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Introduction
 

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.

In this publication we present 
case studies of award winning 
projects from QiC Diabetes 
2017, grouped under the following categories:
•	 Diabetes Collaboration Initiative of the Year – Adults
•	 Diabetes Collaboration Initiative of the Year –  

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

Children, Young People and Emerging Adults 
•	 Patient Care Pathway – Adults 
•	 Patient Care Pathway – Children, Young People and Emerging Adults
•	 Digital & Technology Solutions in the Treatment and Management of Diabetes
•	 Empowering People with Diabetes – Adults  
•	 Empowering People with Diabetes – Children, Young People and Emerging Adults  
•	 Prevention and Early Diagnosis
  

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

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 and 
partner with innovative solutions to help people with diabetes live 
as people, not as patients.

This programme has been made possible with sponsorship from Sanofi. 
Sanofi has had no editorial control over any of its contents.

“As the Diabetes Marketing Director of Sanofi, I am delighted to welcome back QiC Diabetes to 
Sanofi for a seventh 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 it’s 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 this 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,  
Diabetes Marketing Director
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Judging Leads and Judges

Judging Leads

Dr Marc Atkin, 
Consultant Diabetes & Endocrinology, 
Royal United Hospital Bath NHS Trust
Andy Broomhead, 
Blogger, Member of the Council of 
People Living with Diabetes
Thomas Butler, 
Professional Relations Manager, Sanofi
Dr Wui Hang Cheung, 
YDEF treasurer and Diabetes and 
endocrinology specialist registrar
Anne Claydon, 
Nurse Consultant, Barts Health
Debbie Cook, 
Nurse Consultant
Dr Parijat De, 
Consultant Physician, Diabetes, Endocrinology, 
and Lipid Metabolism at City Hospital (Sandwell 
& West Birmingham NHS Trust), Birmingham
Dr Pash Dhindsa, 
Diabetes Dietitian, Community Nutrition & Dietetics
Dr Tunde Falode, 
General Manager Diabetes and 
Cardiovascular, Sanofi UK & Ireland
Dr Kate Fayers FRCP, 
Consultant Diabetologist, West Hampshire 
Community Diabetes Service, Southern 
Health NHS Foundation Trust
Dr Roselle Herring, 
Consultant Diabetologist and Endocrinologist
Adele Holcombe, 
Specialist Diabetes Dietitian / Practitioner, 
North East Essex Diabetes Service

Carol Metcalfe, 
Diabetes Specialist Nurse, East Cheshire 
Paediatric Diabates Team
Shantell Naidu, 
Diabetes Nurse Consultant, CNWL NHS Trust at 
Camden Diabetes Integrated Practice Unit (IPU)
Philip Newland-Jones, 
Advanced Specialist Pharmacist 
Practitioner, University Hospital 
Southampton NHS Foundation Trust
Dr Rustam Rea, 
Consultant in Diabetes and Acute 
General Medicine at Oxford University 
Hospitals NHS Foundation Trust
Rebecca Reeve, 
Head of Professional Relations, Sanofi
Mr Sandip Sarkar FRCS; MA; PhD, 
Consultant Vascular and Endovascular 
Surgeon Barts Health NHS Trust, Clinical 
Lead for Vascular Education and Research 
Barts Heart Cardiovascular Centre
Michelle Stafford, 
Podiatrist - Diabetes Lead, CSH Surrey
Debbie Stanisstreet, 
Lead Nurse for Diabetes and 
Endocrinology, L34 Lister Hospital
Dr Garry Tan, 
Consultant in Diabetes and Clinical Lead, Oxford 
Centre for Diabetes, Endocrinology & Metabolism
Lis Warren, 
Patient advocate and co-chair of the NHS 
London Diabetes Patient Experience group
Kev Winchcombe,  
Blogger

Simon O’Neill, Diabetes UK 

Dr Paru King, Consultant Physician, Derby Hospitals

Alison Barnes, Research Associate (Dietitian) / Diabetes Specialist Dietitian 
at Newcastle University/Newcastle Hospitals NHS Foundation Trust
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DIabeteS CoLLaboratIon InItIatIve of the Year – aDuLtS 

County Durham and Darlington Diabetes Alliance 
by County Durham and Darlington NHS Foundation Trust

InnovatIon
The new County Durham and Darlington diabetes model of care is a complete system-wide transformation that 
aims to support the shift from hospital care to primary care services, with named specialist resources (Consultant 
Diabetologists, GPs with a special interest in diabetes (GPwSIs) and Diabetes Specialist Nurses (DSNs)) collaborating 
with groups of GP practices (based on local GP Federations) in newly formed Locality Diabetes Groups. New 
monitoring and reporting systems have been developed to ensure robust data collection and oversight of diabetes 
provision. This innovation built on elements of diabetes transformation nationally and has been implemented as a 
whole-system change, which we believe to be pioneering in scale and scope for any chronic disease innovation. 

MethoD
Local and national diabetes data was analysed to support a case for change. This highlighted significant variation 
between localities, and even individual GP practices in terms of diabetic control of the practice populations, and 
that this was not correlated with spend on diabetes prescribing. The collaboration became aware that there 
were elements of good diabetes practice within primary care for which there was no mechanism to share good 
practice. Additionally, many patients were thought to receive a lower standard of care for general diabetes 
management within primary care. There were no mechanisms in place to support the prevention agenda for 
the estimated 20,000 undiagnosed type 2 diabetics in our area, and links with health and well-being services 
were not formalised. The model was implemented in DDES CCG (39 GP Practices) from July 2016, phased out 
to North Durham CCG (30 GP Practices) from April 2017 and will commence in Darlington CCG (11 GP Practices) 
from July 2017. Diabetes Specialist Nurses support joint clinics with GP Practice Nurses within primary care, 
at appropriate frequencies (between monthly and weekly, dependent on practice size and need) to provide 
care for patients with new complex diabetes needs, achieving individualised targets and managing patients on 
new or changing therapies. Consultants/GPwSIs attend each practice on a quarterly basis to lead an MDT for a 
session of focused planning and review for vulnerable patient groups, and provide clinics for the most complex 
patients. All specialists working into the model have a role of clinical supervision, education and mentorship 
for practice teams, and provide telephone support out of clinic hours for practice staff. The three CCGs made 
additional funding available to primary care to enable them to provide enhanced diabetes levels of care, in 
addition to a separate training budget to facilitate each practice to support at least one designated GP/Practice 
Nurse diabetes lead to complete an accredited diabetes qualification. Additional opportunities for education 
and workforce development have been championed locally, including a standardised resource pack for practice 
nurses, a self-assessment tool based on the TREND career and competency framework, and access to e-learning.

In response to the growing prevalence of type 2 diabetes in County Durham and Darlington, 
a new clinically-led model was developed. A collaboration between local CCGs and Acute 
NHS Foundation Trusts, with primary care input from local GP Federations and GP practices, 
the model supports the delivery of diabetes services within primary care, 
providing specialist resources and developing skills within the primary care 
workforce to support the provision of high quality patient care..
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reSuLtS
The proportion of patients across County Durham and Darlington achieving 
HbA1C levels of 59mmol/mol increased from 57.0% to 62.4% between June 
2016 and April 2017. We knew that better management of blood glucose reduces the number 
of non-elective admissions related to hypoglycaemia and hyperglycaemia, and have seen 
corresponding reductions in these admissions across the county. Additionally, admissions 
related to diabetic comorbidities have been steadily reducing over this period. The business case for the diabetes 
model identified ‘the cost of inaction’ at an additional £7-9 million in additional prescribing. With the timely 
transformation of services, the Alliance hopes to manage diabetes across the county better today, and for the 
future. Any savings generated from efficiencies within the system are ring-fenced for reinvestment in diabetes.

SuStaInabILItY anD SpreaD
The three commissioning CCGs have committed to a five-year business model for diabetes, in recognition 
that consistency and stability will be vital to the success of the diabetes model in County Durham and 
Darlington. This provides assurance to the Alliance that diabetes is a local priority, and facilitates the 
space for continuous improvement and development. The County Durham and Darlington Alliance model 
has the potential to be replicated nationally, and indeed, close links with our regional diabetes networks 
have allowed sharing of good practice and learning across the North East. Strong leadership and a 
clear vision will be important for other areas wishing to achieve such transformation in diabetes.

This young entry shows an impressive scale with in excess of a 40,000 
patient population. It is innovative and an excellent collaboration. There 
is a robust governance process that encourages good communication 
across all parties. It truly has the patient at the centre of their focus. 

DIabeteS CoLLaboratIon InItIatIve of the Year – aDuLtS 

County Durham and Darlington Diabetes Alliance 
by County Durham and Darlington NHS Foundation Trust
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Inspired by patient feedback about limited access to resources after their type 
1 diagnosis, the team took inspiration from superheroes. Discovering their 
powers they realise that life will never be the same again and that adaption to 
change is necessary. ‘Type 1: Origins’ is the first diabetes-inspired comic book 
and, since October 2016, has been downloaded for free nearly 6,000 times. All the key 
UK Diabetes charities have supported this initiative and the collaboration work continues, 
with Digibete UK animating the comic and funding secured to develop a comic sequel.

DIabeteS CoLLaboratIon InItIatIve of the Year –  
ChILDren, Young peopLe anD eMergIng aDuLtS 

InnovatIon
Sometimes, the written or spoken word on its own is not enough. A number of people with type 1 diabetes 
are very vocal about their frustration in trying to explain the difference between type 1 and type 2 
diabetes and challenge ignorance. We wanted to create a new colourful educational resource for younger 
people: a first in diabetes, we wanted to visually depict an everyday person developing type 1 diabetes, 
someone that others could relate to. We were keen to use the medium of comic books, with the analogy 
of developing type 1 diabetes likened to that of acquiring new superhero abilities. Both situations require 
acceptance and adaptation to a change in circumstances. Superheroes are well established in popular 
culture and are often popular among children and young adults. The idea was to inform and educate 
readers, present some of the challenges while entertaining, but not making light of, a serious disease. 

MethoD
Work began in January 2016, when the collaborative group was created comprising clinicians, people with type 1 
diabetes and Revolve comics. The aim was to utilise a pool of people with Type 1 diabetes whose personal stories 
varied, so a common thread could be created that would resonate with a large young audience. The result was to 
create the story based around ‘Gary’, a regular teenager who developed type 1 diabetes. The story and art was 
tailored to maximise engagement and with that optimise the amount of valuable information conveyed. Total 
development time was approximately six months, the majority of that being working with the group to shape the 
story, directed by the clinicians, but mostly by the people with diabetes themselves. The art was created with 
the target age group in mind. Many fun and visual reference and pop culture icons were used as an homage to 
increase effectiveness and engagement, as well as visual appeal. The comic was released in October 2016, free-
to-download internationally. It was marketed widely with help from all the major UK diabetes charities (Diabetes 
UK, JDRF and the Diabetes Research and Wellness Foundation), who lent their support early and readily. 
National paediatric diabetes networks also helped with marketing. Local TV, radio and newspaper coverage also 
supported our efforts. The means to leave feedback online was also built in to the Revolve comics website.

Type 1: Origins, Diabetes the Comic Book 
by University Hospital Southampton NHS Foundation Trust,  
Queen Alexandra Hospital Portsmouth and Revolve Comics
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Type1: Origins, Diabetes the Comic Book is a breath of fresh air. It is easily accessed 
and easy to use, being cost neutral. Very creative and innovative, covering new 
ways of presenting information making it very appealing to all ages. 

Type 1: Origins, Diabetes the Comic Book 
by University Hospital Southampton NHS Foundation Trust,  
Queen Alexandra Hospital Portsmouth and Revolve Comics

DIabeteS CoLLaboratIon InItIatIve of the Year –  
ChILDren, Young peopLe anD eMergIng aDuLtS 

reSuLtS
The fact that we secured almost 6,000 international downloads in a relatively short space 
of time suggested to us that there was appetite for a new diabetes informative resource 
such as this. For us, there were several measures that suggested effectiveness. The key 
marker of this was in the direct feedback we received from both public and people with 
type 1 diabetes. The fact that leading diabetes charities continue to market the comic on 
our behalf, with one of them publishing excerpts from it in their patient newsletter suggested to us that this 
novel approach to type 1 diabetes education is valued. Another marker of efficiency is that we were approached 
by DigiBete UK. It offered to fully fund and arrange animation of the comic, which was launched in April 2017. 
There is also a push led by diabetestimes.co.uk to encourage UK secondary schools to show this cartoon to 
raise type 1 diabetes awareness. This new resource is free to download for all and hence no additional costs 
are incurred to anyone else. The project development was self-contained financially, through a combination 
of personal clinician and hospital charity- based funding. Clinician support was provided in their own time.

SuStaInabILItY anD SpreaD
The comic book resource is complete and will not need updating. For no additional cost to the project team, 
Digibete UK have animated the comic, covering all costs. This animated resource is also free for all to download 
for use. Funding has also been secured for the comic development team to develop a sequel. Given that this comic 
book depiction of developing type 1 diabetes is freely available for all, there is no need to reproduce it elsewhere. 
For those who have found it helpful, it is hoped that they will share it where relevant. There is no reason why a 
similar comic book approach could not be taken to highlight other medical conditions affecting the young.
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Transforming Diabetes Care at Scale in North West London 
by NHS North West London Collaboration of CCGs

Since 2014, this collaborative work has commissioned, implemented and monitored 
outcomes-based improvements in diabetes care. Key successes have included reducing 
unwarranted variability, producing printable care plans for patients and introducing 
digital-supported, self-care apps for patients. The work brought together stakeholders 
from across North West London, including patients and user group facilitators, public 
health teams, GP federations, commissioners and senior management teams.

DIabeteS teaM InItIatIve of the Year – aDuLtS 

InnovatIon
Although a number of commissioning groups have redesigned diabetes services, there has been no previous 
attempt in England to undertake a diabetes transformation programme aiming to have significant impact 
on such a large diabetes population. Also, part of the aim with the OOHS was to begin commissioning 
primary care at scale, working with federations to deliver population level coverage and work on reducing 
variability through peer-peer interactions and network-based contracts. Basing performance-related 
payments on network or federation level achievement has aided this process. We have maximised the 
capabilities of the GP IT system (SystmOne) to the full in order to drive transformation at scale, publishing 
content simultaneously in 235 GP practices. We have also developed an integrated data warehouse 
containing linked primary, community, acute and social care data, and have just introduced the first set 
of diabetes dashboards, allowing automation of previously manual dashboard update processes.

MethoD
In 2014, diabetes clinical leads from Central London, West London, Hammersmith and Fulham, Hounslow and 
Ealing CCGs (CWHHE CCG Collaboration) established regular meetings to share best practice and find new ways 
to engage with local stakeholder groups, during which we realised we shared the same challenges including:

•	 Poor	achievement	against	national	quality	indices:	CWHHE	CCGs	were	some	of	the	worst	in	London	for	NICE	3	
treatment targets (3TT) HbA1c < 58 in newly diagnosed patients, blood pressure < 140/80 and cholesterol < 4)

•	 Wide	variability	in	primary	care	delivery	quality	and	model	(and	in	achieving	NICE	3TT)	
resulting from variability in organisational processes and clinical knowledge/skills 

•	 Low	levels	of	structured	education	uptake	and	completion
•	 Little	involvement	of	patients	in	decisions	about	their	own	care.

This led to the commissioning of the Diabetes CWHHE Out Of Hospital Services (OOHS). The aim 
was to improve care and outcomes for patients by initially addressing some of the inter-practice 
differences in monitoring of the nine key care processes and achievement of NICE targets using 
performance-related payment across GP networks against Key Performance Indicators such as:

•	 %	of	patients	with	record	of	nine	key	care	processes
•	 %	of	patients	reaching	all	three	NICE	treatment	targets	(HbA1c	<	58,	blood	pressure	<	140/80,	cholesterol	<	4)
•	 %	of	patients	with	record	of	care	planning	consultation	(requires	results	shared	with	

patient prior to appointment, collaborative goal setting and care plan development with 
the offer of a printed care plan to patient at the end of the consultation).

The contracts were piloted across Hounslow CCG from January-July 2015, and 
rolled-out widely across CWHHE from August-September 2015.
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Transforming Diabetes Care at Scale in North West London 
by NHS North West London Collaboration of CCGs

DIabeteS teaM InItIatIve of the Year – aDuLtS 

Transforming diabetes care at scale in North West London is a very clear, focused project. 
Everything was well-defined and they have the results to show for it. It is wonderful work 
and a fantastic coordination of such a huge project. A Tremendous achievement!

reSuLtS
Between August 2015 and March 2017, there has been significant improvement 
in diabetes care for over 70,000 patients across CWHHE CCGs. Two stand-out 
exemplar practices showing the greatest levels of improvement are located in areas of highest deprivation: 

•	 One	GP	working	in	the	most	deprived	ward	in	NWL	(Golborne)	with	low	life	expectancy	and	a	large	North	
African population managed to increase her practice’s percentage of patients achieving all NICE 3TT from 
13.4% to 30.1% in 9 months. Through clinical leadership, the benefits were spread across the entire locality 
(15 practices, 3,961 patients with diabetes, average multiple index of deprivation score 38) resulting in a 
5.2% increase in patients achieving an HbA1c 58 over a 9-month period (increase from 2066 to 2330)

•	 Another	GP	based	on	the	deprived	White	City	estate	ran	virtual	clinics	with	a	community	
diabetes consultant where all patients with an HbA1c > 100mmol/mol were reviewed. The 
average HbA1c reduction for this group of patients 8 months later was 36.5 mmol/mol.

SuStaInabILItY anD SpreaD
Following the initial success in working across CWHHE CCGs, resulting in significant improvements in 
care and in achievement of the NICE 3 Treatment Targets, we are now collaborating on an NWL Diabetes 
Transformation Programme across the entire STP (eight CCGs). With nearly 200 stakeholders inputting 
into the NWL Diabetes Treatment and Care bid based on the work above, we were successful in winning 
£2.4 million funding together with a four-year investment plan from the North West London CCGs. We 
are now working with MyWay digital health, whose team include developers of the Scottish Diabetes 
Information system (SCI-Diabetes) and MyDiabetesMyWay (MDMW), to link the patient-facing platform 
with our NWL Diabetes Information System and to extend its existing capabilities (ePHR viewing, 
automated decision support, upload of glucometer data and provision of diabetes information).
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The 10 Point Training Tool for Staff Education in Inpatient Diabetes 
by Poole Hospital NHS Foundation Trust

InnovatIon
There is a need for ongoing education that does not draw staff away from their routine duties but is taken to the 
clinical environment where the content can be adapted to the specific needs of those present. An interprofessional 
educational tool was developed by Ruth Miller, lead diabetes specialist nurse, which fits in around clinical duties and 
is pertinent to the specific needs of the individual and clinical area. The tool consists of 10 points which are based 
upon the most common insulin and diabetes-related errors seen in practice as identified by: national audit data, 
The National Patient Safety Agency rapid response reports and personal experience. Reference cards with the 10 
points listed are given to every participant. The tool has flexibility as the framework can be adjusted as required 
to meet the needs of each learner group. It can be delivered opportunistically by taking it to clinical environments 
and inviting people to be trained. Each session is bespoke depending on the needs of the participants, the location 
and the time available and consists of a discussion led by the participants, facilitated by the specialist team. This is 
an advance from traditional didactic training methods of blocking out time and requiring large group attendance. 

MethoD
From January 2016, each clinical area in our hospital was advised to expect opportunistic ward visits from the 
inpatient diabetes nurse team offering training. The training was advertised in advance around the Trust on 
posters, on screen savers, in newsletters and had the support of the Medical Director and the Director of Nursing. 
Two diabetes specialist nurses carried out ward drop-ins seven days per week and approached all healthcare 
professionals present (doctors, nurses, nursing assistants, pharmacists, midwives, therapists, ODPs and theatre 
technicians) inviting them to take part in a short training session in diabetes. Each area was visited several times 
at different times of the day to maximise uptake of staff members working different shifts. Group sizes were 
between one and five and this was carried out in the clinical area. The content was based on the 10 point training 
tool, however this was customised to the specialty of participants present. For example in surgical wards, there 
were many questions about the use of intravenous insulin and of glycaemic control around nasogastric feeding. 
On oncology wards the focus was around use of high dose steroids, how and when to treat these patients and 
how to best manage symptoms of hyperglycaemia in the patient who is already unwell. On the elderly care, ENT 
and stroke wards the conversations and questions were often around hyperglycaemia due to enteral feeding. 

After identifying that clinical commitments represent the major barrier to 
staff education, a quality improvement project using a novel multidisciplinary 
education tool ‘Diabetes 10 point training’ was developed and piloted. The ‘10 
points’ are derived from the most common insulin and diabetes-related errors 
seen in practice. Delivery takes place within clinical areas, opportunistically 
delivering bite-sized chunks in direct response to staff self-identified needs. It is 
applicable to all healthcare professionals who care for inpatients with diabetes.

DIabeteS teaM InItIatIve of the Year – aDuLtS 
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reSuLtS
Between January and June 2016, 640 healthcare professionals in the Trust 
went through the education programme. 230 participants completed the 
questionnaire prior to training and 99 completed the questionnaire at three 
months. In every area there was significantly higher confidence after the training compared to 
before training (p<0.01). The change to patient safety was evaluated by comparing data from the 
National Diabetes Inpatient Audit (NaDIA) in this hospital in 2015 ( the year before the 10 point 
training was launched) with those for 2016 ( nine months after the start of our intervention). There has been a 
large reduction in medication errors, insulin errors, prescription errors and the frequency of hypoglycaemia: 
with the national average for insulin errors at 38.1% in 2015 and 37.8% in 2016, this moves our Trust from the 
highest quartile to the lowest quartile within one year. Savings would be expected through the large reduction 
in the length of stay for patients with diabetes and prevention of complications from medication errors. As staff 
are not removed from clinical work for training there is no requirement for additional workforce provision.

SuStaInabILItY anD SpreaD
This tool has been imbedded in cyclical training to all new doctors and nurses and incorporated into annual 
mandatory staff training programmes. It can be delivered by any specialist in diabetes to any group of 
healthcare professionals. The system allows rapid ‘training the trainers’ to increase tool delivery and has been 
endorsed by Diabetes UK following favourable peer review by clinical champions. Ruth Miller presented the 
development of the tool at The All-Party Parliamentary Group for Diabetes as an example of how to improve 
inpatient diabetes outcomes. This tool is also being used by Lancashire Teaching Hospitals and the Royal Free 
Hospital, London. Through collaborating with community matrons we have been delivering this educational 
tool to community district nurses and nursing assistants in the rural community setting of The Isle of Purbeck. 
It has also been used successfully for community nurses in Camden, two very diverse areas. Content is 
adapted to the specific requirements depending on what they are able to prescribe and deliver locally.

Poole Hospital NHS Foundation Trust has put together a simple, but 
effective tool to train a strong number of healthcare professionals with 
good results. It is replicable and a sensible approach to a tricky problem. 

The 10 Point Training Tool for Staff Education in Inpatient Diabetes 
by Poole Hospital NHS Foundation Trust

DIabeteS teaM InItIatIve of the Year – aDuLtS 
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EDEN – Cross Boundary Multi-Professional  
Transformation for Improved Patient Outcomes 
by Leicester Diabetes Centre

EDEN - Effective Diabetes Education Now was created and developed as a 
multi-professional cross- boundary, primary and secondary care service to 
address needs in diabetes management and risk-reduction. Taking aim at the 
transformation of diabetes across the Leicester, Leicestershire and Rutland 
(LLR) healthcare spectrum, it specifically targeted the effective and appropriate 
treatment of patients, reductions in demands on secondary care, raising skill levels 
of diabetes healthcare professionals and measuring the impact of transformation. 

DIabeteS teaM InItIatIve of the Year – aDuLtS 

InnovatIon
EDEN is a small team with an offering comprised of programmes in AI and technology, education and 
transformation, led by a team of clinicians and core staff passionate about improving diabetes care for patients. 
It was initially developed as part of a multisystem primary and secondary care pathway transformation, to 
improve care and outcomes for patients with diabetes throughout Leicester City. Recognising that courses 
alone do not impact in a sustainable way, EDEN development comprises baseline training needs analysis 
(TNA) (using cutting edge AI); evidence-based MDT and expert delivered, RCGP-accredited modules in all key 
areas; mentoring at practice level to support a step change skill and thus improved patient care; GP mentors 
and cross secondary care partner relationships and working; and data and analytics - including pre- and post-
module Knowledge and Confidence (K&C) questionnaire and national benchmarking of diabetes data.

MethoD
Commissioned in 2013, EDEN has evolved enormously over four years as a collaboration between Leicester 
Diabetes Centre (LDC), which sits across the University Hospitals of Leicester NHS Trust, University of 
Leicester and Leicester City CCG. From three core modules in diabetes care, to 13 current programmes, 
design and delivery is always based on feedback from patients and staff, ongoing data analysis, outcomes 
and performance plus the commitment to stay abreast of current and future directions and need in diabetes 
care. To identify baseline need a systematic K&C questionnaire was developed, linking 73 competency 
statements to all modules. The resultant self-reported survey produces recommendations via sophisticated 
algorithms in seconds - at individual, role, practice or CCG level for best practice and reduction in 
variation. This is completed annually plus pre- and post-course to identify improvements in knowledge and 
confidence, as well as competence. Modules are multidisciplinary in design and delivery, for example:

•	 Foundation	&	Advanced	insulin	and	Glycaemic	Therapies	-	Diabetes	Specialist	
Nurses (DSNs), Secondary Care Specialist, Consultant Nurse and GP 

•	 Footcare	-	across	boundaries	-	primary,	secondary	and	community	care	staff	including	
podiatry, specialist nurse and footcare specialist consultant and team

•	 Obesity	and	Lifestyle	Behaviour	Change	incorporates	innovative	physical	activity	research	re:	activity	
and decreased sedentary time, motivational interviewing and change-behaviour skills, delivered 
by a blend of clinical psychologist, dietician, physiotherapist and physical activity researcher

•	 Diabetes	and	the	Older	person	-	optimising	treatment	in	acute	primary	care	and	care	home	settings	
is critical and often a source of unscheduled admissions. This module encompasses end of life care, 
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The judges recognised that EDEN was a strong education programme, which is 
well-established and has recognition from the RCGP. It has a good focus group 
and feedback. However, this was a difficult application to read and didn’t flow 
well, which made it hard for the judges to have a full picture of the work.

EDEN – Cross Boundary Multi-Professional  
Transformation for Improved Patient Outcomes 
by Leicester Diabetes Centre

DIabeteS teaM InItIatIve of the Year – aDuLtS 

optimisation of medication and ranges and is delivered by GP, 
Nurse Consultant and Physician, and incorporates feedback from 
what matters most in care homes. This is currently being tested 
and delivered in bite-sized chunks in care and residential homes

•	 Pharmacists	are	portrayed	as	one	of	solutions	to	the	health	
service burdens. Our pharmacist programme modules were 
designed and delivered by a specialist delivery team comprising 
community pharmacy specialist, DSN and consultants/GP, and was delivered in partnership with the Local 
Pharmaceutical Committee and a commercial pharmaceutical company to pilot new ways of working. 

Growth has been steady based on need, feedback data and results, with the aim always to improve 
outcomes for patients with diabetes in primary care and decreasing burden on secondary care.

In addition to module delivery, which is in varied and engaging models, of face-to-face and e-learning, a monthly 
clinical engagement meeting chaired by EDEN and the CCG GP lead has created a platform for primary and 
secondary care to combine and discuss current practice, new delivery, research audit and patient case studies.

reSuLtS
In Leicester City CCG results from hypo admissions show a decreasing trend from 120 in 2014 to 70 in 2016. EDEN 
has been rated a record 96% (4.8 out of 5) by participants on its courses. For the fourth year running average 
score of speaker evaluation forms has been above 92% with 1,804 speaker evaluation forms completed to date.

SuStaInabILItY anD SpreaD
A ‘train the trainer’ programme was developed in early 2016 and has been delivered to a number of 
commissioning areas, with more commissioned on an ongoing basis. The blend of LDC written and evidenced 
programmes, with ongoing Quality Assurance support, while developing a local network of skilled HCP 
educators, is the optimum way to deliver sustainability and spread. Provision of AI algorithms and data/TNA 
ensures the right programmes can be delivered to address local need and gaps. The TNA as a stand-alone 
is reproducible to define and signpost education need across any clinical area and has been acknowledged 
as having such potential by winning the Training and Development category at this year’s HSJ Awards.
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Improving Diabetic Footcare Faculty (DIFF Model) 
by Royal Devon & Exeter Trust

The Improving Diabetic Footcare Faculty (IDFF) was formed following the 
2012 publication of high South West diabetic amputation rates. A voluntary, 
podiatry-led network of healthcare professionals (HCPs), IDFF focuses 
on structured education and service development. The faculty meets 
outside working hours to develop free, innovative education packages, 
which help to standardise education provision for HCPs and patients, 
encouraging timely referrals and a multidisciplinary approach. The IDFF 
model has now been replicated by other HCPs within the South West.

DIabeteS teaM InItIatIve of the Year – aDuLtS 

InnovatIon
This is a voluntary MDT network development, where effectiveness develops from drawing on the 
experience, strengths and interests of the individual group members. The goal is to reduce the diabetic foot 
amputation rate to below the national average within 5 years, while improving outcomes and quality of life 
for patients. The IDFF considered this goal to be specific, measurable through repeated audit and use of 
Likert scoring systems and achievable within the time proposed by implementation of educational tools.

MethoD
In November 2012, a voluntary group of HCPs who work within and manage diabetes services in Devon came 
together to develop a network that also included patient representatives. More recently, the IDFF has expanded to 
include colleagues from South Devon and Torbay NHS Trust, as well as colleagues from primary care, Diabetes UK 
and support from a pharmaceutical company to develop a diabetes group educational programme. Actions include:

•	 To	audit	current	practice,	identify	barriers,	challenges	and	gaps	in	service,	examine	existing	
research, gather baseline data, develop educational tools and standardise packages for 
education, deliver the former, evaluate effectiveness and ultimately share good practice 

•	 To	work	proactively	with	primary	care	clinicians	to	ensure	diabetic	foot	
care outcomes improve with year-on-year improvement 

•	 To	measure	and	continually	improve	and	adapt	the	standard	of	education	delivered	through	audit	and	research
•	 To	develop	competencies	and	certification	for	NHS	providers	who	

work with or care for patients who have diabetes
•	 Ensure	that	access	to	diabetic	foot	care	and	education	is	equitable	

across Devon providing peer support and advice
•	 To	link	with	the	national	networks	and	share	learning.

The IDFF has made driving down the rate of amputation a key priority as a result of action learning. By bringing 
peers together in a supportive environment, best practice is shared between HCPs involved in the network and 
a range of resources and tools have been developed to promote consistency and standardisation of practice 
across Devon. The following range of educational tools for HCPs have been developed: a 10-step prompt poster 
series regarding education, wound care, caring for feet in hospital and provision of antibiotics; and an e-learning 
education package (launched in Nov 2015) to provide HCPs working for the NHS Trust with an annual update 
in diabetic foot assessments. The IDFF education tools have also been extended to patients via a structured 
education package in accordance with NICE guidelines ensuring that each time a patient is seen in clinic he 
or she is exposed to NICE-compliant education. This is supported by advice and recorded on the treatment 
plan. Examples of these materials are presented in Appendix 2. The patient educational tools include:
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Improving Diabetic Footcare Faculty (DIFF Model) 
by Royal Devon & Exeter Trust

DIabeteS teaM InItIatIve of the Year – aDuLtS 

The judges liked this good, innovative, multi-disciplinary 
programme. It is great to see people making a difference. It is 
very early in the project and look forward to seeing more when 
commissioned and the projected savings are confirmed.

reSuLtS
Amputation rates in Eastern Devon were 1.4 per 1000 diabetic population 
in 2012 and have fallen to 0.6 in 2016, which is now less than the national 
average. Within just six weeks of launching the online e-learning resources 
to community nurses, 117 (26%) HCPs had accessed the e-learning 
compared to 73 (8%) HCPs who accessed face-to-face training in the 
previous two years. Delivery of patient education has improved with 100% 
of 100 consecutive podiatry notes in East Devon having structured education recorded against just 25% in 2012. 
Of the patient notes audited, 78% had education delivered via the 10-step prompt poster series and 98% had 
been issued with an Emergency Access Card. Amputation data collected between November 2012 and November 
2016 indicated that there were 27 major amputations in 2012 compared to an average of 14.6 per year, 2013-
2016. Based on estimated costs per amputation of £12,000, it would suggest that there are potential savings 
of approximately £150,000 per year. If our local population of community nurses (450) required a four-hour 
face-to-face training this would cost approximately £25,020 less travel expenses (450 x £55.60 (£13.90 ph)) 
against £6,255 which is the cost of providing one hour to complete the e-learning - a cost saving of £18,765.

SuStaInabILItY anD SpreaD
We have recently promoted the e-learning to GP practices and resources and learning are now 
being shared across the South West region through the South West cardiovascular network. The 
team is liaising with higher educational bodies regarding use of e-learning proactively as part of 
undergraduate programmes. The IDFF in conjunction with Plymouth University are in the process of 
applying for a research grant to test the efficacy of the education tools they have developed.
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Engaging to Improve: Outcomes of the Young Adult Clinic Restructure 
by Royal Liverpool & Broadgreen University Hospitals NHS Trust

Achieving good glycaemic outcomes for young adults with diabetes remained a 
challenge at the Royal Liverpool University Hospital. Towards the end of 2015, 
patient engagement was poor with high non-attendance in clinics. Through a 
process of team briefings and service user feedback, a number of changes were 
made, including a clinic restructure. Outcomes at the end of 2016 showed a 
significantly lower non-attendance rate, quadrupled rates of patients achieving 
HbA1c <53mmol/mol, very positive user satisfaction and financial gains.

DIabeteS teaM InItIatIve of the Year –  
ChILDren, Young peopLe anD eMergIng aDuLtS

InnovatIon
Towards the end of 2015, the immediate challenges faced by the young adult diabetes service at the Royal 
Liverpool University Hospital were a high clinic ‘did-not-attend’ (DNA) rate (47%), rising admission rates 
of diabetic ketoacidosis (DKA) and severe hypoglycaemia (SH) in this age group (15% and 6%), and a lack 
of data analysis to measure specific outcomes of this clinic cohort, as the National Diabetes Audit (NDA) 
measured outcomes of all people with type 1 (T1D) and type 2 (T2D) diabetes. Using results of local audits 
and feedback from a subsequent multidisciplinary team (MDT) and patient focus group meeting, the young 
adult diabetes clinic was redesigned with a vision to have a structured, patient-led, flexible clinic service. 

MethoD
The service redesign included the following: 

•	 A	weekly	joint-multidisciplinary	team	(MDT)	‘Young	Adult	Diabetes	Clinic’	with	the	consultant,	diabetes	
specialist nurse and specialist dietician, lasting at least 30 minutes per patient, with four monthly 
follow-up appointments. This was different from the individual appointments made earlier 

•	 Development	of	a	clinic	pathway,	defining	the	young-adult	cohort	(19-25	years),	services	offered,	
follow-up arrangements and transfer to the >25 years adult clinic under the same consultant

•	 Flexible	drop-in	sessions	with	diabetes	specialist	nurse	and	dietician,	in	between	planned	clinic	
appointments, for structured education, self-management advice and carbohydrate-counting revision 

•	 Team	information	leaflets	with	contact	details	(telephone	and	email)	and	guide	to	useful	diabetes	
related online resources. Patients are encouraged to email data, questions and feedback regularly

•	 Telephonic	reminders	to	patients	of	the	upcoming	clinic	appointment,	in	addition	
to texts already sent, by the clinic clerk and department secretary 

•	 Pre-clinic	questionnaire	for	patients	to	fill	prior	to	entering	the	consultation	room,	highlighting	the	most	
important lifestyle and diabetes-related topics to discuss, with an aim to make the consultation more focused.

LIVT1D - Liverpool’s first peer-support group for adults with T1D, was established by people attending the 
young adult diabetes clinic. The aim was to create a platform for people with type 1 diabetes to be supported, 
encouraged and empowered by peers, family members and healthcare professionals, outside the clinic set-up. 
It was established following a focus group meeting of the MDT and 10 people with type 1 diabetes, attending the 
young adult diabetes clinic, held at the University of Liverpool campus in September 2016. A steering group 
was formed, which included three patients, a consultant diabetologist and a senior diabetes specialist nurse. 
In addition, a closed Facebook group and a Twitter handle were created and managed by people attending 
the young adult clinic, with an aim to reach out to anyone with type 1 diabetes for support and empowerment, 
while ensuring privacy and highlighting that this was not a substitute to clinical care at the hospital. 
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Engaging to Improve: Outcomes of the Young Adult Clinic Restructure 
by Royal Liverpool & Broadgreen University Hospitals NHS Trust

DIabeteS teaM InItIatIve of the Year –  
ChILDren, Young peopLe anD eMergIng aDuLtS

Royal Liverpool & Broadgreen University Hospitals NHS Trust have 
put together a project that has a made brilliant use of social media. 
This reflects the focus on young adults/those facing the university 
years. It has excellent outcomes and fantastic feedback.

reSuLtS
Using the information from the clinic database spreadsheet, we analysed demographics 
and outcomes in a 24-month period, from January 2015 (12 months pre-clinic redesign) 
to December 2016 (12 months post-clinic redesign). 123 patients in total were identified 
in the clinic cohort. Diabetes diagnosis of all patients included type 1 diabetes (92%), 
type 2 diabetes (7%) and MODY (1%), with mean duration of diabetes of 13.7 ± 6.6 
years. Majority of these patients (85%) were on a basal-bolus insulin regime. In 2016, 89 patients (versus 
76 in 2015) attended the MDT clinic appointments, with the total number of attendances for the year being 
192 (v. 129). More significantly, 65% (v. 42%, p=0.001) of patients attended two or more clinic appointments 
and the DNA rate for the clinic was reduced to 32% (v. 47%, p=0.03). After adjusting for the number of 
appointments and DNA rate, financial gains made in 2016 were £3,663. Mean HbA1c for the clinic was 
reduced at 74 ± 22mmol/mol (v. 76 ± 20mmol/mol, p=0.91). 12.3% of patients (v. 2.6%, p=0.03) had an 
HbA1c at the NICE recommended target of <53mmol/mol and 25% (v. 14%, p=0.17) of patients had an HbA1c 
<58mmol/mol. Reductions in admission rates for DKA and SH at the Royal Liverpool University Hospital 
for this patient cohort, in 2016, were seen with 8% (v. 15%, p=0.12) and 2% (v. 4%, p=0.40), respectively. 
11 fewer admissions for DKA and SH were recorded in 2016, totalling a financial saving of £9,336. 

SuStaInabILItY anD SpreaD
The positivity generated by LIVT1D in a short space of time and its speculated impact on clinical 
outcomes will allow the team to share its experiences with a wider audience through partnerships 
with neighbouring Trusts, similar peer-support groups and local universities in the North West and 
nationally. Feedback from this group along with clinical outcomes will be presented as a business 
case for funding peer support through the local CCG and potential transformational funds. 
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Data Driven Quality Improvement Utilising 
Multiple Initiatives in Paediatric Diabetes
by Children’s Hospital for Wales

This project was concerned with using multiple quality improvement initiatives simultaneously to drive 
improvements in HbA1c. The project achieved its aim with an 8mmol/mol improvement in the clinic median 
HbA1c over one year. It was also well received with positive patient/parental experience about the impact of 
the new initiatives and changes. This project is sustainable within its own centre and can undergo continuous 
evaluation and enhancement. It is also transferable to other centres or used in partnership across networks.

DIabeteS teaM InItIatIve of the Year –  
ChILDren, Young peopLe anD eMergIng aDuLtS

InnovatIon
This approach is novel to paediatric diabetes care in Wales and has been adapted from that used 
in a QI collaboration in Sweden which had demonstrated improvement. It utilised the concept of 
multiple themes which feed into an ultimate goal of reducing HbA1c, improving quality of life and 
reducing the burden placed on families and the NHS on chronic disease management.

MethoD
The paediatric diabetes healthcare team at the Children’s Hospital for Wales care for ~200 children and young 
people with type 1 diabetes and were concerned that, despite providing the best quality care possible, the outcomes 
were suboptimal compared to other centres in Wales and England. The National Paediatric Diabetes Audit (NPDA) 
2014/15 demonstrated the Cardiff & Vale University Health Board to be an extreme negative outlier for blood 
glucose control (HbA1c). Through invited external peer review (2014) we identified several serious concerns which 
were hindering change and improvement. These included: lack of psychological support, inadequate dietetic 
support and lack of continuing professional development for members of the team. Through business planning we 
were able to justify employment of an extra PDSN, Schools Educator, Psychologist and Dietician to be compliant 
with the shortfalls. A ‘fishbone’ initiative was drawn up to focus the new team on projects that could potentially 
improve outcomes and influence quality of life in children with diabetes and their families. This additional support 
has permitted restructuring of the multidisciplinary team to allow appointing one PDSN as a team leader to manage 
the service, a specialist PDSN for diabetes school education, a PDSN taking the lead in structured education and 
a PDSN taking the lead in transition to adult care. Furthermore, new dietetic support has permitted increased 
emphasis on dietary management. This restructuring has allowed several QI initiatives to progress in keeping 
with our fishbone concept, such as carbohydrate counting for all newly diagnosed children, enhancing the family’s 
knowledge of matching insulin injections to diet; intensified insulin management at diagnosis with the introduction 
of a new care pathway for the newly diagnosed patients; and point of care HbA1c testing made available in 2015 
- greatly enhancing clinic consultations as we are able to provide instant results influencing advice provided 
during patient appointments. Other measures included: increasing clinic capacity to offer four appointments of 
30 minutes duration per child/per year; a virtual clinic where the MDT review blood glucose profiles downloaded 
at home (using Diasend) by families and discuss treatment changes by telephone or via email, saving having 
to attend the hospital for additional appointments; and extra support for those with high HbA1c providing a 
targeted structured approach to help improve diabetes control. There was also the implementation of a quality 
assured (all Wales) structured education programme for patients from diagnosis, and peer support by running 
activity days for children with diabetes and staff ‘awaydays’ to foster ongoing relationships and team building.
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Data Driven Quality Improvement Utilising 
Multiple Initiatives in Paediatric Diabetes
by Children’s Hospital for Wales

DIabeteS teaM InItIatIve of the Year –  
ChILDren, Young peopLe anD eMergIng aDuLtS

This team took the innovative approach to look outside of the UK and adapted 
their project from work being undertaken in Sweden. They demonstrated a 
clear improvement in team working and had good results.

reSuLtS
There were dramatic improvements in HbA1c results (median Hba1c fallen from 72mmol/mol in 2014/15 to 
64mmol/mol 2015/16) for children and young people with diabetes cared for at the Children’s Hospital for 
Wales. During the first 12 months of the post, 160 school visits were undertaken through which 800 face-to-
face contacts were made with school staff. Qualitative data collected from school staff and parents regarding 
the support provided by the educator demonstrate high levels of satisfaction with the service. A peer support 
day was held for children (aged ~11) and parents who were soon to be transitioning to high school. A service 
evaluation taken six months later demonstrated that 100% of those who participated would recommend 
the training day to a friend. The HbA1c improvements seen (8mmol/mol reduction) have reduced the risk of 
life-threatening complications by at least 32% (based on DCCT extrapolation). This improvement not only 
reduces the burden of disease on the child and his or her family improving quality of life, but also reduces 
long-term costs to the NHS by reducing expensive treatments for complications. NHS costs in Wales for 
diabetes are estimated at £500 million per annum with 80% of those costs related to complications.

SuStaInabILItY anD SpreaD
The project is completely sustainable as it follows the principles of PDSA quality improvement. The success of the 
programme hinges on constant new ideas and quality improvement initiatives to drive the endpoint: each project 
goes through a continuous PDSA cycle to ensure it is effective and worth pursuing. It is easily reproducible. It can 
be used in a similar manner to us where a single centre has derived a fishbone structure to drive an outcome, 
but it can also be used as a quality improvement collaboration involving multiple centres and networks.
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The FRED workshop is a multidisciplinary initiative designed to empower self 
management among patients with type 1 diabetes, and their parents. It deals with all 
aspects of living with diabetes every day, ranging from psychological issues, to exercise, 
to self dose adjustment. It is delivered using a unique format which consists of variations 
of group participation combining young people independently from their parents as 
well as combined sessions with parents and parents independently from their children.

DIabeteS teaM InItIatIve of the Year –  
ChILDren, Young peopLe anD eMergIng aDuLtS

FRED Workshops: Food, Relationships, Exercise with Diabetes
by The Hillingdon Hospital

InnovatIon
This workshop is particularly innovative because of the multifaceted team approach to empower self-
management of type 1 diabetes. This is achieved through practical learning with real life scenarios to 
embed the structured information that is also provided. In addition attendance is improved on past 
similar initiatives because of the team approach and attitude towards ensuring that patients realise 
the benefits of attending. Furthermore, the provision of lunch, without the educators present, provides 
an opportunity for families to build supportive relationships. The workshop aims are as follows:

•	 Food	-	practical	carbohydrate	counting	with	real	foods	and	tips	for	easier	carb	counting	when	
eating out. This section includes introducing the young people to alternative low carbohydrate 
snacks that they may not have tried before, with the option of tasting these as a group 

•	 Relationships	-	exploring	young	people’s	relationships	with	diabetes	through	externalisation.	
Supporting parents to reflect on how they talk with their children about diabetes and 
encouraging a positive approach to communication. This section includes providing the 
opportunity for peer support, both for the parents and young people each independently 

•	 Exercise-–	understanding	the	physiological	impact	of	exercise	on	the	body	and	how	this	
impacts blood glucose levels. This section discusses the complexity of different activities 
such as anaerobic, aerobic, mixed and competitive, including increasing awareness 
of the impact of more everyday activities such as shopping or playing

•	 Diabetes	-	empowering	families	to	safely	adjust	their	basal	insulin	and	insulin	carbohydrate	
ratios by using Diasend or a diary. This section uses real-life data and examples that are 
discussed in small groups and then by the group as a whole. Participants are encouraged to 
ask questions of the ‘data’ and to suggest what insulin changes may be required.

MethoD
Planning commenced eight weeks prior to the first workshop. Dates were set every three months for 18 months, 
with rooms booked at the start, and continue to be booked 12-18 months ahead. We alternate between term 
time and holiday time to accommodate families with other children and young people who are studying. A 
pre- and post-event questionnaire was designed to include a feedback form. Lesson plans were developed, 
to include a list of resources needed for each activity. Team members allocated themselves to each session 
in advance and the timetable was developed. Fliers were designed and given to all newly diagnosed families, 
as well as those families identified from clinic as being likely to benefit from FRED, with particular focus on 
those children who were diagnosed young and are now ready to be moving towards independence with their 
diabetes. Families are strongly advised to attend as opposed to just being ‘invited’. Participants are asked to 
telephone to confirm their attendance. Attendance is not limited to parents - all significant carers are invited 



www.qualityincare.org/diabetes   24

DIabeteS teaM InItIatIve of the Year –  
ChILDren, Young peopLe anD eMergIng aDuLtS

FRED Workshops: Food, Relationships, Exercise with Diabetes
by The Hillingdon Hospital

The FRED Workshops really fill a gap in terms of structured education for children, young 
people and emerging adults. It is a fantastic peer support programme, which also provides 
parents/carers with a practical opportunity to support their children/young people.

to attend, which can include older siblings, aunts, uncles, grandparents and 
even neighbours. Attendance is limited to those over 10 years old, although 
parents of younger children do attend. Participants are asked to complete a 
short quiz before, and again after the workshop so that we can monitor learning. At the 
event we have a team approach to preparing the rooms and welcoming the families. We 
hold a post-FRED meeting the week following the workshop for an hour to review the day, 
making any changes that are needed to continue improving the programme and to review the feedback.

reSuLtS
The pre- and post-questionnaires showed that all participants increased their diabetes 
knowledge by attending the workshop. Formal and informal feedback was very positive. 

SuStaInabILItY anD SpreaD
The project has already proved its sustainability and is now embedded in our service structure. It is run four 
times a year, with the dates set at least a year in advance. The team has already successfully run four workshops, 
with a further four booked for the year ahead. With the workshop material already designed and the well-
structured lesson plans, additional time and resources are not needed. The workshop is highly reproducible 
in other services: there are lesson plans, resource lists and a well-defined structure for implementation. 

There is scope for the design to be used to format a FRED 2 workshop for type 2 patients with the 
topics being adjusted to be more specific to the aims and education of those with type 2 diabetes.
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This novel project started in 2014 working in collaboration with the clinical psychologists services 
training all diabetes team members in the SFBT (Solution Focused Brief Therapy) approach over 
12 months. It works from the premise that the SFBT therapy should be a routine feature of the 
diabetes team’s care and viewed as more of a life coaching approach than a rescue for psychological 
problems. It sees children who have type 1 diabetes as just that, not a child who is diabetes.

DIabeteS teaM InItIatIve of the Year –  
ChILDren, Young peopLe anD eMergIng aDuLtS

Solution Focused Brief Therapy (SFBT) Approach Improves 
Glycaemic Control, Patient Satisfaction and Patient 
Engagement in Children and Young People with T1DM
by Southport and Ormskirk Hospitals NHS Trust

InnovatIon
By focusing wholly on the diabetes, we as diabetes team members will continue to miss opportunities 
to see where children are showing their own resources which could be harnessed to manage their lives 
including their diabetes better. In addition, medical teams tend to use access to CAMHS when things are 
failing or options seem limited, or medical approaches are failing. The great benefit of Solution Focused 
Brief Therapy (SFBT) approach is its strengths-based approach, emphasising the resources that children 
and young people possess and how these can be applied to a positive change process. It works on the 
basis that the solution is not necessarily related to the problem. While not focusing on the problem, the 
SFBT approach looks at the exceptions, times when things were going well and what was happening then 
and works towards motivation in improving their control of their diabetes. Given its flexible, collaborative, 
strengths-focused approach, SFBT is likely to appeal to children’s services staff and diabetes teams.

MethoD
Early information and feedback from the carers’ and children and young adults with type 1 diabetes mellitus 
perspectives were obtained in 2014 using face-to-face meetings between the local diabetes team and the 
Southport, Formby & Ormskirk Children’s Diabetic Club and Parent support group ‘The Lancelots’, which is a 
registered charity affiliated to Diabetes UK. It was raised by the patients’ and carers’ representatives that, among 
adolescents and young adults, access to either CAMHS or psychologists was difficult unless there were more 
serious concerns. The service received 0.2WTE dedicated children’s diabetes psychologist time as part of best 
practice tariff. The patient and carer group welcomed the idea of Solution Focused Brief Therapy training of all 
diabetes team members and sessions delivered to the children to support well-being, education and improved 
glycaemic control. The diabetes team collaborated with Dr Dominic Bray, a Consultant Clinical Psychologist, and 
the founding Chair of the UKASFP (UK Association of Solution Focused Brief Practice), Dr Sharryn Gardner, who 
had developed a paediatric clinic-based solution-focused practice and trained with the SFBT BRIEF school in 
London, and our diabetes clinical psychologist Dr Becky Simm, who is an SFBT practitioner, to undertake SFBT 
approach in our routine diabetes care. The whole diabetes team was trained for six months, attending two 2-day 
workshops and had follow-up monthly SFBT training sessions in MDT meetings. All team members were also 
mentored and observed individually in clinics and given individual feedback on their SFBT approach and skills.
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DIabeteS teaM InItIatIve of the Year –  
ChILDren, Young peopLe anD eMergIng aDuLtS

Solution Focused Brief Therapy (SFBT) Approach Improves 
Glycaemic Control, Patient Satisfaction and Patient 
Engagement in Children and Young People with T1DM
by Southport and Ormskirk Hospitals NHS Trust

This submission had a brilliantly strong involvement and partnership 
from service users. It is sustainable and changed the team approach.

reSuLtS
Significant quality improvements were seen in the national paediatric diabetes audit 15/16 which 
reported the unit’s HbA1c clinical outcome for 15/16 had a median of 7.8%, significantly better 
than the national average. The unit also had 34.2% of all our patients achieving HbA1c targets of less than 7.5%, 
significantly better than the national average. Our did-not-attend (DNA) rates reduced from 22% to 11 % (for 
under 10-year olds it was reduced to 5%) and hospital admissions due to diabetes length of stay reduced by 1.8 
days. There is minimal cost to getting the team members trained in SFBT approach and the skills are life-long.

SuStaInabILItY anD SpreaD
Research has shown that there is an association between psychosocial factors and metabolic control in 
a large international cohort of adolescents with type 1 diabetes mellitus (T1DM). The findings show that 
assessment of psychosocial factors should be an integral part of the paediatric diabetes care in this 
population. The team has been trained to undertake SFBT approach in our routine diabetes care and continue 
to receive supervision and update training on the SFBT approach. This project is reproducible anywhere as 
SFBT is a strengths-based approach, emphasising the resources that children and young people possess 
and how these can be applied to a positive change process. It works on the basis that the solution is not 
necessarily related to the problem. Given its flexible, collaborative, strengths’ focused approach, SFBT is 
likely to appeal to children’s services staff and diabetes teams and is easily reproducible anywhere.
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Improving Diabetes Competencies in Dietitians 
by Oxford Health NHS Foundation Trust and  
Oxford University NHS Foundation Trust

The specialist diabetes dietetic team has been inundated with requests from dietetic 
colleagues of all grades and across both the acute and community teams to support 
them in delivering dietary advice to patients with diabetes. To assist them the team 
developed a diabetes competency training programme for dieticians working. 75% of 
dieticians within the adult service Oxfordshire have since attended it and assessments 
have shown the structured education improved diabetes competencies in dieticians.

patIent Care pathwaY – aDuLtS 

InnovatIon
Dietary management plays a key role in managing diabetes, and in Oxfordshire this is provided in the 
community and in hospitals by health professionals, including dieticians, who have not received specialist 
training. Both practice nurses and people with type 1 diabetes have reported that health professionals’ 
diabetes knowledge is inadequate and outdated, and there is widespread recognition that more training 
is needed in the nutritional management of diabetes. The only diabetes education programme linked to 
competencies is an online programme provided by the Cambridge Diabetes Education Programme (CDEP), 
and this is a learning tool that covers all aspects of diabetes care and is not specific to diet. There is no other 
diabetes competency training programme for non-diabetes specialist dieticians that can be delivered face-
to-face, in-house and that demonstrates an increased competency after the training has been completed.

MethoD
The aim was to design and evaluate a structured education programme to improve diabetes competencies in 
non-specialist dieticians working in the adult service in Oxfordshire. The objectives were to ensure that it met 
the Department of Health-identified four key components for programmes (a structured, written curriculum, 
trained educators, quality assurance and audit and evaluation of both biomedical and quality of life outcomes). 
Also, that the content matched the published competency framework for dieticians, improved knowledge and 
skills of participants and was well received - and would therefore be recommended to colleagues in the future. 
Two three-hour sessions were designed, matched specifically to the published competency framework for 
dieticians, with topics including: pathophysiology, epidemiology and clinical guidelines; teaching and learning 
skills; individualised and group-based structured self-management education; and psychosocial and behavioural 
approaches. The topics were allocated to the six diabetes specialist dietitians involved so each could take 
ownership to ensure all information was up to date and evidenced-based. More detailed criteria for education 
programmes were identified and included the recommendations that all programmes should be patient-centred 
and incorporate individual assessment, they should be reliable, valid, relevant and comprehensive, theory-
driven and evidence-based, flexible and able to cope with diversity, able to utilise different teaching techniques, 
resource effective with supporting materials, written down (this included philosophy, aims and objective, 
timetables and detailed content) and finally that they should be subject to robust audit and evaluation.
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Improving Diabetes Competencies in Dietitians 
by Oxford Health NHS Foundation Trust and  
Oxford University NHS Foundation Trust

patIent Care pathwaY – aDuLtS 

The judges recognised this innovative programme that addresses a clear need. 
They were impressed with comments in the entry that showed how much 
established professionals had learned from this programme and noted that the 
ever-changing nature of diabetes practice makes training like this essential. 
They saw great potential for taking this programme forward.

reSuLtS
75% of eligible dieticians had attended the programme by the end of September 2016. There have been 50% 
fewer requests for advice and support about appropriate dietary advice for people with diabetes and fewer 
enquiries about which service to refer patients to from colleagues who attended the programme, demonstrating 
increased efficiency. 83% of dieticians completed qualitative evaluation using VAS and the overall scores were:

- 90% for usefulness of the sessions
- 85% for increased knowledge
- 82% for increased confidence

Although funding was received from Oxford University Hospitals NHS Trust Charitable Funds to 
pay Pamela Dyson to co-ordinate the development of the programme and help with the course 
facilitation, the input from the diabetes dietetic team came from within existing resources. 

SuStaInabILItY anD SpreaD
This programme is sustainable as it is able to be delivered within existing resources. The programme will need to 
be updated as guidance changes but this is a realistic workload for the diabetes team. It is anticipated that the 
programme will be delivered annually to all new staff and that an update session will be delivered every two years 
so that all staff can maintain their competency. A register has been compiled of the staff that have attended the 
competency training as part of our departments quality documentation. The programme is reproducible and could 
be used for any acute or community dietetic department. At the Diabetes UK Annual Professional Conference 
2017 we were approached by other departments who are interested in purchasing the programme to run in 
their departments. We have also been approached by other disciplines such as Oxfordshire Bariatric Service and 
Oxfordshire Diabetes Specialist Nursing Team who feel the programme would be beneficial to their staff members.
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To improve the management of diabetic ketoacidosis (DKA) and develop 
condition-specific key performance indicators for long-term monitoring of 
quality of care, this work focused on time-to-resolution of DKA. Adopting 
this focus and then initiating changes to achieve it led to a reduction of 
resolution time of DKA on average from 22 hours to 7.4 hours, which 
translated into savings of over £32,000 per year for the Trust and 
could have a still wider impact if rolled-out on a national scale.

Identifying Quality Indicator of DKA Management and  
Regular Feedback Improve Acute Diabetes Care  
by University Hospital Birmingham NHS Foundation Trust

patIent Care pathwaY – aDuLtS 

InnovatIon
We adopted the plan-do-study-act (PDSA) cycle to introduce innovative interventions to reduce the length 
of time patients are in DKA in our Quality improvement project. We do not know of any published quality 
improvement initiatives leading to a sustained reduction in time to resolution of DKA after conducting a 
thorough literature search on Pubmed/Medline. We have been able to demonstrate an improvement in 
the quality of care in patients of our Trust by identifying a novel key outcome indicator, time to resolution 
of DKA. We propose this to be included as one of the standards to be monitored in National Inpatient 
Diabetes Audit to benchmark various Trusts delivering acute care, as this will not only improve care 
processes for delivery of acute diabetes care but also will lead to significant savings in the NHS.

MethoD
The Quality Improvement Project was undertaken at a large university tertiary care Foundation Trust in the 
West Midlands, United Kingdom from April 2014 to September 2016. The study was divided into five distinct 
periods: pre-intervention (April 2014 to September 2014), intervention (October 2014 to March 2015), early-
follow-up (April 2015 to September 2015), intermediate follow-up (October 2015 to March 2015) and late 
follow-up (April 2016 to September 2016). All patients diagnosed with DKA according to the national guidelines 
during this period were included. We initially conducted an audit assessing DKA management by retrospective 
medical record analysis at our institution between April 2014 and September 2014. The results were presented 
to frontline staff involved in the management of DKA (Emergency Medicine, Acute Medicine and the Diabetes 
teams). Following discussion, five clinical indicators (primary drivers) were chosen for adherence to guideline 
recommendations to achieve reduction in time to resolution of DKA, our main outcome of interest. These were:

1. Fluid replacement: Adequate fluid replacement. 
2. Fixed rate insulin infusion (FRII): Use of FRIII. 
3. Glucose measurement: Hourly glucose measurement. 
4. Ketone measurement: Hourly ketone measurement. 
5. Specialist referral: For all patients admitted with DKA to Diabetes team. 

A 50% reduction in duration of DKA was the primary aim. We collected data for patient demographics, aetiology 
of the DKA and the aforementioned parameters during the first 12 hours following the diagnosis of DKA. 
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Identifying Quality Indicator of DKA Management and  
Regular Feedback Improve Acute Diabetes Care  
by University Hospital Birmingham NHS Foundation Trust

patIent Care pathwaY – aDuLtS 

A very well-written entry with excellent methodology 
and good results. It was targeted and well-structured, 
demonstrating a pragmatic intervention. 

reSuLtS
259 episodes of DKA were included in the project. Through our quality 
improvement interventions, we could achieve our primary goal of reducing 
the time to resolution of DKA. We could sustain this improvement over 
the 18 months’ period when we carried out this initial project and have 
set up a system whereby this can be easily monitored without the need 
for tedious audits at regular intervals. We were also successful in other secondary aims such as maintaining an 
increased improvement in adherence of guidelines suggesting FRIII use. We could identify an improving trend for 
the adherence of guidelines with regards to glucose and ketone measurements, however this was not statistically 
significant. Adopting the ‘time to resolution of DKA’ as the standard to focus and initiating changes to attempt to 
reduce this time led to savings of over £32,000 per year for our Trust. Achieving similar reduction in resolution 
time of DKA would therefore translate to over £5 million estimated savings for the wider NHS in England and Wales.

SuStaInabILItY anD SpreaD
We identified a key indicator of performance of this common acute diabetes-related complication. Focusing on 
this indicator we had been able to drive improvement in quality of care. The overall improvement is expected to 
be sustained through some permanent enhancements in the system; by identifying key performance indicator 
of DKA management along with other existing diabetes indicators and keeping these under close monitoring; 
through a plan of sustained contextual learning in the organisation; and regular scheduled review of quality of 
care by specialist teams at ward level. We believe that the adoption of the standard ‘time to resolution of DKA’ 
has led to improvement in care and this should similarly be possible elsewhere should this standard be focused 
upon to drive improvement. We needed to make multiple systems’ management to achieve this goal. Other 
centres will similarly have their unique challenges and opportunities which they may need to address to achieve 
this goal but maintaining focus on this standard will lead to reproducible improvements in standards of care. 
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Derby Inpatient Improvement Project (DIPS)
by Derby Teaching Hospital NHS Foundation Trust

In both 2012 and 2013, the National Inpatient Diabetes Audit (NaDIA) showed the Trust 
had higher numbers of medication, prescription, management and insulin errors than the 
national average. In response the Derby Insulin Safety Group (ISG) comprising a senior 
diabetes inpatient specialist nurse (DISN), a pharmacist, head of patient safety, quality 
and improvement and a consultant diabetologist was formed. The Group made change at 
multiple levels to improve the standards of all aspects of diabetes care in the hospitals.

patIent Care pathwaY – aDuLtS 

InnovatIon
We used an innovative, multi-faceted approach to improve insulin safety and foot care, using existing 
resources efficiently and effectively to make the project sustainable and transferable.

The use of a multi-professional Insulin Safety Group (ISG) comprising clinicians, pharmacists and head of 
patient safety, quality and improvement from management is, to our knowledge, a unique concept and key 
to our success. Our regular meetings and close watch on errors and its analysis made us able to tailor the 
changes to the need of the hospital. While many use point-of-care testing to screen for extremes of glucose 
levels, few have used modifications in electronic prescribing to drive improvements in safety. We are unusual 
in introducing regular quality assurance in foot care and hypoglycaemia, and hyperglycaemia management 
safety issues as part of business as usual. Our method of educating staff placed an emphasis on building 
relationships, sharing success and therefore improving morale and motivation to continue to drive standards.

MethoD
The ISG was set up in October 2014. The result was evident in the NADIA September 2015, with sustained 
improvements reported in 2016 NADIA as well, in addition to the decreased significant event reporting in 
the Trust. The initial step was to analyse the baseline data including NADIA, Datix reports and root cause 
analysis ( RCA) of the never event. The RCA identified several potential sources of error: prescribing, 
dispensing of insulin and its storage, transport of medicines when a patient moves wards, management 
errors in insulin administration and a lack of understanding about insulin pharmacokinetics. Therefore the 
main objectives were to reduce medication, prescription, insulin and management errors; to improve staff 
knowledge and foot checks for patients; and to prevent all serious and never events and to reduce all diabetes-
related incidents while improving patient experience. We carried out several mini-projects, including:

	 •		 Optimisation	of	electronic	prescribing
The introduction of Electronic Prescribing and Medicines Administration (EPMA) in 2012 helped reduce 
prescription errors from 33.9% ( NADIA 2012) to 14.9% ( NADIA 2013). To address its limitations and to make 
it more safe, we collaborated with pharmacy and the IT department and introduced the following changes:
1. In EPMA, drop-down options especially for all short/rapid-acting insulins 

and biphasic insulin were restricted to those at mealtimes.
2. Highlighted that the rapid/short-acting insulins should be given with meals. (Supplementary materials)
3. Alerts on electronic prescribing triggered to prevent prescription of 100 units of insulin. 

	 •	 Increased	staff	awareness	and	education.	
One stop education for ‘Safe Use of Insulin’ was made an essential training for all nurses, and insulin 
safety education was delivered to all grades of junior doctors in different settings, including induction 
and their own teaching slots. Credit card-size information packages for insulin profiles, Flow chart 
for hyperglycaemia and hypoglycaemia management guidelines for doctors and nurses. 
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Derby Inpatient Improvement Project (DIPS)
by Derby Teaching Hospital NHS Foundation Trust

patIent Care pathwaY – aDuLtS 

This entry scored highly for safety, cost, timeliness and effectiveness, 
plus having multi-agency staff from an early stage really paid off. 

reSuLtS
There were marked improvements in our NaDIA results in 2015 and 2016 compared with 2013. We 
reduced medication, prescription , insulin and management error and reduced the number of severe 
hypoglycaemia episodes. We increased the uptake of the foot risk assessment in all inpatients with 
diabetes. Our initiatives meant that in the space of less than 12 months we changed our performance from 
below national average in 2013 to above national average in 2015, sustaining our improvements in 2016. 
Implementation of ward assurance has improved awareness of the importance of foot checks and appropriate 
management of hypoglycaemia and hyperglycaemia among nursing staff and healthcare assistants. 

SuStaInabILItY anD SpreaD
This significant improvement in patient care has occurred with no additional cost to the Trust. The formation 
of a multidisciplinary inpatient group to facilitate change is an easily adaptable initiative for any hospital. 
The minor costs incurred for printing of the insulin profiles and credit card-sized information for newly joined 
nurses and junior doctors were incurred by the hospital. The time for all the professionals involved in this 
project was within their job plan. Further developments will require additional resources, particularly nurse 
specialist and consultant time: we have recently secured funding through the NHS England Transformation 
Bid to increase the DISN time and for some dedicated time for the consultant diabetologist to develop 
the project. We envisage focusing on length of stay as a result of continuing improvements in safety.
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Co-producing a Virtual Diabetes Pathway for Cornwall and IOS
by NHS Kernow CCG

Traditional diabetes pathways require formal referral for secondary care opinion, 
subject to the 18-week referral to treatment targets and are prone to high non-
attendance rates. With a rural geography and an island population, travel times 
are a particular issue for people in Cornwall and IOS. This pilot was established to 
develop a pathway that allowed care to be delivered closer to the patient’s home 
with a reduced turnaround time for advice, that was sustainable in terms of clinical 
workload and increasing patient numbers and that reduced outpatient costs.

patIent Care pathwaY – aDuLtS 

InnovatIon
No published models of integrated care offered the perfect solution for Cornwall and IOS so a pilot was run to co-
produce the best local solution. The objectives were to hold three multi-stakeholder meetings with representation 
from primary, community and secondary care, CCG commissioners and public health to design and review the 
pathway throughout the year and to undertake shared learning. In line with a data-sharing agreement signed 
by each participating GP practice, the secondary care consultant was able to remotely directly access the full 
GP clinical record for the purpose of direct clinical care. Access was via Guru for Microtest systems and direct 
personal login for Emis practices. This gave him additional detail to a standard referral as he could access historic 
information about medication, BMI, allergies etc. Once the pilot was established turnaround time for consultant 
response was two weeks. Suitable follow-up patients were identified by the consultant, consented and virtually 
reviewed at appropriate time intervals. Bloods for these reviews were taken in primary care (labelled as secondary 
care generated and by agreement reviewed only by the consultant). Following each virtual new and follow-up review 
a letter was generated within the hospital system Maxims and sent through the usual channels into GP workflow.

MethoD
Three shared learning meetings were undertaken over the course of the 12-month pilot time frame to review 
pilot progress. Each was well attended by representatives from each GP practice, consultant endocrinologist, 
community DSNs, podiatry and community matron, the NHS Health check lead from Public Health and CCG 
Long-Term Condition programme lead, clinical lead, prescribing lead, IT lead and administration support. The 
CCG prescribing lead used the medication safety system Eclipse 3 to undertake searches based on agreed frailty 
measures. A list of patients was highlighted for review and possible de-escalation of medicines. After initial IT 
teething problems over the first three months the pathway ran smoothly from January 2016 onwards and new 
and follow up patients were reviewed virtually. Initially follow-up reviews were significant as the consultant 
managed his follow-up pending waiting list. Once confidence in the pathway developed new referrals increased 
but each patient was discharged to DSN follow-up in the community and re-referred only if required.

reSuLtS
Waiting times for consultant opinion were reduced from between 25 and 41 weeks to between 6.2 and 20.4 
weeks depending on the DSN appointment availability. DSN referral administration time was reduced and virtual 
consultant review was quicker than face-to-face. 87% of patients felt that the effect of the pathway on their care 
was good or excellent. 100% of GPs rated the ability of the virtual pathway to provide safe clinical care as good 
or excellent, while both the DSN and consultant rated the ability to use the virtual pathway to provide safe clinical 
care as excellent. The pilot has demonstrated cost savings and cost-effectiveness through a reduction in the 
number of outpatient episodes from the pilot area, in comparison to other localities within the CCG. During 2016-17 
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Co-producing a Virtual Diabetes Pathway for Cornwall and IOS
by NHS Kernow CCG

patIent Care pathwaY – aDuLtS 

NHS Kernow CCG showed innovation in this entry’s methodology and it has worked. 
They have clearly picked out things they wanted to improve and given a mechanism 
for how to improve each one. The outcomes are impressive and the judges look 
forward to seeing further outcomes across a wider data set. 

the number of new referrals increased significantly but follow-up reviews were 
unnecessary as patients were discharged back to DSN care. Also, a virtual tariff 
of 40% of face-to-face has been agreed allowing for more cost-effective use of consultant time. 

SuStaInabILItY anD SpreaD
Co-designing has allowed shared ownership between GPs, DSN and consultant. Updates have been shared 
at the remaining GP locality meetings throughout the duration of the pilot and enthusiasm levels are high. 
Consultant job plan adjustments are now underway to deliver the virtual pathway at scale. The initial pilot 
required a suspension of normal activity counting between CCG and acute Trust and following the success 
of the pilot a virtual tariff has been agreed. This can now be applied to other acute Trusts providing diabetes 
secondary care. A county-wide GP practice training-needs analysis and educational programme is planned, 
supported by the DSN team. Roll-out of the pathway has commenced as part of a planned programme 
to cover the county by December 2017. A further two localities are now using the pathway and a second 
consultant and two further DSNs are involved. Governance arrangements for roll-out are in place. 
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Tackling the Toughest of Times 
by Sheffield Teaching Hospital NHS Foundation Trust

In 2013 our team published a paper showing outcomes had not improved in our 
clinic for young people aged 16 to 20 over the previous decade. So we made 
a number of changes, such as creating an age-specific structured education 
course and raising the profile of psychology. In doing so we’ve improved 
engagement with the clinic and its services, have better glycaemic control and 
results that are now better than the national average for this age group. 

patIent Care pathwaY –  
ChILDren, Young peopLe anD eMergIng aDuLtS 

InnovatIon
In Sheffield patients transfer to our Young Persons (YP) clinic from the paediatric service at the age of 16, and 
subsequently transfer to Young Adult clinics for 20-25 year olds thereafter. As part of a research project, data on 
96/118 (81%) of the 2011 YP clinic was published, stating that nothing much had changed in the preceding 10 years. 
It makes for sobering reading, the mean HbA1c in 2011 was 86 + 23 mmol/mol. We decided things must change - 
however, it was not clear what should change, as nobody else in the UK had published better data in this age group.

MethoD
Our method included:

1) Structured education – WICKED courses / days (from May 2012)
 We designed, piloted and refined a course specifically for 16-20 year olds: Working with Insulin, 

Carbs, Ketones, and Exercise to manage Diabetes. In comparison to the adult DAFNE course or the 
children’s KICK-OFF course it aims to tackle the issues that specifically concern this age group, eg, 
exercise, alcohol, parties, sex etc and give them strategies for effective risk management. 

2) Create a one-stop-shop clinic environment (from Jan 2015)
 We created an on-site phlebotomy service and 10 consulting rooms, feeling that our patients needed 

the opportunity to ‘own’ the new diabetes centre for two afternoons each month. The upheaval was not 
insignificant but it is now a young person-friendly environment, and attendance rates have improved.

3) Appointment of 2nd DSN (from Jan 2015) 
 0.8 WTE has enabled children under 16 to meet an ‘adult’ DSN prior to admission, as she now 

attends their transition appointments in the Children’s hospital. This provides an important 
link when they do transfer their care, and means that even previously poor attenders are 
more likely to visit and are made to feel welcome by someone they recognise.

4) Appointment of an administrator (from Sept 2015) - to update YP database, check care processes 
completion, produce quarterly reports of outcomes, organise clinic follow-up etc.

5) Creation of a ‘five mins for diabetes insulin’ regime (from Oct 2015). We are now practicing 
more personalised medicine by utilising innovative insulins regimes, eg, Toujeo/Tresiba + Mixed 
insulin (od or bd), instead of persisting with a bd Mix or basal bolus where this is failing. 
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Tackling the Toughest of Times 
by Sheffield Teaching Hospital NHS Foundation Trust

patIent Care pathwaY –  
ChILDren, Young peopLe anD eMergIng aDuLtS 

Sheffield Teach Hospital’s empathy really came through in this entry. The judges thought 
the WICKED course was excellent and very innovative, especially considering the difficulty 
that often comes with working with young people. The spread to other areas such as 
Harrowgate and Leeds is good. It will be interesting to see what happens as participants 
in these programmes grow up.

6) Increased psychology input (from Jan 2016). Extra resource has now 
been made available by the Trust and for the first time ever we have 
regular psychology input at each clinic. This allows the psychologist 
to be introduced to young people, demystifying their role, and increasing uptake of their service. 

7) Greater use of Freestyle Libres as a diagnostic tool (from Jan 2016). Wearing a Libre for two weeks helps 
patients see and gain better understanding of the relationship of food and insulin (exercise, alcohol etc). 

reSuLtS
A consistent improvement in results has been achieved in our YP clinic (93% with type 1 diabetes) since 
quarter two of 2015. We have achieved a 14 mmol/mol drop in HbA1c. Our results are now better than the 
national average (for the best comparator available). Secondary outcomes are: improved care process 
completion, and greater engagement with services. We are performing above average for completion of care 
processes. The WICKED course has been run in three centres, Sheffield, Harrogate and Leeds. Data from 
74 participants, 53.2% female, mean age 18.5, and mean duration of type 1 diabetes of 7.8 years, shows 
significant improvements. 12-month data is awaited, but at six months there was a statistically significant 
drop in HbA1c of 4.7 mmol/mol , 87.8 at baseline to 83.1 at 6 months, p=0.037. We have lowered the risks 
in this vulnerable age group, by better equipping them to self-manage their diabetes. We have increased 
screening rates for all complications, as well as reducing their long-risk of microvascular complications. The 
only new investment from our Trust in this clinic since 2011 is 0.05 WTE of Consultant time, the appointment 
of a 0.8 WTE 2nd DSN (once research funds from WICKED ended), and a part-time administrator, to take 
over upkeep of the database. We are very grateful for the continued support of Sanofi and Abbott.

SuStaInabILItY anD SpreaD
The processes that we have embedded in this service are starting to be used elsewhere. As part of a research 
project with CLAHRC funding, WICKED has been successfully delivered in Harrogate and Leeds: we hope that the 
six-month improvement in HbA1c is maintained. Attendees had a significantly lower mean number of HbA1c tests 
than the rest of the clinic population (1.9 + 0.9 vs 2.4 + 1.2). In the year after WICKED this result switched: WICKED 
attendees had a significantly higher mean number of HbA1c tests than the rest of the clinic population (4.2 + 1.5 
vs 3.0 + 1.1). Secondary outcomes of care process completion have also massively improved, meaning that any 
problems can be addressed earlier. This will lead to less irreversible microvascular diabetes complications. 
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The Bournemouth structured education programme (BERTIE) has 
been running for over 10 years and has proven outcomes in terms of 
reduction in HbA1c and improvement in diabetes distress scores and 
reduction in hypoglycaemia. In order to increase access to structured 
education across the UK an online version of BERTIE was introduced 
in 2006. Over the past nine years we have had over 36,000 users and 
demonstrated accessibility, acceptability and positive outcomes. 

BERTIEonline. An Online Platform of  
Structured Education for Type 1 Diabetes  
by Royal Bournemouth Hospital

DIgItaL & teChnoLogY SoLutIonS In the 
treatMent anD ManageMent of DIabeteS

InnovatIon
We are not aware of any other platform offering online structured education to people with type 1 diabetes. 
From the user feedback on the original BERTIE site we knew that there was a need for an alternative method of 
providing structured education. People all learn in different ways and have different lifestyles to accommodate: 
97% of users reported the site is useful (46% extremely useful, 32% very useful). Rather than use scarce 
resources to reinvent existing material, we also made use throughout of many other excellent sources available 
by signposting to other sites (eg Diabetes UK and JDRF), videos, blogs, tweetchats etc. In order to capture 
the important aspect of peer support during face-to-face learning we have integrated a ‘shared experiences’ 
theme throughout to allow people to share both the frustrations and their tips for living with type 1 diabetes. 

MethoD
We worked very closely with a web design company  specialising in delivering online education using 
educational theory to redesign, expand and redevelop the platform. Our aim was to make education available 
as a  programme which sits within a web application provided in a cloud-based solution. We aimed to make 
education accessible offline and on all digital modalities - PC, laptop and mobile, via all servers. This has been 
achieveable by using an innovative technique of a fully responsive version of the course which adapts to fit 
the screen size of the hardware in use. In order to tailor the service to meet the needs we approached our 
local population with type 1 diabetes and the diabetes online community to ascertain what would be useful 
and necessary to them using focus groups.  We upgraded the educational content of the original BERTIE 
curriculum introducing each of the concepts of diabetes management with examples, graphics, videos and self-
assessment tools in a modern format. We introduced user questionnaires to assess hypoglycaemia risk and 
diabetes distress. We are able to assess whether utilisation of the platform leads to a reduction in diabetes 
distress by asking the user to complete the questionnaires at the beginning and end of the modules. 
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This initiative was entered last year and the judges were delighted to see 
the development from 2016. They felt that it is a brave thing to do, given 
how online education can sometimes be controversial, and the initiative was 
innovative and effective. Many of the judges said they would be happy to 
recommend it to their patients and praised the fact that content had been 
modified due to user feedback. The judges thought the website was brilliant. 
They look forward to seeing it develop further. 

BERTIEonline. An Online Platform of  
Structured Education for Type 1 Diabetes  
by Royal Bournemouth Hospital

DIgItaL & teChnoLogY SoLutIonS In the 
treatMent anD ManageMent of DIabeteS

reSuLtS
Results at six months after launch of the platform have shown a 
reduction in diabetes distress from mean 32.2 (SD 15) to mean 
24.2 (SD 16.2) (p<0.005). This does however only represent a small cohort of 
33 people. In addition we utilised a carbohydrate counting examination tool 
developed at Royal Bournemouth Hospital as a model for an assessment at the end of each module. In the 
first six months of launch we had 1,824 register for the site with a mean dwell time of 45 minutes on each 
module which represents an average of over two hours of structured education from the basic modules. We 
have demonstrated that over 80 % completed the assessments and we have used data from incorrect answers 
to adjust the specific wording of some of the information and questions to make it more user-friendly.
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Making the Diabetic Foot Service More Effective  
with an Innovative Digital Solution 
by Derby Teaching Hospitals NHS FT

This technology-enabled model of care was developed for the more 
cost-effective management of patients with active diabetes foot 
ulcers (DFUs). It deploys a digital imaging, 3D measurement and data 
management system and has been adopted in South Derbyshire, 
straddling acute and community services. The impact of the new 
model is under continuous evaluation, however interim results at 
six months demonstrated advantages in areas such as objective 
DFU assessment, DFU outcomes monitoring and improved access to services.

DIgItaL & teChnoLogY SoLutIonS In the 
treatMent anD ManageMent of DIabeteS

InnovatIon
Silhouette is a proven digital wound assessment and non-contact 3D wound measurement system. It 
has the advantage of generating ulcer images and ulcer area depth, volume, percentage area reduction 
from baseline, with 3D wound measurement software so that healthcare professionals can objectively 
assess healing progress and response to treatment. As percentage healing reduction is tracked at every 
clinic visit it is possible to determine when the healing trajectory is static or deteriorating, allowing these 
patients to be prioritised and care escalated back to the acute Trust MDT clinic. The system therefore 
offers much more than the often used digital picture taken on a smart phone or digital camera. 

MethoD
The pilot project was funded by EMAHSN with a view to full roll-out. Silhouette data was integrated across the 
whole pathway with reports delivered electronically to GPs and uploaded into the electronic patient record 
(EPR) at the acute Trust. IT staff devised an interfacing strategy for integration of Silhouette with the DTHFT 
NHS Trust EPR system, based on HL7 messaging standard.  Using the diabetes foot clinic codes we capture all 
previous activity and ongoing activity, without having to enter patients manually on the new system. Clinicians 
needed to map and work on the Silhouette notes configuration to allow the relevant data capture specific to 
their clinical needs: these notes are customer-configurable based on a universal wound assessment protocol. 
Implementation required staff training, done on a cascade ‘train the trainer’ approach. Five cameras were 
purchased as part of the pilot project, two deployed in the acute Trust clinic and three in community clinics. In 
the first six months, 220 patient appointments (7% of total) have taken place in community settings using the 
Silhouette system - these would otherwise have taken place at the acute Trust at a higher cost to the CCGs.
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Making the Diabetic Foot Service More Effective  
with an Innovative Digital Solution 
by Derby Teaching Hospitals NHS FT

DIgItaL & teChnoLogY SoLutIonS In the 
treatMent anD ManageMent of DIabeteS

This innovative service offers a much better patient experience 
and patient care with a seamless fact-based management 
protocol for a very important chronic, debilitating complication. 

reSuLtS
Patients liked the convenience of local settings, and staff said it greatly aided 
communication and was easy to use. The breakeven point to recover cost 
of Silhouette investment (ten-camera solution with data integration) has 
been achieved within six months. If a 35% shift of follow-up appointments 
is achieved from acute to community with Silhouette in place, then there is a potential saving per year of 
£205,000 (ten camera model: three in the acute Trust, seven in the community), across an integrated service.
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T1resources.uk; Rated, Reviewed, Reliable  
by King’s College London & Health Innovation Network

T1resources.uk aims to improve the lives of people living with type 1 diabetes 
by introducing them to the wide range of resources and support that are 
available online. It’s intended as a set of signposts, a useful starting point 
for anyone wanting to begin to explore online information and social media 
to help them manage type 1 diabetes. Designed for people who are newly-
diagnosed, its aim is to guide people toward their own unique selection of 
resources, channels and communities from the bewildering array available.

eMpowerIng peopLe wIth DIabeteS – aDuLtS

InnovatIon
T1resources.uk is unique. It is the only website created in partnership with PWDs and HCPs, solely for people 
with type 1 diabetes. It has been created by a team of individuals working voluntarily across geographical 
and professional boundaries who are specialists in the field. It uses the expertise of the multidisciplinary 
team as well as expert patients and carers across the United Kingdom. The broad mix of team members 
range from a Consultant Diabetologist in Northern Ireland, to a Psychologist in London, from an adult 
with type 1 diabetes and first-hand experience of the NICE guideline committee to a parent at the cutting 
edge of digital diabetes care. This wealth of expertise means that the resources recommended are top 
quality, the best of the internet, and have been extensively tried and tested by the review team prior to 
recommendation. Currently available digital information is either owned by specific groups, with governance 
issues hindering people from sharing them more widely or nervousness about rapidly changing content. 
The autonomy of T1resources.uk means that it can bring together resources created by multiple different 
organisations under one website. The content is therefore peer-led and mediated by the T1resources.
uk team. In addition, this governance structure means that the website can recommend resources that 
candidly discuss thorny subjects, such as managing glucose control while taking drugs at a festival. 

MethoD
In January 2016, a team of HCPs and PWDs began co-creating T1resources.uk. An editorial team drew together 
experts in type 1 diabetes care, digital solutions and social media. The editorial team identified over 100 
online resources and began to catalogue them in a shared database, agreeing on a taxonomy with which to 
categorise the diverse content. A robust review process was created, with each resource requiring approval 
by both an HCP and PWD before being accepted. By summer 2016 the review team and process was in place. 
During website development, consideration was given to usability both on desktop and handheld devices and 
accessibility compliance for people with impaired vision. Careful thought was given to the distribution of content 
and searchability, along with information for people new to social media. The design was optimised for peer 
interaction, including the ability to rate and review resources, with highly rated resources appearing more 
prominently on the website. A governance structure was created, which considered website moderation, dealing 
with problematic resources or those from different healthcare economies, as well as the complaints process.
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T1resources.uk; Rated, Reviewed, Reliable  
by King’s College London & Health Innovation Network

eMpowerIng peopLe wIth DIabeteS – aDuLtS

The judges absolutely loved this project, it hits a sweet spot and they personally felt the 
impact and the effectiveness of this. It’s an adaptive resource and wish this was here for 
when anyone is diagnosed. It addresses awkward conversations in an open, honest and 
comfortable manner. The team did astoundingly with this one.

reSuLtS
T1resources.uk launched in mid-September 2016. In the first week 1,000 people 
visited the site and we have continued to grow with 6,500 users in the first six 
months. Our users have viewed over 38,000 pages, averaging 3.3 pages per 
visit and spending 2.50 minutes on the site before moving on to a recommended resource. 
Creation’s ‘Pinpoint’ HCP Social Media Study 2015-2016 showed T1resources.uk was one of 
the five most shared diabetes campaigns/information resources by UK HCPs with a share of 18%. 2015 audit 
data indicates that younger generations and men need additional support and are more likely to use digital 
solutions. Our user data shows we can reach this audience; 54% male users and 60% <35 years old. This project 
has been implemented at minimal cost, harnessing social capital and preexisting material. The initial start-up 
costs were met by an NIHR project grant and reviewer and editorial team involvement is on a voluntary basis.

SuStaInabILItY anD SpreaD
This digital project is free to access and shows far global reach with it currently being accessed worldwide, and 
over 85% of users from the UK ranging from Blackburn to Portsmouth, Bristol to Cambridge. Further spread of 
T1resources.uk relies on HCP marketing. We are raising awareness of the site by working with professional bodies, 
publishing reports in professional journals and newsletters as well as sending flyers and posters to diabetes clinics. 
The social media strategy is increasing awareness in the diabetes community with 56,000 Twitter impressions, 
averaging 308 per day, and reaching over 50,000 people in the first 10 days on joining Facebook. Additionally, we 
have teamed up with JDRF to include a flyer for T1resources.uk in its ‘newly diagnosed sacks’ that it sends out. 
T1resources.uk is signposted, as a place for additional information, on the three main diabetes charities’ websites. 
The website is linked with national diabetes online education offerings, such as Bertieonline and the DAFNE plus 
programme. Content is available to other smaller not-for-profit companies such as DigiBete and Mumoactive. 
T1resources.uk features in at least three of the successful NHS England structured education transformation bids. 
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The DRWF Wellness Day South brings together a wealth of information under one roof 
for people living with diabetes, their family members, carers, friends and those with 
an interest in diabetes. The event is run in close collaboration with local healthcare 
services, complementing and reinforcing key health messages to support optimised 
glycaemic control and psychosocial well-being. The programme has grown from 
workshops delivery to include a ‘hub’ area and satellite sessions throughout the day.

Diabetes Wellness Events Empowering People 
in Effective Self-Management 
by Diabetes Research & Wellness Foundation

eMpowerIng peopLe wIth DIabeteS – aDuLtS

InnovatIon
Nothing currently exists for PWD that is similar with our work, in the way that it is structured, delivered and 
evaluated. We pride ourselves on the rigorous process of selection of speakers, topics, health zone participants 
and peer support that we provide. This combination of clinical relevance and social support enables delegates 
to feel relaxed and comfortable, to gain a greater understanding of diabetes, especially their own, and to learn 
new ways to optimise self-management and develop peer support networks. We work closely with local health 
service providers, commissioners, primary and secondary healthcare professionals, psychologists and local 
groups to ensure a balanced, holistic and enriching experience for every delegate. The DWDS is unique, bringing 
together a wealth of information for PWD, family, friends and carers using a holistic approach and a variety of 
methods. Participants are provided with information and applied skills needed to support optimal diabetes self-
management and advice on healthier living. Impact evaluation is conducted with baseline, one month and three 
months’ follow-up using validated and reliable measures assessing participants’ attitudes and behaviours, social 
support, peer support and networking, diabetes technology and willingness to attend future diabetes care events.

MethoD
Our organising committee plans the programme structure, its content and logistics at a local venue. The 
programme of talks focuses on the provision of evidence-based practical advice, the importance of education 
and diabetes-related information including dietary advice, managing cardiovascular risk, managing blood 
glucose levels and identifying and managing long-term complications. We provide a variety of workshops and 
practical sessions, all led by expert healthcare professionals. Exhibition stands are manned by experts to ensure 
attendees receive a wide range of medical, diagnostic and holistic support. The day provides tools, knowledge 
and practical skills needed for optimal self-management. Furthermore, peer support from friendly, like-minded 
people in a relaxed and informal atmosphere enhances learning in a non-threatening, non-judgemental manner. 
Independent evaluation of the event is conducted using validated measures: WHO 5 well being index, diabetes 
self-efficacy scale and diabetes distress scale [5-7] alongside questions specific to the event. Accessibility 
is key, so we stay close to good public transport links and as central as possible within the region.
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Diabetes Wellness Events Empowering People 
in Effective Self-Management 
by Diabetes Research & Wellness Foundation

eMpowerIng peopLe wIth DIabeteS – aDuLtS

This high-quality submission is beautifully written and showcases a deeply 
innovative project. The impressive references back-up an already great 
initiative. The event is so diverse encompassing a wide range of resources, 
workshops and activities for people of all ages to partake in. The reach of the 
event is remarkable and it has clear sustainability. 

reSuLtS
Results show a large number of participants having a greater understanding of 
their diabetes (78.3% at one month and 80% at three months) as a consequence of 
attending. Furthermore, 69.6% (one month) and 73.7% (three months) report a better understanding of what 
support, information and resources are available and where to access them. Post-event, 60.9% participants 
felt less alone/isolated. Furthermore, 68.2% (one month) and 75% (three months) feel more independent 
and better able to make day-to-day decisions regarding diabetes management, feeling more positive about 
living with diabetes. Baseline Diabetes Self-Efficacy Scale data show low confidence in carrying out diabetes-
related activities for many with 42.8% expressing a lack of confidence on exercising and 21.8% low confidence 
around food-related issues. As these lifestyle behaviours are linked with obesity, it is crucial individuals are 
adequately supported to make appropriate behavioural changes in this regard. 74% (one month) reported 
having started exercise to improve diabetes management, 70% reported having a better idea about available 
resources and their access to them, increasing to 74% (three months). It is difficult to calculate clear cost 
savings to the NHS however our evaluation shows a positive impact on self-management, reduced diabetes-
related distress and improved psychosocial well-being, all impacting on diabetes outcomes. Increased self-
efficacy in diabetes self-management activities and improved knowledge suggest a potential NHS cost saving 
potentially reducing burden on resources for treating complications. The Wanless report (2002) asserts 
that every £1 spent on education saves £1.50 in the long term. Costs per DWDS delegate are £44.50. In 
comparison, DAFNE courses (5 days) are £550 per patient. DESMOND courses are £2,850 for the licence, plus 
£350 per day per educator (2 required), £850 for quality development and study day, starter pack at £2,310 
(totalling £6,710), excluding accommodation/refreshments. DWDS represents excellent value for money.

SuStaInabILItY anD SpreaD
While we are grateful for the voluntary input and enthusiasm of all our colleagues, we function independently 
of ‘goodwill’, so our events are sustainable year-on-year. DRWF is a national charity providing information and 
support to those living with all forms of diabetes. The DWDS programme demonstrates potential to become a 
franchise-like offering reproducible around the country. The event and impact evaluation are reproducible in 
their entirety. We are happy to collaborate with others interested in developing and running the programme. 
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Enjoy Food Project
by Diabetes UK

Diabetes UK’s ‘Enjoy Food project. Helping families with diabetes shop, cook 
and eat healthily’ was created in 2014, after research indicated that many 
people with type 2 diabetes found managing their diet the most challenging 
aspect of the condition. The project in the first two years was funded as part 
of Diabetes UK’s National Charity Partnership with Tesco. After project targets 
were met in the first year and second year internal resources were put in place 
to allow this project to continue to run for a third year without external funding.

eMpowerIng peopLe wIth DIabeteS – aDuLtS

InnovatIon
To our knowledge this is the first time a complete package of free expert diabetes dietary information, 
including a monthly e-newsletter, a series of articles on the psychology of food, online nutritional videos 
and printed Enjoy Food magazine packs, has been available for people with diabetes and their families. 
Since the project began the digital content of Enjoy Food has been monitored to give us an insight into 
which pieces of content are most popular and how users have been interacting with our content. This 
has enabled us to react swiftly and incorporate content meeting the needs of our audiences. 

MethoD
We produced online nutritional information, a monthly e-newsletter including the latest nutrition information, 
seasonal content, articles on the psychology of food and nutritional videos. Materials are tailored to suit key 
audiences, including people of lower socio-economic status and those from Black, Asian and other minority ethnic 
groups who are at increased risk of developing type 2 diabetes. Over 435 online recipes have been created, the 
nutritional content analysed and each one meeting the Department of Health’s criteria for low/medium sugar, 
fat and salt. Free printed Enjoy Food packs were available via Tesco stores in November 2014 and at our external 
events including our Living with Diabetes Days, our prevention roadshows and type 1 diabetes events. Our 
prevention team has signposted people to our Enjoy Food packs in the ‘new risk packs’ given to people in our ‘Know 
Your Risk Roadshows’ who were identified as being at risk of developing type 2 diabetes over the next 10 years. We 
set up an ‘Eating well with diabetes postcard scheme’ whereby healthcare professionals can order postcards which 
they can give to their patients for them to request, free of charge and postage free, from us an Enjoy Food pack 
containing the Enjoy Food guide and follow-up support and information from us about living well with diabetes.

reSuLtS
Enjoy Food and recipe page views have increased since the start of this project. There are more 
return visits to these pages than our website as a whole, and return visitors to Enjoy Food spend 
more time on the site and view more pages. Quantitative results November 2014 to end 2016:

Number of page views = 10,168,512
Facebook reach = 7,505,906
Twitter reach = 4,464,692
Number of Enjoy Food packs distributed = 350,903
Number of people signed up to monthly Enjoy Food e-newsletter = 20,297

21,775 ‘Eat well postcards’ have been completed by individuals requesting an Enjoy Food pack.
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Enjoy Food Project
by Diabetes UK

eMpowerIng peopLe wIth DIabeteS – aDuLtS

This user-friendly submission came armed with visible evidence, 
backed up with healthcare professionals using it in routine practice. 
The resources are consistent, effective and colloquial throughout. The 
judges were really impressed with this project and the team’s effort. 

An initial online survey of the subscribers to the Enjoy Food e-newsletter was 
undertaken between 30 November 2015 and 11 January 2016. 786 responses 
were received. 70% said they had type 2 diabetes, 9% said they have type 1 
diabetes and nearly 20 % of people said they had a family member with diabetes. 
Enjoy Food is also being used by those at risk, with 10% saying they had been told they were at 
risk of developing type 2 diabetes. People could tick more than one category. Four-fifths (79%) of 
people agree they have a better understanding of food and what to eat with nearly three-quarters 
(73%) saying they feel more confident with their food choices. Three-quarters of people say it is now easier for 
them to plan meals, while two-thirds find it easier to shop for food and cook meals for their household. The Enjoy 
Food project, with all content peer-reviewed and free of charge, has the potential for significant cost benefits in 
terms of reducing the cost of treating complications and reducing the cost of pharmacological management.

SuStaInabILItY anD SpreaD
Funding from Tesco has finished but we have managed to continue with this project using efficient use of internal 
resources and adapting content from other publications, where appropriate, so that it is aligned with the Enjoy 
Food demographic. The Enjoy Food website continues to be updated with new information, our Enjoy Food 
postcard scheme still operates and Enjoy Food guides can still be ordered free of charge or downloaded. These 
are regularly updated. Our Enjoy Food e-newsletter still goes out every month and organic social media posts are 
placed including Facebook, Twitter and Pinterest. There is a bimonthly update of carousels to keep the Enjoy Food 
website fresh and attract traffic. Our Enjoy Food guides, as one of our core Diabetes UK publications is definitely a 
sustainable resource for people with diabetes and resources have been directed to ensure the continued initiative 
of our ‘Eating well with diabetes’ postcard scheme to enable people to continue to request this free information.
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More Power to the Patient – System Wide Roll-Out  
of a Pocket Size Diabetes Medication Sick Day Rule 
by ENHIDE

Patients with diabetes are more vulnerable to acute illness leading to hospitalisation, 
and those with pre-established renal disease are especially at risk of acute chronic 
kidney injury (AKI). ENHIDE developed a pocket-sized sick day guidance card to 
fit in wallets and purses for all patients with diabetes, and over 50,000 cards 
have been made available for patient use, with priority given to those patients 
admitted acutely with AKI, with the aim of reducing avoidable hospitalisation.

eMpowerIng peopLe wIth DIabeteS – aDuLtS

InnovatIon
A pocket-sized sick day guidance for patients with diabetes that empowers patients to better manage a 
range of medication and seek early medical input when unwell with infection or potential volume depletion. 
There are no such cards routinely used in UK - the Scottish Renal card does not have information about 
the range of medications used for diabetes in addition to other therapies that increase the risk of acute 
renal or metabolic emergencies and no cards have been utilised throughout the health economy in both 
acute and community settings. We have piloted this at time of hospital admissions with diabetes patients 
with acute kidney injury, around one in three of such admissions. We are unaware of other centres that 
have developed and utilised such a card with a roll-out in both acute and primary care settings 

MethoD
As part of an East of England Academic Health Science Network (EAHSN) initiative to reduce hospital 
admissions with hypoglycaemia, we developed a sick day rule card initially to cover those with diabetes in the 
five million population of the East of England. In practice East and North Herts have been the key centre to 
take this opportunity on and to align this with the local telehealth projects and the current annual GP practice 
visits that consultants make to upskill and educate primary care teams. The EAHSN project has led to closer 
working with the Herts Prescribing advisor teams opening up the possibility of wider access to the cards for 
many more diabetes patients picking prescriptions up from the pharmacies. The roll-out of the cards through 
practices has started in earnest and will be linked to the telehealth projects - at present we have accessed 15 
practices and will be engaging with another 26 over the months till October 2017. Thereafter we will continue 
to review renal patients through telehealth visits but would only anticipate that those visited till October 2017 
will have a one-year review to assess whether there had been any suggested impact on acute hospitalisation.
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More Power to the Patient – System Wide Roll-Out  
of a Pocket Size Diabetes Medication Sick Day Rule 
by ENHIDE

eMpowerIng peopLe wIth DIabeteS – aDuLtS

This is really impressive due to its low-cost and high 
reward programme. The team clearly worked hard and 
brilliantly executed a simple yet effective idea. 

reSuLtS
The cards have been well received by patients and by primary care through consultant-led practice 
visits and engagement regarding those with CKD under primary care as part of a renal telehealth 
project. The cards have been issued to over 500 patients in clinics . A supply will be given to the local 
Pharmacy Lead to distribute to all local pharmacies when dispensing diabetes medication, and each 
practice visited by the Telehealth team has been issued an initial supply of 200 cards per practice. 
Patients attending diabetes renal clinic have advised us that they have used the card and the absence of 
admission and restarting treatment appropriately is recognition that the advice has been of value. 

SuStaInabILItY anD SpreaD
There is no reason why we can’t utilise this approach in all areas throughout UK and beyond. The 
clinical audit of admissions with diabetes and AKI will continue along with the renal telehealth project 
until the middle of 2018 but thereafter regular access to sick day guidance cards will continue with 
updates, especially given the very low cost of production of the cards (£350 for 50,000 cards). 
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Getting off to a Good Start: Structured  
Education from Day 1 in Type 1 Diabetes 
by Forth Valley Royal Hospital

This structured education programme runs in a planned and elective manner from day-one 
of diagnosis to support those with type 1 diabetes and help them develop the fundamental 
skills and knowledge required to manage their condition. Its format and learning style have 
already been demonstrated to be effective To date it has given patients the confidence 
and ability to independently adjust insulin to achieve target glycaemic control, and target 
control is now achieved in 67% at six months as opposed to 30% prior to the programme.

eMpowerIng peopLe wIth DIabeteS – aDuLtS

InnovatIon
We have transformed the process and experience at diagnosis and now deliver a structured education 
programme to facilitate active management of diabetes from day one. The programme helps with all the skills 
required to adjust insulin dependent on carbohydrate and activity and keep in touch with the staff both one-
to-one in education sessions and virtually using downloading BG records, email and phone calls. It also allows 
group learning so promotes peer support and learning at a very stressful time. On the day of diagnosis patients 
see one of the Diabetes Specialist Nurses (DSN) who becomes their named nurse and the core skills set out 
in the day of diagnosis lesson plan are covered. Given the seriousness of the diagnosis and to highlight the 
importance of the programme a diabetes consultant meets them and reinforces the message (or phones them 
in the evening at home) and a resource pack along with the eight-week appointment schedule is provided and 
explained. In addition from week one we introduce smart meters with bolus calculators and online data capture.

MethoD
Motivated to achieve better BG results and deliver care in a planned and consistent way, we set up a team 
comprising consultant, DSN and dietician in 2013 to look at best practice in Scotland, centres of excellence 
in Europe and publications from successful diabetes units worldwide. Our change process coincided with the 
draft NICE guidance and a Scottish-wide drive to improve type 1 care with a new three-year framework. Both 
of these documents and our own research and team discussions informed our thinking and we agreed on clear 
objectives, processes of care and targets. In 2014, we received funding from the Scottish diabetes group to 
develop the education package, which afforded the opportunity to share our thinking on a national platform 
and engage with stakeholders and collect feedback. As locally we already had experience of developing and 
delivering structured education packages we then, with local stakeholders, reviewed our philosophy, agreed 
the curriculum, wrote the lesson plans and produced the draft package based on the Tool for the Assessment 
of Patient Education in Diabetes in Scotland (TAPEDS). We launched the package in Forth Valley in the first 
quarter of 2016 and since then have collected feedback from every participant and also since December 
2016 shared the package with three other health boards to allow further feedback and refinement of the 
package with a goal of delivering a sustainable education package that can be delivered by any centre.
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The team produced an impressive service from start to finish generating 
excellent outcomes and ticking a lot of boxes. It’s well-structured and the 
judges were pleased to see the project work effectively.

Getting off to a Good Start: Structured  
Education from Day 1 in Type 1 Diabetes 
by Forth Valley Royal Hospital

eMpowerIng peopLe wIth DIabeteS – aDuLtS

reSuLtS
The goal of the programme is to produce expert patients confident in self-management, with 
target blood glucose results and an HbA1c below 58mmol/mol. From inception in March 2016, 
18 people over 16-years old have been diagnosed with type 1 diabetes. All have been through 
the education programme. Of this group 15 are more than six months post-diagnosis and 13 attended for six-
month review (two failed to attend). The target HbA1c at six months was met in 10 (67%), three had elevated 
HbA1c results with two greater than 75mmol/mol (13%) and two failed to attend and so we have no data (13%). 
As a group, the average HbA1c has dropped from 116 mmol/mol to 55mmol/mol. Thus we have achieved a 
significant improvement in glycaemic control over our historic data when we achieved only 30% in target. 
More significant is the group’s confidence to self-manage. The programme was designed to transform care 
at diagnosis while working within the current financial envelope for staffing. This has been achieved. 

SuStaInabILItY anD SpreaD
The project was initially conceived as a local improvement plan. We soon realised the desire Scotland-wide to 
address the issues of elevated HbA1c results and improve education and self-management for people at diagnosis. 
We collaborated with Tayside (an adjoining health board) and linked our changes into the national type 1 strategy. 
This allowed for national stakeholder meetings to explore timelines and curriculum with people with diabetes, 
other HCPs and government agencies. All of this feedback helped shape an education package that is easy to 
reproduce and takes account of national feedback and consensus. We have now shared our initial package with 
NHS Highland, Lothian and Glasgow and Clyde and have received very positive feedback. They are also using the 
audit tools to gain feedback from the mixed demographic: rural highland and island populations along with the 
urban central belt. Once the package is signed off via APED locally we have a plan to house the resource with the 
Scottish Diabetes Group and make it available to all health boards to supplement or replace their current pathway. 
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Empowering Children and Young People  
with Diabetes through Structured Education 
by Children and Young People’s Wales Diabetes Network

SEREN is a national diabetes education programme for children and young people 
(CYP) developed by healthcare professionals and parent representatives from 
Wales. The first modules are delivered over the 6-8 weeks following diagnosis 
and aim to improve CYP’s knowledge and understanding of diabetes, empowering 
them to manage their diabetes from day one. The programme includes a full 
curriculum with lesson plans for staff, a workbook for the young person, educator 
records to track progress and an array of supporting teaching resources. 

eMpowerIng peopLe wIth DIabeteS –  
ChILDren, Young peopLe anD eMergIng aDuLtS

InnovatIon
The SEREN programme was developed in response to consistent findings of the National Paediatric 
Diabetes Audit (NPDA) which highlighted variation in the delivery of education across Wales. The SEREN 
group recognised the importance of drawing upon good practice across Wales and collated all the 
resources that were used in each of the individual health boards. These resources were used to inspire 
the framework of the programme and some of the unique teaching resources. The diagnosis module also 
includes advice on coping with the emotional and psychological aspects of living with diabetes to enable 
children and families to feel more confident about managing when they are feeling overwhelmed.

MethoD
The SEREN project began in January 2012 when healthcare professionals from various disciplines and parent 
representatives across Wales set up a working party to improve the quality of structured education for 
children and young people living with diabetes. The group gathered all the paediatric diabetes resources that 
were used throughout Wales to inform the content of the educational programme and began by focusing on 
developing a core module around the education that children, young people and families receive at the time 
of their diagnosis. The group recognised the importance of developing materials related to the educational 
level of the child and decided to develop workbooks for three age ranges. They started with key stage 3 and 
4, which could then be refined and simplified to suit the educational needs of younger children. Many group 
members contributed to the project in their own time, outside their regular normal hours. It took four years 
to finalise the work on the key stage 3 and 4 module which was finally implemented under the name SEREN 
in every health board across Wales in February 2016. Building on this, the SEREN working group successfully 
piloted and launched the two age-appropriate SEREN modules for key stage 2 and key stage 1 in the space of 
one year. On reflection, this stepped approach has also enabled staff delivering SEREN to adapt to a change of 
practice and become familiar and confident in using the different resources, before learning a new module.
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Empowering Children and Young People  
with Diabetes through Structured Education 
by Children and Young People’s Wales Diabetes Network

eMpowerIng peopLe wIth DIabeteS –  
ChILDren, Young peopLe anD eMergIng aDuLtS

This submission is completely child-centred and the judges loved this. It’s broad, clearly 
impactful and it revolves around child’s ability to understand rather than the age. It’s 
very well-put together for the short time period and the workbooks make it easy for 
parents and healthcare professionals to track progress.

reSuLtS
While it is still relatively early to evaluate the long term impact SEREN will have on the health outcomes of 
the children and young people, the SEREN group are using an evaluation questionnaire to look at the short-
term outcomes, for example how confident families feel about managing their child’s health over the next few 
months. Six out of the seven families who have responded so far reported feeling “somewhat confident at 
managing their child’s health over the next few months”, with one family rating themselves as “very confident at 
managing their child’s health over the next few months”. The feedback has also shown the value of the education 
in normalising the experiences of the families and helping them to understand more about their condition. 

SuStaInabILItY anD SpreaD
While there is a cost to purchase the workbooks and teaching materials, SEREN is flexible and can be adapted to 
different clinical and community settings. In practice, SEREN should not require additional staffing resources, as 
members of the paediatric MDT already spend considerable time working with CYP, especially at diagnosis. The 
programme has been presented to the Children and Young People’s Regional Networks across England and at 
ISPAD & BSPED. SEREN complements other programmes such as Novo Goals for Diabetes, by offering a process 
through which information can be given in an age-appropriate way. Other educational projects could learn from 
the SEREN approach of structuring information to suit the educational needs of the child and doing so in a way 
that material can be used that will fit the needs of the child, without ages being published on the resources. The 
outcomes and objectives included in the SEREN workbooks enable educators to be clear about the purpose of 
the education and also helps educators to assess how well CYP and families understand the information they 
are given. Other programmes would also benefit from taking a systemic view of education and look at enhancing 
the knowledge and understanding of the whole family, involving both the family and the child within sessions.
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Cook and Eat Exeter: Carbohydrate Counting in Real Life
by Royal Devon & Exeter NHS Foundation Trust

Exeter and Young Person’s Paediatric Diabetes service developed two structured 
education programmes, Cook and Eat Family Fun (pre-school and primary 
age) and Cook and Eat Fun! (secondary age) to actively learn carbohydrate 
counting skills in a real-life setting. The learning outcomes are age appropriate 
and achievable for young people and young people are invited to annual 
sessions to build up their knowledge and understanding. Sessions are funded 
by schools, supermarket donations and grants from charitable trusts.

eMpowerIng peopLe wIth DIabeteS –  
ChILDren, Young peopLe anD eMergIng aDuLtS

InnovatIon
Inspired by the Sheffield Teaching skills for Healthcare Professionals we looked for novel ways to educate 
children and young people about food. We developed two programmes: Cook and Eat Family Fun (pre-school and 
primary age) and Cook and Eat Fun! (secondary age) to actively learn carbohydrate counting skills in a real-life 
setting. We aim to provide a number of experiences to engage all learning styles, such as giving young people 
the food packets and ingredients (tactual), cooking (kinaesthetic), using pictures on cooking instructions (visual), 
giving spoken instructions and having group discussions (aural). The primary aims for the sessions were:

1. To meet other young people with diabetes
2. To cook healthy food 
3. To carbohydrate count the food made.

MethoD
The initial pilot sessions were held in a secondary school in Exmouth (seven children with type 1 attending) in 
2013/14. All the young people found basic maths difficult so modifications were made during the programme to 
simplify the task. These sessions were then repeated in the same school in the following school year 2014/15 and 
further modifications were made to reduce the complexity of carbohydrate counting and shifted the focus on 
assessing abilities. Following the success of Cook and Eat in secondary schools a primary (and pre-school) version 
was developed. These sessions started in summer 2015. All sessions are held in the summer holidays and last for 
two hours. For Cook and Eat Family Fun, siblings and parents are also invited. Recipes are quick and technically 
easy to prepare so that even the youngest can take part in cooking. We use food technology rooms in secondary 
schools in Honiton and Exeter to host the sessions. Invitations are sent out to the young person 3-4 weeks prior 
to the sessions. Parents attend with their children so consent is not required. After the introductions and initial 
icebreaker (a game) the plan for the session is outlined. The CYPs are given a recipe to follow. We prepare and 
cook a sweet and a savoury option then carbohydrate count, blood glucose test and administer insulin before 
all eating together. Cook and Eat Fun! sessions occur in the CYPs own school or in half term at a central school. 
CYPs attend without parents and (since the 2016/17 academic year) they can invite a friend to attend with them. 
Invitations are sent out to the young person 3-4 weeks prior to the sessions. Parents reply by text or email with 
consent for them to attend, whether the child is able to walk home from the sessions alone and a mobile number 
for the parent in case of emergencies. A text message is sent to the parents if the child has not attended within 
the first 15 minutes of the session. Parents also inform the dietician of any dietary requirements so that recipes 
can be adapted for dietary exclusions. After the quiz we cook and carbohydrate count a savoury option (week 
one) and a sweet option (week two). The young people may then inject insulin and eat the food if they wish.
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Cook and Eat Exeter: Carbohydrate Counting in Real Life
by Royal Devon & Exeter NHS Foundation Trust

eMpowerIng peopLe wIth DIabeteS –  
ChILDren, Young peopLe anD eMergIng aDuLtS

The judges really loved this project. The team cleverly created a 
non-clinical environment where children and teenagers could build 
relationships with their healthcare professionals surrounded by peer 
support. It’s very innovative and impressive.

reSuLtS
There was an improvement in knowledge in 2016-17. 77% (up from 55% 
last year) of young people were able to correctly identify foods containing 
carbohydrate (from a list of eight). 91% (85%) were able to correctly read the carbohydrate 
value on a Carbs and Cals picture. After the CYPs have finished cooking the facilitators are able 
to watch them problem solve as a group to work out carbs. It allows assessment of numeracy 
capabilities, identify those who regularly carbohydrate count at home themselves or with help. Older/more able 
pupils will help less able/young pupils (peer support). As the sessions progressed we found that pupils do not 
read the recipe but ask at each stage what they need to do so we moved towards pictorial forms for recipes.

SuStaInabILItY anD SpreaD
Schools find the ingredients using pupil premium for their own pupils and allow use of the venue free of 
charge. We were successful in obtaining grant funding from The Norman Charitable Trust for four years 
of Cook and Eat provision (£2,000) and we received donations from Tesco, Sainsbury’s and Morrisons 
towards ingredient costs for the Cook and Eat Family Fun. The same recipes are cooked throughout the 
whole school year (or summer holiday) so the facilitators are repeating the session in each session or 
school. This reduces the preparation time and non-perishable ingredients can be transferred to the next 
session. We have already received an offer of financial support from the local CYP with diabetes support 
group. The school sessions are free and there is capacity for more schools to be included. The Cook and Eat 
programme is easily reproducible by other diabetes teams. We have clearly written lesson plans, recipes 
and risk assessments. These tried and tested resources have been shared with other teams in the UK.
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Empowering Teenagers with High School Education 
by NHS Highland (Argyll and Bute)

This project aimed to provide diabetes education to teenagers in way that promotes 
empowerment and self-management, and encourages the development of peer 
support networks. Education sessions were provided every fortnight during term 
time in a group format with an emphasis on practical learning, discussion and group 
problem-solving. Empowerment measured via a questionnaire at the beginning and 
end of each term and HbA1c was found to have reduced in five out of seven students.

eMpowerIng peopLe wIth DIabeteS –  
ChILDren, Young peopLe anD eMergIng aDuLtS

InnovatIon
This project involved the development of a diabetes education programme to be delivered 
in a high school setting to improve diabetes knowledge, self-management techniques and 
empowerment to manage diabetes. Innovative aspects of this project include:

•	 Providing	education	in	the	school	setting
•	 Encouragement	of	a	peer	support	network	within	the	school
•	 Providing	this	service	in	addition	to	existing	clinic	visits
•	 Effective	liaison	with	school	staff	to	arrange	the	project	and	plan	the	best	times	for	

pupils to attend to minimise impact on their attendance at school lessons
•	 A	combination	of	structured	lesson	plans	and	flexibility	to	discuss	relevant	topics.

MethoD
A plan to deliver education at a local high school was developed and discussed with school staff. Staff agreed to 
diabetes education in the school environment and helped with the planning of sessions to avoid pupils repeatedly 
missing the same lessons. Lesson plans were jointly developed by a diabetes nurse and dietician. All pupils with 
type 1 diabetes at the high school (seven pupils) were invited to fortnightly education sessions during term time. The 
sessions were delivered between 20/01/2016 and 20/12/2016. During the sessions ground rules were established 
such as confidentiality of personal information shared during the group. Each session lasted approximately 
1.5 hours. Topics such as carbohydrate counting, insulin dose adjusting and hypoglycaemia management were 
discussed. Each session was practical, for example weighing real foods during the carbohydrate counting session 
as well as using the foods from the school canteen and snacks that the children regularly have. Pupils were 
encouraged to ask questions and carry out group problem solving of each other’s challenges. Time was allowed at 
the end of each session for the pupils to discuss topics of interest to them. All education sessions promoted patient 
empowerment and self-management. For example pupils were encouraged to learn how to adjust their own insulin 
through using practice and examples rather than being told what adjustments were needed. One diabetes nurse 
and one dietician led the majority of the sessions, with the aim of building up effective working relationships with 
the pupils. Additional staff attended to provide extra topics such as visits from the community children’s nurse 
and the Diabetes UK ‘Just DUK it’ team. Empowerment questionnaires were completed by pupils at the beginning 
and end of each term. Pre-education HbA1c results were compared to results nine months later. Additional 
education was provided to school staff on topics such as diabetes physiology and hypoglycaemia management.
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This is a really effective programme based on peer-support 
in a learning-focused environment. The judges thought that a 
teenager partaking in these lessons would feel like they’ve won 
the lottery. It’s a bespoke service that’s serves its purpose well. 

Empowering Teenagers with High School Education 
by NHS Highland (Argyll and Bute)

eMpowerIng peopLe wIth DIabeteS –  
ChILDren, Young peopLe anD eMergIng aDuLtS

reSuLtS
An empowerment questionnaire was completed by pupils at the beginning and end of each school 
term and results improved after each education term. HbA1c was measured using fingertip HbA1c 
testing. 71% (n=5) reduced their HbA1c between the start of the programme and nine months later. 
The median reduction in HbA1c was 6mmol/mol. While this programme did involve a significant staff 
time commitment it was considered an efficient use of time as a group of up to seven pupils attended each session. 
The emphasis on self-management skills helped pupils to feel more in control of their diabetes (as evidenced by 
improved empowerment scores above). It could be expected that this may reduce individual clinical input needed 
with these pupils as they take control of their own diabetes, therefore is likely to be an efficient use of time.

SuStaInabILItY anD SpreaD
We believe that this model could be replicated in other secondary schools with sufficient numbers of pupils 
with diabetes. In such schools the time investment of providing group education is likely to be an efficient use 
of time if pupils are more empowered to manage their condition and feel supported by their peers. The project 
is sustainable due to its low cost and use of existing resources. One of the aims of the project was to continue 
it on a long-term basis if results were positive. The positive feedback, HbA1c reductions and improvement in 
empowerment scores have led to the decision that these education sessions will be continued indefinitely. 
As the pupil mix will change due to some pupils leaving school and others joining the group, there will be 
opportunities to repeat education topics and encourage the more experienced pupils to support others.
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Psychological Support Intervention using  
Art Therapy for Patients with Type 1 Diabetes 
by St Luke’s General Hospital

This pilot programme offers brief and long-term art psychotherapy to support 
individuals with a diagnosis of type 1 diabetes. Subjects received individual and group 
therapy sessions, depending on their therapeutic needs, and explored themes of self-
esteem and identity, as well as coping mechanisms. The preliminary results of this 
study show a significant reduction of Hba1c scores compared to the control group.

eMpowerIng peopLe wIth DIabeteS –  
ChILDren, Young peopLe anD eMergIng aDuLtS

InnovatIon
The innovation was the introduction of an art psychotherapy programme to the paediatric and adolescent cohort. 
The programme consisted of 12 patients receiving either individual or group therapy sessions. Depending on the 
patient’s needs, a brief intervention was offered (1-6 sessions) or an intensive set of sessions (up to 20). The themes 
and directives of every session would address the issues of identity, control, self-esteem, coping mechanisms and 
expression of emotions in a safe and confidential manner. Although the emphasis was on diabetes management and 
care, the psychosocial aspect of living with the illness was the centre point of the work and yet no issue pertinent 
to the client was circumvented. The focus was to examine the established defence mechanisms, coping strategies 
and issues with self-esteem. The therapeutic relationship coupled with the art-making in the sessions could then 
provide opportunities of reparation and restoration of the patients’ sense of control and self -perception that in 
turn could provide increased self-management of their diabetes. The patients knew and agreed to the terms of 
therapy and were aware that it was a confidential service. Prior to this intervention, the paediatric cohort had 
no on-site psychological support available to them either as an inpatient or an outpatient. The team consisting 
of three consultant paediatricians, three DNS’s, one dietician and one trainee art psychotherapist developed and 
structured a referral system to this pilot service. This programme of art psychotherapy was the first of its kind 
to be delivered to the patients with type 1 diabetes within this medical setting. It provided group or one-to-one 
support, the patient attended the art therapist weekly and the progress of the sessions would be fed back to the 
MDT. The Hba1c scores were measured pre-and post-sessions and a significant improvement was seen in the cohort 
selected compared to a control (10) group that received no art therapy. The objective was to offer a service that 
would facilitate the improvement of both mental and physical health in a combined therapeutic programme. 

MethoD
The delivery of the art therapy sessions were offered weekly for the patients referred to the service. A 
number of sessions were decided based on the therapeutic needs of the client. The inclusion criterion 
for patients was the age range of between 10-17 years of age who presented with a poor diabetes 
management and Hba1c score. The sessions would range from 1 to 20 sessions over a period of weeks 
and months. The Hba1c would be measured and recorded to see any change pre- and post-sessions. The 
art therapist would work directively or non-directively depending on the client’s needs and presentation. 
The group therapy sessions took place weekly for eight weeks with adolescents. The themes and 
directives were focused on identity, diabetes management and normalisation of the illness. 
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This is a very innovative yet important project and it would be 
great to see similar initiatives nationally. The team worked hard 
covering an area that is sometimes overlooked. 

Psychological Support Intervention using  
Art Therapy for Patients with Type 1 Diabetes 
by St Luke’s General Hospital

eMpowerIng peopLe wIth DIabeteS –  
ChILDren, Young peopLe anD eMergIng aDuLtS

reSuLtS
Patients who participated in the art therapy programme significantly reduced their Hba1c scores 
compared to the control group that received no art therapy intervention. They complied and adhered 
more to their diabetes care and this was seen through their scores and attendance and engagement in 
the clinic. This was seen in their baseline Hba1c scores and post session Hba1c scores. The programme 
was offered as a brief therapy to the patients or if needed, a longer set of sessions would be offered. In 
terms of effectiveness, the Hba1c scores highlight that the brief therapy intervention produced better 
compliance and adherence with a short time frame (six weeks). The usual referral system and process into 
a community mental health team would have a lengthy waiting list time. The therapist in this setting was on 
site and could see a patient immediately if necessary and within a short time after the initial referral. 

SuStaInabILItY anD SpreaD
The programme offered to the individual and group can be reproduced and replicated to this 
demographic in a similar setting. It would be recommended similar to other psychological studies 
of its kind to run a parent support group alongside it. This would ensure that all parties involved 
felt supported and heard and would increase uptake, attendance and participation. 



www.qualityincare.org/diabetes   59

Preventing Diabetes in North West London 
by CWHHE CCG Collaboration

CWHHE CCG Collaborative created an annual review programme and offered 
referral into the National Diabetes Prevention Programme. The aim was to achieve 
reduction in weight, blood glucose parameters and progression to type 2 diabetes, 
and to maximise completion rates for attendees and ensure good data capture 
allowing detailed evaluation of the intervention. Evaluation has shown positive 
feedback from participants, GPs and commissioners, and the CCGs have been 
selected as the only Wave 1 site for the NHS Digital Diabetes Prevention Pilot.

preventIon anD earLY DIagnoSIS

InnovatIon
There were several innovative aspects to the project. For instance, the CWHHE diabetes prevention team has 
worked with commissioners, public health teams, GP practices, patients and ICS to implement a successful diabetes 
screening and prevention programme across a population of 1.4 million patients. We set out in 2014 (before 
announcement of the NDPP) to create a systematic primary care approach to the management of patients at high 
risk of diabetes through the use of a local incentive scheme (LIS) and have achieved our key aims. Numbers of 
appropriately coded patients on the NDH register have risen by nearly 50,000 patients over a two-year period, 
and most of these patients are receiving at least an annual HbA1c, blood pressure, BMI calculation and offer of 
referral into an intensive lifestyle management programme. The model also balances dietary advice and health 
psychology: ICS model incorporates a proven dietary programme, X-POD, coupled with a bespoke maintenance 
programme derived from the successful Life Balance programme. Participants are equipped with tools from health 
psychology to help them overcome obstacles and sustain their health improvements. This approach helps people 
stay motivated, and to put into action their dietary learning. By ICS working with X-PERT Health and Heidelberg 
University it ensures its service delivery model meets the standards of these peer-reviewed programmes.

MethoD
In 2014, the diabetes clinical leads began developing a contractual framework to improve primary care identification 
and management of patients at high risk of diabetes. The contract was implemented in August 2015 with the 
aim of increasing numbers of patients with a standardised coding for being at high risk of diabetes, maximising 
patients that underwent annual review including HbA1c, blood pressure, BMI, smoking status, lipid measurement 
and brief lifestyle advice, and encouraging referral into more intensive lifestyle management courses. The CCGs 
were made part of Wave 1 of the NDPP in July 2016. From then to commencement of initial assessments (October) 
and groups (November) ICS undertook a phased and structured mobilisation. ICS developed a pool of 26 coaches, 
and invested in additional technology and resources to assist delivery in the face of unexpectedly high demand. 
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Preventing Diabetes in North West London 
by CWHHE CCG Collaboration

preventIon anD earLY DIagnoSIS

This ambitious project is clever, holistic and beautifully executed. It ticked all the 
boxes and gave the judges everything they were looking for. The organisation is 
impressive, the scale of the project is remarkable and the team’s multifaceted 
approach stood out. This programme is miles ahead of everything else. 

reSuLtS
Since 2015, the CWHHE Diabetes Prevention Team has overseen the establishment of 
an NDH register of over 50,000 people across a population of 1.4m citizens, 235 GP 
practices and 5 CCGs. Since February 2016, over 75% of the NDH register have had a 
check of their HbA1c, and more than 85% have had blood pressure and BMI checked. Since September 
2016, over 28,000 people have been offered an invitation to the NDPP with over 7,500 receiving a referral 
or contacting ICS and over 3,200 initial assessments already performed. We estimated that 2,461 citizens 
would undergo initial assessment over the two-year period of the programme. However, we were able to 
achieve that number within the first six months and have subsequently managed to receive a doubling 
of our allocation to 4,922 initial assessments for the two-year period. We are now on track to receive a 
further 100% uplift in numbers in July to allow 7,383 initial assessments (300% of the initial estimate). 
Assuming these are completed, we expect to prevent approximately 309 new diabetes diagnoses 
over a five-year period with a cumulative five-year NHS cost saving of £929,157.

SuStaInabILItY anD SpreaD
Our sustainability plans include the following:

•	 Work	to	maximise	the	numbers	of	citizens	with	NDH	who	are	identified	through	risk	stratification,	
HbA1c testing and added to the register. Our aim is to increase the NDH register in CWHHE by 
a further 20,000 in 2017-18 and ultimately to at least 130,000 in the next five years.

•	 Encourage	people	on	the	NDH	register	to	attend	annual	review	in	their	practice	(at	
least 75% of the 50,000 so far identified are receiving an annual HbA1c)

•	 Maximise	referrals	into	the	NDPP	for	face-to-face	interventions,	continuing	
with the current successful model in conjunction with ICS

•	 Offer	a	single	point	of	referral	for	all	lifestyle	interventions	for	diabetes	and	
NDH in North West London, using a diabetes information hub. 
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Redesign of the North East Essex Diabetes Foot Pathway
by Suffolk GP Federation

This redesign of the diabetes foot pathway in North East Essex resulted in a NICE-compliant pathway 
and required no additional funding. In fact, it saved funds which were reinvested into the service to 
increase vascular, orthopaedic and orthotic time. The service began in 2014 with a fixed budget of 
£2 million with no additional funding in the five-year contract period. The new, redesigned service 
saw reduced waiting time, with patients seen and assessed by competent staff with appropriate 
referrals to specialist clinics which have the capacity to provide a high standard of service.

preventIon anD earLY DIagnoSIS

InnovatIon
A disruptive approach stopped the tradition of specialists reviewing all patients that were referred, thereby 
letting go of patients that had been in the system for many years, encouraging self care and developing other 
healthcare professionals to assess, monitor and maintain foot health, thereby reducing demand on specialist 
services. Initial investigations found there was no lead or co-ordination across the pathway, despite one team 
working across the MDT and community clinics. Due to demand on clinics, podiatrists were not free to provide 
training to Primary Care or Community staff, which led to late and inappropriate referrals. A review of other areas 
found that large or well-known centres have multiple MDT-type clinics accepting any patients which are referred. 
However, due to our fixed budget, we had to build a sustainable service for the growing diabetes population and 
at the same time put measures into place to prevent complications and identify early signs of complications, 
which would be reviewed promptly by the most appropriate healthcare professional. This new service was based 
on the successful NEEDS diabetes model of a clinically led service, complex patients reviewed by the specialists 
and Primary, Community and support services are supported and trained by the specialists to provide a high 
standard of care ensuring patients are monitored and referred to a specialist in an appropriate, timely manner.

MethoD
The review of the service commenced in September 2015, changes commenced in April 2016 
with full implementation with an evaluation of changes by end of March 2017. The review involved 
interviews with all staff within the service. Outcomes were shared with the steering group that had 
been set up to support the redesign, the management teams and the CCG. A vision paper was then 
developed with all organisations agreeing to work collaboratively to implement the changes: 

•	 Steering	group	with	project	management	support	set	up,	monthly	meetings	
took place with individual actions outside of the meeting

•	 Clinic	criteria	developed	for	each	area	-	MDT	and	community	clinics	based	on	NICE	risk	criteria
•	 Lead	Consultant	and	podiatrist	named	for	pathway
•	 Information	cards	for	patients	with	their	risk	score	and	advice	re	hot	foot	or	concerns	
•	 Training	delivered	for	AGEUK	for	toenail	cutting	
•	 New	scheduling	of	clinics	allowing	for	adequate	new	referrals	and	reducing	follow-up	appointments	
•	 DSN	&	Podiatry	joint	clinics	set	up	within	the	community
•	 All	low-risk	patients	discharged	back	to	the	care	of	their	practice
•	 Moderate-risk	patients	given	appropriate	education	and	follow-up	appointments	depending	on	their	need.	
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Redesign of the North East Essex Diabetes Foot Pathway
by Suffolk GP Federation

preventIon anD earLY DIagnoSIS

The team delivered a brave, holistic, thorough investigation with great referrals. It was 
clear that the team wanted to bring the project forward by involving the users, which 
should be commended. They were innovative in their approach of overcoming barriers 
and the judges instantly felt their burning passion for this project. 

reSuLtS
85.1% of patients at high-risk of foot problems are being referred to podiatry (up from 27.9% in 
2014) - an extra 615 patients. Individual patient reviews resulted in 20% reduction of community 
clinic appointments releasing podiatrists to implement foot care and risk assessment training across primary 
and community care. There was a fall in the DNA rate from 10% to 5.5% as we found that previously patients 
had accessed private help while waiting for the NHS appointments. Reduction in wait times were achieved, 
meeting and exceeding NICE 2016 criteria of ‘urgent’ triaged within one working day, ‘high risk’ at 1-2 weeks, 
‘moderate risk’ within 6-8 weeks and ‘low risk’ (biomechanics) at 12-18 weeks. Financial savings were achieved 
through reduction of appointments within the MDT foot clinic and the reduction of activity within community 
podiatry resulted in a reduction of £100,000 in the subcontract value to ACE. This money has been reinvested.

SuStaInabILItY anD SpreaD
Training within primary and community care will be ongoing, thus resulting in appropriate referrals which are timely 
and therefore will have an impact on prevention and healing times. Patients have more time in their appointments 
for education, increasing the ability to self care. All parties across different organisations acknowledged that the 
service required a radical change and supported the developments in line with NICE. Other areas would need this 
open and honest approach so improvements can be made. Community provider ACE followed the same principles 
for its general podiatry clinics and have had the same reduction in waiting times and demands in service.
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