards were published by the first Diabetes Transitional Care 
National Co-ordinator, who was appointed in June 2016 to lead the 
project. The services needed to be engaging, encouraging young 
adults to attend to help them manage their diabetes, understand 
where to get help and achieve better targets. Different methods 
were used to get feedback from the target group, including: face-
to-face contact around clinic appointments across different health 
boards; holding #Type1Meetups across Wales; surveys; social media; 
diabetes teams asking children, young people and families for 
feedback; telephone calls; Email; special appointments organised 
with young people who were at risk of disengaging; a young adult 
feedback panel and coffee (the best ideas came from cups of coffee 
with young people and no set agenda). Taking into account the 
views of service users and staff meant the Standards covered topics 
that ranged from education to psychology input, mental health to 
eating disorders, insulin omission to receiving healthcare when 
pregnant, being inclusive to the LGBT+ population to being cared for 
in prison, as well as changes that would benefit service improvement, 
planning and structure and advice for parents and carers. 

National Standards for Diabetes Transitional 
Care and Young Adult Service

by NHS Wales

METHOD
Research and scoping of current practice across Wales showed 
variation in care. Challenges included services that lacked dedicated 
clinics for this age group, transfers by letter, and teams struggling to 
achieve staff engagement for joint clinics. In contrast, best practice 
featured a two-year process, subtle changes in paediatric to adult-
led consultation, with continuity in nursing staff, dietetic input, a 
psychologist and good outcomes. Staff gave their views on current 
services and barriers, with solutions to common problems included in 
the recommendations. Examples include service restructure, guidance 
to increase engagement, improved waiting room environments 
and the care process structure, age-appropriate information 
and education on diabetes and life topics, and better methods of 
communication, including the use of language. A National Transition 
Working Group was established to use the local expertise of the group 
to inform what was needed at national level to implement change. 
The artwork was a result of contributions from service users.

DIABETES COLLABORATION INITIATIVE OF THE YEAR – 
CHILDREN, YOUNG PEOPLE AND EMERGING ADULTS
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This was an impressive collaboration which set out to improve the national standards 
of transition, which can be a messy process. The judges were impressed with this entry, 
and commend how those involved in creating the initiative recognised the unmet need 
in this area, and set about to transform standards for this vital step in the progression 

of treatment for young adults with diabetes. It was also very refreshing to see the input 
from stakeholders, which ensured that the content of the entry was determined by those 

professionals who would be using the standards in practice.

“

”

JUDGES’ COMMENTS:

RESULTS
The All Wales Diabetes Implementation Group (AWDIG) included 
implementation of the Standards in its Integrated Medium-Term 
Plan for 2018/19, making it a top-three priority that all health boards 
in Wales are expected to use. Having a dedicated Transitional 
Care Co-ordinator ensures support on applying the Standards is 
available remotely via telephone, email or in person. The Standards 
have created change in care for young adults in Wales, in an area 
that historically has had problems, with young adults reporting 
feeling lost, and staff reporting great difficulties. Since publication, 
transitional care is now itemised on diabetes planning and delivery 
group agendas; service managers are invited to see what they can 
do to improve services; paediatrics and adult services work closer 
together; centres have allocated specific staff who meet regularly 
to discuss cases and service improvement; staff attitudes towards 
young adults have improved; clinic waiting rooms have been renovated 
and made more appropriate; there has been increased service user 
involvement in service development, plus there has been joint working 
between diabetes and eating disorder teams. The recommendations 
in the Standards are starting to be implemented by health boards, 
resulting in visible and significant improvements in services, with 
positive feedback from service users and their families. At a local 
level, examples include: improving clinic structure, engagement and 
attendance; running joint clinics and young adult clinics; holding 
regular joint team meetings; joint service improvement projects and 
collaborative working between paediatrics and adults; improving 

SUSTAINABILITY AND SPREAD
Funding for the Transitional Care Co-ordinator post has been 
extended annually since 2016, with a two-year period awarded from 
March 2019 until March 2020. All health boards will be reviewed 
against the Standards during this time, which demonstrates the 
commitment from the AWDIG in wanting the recommendations 
adopted Wales-wide. Presentations about transitional care 
outside of diabetes are being made to other networks struggling 
in this area. The Standards have been shared as examples of 
good practice on slides at the Diabetes Professional Conference 
2019, the NPDA in Leeds, as part of Diabetes UK QI Projects 
and as part of Diabetes UK Cymru’s #ItsMissing campaign.

waiting rooms; creating a more welcoming atmosphere; changing 
methods of communication so they are more appropriate to young 
adults; more use of positive language in diabetes care; diabetes youth 
workers are employed in three health boards, plus use of the Standards 
in business cases that secured a principal clinical psychologist to work 
in the young adult service. In January 2019 the Transitional Care Co-
ordinator and staff from Cwm Taf Health Board were invited to present 
their service improvements at the NPDA conference in Leeds. Service 
users reported feeling more prepared before transferring their care, 
parents felt less anxious and more involved in understanding the 
changes ahead, the standard of education was better and staff were 
more concerned about them and their quality of life than before.



SUMMARY
JDRF, the Type 1 diabetes charity, and Diabetes UK teamed up with 
Norfolk and Norwich NHS Trust (led by Dr Swe Myint) to conduct a 
survey of the provision of diabetes care in UK universities and patients’ 
perceptions of their university diabetes care. The aim was to offer a 
collaborative, online University Toolkit for those with Type 1 diabetes 
studying at, or planning to attend, university. The key message of the 
online resource is that Type 1 diabetes is not an obstacle to university 
life. The toolkit helps patients to look after their condition effectively, 
so that they can make the most of their time at university. The online 
platform has sections covering: planning and preparing for university; 
UCAS and student support; accessing GP and specialist care; insulin 
storage and supplies; new friends; food; exams and stress; alcohol; 
smoking and drugs; sex and relationships; managing sick days; new 
routines; insulin pump users; emotional wellbeing; studying abroad; 
exercise; safe driving; advice and help, plus downloadable guides for 
friends or flatmates and a healthcare professional transfer letter.

INNOVATION
JDRF started developing a University Toolkit in 2016 and became 
aware, through local engagement at a transition conference, that 
Dr Myint was working with Diabetes UK to offer a resource for the 
Type 1 community focused on university. A meeting was arranged 
in Norwich to discuss collaboration and ensure that resources were 
not duplicated and efforts and budgets were not wasted. Everyone 
wanted the final resource to be as thorough and beneficial as 
possible to those affected by Type 1. The original toolkit planning 
was led mostly by volunteers and lots of work went into creating 
content and a structured list of university student services/
disability teams to feed into a structured marketing plan. Social 
media messaging relevant for the audience was a part of the plan.
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University Toolkit Collaboration Between 
JDRF, NHS England and Diabetes UK

by JDRF UK

METHOD
The first meeting was productive and the three organisations, 
supported by a patient with Type 1 at all collaboration meetings, 
decided to work together on the content and style of the toolkit. The 
NHS team and Diabetes UK loved the look and feel of the existing 
toolkit and agreed to work together to review and add new content. 
As a result, the content has undergone many revisions and changes 
to offer an exhaustive structured platform for all topics important 
to the university audience. Students, graduates, parents, healthcare 
professionals and JDRF staff and volunteers have all had input. It 
has also been supported by the research work of Dr Myint and her 
team at Norfolk and Norwich University Hospital. For the national 
survey, 865 current UK university students aged 18-24 with Type 
1 diabetes were invited to complete a structured questionnaire. 
Of these, 584 (31%), from 64 hospitals and 37 university medical 
practices completed it. It was revealed that 62% had maintained 
routine diabetes care with their home team, while 32% moved to 
the university provider. Since starting university, 63% reported that 
it was harder to manage their diabetes and 44% reported higher 
HbA1c levels. At university, 52% had frequent hypoglycaemia, 9.6% 
reported one or more episodes of severe hypoglycaemia and 26% 
had diabetes-related hospital admissions. Female students, and 
those who changed healthcare provider, were approximately twice 
as likely to report poor glycaemic control, emergency hospital 
admissions and frequent hypoglycaemia. Females were more likely 
than males to report stress, illness and weight management issues 
as barriers to self-care. Despite these difficulties, 91% of respondents 
never, or rarely, contacted university support services about their 
diabetes. Users have been involved with the content and design of 
the toolkit at all stages, via meetings at universities and attendance 
at the 2017 RAG National Student Fundraising conference.
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RESULTS
To reinforce the message that Type 1 diabetes is not an obstacle to 
university life, the toolkit has been made as user friendly as possible. 
User feedback and focus groups showed that students wanted 
information electronically that was easy to access via the internet 
on various platforms (browser, tablet, phone etc). The toolkit is 
compatible with all formats and offers downloadable PDFs of each 
section. The tabbed layout of the home page, similar to an iPhone 
home screen, makes accessing relevant information quick and 
easy. There is also a smart search function. The marketing teams at 
Diabetes UK and JDRF worked collaboratively to agree on a structured 
marketing plan for the launch on 17 August 2018. Usage statistics 
from launch to 3 May 2019 showed: 4,119 visits; 11,532 page views; 
pages viewed per session: 2.8; average session duration: 1 minute 48 
seconds; new visitors (never visited before): 91%; location: 63% UK, 
21% US; devices: mobile 46%, desktop 45%, tablet 8%, and the top 
nine pages visited after the ‘Home’ page were: drugs and smoking, 
planning for university, alcohol, sex, contacting the university ahead 
of time, insulin storage, food, downloads, exams and stress. 

SUSTAINABILITY AND SPREAD
The collaboration has saved any spend by Diabetes UK and the NHS. 
The original JDRF University Toolkit was funded by the Monument 
Trust, and updates were managed within the budget utilising in-house 
expertise. All content and website back-end changes were made by 
JDRF staff to minimise costs. The resource has been publicised in 
the media and feedback from healthcare professionals, university 
welfare officers and students suggests it is, and will continue to be, 
a valuable asset for students with Type 1 diabetes at university. 

The University Toolkit was a true, unique collaboration which demonstrated an 
impressive use of technology. There was good feedback from healthcare professionals 
and it showed strong innovation in its methods of collaboration. The synergy between 
the different organisations involved was a great example of working across barriers 

between separate groups to create benefits for people living with diabetes.
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