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

Meanwhile, as financial constraints continue to 
impact on 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 innovative 
and outstanding clinical practice across the UK and 
highlight the vital contribution made by local teams 
and individuals.
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 
UK, the Diabetes Inpatient Specialist Nurse (DISN) 
UK Group, JDRFthe type 1 diabetes charity, 
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 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 2018, grouped under the following categories:
•	 NHS England Outstanding Contribution Award for Services in Diabetes
•	 Best Practice Dissemination and Sustainability Award
•	 Patient Care Pathway, Generic or Specialist – Adults
•	 Diabetes Team Initiative of the Year
•	 Diabetes Collaboration of the Year – Adults
•	 Prevention and Early Diagnosis Type 2 Diabetes
•	 Diabetes Education Programmes – Adults
•	 Diabetes Education Programmes – Children, Young People and Emerging Adults
•	 Type 1 Specialist Service – 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 has an 85 year commitment 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.

“I am delighted to welcome back QiC Diabetes to 
Sanofi for an eighth 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.”

“As the General Manager of Sanofi Diabetes and Cardiovascular 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,  
Diabetes & Cardiovascular

Karen Stoddart,  
Acting Diabetes Marketing Director

sponsor: sanofi
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Judging Leads

Dr Carlo Acerini 
Chair of Regional Diabetes East of 
England, CYPD Network

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

Dr Whittang Cheung
SPR Trainee and Treasurer YDEF, 
NW Deanery London

Anne Claydon
Diabetes Nurse Consultant,  
Barts Health

Ben Collins
Project Director Policy,  
The Kings Fund

Dr Pash Dhindsa
Diabetes Dietitian, Community Nutrition & Dietetics,  
Derby Hospitals Foundation Trust

Dr Tunde Falode
General Manager Diabetes & Cardiovascular,  
Sanofi UK & Ireland

Dr Kate Fayers
Consultant Diabetologist,  
West Hampshire Community Diabetes Service

Dr Chris Gardner
Chair of Regional Diabetes Network 
North West, CYPD Network

Roselle Herring
Consultant in Endocrinology and Diabetes,  
Royal Surrey Hospital

Adele Holcombe
Specialist Diabetes Dietitian / Practitioner 
North East Essex Diabetes Service

Dr Krystyna Matyka
Consultant Paediatric Diabetes Warwick Medical School

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

Shantell Naidu
Diabetes Nurse Consultant,  
Camden Diabetes

Dr Sarita Naik
Diabetes Consultant 
UCLH/Camden IPY

Helena Nelson
Senior Community Engagement Officer,  
JDRF

Philip Newland-Jones
Advanced Specialist Pharmacist Practitioner 
Diabetes and Endocrinology, University Hospital 
Southampton NHS Foundation Trust

Dr Tabitha Randell
Consultant in Paediatric Diabetes and Endocrinology,  
Nottingham University Hospitals

Rebecca Reeve
Head of Professional Relations,  
Sanofi

Victoria Ruszala
Pharmacist,  
North Bristol NHS Trust

Andrew Stroud
Parent of Child with Type 1 Diabetes

Sarah Tutton
Chief Executive,  
DRWF

Esther Walden
Lead DISN and chair of DISN UK Group, Norfolk and 
Norwich University hospital and DISN UK Group

Lis Warren
Lived with Type 1 Diabetes for over 50 Years

Dr Elri Williams
Consultant Paediatrician, 
NHS Hampshire Hospitals Trust

Kev Winchcombe
Blogger

Simon O’Neill, Director of Health Intelligence and Professional Liaison, Diabetes UK

Dr Paru King, Consultant Physician, Derby

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

Judging Leads and Judges



The Evolvement and Expansion of the DICE Programme 
by Ipswich Hospital, East Suffolk and North Essex NHS Foundation Trust

Best PraCtiCe Dissemination anD sustainaBility awarD

summary
In 2015 the Diabetes Inpatient Care and Education 
(DICE) programme won a QiC award for ‘Best 
Improvement in Quality of Inpatient Care Initiative’. The 
programme demonstrated reduced harm to patients 
with diabetes in Ipswich Hospital after establishing 
a fully staffed, proactive inpatient diabetes team 
focused on improving care through staff education, 
innovation and implementation of new systems of care. 
The innovative tools included: an admission avoidance 
service; the DICE Chart (an individualised care pathway); 
an innovative referral/triage system (the Diabetes 
Patient At Risk score); use of web-connected blood 
glucose monitors with hypoglycaemic alerts; strategies 
to prevent nocturnal hypoglycaemia; a junior doctor 
induction programme; a foot protection pathway 
and education of all staff on the new pathways and 
guidelines. Overall, hypoglycaemic rates (<4.0mmol/l) 
reduced by 25% but severe hypoglycaemia (<2.2mmol/l) 
reduced by 46%. Heel ulceration fell more than in 
the non-diabetes population (56% v 25%). Length of 
stay fell by approximately one day. A composite of 
hospital-acquired complications fell 23.0%. This latest 
submission relates to the expansion of the DICE project, 
new initiatives to sustain staff engagement, new tools 
to promote patient empowerment, dissemination 
of learning to other Trusts and evidence of uptake. 
Reductions in hypoglycaemia and length of stay 
have been sustained; a monthly audit continues to 
drive improvement; the education programme has 
been expanded Trust-wide; foot champions have 
been introduced across the hospital and a patient-
held ‘perioperative passport’ has been developed. 
The Ipswich Touch Test is being used internationally 
(USA, Canada, Australia), while the passport has 
been requested by over 20 hospital Trusts.

methoD
Outcomes data from the initial DICE project was used 
to put together a proposal for continued funding from 
Ipswich Hospital and ensured that the project had the 
continued support of the CEO, Medical Director, Director 
of Finance and Director of Nursing. The diabetes 
inpatient specialist nurses (DISN) increased from 2.5 to 
3.5 whole time equivalent (WTE) and a project manager 
joined the team, funded by ‘soft monies’. The DICE team 
(project manager, pharmacy representative and foot 
team) continues to meet weekly, with others invited as 
appropriate. A monthly audit of medication errors, foot 
checks, insulin infusions, severe hypoglycaemia, diabetic 
ketoacidosis (DKA) and hyperosmolar hyperglycaemic 
state (HHS) is used to measure outcomes and launch 
new programmes, including the foot champion 
programme and medicine management card. The 
perioperative passport was introduced to improve 
the experience of patients with diabetes undergoing 
elective surgery and to reduce length of stay. After a 
successful pilot, charity funds were used for expansion, 
including the recruitment of a perioperative DSN and 
roll-out of the perioperative and day case booklet. 

results
Interrupted time series analysis shows that the 
significant decrease in length of stay shown in the 
original QIC entry was sustained, with a reduction of 
1.0 bed day from 2013 to 2016. This is conservatively 
estimated to have saved around £2 million in the 
three years since the DICE project commenced. POC 
downloads and analysis shows that the number of 
hypoglycaemic events remains below those pre-DICE. 
A system is being developed to target sustained 
hyperglycaemia. The impact on knowledge and 
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The Evolvement and Expansion of the DICE Programme 
by Ipswich Hospital, East Suffolk and North Essex NHS Foundation Trust

Best PraCtiCe Dissemination anD sustainaBility awarD
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The judges thought the Evolvement and Expansion of the DICE programme was an 
outstanding, excellent project. There was clear evidence of successful outcomes and 
dissemination. It was very well structured and showed the continuous learning in place. It 
is evidently sustainable and embedded with clear reference about what is new within the 
programme. An exceptional winner!

confidence in treating patients with diabetes was 
measured before and after targeted training of 128 
healthcare assistant (HCA) trainees from May 2016 
to July 2017, with mean knowledge scores increasing 
from 5.07 to 7.88. To sustain the reduction in hospital-
acquired foot lesions over 50 HCAs were trained to 
become foot champions. This has now risen to over 100. 
After training, 90% rated their knowledge of inpatient 
foot care as ≥6/10 compared to just 64% of untrained 
staff, with 98% rating their confidence in assessing the 
diabetic foot as ≥6/10 compared to 72% of untrained 
staff. In the National Diabetes Inpatient Audit (NaDIA) 
2016 and 2017 almost 90% of patients received a foot 
assessment. The perioperative passport was piloted in 
50 patients with diabetes undergoing elective surgery. 
Compared with an equivalent group who did not receive 
the passport they reported that the information given 
was significantly more helpful. Mean length of stay 
was shorter in the passport group (4.4 vs 6.5 days). 

sustainaBility anD sPreaD
The Trust funded the DISN team for two years, to 
prove benefit. Detailed audits demonstrated reduced 
foot ulceration, medication errors, length of stay and 
hypoglycaemia. With positive feedback from other 
clinicians, the business case for permanent funding 
was straightforward. Charity funds have been used 
subsequently to employ a 0.5 WTE perioperative DISN 

and project manager to support the new perioperative 
initiative. A bimonthly project group has been created to 
bring together colleagues from diabetes and surgery to 
share learning and experience. Education sessions have 
been integrated across the Trust, from HCA training to 
junior doctor training. A quarter of hospitals still do not 
have DISNs so DICE experience is being used to support 
the case for investing in DISNs and web-connected 
glucose monitors nationally. Initiatives from DICE have 
been presented at national conferences. Poole, Leicester 
and East Kent are using the project’s evidence-based 
initiatives, saving them time and resources. Teams 
from several hospitals have shadowed the DICE team at 
Ipswich. The education programme at Ipswich Hospital 
has expanded to include training of HCAs, international 
nurses, student nurses, FY1/FY2 and CMT trainees, 
plus regular training in ED. A Foot Champion training 
programme was developed and delivered mainly to 
HCAs, who are ideal to lead on this, being a relatively 
static workforce. On completion they become Foot 
Champions, educating others in basic foot examination, 
foot protection of those at risk, and the referral process 
to the multidisciplinary team. The programme has 
been successfully evaluated and the results presented 
at national conferences. The perioperative passport 
innovation has forged links with previously ‘hard-to-
reach’ surgical and anaesthetic colleagues who have 
agreed to continue funding this, and the perioperative 
diabetes surgical nurse, if the project proves successful. 



North East Essex Diabetes Service – Service Redesign 
by Suffolk GP Federation

Best PraCtiCe Dissemination anD sustainaBility awarD
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summary
There are over 19,000 people with diabetes in North 
East Essex, with prevalence 5.6% higher than the 
national average. The traditional hospital model was 
unsustainable. Multiple providers created a confusing 
system and duplication of care led to rising costs 
and increased pressure. Suffolk GP Federation won 
a competitive tender to deliver a new, clinically led 
integrated model of care under the North East Essex 
Diabetes Service (NEEDS). Launched in 2014, the 
aim was to improve diabetes outcomes, moving the 
region from the bottom to the top quartile within 
five years. The contract was to be delivered under 
the 2012 spend of £2 million, with 25% of the value 
subject to meeting key performance indicators. 
Suffolk GP Federation implemented a framework 
acceptable to GPs which led to full dissemination. 
The model has seen diabetes care transferred away 
from hospitals into a community setting, including 
a new role for consultants, supporting GP practices 
and providing governance. Services are now easier to 
access and understand for patients, which has led to 
better outcomes and improved self-management. 

methoD
In 2014/15 service structures were established, 
with a focus on making primary care teams more 
confident and competent in managing patients 
by supporting them in their own environment. A 
diabetes specialist nurse (DSN) was linked to each GP 
practice and the service worked with the University 
of Essex to train staff. New pathways and standard 
operating procedures were implemented to ensure 
only appropriate patients were seen. Specialist clinics 
were set up in community locations and delivered by 
specialist practitioners, a nurse, dietitian or consultant, 
often with a multidisciplinary team (MDT) approach. 
The single specialist team provided care for inpatients 

at the local hospital, providing continuity of care 
which increased to seven-day working. The plan was to 
transfer all patients out of hospital specialist clinics. 
Using clear criteria, each patient was reviewed and 
either discharged to primary care with a care plan 
(1,000 patients) or kept within service. To measure 
patient outcomes each practice implemented a ‘Year 
of Care’ approach and a real-time data capture system 
providing monthly reports that allowed clinicians to 
identify patients in need of intervention. The same 
system monitored and reported KPIs. In 2015/16, there 
was a clear focus on clinical outcomes. Consultant and 
DSN practice visits/virtual clinics (to manage insulin-
dependent patients under the care of community 
nursing teams) identified patients not meeting key 
targets and initiated a plan with follow-up. Integrated 
working was developed with social services for 
care home and domiciliary carer training, alongside 
Improving Access to Psychological Therapies (IAPT) 
pathways and joint working to increase and improve 
access to psychological support. Setting up additional 
education groups helped patients self-manage 
and filled gaps. The team built on existing patient 
forums, supported Diabetes UK T2T programmes and 
increased patient engagement. In 2016/17, focus was 
on redesigning the diabetes foot pathway, resulting in 
fewer, but more appropriate, patients seen in MDT foot 
clinics and community podiatry clinics. There was more 
training for primary and community care colleagues 
to ensure patients were appropriately screened and 
knew their risk scores. Patients and HCPs were given 
a hotline for ‘hot’ feet and advice. In 2017/18 the renal 
pathway was improved and a dedicated practitioner 
was put in place to develop severe mental health 
pathways. The 2018/19 focus is on learning disability 
and improving maternity care. ‘Care Navigators’ 
improve awareness of structured education, plus 
well-being programmes support self-management. 
The management of type 1 diabetes patients is also 
being reviewed against the RightCare Pathway. 
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The North East Essex Diabetes Service has proven to really improve patient 
care in the area. It is done on a vast scale and working under one budget has 
enabled the work to be shared and demonstrated savings. It really shows 
what can be achieved when teams work together. The Service has also clearly 
moved on and developed since it was initially submitted in 2016.

results
It is now easier for patients to access and understand 
services, which has led to better outcomes and people 
feeling more confident and in control. Up to March 
2018: 72.3% (14,247) of type 1 and type 2 patients 
received all eight care processes; 75.7% (1,614) of type 
1 patients were referred to specialist podiatry services; 
71.6% (14,054) of patients had total cholesterol within 
the recommended range; 71.4% (14,075) patients’ 
blood pressure was within target levels; 71.3% (14,054) 
patients had an HbA1c level within the recommended 
range; 75.1% (11,870 extra) patients were offered a 
tailored care plan, with all GP practices showing better 
outcomes in 2018 compared to 2014. A total of 37 out 
of 38 GP practices engaged. By the end of year three, 
all practices had a GP and practice nurse with advanced 
training in diabetes. The NICE-compliant foot pathway 
was implemented, reducing an 18-week wait to 2-4 
weeks (high risk) and 4-8 weeks (moderate risk). 

sustainaBility anD sPreaD
The initial length of contract was five years (2014-19) but 
the success of the service has led to its extension until 
2021. The model was delivered on a fixed budget of £2 
million – 20% less than the previous contract and with 

no additional income for an increase in diabetes patients 
(5% per annum) or a rise in NHS inflation (typically 6% 
per annum). Funding for the service was provided by 
North East Essex CCG. Consultation with stakeholders 
was important. This included North East Essex CCG, 
Colchester Hospital, diabetes specialist teams, Anglian 
Community Enterprise, GP practices and a Diabetes 
Service Board to influence service delivery and ensure 
effective governance, management and improvement. 
Having only one provider enabled much tighter financial 
control and the freedom to be creative with delivery. 
The service can cope with the growing numbers with 
diabetes and looks after more complex patients, freeing 
specialist teams to support primary care. There has 
been reinvestment from savings each year. Redesign 
of the diabetes foot pathway enabled an increase in 
vascular consultant, orthopaedic and orthotics time 
in MDT foot clinics. The design of a pump database 
reduced spend, allowing funds to be used for flash 
monitoring and continuous blood glucose monitoring. 
There was also reinvestment in mental health, 
psychological therapies (IAPT) and care home initiatives.

North East Essex Diabetes Service – Service Redesign 
by Suffolk GP Federation

Best PraCtiCe Dissemination anD sustainaBility awarD



Improving Outcomes for Families through the ‘Type 1 Kidz’ Project 
by Investing in Children

Best PraCtiCe Dissemination anD sustainaBility awarD
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summary
Investing in Children (IiC) is an organisation concerned 
with the human rights of children and young people 
(CYP) and believes each should have a say in all matters 
affecting them to bring about positive changes. IiC 
has facilitated the Diabetes Project since 2001 and 
enabled CYP to discuss the care that they receive. While 
supporting CYP to have their say in their medical care 
and the service provided by the Paediatric Diabetes 
Team in Co. Durham and Darlington, it became 
apparent that the CYP and parents appreciated the 
support they received from each other. Therefore, 
IiC started to facilitate a monthly group session in 
October 2012, named Type 1 Kidz. This allows CYP to 
meet and have discussions, take part in activities and 
learn from each other, improving health outcomes and 
enabling them to feel in control. IiC secured funding 
for two years in 2013 to disseminate the project to 
Gateshead, Newcastle, Sunderland, South Tyneside 
and Cumbria. After this, CCGs funded the work and 
funding is in place from Children in Need until August 
2020 to deliver the project in all areas. Families’ 
fundraising efforts generate nearly £10,000 per year.

methoD
In the six areas where IiC works there are 
approximately 1,500 CYP living with type 1 diabetes 
(T1D). The North East and Cumbria have some of the 
poorest outcomes in the UK, including the highest 
incidence of diabetic ketoacidosis (DKA). Paediatric 
diabetes teams had many CYP not engaging with 
their care, resulting in higher unplanned hospital 
admissions, as well as more potentially avoidable 
complications. As an independent organisation IiC 
could offer the project away from a clinical setting, 
which young people said they preferred. The plan 
was to set up an initial group within six months and 
then expand to have groups in each area within two 
years. The time frame and milestones were quite 
broad and long term to ensure a good quality and 

sustainable project was delivered. The CYP were 
involved in all discussions and planning and decided on 
the outcomes they would like to achieve, resulting in 
greater engagement from all groups. CYP were trained 
to become ‘Young People Facilitators’, which included 
safeguarding training. Families attending diabetes 
clinics were engaged with face-to-face in the waiting 
room to help grow the projects. A website, Facebook 
page and Twitter account were created. This approach 
was taken for all of the groups across the regions. It 
is mainly the Young People Facilitators, project staff, 
volunteers and clinical teams who facilitate part of the 
sessions, but other charities and organisations may be 
involved. The Young People’s Steering Group worked 
with its peers to create tools to measure outcomes 
which are used throughout the project. Newcastle 
and Sunderland Universities assisted with this. 

results
In the past two years 198 CYP with T1D attended a 
group session, along with 300 family members. This 
represents an increase of 41% in the past 18 months 
(58 more CYP) and a 10% increase in the last six 
months. The project has engaged with an average of 
22% of the patient population (range 13%-42%). In 
January 2018 Sunderland University’s evaluation found 
that when looking overall at the ten indicators CYP 
wanted to improve, those who attended often scored 
significantly higher on the ‘confidence/knowledge’ 
scale than those who has attended less. The indicators 
were: general understanding of T1D, how diabetes 
affects the rest of the family, diabetes treatment 
options, hypoglycaemia, hyperglycaemia, diabetes and 
illness, diabetes and exercise, food and carb counting, 
managing diabetes by yourself and making changes 
to insulin doses and being confident about the future, 
plus overcoming challenges in relation to diabetes. 
Many CYP reported improved self-esteem and a belief 
that they could achieve better things. The sessions 
helped CYP discuss the future and their hopes and 
worries. Diabetes reps came to discuss advances in 
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technology and talk about how things might be better 
in the future. Improved health outcomes are a long-term 
and ongoing aim. There have been many examples of 
immediate improved health outcomes: one child said 
after a session about hypoglycaemia he now treats 
his hypos well; another attends a weekly karate class 
after trying martial arts in the group session. The aim 
is for CYP to become resilient, confident young people 
and adults who can manage diabetes well throughout 
their lives and have improved long-term outcomes.

sustainaBility anD sPreaD
The project has grown and expanded into more 
geographical locations and other services by 
successfully applying for longer-term funding, plus 
fundraising efforts. Funding has been provided by 
Durham CCGs since 2001 and a Children in Need grant 
is in place until August 2020. Sunderland CCG has 
also supplied a grant to work with YP (aged 15-19) 

until March 2019. Additional funding and donations 
have allowed the recruitment of a parent facilitator 
and a specialist nurse to extend parental support. 
There is continued commitment from nurses and 
consultants at sessions. A volunteer driver brings 
CYP to groups and has been successful in engaging 
hard-to-reach young people. Children, young people 
and parents complete evaluation questions, provide 
feedback forms and give their views on camera in 
a ‘diary room’. The project has spread to five other 
regions, reporting high levels of engagement with 
families. The initiative has been shared with other 
clinical teams throughout the UK. IiC has also spread 
its peer support approach to ‘Y-ASC’, its drop-in 
café for young people transitioning from children’s, 
to adults’, mental health services. Outcomes 
are communicated through membership of local 
networks, applying for awards and presenting at 
conferences. For families there is a Facebook group, a 
website, a Twitter account and a quarterly newsletter. 

The ‘Type 1 Kidz Project’ showed the development and sustainability of their 
programme with a good inclusion within the diabetes community. It focuses on the 
holistic care of patients and really engages parents/carers and service users.

Improving Outcomes for Families through the ‘Type 1 Kidz’ Project 
by Investing in Children

Best PraCtiCe Dissemination anD sustainaBility awarD



Expanding the Reach of the Cambridge Diabetes Education Programme (CDEP) 
By Cambridge Diabetes Education Programme (CDEP)

Best PraCtiCe Dissemination anD sustainaBility awarD
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summary
Diabetes management is complex, requiring varying 
levels of knowledge, depending on the healthcare 
practitioner’s (HCP) role, in order to provide quality 
care to a person with diabetes. The foundations of 
optimal care lie in HCP education and competency 
maintenance. The Cambridge Diabetes Education 
Programme (CDEP) is a competency-based online 
diabetes platform supporting both non-diabetes 
specialist, and diabetes specialist, HCPs to 
demonstrate the diabetes skills relevant to their role 
through continuing professional development (CPD). 
CDEP is built on the UK national diabetes competency 
frameworks and utilises adult education principles 
and Miller’s Pyramid of Competency to underpin 
its functionality. For a diabetes training tool to be 
successful and widely used it needs to be fit for 
purpose, affordable, accessible and attractive to busy 
HCPs and commissioners. An online platform allows 
people to learn at a convenient time and pace. The 
cost is often more affordable because of the lack of 
travel and accommodation costs and time away from 
the office/family. Online registrations offer learning 
over a period of time for continuous competency 
updating. Online platforms can provide commissioners 
with objective staff engagement and utilisation data 
to link staff competency with clinical outcomes.

methoD
In order to deliver its aims in 2017-18, CDEP needed 
to: continue to provide an up-to-date, user-friendly, 
exciting platform that met the needs of the user 
via regular website changes and updates, regular 
existing topic updates and broken link fixing, along 
with new resources. It also needed to offer new 
topics for current users, drive new registrations, 
evaluate feedback and make changes, especially 
concerning why people registered and then were 
not active and why people started topics and did not 
complete them. It also had to seek timing accreditation 

from the Royal College of Nursing (RCN) and Royal 
College of General Practitioners (RCGP) and re-
endorsement from the British Dietetics Association 
(BDA) and Cambridge University Health Partners 
(CUHP). Further, it needed to collaborate with other 
diabetes education providers to promote diabetes 
skills among HCPs to improve the minimum standards 
of care and undertake active marketing. Impact 
was monitored via CDEP website activity, successful 
endorsement/accreditation and internal audit.

results
New registrations have increased 51% over 
the past 12 months. CDEP offers 15 topics 
and has generated 8,000+ certificates. On 
average, over the last six months, 13 topics were 
completed seven days a week, with 1,369 topic 
certificates issued in the last three months.
An average evaluation of CDEP across all topics (5 
June 2018) showed: 99.8% of CDEP users undertaking 
a topic (n=8053) either confirmed (13.6%) or 
improved their diabetes knowledge (86.2%). For those 
reporting an improvement, the breakdown across 
the three outcomes’ domains was: 88% reported 
an improvement in competence, 85% reported an 
improvement in confidence and 86% reported an 
improvement in familiarity with diabetes guidelines.

sustainaBility anD sPreaD
In 2014, CDEP was used within NHS Cambridgeshire and 
Peterborough CCG, mainly within general practice and 
acute Trusts. It has since widened its reach locally and 
throughout the UK. It attracts users from other health 
sectors, including community services, ambulance 
Trusts, mental health Trusts and nursing homes. It is 
available in 34% of CCGs in England. The five main 
objectives of CDEP are: provision of an e-learning 
programme that supports quality improvement in 
patient care and outcomes; enabling learning in informal 
settings; supporting the needs of all HCPs (registered 
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and unregistered) in diabetes care; recognising progress 
and achievement, plus standardising the overall level 
of care for patients. Promotion of CDEP has been 
achieved via: publication of outcomes data; endorsing/
accrediting bodies; success with awards, as well as word 
of mouth, email and social media marketing. Overall 
70 CCGs offer or are launching CDEP, with 11,914 bulk 
licences purchased, of which 2,337 (20%) have been 
used. CDEP offers commissioners substantial post-
sales support. Its initial development and pilot was 
funded by grants; it now generates its own revenue 
via registration fees and partnership/project working, 
such as with the south London Health Innovation 
Network. Traditional face-to-face training is valuable, 
but often not well attended and expensive to deliver 
on the large scales necessary to reach all healthcare 
staff working with people living with diabetes. Hence, 
CDEP offers ‘bite-size’ portions of training via a 
computer, tablet or smartphone.  Most users are on 

the site for 20 minutes at a time, dipping in and out 
when convenient. However, getting busy HCPs engaged 
and then motivated to continue with CPD requires 
regular reminders, alongside partnership working with 
CCGs to set expectations of which topics staff should 
complete as a minimum. Some CCGs have included 
CDEP topic completion as part of their Locally Enhanced 
Diabetes Service requirements. Content development 
is led by the CDEP clinical team, with external experts 
providing advice and guidance. CDEP was advised the 
University of Cambridge’s School of Clinical Medicine 
regarding assessment methods and the design and 
writing of the content. However, meeting the needs of 
a broad range of staff working in various healthcare 
settings with differing degrees of diabetes knowledge 
is challenging and CDEP constantly strives to enrich 
its platform. New question formats and functionality 
will be launched in August 2018, with its next new 
topic: Structured Education, who, why and when?

Expanding the Reach of the Cambridge Diabetes Education Programme (CDEP) 
By Cambridge Diabetes Education Programme (CDEP)

Best PraCtiCe Dissemination anD sustainaBility awarD

The judges liked this project which had clear evidence of increased uptake 
with diverse groups. It has a good spread with many stakeholders and is 
well-documented. They look forward to seeing how it further develops to 
keep up with the continued growth.



The DIADEM Project: Improving the 
Management of Diabetes and Dementia
by Sandwell and West Birmingham NHS Trust

Patient Care Pathway, GeneriC or sPeCialist – aDults

summary
The DIADEM project was devised to address the 
knowledge gap in managing patients with diabetes 
and dementia. The aim was to assess all patients 
admitted with both conditions and focus on medication 
review, ‘de-intensification’ or simplification, and an 
individualised care plan. The combined co-morbidity and 
cost of diabetes and dementia is increasing, but current 
evidence, especially clinically-relevant studies, is poor, 
with no clear understanding of ‘real-world’ management. 

innovation
This project is unique in targeting this subgroup of 
patients. People with diabetes and dementia are 
particularly vulnerable, with significant care needs and 
management concerns. Though awareness of the older 
adult with diabetes is not new, few initiatives focus on 
this subgroup, let alone the particularly vulnerable 
group of those with cognitive impairment. People with 
diabetes and dementia are often overlooked in diabetes 
care due to the nature of their condition; they may not 
attend reviews and can be particularly frail or unable 
to get to reviews. Current guidance on the older adult 
does not always specify patients with dementia and, 
until recently, guidelines were not specific in their 
advice on medications to use or discontinue. Evidence 
has only assessed current management and offered 
suggestions for ‘common-sense’ approaches, with no 
data on practical application or how to approach such 
patients. The DIADEM project used a considered, novel 
approach to address this significant gap in care and 
knowledge and provide a solution to this long-standing 

concern. The project required detailed planning. A large 
number of these patients are admitted to secondary 
care services owing to various acute illnesses and this 
presented an ideal initial setting to address their unmet 
care needs. All patients admitted with diabetes and 
dementia, regardless of reason for admission, were 
reviewed using a DIADEM assessment tool to provide a 
focused management plan and an up-to-date log of their 
diabetes. In a primary care setting it can be difficult 
to assess control as a current blood test may not be 
available (and obtaining blood tests may be difficult 
due to patient compliance) and gaining understanding 
blood sugars and nutritional needs may not be 
straightforward. As all patients admitted had a blood 
test or were in an environment where blood tests could 
be obtained, up-to-date Hba1c and glycaemic parameters 
could be assessed. A clear plan was documented in 
the notes and followed, with focus on individualised 
glycaemic targets and medication management, as 
well as complication risk. This allowed a truly holistic 
approach to managing the diabetes, drawing on the 
latest test results, blood glucose monitoring, nutritional 
intake, vascular risk and care requirements, as well 
as subsequent care plans with family involvement.

methoD
Once the DIADEM tool had been created for the 
assessment team, elderly care doctors and nurses 
(including matrons and ‘think glucose’ champions), 
acute medical unit teams and diabetes nurses were 
asked to identify patients with both co-morbidities and 
refer or notify the team. The online ‘think glucose’ 
system was adapted to allow referrals to be made 
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The DIADEM Project is a great, innovative idea, with good identification of the 
stakeholders involved. It is sustainable and has strong dissemination. It is fantastic to 
have a specific team for this group of patients and this lovely project is ahead of its time.

The DIADEM Project: Improving the 
Management of Diabetes and Dementia
by Sandwell and West Birmingham NHS Trust

Patient Care Pathway, GeneriC or sPeCialist – aDults

for ‘dementia’. The service was advertised in the 
local Trust magazine and the regional Royal College 
of Physicians’ newsletter. The tool was presented at 
diabetes and elderly care departmental meetings 
and in junior doctor induction and teaching sessions. 
Regular rounds were implemented once a week on two 
sites as an outreach service, to identify patients on 
medical and surgical wards. Details were suggested for 
highlighting in discharge summaries and sometimes 
dictated letters were sent to primary care. An up-to-date 
database was created of patients seen, characteristics, 
outcomes and whether they were readmitted. 

results
Retrospectively, 350 patients were reviewed, with 
a median age of 84 and median HbA1c of 51mmol/
mol. Medication history was obtained for 256 (73.1%) 
patients. Three had medication adjusted on discharge, 
with the remainder continuing on admission medication. 
All those assessed would benefit from focused diabetes 
care and medication management. Subsequently, 148 
patients were prospectively reviewed by the DIADEM 
team, 75 (50.6%) female, with a mean age of 81. 
Mean Hba1c 59mmol/mol. 29 vs 44 (21% vs 41.9%) 
patients were on no medications pre vs post review; 
64 vs 40 (46.4% vs 38.1%) were on one medication; 
33 vs 18 (23.9% vs 17.1%) on two medications and 12 
vs 3 (8.7% vs 2.9%) on over two medications. Insulin 
prescriptions reduced from 43 to 25 (31.2% to 23.8%) 
and overall hypoglycaemia-causing medications reduced 

57 to 33 (41.3% to 31.4%). 28 (18.9%) patients were 
readmitted within the following four months for non-
diabetes/glycaemia- related conditions. Cost saving 
from medication cessation alone was £5,897.47/
year (based on BNF data), but further cost savings 
from reduced hypoglycaemia and ambulance call-
outs/admission reduction added to this. DIADEM is a 
validated method of inpatient assessment with proven 
benefits financially, to patient safety (via reducing 
hypoglycaemia risk) and reduced polypharmacy. 

sustainaBility anD sPreaD
This project used existing resources and time. It could 
easily be implemented in other settings. The initial 
project was for one year, but the Trust diabetes team 
is committed to continuing it. Given that new inpatient 
older adult guidelines are being drafted, this project 
is one step ahead and can be used as a template for 
other Trusts. It will also be shared with Diabetes UK as 
part of its shared care initiative. Articles were written 
for the RCP West Midlands newsletter and the Trust 
magazine to highlight the project both regionally and 
locally. Data from the project was presented at Diabetes 
UK APC and submitted for EASD 2018. Following the 
project, the lead was involved in the development 
of JBDS inpatient guidelines for older adults and 
specifically the section on diabetes and dementia. 
Sharing of practice and ideas has continued at various 
conferences and national/local talks. The next stage 
will be primary care and care home implementation.



The Cornwall Community Pharmacy Patient 
Activation Service – Type 2 Diabetes
by Cornwall Local Pharmaceuticals Committee (LPC)

Patient Care Pathway, GeneriC or sPeCialist – aDults
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summary
‘Patient activation’ describes people’s knowledge, 
skills and confidence to manage their own health. 
Scores are closely linked to clinical outcomes, the 
costs of healthcare and patient experience. NHS 
England purchased Patient Activation Measure 
(PAM) licences to be used in Vanguard sites across 
the county to measure patient activation. Cornwall 
(NHS Kernow CCG) partnered with NHS South West 
Cardiovascular Clinical Network and Cornwall & Isles of 
Scilly Local Pharmaceutical Committee (LPC) to pilot 
a PAM service in community pharmacies in Cornwall 
for patients with type 2 diabetes mellitus (T2DM). It 
used PAM scoring and goal setting, combined with 
motivational interviewing in pharmacies, for individuals 
with T2DM, to understand how this might help them 
self-manage their condition. A total of 315 patients 
were recruited to the service: 234 completed the full 
intervention; 29 formally withdrew, and the remainder 
were lost to follow up. Of those who completed the 
service, 98% either achieved (72%) or partially 
achieved (26%) their goals. PAM scores increased 
in 77% of patients by a mean of 8.64 points.

innovation
Patient activation is a new area for the NHS so studies 
tailoring services for patients based on their PAM 
level, or aiming to increase PAM scores, inform the 
development of future services. The Pharmaceutical 
Services Negotiating Committee (PSNC) released a 
briefing paper in October 2016 highlighting the concept 
and its relevance to community pharmacy. In October 
2016 a Pharmacy Integration Fund was announced by 
NHS England to support efficiency savings and reduce 
pressures elsewhere in the NHS. National pharmacy 
bodies want to increase community pharmacist 
involvement in managing long-term conditions, 
supporting healthier lifestyles and optimising medication 
use. Patients prescribed new medication for T2DM at 
diagnosis or flagged for the ‘new medicines service’ 

in the pharmacy mean pharmacists can identify those 
who would benefit from more support. Demand for 
structured education services in Cornwall means there 
is a time lag between diagnosis and being offered a 
place. Patients want more support when first diagnosed 
so pharmacists were encouraged to focus on this group.

methoD
Invitations to take part in ‘an exciting new service’ were 
sent to every pharmacy in Cornwall. All pharmacists 
were required to attend the training event which 
launched the service and fulfil training requirements. 
A total of 20 pharmacies were selected and asked to 
recruit up to 25 patients who could identify a suitable 
goal. The pharmacists recorded and uploaded data 
to PharmOutcomes. At the initial consultation, the 
pharmacist obtained consent from the patient and 
undertook a PAM assessment, providing a baseline 
score and activation level. Then they spoke with the 
patients about their diabetes and general health, helped 
them identify a goal and coached them to achieve it. 
Written information was provided where needed. The 
PAM is a proprietary tool developed by Insignia Health. 
It is the most commonly-used measure of activation 
and comprises a series of statements about beliefs, 
confidence in the management of health-related tasks 
and self-assessed knowledge. The answers generate 
a score of between 0 and 100 and an activation level 
of 1-4. Pharmacists entered questionnaire results 
into PharmOutcomes, generating instant results and 
enabling them to tailor their interventions. Following the 
initial consultation there were at least four consultations 
at two-to-three-week intervals, usually via telephone, 
to check progress and provide further support. A final 
face-to-face consultation took place three months 
after the first in which progress was discussed and the 
patients were asked if they had achieved their goal. 
The PAM assessment was repeated and participants 
were offered an evaluation questionnaire. A record 
of every interaction was made on PharmOutcomes 
and the anonymised data were used for evaluation. 
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results
Effectiveness was measured by comparing baseline to 
endpoint PAM scores, asking patients about their ability 
to achieve goals and analysing data for other benefits 
patients may have gained as a result of taking part. A 
total of 77% of patients saw their PAM score increase 
between baseline and final assessment, 9% saw no 
overall change and 14% saw a decline. This represents 
a percentage increase of 15.1%, which is potentially 
higher than the average reported by such interventions 
using PAM. The final assessment saw a significant 
reduction in those participants at levels 1 and 2 and 
significant increases in those at levels 3 and 4, with 
44% of participants rising at least one activation level. 
Increased patient activation results in better health, 
reductions in hospital admissions, better access to 
routine screening and monitoring, plus improvements in 
test results, including HbA1c. Those with higher scores 
are more likely to self-manage and achieve further goals. 
The majority of patients set goals relating to lifestyle. 
At the final consultation, 72% said they had achieved 
their goals, 26% had partially achieved their goals and 

2% had not. Pharmacists recorded making wide-ranging 
interventions and referrals to optimise their patients’ 
care, including ‘flu’ vaccinations, alcohol intervention 
and brief advice, referrals into the ‘hot foot’ and retinal 
screening pathways, plus medicines optimisation. 

sustainaBility anD sPreaD
The results have been presented at local and national 
level. The LPC in Devon is applying for funding to develop 
a similar service in pharmacies. Cornwall LPC and 
NHS Kernow CCG are considering including it in formal 
diabetes pathways. NHS Kernow CCG commissioned 100 
further interventions in 2018-19 but further funding is 
unclear. The independent evaluation strongly supported 
the benefits the service provided to patients in managing 
their diabetes and increasing confidence to self-manage. 
It also supported the pharmacists’ role in supporting 
patients with T2DM. Direct analysis of the impact on 
healthcare utilisation and services was outside the scope 
of the evaluation. NHS Kernow CCG has also funded 
a similar service for 100 patients with type 1 diabetes, 
to reduce admissions due to diabetic ketoacidosis. 

The Cornwall Community Pharmacy Patient 
Activation Service – Type 2 Diabetes
by Cornwall Local Pharmaceuticals Committee (LPC)

Patient Care Pathway, GeneriC or sPeCialist – aDults

The Cornwall Local Pharmaceuticals Committee’s project is a significant 
part of the patient care pathway. The judges liked the patient empowerment 
element and it demonstrates transferable skills, with excellent use of 
pharmacists and their expertise.



A 3-year Experience of Sandwell and West Birmingham Patient-
Centered Collaborative Diabetes Model – The Way Forward?
by Sandwell and South West Birmingham NHS Trust

Patient Care Pathway, GeneriC or sPeCialist – aDults
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summary
Sandwell and West Birmingham (SWB) CCG has a 
substantial ethnic minority, a socially deprived, non-
compliant population and high rates of diabetes. 
Traditionally, individualised diabetes management has 
been disjointed, with gaps and duplication in service 
and no seamless care between the community and 
hospitals. The aim was to address unmet needs and 
help devolve diabetes care into the community, train 
and give ownership to patients and carers, increasing 
hospital clinic capacity for more complex patients 
and improving overall care for every diabetes patient. 
SWB CCG, in collaboration with secondary care 
providers Sandwell and West Birmingham Hospital 
Trust (SWBH) and Birmingham Community Healthcare 
(BCHC), commissioned a community diabetes service 
in all 111 practices. This model was named Diabetes 
in Community Extension (DICE). The CCG also 
commissioned a Diabetes Local Improvement Scheme 
(LIS) in 2014-15 to complement the DICE service in 
primary care. The financial model was based on block 
contract and sessional payment. In the last three years, 
nearly 5,000 patients have been seen in DICE clinics, 
resulting in 2,500 fewer outpatient appointments. The 
DICE model has upskilled primary care staff, delivered 
effective care closer to the patient’s home, improved 
satisfaction and brought significant cost savings.

innovation
A previous service, the Smethwick Pathfinder Project, 
involved nine GP practices and was successful, but 
needed redesign to cover the entire SWB CCG. The aims 
for the DICE model were: to reduce hospital outpatient 
attendances, devolve care closer to patients’ homes, to 
educate and upskill primary care staff, including use of 
evidence-based clinical guidelines and formulary-based 
medicines management, and also reduce emergency 
hospital attendances from hypoglycaemia, diabetic 
ketoacidosis (DKA) and amputations. The model is 
an innovative and pioneering project because: it is 

one of the first such projects to be initiated in the 
country which has successfully evolved over time; 
it puts the patient at the centre with a ‘Right Care, 
Right Here’ approach to diabetes management; it 
improves the diabetes service through upskilling; it 
offers a novel concept of disease management and 
delivering care, with specialists going out to patients 
rather than traditional hospital-based care, allowing 
primary and secondary care to improve capacity 
and develop specialist services, respectively; it is 
a cost-effective way of delivering care for chronic 
disease, reducing long-term complications, outpatient 
follow-ups and hospital admissions; it brings joined-
up, collaborative working with definite evidence of 
improvement in clinical parameters (QOF results), and 
is liked by stakeholders for its innovative, cost-saving 
and effective model of care delivery, which could 
change how chronic disease is managed in future. 
The model can be easily adopted by any other CCG.

methoD
The DICE model covered all the 111 practices in the CCG. 
Consultations and joint meetings with GPs, nurses, 
patients, specialists and commissioners were held prior 
to commissioning, to set criteria for which patients 
would be seen, the pathway, frequency of practice 
visits, methods of training through joint consultations 
and education, continuing audits, follow-up query and 
contact with specialists and detailed evaluation plan. 
It launched on 1 April 2014. The typical model entailed 
joint diabetes clinics within GP practices every eight 
weeks, offering a one-off advice and management 
plan by a consultant and diabetes specialist nurse 
visiting GP practices on a prearranged basis. Options 
to suit individual practices included virtual clinics, joint 
consultations, a case notes review and advice and 
guidance in the presence of the GP/practice nurse (PN) 
to ensure constant and consistent upskilling. A Diabetes 
LIS and Primary Care Commissioning Framework 
(PCCF) was also commissioned to complement the 
DICE service in primary care. Provision was made 
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for telephone and email enquiries, with a maximum 
turnaround for non-urgent enquiries of two working 
days. Yearly detailed evaluation of both qualitative and 
quantitative outcomes including user feedback was 
gathered by the CCG and discussed at the CCG steering 
group meetings to learn and make recommendations.

results
In 2014-2015 data from 53 practices showed that 
3,060 patients were seen and 595 fewer outpatient 
appointments were made. A total of 31 practices reported 
positive engagement. Outpatient attendances reduced by 
1,016 in 2015 and by a further 733 in 2016, representing a 
decrease in outpatient costs from £1.2 million in 2013/14 
to £838,703 in 2016/17. Regarding hypoglycaemia, 
there were 38 fewer admissions in 2016 than in 2015 
(yearly comparisons). Inpatient elective and non-
elective/emergency data sets showed a clear reduction 
in the total number of admissions relating to diabetes 
(2016/17 compared to 2015/16) by 105 admissions with 
a cost saving of £186,385. DKA-related admissions 
remained stable (43 and 44 in the last two years, 

respectively). Blood glucose testing strip prescribing 
levels remained low and in line with local guidance. Use 
of cost-effective NPH insulins increased and the use of 
long-acting analogues reduced. Practices have seen 
significantly improved HbA1c levels and QOF parameters.  

sustainaBility anD sPreaD
The DICE model’s 111 GP practices cover a population 
of more than half a million people. It has been so 
successful and popular with GPs and PNs that the CCG 
has assured funding for the foreseeable future. Interest 
has been expressed across the region and other places 
in the country want to implement a similar model, 
including Walsall, Dudley, Staffordshire, Coventry and 
Lancaster. There has been interest from Hong Kong as 
well. The project was published as a case study in the 
RCP Future Hospitals programme. After winning the QiC 
award 2014 in the best Primary Care Initiative for the 
pilot Smethwick Pathfinder Project, the DICE model was 
a finalist in the PSCA awards 2016, HSJ awards 2016 
and Healthcare Transformation award in 2017. It also 
won the RCP Excellence in Care award in June 2018. 

The Sandwell and West Birmingham diabetes model had amazing 
outcomes and patients were clearly at the heart of the project. They 
upskilled HCPs and showed the impact it has made, whilst saving money. 
Also great to see that it has generated interest internationally.

Patient Care Pathway, GeneriC or sPeCialist – aDults
A 3-year Experience of Sandwell and West Birmingham Patient-
Centered Collaborative Diabetes Model – The Way Forward?
by Sandwell and South West Birmingham NHS Trust



Virtual Ward, Innovation and Collaboration, 
Improving Diabetes Care in the Community
by North East Essex Diabetes Service

DiaBetes team initiative of the year – aDults
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summary
The Virtual Ward (VW) was initiated because of the 
high number of housebound patients with diabetes who 
required daily community nurse (CN) visits to administer 
insulin, but for whom diabetes control remained poor. 
North East Essex Diabetes Service (NEEDS) and Anglia 
Community Enterprise (ACE) worked collaboratively 
in the VW to review each patient’s individual needs, 
resulting in improved patient outcomes, quality of life 
and reduced CN visits, saving hundreds of hours of 
CN time, all of which have brought financial benefits 
to the local NHS. This project has also led to closer 
working relationships with the wider community team. 

innovation
The North East Essex (NEE) region has a higher-
than-national-average prevalence of diabetes
(5.6% compared to 4.1% nationally, Gadsby et al 2017). 
The prevalence of diabetes is even higher in the elderly 
population, increasing to 10% in those over 65 and 
peaking at around 25% in care home residents. The 
high incidence of diabetes is partly explained by the 
high percentage of the population being 65 years of 
age or older. This cohort of patients is often dependent 
on CNs to administer insulin daily, owing to physical or 
cognitive impairment. Many are unable to attend clinic 
appointments because of their co-morbidities and GP 
surgeries struggle to manage home visits to enable 
regular reviews of control. Historically this patient group 
has had poor diabetes control due to lack of support, 
and often only a once-yearly review. Prior to the VW 
there had been regular ambulance call-outs/admissions 
to hospital due to hypoglycaemia, recurrent foot ulcer 
infections and UTIs caused by hyperglycaemia. The 
diabetes service identified this cohort as needing 
improved care and safety. No replicable national case 
studies or successful models with similar service set-up 
were found, so a new plan was needed to manage this 

group without recruiting more staff. The main objectives 
were: to review, assess and optimise the diabetes control 
of those housebound patients that the CNs visited for 
insulin injections, improving quality of life; improving 
overall diabetes control so that they achieved an Hba1c 
of 53-64mmol/mol or, if cognitive impairment was 
involved, up to 70mmol/mol; a reduction in CN visits, 
and sharing of any important learnings nationally.

methoD
VW reviews are held once a month by a diabetes 
specialist nurse (DSN) and the diabetes link nurse 
for the CN locality, with access to a diabetologist 
consultant, if required. Taking a holistic approach to 
general diabetes control and making clinical decisions 
by reviewing/adjusting/changing medication and 
blood results leads to improved quality of life and 
mortality for the patients. Setting individual patient-
specific blood glucose targets has improved patient 
care and reduced the numbers of visits needed by the 
CNs when they are already overstretched. The focus 
is on those patients with an Hba1c below 53mmols or 
above 64mmols, as these are the patients at high risk 
of short- and long-term health decline. The CNs were 
visiting these patients every day, sometimes twice daily, 
depending on insulin regime. They knew these patients 
well but were struggling to optimise diabetes control 
due to lack of diabetes knowledge and communication 
issues with GP surgeries. The diabetes VW has changed 
this, as now each CN area has a diabetes link nurse 
with advanced diabetes knowledge. The nurse flags 
when there is an issue with someone’s control and 
contacts the DSN direct, plus discussions are held 
in the VW meetings. Problems highlighted may be 
regular episodes of hypoglycaemia or hyperglycaemia, 
a change in general medical circumstances or 
even food intake, so blood glucose levels are 
assessed, medication is reviewed and changes are 
implemented to benefit the patient’s health. 
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results
The project originally reviewed only priority patients, 
but its effectiveness has led to the entire caseload of 
the insulin patients being reviewed. So far 145 of the 188 
patients who rely on the CNs for insulin administration 
across NEE have been reviewed, with a constant stream 
of new patients requiring review. Those with an initial 
mean Hba1c of 75mmols saw this drop to 69mmols at the 
three-month follow-up, and at six months it had dropped 
to 65mmols, showing an average drop of 10mmols in 
six months with improved quality of life. Those with an 
initial mean Hba1c of 83mmols dropped to 73mmols 
at the three-month follow-up, achieving a reduction to 
64mmols at six months, showing an average drop of 
19mmols over six months, with decreased recurrent 
infections and improved quality of life. In just one month 
86% of the patients reviewed had their medications 
changed, resulting in a reduction of 90 CN visits. Since 
the project started there have been over 1,446 visits 
saved, equating to over 241 hours of CN time. There has 
also been a significant decrease in the amount of people 
admitted to hospital with hypoglycaemia in this cohort.

sustainaBility anD sPreaD
The project is ongoing and integrated into NEEDS. 
There are new referrals to the VW all the time. As 
type 2 diabetes is a progressive condition, medication 
regimes change and people are regularly starting 
on insulin. Demand on CNs is only going to get 
greater, so there must be emphasis on ongoing 
reviews and improving long-term health. The diabetes 
link nurses are improving their knowledge all the 
time and becoming more proactive when there 
is an issue. Collaborative working is optimising 
diabetes control and improving patient outcomes 
effectively and efficiently. The VW is in its third year 
and remains unfunded, but it is proving financially 
viable. Other areas nationally are interested in 
rolling out the VW since the project’s outcomes 
were presented at the Diabetes UK conference. 
Outcomes will also be published in Diabetes Update 
and Diabetes Times. The VW approach is being 
duplicated for other areas of both NEEDS and ACE.

There was a massive need for this project and it was delivered using innovative 
solutions. The team used outside-the-box thinking while taking advantage of the 
resources they had at their disposal, which concluded in some impressive results.

Virtual Ward, Innovation and Collaboration, 
Improving Diabetes Care in the Community
by North East Essex Diabetes Service

DiaBetes team initiative of the year – aDults



Developing a Team Approach to Improve Insulin 
Safety and Reduce Insulin Wastage
by Northern Devon Healthcare Trust

DiaBetes team initiative of the year – aDults
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summary
The Diabetes Specialist Nurse Team (DSNT) is well 
established in the Northern Devon Healthcare 
Trust (NDHT), delivering inpatient, outpatient and 
community support to patients with diabetes.
An Inpatient Diabetes Awareness (IDA) project 
commenced in 2015, as the existing link nurse 
model was ineffective. A 12-month programme was 
developed to enable the diabetes specialist team to 
audit different aspects of diabetes management and 
care on each ward. The aim was to highlight areas 
that were going well and review those that required 
education and improvement. Among the topics audited 
was insulin safety and wastage. Themes identified 
included: insulin safety (ward stock management); 
safe administration of insulin; patients’ own insulin 
(waste reduction); staff education and training; 
multidisciplinary team working; patient transfer/
discharge; insulin wastage and patient experience. 
Since 2016 the project has improved inpatient 
diabetes care through increased staff knowledge and 
awareness, improved efficiency and money saving, 
reduced insulin omission and reduced incidents.

innovation
The DSNT introduced an integrated model for insulin 
safety and diabetes management at ward level. 
In response to the findings from the IDA project, 
National Diabetes Inpatient Audit (NaDIA), NHS 
Outcomes Framework and Patient Safety Alerts, the 
DSNT introduced: targeted ward team education and 
support; patients’ own insulin review; patients’ own 
insulin kept with them; no pens or cartridges stored 
in fridge; reduction in the number of wards carrying 
insulin stock; only named insulin vials used for patients 
needing community nurse support on discharge; 
monthly ward audits of insulin stock; a monthly audit 
review with pharmacy team, and a quarterly review 
of insulin incidents with the medicines governance 
group. The project sought to change existing practice 

around the ordering and stock management of 
insulin vials and the storage of patients’ own insulin 
for all inpatients. This was a collaborative approach, 
involving the DSNT, pharmacy team and all ward 
staff. A strong link was established with pharmacy 
through mind mapping, meetings, sharing ideas and 
education sessions for pharmacy technicians. This 
broke down barriers, gave staff greater understanding 
of each other’s role and improved engagement. Open 
communication and rapport with ward staff were 
achieved through encouragement and feedback 
alongside face-to-face and blended learning sessions.  

methoD
To provide a sustainable service, the aims of the 
project were to: promote patient safety; increase staff 
knowledge regarding the safe use of insulin; to reduce 
insulin waste and cost in the acute setting. The project 
methodology was based on quality improvement cycles, 
piloted on one ward, using Plan Do Study Act (PDSA) 
test cycles. The PDSA cycle tested the impact using 
outcome and process measures, before extending 
the learning to other areas. A monthly audit of ward 
insulin fridge stock was initiated, which identified a 
number of issues with established practices: patients’ 
own insulin was not being kept with them, to facilitate 
self-administration of insulin where appropriate; 
delayed timing of insulin administration; poor insulin 
stock management; unnecessary insulin waste caused 
by poor management by staff; insulin being drawn 
from insulin cartridges and pen devices, and lack of 
ward staff education. In response, monthly ward visits 
by the diabetes healthcare assistant were started, to 
collect data on stored insulin, ensuring each one was 
in date, dated and that no cartridges or pen devices 
were stored in the fridges. Out-of-date, undated, 
deceased and discharge/transferred patients’ stock 
was removed each month, returned to pharmacy and 
logged. Ward staff education sessions were delivered 
on wards to avoid disruption to clinical practice and 
encourage uptake. A staff feedback questionnaire and 
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checklists were developed. Patients were consulted 
to ensure they agreed with their insulin being kept in 
their medication pods. Patients admitted to hospital 
with a large amount of insulin were encouraged to 
send the excess home. A database was designed to 
capture all insulin audit results. These results were 
shared with the pharmacy, medicines and ward 
management monthly and used to identify insulin ward 
stock management which enabled the DSNT to target 
insulin training and insulin stock review with input 
from the pharmacy/medicines management team. 
Insulin-related incident reports were monitored.

results
Over the last 12 months there have been notable 
improvements in inpatient safety, insulin cost reduction 
and waste. The first audit in 2016 highlighted a 
potential problem in the safe administration of insulin, 
a considerable wastage of insulin and accruing cost. In 
that single month insulin wastage across every ward 
amounted to £459.11, including £89.17 of unpreventable 
waste (out-of-date and deceased patients’ insulin). 
In May 2018 the cost was £135.84, including £82 
of unpreventable waste (out-of-date insulin). Four 
main areas were audited at the start and re-audited 
throughout the year. The results showed: out-of-date 

insulin reduced by 61.5%; a 91.4% reduction in patients 
being discharged without their insulin; a 62% reduction 
in the date not being written on insulin vials when 
opened; the deceased patients’ data is an extrinsic factor. 
Working with pharmacy and ward staff on a regular basis 
maintains current practice. In addition to improved insulin 
stock management, reported insulin administration 
(medication) incidents (January 2015-May 2018), showed 
a reduction in harm over time (following an initial increase 
in reported incidents August 2015-January 2016), 
associated with education and training delivered to ward 
teams, and increased awareness of insulin safety issues.

sustainaBility anD sPreaD
This project did not require additional funding, but did, 
and will, require leadership from the DSNT to drive the 
audit and ward education programmes. An education 
and audit plan will need to be included in the DSNT 
strategy and work plan. The education programme 
could be focused most effectively on new staff and 
target teams specifically (identified and supported 
by the DSNT, ward managers or Trust Medicines 
Governance Group). The learning could be spread to 
other Trusts through publication, clinical networks and 
other publicity. A poster was designed and entered 
into the Nurse Celebration day held by the Trust.

This was a very well-written entry detailing an innovative project. The small team 
delivered big results and what the judges loved most about this entry is that its 
potential is enormous! The team was able to break down the barriers of silo working 
within the NHS – and that was absolutely fantastic. The results were tangible, the 
methodology was great and the technical aspects were spot on.

Developing a Team Approach to Improve Insulin 
Safety and Reduce Insulin Wastage
by Northern Devon Healthcare Trust

DiaBetes team initiative of the year – aDults



The Poole Young People’s Diabetes Service – 
Improving Contact, Improving Care
by Poole Hospital NHS Foundation Trust

summary
The Improving Contact, Improving Care project aims 
to improve the care received by young people aged 15 
to 23 years with diabetes in east Dorset. To achieve 
this, funding for young patients aged 15-19 years from 
the paediatric Best Practice Tariff (BPT) was used to 
redesign the Poole Young People’s Diabetes Service 
(YPDS), with the intention of extending the core 
principles of the BPT for diabetes to those aged 20-
23. The success of the project has seen improvement 
in diabetes control in patients aged 15-23 years, with 
the most marked benefits in those aged 20-23. A 
project with flexibility, frequent contact, an embedded 
philosophy of outreach and a service focused on 
young people has demonstrated that it can achieve 
great improvement for patients living with diabetes. 

innovation
The project team embedded a culture of continuous 
improvement and made many changes in the initial 
12 months after establishment, which have been 
sustained. The team’s adaptiveness and swiftness to 
respond to both success and failure has been central to 
the development of the project. It introduced: flexible 
communication with the team, including phone, text 
and email, offering a combination of virtual reviews/
clinical advice and appointment reminders; assertive 
outreach – understanding the caseload and responding 
to their needs, while building in flexibility to fit around 
the patient; a 19+ nurse-led clinic to enable more 
frequent team contact; fortnightly psychosocial 
multidisciplinary discussions about complex patients, 
which facilitated the embedding of psychological 
skills into consultations; a menu for patient education, 
recognising that education takes many forms, allowing 
patients choice in how and when they want to receive 
education through the education choices questionnaire; 
taking a developmentally appropriate approach to 

transition from paediatrics to the YPDS and then to the 
adult service to help young people reach their potential, 
both in their diabetes management and more widely. 
These innovations give patients a breadth of choice 
from a multidisciplinary team whose members work 
closely together to ensure high standards of care. 

methoD
Self-care for diabetes falls markedly in the 20-24 age 
group, so the service was redesigned to better meet the 
needs of this older group. The Poole YPDS recruited a 
dedicated transition diabetes nurse specialist, diabetes 
specialist dietitian and clinical psychologist, and received 
increased consultant cover. The goal was to implement 
truly patient-centred care while achieving the BPT for 
patients aged 14-19 years and extending this standard of 
care up to age 23 within the BPT resource. The service 
focused on clinic support, outreach, communication 
and education. A weekly clinic for young people was 
introduced with additional urgent slots available, plus 
a monthly evening clinic to offer flexibility for college 
and work-aged young people, with annual review 
appointments offering a ‘one-stop shop’ for consultant, 
dietetic and psychological review. A fortnightly 
19+ nurse-led clinic was also set up. Psychological 
skills were introduced into consultations, with a 
weekly psychologist clinic, offering evidence-based 
psychological therapies, a fortnightly psychosocial 
meeting and psychological skills training for staff. A 
patient database monitored outcomes and flagged 
those of concern. Outreach involved active case-finding 
for patients not attending or disengaged from the 
service, and home visits. Communication was improved 
with text and email reminders for clinic appointments, 
a text, email and telephone helpline for patients, 
a quarterly newsletter and a website for patients. 
Education delivery was tailored to what patients 
wanted and a college clinic group education session 
offered with a curriculum aligned to type 1 diabetes. 

DiaBetes team initiative of the year –  
ChilDren, younG PeoPle anD emerGinG aDults
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The judges really loved Poole Hospital NHS Foundation Trust’s entry from start to finish. 
It was simple, answers some very tough questions and most importantly it’s transferrable. 
The team used their own resources and delivered some dramatic, remarkable results. 
Thoroughly impressive.

To help with transition a Consultant Paediatrician 
joined the YPDS team, a Diabetes Holistic Assessment 
Tool (D-HAT) was created to aid biopsychosocial 
assessment of newly transitioned patients, and there 
were quarterly handover meetings with the Adult 
Diabetes Service and the Trust Safeguarding Lead.  

results
The Improving Contact, Improving Care project has 
seen a mean reduction in HbA1c from 80mmol/mol to 
73mmol/mol over a four-year period for all patients aged 
16-23. This project uniquely extended the principles of 
the BPT to those aged 20-23. Looking beyond the BPT, 
this group saw the most marked improvement, with a 
reduction in HbA1c from 94mmol/mol to 75mmol/mol. 
Although the latest results of the National Paediatric 
Diabetes Audit are awaited, the service has delivered 
lower HbA1c than the national average since its inception, 
a trend extending to the 20-23 age cohort. Those with 
particularly concerning HbA1c have also improved, 
with males benefiting particularly over the four-year 
period (19.35% with an HbA1c of > 100 in 2014/15, 
now 7.29% in 2017/18). The number of females with 
an HbA1c of over 100 has also reduced from 6.45% 
to 2.08%. Non-attendance at clinic is associated with 
adverse outcomes. The assertive outreach approach 

has resulted in improved ‘did not attend’ (DNA) rates, 
with a 4.3% reduction in clinic DNA rates over the past 
three years. Furthermore, the percentage of patients 
who DNA at least once reduced from 45% (2015/16) to 
40.4% (2017/18). There are also fewer multiple DNAs 
from individual patients compared to three years ago. 

sustainaBility anD sPreaD
The Improving Contact, Improving Care project was 
set up to extend the Poole YPDS to improve care for 
all young people with diabetes. Results have been 
shared with poster presentations at Diabetes UK 2018. 
After identifying significant variation in the quality 
of the service provided across the county, the team 
is working with Dorset Clinical Commissioning Group 
(CCG) and the two other acute providers to share 
the work. The ambition is to extend throughout the 
region in line with the CCG plan to develop a single 
diabetes service across the region. A stakeholder day 
is planned for September 2018 to showcase results 
and inform further service design across Dorset. The 
project demonstrates that the BPT can be extended 
by reinvesting this money into diabetes services. The 
benefits of this reinvestment, and the extension of the 
service to young people aged 20-23, are clear from the 
improved HbA1c and greater engagement achieved.

The Poole Young People’s Diabetes Service – 
Improving Contact, Improving Care
by Poole Hospital NHS Foundation Trust

DiaBetes team initiative of the year –  
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Blood Glucose Monitoring – A Collaborative 
Approach to Updating the Formulary 
by NHS Birmingham and Solihull CCG and Partners

summary
Birmingham, Solihull, Sandwell and Environs (BSSE) 
Area Prescribing Committee’s (APC) formulary for 
blood glucose meters was published in 2015. By 2017, 
advances in the meters and a fall in the price of test 
strips had left it out of date. Birmingham and Solihull 
CCG’s spend on glucose/ketone strips increased 
£3.08 million in the previous five years. With over 
80 glucose meters on the market, the challenge was 
to create a quantitative evaluation process to select 
products that met the needs of all diabetic patients. 
Mindful that the previous review took two years, the 
new process had to be efficient. The APC’s Diabetes 
Medicines Management Advisory Group (DMMAG) 
formed a subgroup to undertake the work. Led by 
CCG pharmacists, it had clinical representation from 
all local NHS sectors and collaborated with patient 
groups and industry. The scope was to review all 
glucose/ketone monitors, needles and lancets, as well 
as make self-monitoring recommendations. Within six 
months 170 products had been considered and new 
guidelines for APC had been prepared. Subsequent 
implementation enabled a quick change in practice.

innovation
The creation of a formulary for blood glucose meters 
and ancillary products is not new. However, the 
growth in the number of products, plus advances in 
their technical specifications, meant that the previous 
method was not feasible. A new, efficient evaluation 
process was required, including clinician and patient 
input, as any decisions could be challenged and 
jeopardise uptake and implementation. Market research 
at the start (September 2017) identified more than 80 
glucose meters, 60 lancets and 30 needles. Collating 
clinical and technical information would have required 
significant manpower, so the manufacturers were invited 
to make submissions. The subgroup developed weighted 
evaluation criteria and sent them to all companies 

with four weeks to respond. Manufacturers could opt 
out or submit products for evaluation. Giving them 
the evaluation form meant they could choose which 
information was pertinent and ensure it was accurate. 
It also meant that older models or products about to 
be discontinued were excluded. They were also invited 
to state any intentions to alter prices or supply of the 
products. At the four-week deadline 20 companies 
had returned submissions covering 53 products. The 
subgroup scored the responses individually. This 
approach allowed a wide range of products to be 
assessed with a depth of analysis and within a time 
frame not usually possible for one formulary team. 
Because clinician and patient involvement was included, 
the final formulary choices had been through a rigorous 
screening process and could stand up to scrutiny.

methoD
All manufacturers were invited to participate in the 
review and received the evaluation criteria. The 
resulting completed forms were scored, and the 
shortlisted products put forward for a Diabetes UK-
organised patient event. Evaluation sheets were co-
designed and approved by CCG Equality and Diversity 
leads. Attendees reviewed the shortlisted products, 
with diabetes nurses and pharmacists available to 
help. Diabetes UK compiled the patient feedback into a 
report, which informed the final recommendations. The 
review process and final guidance were published with 
open access on the BSSE APC website. After publication, 
the DMMAG subgroup finalised the implementation 
plan. In primary care (across the BSSE area) launch 
events were held for GPs and practice nurses, with 
industry representatives available to demonstrate. 
All the area’s community and acute Trust diabetes 
teams have trained their staff and are issuing the new 
meters. The new formulary was produced within the 
six-month timescale. It includes high-quality and cost-
effective meters and forecasts a combined potential 
saving of approximately £660,000 in 2018/19.

DiaBetes CollaBoration of the year – aDults
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The judges were so impressed with the team’s collaborative approach that they believe 
this submission should be used as a gold standard in this category. The time frame for the 
work was brave and the project was executed brilliantly. While the judges understand that 
the project isn’t a new approach, they would like to commend the phenomenal amount of 
work that was undertaken in order to make this project a success. The judges particularly 
enjoyed that the team also thought about younger patients.

Blood Glucose Monitoring – A Collaborative 
Approach to Updating the Formulary 
by NHS Birmingham and Solihull CCG and Partners

DiaBetes CollaBoration of the year – aDults

results
The project has led to the production of one formulary 
within a six-month timescale, appropriate for diabetes 
patients across the health economy with advice on 
‘expert meters’. The combined potential saving on 
blood ketone and glucose strips for Birmingham and 
Solihull CCG for 2018/19 is £661,478 meaning that the 
NHS budget can be used wisely and reinvested. All 
manufacturers were invited to participate in the review 
and received the evaluation criteria. This significantly 
reduced the number of products for consideration, 
improving efficiency. Establishing the review process 
denotes time efficiencies for future reviews. Feedback 
from the patient event highlighted service users (and 
clinicians) wanted more advanced features to be 
available in the formulary choices, such as smartphone 
applications and links into clinical systems, as well 
as simple meters. This means more patient choice 
and a goal of improved diabetic control. The new 
formulary enabled a Birmingham hospital to pilot a 
system of reviewing blood glucose results remotely via 
smartphone applications to reduce gestational diabetes 
attendances and improve patient experience. This 
project has enhanced cross-sector multidisciplinary 
working to promote future project collaboration.

sustainaBility anD sPreaD
The goal of creating a single formulary for meters, 
needles and lancets that encompasses the 
preponderance of diabetic patients was met. The 
review timescale was also met, included patient 
and clinician input, and is reproducible. There is a 
two-year review date, or sooner, as required. 
The review process and final guidance were published 
with open access on the BSSE APC website. 
The quantitative evaluation criteria can be updated and 
used to re-evaluate products for time-efficient future 
formulary reviews. Sharing the process and scoring 
system with industry ensured transparency. Clinical 
inertia regarding formulary change was alleviated 
by including healthcare professionals in the entire 
review process. Successful collaboration between 
CCG, patients and clinicians created reassurance 
that formulary choices were not solely cost-driven 
and facilitated future team working. This also eased 
implementation. Predicted savings from the new 
formulary demonstrate sustainability, enthusiasm for 
implementation and compatibility with health economy 
objectives. The new formulary enabled the Birmingham 
hospital pilot mentioned above. A neighbouring 
CCG requested use of the review process and it has 
been shared with the West Midlands Cardiovascular 
Network and NHS England (West Midlands), which have 
asked CCGs to prioritise blood glucose monitoring. 



Tomorrow’s Leaders: Developing Agents 
of Change in Diabetes Care
by Diabetes UK

DiaBetes CollaBoration of the year – aDults
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summary
In a climate where NHS training budgets are 
diminishing, numbers of specialist staff are shrinking 
and diabetes caseloads increasing, it is essential that 
the diabetes workforce has the knowledge and skills 
necessary to improve and deliver excellent diabetes 
care. Diabetes UK created the Tomorrow’s Leaders 
(TL) programme to give diabetes specialist nurses 
(DSNs) and dietitians the skills and confidence to 
lead improvements in diabetes care. The programme 
not only supports participants to develop leadership 
skills, it also boosts their confidence and motivation 
to develop and deliver high quality diabetes care. 

innovation
The Diabetes UK DSN workforce surveys demonstrated 
that 50% of DSNs would be retiring in the next ten 
years. A new approach to supporting and growing 
DSN leaders was needed and a working group was put 
together to develop support for future generations. 
This led to the development of an innovative, free 
24-hour leadership training course, with a one-
day follow-up session two months later. Traditional 
education for DSNs and dietitians focuses on building 
clinical skills. The ‘leadership’ training that is available 
through the NHS is designed to grow ‘managers’, 
taking people away from their clinical specialism. 
This course is unique and innovative in that it gives 
participants the opportunity to develop their skills 
to lead improvement in diabetes care. It combines 
the clinical context of diabetes with a practical and 
theoretical programme to facilitate change and enable 
tangible improvements in diabetes care. It provides 
participants with the platform to share aspirations and 
challenges, as well as develop a peer support network. 

methoD
The course includes sessions on the NHS, effective 
communication, sources of power and tackling barriers 
to delivering service improvements. Participants then 
work with a coach to develop an action plan and an 
‘Elevator Pitch’ to support this plan. The follow-up 
session provides an opportunity for reflection and a 
review of progress on action plans. It also includes 
workshops on emotional resilience and meeting 
facilitation. The course was piloted in September 2014, 
with seven DSNs taking part. Participants evaluated 
the content, facilitators and the overall programme. 
The feedback was used to shape future sessions. The 
course was then run once in 2015 and multiple times 
in subsequent years owing to demand. To date, the 
programme has been attended by over 150 nurses 
and dietitians. It has been heavily oversubscribed 
each time. In January 2016 the course was opened to 
dietitians, as they also lead service improvement. 

results
The programme objectives are assessed through 
course evaluations and through capturing reflections 
from the participants. A key part of the course 
is developing an action plan with support from 
a coach, and then pitching the plan to the rest 
of the group to develop presentation skills. 
These action plans focus on making a specific change to 
improve diabetes care in their local area, eg improving 
communication between primary and secondary 
care, developing a diabetes education programme, or 
implementing virtual clinics. Progress made with action 
plans informs the evaluation of the course, detailing 
the tangible changes that participants have made, and 
the impact for people with diabetes. The development 
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of leadership skills for improving diabetes care is the 
primary aim of the programme. Successive course 
evaluations have shown that 100% of the participants 
felt more confident leading improvements in diabetes 
care and felt more confident as a leader as a result of 
this training, demonstrating the success of the course. 
Another important aspect of the programme is to 
facilitate peer learning and provide a platform to share 
best practice. Participants value this opportunity to 
learn from colleagues and find out what is happening 
elsewhere. Through developing the confidence and 
leadership skills of participants, this programme aims to 
support them to deliver high quality services to people 
with diabetes, as well as to champion the profession 
and encourage others to improve their own diabetes 
care. Examples of action plans participants have 
implemented since attending the programme include: 
development of an improved team working strategy, 
resulting in more cross-site working and helping to 
standardise care for people with diabetes; the setting-
up of an accredited education programme to improve 
diabetes knowledge in primary care; improvement of 
young adults’ services, and introduction of telephone 
consultations, involving the DSNs in the team to 
improve access to services for people with diabetes. 
Common themes of improvement work undertaken 
by participants include: transitions services; staff 
and patient education programmes; virtual clinics; 
dietetics services; insulin safety, and conduct audits. 
Feedback from participants has indicated better 
leadership, more cohesive team working and improved 
engagement within multidisciplinary teams, leading to 

better services for people living with diabetes. Several 
participants have progressed to other leadership 
roles within their team or local area, demonstrating 
that this programme encourages participants to 
take on positions of increased influence to transform 
diabetes care. All course participants would 
recommend the course to DSNs and dietitians looking 
to increase their knowledge and skills as a leader. 
This programme allows more people with diabetes to 
receive accurate information and enables Diabetes 
UK to grow a network of healthcare professionals 
to improve diabetes care across the country.

sustainaBility anD sPreaD
The programme has gone from strength to 
strength over the past three years, with good 
geographical coverage across England. This year 
it will be delivered in Belfast for the first time. 
Participants are delivering tangible changes in 
diabetes care which are shared via various media. 
Diabetes UK initially invested to develop the programme. 
It is now sustainably funded through commercial 
sponsorship. Learnings from the programme have been 
used to address challenges elsewhere in the diabetes 
workforce. Examples include a bespoke primary 
care leadership programme that will be launched 
for diabetes, and the creation of a programme for 
pharmacists. Elements from the programme have been 
used to shape Diabetes UK’s ChangeLabs –  
a series of short, focused workshops designed 
to accelerate improvements in diabetes care.

This was a truly great initiative. Diabetes UK delivered what it set out to do 
all the while advancing the project’s agenda. The judges were particularly 
impressed with how well thought out the programme was, specifically with the 
follow-up course to further bolster motivation. It was beyond inspiring. 

Tomorrow’s Leaders: Developing Agents 
of Change in Diabetes Care
by Diabetes UK
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The Ingeus ‘Healthier You’ National 
Diabetes Prevention Programme
by Ingeus

summary
In 2016, NHS England commissioned Healthier You: 
the NHS Diabetes Prevention Programme (NDPP). 
NDPP is an early intervention service designed to 
support people at risk of type 2 diabetes mellitus 
(T2DM) to make long-standing changes to their 
health and well-being and prevent them developing 
the condition. Ingeus, in partnership with Leicester 
Diabetes Centre (LDC), delivers NDPP in 18 areas 
across the UK, accounting for 38% of all programme 
referrals commissioned so far. It is the largest single 
provider of NDPP services across the country, with 
over 62,000 referrals. It has achieved exceptionally 
high performance for uptake, retention and participant 
outcomes (average HbA1c reduction of -4.4mmol/
mol after six months, LDC analysis, February 2018).

innovation
The approach draws on the combined strengths of 
Ingeus, a specialist provider of complex public services, 
and LDC, a global leader in diabetes prevention 
programme design. This partnership delivers an 
evidence-based intervention at an unprecedented scale. 
The NDPP behavioural intervention builds on LDC’s 
seven years’ work to design, implement and evaluate 
its Let’s Prevent Diabetes (LPD) intervention in primary 
care. It is the only such intervention shown to be 
effective through a large-scale randomised controlled 
trial (RCT). The RCT found that, after three years, 
participants who attended the first session achieved a 
35% lower risk of developing T2DM, participants who 
attended all sessions achieved an 80% reduction and 
there were reductions in HbA1c. LDC’s multidisciplinary 
team adapted LPD for NDPP to align with NICE guidance 
and Public Health England’s evidence review. All key 
theoretical concepts and behaviour change techniques 
(BCTs) of the original intervention remain. To ensure 
the programme’s success it had to be bespoke for the 
user, tailored to the cultural backgrounds of participants 
and easy for GPs to refer on to. Educators were 
trained to focus on personal circumstances, helping 
participants understand the health consequences of 

their diabetes risk in the context of their own lives. 
Curriculums were tailored to South Asian, Afro-
Caribbean and Eastern European participants. These 
included discussion on healthy alternatives to common 
Asian food practices (eg baking bhajis instead of frying 
them and reducing the use of ghee), the discussion 
of religious health beliefs (eg the role of ‘destiny’ in 
health), and education around the healthiest way to 
control diabetes during culturally important events 
(eg Ramadan). The NDPP referral form was embedded 
in GP systems (EMIS, Vision, SystmOne and Prism).

methoD
The intervention is a structured education programme 
targeting lifestyle and behaviour change. It involves 
13, 90-minute sessions, split into four weekly core 
sessions and nine monthly maintenance sessions. 
Sessions are held in groups of up to 15 participants, 
with accompanying friends or family, conducted by an 
Ingeus-employed, LDC-trained educator. Every session 
includes goal-setting, action-planning and weigh-ins. 
All participants receive resources to support behaviour 
change, including pedometers, activity diaries and 
personalised health profiles. The core sessions equip 
participants with an understanding of risk factors, 
helping them make lifestyle changes and commence 
the process of long-term behavioural change. 
Maintenance sessions reinforce the behaviour change 
methodology through a supportive group environment. 
All sessions are quality assured by the LDC. 
The initial two-month establishment period uses a 
‘trailblazer’ site in each contract area to prove the 
concept of the service to local GPs, which drives rapid 
uptake later. A Rapid Deployment Team (RDT) leads 
mobilisation in each new area, contacting every GP 
practice in 30 days and providing one-click referrals 
on to the programme using EMIS and SystmOne. 
Educators capture participant outcome data during 
the intervention sessions, using an encrypted 
portable electronic device to submit data (attendance, 
weight) via an HTTPS online form. LDC trains every 
educator. These educators perform point-of-care 
blood tests in accordance with NICE guidelines. 

Prevention anD early DiaGnosis tyPe 2 DiaBetes

www.qualityincare.org/diabetes   31



www.qualityincare.org/diabetes   32

This entry demonstrated impressive outcomes coupled with some truly insightful 
referrals. The model is remarkably sustainable and the team supplied some detailed 
numerical data. Overall the team delivered a very successful project.

results
Referral targets are consistently exceeded, achieving 
113% against profile nationally. Ingeus is the best 
provider to convert referrals to attendance at 
intervention sessions of any NDPP provider and has 
the highest Milestone 1 to Milestone 2 retention rate 
(NHS England, 2017), with 75.2% of participants 
who commence NDPP achieving Milestone 2. LDC 
analysis shows highly successful results. On average, 
Ingeus participants achieve an HbA1c reduction of 
-4.4mmol/mol after six months on the programme. 
The mean Hb1Ac for participants at the six-month 
point is 39.9mmol/mol – below the pre-diabetic range. 
Participants who complete the programme achieve 
an average weight loss of -4.1kg (LDC Analysis, Feb-
2018). Multilingual educators meet the language needs 
of BME communities and support retention, while 
the website includes materials in key languages (eg 
Bengali, Polish, Urdu). Ingeus-run blood clinics ensure 
faster access for participants who require a test on 
referral and minimise barriers to uptake and retention. 
‘Rolling’ maintenance sessions allow participants 
to attend any session they want, rather than having 
a prescribed date and time. LDC’s evaluation team 
conducts RCTs to support efficiency improvement. 

sustainaBility anD sPreaD
Ingeus and LDC are contracted to deliver NDPP across 
the UK until July 2020. NHS England will launch the next 
iteration of the programme this year and it hopes to 
have an even larger role and continue provision across 
the country. Strong relationships have been developed 
with 1,144 GP practices. Different healthcare systems 
have been integrated to ensure wider access. In each 
LHE, NDPP was embedded into wider local systems 
of service delivery, contributing to health promotion 
by improving access. Partnership with LDC ensures a 
platform for scientific dissemination of the results of 
the programme. In summer 2018, LDC is making two 
submissions to the World Congress for the Prevention of 
Diabetes and its Complications. Additionally, it produces 
an ‘Outcomes Paper’ focused on HbA1c and weight loss 
and shares findings with NHSE, Public Health England 
and Diabetes UK to inform contract-wide efficiency 
improvements. In 2016, when the Wave 1 Regions were 
assigned, Ingeus delivered in two out of 11 regions 
(18%). Today, of the 47 regions where the NDPP has 
been contracted, it delivers in 18 of them (38%). 

The Ingeus ‘Healthier You’ National 
Diabetes Prevention Programme
by Ingeus
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Enhancing Specialist Knowledge for Pharmacists to 
Optimise Diabetes Medication Management
by NEEDS (North East Essex Diabetes Service)

DiaBetes eDuCation ProGrammes – aDults

summary
The complexity of diabetes management, with advances 
in therapies and best practice, can be difficult for 
general ward staff to manage, leading to clinical risks, 
such as maladministration of insulin, clinical inertia and 
episodes of hypoglycaemia, often resulting in suboptimal 
care. With limited time and resources, inpatient diabetes 
specialist nurses (DSNs) are often unable to address all 
the issues. Locally a large number of medication errors 
and ‘near misses’ were identified on the wards. The 
diabetes inpatient team discussed ideas and looked for 
inspiration nationally but felt that a new approach was 
required. The project focused on upskilling inpatient 
clinical pharmacists through completing the advanced 
diabetes management course, followed by a new, 
collaborative-working initiative involving regular clinical 
supervision and support from the North East Essex 
Diabetes Service (NEEDS) inpatient DSNs. Previously, 
pharmacists had just performed medicine reconciliation 
advice on medication interactions and side effects 
while assisting with discharge planning. The project 
demonstrated that clinical pharmacists were expertly 
placed to improve medication safety through performing 
a medication review, highlighting and identifying any 
clinical risks, and optimising patient therapy. They 
gained the skills and confidence to support diabetes 
management at ward level, leading to improved patient 
safety, reduced DSN workload, plus greater diabetes 
awareness and knowledge within the hospital.

innovation
NEEDS is finding new ways to shape how diabetes care 
is provided to keep up with increasing demands and 
numbers of people living with diabetes. Experience 
shows that working collaboratively with other 
departments in the hospital and organisations in the 
community can often solve problems more quickly and 

efficiently. It has worked with the pharmacy department 
for many years, offering guidance and medication 
advice, so a closer working relationship to resolve issues 
like medication errors and lack of staff knowledge 
seemed a natural step. While there are many examples 
of collaborative working within the community, there are 
fewer in the diabetes inpatient setting. This is believed to 
be the first example of upskilling inpatient pharmacists 
to become ‘diabetes champions’, giving them in-depth 
understanding of the holistic approach required to 
care for diabetes inpatients, while empowering them 
to make safe decisions without seeking advice from 
the diabetes nurse, who is not always available. This 
collaborative relationship has led to daily contact 
between the DSNs and pharmacists. A seamless 
discharge process, where errors can be picked up at 
the point of documentation, catches the ‘near misses’ 
and ensures optimum patient safety. Pharmacists 
have also shared their learning with other members 
of the multidisciplinary team. This collaborative 
model could be used in other hospitals, leading to 
further improvements in patient safety nationally. 

methoD
The inpatient DSN team took the idea to the pharmacy 
leads to agree a plan. The lead pharmacists for urgent 
care, care of the elderly and surgery were chosen 
as their experience would help to address where 
the clinical risks were. Two of them were already 
independent prescribers, which would help speed up 
the clinical decision-making. It was agreed that they 
would attend the ‘advanced management of diabetes’ 
course, a university-run programme aimed at enhancing 
each health professional’s specialist knowledge of the 
holistic care required in diabetes. Funding was agreed 
via the ‘Health Professional Training Budget’, which 
had only been allocated to inpatient or practice nurses 
and GPs historically. Once the course was completed, 
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This very innovative project makes use of the existing expertise in pharmacists, and gives 
them a greater role in managing diabetes patients. The judges congratulated the NEEDS 
team on building a robust training programme which enhances the multi-disciplinary team 
working in the hospital setting, and for achieving clear and rapid improvements in patient 
safety and wellbeing. The judges believe this programme could be replicated elsewhere in 
the health service and would help address workload issues for Diabetes Specialist Nurses, 
bringing about real clinical improvements in care.

the pharmacists were assigned a specialist nurse as a 
mentor and feedback sessions were organised. Post-
course the pharmacists were able to review blood 
tests, optimise therapy and reduce clinical risk through 
stopping, changing, or initiating diabetes medications 
treatment. Medication errors were audited using the 
National Diabetes Inpatient Audit (NaDIA) template 
every week and reported through the harms audit.

results
There has been a reduction in the numbers of 
medication errors reported in the Hospital Patient 
Safety Incident Report (Datix), from around 12 per 
month to a maximum of six per month. Reported 
hypoglycaemia episodes have been reduced from 
eight to three a month and there has been a reduction 
in diabetic ketoacidosis (DKA) and hyperosmolar 
hyperglycaemic state (HHS). Though there is no direct 
data proving better glycaemic control, anecdotally 
there has been an improvement. DSNs’ time has been 
saved as, with fewer Datix reports coming through, 
more time is available to provide in-house training for 
key/high patient volume areas, such as the Emergency 
Assessment Unit and clinical skills nurses. Additional 
benefits include: an improved discharge process, 
reducing time on wards and frequency of discharge 
errors, which had caused problems for GPs and 

district nurses in the community; a huge increase in 
diabetes awareness and eagerness to learn within 
the hospital; staff from other clinical areas wanting 
to become diabetes champions and to complete 
the university course, and two further pharmacists 
undergoing the training. Three-day training courses, 
certificated by Essex University, are planned.

sustainaBility anD sPreaD
The pharmacists attended a one-off diabetes module 
funded from the health professional training budget. 
Historically the money has always been spent on 
primary care, but this cost has been outweighed by the 
money saved. Other areas could replicate this using 
any regulated diabetes course, possibly free of charge, 
depending on the local set-up. To maintain competencies 
NEEDS will continue to invite pharmacy champions to 
its existing development updates and offer diabetes 
training sessions to the whole local health service, as 
part of its existing offer. Three pharmacy champions are 
not enough to provide cover to the inpatient population 
(580 beds). They are allocated specific areas and have 
contact details for the whole NEEDS specialist team. 
Two more pharmacists are undertaking the diabetes 
course. The project is sustainable and saves costs, 
which justifies any future training for the pharmacists 
required. It could be replicated in other hospitals.

Enhancing Specialist Knowledge for Pharmacists to 
Optimise Diabetes Medication Management
by NEEDS (North East Essex Diabetes Service)
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summary
Diabetes.co.uk has an award-winning and experienced 
team of 30 employees. It is the world’s largest diabetes 
community and provides support, information and 
digital health interventions. The platform empowers 
patients and has had clinically validated health 
outcomes. The Low Carb Program (LCP), launched in 
November 2015, is a ten-week, automated, structured 
health intervention for adults with type 2 diabetes, 
prediabetes and obesity. Each patient’s journey is 
personalised through an AI-led engagement pathway. 
The program was developed in collaboration with 
Southport GP Dr David Unwin (NHS Innovator of the 
Year 2016) and the feedback of 20,000 patients with 
type 2 diabetes who completed a 54-question survey. 
Their responses highlighted gaps in education. The 
forum users instigated the program’s development, 
which takes account of patients’ personal goals, 
demographics, culture, associated co-morbidities, food 
preferences and budgets to influence changed lifestyles. 
It is accessible via mobile, PC or App. The program’s 
grass-roots origin has pushed scientific understanding 
and forced a growing acceptance of type 2 diabetes 
remission. Over 326,324 people have downloaded 
the program from 195 countries around the world. 

innovation
Each patient’s experience with the program is 
personalised through an AI-led engagement pathway. 
Participants access nutrition-only modules, unlocked 
weekly, designed to help them reduce their total 
carbohydrate intake to <130g per day to meet self-
selected goals. Weekly engagement is ensured through 
personalised emails and notifications. Lessons are 
taught through videos, written content, or podcasts. 
‘Action Points’ encourage participants to make 
behaviour changes to reach their goals. Further 
support comes from downloadable resources, such 
as recipes, food substitution infographics and guides. 

Over 1,000 variables are collected from the patient in 
the first three months of using the program, including 
data from wearables and connected health devices 
(blood glucose meters, weighing scales, oximeters, 
etc). Models include one that detects the user’s risk 
of pancreatic cancer, with a non-threatening nudge to 
see a healthcare professional (HCP) if the prediction is 
of concern. Another can detect weight from a ‘selfie’. 
Members with type 2 diabetes who complete the LCP 
lose over 7kg, 40% eliminate at least one medication 
and 28% put type 2 diabetes into remission at one year. 
For every 10 people who start the program on insulin, 
six of them eliminate it upon completion. Moreover, 
there is 70% engagement at one year. Feedback 
from the first 100,000 members led to the launch 
of the updated LCP on 30 January 2018. It is now 
also available on iOS and Android, which seamlessly 
integrates with the web version. Further key device 
integrations were included in the app from 1 April 2018.  

methoD
Through the forum, Diabetes.co.uk discovered that 
patients themselves are a largely untapped, yet rich and 
powerful, resource for managing, and even reversing, 
metabolic conditions. The LCP is delivered as digital, 
structured education. It can be used regardless of how 
long the patient has had the condition and alongside 
medications. It employs a range of teaching methods 
and materials that are appropriate and relevant to the 
age, learning needs, cultural and ethnic background 
of the target population, so that individual learning 
styles can be accommodated where feasible. The 
program encourages users to track measurements 
and allows them to see the interaction between 
different areas of their health and well-being, giving 
them more information and more control of their new 
healthy lifestyle. With the LCP, individuals are never 
alone; they have the support of over 326,324 other 
patients who are going through the same journey. The 
program’s Lifestyle section is a constantly evolving, 
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ever-expanding, online magazine that is updated 
every day, offering the latest low carb news, exclusive 
interviews, recipes, meal plans, low carb research 
and success stories. Highly qualified nutritionists also 
take part in the program’s daily discussion forum 
to support individuals. Success stories encourage 
participants to stay on track. Big Data collection has 
led further development and the LCP now offers 
over 120 variables to provide personalised education 
and support for patients. Delivery channels include 
text, video, audio (podcast) and Virtual Reality. 

results
Individuals with type 2 diabetes who complete the LCP 
lose an average of 7.45 kg and reduce their HbA1c by 
2.2% (23.7mmol/mol). For people using insulin, 60% 
completely eliminate or decrease insulin requirements 
from their regime at the one-year follow-up point. 
The results of the LCP have been clinically validated 
and peer reviewed. 1,000 people with type 2 diabetes 
were randomly selected to be followed over the course 
of a year to assess how long they maintained their 
adherence to the teachings of the LCP. The study 
demonstrated that patients with type 2 diabetes 
can be taught to sustain adequate carbohydrate 
restriction to improve glycaemic control, decreasing 
medication use, and allowing clinically relevant weight 

loss. This can be achieved using highly personalised 
education that is delivered and supported online. 
Patients experienced significant elimination and 
reduction of medications from baseline to follow up.  

sustainaBility anD sPreaD
Evidence demonstrates substantial improvements in 
health, diabetes-related complications, medication 
dependency and quality of life for patients who are 
able to control their blood glucose levels and meet 
recommended targets. The key is to provide an 
engaging, effective and scalable solution. The program 
provides significant benefits to the UK government 
and taxpayers through reducing GP and HCP burden, 
risk of complications, prescription medications and 
hospital admissions, while aligning with the UK 
government’s aim to ensure cost-effectiveness of the 
NHS and public services. The LCP has proved to be 
effective, scalable and low cost. It is set for delivery 
in several territories through global partnerships 
with reinsurance organisations and bill payers. The 
Diabetes.co.uk platform has over 36 million visitors 
and collects rapid, real-time data from its hundreds of 
thousands of members that is used to empower patients 
to take control of their health. An explosion in IoT 
devices, fitness trackers and health wearables means 
substantial data profiles of patients can be created. 

This programme is free to users and is very accessible – it has already been tried 
by thousands of people, and it could make a big difference to many adults with 
type 2 diabetes, or at risk of developing the condition. It’s also very welcome 
because it could prove to be extremely cost effective to the NHS, and is likely to 
bring about a reduction in medicines needs, rather than an increase.

Diabetes.co.uk – Low Carb Program
by Diabetes.co.uk
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Talking about Diabetes (TAD) – Inspiration 
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by Talking About Diabetes (TAD)
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summary
TAD talks were set up to provide an opportunity 
for people with type 1 diabetes (T1D) to share their 
own inspirational stories in order to encourage, 
empower and motivate others who have 
diabetes or care for someone with diabetes.

innovation
The TAD talks provide a platform for people with 
diabetes to share their inspirational stories with an 
audience who also have diabetes or care for someone 
with diabetes. This type of peer-to-peer education 
and sharing is novel. The speakers and audience 
have a natural empathy with, and understanding of, 
each other that generates energy, enthusiasm and 
motivation. There is a broad selection of talks, ranging 
from feats of sporting endurance and success, to 
stories of living with diabetes for 60 years, as well 
as a personal history of changing diabetes care. The 
audience encourages the speakers and one another, 
plus everyone has opportunities to network and share 
during the intervals between talks. The sessions are 
chaired by professional presenters who have personal 
experience of diabetes. People who live with diabetes 
have a huge number of hours of experience and 
expertise in their own personal health compared with 
their medical providers, who may see them for no more 
than a few hours per year. The cumulative expertise 
in a room of 250 people with diabetes is immense 
and provides opportunities for problem-solving and 
sharing in a unique way. It also sets the foundation 
for a community of peers who can provide ongoing 
support and education to each other. It is an extremely 
effective adjunct to medical professional care.

methoD
Novo Nordisk, Diabetes UK, Juvenile Diabetes Research 
Foundation and Abbott were approached for funding 
and a six-month time frame was set to organise the 
event. The date selected was chosen to avoid any 
clash with other diabetes conferences or meetings 
and an affordable venue was identified on a university 
campus. Existing contacts were used to identify six 
speakers. Novo Nordisk also provided support from its 
PR company. Diabetes networks and social media were 
used to advertise the event and an online registration 
page was set up with a cap at 200 attendees. 
Speakers were briefed to speak for a maximum of 20 
minutes and to use the minimum possible number of 
slides. They were asked to look at the TAD talks for 
inspiration on their style of delivery. A website was 
developed to host the films and to provide further 
information about TAD. A feedback questionnaire 
was given to the audience members to complete at 
the end of the day in order to measure outcomes.

results
The effectiveness of the initiative can be seen in the 
scoring of the evaluation. Attendees were asked to 
rate aspects of the event from the choices ‘hugely 
valuable’, ‘valuable’, ‘somewhat valuable’ or ‘not 
valuable’. On the variety of speakers, over 80% chose 
‘hugely valuable’ or ‘valuable’. On the opportunity to 
network, and to ask direct questions to the speaker, 
over 81% ticked hugely valuable or valuable, while 
over 74% said they had found learning more about T1D 
in general hugely valuable or valuable. When asked 
about outcome and how the respondents felt after 
attending the event, 82.6% reported that they were 
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more positive about living or supporting someone 
with T1D. A total of 69.6% were more motivated 
to achieve goals, while 58% said they felt more 
connected with a local network of like-minded people.

sustainaBility anD sPreaD
Two events were held before December 2017 and a 
further event outside the time frame of this award. 
Novo Nordisk is committed to ongoing support for the 
event and the possibility of charging the audience a 
nominal payment of £5-10 in the future, to cover the 
cost of catering and the venue, has been discussed. 
Of attendees asked if they would be prepared to pay 
to attend, 37.5% indicated that they would pay up to 
£15 and 43% said they would pay up to £10. As there 
have been more requests for registration than places 
available, financial sustainability appears secure. All 
the videos of the talks have been loaded on the website 
www.talkingaboutdiabetes.co.uk, ensuring that the 

talks can be viewed by a much wider audience than 
present on the day. In addition, social media provided 
an invaluable platform to promote the TAD event, 
facilitate in-depth, real-time discussions about topics 
covered during the event, and allowed conversations 
to continue post-event. Twitter was used to good 
effect, with 1,588 tweets posted using the hashtag 
#TADtalk2017. Speakers, audience members and 
the wider online diabetes community were able to 
interact and engage in live conversations inspired by 
the event talks in a welcoming and open environment. 
Importantly, social media offers an arena for attendees 
from multiple backgrounds and age groups to continue 
the conversations post-event using the hashtag and 
connect with each other independently, encouraging 
a supportive T1D online network. Online media 
coverage shared the highlights from TAD, as well as 
the event’s key messages, to a wider online audience 
outside of social media, with the talks featured in 
blogs, the Diabetes Times and Pharma Times.

This goes beyond the traditional idea of ‘diabetes education’ and instead aims to 
inspire people with type 1 diabetes to set their own challenging goals. The talks are 
especially popular with younger people, and encourage them to take ownership of 
their condition and establish a support network of peers.

Talking about Diabetes (TAD) – Inspiration 
and Motivation for Diabetes
by Talking About Diabetes (TAD)
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summary 
Film prescriptions produced by behavioural change 
media experts and developed by health professionals 
and patients in Wales have been deployed nationally. 
Over 30 films are now available for type 2, type 1, 
gestational and prediabetes, covering all aspects 
of diabetes care. They were recently incorporated 
into the National Direct Enhanced Service (DES) for 
Diabetes in Wales and are viewed by approximately 
1,000 patients each month. Initial evaluation 
of the system demonstrated improvement in 
disease control as measured by HbA1c.

innovation
Data from a 2015 national audit indicated that only 
0.9% of the 186,000 patients with diabetes in Wales had 
attended a recognised self-management course. With 
a growing number of individuals developing diabetes 
it is imperative that effective and scalable solutions 
become available that allow generations of patients to 
become experts in their own health needs. A working 
group (Swansea University, Diabetes UK Cymru, Welsh 
Endocrine and Diabetes Society, Diabetes Research Unit 
Cymru, Abertawe Bromorgannwg University Health 
Board, Hywel Dda University Board with eHealth Digital 
Media), established in the summer of 2014, oversaw 
the creation of eight initial short films. The content 
focused on basic condition information, contained 
numerous patient-delivered commentaries and 
followed the principles of behavioural change through 
self-determination. The films were then reviewed by 
patient reference groups in the localities described 
and reviewed by two separate Health Board Research 
and Development departments, which deemed the 
project to be service development. The initial sets of 
films were tested in two large GP practices (Winch Lane 
in Haverfordwest and Clydach Surgery in Swansea). 

Following initial patient feedback, further content was 
generated, particularly around dietary advice, increasing 
the number of films to ten. Evaluation of the initial 
data set showed encouraging results, with significant 
improvements in HbA1c in the watchers that correlated 
with the number of films watched. The system has now 
been incorporated into the all-Wales standards for 
managing diabetes as well as the DES as part of the 
funded compulsory Gateway module (£22 per patient 
per year). Healthcare professionals and patients from 
all over Wales have been involved in the work. Following 
changes to the deployment method in line with Plan, 
Do, Study, Act (PDSA) cycle methodology, viewings of 
the film content have increased to around 1,000 patient 
views per month, with 40% returning for more viewings.  

methoD
The film content on PocketMedic was shot in an 
engaging way; patients are seen at home and 
presenters are in domestic or familiar environments. 
The films are broadcast standard and illustrated 
with high quality graphics to make them accessible 
to people with low health literacy. The initiative was 
implemented by clinical commissioners working 
closely with eHealth Digital Media to create the 
film content. Clinicians introduced the production 
team to patients directly or via patient groups. 
Relationships were built with patients and their 
stories continue to develop, such as during the 
filming of ‘Sick Day Rules’ for people with T1 diabetes, 
when one of the contributors (who had been filmed 
before) fell ill and allowed the film crew to film at her 
house and capture the management of her illness. 
This is a result of building trust with contributors. 
How many people watch the films, and how many 
watch again, is documented and data is reported 
regularly. This quantitative measure is complemented 
by qualitative feedback via feedback forms.   
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results
A paper published in Primary Care Diabetes in 2017 
describes the effectiveness of using films to drive 
behavioural change in patients: ‘We undertook a pilot 
service-evaluation of prescribed internet-based patient 
education films for patients with type 2 diabetes. The 
uptake was 28% and film watching was associated 
with a relative mean difference in HbA1c of −9.0mmol/
mol in the film watchers compared to non-watchers 
over a three-month period (P = 0.0008)’. This service 
evaluation helped the idea of film-based education 
gain momentum and respect among clinicians.  
PocketMedic became part of the mandatory central 
gateway module of the DES package for type 2 diabetes 
in primary care for Wales. Approximately 1,000 
patients a month access the films. It is anticipated 
that they will help people change their behaviour.

sustainaBility anD sPreaD
The Diabetes Network Wales has committed funding 
for three years, beyond which costs are limited to 
the commissioning of new films and subscription 
for the distribution and upkeep of film content to 
patients to ensure it is up to date. It is a low-cost, 
simple innovation with the potential to extend across 
the UK. The production team is in conversation 

with healthcare professionals in other countries 
who can see the potential for their patients. Now 
that PocketMedic is built in to the NHS Wales DES, 
it gives further impetus to drive distribution and 
reach as many patients as possible. Other chronic 
conditions have followed the lead of the Diabetes 
Network, such as the Lymphoedema Network Wales. 
There is support from the Welsh Government, 
Diabetes UK and the Welsh Endocrinology Society 
(WEDS). Nursing groups encourage their members 
to use the resource for patients. There is support 
from primary, community and secondary care. The 
production team would like to work with Vision to put 
text templates on the GP desktop to make it easier to 
send texts to patients as an administrative function. 
As patients’ permission must be given for them to 
be sent medical information, the texts must come 
from clinicians rather than using the NWIS (Welsh 
Informatic Service) lists of mobile numbers, which 
would be an efficient way to reach large numbers of 
patients. Scotland benefits from SCI-Diabetes, which 
will simplify distribution. There is interest in working 
with PocketMedic there. PocketMedic’s films cover 
a range of chronic conditions and it makes sense to 
provide them for other condition groups. The reach 
and distribution of the films is growing steadily, driven 
by the quality and effectiveness of the content. 

A very innovative idea to have films available on prescription! An excellent concept, 
well thought through from the patients’ perspective and well presented. These videos 
help educate and inform patients more effectively than traditional methods.

Film Prescriptions: A New Method for Delivering 
Patient Empowerment and Education
by Prince Philip Hospital/Hywel Dda
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summary
The Diabetes Team identified a gap in the care 
provided for patients in terms of exercise provision. 
The benefits of exercise are well-documented and the 
team wanted to offer support with exercise as part of 
routine care. In September 2017, in collaboration with 
the Sports Development Team (SDT) at Plymouth City 
Council (PCC), a low-cost, weekly circuits group for 
people with diabetes with diabetes specialist nurse 
(DSN) support was established. Initially the class was 
a six-week pilot, but high attendance, with an average 
of 17 people each week, meant this was extended 
to six months. Attendance has varied between 24 
and 13 people. The funding from SDT has since been 
extended again until December 2018. The project is 
being evaluated with the aim of expanding it to offer 
further exercise classes and support with exercise to 
all patients. Response from service users has been 
positive, with participants reporting anecdotally 
increased fitness, weight loss, medication reductions 
(both diabetes and blood pressure medication), 
increased activity levels and overall health.  

innovation
Most people reviewed in clinics were not meeting the 
current recommendations of 150 minutes of moderate 
physical activity per week. The team wanted to help 
promote self-care in their patients and approached 
the SDT about setting up a class for people with 
diabetes. They offered a weekly circuits class, allowing 
patients to bring a friend or family member. The first 
session was free, and £2 thereafter. In addition to the 
personal trainer and venue provided by the SDT, one 
or two diabetes specialist nurses (DSNs) were present 
to advise on exercise, treat hypoglycaemia and give 
advice on diabetes management. The DSNs attended 
in their own time for the first six-month pilot. The plan 
is to offer classes with paid DSNs and secure funding 
for a service review. Patients in clinic had reported 
that they felt their diabetes held them back from 

exercising so a new initiative was required locally. 
An initial search for similar schemes, where people 
had specialist diabetes support when exercising, was 
undertaken. There was only one, in Scotland, where 
they had run classes in five locations, with three of 
the classes having a maximum attendance of five, 
one class averaging seven or eight and the other 11 
or 12. As there were no NHS funds available for the 
new group, it was set up with PCC’s SDT, which had 
funding to support weekly exercise groups but had 
found it difficult to engage the local population.  

methoD
At the initial meeting between the DSNs and SDT, it 
was agreed that a ‘circuits’ format would appeal to 
the broadest range of individuals. SDT would find a 
central location and a personal trainer with experience 
and awareness of the challenges people with diabetes 
might face. Initially, the class was advertised to users 
of the Diabetes Centre and local GP surgeries through 
word of mouth. Some patients were personally invited 
by the DSN Team. Flyers were provided to GPs and 
practice nurses to invite their patients, plus displayed 
at the venue. In addition, the flyers were sent to 
the educators of New Type 2 diabetes education. In 
September 2017, a six-week trial of the exercise class 
began, with attendance of 10-15 participants. This 
positive start enabled SDT funding to continue until 
March 2018, and subsequently to December 2018. 
On the first week of attendance participants were 
requested to complete a data collection form, IPAQ 
and DDS17 questionnaires, as well as an SDT health 
declaration form. The same data was collected at six 
months and will be provided again at 12 months.  

results
One of the challenges is gathering data because there 
is insufficient space to take participants to gather 
information privately. Currently, questionnaires 
are given to attendees, who are asked to return 
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the completed forms the following week. While two 
questionnaires may seem lengthy for attendees, the 
team felt it was important to use validated tools to 
evaluate the project. From the limited data gathered, 
the Hba1c of the 12 data sets showed: nine patients had 
a fall in Hba1c of 2-36mmols, average of 12.5mmols 
fall; two patients had an increase in Hba1c +1mmols 
and +4mmols; one patient did not have bloods 
repeated, and one patient with ‘prediabetes’ HBA1c 
remained the same and did not develop diabetes. 
Regarding the patients’ weights, six reported weight 
losses of 0.5kg-5kg, average 3.3kg, while three had 
weight increases of 1.5kg-4.5kg. Overall, the IPAQ 
activity score improved for the patients who returned 
the form. However, the DDS17 score did not see an 
improvement. There was a very limited return of 
forms from the group. Patients reported that they 
had increased energy/fitness, motivation to increase 
activity throughout the week, improvements in diabetes 
control, two reported a reduction in hypertension 
medication, and reductions in waist circumference or 
clothes size. One benefit has been a participant who 
required insulin, was needle phobic and struggled 

with blood glucose testing, who came to the exercise 
group, built trust with the professionals and is now 
blood glucose testing and taking insulin regularly. 
Patients have been advised on dose titration before 
or after the class, avoiding the need for a clinic visit.   

sustainaBility anD sPreaD
The project has SDT funding until the end of 2018. 
The Diabetes Team is working to secure additional 
funding through organisations such as the Novo 
Nordisk Foundation. The local Diabetes UK group is 
funding the purchase of additional equipment. The 
long-term vision is to expand the number of classes 
offered and use multiple locations across the locality 
to aid accessibility.  However, the Diabetes Team 
would need time allocated in the job plan to attend 
and support the groups. The Diabetes Team is in 
discussion with the Diabetes Commissioner to see if 
the project could be commissioned. Another idea is to 
provide clinical advice/education sessions pre- or post-
exercise, which could mitigate the need for patients 
to attend primary or secondary care providers. 

A great idea, and a great opportunity for people with T2D. 
This looks like a very cost effective and sustainable project 
which could be expanded and used more widely.

Exercise Classes for People with Diabetes with Specialist Nurse Support
by University Hospital Plymouth NHS Trust
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Psycho-education Workshop for Parents 
of Children with Type 1 Diabetes
by Paediatric Diabetes Team, University Hospital of Wales

summary
The paediatric diabetes healthcare team at the 
Children’s Hospital for Wales cares for approximately 
200 children and young people with type 1 diabetes 
(T1D), aged from one to 18 years. Young people with 
T1D are at increased risk of psychological difficulties. 
Depression, weight and shape concerns, body 
dissatisfaction, higher BMI, adolescence and gender 
have been identified as predictors of disordered eating 
behaviours (DEBs) in individuals with T1D. Additionally, 
there is a greater incidence and persistence of DEBs in 
individuals with T1D, perhaps owing to the need for food 
monitoring and carbohydrate counting. DEB features 
include poor self-esteem, body image dissatisfaction, 
fear of gaining weight and purging unwanted calories. 
Young people with T1D can purge calories by insulin 
restriction or omission, resulting in glycosuria. T1D and 
DEBs increase the risk of poor health outcomes, such 
as poor metabolic control, increased risk of diabetic 
ketoacidosis and microvascular complications. Diabetes 
clinicians need be aware of the potential warning 
signs, plus assessment and treatment options. A pilot 
psycho-education workshop was designed for parents 
of children with T1D to raise awareness of DEBs, self-
esteem and body image issues in young people and 
give them tools to support their children/adolescents. 

innovation
Members of the Paediatric Diabetes Team at the 
Children’s Hospital for Wales published an article 
in the British Medical Journal describing how high 
rates of DEBs, issues with body image and intentional 
manipulation of insulin for weight loss was reported 
in the research among young people with diabetes. 
Girls with T1D with the same BMI as peers without T1D 
associate with a significantly less positive body image 
and poorer psychosocial outcomes, including low self-
esteem, which may be a precursor to DEBs. Evidence 
from other areas of high eating disorder prevalence 
shows that prevention programmes focused on positive 
body image and anti-restrictive behaviours significantly 
reduces eating disorders. Families described their 

children/adolescents as having low self-esteem and 
concerns over body image due to gaining weight 
following a diagnosis of T1D and during puberty. These 
concerns occurred within the context of increasing 
publicity about DEBs in T1D. Identifying DEBs can be 
difficult in practice so raising awareness within the 
multidisciplinary team and families was crucial to 
ensure open and sensitive conversations about the 
relationship between psychological well-being, T1D 
and DEBs. The team convened a psycho-education 
workshop for parents, to raise awareness of the factors 
that influence children’s and adolescents’ self-esteem 
and body image and teach them how to talk about 
the topics. By supporting families to engage in these 
conversations, emerging difficulties could be identified 
and early intervention sought, preventing longer-
term negative health and psychological outcomes. 

methoD
A two-hour evening workshop was convened for 11 
families, facilitated by the trainee clinical psychologist 
who created it, with support from the clinical 
psychologist, dietitian and youth worker. Group activities 
were held to help them understand the components 
of self-esteem and factors associated with body 
dissatisfaction. Psycho-educational activities aimed 
to normalise and validate participants’ concerns and 
facilitate compassionate peer support. Family self-
help packs were tested and the importance of parents 
modelling self-care and using sensitive language to 
encourage honest conversations around body image 
and DEBs was discussed. Activities from the packs 
helped parents to identify body image distortions and 
explore their feelings related to the body. This prepared 
them for similar conversations with their children/
adolescents. The team participated in all exercises and 
offered advice on how to talk about sensitive topics. 
The main message was that people felt dissatisfied 
with certain parts of their bodies, but it was personality 
and values that counted. The use of mindfulness as a 
coping tool for psychological distress was explored, 
followed by an exercise on compassion. Before leaving, 
participants were asked to complete feedback forms. 
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This workshop was able to give comfort and reassurance to parents and guardians who so 
often struggle with the psychological and lifestyle challenges of helping a child with type 1. 
There is a huge need for this kind of help across the country, and this project provides a 
model for further development of services nationally.

Psycho-education Workshop for Parents 
of Children with Type 1 Diabetes
by Paediatric Diabetes Team, University Hospital of Wales
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results
The workshop improved parents’ confidence and 
knowledge in understanding and talking about 
self-esteem and body image. The direct impact on 
children’s self-esteem, body image or DEBs was not 
measured, but parents who understand the signs and 
symptoms of psychological distress can better support 
their children. Research highlights the existence of 
body dissatisfaction and dieting-like behaviours in 
preadolescent children and that children’s perception 
of their mother’s level of body dissatisfaction predicts 
the child’s body dissatisfaction and dieting awareness. 
Therefore, teaching parents to act as role models, 
modelling healthy eating and body satisfaction is 
crucial to prevent children’s low self-esteem, poor body 
image and DEBs. The results of qualitative feedback 
from parents suggested that they found the group 
beneficial. They also suggested ways to improve the 
workshop, wanting more tips to improve parent self-
image and spot low self-esteem. Many asked for ‘more 
time’ and ‘more mindfulness’, plus a follow-up refresher 
group. They also said they enjoyed the support of 
other families whose children had the same disease. 

sustainaBility anD sPreaD
This project is sustainable as it follows the principles 
of Plan, Do, Study, Act (PDSA) cycles and quality 
improvement. The model has enabled the team to 
develop a pilot workshop, based on consultation with 
families and multidisciplinary clinics and informed by the 
research literature surrounding T1D, body satisfaction 
and DEBs. The implementation and evaluation of the 
pilot workshop demonstrated improvement in parents’ 
knowledge and competence. The PDSA cycle is a 
powerful tool for learning from ideas that do and don’t 
work. Feedback from the pilot will be incorporated in the 
design of future workshops. This project has enhanced 
team working and the family self-help activity pack can 
be shared with many families. The project has ensured 
that every member of the team provides a consistent 
care ‘message’ about parents being a role model for 
body satisfaction, self-care and healthy eating. 



Carbohydrate Counting Educational Assessment Tool (CC-EAT)
by Royal United Hospitals Bath NHS Foundation Trust
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summary
Effective education is important in the management of 
children with type 1 diabetes (T1D). Assessment is an 
integral part of any educational programme, ensuring 
specific learning goals are achieved. Carbohydrate 
counting is a method used to manage T1D. There are no 
assessment tools for carbohydrate counting for primary 
school children, so an age-appropriate carbohydrate 
counting assessment tool for primary school children 
with T1D was developed. This would ensure that, by 
the time the children moved to secondary school, 
they had good carbohydrate counting knowledge. 
The assessment tool was piloted and reviewed by 
leading dietitians in the field of diabetes and trialled 
by dietitians. The results show that it is effective. 

innovation
Effective education is key for children with T1D, to 
help them successfully manage their condition and 
become independent. Assessment provides a baseline 
of knowledge and a method to ensure that specific 
learning goals are met. It also helps the educators 
to evaluate their teaching methods and approaches. 
Carbohydrate counting can lead to improved HbA1c. 
With the development of medical technology such 
as CSII and increased knowledge of the effects of 
dietary macronutrients on post-prandial glucose levels, 
such counting has become increasingly important. A 
literature review of 30 peer-reviewed articles revealed 
one carbohydrate counting assessment tool for 
children with T1D over the age of 12 (Koonitz 2010) 
and none for children under the age of 12. Moving to 
secondary school is a huge transition and ensuring 
that carbohydrate knowledge is good before leaving 
primary school helps the process. The tool also needed 
to be used by any dietitian who gave carbohydrate 
counting education to primary school children with T1D.

methoD
There is no accredited carbohydrate counting education 
programme so the Goals of Diabetes Education (2016) 
were used. This has age-appropriate educational 
goals, including goals for carbohydrate counting. A 
primary school teacher reviewed every assessment 
test to ensure its content was age appropriate, that the 
language was suitable and that there was continuity 
through the age groups. She was especially helpful 
regarding the scoring system. The first trial of the tool 
used local food pictures. The Bath area has a population 
of 10% non-white British, below the average 20% non-
white British in the UK. To ensure that the assessment 
tool was suitable for all ethnicities and cultures, 50 
primary school menus from Birmingham, an ethnically 
and culturally diverse city, were viewed online. A group 
of Year 6 children tried out all the assessments and 
gave valuable feedback. Some of the parents were 
teachers and their feedback regarding age-appropriate 
norms was particularly helpful. Children from other 
year groups also tried the tool and gave good feedback. 
It was important to get comments from leaders in the 
field of diabetes dietetics, so the assessment tool was 
sent to four such dietitians and their comments were 
incorporated into the final tool developed. Dietitians in 
the South West Paediatric Diabetes Network (SWPDN) 
were asked to trial the tool using a protocol developed 
to see if it was effective. All results were anonymous. 
The only information given was year group and gender. 
An online survey was sent out to dietitians for feedback. 

results
Although the numbers who have completed the trial 
are low, early results show that the tool is effective. 
The assessment revealed that one participant in Year 
6, who has an excellent HbA1c, had poor knowledge of 
carbohydrate counting, as his parents did it for him. The 
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assessment also showed that his overall knowledge of 
diabetes was poor. He was given extra education so that 
he could manage his diabetes independently at secondary 
school. In the pilot, one participant in Year 2 was having 
difficulties in the classroom. He scored well in his age-
appropriate knowledge of carbohydrate counting and 
this was shared with the teacher. The child’s confidence 
increased and there was an improvement in his behaviour 
at school. Another participant in Year 5 with poor 
diabetes control showed age-appropriate knowledge of 
carbohydrate counting. The dietitian could step back, 
allowing other members of the team to help improve 
the participant’s control. Feedback from the dietitians 
showed the assessment tool was effective and it would 
guide them in their provision of education. The children 
reported that they enjoyed doing the assessment.

sustainaBility anD sPreaD
It is hoped that continuing with the trial of the 
assessment tool will produce further results to show 

its effectiveness. Assessment is an integral part of 
education in the management of T1D. The plan is to send 
articles to peer-reviewed journals, such as Diabetes Care 
in Children and Young People, to share this message 
with a wider audience. The goal is to have the tool with 
the scoring system on the SWPDN Resource page for 
all dietitians to download. If the assessment tool is used 
nationally, when a child with T1D moves to a different 
service area, a record of the carbohydrate counting 
assessment will let the receiving service know the child’s 
carbohydrate knowledge. At present there is no cost, 
except time, attached to the project. There will be a cost 
to review and update the tool in the future. It is hoped to 
develop partnerships with other stakeholders, such as 
Diabetes UK, where there is a robust reviewing process. 
The NHS plans to be paperless by 2023 so development 
has started on an assessment tool app. Currently the 
project is run by volunteers, but a media business that 
works on NHS projects has offered help. Using mobile 
technology gives the children comfort and a familiar 
experience, which helps to break down barriers. 

The CC-EAT project responds very effectively to a need among patients. 
Many adolescents remain reliant on parents, so it’s important to get this 
right early. Further trials could prove its long-term effectiveness.
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Carbohydrate Counting Educational Assessment Tool (CC-EAT)
by Royal United Hospitals Bath NHS Foundation Trust



DigiBete Website for T1 Diabetes
by Leeds Children’s Hospital and DigiBete CIC

summary
DigiBete is a unique video web platform and social 
enterprise, created by a patient-led initiative and the 
Leeds Children and Young People’s Diabetes Team. 
The content is designed to help children, young 
people and their families self-manage diabetes by 
extending the reach of clinical teams online. Videos 
on the website support them on their diabetes 
journey, providing essential information at diagnosis, 
age-appropriate educational videos and generic 
emergency advice for common acute complications. 
Written resources produced by the Leeds team are 
held on the site, to help reduce requests for additional 
paper copies. It also has downloads of national and 
international guidelines, UK audit reports, structured 
education documents and academic resources, 
available to professionals and parents alike. Launched 
in August 2016, the web platform is constantly 
evolving, with new content added regularly.

innovation
DigiBete is freely available to all, 24/7, without 
registration. It creates its own content, rather than 
signposting to multiple relevant resources. Its content 
is clinically approved by a multi-professional team 
of experienced clinicians. It can be used by patients, 
families, extended families, carers, school staff and 
healthcare professionals (HCPs). DigiBete is active on 
social media and part of the online diabetes community. 
The website aims to: address the lack of awareness of 
what type 1 diabetes (T1D) is and how it impacts children 
in the UK; provide visual resources to support the large 
amounts of verbal and written information required at 
diagnosis by diabetes teams; supply information and 
support to the carers for children and young people 
(CYP), as they do not always have direct access to the 
HCP team; to improve the confidence of educators 
caring for CYP with T1D in nursery, school and college; 
to meet the need for a UK-based, T1D-focused resource, 
specifically for CYP; to provide continued, structured 

education for CYP reluctant to attend group refresher 
sessions; to give patients access to clinically-approved 
information from specialist diabetes staff outside 
office hours; to bring CYP diabetes NHS care online 
to relieve overstretched, traditional resources, and to 
contribute to improved outcomes for CYP with T1D.

methoD
DigiBete is registered as a Community Interest Company 
(CIC); initially the family self-funded the beta project, 
with subsequent funding from charitable grants, CCG 
funding, community fundraising, med tech and pharma 
grants. The finance director is working to secure 
continued funding. The beta platform was created 
in-house and populated with instructional videos, 
featuring staff from the Leeds Children’s Diabetes 
Team. The website design was facilitated by mHabitat. 
Workshops were held over a six-month period with 
families attending the Leeds CYP Diabetes service, 
invited by the clinical team. About 30 families took part, 
with patients of a range of ages. A company called HMA 
improved the site’s usability. A grant from Novo Nordisk 
was used to digitise its written structured education 
programme, ‘The Goals of Diabetes Education’. More 
than 70 age-specific educational videos have been 
made to complement individual advice given at clinic 
appointments. The relaunched site has improved 
content, celebrating positivity and achievements with 
real patient stories, as well as educational themes. 
Parents wanted families with a new diagnosis of T1D 
to experience a practical and positive environment.

results
Digibete’s goals are: to become a recognised brand 
in the provision of quality, clinically-approved advice 
and education to anyone affected by T1D, at the time 
of need; to reduce the ‘postcode lottery’ of accessing 
quality information locally; to improve self-management 
outcomes for CYP with T1D; to support anyone 
newly diagnosed with T1D to improve confidence in 
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The DigiBete Webstie gained unanimous praise from patient representatives and 
healthcare professionals. It’s a great resource – the videos are especially appealing to 
children. It succeeds in being ‘aspirational’ about what people with the condition can do, 
but also offering high quality practical advice in line with national guidance. 
It provides quick answers to common questions, but also provides in-depth explanations 
for technical areas such as insulin pumps, and brings lots of resources together in one 
place. There is real potential for this service to make a difference in helping to raise 
standards and produce more consistent guidance across the country.

DigiBete Website for T1 Diabetes
by Leeds Children’s Hospital and DigiBete CIC
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self-management; to ease the growing burden and 
expectations on HCPs without additional funding; to 
make time efficiency savings for HCPs in diabetes 
teams, as well as to bring improved emotional health 
and less isolation to CYP with T1D. Measurable data 
will take time to collect (reduced contacts, reduced 
hospital admissions, improved clinical outcomes); 
Leeds will be the pilot site. The website has had over 
42,000 page views and 15,000 visits to the site, with 
visitors staying for an average of 5.30 minutes. On 
Facebook there have been 113.8K video views and 
44,000 minutes of educational videos watched. There 
have been 2,491 tweets to date, with 3,197 likes and 
641,200 impressions. A parent public survey conducted 
on social media (23 users) indicated that 87% of 
people found the platform helpful/very helpful with 
91% feeling the content was high quality/very high 
quality; 78% said they used the resource to train other 
members of their family, schools or community about 
T1D, while 91% said it could help reduce the need to 
contact the diabetes team for non-emergencies.

sustainaBility anD sPreaD
This is an ongoing project with potential to further 
reduce NHS burden and improve communication. 
The site has received endorsement from the National 
CYP Diabetes Network, Diabetes UK and JDRF, and is 
seen as complementary to their work. New charitable 
grants will fund schools’ content and an under-5s 
area. Discussion with a significant partner is underway 
to secure funding for the website without overt 
sponsorship, which might affect the credibility of the 
site. The site has a significant social media profile and 
good relationships with related projects and parents’ 
groups. It has filmed eminent speakers at national 
conferences for the site. An international audience is 
growing via the EU-SWEET Project; the BrowseAloud 
translation facility makes written resources accessible 
to a non-English speaking audience. The Leeds 
Children’s Diabetes Team is committed to the project 
for the benefit of its own patients and the wider 
community. It is promoted as a teaching resource 
locally to new staff learning about diabetes. There 
are plans to expand the content for young people 
up to age 25 as they transition into adult services.



Improving Communication with Families Using a Smartphone App
by NHS Ayrshire & Arran
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summary
A communication survey was carried out with 
children, young people and their families attending 
the diabetes clinic. Families were unanimously in 
favour of using an app. Previously, communication 
between the diabetes team and families was via email 
or post. This was often inconsistent and an ineffective 
and inefficient way of getting maximum coverage 
with any particular communication or message. Not 
all patients read emails frequently and mailings by 
post were slow and costly. The app idea came from 
local schools’ effective use of apps. The majority of 
local families attending the diabetes service use it. 
It stores useful information for them, provides links 
to recommended internet resources, a contact in 
emergencies and a platform for the local family group 
to publicise events and information. Feedback from 
users has been positive, driving further development.

innovation
The app offers a new approach to communicating 
information. Families and children affected by diabetes 
traditionally attend hospital clinics four times a year 
for review and assessment. Clinical teams attempt 
to provide information and support to these families 
when they attend, and at other times by phone calls, 
home visits and extra appointments, depending on 
need and available resource. There is a vast amount 
of information available to children with diabetes to 
empower them and their families to self-manage, 
but teams do not generally have the resources to 
provide many face-to-face meetings to impart all this 
information, so they produce it in other ways, such as 
via a written local handbook, patient information leaflets 
and videos. Changes or updates are neglected or take 
so long that the information is already out of date when 
it is published. The app is a new way of sending low-cost 
and timely information from the clinic to the patient. 
There is great benefit in families with diabetes linking 
together and supporting each other, via web forums and 

support groups. However, it is difficult, costly and time-
consuming for clinical teams to instigate and support 
this through traditional means (while maintaining 
confidentiality). Widespread use of the app in the 
local diabetes community bridges this gap and group 
messages can be sent from the local family support 
group without breach of confidentiality or concern 
about data protection. Since the app was launched 
there has been a dramatic increase in attendance at 
support group events. Locally written diabetes patient 
information is heavy on printing costs and paper, but the 
app provides all this information at a family’s fingertips.

methoD
The app was designed with the developer Piota, based 
on one of its school apps. The template was populated 
with diabetes service information, such as emergency 
advice, contact details and general diabetes information. 
A three-month trial began in June 2017, during which 
the app was refined. Four members of the team were 
trained how to administer the app. It is available free 
on Apple and Android platforms. It has an intuitive 
home screen and is easy to navigate. It publicises local 
networking or fundraising events and sends messages 
with diabetes tips and advice. Users select which types 
of notification they receive. A survey section sends 
anonymous feedback from users. Users cannot post 
messages themselves so, other than feedback from 
the surveys, which is only seen by the administrators, 
this is a one-way communication. It is therefore free 
from the risk of negative comments or ‘trolling’ and 
avoids the need for an administrator to mediate or 
filter messages. The ability to continuously develop 
the app means that it is easy to keep up to date and 
ensures long-term sustainability. Statistics show how 
many people have downloaded the app and how many 
sections have been viewed daily. The app is promoted 
through a leaflet handed out at clinic, and through the 
family support group’s Facebook page. All new families 
and children coming into the service are encouraged 
to download it as part of their initial education.   
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results
Users of the app include children, parents and 
grandparents. There were 431 downloads between 
the launch and March 2018 (220 families were 
attending the service at this point) and 121,048 app 
sections have been viewed. Although some families 
may not use this technology, the data suggests 
high user engagement and the team generally 
knows which families require paper copies.
The benefits of the app include: plenty of information; 
limitless space for expansion and storage; information 
at fingertips; easy access to emergency contacts 
and direct links to relevant and approved websites. It 
offers easy access for friends and family, being free to 
download for anyone. Feedback has been universally 
positive. Numbers of paper-based mailings and 
handouts have reduced significantly, and the family 
support group reports greatly increased membership.

sustainaBility anD sPreaD
A contract has been agreed with Piota for three 
years, financed through endowment funds. Current 
funds and support from the family support group 
suggest funding will continue indefinitely after this. 
Resources are easily uploaded regularly and links 
to established resources from third-sector partners 
are easy to maintain. The in-app survey and user 
feedback will continue to develop the app further. 
The concept of the Ayrshire Children’s Diabetes App was 
presented to the Scottish Paediatric Diabetes Network 
Group’s conference in September 2017. Following this, 
one other health board has launched an app (Grampian) 
based on the same template with the same developer, 
and others are looking to develop apps (NHS Fife 
and NHS Lothian). The community paediatric service 
has launched an app based on the diabetes app for 
service users, showing that the app template and user 
interface is applicable to other aspects of health. 

This smartphone app addresses a big every day problem of ensuring 
parents of children with type 1 diabetes have easy access to the most up 
to date information. This is a much more effective system that most local 
arrangements - a single channel of communication, rather than bombarding 
people with lots of messages on multiple channels, hoping they will use 
one. The judges said that this small clinic in the west of Scotland should be 
congratulated for their technical expertise and determination in developing 
the app, and also for identifying a real need among their service users.

Improving Communication with Families Using a Smartphone App
by NHS Ayrshire & Arran
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TickleFLEX, the Insulin Injection Aid
By Tickle Tec Ltd
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summary
TickleTec’s founder had had type 1 diabetes for many 
years and had never been comfortable with the act 
of self-injecting. The occasional, painful nerve strike 
made him fear the thought of injecting; he suffered 
from bruising and he could only reach a limited 
area with sufficient control, making him vulnerable 
to lipohypertrophy. As an engineer, he resolved to 
improve the process both for himself and the many 
others who had similar issues. He entered the Design 
Council’s Spark competition and, as one of the three 
winners, enjoyed the financial and mentoring support 
that made it possible to turn the dream into reality.

innovation
Improving the self-injection process is a novel concept 
with no other competing products. TickleFLEX is the 
result of several generations of product simplification 
and improvement. The first variant, with 68 parts, 
was designed to fit on to the pen but, with so many 
different types available, each would have needed its 
own adaptor. Realising that, although the pens were 
different, the needles were all largely the same, the next 
device was designed to fit on to the needle. However, 
with 28 parts it was still too complicated. The present 
design has had all the mechanical moving parts reduced 
to a silicon flexure designed to grip the skin and fold up 
in use with all the necessary motions. It has just two 
parts. It is also more durable, cheaper, effective and 
easy to use. The idea is pure and novel with no prior 
art, so has the potential for strong intellectual property 
rights. The patent applications are now progressing 
through the national phase. The TickleFLEX looks 
natural, like a friendly marine creature, which makes 
it approachable and fun, especially for children. It 
conceals the needle and the act of penetration, easing 
stress for needle phobics. It disguises discomfort by 
applying distraction analgesia – like rubbing an ache or 
scratching an itch. The large pad area acts like a snow 
shoe, preventing the needle from going in too deep, 
significantly reducing bruising. Its ‘fingers’ grip the skin, 
preventing needle shear from an unsteady hand, and 
extending the area that can be safely used for injecting.

methoD
Having an attractive shop window to help communicate 
such a novel concept was always going to be important. 
Chris Kennedy from Get Animated, a medical 
communications company, was invited to join the team 
and produced a top-class website with professional 
product animation and e-commerce at a modest cost. 
Bola Lafe from Opus helped to build relationships 
with the professional diabetes community; gaining 
acceptance there has been crucial in giving confidence 
to distributors and wholesale organisations. Diabetes.
org.uk will be selling TickleFLEX in its shop.

results
For some parents, giving the necessary insulin 
injection to their loved ones is a troublesome and 
heart-breaking necessity. Many testimonials have 
been received from such parents who are grateful for 
the benefit TickleFLEX has brought to their lives. 

sustainaBility anD sPreaD
TickleTec Ltd is majority-owned by its founder and 
both Bola Lafe and Christopher Kennedy have bought 
personal stakes and become Directors. TickleTec 
has no other outside investors or shareholders. 
It is owned and run by those contributing 
their time and effort to its development.
The number of people with diabetes who have to 
self-inject continues to grow. Already more people 
with type 2 diabetes self-inject than the 10% who 
are type 1. It is estimated that the global total 
for self-injecting exceeds 100 million. TickleTec’s 
priority is to spread the word and provide access. 
However TickleTec does not have to concern itself 
directly with sales and marketing and can focus on 
extending the benefits of distraction analgesia to 
other subcutaneous injected medications and tackling 
more of the issues confronting those with diabetes. 
This includes innovating new therapies for peripheral 
neuropathy, a condition that affects 20% of those 
with diabetes, sometimes resulting in amputations, 
and costs the NHS an estimated £3 billion annually.
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Lots of children go on pump therapy because of needle phobia and other issues around 
injection. TickleFLEX is a really well designed and simple device which could help a lot of 
children and families, and also reduce unnecessary demand for pump therapy as well.



GReaT Groups – Supporting Transition to Secondary School
by University College London Hospitals
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summary
Children with type 1 diabetes (T1D) are at greater risk 
of psychological problems and need psychosocial 
support as part of diabetes care. The transition 
from primary to secondary is regarded as one of 
the most difficult in pupils’ educational careers, 
with transitioning requiring adaptation to multiple 
emotional, social, organisational, cognitive and 
systemic changes. However, little is known about the 
impact for children with T1D and their parents. The 
University College London Hospitals (UCLH) Paediatric 
Psychology Service and Diabetes team developed a 
brief, family-based intervention that explores diabetes 
concerns during this period and allows opportunities 
to share ideas and resources. The Getting Ready for 
Transition (GReaT) group aims to increase confidence 
and reduce the concerns of children and parents. 

innovation
Individuals living with T1D, and their families, face 
complex issues integrating diabetes care into daily 
life, which takes an emotional toll. Psychosocial 
factors have an effect. Children in the UK transition 
to secondary school at 10-11 years old, involving 
simultaneous changes in school environment, social 
interactions and educational demands. Children with 
T1D face the additional responsibility of diabetes care 
shifting from adults monitoring and acting on blood 
glucose readings in primary school to minimal adult 
supervision and largely independent management in 
secondary school. Children often have intensive regimes 
which can mark them as different from their peers, 
intrude on activities and prevent them living ‘normal’ 
lives. Literature searches found no published articles 
about the needs of, and support for, children with T1D, 
and their parents, at this time. GReaT is adapted from 
two other interventions: RICHes, funded by DRWF 
to improve overall metabolic control and reduce the 
burden of living with T1D, developed in collaboration 
with young people and families; and the Tree of Life, 

which enables young people to share problems and 
solutions by connecting with their strengths, abilities, 
hopes and dreams. It has been widely used across 
cultures, settings and ages, and was adapted for 
young people with T1D at UCLH. The GReaT group 
puts the experience and knowledge of young people 
and their parents first by: providing opportunities to 
meet other families facing similar challenges and share 
ideas; allowing parents to hear about their children’s 
knowledge and personal experience of diabetes in 
school; facilitating exercises that demonstrate young 
people’s independence and expertise in looking after 
diabetes; connecting young people with the strengths, 
skills, values and resources to support them through 
the transition to secondary school. GReaT groups 
were developed and facilitated by diabetes dietitians, 
nurses and clinical psychologists, ensuring a holistic 
approach. The pilot group was improved on, based 
on feedback from children and parents. Parents who 
attended returned as ‘peer parents’ to share their 
experiences. All children due to transition, and their 
parents, were invited to attend and information shared 
at the parent workshop was disseminated to all families.

methoD
Activities encouraged children to see themselves as 
experts in their diabetes and for parents to explore 
how to prepare for transition. Children shared how they 
recognised and treated symptoms of hypoglycaemic 
and hyperglycaemia and the impact on learning; they 
created a ‘school bag of life’, identifying hopes and 
dreams for secondary school, important people who 
would support them and the strengths that they, and 
other people, noticed about themselves. They explored 
challenges they might face, diabetes concerns and 
the strategies that helped. Parents shared ideas and 
identified strengths and abilities. Two pilot groups 
(four boys, four girls, nine parents) were held in 
the summer of 2016 before transition. The children 
appreciated sharing and listening to ideas and meeting 
others with diabetes, while the parents valued each 
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other’s advice, not feeling alone and listening to 
their children. Parents said they would have valued 
an information session earlier in the school year. 
Their feedback influenced the design of the second 
cycle of the groups, held in 2017. A total of 15 parents 
(ten families) attended a workshop delivered by 
a Diabetes Nurse Specialist, Dietitian and Clinical 
Psychologists in January to facilitate preparation 
for transition. There was a Q&A panel consisting of 
the diabetes team and ‘peer parents’. A summary 
newsletter was shared with all families transitioning. 
In the summer 14 families attended three modified 
GReaT groups, which included a ‘school canteen’ 
practical session on dealing with carbohydrate counting. 
Evaluation forms were completed at all groups. 

results
In 2016, ten families were eligible for the groups, with 
eight attending. In 2017, 37 children were eligible with 
38% of families (14) joining. In 2018, 35 children were 
eligible, 19 parents attended the parent workshop 
and 15 children were set to attend groups in the 
summer. Previously there was no support for this 
group of young people. Evaluation form feedback 
was used to adapt groups/workshops to families’ 

needs. Six main themes were identified: increased 
confidence; reduction in worries/concerns; having a 
space to talk; diabetes education/management; social 
connectedness, as well as having a space for fun.

sustainaBility anD sPreaD
The GReaT programme is in its third year with 
its highest sign-ups. The UCLH diabetes team is 
committed to it and minimal running costs mean 
it will remain sustainable. User feedback ensures 
it is meeting their needs. The UCLH team intends 
to continue the programme annually. Trainee 
psychologists are shown the delivery approach, 
meaning ideas can be disseminated to universities and 
other services when they move. Initial evaluations have 
been shared in poster presentations at international 
conferences and a journal article is being prepared. 
Halina Flannery has been selected to attend the ISPAD 
2018 Science School to develop a research proposal 
to conduct a large-scale randomised controlled 
trial across three UK hospitals to investigate the 
effectiveness of the GReaT programme. The UCLH 
team is working with a PhD researcher conducting 
qualitative research into the experience of young 
people with T1D transitioning to secondary school. 

The GReaT Groups project aims at true preventative healthcare - heading off problems 
before they arise. Helping to share worries between children and parents, it involves 
really exploring and working through the worries of parents and children rather than 
just imparting information to them. Installing independence in the child was one of its 
most valuable objectives.

GReaT Groups – Supporting Transition to Secondary School
by University College London Hospitals
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Setting the trend for diabetes nursing in the future
by TREND-UK

summary
Training, Research and Education for Nurses in Diabetes 
(TREND-UK) was launched in 2010 when the then 
National Tsar for Diabetes, Dr Sue Roberts, stated 
that she didn’t know who to contact if she needed a 
nursing opinion, as there were so many disparate groups 
representing nursing in diabetes care. The idea for 
TREND-UK came from four senior nurse consultants 
who believed there was an opportunity to unite the 
groups under an umbrella organisation to represent all 
views, from the unregistered practitioner to the nurse 
consultant. TREND-UK became a conduit for nursing 
views from groups such as the Diabetes Inpatient 
Nurses group, the Practice Nursing group and the Nurse 
Consultant group, and crystallised to provide a more 
cohesive voice for nurses. TREND-UK represents nurses 
throughout the UK, with committee representatives 
from England, Scotland, Wales and Northern Ireland, 
and including community nursing, intermediate care 
nursing, acute care nursing and practice nursing, 
plus a psychologist. It confers with other healthcare 
professionals (HCPs) and people with diabetes when 
developing and producing documents such as the 
‘Management of Hypoglycaemia in the Community’. 
The team is recognised for providing high quality, 
practical resources for both diabetes HCPs and people 
with diabetes. TREND-UK is also known for developing 
high quality, topical, free-to-attend educational 
meetings and is recognised as a ‘diabetes brand’.

innovation
One of the successes of TREND-UK is the Integrated 
Career and Competency Framework. This document 
was developed from an original document published 
in 2005. The 4th Edition is currently being updated 
and will be produced with additional information. 
Competency assessment is crucial to ensure people 
with diabetes receive appropriate care from nurses 

who are skilled, knowledgeable and competent. Clearly 
defined competency levels make it possible for nurses 
to identify their level of practice. The framework 
gives them the ability to plan their careers in a 
more structured way and supports their continuing 
professional development by identifying individual 
development and training needs. It is also a resource 
for commissioners to identify appropriate staff to 
deliver diabetes services and a guide for employers on 
the competency expected at the various levels. The 
Integrated Career and Competency Framework is used 
widely throughout the UK, and used in part in Canada, 
Australia and New Zealand. It has been used as a 
model for competency frameworks for podiatrists and 
pharmacists working in diabetes too. TREND-UK also 
produces documents and leaflets for HCPs in areas 
such as Managing Hypoglycaemia in the Community, 
Managing Intercurrent Illness in the Community 
and the Consensus document for Blood Glucose 
Monitoring. In 2012 it began expanding its scope with 
an information leaflet for people with diabetes as 
there were few good quality, clear, person-centred 
leaflets about different aspects of diabetes available 
other than those produced by the pharmaceutical 
companies. Since then a further 16 leaflets have been 
produced with sponsorship from the pharmaceutical 
industry. All are reviewed by a reference group 
including people with diabetes and checked every 
two years to ensure they are current and up to date.

methoD
TREND-UK developed the resources available on its 
website by listening to members’ requests to provide 
educational materials where few or none had existed. It 
engaged with the pharmaceutical companies to sponsor 
the materials. The industry has been very supportive, 
helping to provide free-to-attend educational events 
which are non-promotional. Members are kept up to 
date with new educational events via the website.
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Setting the trend for diabetes nursing in the future
by TREND-UK

results
The TREND-UK website was launched in 2017. All the 
resources are accessible to anyone with an interest in 
diabetes care delivery, including people with diabetes. 
Over 4,700 members from a wide range of healthcare 
disciplines have joined the organisation. Information on 
events, the publication of key documents and the Nurse 
Bursary is provided on the news page. The bursary was 
launched this year to allow nurses to access funding 
to attend a study day where funding from any other 
source had failed. It intends to provide £1,000 each 
year for this purpose. The bursary is allocated through 
completion of a form and adjudicated by an independent 
panel. In October 2018 TREND-UK will hold its annual 
conference at two locations in the UK. This is the 
seventh year of developing and delivering a programme 
designed to be both topical and interesting for nurses 
working in diabetes care. Many nurses return annually. 
This year’s events have been funded by sponsorship 
from multiple companies involved in diabetes care.

sustainaBility anD sPreaD
Since its launch TREND-UK has provided numerous 
free, person-centred leaflets to people with diabetes 
and HCPs to enhance access to important information 
relating to diabetes care. Consensus documents have 
been produced on subjects such as blood glucose 
monitoring for HCPs to ensure appropriate use of 
diabetes consumables. The TREND-UK website is open 
to everyone and membership is growing daily. Its Career 
and Competency Framework has become embedded 
in current nursing practice (the Welsh Academy for 
Nursing in Diabetes – WAND – competency assessment 
tool is used for all new DSNs and recommended by 
Diabetes UK). The Framework has been adopted in 
Australia, New Zealand and Canada. Similar frameworks 
have been set up by diabetes podiatrists, pharmacists 
and dietitians. The seventh, free-to-attend annual 
conferences will take place in October 2018. TREND-
UK remains current through sharing comments and 
news via its email and Twitter accounts. It maintains 
close links with the Diabetes Times. TREND-UK 
resources are accessible by all practices within the 
West London CCG via the EMIS web. It aims to be 
the ‘go-to’ website for high quality, person-centred 
information literature on a wide range of diabetes 
subjects. Members have access to current news stories 
relating to diabetes care events, documents and leaflets. 
Its online survey showed that the materials produced 
by TREND-UK are valued, useful and appropriate.
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TREND is a fantastic achievement. All four diabetes nurse consultants are in full time 
posts and in a decade have shaped an organisation that raises the profile of DSNs and 
provided a fantastic range of resources. TREND has not only produced a lot of high 
quality material, but the application suggests they are continuously moving forward 
looking at new collaborations and areas of development. Without a doubt they have risen 
to the challenge set by Dr Sue Roberts.



Changing the Landscape for Delivery of Type 2 Diabetes Care – 
Midland Diabetes Structured Care Programme 1999 – 2017 
by Midland Diabetes Structured Care Programme
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summary
The HSE Midland Diabetes Structured Care Programme 
(MDSCP) is the longest-established primary care-
based diabetes care programme in Ireland, operating 
in Longford, Westmeath, Laois and Offaly.  Established 
in 1997, currently 82 GPs and 63 practice nurses (30 
practices) participate, representing about 60% of 
all GPs practising across the four Midland counties. 
To date, 3,797 patients have enrolled. Participating 
practices receive clinical support via diabetes nurse 
specialists (DNS), dietetics, podiatry/chiropody, plus 
educational and administrative support. To be eligible 
for the MDSCP, practices must have a practice nurse to 
lead the organisation and co-ordination of the diabetes 
service, commit to register and regular recall of patients 
(three review visits per year), and provide space in which 
to review patients. Funding of the MDSCP is through 
Heartwatch or reimbursement for practice nurse time.

innovation
In Ireland, care delivery can vary regionally, from ad 
hoc and opportunistic management in primary care, 
to largely hospital-led management. The MDSCP is a 
‘ground-up’, unique programme in Ireland, developed in 
response to local needs, and combining evidence-based 
strategies to improve diabetes management (clinical 
guidelines, patient register and recall, protected time 
for review visits, ongoing organisation and coordination 
of care by practice nurses, structured multidisciplinary 
support and professional and patient education). Over 
16 years it has contributed to the evidence base for 
structured primary care-led diabetes management in 

Ireland. In 2015 provision of structured management 
in primary care on a national basis was supported 
by the introduction of the Diabetes Cycle of Care, 
which remunerates GPs for routine management 
and review of patients with type 2 diabetes (T2D) in 
primary care. This programme, while underpinned by 
the MDSCP, is distinct. It covers just two review visits 
per year for medical card and GP visit cardholders. As 
such, the MDSCP is a more comprehensive solution 
to improving management in the community. 

methoD
Over the past 16 years, four audits have been carried 
out, in 1999, 2003, 2008 and 2016. Since 2003 the 
MDSCP has collaborated with researchers in the 
School of Public Health, University College Cork, which 
provides analysis and audit reports. Data is collected 
from participating practices by the DNS. Data sources 
include the patient’s clinical notes (both electronic 
and paper), together with letters regarding outpatient 
appointments in acute hospitals, plus referrals to other 
services, such as dietetics, retinopathy and chiropody/
podiatry. Data from the previous 12 months is extracted 
manually by the DNS. The MDSCP provides insight 
into the long-term performance and sustainability of 
a primary care-led approach to diabetes care. Using 
data from the most recent MDSCP audit (2015/2016), 
the current analysis aims to assess the quality of 
care delivered by the programme benchmarked 
against national guidelines and international 
performance in diabetes management (National 
Diabetes Audit [NDA] for England and Wales 2015-
2016 and the Scottish Diabetes Survey [SDS] 2015). 
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results
To examine programme effectiveness and impact over 16 
years, data collected in 2016 (1,178 patients) was used in 
conjunction with data collected for previous audits: 385 
patients from ten practices in 1998/1999; 941 from 20 
practices in 2003, and 1,071 from 30 practices in 2008. 
The chi-squared test for trend was used to assess trends 
in processes and outcomes of care across the four audits. 
There were statistically significant improvements in 
process of care recording over time for most indicators for 
patients with T2D. While the proportion of patients with 
T2D achieving HbA1c <6.5% remained stable over time 
(37.6% in 1999 vs. 34.1% in 2016), there was evidence of a 
significant increase in the proportion of patients meeting 
the total cholesterol target of <4.5mmol/L (22.9% in 
1999 vs. 70.4% in 2016) and triglycerides <2.0mmol/L 
(46.4% vs. 75.5%). Overall mean ± SD total cholesterol 
also decreased among patients with T2D, from 5.3 ± 
1.2mmol/L in 1999 to 4.1 ± 1.1mmol/L in 2016. While the 
proportion of patients with blood pressure <130/80mmHg 
remained stable from 2009 (21.7%) to 2016 (21.1%), there 
was an increase in the proportion meeting the target 
between 1999 (7.8%) and 2003 (11.5%). Overall mean ± 
SD SBP decreased among patients with T2D from 144.7 
± 19.9mmHg in 1999 to 135.1±15.9mmHg in 2016. A sub-
analysis of patients followed up from 1998/1999 to 2016 
demonstrated a similar pattern of improvement. Recording 
was comparable with both UK audits across all parameters 
with the exception of smoking status (78.9%) and BMI 
(71.3%) which were lower than the NDA (85.2% and 82.7% 
respectively) and SDS (83.3% and 86.7%, respectively).

sustainaBility anD sPreaD
There is ongoing commitment to the MDSCP from 
GPs, practice nurses and the GP Lead, Dr Velma 
Harkins. DNS support has continued to develop. Since 
2013, new ‘integrated’ DNSs have been recruited 
across the country. Their time is split between 80% 
in primary care and 20% in hospital and the MDSCP 
secured one. Other DNSs supporting the programme 
have long-standing links with the endocrinologist in 
Mullingar hospital, which facilitated communication on 
more complex patients, avoiding hospital outpatient 
attendances. They have an informal arrangement 
to work one day/month in Mullingar hospital, which 
enhances DNSs’ clinical skills by allowing them to 
work alongside the consultant, participate in joint 
nurse/dietician clinics, and facilitate integration 
of primary and secondary care in management of 
more complex cases in primary care. The findings 
illustrate the sustainability of the MDSCP over 
time, suggesting the feasibility of implementing a 
structured, multifactorial approach to diabetes care 
in the primary care setting. The MDSCP extended to 
the wider Midlands area in 1999 and has been critical 
in persuading successive health ministers that chronic 
care can be safely delivered in primary care, leading 
to the national roll-out of the Diabetes Cycle of Care. 
MDSCP outcomes are communicated widely, through 
publicly available audit reports. The intention is to 
continue to invest in, and monitor, the programme.
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This project has benefited from a strong leader who has managed to improve quality 
under extremely challenging conditions, e .g. lack of access to dietetic resources, 
no consultant resource. It is a remarkable achievement that something that started 
off being supported by funds from drug savings has become part of the national 
cardiovascular disease secondary prevention programme.



VRIII: Getting it Right with JBDS Recommended Fluid 
by Queen Elizabeth Hospital Birmingham
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summary
Variable rate intravenous insulin infusions (VRIII) 
are frequently used to manage blood glucose in 
inpatients. They are often used inappropriately and 
are associated with significant harm to patients.

The Joint British Diabetes Society (JBDS) published 
guidance in 2014 that a new balanced fluid was 
recommended as a substrate for patients on VRIII, 
given the significant risk of hypoglycaemia and 
electrolyte imbalance in these patients. This fluid was 
not widely available and was expensive compared 
to the usual fluids. No data had been published to 
show its superiority. Following publication of the 
guideline, a practice review found that the fluid 
was poorly managed across the Trust, resulting in 
high levels of hypokalaemia. A quality improvement 
project (QIP) was set up at Queen Elizabeth Hospital 
Birmingham (QEHB) to improve the outcomes of 
patients on VRIII and to allow a consistent standard 
of care in keeping with JBDS guidelines. The Trust’s 
medicines management group would be advised 
on the efficacy of the new fluid. The QIP led to a 
significant improvement in clinical outcomes in patients 
on VRIII, brought cost savings (over £600,000 per 
year) and provided the first evidence of the cost-
effectiveness of the fluid along with VRIII in the NHS. 

innovation
At the time of publication of the JBDS guideline on 
VRIII, there was no published evidence to suggest 
the economic benefits of this expensive fluid. The 
main innovation was the readiness to introduce it to 
demonstrate efficacy where there was no previous 
evidence. The results are a consequence of many 
changes that helped to bridge the care gap. Staff 
training raised awareness of the guideline and the 
importance of adhering to it. Examples include the 
design of an online e-learning module for junior doctors 
and review of staff education at ward level by the 

‘Diabetes Back to the Floor’ programme. The national 
guideline was adapted and made available electronically 
on the Trust’s website. The VRIII quick guide is a simple, 
one-page document with links to different important 
areas. An electronic insulin prescription was introduced, 
with preset hourly insulin rates to minimise variation 
so that the prescriber can simply choose the ‘Actrapid 
Inf Standard scale’. Also, when insulin is prescribed 
on the system, a link appears with the QEHB logo to 
point towards the quick guide to help people prescribe 
insulins appropriately with VRIII. The project only 
worked because of support from the multidisciplinary 
team; doctors from foundation year to consultant, 
pharmacists, diabetic nurse specialists, members of the 
hospital education team and IT technicians involved in 
the electronic prescribing systems. After an initial pilot 
in theatres and the medical assessment unit, the stocks 
of fluids were rolled-out to different clinical areas. 
Team-working and a robust QI methodology successfully 
demonstrated the efficacy of the introduction of a 
new fluid with VRIII to improve patient care, solving 
the nationwide issue of adverse events, such as 
electrolyte imbalance and hypoglycaemia in patients 
on VRIII. The hope is to take the QIP nationally. The 
team’s next challenge is to develop a computerised 
insulin infusion protocol with this substrate fluid 
to further enhance patient safety for the NHS. 

methoD
Data was collected retrospectively using electronic 
records (PICS system), accessed via health informatics. 
All adults who had been on a VRIII between September 
and November 2016 (ten weeks) were identified as a 
baseline set and compared with cycles of two weeks 
of data in January, February, March, September, 
October and November 2017. All patients on a VRIII 
for longer than one hour on a medical or surgical 
ward were included. ITU patients were excluded. 
Between each cycle of data, interventions were 
introduced. Data was collected on: fluid use with VRIII 
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and addition of potassium; daily monitoring of Us+Es; 
number of episodes of electrolyte abnormality;
Potassium <3.5mmol/l or Sodium <135mmol/l; the 
number of episodes of hypoglycaemia (glucose 
<4mmol/l); the frequency of CBG measurements; 
whether long-acting insulin continued during VRIII, and 
whether all other insulin/diabetic medications paused 
while on VRIII. The data was analysed and plotted on 
run charts and chi square tests were used to look at 
the statistical significance between the first (baseline 
data) and the last data collection in November 2017.

results
Measurable improvements in JBDS guideline-orientated 
care quality outcomes for diabetic inpatients treated 
with VRIII were demonstrated following intervention. 
Appropriate fluid choice (0.9%/0.45% NaCl with 
5% glucose and 0.15%/0.3% KCl IV) increased from 
23% at baseline to 95% at the final cycle. There 
were significant reductions in episode incidence of 
hyponatraemia from 28.6% to 8.3% and hypoglycaemia 
from 24.2% to 8.3%, as well as an absolute (but 
non-significant) reduction in episode incidence of 
hypokalaemia from 6.6% to 2.8%. Similarly, there 

were absolute increases in the proportion of patients 
with basal insulin continued and other diabetic 
medications stopped when on VRIII, while an increase 
in the average frequency of CBG measurement did 
not meet the significance level but did meet JBDS 
recommendations of >1/hour. National Diabetes Inpatient 
Audit (NaDIA) data showed a reduction in use of VRIII 
by 80% (16.8% to 9.9%) between 2016 and 2017, 
with inappropriate use falling from 5.7% to 0%. 

sustainaBility anD sPreaD
The evidence suggests the combination of education and 
use of this recommended but ‘expensive’ fluid provides 
both clinical benefit for the diabetic inpatient on VRIII 
and potential economic benefit for the NHS. This work 
has been presented at the Association of British Clinical 
Diabetologists (ABCD) Spring 2018 meeting (winning 
Best Research Travel Grant) and is to be presented 
at the RCP Innovation in Medicine 2018 conference. 
This should help facilitate QEHB’s proposal to set up 
a national VRIII QIP in diabetic inpatients. A baseline 
survey questionnaire will be circulated to hospitals 
across the country to find out more on their current 
use of VRIII and thereafter initiate a multicentre QIP. 

The VRIII project has excellent outcomes which proves that what NICE says should 
be done is cost effective and best practice. Many hospitals are still not following the 
protocol because they believe it is too expensive and this elegantly showed that this 
isn’t the case. This is an excellent piece of quality improvement work.
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