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SOMERSET PRIMARY CARE TRUST 

IMPROVING SERVICES FOR ADULT PATIENTS WITH DIABETES 

PROPOSED MODEL OF CARE 

 

1 EXECUTIVE SUMMARY 

 

1.1 This report sets out the vision, strategic direction and proposed model of care for 

adult patients with diabetes in Somerset. 

 

1.2 There are an estimated 19,200 people diagnosed with diabetes in Somerset and 

this is predicted to grow to more than 28,000 by 2017.  Diabetes significantly 

increases the risks of heart attacks, strokes, blindness, kidney failure and 

amputation and reduces life expectancy by more than fifteen years for someone 

with Type 1 diabetes and up to ten years for Type 2.  

 

1.3 The growth in numbers of people with diabetes has implications for a range of 

health, social and community services that support patients with diabetes, 

including dietetic, podiatry and psychology services, as well as specialist diabetes 

services. 

 

1.4 The challenge is to develop an integrated system of care and support to enable 

patients with diabetes to maintain their health and wellbeing and avoid the onset 

of complications, providing care in the right place, at the right time and with the 

right amount of expertise. 

 

1.5 The vision is for future services to deliver personalised, responsive and holistic 

care in the context of how people want to live their lives.  

 

1.6 The direction of travel is towards more integrated and accessible care, with an 

increased focus on prevention, early intervention and self management.  

 

1.7 The aim of the proposed model of care is to increase the capability and capacity 

of the healthcare system as a whole to meet the needs of growing numbers of 

people with diabetes, ensuring equity of access and the highest possible standards 

of care. 

 

1.8 The objectives of the model are to:  

 

 improve the care and health outcomes of adult patients with diabetes in 

Somerset; 

 promote partnership working and a shared care approach between providers 

so patients experience appropriate care seamlessly and in a timely manner; 

 provide accessible services as close to patients’ home or work as possible; 
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 improve the knowledge and skills of patients and health care professionals 

to manage diabetes care, through education, training and practice support; 

 support self care. 

 

1.9 The proposed delivery model is based on levels of care, with level 1 providing 

core basic care, level 2 an enhanced level of care and level 3 a specialist level of 

care. The levels reflect complexity of care and are an indication of the level of 

skills required. 

 

1.10 It is proposed to deliver all of level 1 and level 2 and as much of level 3 as 

possible in the community, as close to the patient’s home or work as possible. 

 

1.11 Level 1 care will normally be delivered at general practices.  Opportunistic 

screening for early identification of diabetes will be encouraged in practices and 

through pharmacists, local councils and voluntary groups. 

 

1.12 A new community based intermediate service will be introduced, managed by 

multidisciplinary teams. This will deliver specified level 2 services and related 

level 3 services, as well training and ongoing support for general practices.  

General practices may also opt to provide some or all of level 2 enhance care. 

 

1.13 Hospital care will be focused on the most complex cases with an enhanced level 

of care for patients admitted with but not because of diabetes. 

 

1.14 A key theme running through all levels of care will be supporting patients to self 

manage through structured education programmes and agreement of care 

management plans. 

 

1.15 Integration between levels of care and professional disciplines will be achieved 

by means of unified pathways, common information technology systems, 

multidisciplinary teams and a system wide clinical governance framework. 

 

1.16 The proposed direction of travel is in line with national policies and strategy 

papers, including the NHS Model of Care, the Kaiser Triangle delivery model, 

recent revised guidance from the National Institute of Clinical Excellence on the 

management of Type 2 diabetes and the long term conditions recommendations 

from the South West Darzi review.  

 

1.17 An initial baseline costing has been completed using a tool developed by the 

National Diabetes Support Team. Further work needs to be undertaken to 

benchmark the identified costs and model the financial impact of the proposed 

model of care.  
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1.18 The model of care will also be shared with patients, professionals and the public 

whose feedback will be incorporated into the final model and inform 

commissioning priorities. 

 

1.19 It is hoped to have a draft commissioning plan ready for the September meeting 

of the Professional Executive Committee but this will depend on whether a 

formal consultation is needed. 

 

1.20 The project to develop a model of care for adult patients with diabetes is overseen 

by a Steering Group established by the Nursing and Patient Safety Directorate of 

the Primary Care Trust in January 2008, and supported by WyvernHealth.Com, 

Practice Based Commissioning Consortium. The Diabetes Model of Care 

Steering Group comprises clinicians and managers from primary and secondary 

care, representatives from WyvernHealth.Com., a service user and a 

representative from Diabetes UK. 

 

1.21 The comments of the Professional Executive Committee are invited on the 

proposed model of care and way forward. 
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2 INTRODUCTION 

 

2.1 This document outlines a proposed model of care for adult patients with diabetes.  

 

2.2 The report includes: 

 

 an overview of the vision and direction of travel which emerged from the 

stakeholder workshop held in February 2008; 

 an update of the work undertaken since the workshop to develop the model 

of Care; 

 a summary of next steps. 

 

2.3 The views of the Professional Executive Committee on the proposed model of 

care for diabetes and way forward are invited prior to consultation with public, 

patients and professionals. 

 

3 BACKGROUND 

 

3.1 The project to develop a model of care for adult patients with diabetes is overseen 

by a Steering Group established by the Nursing and Patient Safety Directorate of 

the Primary Care Trust in January 2008, and supported by WyvernHealth.Com, 

Practice Based Commissioning Consortium. 

 

3.2 The Diabetes Model of Care Steering Group comprises clinicians and managers 

from primary and secondary care, representatives from WyvernHealth.Com., a 

service user and a representative from Diabetes UK. 

 

3.3 The remit of the Steering Group is to develop a county-wide model of care for 

adult patients with diabetes living in Somerset, which ensures equity of access 

and the highest possible standards of care. 

 

3.4 An initial report from the visioning workshop was submitted to the Professional 

Executive Committee in March 2008 outlining the case for change and describing 

a vision and direction of travel for future services.   

 

3.5 This paper proposes a model of care for diabetes in Somerset. 
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4 WHY A PRIORITY 
 

4.1 There are an estimated 19,200 people diagnosed with diabetes in Somerset and 

this is predicted to grow to more than 28,000 by 2017.  Diabetes significantly 

increases the risks of heart attacks, strokes, blindness, kidney failure and 

amputation and reduces life expectancy by more than fifteen years for someone 

with Type 1 diabetes and up to ten years for Type 2.  

 

4.2 The growth in numbers of people with diabetes has implications for a range of 

health, social and community services that support patients with diabetes, 

including dietetic, podiatry and psychology services, as well as specialist diabetes 

services. 

 

4.3 An initial needs analysis has identified the following key reasons why the 

redesign of diabetes services should be seen as priority for Somerset: 

 

 increasing levels of diabetes, linked to obesity and an aging population; 

 significant levels of patients estimated to have undiagnosed diabetes, with 

added risk of developing complications; 

 prevalence levels expected to rise disproportionately in certain areas of 

Somerset due to aging populations and deprivation; 

 differing levels of care currently available across Somerset; 

 variable health outcomes and health inequalities; 

 patients saying they want more information on their condition and greater 

control over how it is managed; 

 high rates of emergency admissions for diabetes patients with 

complications; 

 consistently longer lengths of stay in hospital for people who have diabetes 

as well as their admitting condition; 

 increasing prescribing costs; 

 experience elsewhere and national direction favouring more care delivered 

in the community; 

 care in the community is projected to provide better value for money, 

helping mitigate the costs associated with anticipated increasing numbers of 

patients with diabetes. 

 

4.4 A summary of key facts informing the needs analysis is attached (Appendix 1). 

 

5 VISION AND STRATEGIC DIRECTION  

 

5.1 The challenge is to develop an integrated system of care and support to enable 

patients with diabetes to maintain their health and wellbeing and avoid the onset 

of complications, providing care in the right place, at the right time and with the 

right amount of expertise. 

 

5.2 The vision is for future services to deliver personalised, responsive and holistic 

care in the context of how people want to live their lives.  
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5.3 The direction of travel is towards more integrated and accessible care, with an 

increased focus on prevention, early intervention and self management. 

 

5.4 A diagram representing the direction of travel and a table setting out the key 

shifts in emphasis in how and where care will be delivered, reproduced from the 

March report, are provided in Figure 1 and Table 1 below.  
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                Figure 1: Towards a Model of Integrated Care 
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Table 1: Shift of emphasis  

From To 

Care decided by professionals Care agreed between professionals and 

patients 

Patients not always understanding their 

condition and how to control it 

Patients fully informed and aware of the 

action that needs to be taken to control 

their condition and why 

Inconsistent advice/ messages to patients 

from different health care professionals 

Working across organisational 

boundaries – common messages/advice 

to patients 

Variability in effectiveness of diabetes 

control across primary care 

Primary care proactive in screening, 

diagnosis and management of care, 

focusing on prevention and early 

intervention 

Variability in prescribing practise Common formulary across primary and 

secondary care 

Variability in access to services between 

geographical areas and between patient 

groups 

Services accessible to all – tailored to 

meet needs of varying catchments and 

groups 

Services delivered in a variety of ways, 

mainly for historical reasons 

All health care providers in Somerset 

signed up to a common model of care, 

agreed pathways and outcomes 

Much care provided in institutional settings Greater focus on prevention and early 

intervention and support for self care – 

when support needed convenient and 

closer to home 

Different Information Systems across 

primary and secondary care 

Improved compatibility of IT systems 

Specialist knowledge mainly concentrated 

in secondary care 

Utilising skills of wider diabetes team 

more effectively to support care closer to 

home 

Management of Type 1 and some Type 2  

in secondary care  

Secondary care focusing on treatment of 

complex cases, enhancing inpatient care 

and supporting and up-skilling primary 

care 

Commissioning for volume and price Commissioning for health outcomes, 

focusing on quality, efficiency and value, 

where health and well-being are added at 

every stage 
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6 STRATEGIC ALIGNMENT  

 

6.1 The proposed direction of travel towards an integrated model of care is in line 

with the NHS and Social Care model and the ‘Kaiser Triangle’ delivery model. 

Both of these models focus on integrating services and removing distinctions 

between primary and secondary care for patients at all stages of their journey as 

well as taking account of different levels of care required at different times by the 

patient. 

 

6.2 The direction of travel also fits with national policy supporting self care and with 

the Long Term Conditions recommendations in the South West Darzi review, 

which include: 

 

 minimising the impact of rurality issues on equity of access to services; 

 increasing capacity and capability of the healthcare system, including the 

third sector; 

 commissioning for the whole needs of individuals, not just their health 

needs; 

 adopting a whole system approach which is community based with the 

patient at centre; 

 extending use of telecare and telemedicine to bridge the gap between 

specialist centres and community settings. 

 

6.3 The elements of care in the proposed model (see appendices 3 and 4 below) 

furthermore reflect updated guidance published by the National Institute for 

Clinical Excellence in May 2006 for the care of patients with Type 2 diabetes, 

which identifies the following key priorities: 

 

 structured education at and around time of diagnosis with annual 

reinforcement; 

 initial and ongoing diet advice; 

 management plan including targets agreed with patient; 

 support for self management; 

 insulin therapy supported by appropriately trained and experienced 

personnel. 

 

7 MODEL DEVELOPMENT PROCESS 

 

7.1 The work of the Steering Group on the model of care has been informed by ‘The 

Diabetes Toolkit’, published by the National Diabetes Support Team in 

November 2006. This guidance defines what is expected from a model of care 

and where the model of care sits in the overall service redesign. 
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7.2 According to the guidance, the model of care should describe how all of the 

elements of care and quality markers stipulated in the National Service 

Framework and in guidance published by the National Institute for Clinical 

Excellence will be delivered locally to meet the needs of the local population. It 

should define all of the components of the service, including the workforce, 

which should be commissioned to ensure that local people have a service that fits 

their specific needs.  

 

7.3 In other words, the model of care should set out what care needs to be provided, 

where the care needs to be provided and the competences and skills required.  

 

7.4 The guidance recommends that the work on the development of the model of care 

be followed by the identification of referral pathways, describing the parameters 

of how the local model works and who does what. 

 

7.5 The outcomes of the work of the Steering Group on the model of care are 

summarised in section 9 below. 

 

8 PATIENT AND PUBLIC INVOLVEMENT 

 

8.1 The work of the Steering Group to date has been informed by the findings of the 

National Diabetes Patient Survey in 2006 and of a diabetes survey undertaken by 

the Somerset Patient and Public Information Forum in 2006. Feedback from both 

of these surveys has emphasised that patients want more information about their 

care and greater control over its management.  The National Patient Survey found 

that patients with diabetes in hospital in particular are often prevented from self 

management whilst in hospital as their care is taken over by hospital staff who 

may know less than they do about their condition. 

 

8.2 Patients have also been involved in the ongoing development of the model of care 

through the stakeholder workshop and the Steering Group. In addition, a series of 

patient focus groups is being planned which will give patients from different parts 

of Somerset with diverse needs the opportunity to comment on the model of care 

and contribute to the identification of future commissioning priorities. 

 

9 CURRENT SERVICES 

 

9.1 Current services vary across Somerset in the way they are delivered, mainly for 

historical reasons. There are 75 practices, all involved in the care of patients with 

diabetes to a greater or lesser degree. There are also staff supported by Somerset 

and neighbouring Primary Care Trusts that provide services in the community, 

including dieticians, nurse facilitators and a nurse consultant but these services 

are not provided universally across the county. 
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9.2  Specialist care is provided through multidisciplinary teams based at the NHS 

Trusts with outreach services mainly at community hospitals. There is variation 

between Trusts on what services are provided where. 

 

10 OVERVIEW OF PROPOSED MODEL 

 

10.1 Aim 

 

 The aim of the proposed model of care is to increase the capability and 

capacity of the healthcare system as a whole to meet the needs of growing 

numbers of people with diabetes, ensuring equity of access and the highest 

possible standards of care. 

 

10.2 Objectives and Outcomes 

 

 The objectives of the model are to: 

 

 improve the care and health outcomes of adult patients with diabetes 

in Somerset; 

 promote partnership working and a shared care approach between 

providers so patients experience appropriate care, seamlessly, and in 

a timely manner; 

 provide accessible services as close to patients’ home or work as 

possible; 

 improve the knowledge and skills of health care professionals and 

patients to manage diabetes care, through education, training and 

practice support; 

 

 A set of key outcome indicators related to the above objectives is attached 

(see Outcomes Framework - Appendix 2). 

 

 A baseline assessment of a range of indicators will be undertaken and 

targets/standards agreed for the outcomes framework for inclusion in the 

commissioning plan. 

 

10.3 Features of the Model 

Levels of care 

 Elements of care required for each stage of the patient’s journey have been 

identified, with common themes around prevention , early intervention and 

support for self care. 

 

 Each of the identified elements of care has been has allocated to one of the 

following levels (see Levels of Care Descriptors - Appendix 3): 
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Level 1: core primary care  

Level 2: enhanced primary care 

Level 3: specialist care 

 

 The levels reflect the complexity of care and level of skills required to 

deliver the care. They are not necessarily an indication of location. 

Location of care 

 In line with the objective to deliver care as close to the patient as possible, it 

is proposed that the majority of care for adult patients with diabetes should 

take place in community settings with only those elements of level 3 care 

that it is not practical to provide in the community being provided in acute 

care hospitals. 

 

 General practices will provide core primary care (level 1) to agreed 

standards with some opting to provide some or all of enhanced primary care 

(level 2).  

 

 Opportunistic screening for early identification of diabetes will be 

encouraged in practices and through pharmacists, local councils and 

voluntary groups. 

 

 A new tier of community based services will deliver specified level 2 and 

related level 3 care and provide training and support for practices. These 

services will be managed by multidisciplinary nurse-led teams with 

specialist medical support.   

 

 Access to related specialist care (level 3) will be either at co-located sites in 

the community or by links to hospital specialists (for example by video 

links). 

 

 Hospital care will be focused on complex cases and there will be an 

enhanced level of care for patients admitted with but not because of 

diabetes, thus improving the patient experience whilst in hospital and 

reducing lengths of stay.  

 

 The proposal to enhance inpatient care is in line with guidance recently 

published by the National Diabetes Support Team
1
 and will involve 

education of general ward staff on the particular needs of patients with 

                                                           
1
 Improving emergency and inpatient care for people with diabetes, National Diabetes Support Team, March 

2008 
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diabetes and redesign of care pathways for emergencies and planned 

admissions. 

Integration 

 A ‘shared care’ approach, supported by multidisciplinary team working, 

common information systems and system-wide adherence to agreed care 

pathways, will ensure integrated working across levels and disciplines to 

provide care that is seamless for the patient. 

 

 The multidisciplinary teams will also support access to core expertise 

across disciplines and levels whilst harnessing complementary professional 

skills around the needs of the patient.  

Community based Multidisciplinary Teams 

 The objectives of the Multidisciplinary teams will be to: 

 

 ensure that designated specialists work effectively together in teams 

such that decisions regarding the care of individual patients and the 

team’s operational policies are multidisciplinary; 

 

 ensure that care is given according to recognised guidelines 

(including guidelines for onwards referrals) with appropriate 

information being collected to inform clinical decision making and to 

support clinical governance/audit. 

 

 The responsibilities of the multidisciplinary teams will include: 

 

 providing specified level 2 care, for example, insulin conversion, as 

close to the patient’s home or work as possible; 

 coordinating education and support programmes for patients;  

 coordinating training and support for primary health care 

professionals; 

 linking with other services providing care for patients with diabetes, 

in particular with diabetes specialists providing level 3 care, so care is 

seamless; 

 ensuring referral to related level 2 services, such as exercise and 

weight management programmes, where this has not already been 

done at level 1 or 3; 

 linking with opportunistic screening programmes provided in the 

community, for example by pharmacists, local authorities and 

voluntary sector and with national prevention programmes; 
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 Additional information on the responsibilities and duties of the 

multidisciplinary team is attached (see Outline Responsibilities and Duties 

of Multidisciplinary Team - Appendix 4). 

 

 Further work needs to be undertaken to determine the staffing complement 

of the multidisciplinary teams, mapping existing skills and competences 

against those required (see section 14 below on workforce planning). 

 

 The core membership of the multidisciplinary team is, however, likely to 

include as a minimum the following: 

 

 Medical specialist 

 Diabetes Specialist Nurse 

 Dietician 

 Podiatrist 

 Psychologist  

 

 It is not anticipated that all members of the multidisciplinary team will 

necessarily have to be co-located but they will need to be accessible, for 

example  via televideo links to specialists during multidisciplinary sessions 

 

Diagrammatical representation of Model 

 The proposed model of care is represented diagrammatically in Figure 2 

below.
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         Figure 2: Delivery Model for Care of Adult Patients with Diabetes 
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11 ACCESS 

 

11.1 All providers of services, at all levels, will be required to deliver care in a manner 

that is as flexible as possible, so that it is accessible to all adult patients in 

Somerset, regardless of: 

 

 where patients live, including if living in a care home or prison; 

 whether patients have a disability or a mental health problem; 

 whether patients are housebound or working; 

 the socioeconomic background, age, gender, ethnicity and sexual 

orientation of patients.  

 

11.2 The particular needs and preferences of young adults moving between children’s 

and adult services will also be accommodated in line with the guidance published 

by the Department of Health in June 2006 –‘Transition: getting it right for young 

people: Improving the transition of young people with long term conditions.’  

 

11.3 Examples of flexible service provision might include: 

 

 arranging transport for patients to attend assessments/reviews; 

 1 to 1 structured education sessions in patients’ homes for patients unable to 

benefit from courses offered in a community location; 

 making use of translation and interpreting services commissioned by the 

Primary Care Trust; 

 providing insulin initiation in care homes; 

 video links to hospital clinics; 

 telecare. 

 

12 ASSUMPTIONS 

 

12.1 The scheme assumes that: 

 

 healthcare professionals will operate to agreed care pathways to allow 

patients to pass seamlessly from one level of care to another and back again 

in a timely manner; 

 

 General Practitioners will refer patients requiring enhanced level 2 care to 

the community based multi-disciplinary teams where this is not offered by 

their practice; 

 

 General Practices will provide a consistent core level of diabetes care and 

develop their skills accordingly.  
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 General practices may choose to provide some or all of level 2 care 

elements in accordance with an Enhanced Service to be agreed with the 

Primary Care Trust; 

 

 mentorship, training and ongoing support for the multidisciplinary teams 

and other providers of level 2 care will be provided by medical specialists; 

 

 regular training programmes and ongoing advice and support for primary 

healthcare professionals at level 1 will be provided by  multidisciplinary 

teams. 

 

13 BENEFITS  

 

13.1 The benefits of the proposed model are outlined below: 

 

Benefits to patients 

 

 patients have improved quality of life, health and well-being and are 

enabled to be more independent; 

 patients are supported and enabled to self care and have active involvement 

in decisions about their care and support; 

 patients have choice and control over their care and support so that services 

are built around the needs of individuals and carers; 

 patients with complex needs can design their care around health and social 

services which are integrated, flexible, proactive and responsive to 

individual needs; 

 patients are offered services which are high quality, efficient and 

sustainable; 

 patients with diabetes diagnosed earlier leading to better control and 

reduction in complications; 

 patients are more informed about the risks of diabetes, leading to better 

management of care and improved health outcomes; 

 care provided closer to the patient’s home or work. 

Benefits to system 

 care pathway in place that maximises the use of secondary care expertise to 

focus on complex cases; 

 professional development and staff satisfaction; 

 reduction in emergency admissions; 

 reduction in lengths of stay and outpatient attendances; 

 increased capacity and capability to meet the needs of increasing numbers 

of patients with diabetes; 

 improved quality assurance. 

 

14 RISKS 

 

14.1 The following key risks have been identified: 
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 risks related to change management, including resistance to change, lack of 

confidence in new system, lack of clarity of responsibility;  

 

 financial impact and management of growing numbers of patients with 

diabetes. 

 

14.2 A risk management plan has been developed to ensure the risks are managed and 

controls are in place. 

 

15 WORKFORCE PLANNING 

 

15.1 Future services will need to provide sufficient numbers of people with the right 

skills and competences, with access to relevant training and education 

opportunities. 

 

15.2 Skills for Health, the Sector Skills Council for the UK health sector, has 

developed a set of competences to support diabetes care. These competences 

cover the whole of the patient pathway and include the functions of: 

 

 assessment and diagnosis; 

 initial and ongoing management; 

 detection and management of complications; 

 care planning. 

 

15.3 Additionally, competences have been developed to support the delivery of patient 

education and the role of facilitation. 

 

15.4 Staff will need to work flexibly across care settings, providing care to patients 

where it is required and as close to the patient’s home or work as possible. 

 

15.5 Table 2 below sets out the current key roles supporting diabetes care in Somerset.  

There is not currently a common role profile for Somerset as a whole.  
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    Table 2: Key Existing Roles Supporting Diabetes Care in Somerset 

 

 

 

 

 

 

 

 

 

 

 

 

15.6 There is an opportunity to spread existing roles some of which are currently only 

available in a limited area and/or develop or adapt roles that have been introduced 

elsewhere, ensuring that the best use is made of all staff to meet the needs of 

people living with diabetes. 

 

15.7 Roles that have been developed elsewhere include the diabetes care technician, 

the educational support worker, and the senior care assistant. These roles 

incorporate responsibility for a range of level 1 and 2 care elements. 

 

15.8 Providers of services will be expected to demonstrate that staff have the 

competences identified by Skills for Health for each of the specified elements of 

care. 

 

15.9 This work will need to be coordinated across levels of care and  will include 

identifying competences that are common across roles and those that are 

distinctive to inform the development of the multidisciplinary team profile. 

 

  

Specialist roles supporting diabetes Other roles supporting diabetes 

Consultant (diabetes and 

endocrinology) 

General Practitioner 

Specialist Registrar (diabetes and 

endocrinology) 

Practice Nurse 

Diabetes Nurse Consultant Health Care Assistant 

Diabetes Specialist Nurse Community Matron 

Diabetes Nurse Facilitator District Nurse 

Specialist Diabetes Dietician Podiatrist 

Specialist Diabetes Podiatrist Dietician 

Retinopathy screener Pharmacist 

 Staff in care/nursing homes and prisons 
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16 EDUCATION, TRAINING AND MENTORSHIP 

 

16.1 Quality assured and relevant education, training and development for all staff at 

all levels will be provided, focusing on both generic and specific competences. 

 

16.2 The training programme will be underpinned by a skills audit referenced against 

required competences. 

 

16.3 Leadership, change and management skills will need to be developed across the 

diabetes network.  

 

16.4 The National Diabetes Workforce Strategy proposes a shared leadership model 

with a network manager, clinical champion and patient champion roles and 

prioritising training in leadership and management for a range of people working 

in the network. 

 

16.5 It is anticipated that mentorship, training and ongoing support for the 

multidisciplinary teams and other providers of level 2 care will be provided by 

medical specialists, whilst the provision of regular training programmes and 

ongoing advice and support for primary healthcare professionals has been 

included in the responsibilities of the community based multidisciplinary teams. 

These responsibilities may be delivered in conjunction with an education 

provider. 

 

17 INFORMATION TECHNOLOGY AND COMMUNICATION SYSTEMS 

 

17.1 Good information technology and communications systems are essential to 

underpin the proposed model of care.  

 

17.2 Shared data management tools /registries/definitions/referral forms, compatible 

with Connecting for Health’s Electronic Patient Record, will need to be 

developed to support the proposed model. 

 

17.3 The Year of Care for Diabetes project will support the model of care by 

implementing an electronic personal care plan for people with diabetes in 

partnership with their health care professional.  The plan will interface between 

primary and secondary care systems providing an holistic care record for the 

patient regardless of where the patient is seen. 

 

18 CLINICAL GOVERNANCE AND QUALITY ASSURANCE 

 

18.1 A system-wide clinical governance framework will be established. 

 

18.2 Pathways and protocols will be developed to support the model of care delivery 

for approval by the Primary Care Trust prior to implementation. 
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18.3 Clinical audit requirements including integrated audit and randomised case note 

review will be set out in the service specification. 

 

19 EVALUATION AND REPORTING 

 

19.1 The services will be evaluated on a quarterly basis by the commissioners. 

Detailed performance indicators will be developed in relation to each of the 

outcomes set out in the service specifications. 

 

19.2 There will be ongoing review both system-wide as well as individual service 

level. It is anticipated that the care pathways will need to be revised and updated 

from time to time to reflect learning. 

 

19.3 Performance monitoring data is to be determined in the commissioning 

specification and will be required from providers on a monthly basis. 

 

20 INFRASTRUCTURE 

 

20.1 An Implementation Group will be established once provider arrangements have 

been agreed, comprising representatives from the provider services and the 

Primary Care Trust. Responsibilities will include ensuring appropriate 

information technology development, staff development and training and 

achievement of outcomes to be set out in the service specification. 

 

21 FINANCIAL IMPLICATIONS  

 

21.1 Baseline costs 

 

 An initial baseline costing of diabetes services has been undertaken using a 

costing tool developed by The National Diabetes Support Centre. The tool 

supports costing of primary/community based interventions, as well as 

prescribing and specialist care interventions. 

 

 The baseline costing exercise has identified an indicative cost for diabetes 

services in Somerset in 2007 of around £12 million, projected to rise to 

between £19 and £26 million in 2010. The high end of the projected cost is 

based on the assumption that obesity levels rise above the current rate; the 

lowest end assumes a reversing trend. 

 

 Further work needs to be undertaken to benchmark Somerset’s baseline 

costing outcomes with those achieved by other users of the costing tool, for 

validation purposes and to identify where Somerset appears to be an outlier. 
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 It will then be possible to use the tool to model the financial impact of the 

proposed service changes.  

 

21.2 Potential savings from shifting care to the community 

 

 2006/07 data from the Institute for Innovation, Bringing Care Closer to 

Home, Opportunity Locator, has identified a ‘shift opportunity’ for 

Somerset Primary Care Trust of £938,000, including £769,000 from 

reduced emergency admissions (2006/07).  This is the amount of resource 

that could potentially be shifted from secondary to primary care if the 

Primary Care Trust were to achieve the same ratio of care in the community 

to care in hospital as achieved by the top 25% percentile of Primary Care 

Trust.  

 

 Any potential savings from shifting services would be dependent on the 

cost of delivering the alternative model of care. 

 

22 NEXT STEPS 

 

22.1 The following priority areas of work have been identified: 

 

 Ongoing stakeholder engagement: The model of care will be shared with 

the Overview and Scrutiny Committee to determine whether a formal 

consultation is needed. Regardless of whether or not a formal consultation 

is required, it is planned to hold patient focus groups and other consultation 

events with professionals and the public over the next few months. 

 

 Workforce planning:  Understanding the potential impact of workforce 

changes to inform the financial model.  

 

 Financial assessment: Following the initial baseline assessment using the 

National Diabetes Support Team’s costing tool, further work will be 

undertaken to benchmark the outcomes of this exercise against those of 

other Primary Care Trust users of the tool and to model the impact of the 

proposed service redesign changes.  

 

 Outcomes and targets: A baseline assessment will be undertaken for a 

range of outcome indicators and targets/standards agreed. 

 

 Finalisation of model of care and preparation of commissioning plan: 

The outcomes of the stakeholder engagement events, the workforce 

assessment, the financial assessment and the baseline assessment for the 

outcomes indicators will inform the final model of care and the 

commissioning priorities. It is proposed to have a draft Commissioning 

Plan, including procurement recommendations, ready for submission to the 

Professional Executive Committee in September 2008 followed by a final 
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version incorporating stakeholder views on the model of care in October 

2008.  This timetable may need to be revised depending on the outcome of 

discussions with the Overview and Scrutiny Committee. 

 

23 RECOMMENDATION 

 

23.1 Comments of the Professional Executive Committee are invited on the proposed 

model of care and way forward. 
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APPENDIX 1 

KEY FACTS ABOUT DIABETES 

1. 19,200 patients were diagnosed with diabetes in Somerset in 2007 - this is predicted to 

rise to more than 28,000 by 2017. 

2. 90% of patients with diabetes have Type 2 diabetes and 10% have Type 1. 

3. Life expectancy is reduced by fifteen years for patients with Type 1 diabetes and up to ten 

years for patients with Type 2 diabetes. 

4. An estimated 21% of patients with diabetes in Somerset are currently undiagnosed and at 

risk of developing serious complications. 

5. 47% of Type 2 diabetes has been attributed nationally to obesity. 

6. National population projections suggest that, by 2025, 47% males and 36% females will 

be obese (currently 22% and 21% respectively). 

7. It has been estimated nationally that 13% of patients over 65 either have or are likely to 

develop diabetes. 

8. Somerset’s population is older than the national average with 20% over 65 compared with 

16% nationally. 

9. The number of patients in Somerset over 75 is expected to increase by 21% by 2015. 

10. Diabetes prevalence levels are expected to rise disproportionately in rural areas of 

Somerset due to their older populations. 

11. There is considerable variation between General Practices and former Primary Care Trust 

areas in levels of glucose control - the % of patients with HbA1c < 7.5 between practices 

ranges from 40 % to 80% and between former Primary Care Trust areas from 57% to 

67% (2007). 

12. Hospital lengths of stay are on average 20% higher than those for patients without 

diabetes. 

13. Patients with diabetes have an increased risk of developing cardiovascular disease 

compared with patients without diabetes – the prevalence of angina for example for 

patients with diabetes is 2.9 % compared with 0.53% for patients without diabetes and the 

prevalence of cardiac failure is 1.43% compared with 0.33%. 

14. Prescribing costs for patients with diabetes have increased nationally by 88% in 5 years – 

there is considerable variation between General Practices in Somerset in the cost per 

patient ranging from £160 to £300 (2007). 

15. In addition to direct health costs, the impact on social services expenditure, where 

diabetes complications increase costs four-fold, is significant. 
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 APPENDIX 2 

 

 

MODEL OF CARE FOR ADULT PATIENTS WITH DIABETES 

OUTCOMES FRAMEWORK 

 

 

AIM 

 

1. to increase the capability and capacity of the healthcare system as a whole to meet the 

needs of growing numbers of people with diabetes, ensuring equity of access and the 

highest possible standards of care. 

 

 

OBJECTIVES 

 

1. to improve the care and health outcomes of adult patients with diabetes in Somerset; 

 

2. to promote partnership working and a shared care approach between providers so 

patients experience appropriate care, seamlessly, and in a timely manner; 

 

3. to provide accessible services as close to patients’ home or work as possible; 

 

4. to improve the knowledge and skills of health care professionals and patients to 

manage diabetes care, through education, training and practice support; 
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OUTCOMES                                                                                                        

Category Key Indicator* Related 

objective 

Patients Patients feel informed about diabetes and their care 1 

Patients at risk have been screened 1 

Patients tin each of former PCT areas have taken part in structured 

education programme  

 4 

Expert patient programme available in each of former PCT areas  4 

Patients have a management plan jointly agreed with a healthcare 

professional that supports their self management 

 4 

Women with documented pre pregnancy support for decision making 

prior to becoming pregnant 

 4 

Patients perceive improved quality, accessibility, choice and 

consistency of care 

1 

Patients receive annual medical reviews 1 

Patients receiving care at home increasing 1 

Complaints reducing from people with diabetes 1 

Patients reporting improved quality of life 1 

Organisation Gap between diagnosed & diagnosed plus undiagnosed  1 

Emergency admissions for diabetic ketoacidosis and coma reduced 1 

Emergency admissions with diabetes in primary diagnosis code 

reduced 

1 

Admissions with diabetes in secondary and tertiary codes reduced 1 

Outpatient appointments for diabetes reduced 1 

Outpatient appointments in the community increased 1 

Improved outcomes for pregnancies 1 

Age adjusted length of stay ratio for key indicators compared to non 

diabetic patients  

Emergency – myocardial infarction, fractured neck of femur 

Elective – hysterectomy, cholecystectomy, hip replacement, by-pass 

grafting 

1 

Prescribing cost per patient with diabetes 

-oral hypoglycaemics 

-insulins 

-monitoring agents 

1 

Service cost per patient reduced 1 

Partnership Former PCT areas implementing new pathways 2 

Staff involved in diabetes service report improved partnership working 2 

Staff involved in diabetes service report using new patient held records 2 

Staff involved in diabetes service report improved use of information 

technology data recording 

 

Multidisciplinary clinics operating in each former PCT area within first 

year 

2 

Risk registers in place in General Practices 2 

System wide clinical governance framework in place and operational 

within first year 

1,2 

System wide monitoring framework in place and operational within 

first three months 

 

1,2 
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*Baseline assessment to be undertaken in relation to a range of indicators and targets/standards to be 

agreed for inclusion in the commissioning plan. 

  

Category Key Indicator* Related 

objective 

Healthcare 

professionals 

Practices have risk registers 1 

Staff involved in diabetes service aware of the model of care 1,2 

Staff involved in diabetes service report reduced duplication of 

provision 

1,2 

Staff involved in diabetes service report increased satisfaction in their 

role 

4 

Staff involved in diabetes service have undergone a competence 

assessment and had opportunity for diabetes education and training  

4 

Staff involved in diabetes service attend learning event/CPD annually 4 

Staff involved in diabetes service report service is more coordinated 2 

Staff involved in diabetes service report information sharing between 

organisations improved 

2 

Reduction in obesity trends 1 

Reduction in incidence of new diabetes 1 

Patients with HbA1C <= 7.5  1 

Patients with BP <145/85  1 

Patients total cholesterol <5  1 

Patients attending retinopathy screening 1 

Patients with eGFR < 60  

Patients with neuropathy recorded  

Patients with leg ulcers 1 

Patients with amputations 1 

Patients with diabetes diagnosed with sight-threatening retinopathy 1 

Patients with record of presence or absence of peripheral pulses in 

previous 15 months 

1 

Year on year increase in people with diabetes for whom case finding 

for depression has been undertaken 

1 

Year on year increase in people with diabetes diagnosed with 

depression who have had an assessment of severity 

1 

Reduction in differences in diabetes audit data for people with mental 

health disorders compared to other people with diabetes 

1 

People with learning disabilities who have a health action plan 1 ,4 

Reduction in difference in diabetes audit data with rest of diabetes 

population 

1 

% increase in people 60+ with completed Single Assessment Process 1 

Reduction in number of hospital admissions from care homes due to 

diabetes related condition 

1 

Reduction in adverse drug reaction rates in patients with multiple 

medications including those on insulin 

1 
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APPENDIX 3 

Adult Diabetes Services - Levels of Care Descriptors 

 Prevention Diagnosis Initial Management Continuing Care 

Level 1 

Self Care 

Core Primary Care 

 

 

Promoting healthy 

lifestyles (1 to 1 advice on 

diet and exercise); 

 Systematic and 

opportunistic screening 

using standardised 

diagnostic criteria; 

‘At risk’ registers; 

 

 

Systematic and opportunistic 

screening using standardised 

diagnostic criteria; 

Raising awareness of signs and 

symptoms of diabetes. 

 

Agreement of management plan 

with patients with Type 2 

diabetes; 

Electronic care planner; 

Provision of consistent 

information; 

Lead Nurse and Lead General 

Practitioner identified; 

Referral to structured education 

courses or specialist (eg 

dietician) if not accessing 

structured education; 

Identification of cardiovascular 

risk factors (smoking, obesity, 

physical inactivity, 

hypertension, dyslipidaemia); 

Screening for complications; 

Identification of other problems 

(eg depression); 

Psychological support (low 

level). 

 

 

Diabetes register; 

Appropriate review (minimum 

annual) of all patients with diabetes; 

Standardised basic assessment 

(HbA1C, lipids, weight, blood 

pressure); 

Identification and management of 

cardiovascular risk factors 

(smoking, obesity, physical 

inactivity, hypertension, 

dyslipidaemia); 

Annual screening for complications, 

including foot review; 

Referral to structured education or 

specialist (eg dietician) if not 

accessing structured education; 

Referral to ongoing support for self 

management (eg Expert Patient 

Programme); 

Signposting (eg Diabetes UK); 

Identification of other problems (eg 

depression); 

Psychological support (low level). 

Identifying women of childbearing 

age, offering contraceptive advice, 

referring on to level 2 when 

considering pregnancy. 
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 Prevention Diagnosis Initial Management Continuing Care 

Level 2 

Enhanced Primary 

Care 

 

Promoting healthy 

lifestyles; 

Weight reduction courses; 

Exercise programmes. 

 

 

Confirmation of initial diagnosis 

for those patients outside normal 

parameters, eg - elderly with 

BMI <25, young adults >25, 

those with need for increasing 

levels of oral medication, those 

with known generic family 

profile of diabetes. 

 

Agreement of management 

plans for cases where, despite 

best efforts of level 1, patients 

not achieving target control; 

Structured education courses for 

Type 2 diabetes (DESMOND); 

Other support for self 

management (eg 1:1 support 

including weight management 

and exercise advice, Expert 

Patient Programme, signposting 

to Diabetes UK); 

Psychological support (moderate 

level – increasing patients 

ability to cope with living with 

diabetes); 

Liaison with community 

matrons over patients with 

complex needs; 

24 hour helpline for patients. 

 

 

 

Insulin initiation (Type 2 diabetes); 

Optimising diabetes therapies; 

Treatment and management 

planning for poorly controlled; 

Ongoing structured education 

courses for Type 2 diabetes 

(DESMOND); 

Enhanced exercise, weight 

management and smoking cessation 

programmes; 

Other ongoing support for self 

management (eg 1:1 support 

including weight management and 

exercise advice, Expert Patient 

Programme, signposting to Diabetes 

UK); 

Specialist dietetics; 

Podiatry; 

Agreement of management plans 

for complications in complex 

patients (Retinal, Renal, Vascular, 

Foot); 

Ongoing psychological support 

(moderate level – increasing 

patients ability to cope with living 

with diabetes); 

Pre and post pregnancy advice in 

conjunction with level 3; 

24 hour helpline for patients. 
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Enablers (all levels): 

Education programme for level 1 providers 

Ongoing advice and support for level 1 providers (telephone/email) 

Coordination of services provided at level 2 

Mentorship/support for level 2 

Development and application of protocols 

Agreed care pathways 

Clinical governance framework 

 

 Prevention Diagnosis Initial Management Continuing Care 

Level 3 

Specialist Care 

 

Complex obesity 

management. 

 

Classification of genetic or auto-

immune diagnoses; 

 

 

Education for complex cases 

and agreement of management 

plan; 

Initial management and 

agreement of management plan 

with patients with Type 1 

diabetes; 

Psychological support 

(specialist); 

Complex obesity management 

 

 

Review as appropriate of Type 1 

and complex Type 2 diabetes 

patients; 

Ongoing structured education for 

Type 1 diabetes (DAFNE); 

Ongoing psychological support 

(specialist); 

Complex obesity management; 

Acute in-patient management; 

Rapid access/crisis clinic – patients 

seen within 1 week;; 

Complex complications (Retinal, 

Renal, Vascular, Foot); 

Pre and post pregnancy advice in 

conjunction with level 2; 

Pregnancy care;  

Transition management from 

children to adult services; 

Insulin pump clinics. 
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APPENDIX 4 

Outline Responsibilities and Duties of Multidisciplinary Team  

Responsibility Key duties 

 

Providing specified level 2 care 

for patients 

 

 insulin initiation (Type 2 diabetes); 

 optimising diabetes therapies; 

 1:1 support for self care, including weight management and exercise advice; 

 psychological support – increasing patients’ ability to cope with living with diabetes; 

 specialist dietetics; 

 specialist podiatry; 

 confirmation of initial diagnosis for those patients outside normal parameters, eg - elderly with BMI <25, young 

adults >25, those with need for increasing levels of oral medication, those with known generic family profile of 

diabetes; 

 agreement of management plans for cases where, despite best efforts of level 1, patients not achieving targets; 

 agreement of management plans for complications in complex patients; 

 pre and post pregnancy advice in conjunction with level 3. 

 

 

Coordinating education and 

support programmes for 

patients 

 

 structured education courses for Type 2 diabetes patients (DESMOND); 

 Expert Patient Programme; 

 24 hour helpline for patients. 

 

 

Coordinating training and 

support for primary health care 

professionals 

 

 regular training programmes and email/telephone support for General Practitioners, practice nurses, district 

nurses, care/nursing home/hospice/prison staff (at level 1); 

 working in partnership with the Primary Care Trust to assure a satisfactory level of service at level 1, helping to 

identify gaps and supporting improvement. 
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Responsibility Key duties 

 

Linking with other services 

providing care to adult patients 

with diabetes so care is 

seamless 

 

 liaison with specialist services over difficult cases to ensure best care (virtual case note reviews); 

 holding Multidisciplinary Team meetings to share learning amongst team members and establish core learning 

set; 

 giving feedback to General Practitioners on management plans for poorly controlled patients; 

 liaison with community matrons over patients with complex needs; 

 liaison with podiatry services. 

 

 

Ensuring referral to related 

level 2 care where this has not 

been done at level 1 or 3 

 

 enhanced exercise, weight management and smoking cessation programmes; 

 screening programmes for retinopathy; 

 podiatry services 

 Diabetes UK. 

 

 

Linking with opportunistic 

screening programmes 

provided in community 

 

 linking with programmes provided in pharmacies and by local authorities and voluntary sector and national 

prevention programmes. 


