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Foreword  
 

This report has been agreed following consultation with the Council of Health Professionals of Diabetes 

UK, the Association of British Consultant Diabetologists, the Community Diabetes Consultants group and 

the Diabetes Nurses Forum. 

 

The NHS faces more pressures now than ever before, but at the same time the number of people with 

diabetes is increasing because of a growing aging population and rising levels of obesity. It is anticipated 

that by 2025 more than 4 million people in the UK will have diabetes. 

 

Everyone recognises the need for local services to prioritise quality care and efficiency in order to meet the 

expectations placed on the NHS by government so that people with diabetes have access to the full range of 

diabetes skills and expertise, as set out in the standards of the various national plans/frameworks for 

diabetes in England1, Northern Ireland2, Scotland3 and Wales4 and National Institute for Health and Clinical 

Excellence and Scottish Intercollegiate Guidelines Network guidelines5,6,7,8,9. 

 

The delivery of diabetes care is complex and touches on almost every part of the health service. It is the 

responsibility of local services, and those working within commissioning and provider roles, to work 

together with people with diabetes to organise, plan and deliver a full range of integrated diabetes care 

services. The local delivery model agreed within the local diabetes network, comprising specialist teams, 

primary care teams, commissioners and people with diabetes, will determine how the diabetes specialist 

services are organised. It should identify the roles and responsibilities of provider organisations to ensure 

that the right person provides the right care at the right time in the right place, thereby reflecting the 

principles for delivering a high-quality integrated diabetes service10.  

 

This report has been produced to assist managers, commissioners and healthcare professionals to provide 

advice on the structure of specialist diabetes services for adults. Children’s services will need to be covered 

separately, although some recommendations are made for structuring transition care from paediatric to adult 

services.  
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Highly skilled and committed primary care teams now deliver a greater amount of routine diabetes care, 

including much of the day-to-day support for many people with diabetes. The role of the multidisciplinary 

specialist diabetes team remains the hub and spoke of high-quality care for all. Diabetes care may be 

delivered by a variety of providers in a range of different settings, resulting in the model of care varying 

from one locality to another. How specialist diabetes care is organised will vary depending on local needs, 

skills, resources and organisation. All integrated diabetes services must see to it that specialist diabetes 

expertise and support are built into the model of care. Local commissioners across the UK have a 

responsibility to provide high-quality, integrated, person-centred local care that supports self-management. 

In other words, people with diabetes should have access to the care that they have a right to expect.  

 

Dr Jiten Vora, Consultant Physician  

and Chair of the Diabetes UK Task & Finish Group  

 

Douglas Smallwood, Chief Executive, Diabetes UK 
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Executive summary 

 
Chapter 1: Policy context 

 

• The increasing prevalence of diabetes, a growing population of elderly people with multiple 

conditions, changing patient expectations, and the development of new treatments and technologies 

are changing the dynamics of diabetes care. 
• The national diabetes frameworks/plans set out standards of care for people with diabetes, 

emphasising the importance of health services supporting self-management and the increasing role 

of primary care in the provision of routine care, and the need for local diabetes care to be delivered 

in an integrated manner. 
• Considerable progress has been made towards achieving these standards in a number of areas. 
• The overall thrust of health policy development in the UK has been concerned with increasing 

prevention, improving self-care, improving access to care and integrating services across the whole 

system to bring care closer to home.  

• Each nation has different systems and incentives for achieving these goals. 

• Delivery of integrated services needs full stakeholder involvement, which may be undertaken with 

guidance from local diabetes networks, and equivalent local diabetes services advisory groups 

(LDSAGs) in Wales. 
 

Chapter 2: Organisation of core components of care for the whole healthcare system 

• Healthcare professionals working in primary, community, specialist and social care services have a 

responsibility to provide diabetes care to support people with diabetes to self-manage, within an 

integrated system of care.  

• Having local diabetes networks and advisory groups in place is essential to the planning, delivery 

and monitoring of diabetes care across the whole system of care, involving healthcare professionals 

working in primary care, specialist care, managers and people with diabetes. 

• Delivery of integrated care requires systems, responsibilities to be clearly defined so that all those 

involved, including people with diabetes, fully understand their roles.  
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Chapter 3: Local models for delivering care for adults with diabetes    

• Local models of care should aim to support people with diabetes to manage their own diabetes, 

working together with their healthcare team through education and care planning. 

• Localities need to work with a local diabetes network or local diabetes service advisory group 

(LDSAG), involving people with diabetes, to agree how care is to be delivered. 

• The model must ensure delivery of quality care meeting national standards across primary, 

community and specialist care.  

 

Chapter 4: The role of specialist diabetes teams         

• Specialist diabetes teams deliver direct patient care and support the co-ordination of diabetes care 

across the whole system within local diabetes networks and advisory groups. 

• Teams will be based in a range of settings and have a key role to play in providing clinical 

governance, education, training and support to primary and community services within an integrated 

diabetes network. 

• Delivery of a diabetes specialist service is complex and requires input from the full multidisciplinary 

diabetes team to deliver high-quality care to all people with diabetes. This will only be achieved by 

making sure that minimum standard staffing levels are in place.  

 

Chapter 5: Contribution of specialist diabetes services to integrated diabetes care  

• The organisation of specialist diabetes services is dependent on local demographics, facilities and 

staff skills. 

• Specialist diabetes teams support the delivery of high-quality intermediate care within a 

multidisciplinary team. 

• Services in an acute setting include outpatient care, inpatient care, use of new communication 

technologies, training and education, and research and development. 

  

Chapter 6. Intermediate diabetes service          

• Intermediate diabetes care services provide community-based specialist care. 

• Clinical leadership should be provided by a consultant diabetologist who delivers other acute and 

specialist diabetes services within the local model of care to ensure appropriate consistency and 

integration. 
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• GPs with a special interest in diabetes provide an effective triage of protocol-based referrals from 

primary care.  

 

Chapter 7: The role of specialist diabetes teams in inpatient care    

• Acute trusts and hospitals should prioritise investment in specialist diabetes inpatient teams to 

deliver high-quality and cost-effective support, providing the expertise to reduce expected length of 

hospital stays and ensure delivery of safe and person-centred care.  

• The multidisciplinary specialist diabetes inpatient team works with staff not specialising in diabetes 

to help set standards, plan pathways, and train and support the delivery of personalised care.  

• Leadership and monitoring of clinical and patient reported outcomes is a key role of members of the 

diabetes inpatient team. 

  

Chapter 8: The role of consultant diabetologists 

• Consultant diabetologists provide multidisciplinary diabetes specialist teams with leadership. 

• The majority of consultant physicians with a specialist interest in diabetes also deliver general 

medicine in hospitals, alongside general management and research and training roles, and contribute 

substantially to the acute general medical service. 

• Although most consultants with a specialist interest in diabetes are based in acute hospitals with 

responsibility for providing support and education to community diabetes services, an increasing 

number of community diabetes consultants are employed to deliver and co-ordinate services in a 

community setting only.  

 

Chapter 9: The role of diabetes specialist nurses         

• Diabetes specialist nurses (DSNs) work wholly in diabetes care and may be employed in primary or 

secondary care, or in both. 

• The title of DSN should only be used if a practitioner has the appropriate qualifications, skills and 

competences.  

• Skills to enable self-management and support patients’ behaviour through motivational approaches 

are now integral to the role. 
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Chapter 10: The role of diabetes specialist dietitians 

• Diabetes specialist dietitians work as members of multidisciplinary teams across a variety of 

healthcare settings, including primary and secondary care.  

• There are essential and desirable criteria in the job descriptions of DSDs, including qualifications in 

nutrition, dietetics, and diabetes 

• The role provides advice and teaching in a range of specialist areas, including carbohydrate counting 

and structured diabetes patient education.  

         

Chapter 11: Components of a transitional/young person’s diabetes service     

• Attention needs to be focused on organising effective transitional care for young people with 

diabetes and their families. 

• Staff components in the delivery of transitional care should be in place to provide care and support 

to young people, link with partners services and put appropriate audit systems in place 

• Regional networks are being established in areas to provide a route to support strategic development 

and service improvement of services for children and young people.  

 

Chapter 12: The diabetes specialist pharmacist 
• Despite no formal definition of the role, there are many diabetes specialist pharmacists, generally 

working in secondary care, often in a role split between diabetes and other conditions.  

• Some diabetes specialist pharmacists have attained the title of ‘consultant pharmacist’, as identified in 

A Vision for Pharmacy in the New NHS. 

• Diabetes specialist pharmacists should be suitably formally qualified with the expertise and 

experience to fulfil a wide range of roles, including research, teaching, evaluating ongoing clinical 

trials, evaluating drug expenditure within the specialty of diabetes and much more. 

 

Chapter 13: Components of a specialist diabetic pregnancy service 

• Specialist preconception care should be accessible by all women with diabetes of childbearing age, 

and be provided in a variety of settings. 

• All pregnant women with diabetes require access to a skilled team of specialist diabetes expertise 

and obstetric support.  
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• The role of the diabetes pregnancy team will be to provide postnatal advice to patients, governance 

and service leadership, and development. 

  

Chapter 14: Components of a specialist continuous subcutaneous insulin infusion service 

• More people with diabetes are finding that the use of insulin pumps is transforming their lives, and 

the numbers using this technology will increase in coming years.  

• A multidisciplinary specialist diabetes team trained in pump management should deliver pump 

initiation and management. 

• Teams should consist of staff with a special interest in insulin pump therapy with clinical, 

psychological, education expertise and other elements of care for people with diabetes.  

  

Chapter 15: Components of a diabetes renal service 

• Specialist assessment should be available to patients with, or at high risk of, renal disease. 

• A diabetes renal service should work closely with nephrology services to ensure effective 

communication and co-ordination of care. 

• Diabetes nephrology services should have appropriately trained staff and systems in place to 

organise the service effectively and ensure rapid access for patients with deteriorating estimated 

glomular filtration rate (eGFR) or worsening proteinuria.  

   

Chapter 16: Components of a specialist diabetic foot service 

• A specialist diabetes foot care service should be available, consisting of staff with a specialist 

interest in diabetes foot care. 

• Such a service requires access to appropriate facilities to deliver high-quality, effective and efficient 

care. 

• The organisation of a specialist diabetes foot care service requires agreed protocols, rapid access and 

joint clinics and clear communications systems to support integration with the other elements of the 

diabetes care.  

 

Chapter 17: Components of specialist psychological services for people with diabetes    

• Meeting the emotional and psychological needs of people with diabetes is an integral part of diabetes 

care. 
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• A range of psychological skills will be required to deliver specialist psychological support to people 

with diabetes with complex psychological needs associated with their diabetes. 

• Key aspects of a psychological service include patient care, training and supervision of the wider 

diabetes team, research, audit and service development.  
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Chapter 1: Policy context 

 
The increasing prevalence of diabetes, linked largely to rising levels of obesity and an aging population, 

most notably in areas of social deprivation and among black and minority ethnic communities, is creating 

new challenges for the NHS throughout the UK. A growing population of frail, elderly people with multiple 

conditions is also changing the dynamics of diabetes care. Patient expectations are changing too, and the 

development of new treatments and technologies has led to the increasing use of insulin pumps, new forms 

of continuous glucose monitoring, bariatric surgery and even islet cell transplantation. 
 

The national diabetes frameworks 1,2,3 set out standards of care for people with diabetes and emphasise the 

importance of health services supporting self-management. In Northern Ireland the last strategic guidance 

that related to diabetes was the CREST Report of the Northern Ireland Task Force on Diabetes of 20034. 

These national standards recognise the increasing role of primary care in the provision of routine care and 

the need for local diabetes care to be delivered in an integrated manner. This process enables appropriate 

access to specialist diabetes care services for people with diabetes and educational support for the delivery 

of routine care. Considerable progress has been made towards achieving these standards, particularly in 

relation to increasing the early identification of people with diabetes, the development of primary care 

diabetes teams, competencies-based care delivery, skills-based education programmes for people with 

diabetes, and screening programmes for diabetic retinopathy5. 

 

The National Institute for Health and Clinical Excellence and the Scottish Intercollegiate Guidelines 

Network have produced national guidance on the best and most cost-effective treatments and clinical 

guidance for diabetes6,7,8,9,10. However, local guidance is needed to provide interpretation and 

implementation, drive local service improvement and recognise the role of specialist diabetes input within 

the delivery of integrated diabetes care across the whole system of care.  

 

Bringing care home  

The overall thrust of health policy development in the UK has been concerned with increasing prevention, 

improving self-care, improving access to care and integrating services across the whole system to bring care 

closer to home. Each nation has different systems and incentives for achieving these goals. 
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England 

Clinicians hope that Lord Darzi’s High Quality Care for All11 heralds a period of sustained direction, 

increased and improved clinical leadership, and a stronger focus on the broader aspects of quality. The 

development of integrated district-wide services is the responsibility of commissioners, working together 

with local clinical champions from both specialist and primary care. Indeed, the Diabetes Commissioning 

Toolkit12 defines characteristics of ‘best practice’ as being to aid commissioners to ensure delivery of high-

quality, cost-effective diabetes care. 

 

Northern Ireland 

In Northern Ireland a Cardiovascular Service Framework was published in 200913, which includes three 

standards relating to diabetes care (diagnosis, annual reviews, structured education and emotional and 

psychological support and care). While this is welcome, the standards do not go far enough or address all of 

the issues involved. Diabetes currently sits on a shortlist for consideration for a service framework.  

The Department of Health, Social Services and Public Safety’s 20-year vision, A Healthier Future14, pointed 

towards a ‘Network’ system that would cross the boundaries between different healthcare professionals, 

health and social care organisations and sectors to provide a flexible, fully resourced group who would 

‘improve access to care…focusing on team-based outcomes and provide a base for standardising care in 

accordance with evidence-based guidelines’. 

 

Priorities for Action in 2009/1015 stated: ‘The aim will be to build on progress made in 2008–09 in 

embedding international evidence-based methodologies … to begin implementation of the new Service 

Frameworks and NICE guidance/technology appraisals endorsed by the Department.’ 

 

Scotland 

In Scotland following a period of consultation and review, an updated Diabetes Action Plan, Better 

Diabetes Care, is due to be published early 2010. The new action plan will focus on developments over the 

next three years (2010–13). Better Diabetes Care sits alongside the Better Heart Disease and Stroke Care 

Action Plan16 and in relation to the overarching action plan for long-term conditions17. 

 

The Diabetes Clinical Standards (NHS QIS) provide the basis for measuring local NHS performance against 

nationally agreed criteria, and a review of the implementation of clinical standards was published in 2008. 
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The Scottish Intercollegiate Guidelines Network (SIGN) diabetes guidelines provide an evidence base for 

clinical practice designed to reduce variations in practice and outcome. The SIGN guideline for diabetes, 

SIGN 5518,  is currently under revision, and is due to be published in 2010. 

 

Developing high-quality care is being prioritised through the development of the new diabetes action plan in 

Scotland. The Health Improvement, Efficiency, Access, Treatment (HEAT) targets reflect the priorities, 

objectives and measures agreed as part of local delivery plans with each NHS Board with a target ‘to 

achieve agreed reductions in the rates of hospital admissions and bed days of patients with primary 

diagnosis of COPD, Asthma, Diabetes or coronary heart disease, from 2006–07 to 2010–11’19. 

 

Wales 

The Welsh Assembly Government launched Designed for Life in 200520, which had a focus on disease 

prevention, self-management and reducing admissions to hospital. In 2008, came the Service Improvement 

Plan21. As with Designed for Life, however, the emphasis was on a generic chronic conditions agenda. 

 

Integrated healthcare delivery  

The joint Royal Colleges report Teams without Walls22 demonstrates the commitment of the medical and 

nursing professions leadership nationally, and in frontline teams, to working together to meet the objectives 

of improved patient care underlying recent policies, and to move towards a more integrated approach to 

healthcare delivery.  

 

Delivery of services needs full stakeholder involvement, which may be undertaken with guidance from local 

diabetes networks, and equivalent local diabetes services advisory groups (LDSAGs) in Wales, comprising 

specialist diabetes teams, primary care teams and people with diabetes. Local services should organise 

integrated diabetes care, along the principles of Teams without Walls, while identifying priorities for 

investment across the traditional borders of acute and community sectors. 

 

All members of the local diabetes community should collaborate with specialist and generalist clinicians and 

users through local networks to: deliver excellent, safe and affordable diabetes care; remove competitive 

barriers to quality integrated care; and work towards a shared vision and model of care for the benefit of 

people with diabetes.  
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Teams without Walls is an integrated model of care, where healthcare professionals work together in teams, 

across traditional health boundaries, to manage care pathways designed by local clinicians and people with 

diabetes, thereby meeting the principles of the joint position statement of the Diabetes UK, Association of 

British Consultant Diabetologists, Community Diabetes Consultants, Royal College of Nursing and Primary 

Care Diabetes Society, in order to deliver high-quality integrated care.  

 

The introduction of the Quality and Outcomes Framework Guidance for GMS Contract 2009/1023, and the 

development of structured care for an increasing number of people with diabetes in primary care that it has 

brought about, have changed the role and emphasis of specialist diabetes care in many areas. Within 

specialist teams, non-medical practitioners are increasingly working in positions with an extended scope, 

and are taking on more leadership roles. 

 

Key messages 

• The increasing prevalence of diabetes, a growing population of elderly people with multiple 

conditions, changing patient expectations, and the development of new treatments and technologies 

are changing the dynamics of diabetes care. 
• The national diabetes frameworks/plans set out standards of care for people with diabetes, 

emphasising the importance of health services supporting self-management and the increasing role 

of primary care in the provision of routine care and the need for local diabetes care to be delivered in 

an integrated manner. 
• Considerable progress has been made towards achieving these standards in a number of areas. 
• The overall thrust of health policy development in the UK has been concerned with increasing 

prevention, improving self-care, improving access to care and integrating services across the whole 

system to bring care closer to home.  
• Each nation has different systems and incentives for achieving these goals. 
• Delivery of integrated services needs full stakeholder involvement, which may be undertaken with 

guidance from local diabetes networks, and equivalent local diabetes services advisory groups 

(LDSAGs) in Wales. 
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 Chapter 2: Organisation of core components of care for the whole healthcare system 

 

Diabetes impacts on all aspects of people’s lives and relationships, presents many daily challenges and 

requires life-long, multidisciplinary care that calls for a mixture of skills and approaches. During a person’s 

journey with diabetes, as their condition changes and new treatments become available, that care will almost 

certainly have to change – probably many times. Many professionals in primary, community, specialist and 

social care services have a responsibility to provide this support and to make sure that people with diabetes 

have equal access to services, so that they can self-manage and receive the care they should expect. People 

with diabetes and their families play a central role in that care.  

 

The core components of care are: 

• prevention of diabetes 

• early identification and diagnosis 

• education and care planning 

• continued supportive care, including medicines review, monitoring and continued care planning 

• prevention of complications, including risk factor identification and management 

• surveillance for complications 

• treatment of complications, including inpatient care, where necessary 

• management of special groups, including children and young people, pregnant women with diabetes, 

frail and elderly people, and other hard-to-access groups. 

 

Many of these components require a co-ordinated approach between multiple healthcare professionals in 

different sectors of health and social care. The treatment of complications requires further co-ordination 

with numerous specialists. System management is therefore essential, including the flexibility to deliver 

personalised care, identifying and meeting the individual needs of people with diabetes. For local 

populations, a local model of care is required, which can be developed in more detail, with roles and 

responsibilities clearly identified. Ideally, care should be provided within each locality to agreed care 

pathways, and each care provider should be clear of their role and relationship with other providers.  

 

The development of local diabetes networks and advisory groups, which involve healthcare professionals, 

those commissioning services, and people living with diabetes, is key to the planning, delivery and 



 22 

monitoring of integrated care. These have been successful in many areas, although many others require 

strengthening, investment and support to drive local diabetes care improvements. In those areas where 

integrated care is considered successful, and there are strong and effective links between primary and 

specialist care, the care provided incorporates the following principles, which should be viewed as core 

components for the delivery of an integrated diabetes care service:  

• a defined local diabetes network involving clinical teams and people with diabetes, with high level 

input from commissioning organisations and dedicated management support ie a network manager to 

create a defined and agreed local model of care  

• the development of local care pathways with care planning to assess the individual needs of people 

with diabetes and agree in partnership how these needs will be met 

• care plans that have sufficient flexibility to identify and address individual clinical needs of people 

with diabetes 

• ongoing education and training for healthcare professionals involved in the delivery of diabetes care, 

to ensure appropriate competencies are fulfilled.  

 

The delivery of integrated diabetes care in any locality requires co-operation and collaboration, working to a 

shared vision of healthcare, and drawing together the skills and relationships within the community. 

Specialist diabetes teams, often with extended roles, working in primary care through community 

consultants and GPs with a special interest, form a central ‘hub’ of expertise to support the delivery of high-

quality and effective delivery of diabetes care and are recognised as having a key role in:  

• helping to shape the provision of local diabetes services, eg through membership of diabetes clinical 

networks and local diabetes services advisory groups (LDSAGs) 

• continuing professional development and ongoing learning  

• monitoring the quality of diabetes services provided within an integrated care system 

• working with local community support groups such as Diabetes UK voluntary groups 

• audit and quality improvement of specialist care services 

 

Key messages 

• Healthcare professionals working in primary, community, specialist and social care services have a 

responsibility to provide diabetes care to support people with diabetes to self-manage, within an 

integrated system of care.  
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• Having local diabetes networks and advisory groups in place is essential to the planning, delivery 

and monitoring of diabetes care across the whole system of care, involving healthcare professionals 

working in primary care, specialist care, managers and people with diabetes. 

• Delivery of integrated care requires systems, responsibilities to be clearly defined so that all those 

involved, including people with diabetes, fully understand their roles.  
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Chapter 3: Local models for delivering care for adults with diabetes 

 

Professional bodies representing all healthcare professionals involved in the delivery of diabetes care, 

including Diabetes UK, the Association of British Clinical Diabetologists (ABCD), the Royal Colleges of 

Physicians, General Practitioners and Nursing, Community Diabetes Consultants network (CDC) and the 

Primary Care Diabetes Society (PCDS) recognise that the delivery of high-quality care for all people with 

diabetes requires a model of integrated care.  

 

Any model for integrated diabetes care requires input from generalist primary care as well as community 

and specialist teams. It also requires advice from people with diabetes. In many areas, people with diabetes 

will also provide peer-support services through voluntary organisations such as Diabetes UK voluntary 

groups and local community groups. These should always be factored into an integrated model of care.  

 

Aims of a diabetes service model 

The overall vision for establishing a local model of care will be for everyone with diabetes to receive the 

highest-quality care in the most appropriate setting. The aims of a service model will be to ensure the 

provision of: 

• patient-focused care – people with diabetes should be supported to make any lifestyle changes 

necessary and empowered to care for themselves, wherever possible, through the provision of 

effective education and collaborative care planning  

• integrated, multidisciplinary care, with joined-up services across organisational boundaries 

• a whole-system approach across the care pathway. 

 

This service model is principally concerned with the provision of integrated care for adults who have 

already been diagnosed with diabetes. This constitutes a major component of the local diabetes strategy 

because it encompasses the comprehensive range of services that need to be in place along the whole care 

pathway – from prevention through to diagnosis, treatment and care. Such models may be developed and 

adopted by local clinical diabetes networks to fit local patient population requirements and healthcare 

professionals’ competencies.  
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An integrated approach to planning and delivering care across all diabetes services is likely to produce the 

best results for people with diabetes, reinforcing the need for a local clinical network. Many areas have 

identified a model of care consisting of three or four levels that define the aspects of care and skills required, 

and how they will be delivered within the local diabetes community. Generic models require local 

adaptation, again through a local diabetes network or equivalent local diabetes services advisory group 

(LDSAG). The division of components of care into tiers may, of course, vary from area to area, depending 

on local expertise and competencies. Also, to meet the changing needs of the local population, such division 

of care may change with time, developing new competencies in the process. (An example of such a model in 

England is given in Appendix 1.) 

 

Key messages 

• Local models of care should aim to support people with diabetes to manage their own diabetes, 

working together with their healthcare team through education and care planning. 

• Localities need to work with a local diabetes network or LDSAG, involving people with diabetes, to 

agree how care is to be delivered. 

• The model must ensure delivery of quality care meeting national standards across primary, 

community and specialist care.  
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Chapter 4: The role of specialist diabetes teams  
 

Working together to deliver a local model of care 

Specialist diabetes teams can best fulfil their potential when functioning in a complementary fashion to 

other parts of the healthcare system. Local health boards (LHBs), health boards, primary care trusts (PCTs) 

must ensure the delivery of services for their population that meet local health needs, and monitor the 

quality of those services and outcomes. Multidisciplinary primary care teams have a fundamental role in the 

prevention and identification of diabetes as well as in routine care at a level that fits with their 

competencies. This role will often include active case management of patients with multiple conditions.  

 

Multidisciplinary diabetes teams 

Specialists involved in the delivery of diabetes care must work in multidisciplinary teams for care to be truly 

effective. They should have received extensive training accredited at a national level. Specialist teams 

should comprise physicians, nurses, podiatrists, dietitians and clinical psychologists, who will also 

collaborate with many other specialists who might be incorporated into the team.  

 

Specialist teams provide direct care for people with diabetes with complex needs that cannot be met within 

the skill competencies of the general practice team. Examples include: 

• people newly diagnosed with Type 1 diabetes 

• people with Type 1 diabetes (for carbohydrate counting and/or consideration of the use of insulin 

pumps)  

• children with diabetes  

• pregnant women and those planning a pregnancy 

• patients with significant and ongoing cardiovascular or peripheral vascular disease 

• young patients with diabetes of an undefined nature  

• patients with active foot ulcers or uncontrolled neuropathic pain 

• patients with diabetes and renal disease or retinopathy requiring active management or complex 

monitoring 

• people whose risk factors for complications have been unsuccessfully controlled in primary care  

• patients with recurrent hypoglycaemia 
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• patients with neuropathy, especially autonomic neuropathy.  

• inpatient care.  

 

Co-ordination across the whole system of diabetes care 

Specialists will also often have a co-ordinating and facilitating role for some of the population-wide 

services, such as education and training or surveillance for complications, eg retinopathy programmes. 

 

Education and training 

The role of specialist teams in developing and maintaining the skills of other care teams is significant. As 

the local experts, they play a key part in advising commissioners and the leadership of other organisations. 

Specialists also have a significant role in training and supporting the development of expertise in those 

providing ongoing diabetes care in the community.  

 

Specialist teams may be based in hospitals or community settings, but will need to provide care, support and 

education in all locations for the local population. In some teams key members focus on different aspects of 

the service. In those areas where they must also focus on community-based care, community specialist jobs 

have been created. The medical components of specialist care cannot feasibly be delivered and led by a 

single consultant diabetologist as part of a multidisciplinary team for the size of population served by most 

PCTs, even with the support of GPs with a special interest and the other professions. 

 

One of the key challenges for many specialist teams, particularly those based in hospitals, is that they may 

be serving a number of health care planners, commissioners and populations with differing requirements or 

models of care. Local clinical diabetes networks, consisting of those working in primary and community 

diabetes services, specialist diabetes care, social care and people with diabetes, should be the mechanism for 

partners to work together to agree and define local care models and systems, and advise PCTs, LHBs, trusts, 

health boards and practice-based commissioners on service availability and monitoring across all parts of the 

UK.  
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Chapter 5: Contribution of specialist diabetes services to integrated diabetes care 
 

It is recognised that staffing requirements, facilities and resources will vary from area to area. However, 

providers of specialist diabetes services have a crucial role to play in either delivering or supporting the 

delivery of all levels of care across the whole integrated diabetes model of care. Key contributions of 

specialist staff include: 

• supporting primary care staff to provide high-quality diabetes care  

• provision of ongoing education and training in diabetes for primary healthcare professionals 

• direct provision of support to GPs and their staff in the delivery of diabetes care (ie within GPs’ 

premises) through joint practice-based clinics and virtual clinics  

• support to GPs in the delivery of care to people living in residential settings and hard-to-reach 

groups (eg homeless people) 

• support for general practice in the introduction of new therapies and treatment regimens 

• provision of group education for people with diabetes 

• easy access to specialist diabetes podiatry and dietetic services provided in community settings, such 

as polyclinics (ie as close as possible to where people live) 

• leadership of diabetic retinopathy screening programmes, and definition of referral criteria for 

specialist advice and management of risk factors 

• easy access to specialist advice (consultant diabetologist and/or diabetes specialist nurse) on the 

management of individual patients – including the provision of email/telephone advice to GPs and/or 

practice nurses (the aim would be to enable GPs and their staff to continue, where appropriate, to 

care for the patient in the community, possibly with the support of intermediate diabetes care 

services – see below and Chapter 6) 

• training for, and ongoing support to, those GPs and their staff who provide extended primary care 

services for their own patients and those registered with neighbouring practices, such as insulin 

initiation, group education for people with diabetes, and diabetic foot clinics 

• easy access to specialist assessment of patients with more complex needs, with clear referral 

pathways. 
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The way that specialist diabetes services are organised, and the staff leading the delivery of the different 

aspects of specialist care, will vary from area to area, depending on the skills of local hospital, community 

and primary care staff 

 

Intermediate diabetes care  

The service configuration for each locality will be based on the needs of the local population, taking into 

account projected demography, current service capacity and policy initiatives. Intermediate diabetes care 

supports the concept of ‘care closer to home’, and comprises specialist ambulatory diabetes services 

provided in community-based settings – ie for those patients who do not need to be seen in an acute setting.  

Services are provided by a multidisciplinary team, which includes consultant diabetologists, GPs with a 

special interest, middle-grade doctors, diabetes specialist nurses, diabetes specialist dietitians, diabetes 

specialist podiatrists and clinical psychologists. Specialist involvement in the intermediate care teams 

includes: 

• clinical leadership and clinical governance of intermediate diabetes care service provided by 

consultant diabetologists, with advice to commissioners regarding the ongoing development of 

diabetes services 

• support, education and training of primary care teams 

• ready access to specialist advice for people with diabetes, especially during times of increased need 

• patient education and pre-conception advice 

• telephone with or without email advice for people with diabetes 

• one-off multidisciplinary specialist assessment with referral back to the GP with advice on how best 

to provide ongoing care  

• initiation of injectible therapies – the aim being to refer patients back to their GP for ongoing care 

once they have been stabilised 

• ongoing care for patients with more complex needs requiring ongoing care by a specialist team, but 

who do not need this care to be provided in an acute setting. 

 

Provision of specialist diabetes services within an acute setting 

Specialist diabetes services are provided within an acute setting for those patients whose needs are too 

complex for them to be seen in a community setting. These should include: 
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• services provided by the multidisciplinary team, including consultant diabetologists plus middle-

grade doctors, diabetes specialist nurses, diabetes specialist dietitians, diabetes specialist podiatrists 

and clinical psychologists 

• clinical leadership and clinical governance of specialist diabetes services provided by consultant 

diabetologists. 

 

Outpatient care 

In many areas, specialist diabetes care is delivered through outpatient care, based in acute hospitals or 

diabetes centres. Delivery within outpatients remains a common way of organising care to enable consistent 

access by people with diabetes by providing: 

• ongoing care of people with diabetes who have complex needs that cannot be provided in a 

community setting and must be provided in an acute setting, including the provision of patient 

education for those with Type 1 diabetes commencing carbohydrate counting 

• joint transitional clinics with paediatricians/paediatric diabetes specialist nurses 

• insulin pump/continuous subcutaneous insulin infusion therapy clinic  

• assessment and provision of novel treatments and technology for people with diabetes, eg new forms 

of continuous glucose monitoring, bariatric surgery, islet cell transplantation and new therapies 

• preconception advice  

• joint antenatal clinics for pregnant women with pre-existing diabetes and for women who develop 

gestational diabetes 

• patients with young onset of Type 2 diabetes and other rare genetic forms of diabetes 

• management of patients with complications and treatment of risk factors: significant ongoing cardio- 

and peripheral vascular disease, renal disease, retinopathy and neuropathy (especially those with 

uncontrolled neuropathic pain or autonomic neuropathy) 

• management of patients with recurrent hypoglycaemia, with or without hypoglycaemia unawareness 

• joint specialist clinics for people with complications of diabetes: 

o high-risk diabetic foot clinics 

o joint renal clinics 

o joint clinics with ophthalmologists 

o joint vascular clinics 
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• psychological interventions 

• patients with endocrine comorbidities such as Addison’s disease. 

 

Inpatient care 

Specialist teams play a vital role in the delivery of diabetes care in inpatient settings, leading to a shorter 

length of stay for inpatients, improved clinical outcomes and better patient experience. Diabetes inpatient 

work incorporates:  

• the management of people admitted with complications of diabetes (usually as an emergency)  

• advice/support to other specialist teams and relevant agencies on the management of people with 

diabetes admitted for other reasons, including pre-, peri- and post-operative care for elective 

procedures and dialysis 

• advice and support for people with diabetes admitted to hospital to enable quality care, self-

management (where clinically appropriate), reduced length of stay and early safe discharge 

• training packages for non-diabetes healthcare professionals 

• liaison with staff and other agencies to enable discharge planning and appropriate care packages.  

 

New communications technology  

New forms of communication, such as delivery of virtual e-clinics, consultations and telephone help lines, 

are allowing for the rapid delivery of specialist as well as generalist advice for patients and healthcare 

professionals alike. These new ways of working will, over time, impact on the structure of the specialist 

diabetes service. They also provide improved ways for specialist teams to support primary and community 

care to deliver the care that people with diabetes should expect. 

 

Training and education of healthcare professionals 

Within a given locality, specialists should provide leadership and governance for the training and evaluation 

of competencies of all healthcare professionals involved in the delivery of diabetes care, including 

accreditation, ongoing supervision and appraisal of other healthcare professionals, including GPs with a 

special interest in diabetes. 

 

Research and development 
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Specialist teams have the appropriate training to undertake the vital role of initiating and supporting 

research projects in novel therapies and new forms of delivery of care. Specialist teams play a pivotal role in 

translating current research into evidence-based practice, both in hospital and community settings.  

 

Key messages 

• The organisation of specialist diabetes services is dependent on local demographics, facilities and 

staff skills. 

• Specialist diabetes teams support the delivery of high-quality intermediate care within a 

multidisciplinary team. 

• Services in an acute setting include outpatient care, inpatient care, use of new communication 

technologies, training and education, and research and development. 
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Chapter 6: Intermediate diabetes service 
 

Initial steps to move the care of people with diabetes closer to home have resulted in the development of 

‘intermediate diabetes care’. This encompasses all those services provided in community-based settings, and 

includes those services provided by staff employed by organisations delivering both community services 

and acute services:  

• patient education programmes  

• diabetes specialist dietetics service 

• specialist podiatry services  

• psychological support  

• diabetic retinopathy screening programme 

• multidisciplinary specialist diabetes assessment / review / ongoing care 

• initiation of injectible therapies 

• management of patients with erectile dysfunction. 

• education programmes for practice based staff 

• accreditation of practice based staff undertaking insulin initiation 

[add new bullet] diabetes specialist nurse led clinics 

• working with other agencies in processes around admission avoidance 

• case management for those on maximum oral therapies with poor glycaemic control 

• assessment and advice for people with diabetes frequently treated for hypoglycaemia.  

 

The intermediate diabetes service is best managed as one integrated service with unified clinical governance 

arrangements and with clinical leadership from a consultant diabetologist. Ideally, the same organisation 

providing acute services should deliver and monitor the services provided by other parts of the local care 

model. It is helpful if there is one form for GPs to use for all referrals to services provided within the model. 

Referrals for specialist advice should be triaged by the intermediate diabetes service to ensure that patients 

are seen in the most appropriate setting by the most appropriate professional(s). 

 

GPs with a special interest 
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For many localities, the development of an enhanced community-based service provision for diabetes has 

often relied on the development and support of a GP with a special interest in diabetes (GPwSI). GPwSI 

development in England has standardised guidance1, which must be adhered to. 

 

In practice, a GPwSI will form one part of multidisciplinary care, working alongside consultant specialists, 

diabetes specialist nurses, dietitians, podiatrists and psychologists. It is a basic requirement that GPswSI 

must have clinical and governance support from consultant specialist colleagues. Consequently, most 

commissioned community-based services will comprise the use of GPswSI and consultants with other 

components of the specialist team. 

 

Collaborative community-based working will allow effective triage of protocol-based referrals from primary 

care, as well as the organisational infrastructure to deliver high-quality care for people with diabetes at a 

local convenient site. GPswSI have the ability not only to deliver enhanced clinical care, but also to act as 

local clinical leaders, innovators, educators and promoters of service development, as well as point-of-

liaison for different service providers, including the third sector.  

 

Key messages 

• Intermediate diabetes care services provide community-based specialist care. 

• Clinical leadership should be provided by a consultant diabetologist who delivers other acute and 

specialist diabetes services within the local model of care to ensure appropriate consistency and 

integration. 

• GPswSI (diabetes) provide an effective triage of protocol-based referrals from primary care.  
 

References 

1. Department of Health. Guidance and Competences for the Provision of Services Using Practitioners with 

Special Interests (PwSIs): Diabetes. www.rcgp.org.uk/pdf/CIRC_PwSI%20Diabetes.pdf 



 35 

Chapter 7: The role of specialist diabetes teams in inpatient care 
 

One in five people with diabetes are reported to have spent at least one night in hospital in the previous 12 

months1. People with diabetes are much more likely to be admitted to hospital than those without the 

condition, and at any one time they may occupy upwards of 10–15 per cent of all inpatient beds. Most 

admissions are for conditions not directly related to diabetes itself. Length of stay is prolonged, and while a 

proportion of this may be appropriate and related to the greater comorbidity of people with diabetes, such as 

slower recovery from stroke, higher mortality following acute coronary syndrome and outcomes in critical 

care, a significant proportion is related to suboptimal clinical care and is, therefore, avoidable. These excess 

bed days impose a significant cost on hard-pressed health economies. 

 

Components of inpatient diabetes care 

Admission to hospital can be a difficult time for people with diabetes, who are normally expected to manage 

their condition independently. The control of their diabetes is often handed over to the more inexperienced 

members of clinical teams, and hospital regimes are not best suited to their therapeutic and dietary needs.  
 

There is evidence that the presence of a specialist inpatient diabetes team shortens the length of a hospital 

stay, and improves clinical outcomes and the patient experience. Inpatient care should, therefore, form a 

fully integrated part of the overall strategic planning of the diabetes team. Despite the evidence, however, a 

significant proportion of acute trusts in the UK state that they have no specialist inpatient diabetes service at 

all.  

 

The basic structure of a specialist inpatient diabetes team should comprise: 

• at least one diabetes inpatient specialist nurse (DISN) focused predominantly on inpatient care 

• a consultant specialist in diabetes management. 

 

There should also be access to: 

• a diabetes specialist podiatrist 

• a diabetes specialist dietitian. 
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Having the right structure and function is critical to the success of inpatient teams to deliver the care people 

with diabetes should expect in hospital2. They should be formally constituted, with leadership arrangements 

established at an early stage. All members should clearly understand their roles and responsibilities, and 

have the time they spend in this area of work formally recognised in their job plans. The inpatient diabetes 

service should: 

• make sure that it has the necessary staff development skills to be fully effective 

• provide direct expert advice and clinical support, including the development of guidelines and 

protocols, to all clinical areas in an acute trust, such as pre- and post-surgery, management of acute 

coronary syndrome and discharge planning  

• dedicate some time to training other staff in their area of work 

• work with other healthcare professionals to reduce insulin and management errors  

• ensure that basic diabetes management skills are adequately represented in the training programmes 

for all healthcare staff in the acute setting 

• audit and monitor quality outcomes and patient experience  

• act as an expert point of contact for people with diabetes in hospital, providing information, 

education and medicines advice 

• facilitate a reduction in the expected length of hospital stays, as well as safe and appropriate 

discharge into the community  

• play a role in setting standards, leading or supporting protocol and pathway development, and 

providing high-level clinical support to the nursing team, as required.  
 

Self-medication 

The inpatient specialist teams should support the concept of patients retaining responsibility for their own 

care during any hospital stay. There is evidence to suggest that supported self-care reduces the risk of harm, 

increases patient satisfaction and control of their own condition and shortens the length of hospital stays.  

 

Insulin administration errors 

The inpatient specialist team should play a significant role in reducing insulin administration errors (a 

serious and largely unidentified problem in acute trusts), through the implementation of effective training 

programmes for staff. Such errors take the form of, for example, missed or late injections, incorrect doses 
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and delays in changing or stopping insulin infusions. The National Patient Safety Agency ranks insulin-

related mistakes high on its list of incidents involving serious harm or death.  

 

Resource and commissioning issues 

The onus for ensuring that inpatient diabetes teams are in place and working effectively must ultimately lie 

with acute trust boards. Commissioning and funding of appropriate posts will have a profound effect on 

improving the quality of inpatient diabetes services.  

 

Key messages 

• Acute trusts and hospitals should prioritise investment in specialist diabetes inpatient teams to 

deliver high-quality and cost-effective support, providing the expertise to reduce expected length of 

hospital stays and ensure delivery of safe and person-centred care.  

• The multidisciplinary specialist diabetes inpatient team works with staff not specialising in diabetes 

to help set standards, plan pathways, and train and support the delivery of personalised care.  

• Leadership and monitoring of clinical and patient reported outcomes is a key role of members of the 

diabetes inpatient team. 
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Chapter 8: The role of consultant diabetologists  
 

Consultant diabetologists have specialist training and accreditation in diabetes, experience of the full range 

of the medical and multi-organ aspects of diabetes mellitus. Their role should be to provide leadership to 

multidisciplinary diabetes specialist teams and deliver: 

• specialist clinical advice in an outpatient or community setting for people with diabetes with 

complex needs 

• appraisal of colleagues 

• clinical leadership around specific aspects of diabetes care, including new drugs and treatments, 

inpatient care, antenatal care and complications 

• joint speciality clinics with other medical disciplines such as obstetricians, paediatricians, renal 

physicians, vascular surgeons/physicians, specialist foot clinics and cardiovascular physicians 

• consultant advice to hospital colleagues 

• expertise and advice to support case management, problem resolution, complicated therapies and 

complex co-morbidities 

• care of inpatients with diabetes  

• leadership, support, co-ordination and professional development of all members of the 

multidisciplinary diabetes team 

• professional advice and support to develop local guidelines and pathways, working collaboratively 

with local diabetes networks, advisory groups and peer support groups. 

 

The majority of consultant physicians with a specialist interest in diabetes also have commitments to deliver 

general medicine in hospitals, alongside general management and research and training roles. They 

contribute substantially to the provision of the acute general medical service, including ward rounds and the 

management of emergency medical admissions. 

 

The Royal College of Physicians states that physicians with university contracts generally divide their time 

equally between research and a clinical work programme. Quite frequently, the clinical contribution will be 

restricted to the specialty with no general medicine responsibilities1. The academic component of such posts 

usually focuses primarily on research, but there are also often teaching and other academic, administrative 

and managerial responsibilities. Most consultants with a specialist interest in diabetes are currently based in 
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acute hospitals with responsibility for providing support and education to community diabetes services. An 

increasing number of community diabetes consultants are employed to deliver and co-ordinate services in a 

community setting only.  

 

The number of physicians needed to deliver diabetes services and lead the multidisciplinary diabetes team in 

any area will depend on the number of sessions devoted to diabetes care (see pp20–21).  

 

Key messages 

• Consultant diabetologists provide multidisciplinary diabetes specialist teams with leadership. 

• The majority of consultant physicians with a specialist interest in diabetes also deliver general 

medicine in hospitals, alongside general management and research and training roles, and contribute 

substantially to the acute general medical service. 

• Although most consultants with a specialist interest in diabetes are based in acute hospitals with 

responsibility for providing support and education to community diabetes services, an increasing 

number of community diabetes consultants are employed to deliver and co-ordinate services in a 

community setting only.  
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Chapter 9: The role of diabetes specialist nurses 
 

Diabetes specialist nurses (DSNs) work wholly in diabetes care. They may be employed in primary or 

secondary care, or in both. A DSN’s clinical caseload might encompass the care of adults or children with 

diabetes, or both. DSNs are usually members of multidisciplinary teams, although not all of them work with 

the clinical and governance support of a medical consultant specialist in diabetes care, as recommended in 

the Royal College of Nursing report defining such roles1. 

 

Qualifications, knowledge and skills 

DSNs new to their post are required to undertake a diabetes diploma or a related degree as identified in the 

Department of Heath Agenda for Change Job profiles3. DSNs should be registered nurses and have practised 

for a minimum of three years and have proven interests in diabetes management and teaching and 

counselling.  Senior DSNs should have worked for a minimum of three years as a DSN and are expected to 

be working towards, or already be at, a master’s degree level. All DSNs should also be assessed annually 

against specific competencies outlined in the Knowledge and Skills Framework4. Specific diabetes 

competencies can be found in the Career and Competency Framework for Nurses in Diabetes5.  

 

The Knowledge and Skills Framework aims to identify the knowledge and skills required for a post and to 

guide role development along those lines. Generally, nursing roles include all the core dimensions of: 

communication; person and people development; health, safety and security; service improvement; and 

quality and diversity.  

 

In addition, specific competencies are part of the specialist nurse role, which may include: promotion of 

health and wellbeing; the ability to address health and wellbeing needs; assessment and care planning; 

interventions and treatment; information collection and analysis; and learning and development6. These, 

however, may vary depending on the skills mix already present among all members of the multidisciplinary 

team. Achievement of competencies is assessed through a variety or methods grounded in reflective 

practice. The Nursing and Midwifery Council also defines the core competencies of a nurse practising at 

specialist level7.  
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Changing roles 

In response to patients’ demands and expectations, new therapies and devices, and government directives 

influencing change in the health economy over the last decade, the role of the DSN has evolved from its 

original responsibility for general diabetes care. Skills to enable self-management and support patients’ 

behaviour through motivational approaches are now integral to the role. For many DSNs, this has led to 

diversification into even more specialised areas, such as: 

• structured patient education programmes, planned and delivered largely by DSNs 

• insulin pump therapy/continual blood glucose monitoring 

• multidisciplinary working in clinics for patients with specific complications such as renal disease 

• specialised expertise in inpatient diabetes care  

• cardiovascular risk management  

• independent prescribing. 

 

DSNs also influence care indirectly through the education of healthcare professionals, models of mentorship 

and professional development.  

 

Newly developed roles 

New nursing roles include: 

• The diabetes consultant nurse, a post that enables experienced nurses wishing to achieve career 

progression to continue in clinical practice8. These posts incorporate education, strategic leadership 

and research elements in diabetes nursing etc. These appointments play a vital part in service 

redesign and in ensuring that diabetes nursing is represented at the highest level for the benefit of 

people living with diabetes. 

• Diabetes facilitators, who work across primary and secondary care, supporting, educating and 

enabling staff to manage diabetes care. The role predominantly focuses on working with general 

practices to set up standardised care for all patients, and delivering care closer to home, for example 

through insulin initiation, patient education and self-management.  

• The diabetes care technician role, which has enabled unqualified but suitably trained personnel to 

carry out much of the routine screening of people with diabetes and ensured that patients receive 

high-quality care and effective screening in a variety of settings. 
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A recent survey by Diabetes UK and the Association of British Clinical Diabetologists9 demonstrated that 

between 50 and 66 per cent of DSN respondents were now able to prescribe medication independently. 

More than 75 per cent conducted independent nurse-led clinics, and 93 per cent of respondents were 

involved in inpatient care. Such specialist nurse-led care delivery enables people with diabetes to receive the 

care they require in the right place at the right time.  

 

Key messages 

• DSNs work wholly in diabetes care and may be employed in primary or secondary care, or in both. 

• The title of DSN should only be used if a practitioner has the appropriate qualifications, skills and 

competences.  

• Skills to enable self-management and support patients’ behaviour through motivational approaches 

are now integral to the role. 
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Chapter 10: The role of diabetes specialist dietitians 
 

Diabetes specialist dietitians (DSDs) work as members of multidisciplinary teams across a variety of 

healthcare settings, including primary and secondary care. Their caseload might encompass children, adults, 

young adults and people with mental health problems. Their work may be as part of a multidisciplinary 

team, with a clinical lead. 

 

There are a number of essential and desirable criteria in the job descriptions of DSDs, who usually work at 

Agenda for Change band 6–71 or higher if there is a managerial aspect to the job, or if the DSD is working 

as a consultant dietitian. These criteria include: 

• a BSc in nutrition and dietetics (four-year degree or equivalent) 

• experience of working in a number of clinical areas of dietetics, including diabetes, for a minimum 

of three to five years  

• postgraduate course(s) in diabetes such as an MSc in diabetes care, training in counselling skills, 

including motivational interviewing and cognitive behavioural therapy for long-term behaviour 

change2,3 

• insulin pump therapy courses  

• experience of research and audit 

• regular continuing professional development. 

 

DSDs are uniquely skilled to perform various roles and provide advice and teaching on a range of areas, 

including:  

• a lead role in the delivery of structured patient education programmes in Type 1 and Type 2 diabetes, 

as described by the National Institute for Health and Clinical Excellence, along with developing 

local curricula, quality assurance, educator training and audit 

• assessment of people during transfer to insulin 

• insulin initiation 

• manipulation of insulin doses, under the governance supervision of a consultant specialist 

• hypoglycaemia avoidance programmes 

• carbohydrate counting  

• weight management 
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• antenatal and postnatal advice 

• insulin pump therapy 

• supporting the inpatient diabetes team working with complex problems such as gastroparesis and 

renal disease  

• bariatric surgery  

• health promotion   

• training and education of other healthcare professionals, including GPs, nurses and pharmacists, as 

well as members of the public, including through workplace schemes.  

 

Key messages  

• DSDs work as members of multidisciplinary teams across a variety of healthcare settings, including 

primary and secondary care.  

• There are essential and desirable criteria in the job descriptions of DSDs, including qualifications in 

nutrition, dietetics, and diabetes 

• The role provides advice and teaching in a range of specialist areas, including carbohydrate counting 

and structured diabetes patient education.  
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 Chapter 11: Components of a transitional/young person’s diabetes service 
 

Transitional care presents unique challenges as children become young adults and, therefore, need gradually 

to assume full responsibility for their diabetes management. Unfortunately, non-attendance rates of young 

people at adult clinics are often unacceptably high. Transfer of care to adult services during this sensitive 

time should be individualised and planned around the personalised needs of each young person. Because 

primary care teams generally do not deliver specialised diabetes care to children and young people, 

transitional care will usually be organised and delivered by specialist teams. 

Transition can be described as ‘the purposeful, planned movement of adolescents and young adults with 

chronic physical and medical conditions from child-centred to adult-orientated health care systems’1.  

A comprehensive service 

Local and regional components of a children and young people’s diabetes service should be commissioned, 

delivered and monitored to ensure delivery of a comprehensive service for young persons moving from 

paediatric to adult diabetes specialist services as recommended in good practice guidance2,3. 

Care should be delivered as locally as possible, near to families’ homes. However, what is provided locally 

and what is provided regionally will vary depending on service models in a particular commissioning 

locality.  

 

Local components 

Minimum local components must include: 

• Staffing components, which should consist of a children and young people’s specialist 

multidisciplinary diabetes care (CYPSD) team composed of: 

o a consultant paediatrician with an interest in diabetes 

o a paediatric diabetes specialist nurse 

o a consultant diabetologist with an interest in transitional care 

o a diabetes specialist nurse with an interest in transitional care 

o a specialist diabetes dietitian  

o a youth worker with links to the diabetes team 

o a clinical psychologist with an interest in diabetes and young people 

• Specific services aimed at young people, including: 
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o diabetes education programmes aimed at young people.  

o insulin pump services (with competent staff) 

o access to contraceptive advice 

o provision of diabetes pre-conception planning services 

o access to smoking cessation and substance abuse services 

o access to integrated psychological support and local counselling  

o access to child and adolescent mental health services 

• Links with partner services. The CYPSD should have effective links with local diabetes networks, 

children’s networks, schools, social workers in children’s services departments, young people’s 

career and welfare rights organisations, eg ‘Connexions’, and primary care and adult diabetes 

services. 

• Access to services. There should be adequate provision for routine care, including diagnosis, initial 

management, continuing care, management of complications and annual assessment. There should 

also be provision for rapid access to the service when needed, together with agreements with primary 

care for arrangements for shared access to records and 24-hour access to specialist diabetes advice.  

• Governance. There should be appropriate quality-assurance and performance-monitoring systems, 

including mechanisms to support data entry, register and audit. Services should be responsive to user 

feedback and responses to recommendations arising from the results of audit data. 

 

Regional components  

Regional components should include resources to maintain diabetes and children’s networks. The networks 

will have two main roles: 

• Support for strategic development and service improvement. This should be based on audit 

outcomes. Such data may include a review of caseload (such as incidence of new cases of diabetes) 

and a review of outcome performance measures (such as clinic non-attendances, HbA1c targets, 

hospital admissions and incidence of complications). To achieve this, commissioners need to provide 

the necessary resources to support and maintain the network and allow access to appropriate data. 

• Professional education and training. Networks will have a significant support and training function 

and should have an educational forum for sharing good clinical practice. They should ensure that 

professional training is accessible to all staff groups in order to provide appropriate diabetes 

transitional care.  
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Key messages 

• Attention needs to be focused on organising effective transitional care for young people with 

diabetes and their families. 

• Staff components in the delivery of transitional care should be in place to provide care and support 

to young people, link with partners services and put appropriate audit systems in place 

• Regional networks are being established in areas to provide a route to support strategic development 

and service improvement of services for children and young people.  
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Chapter 12: The diabetes specialist pharmacist 

 
No governing pharmaceutical body has ever defined the role of the diabetes specialist pharmacist. However, 

a number of pharmacists are practising within this specialty, many of them undertaking similar tasks within 

this role. 

 

A diabetes specialist pharmacist would normally be employed in secondary care and, in this capacity, may 

also have a role in managing patients with diabetes in primary care. (The authors are aware of one diabetes 

specialist pharmacist working exclusively in primary care and expect that in the future more will do so). In 

secondary care, the diabetes specialist pharmacist may work wholly within the diabetes (and endocrine) 

speciality or, more commonly, perform a role split between diabetes and other medical conditions.  

 

Some diabetes specialist pharmacists have attained the title of ‘consultant pharmacist’, a role identified in A 

Vision for Pharmacy in the New NHS1. The recently published Advanced to Consultant Level Framework 

(ACLF)2 should – as with other advanced practice- and consultant-led pharmacy services – be used for 

practitioner development and as a framework for formalising the credentials of the diabetes specialist 

pharmacist3. 

 

The diabetes specialist pharmacist would rarely work in isolation and is normally part of the 

multidisciplinary diabetes team. 

 

Diabetes specialist pharmacists should: 

• hold a bachelor’s or master’s degree in pharmacy (those who trained from 2002 onwards the course 

should have a master’s degree of at least four years duration) 

• have undertaken a pre-registration training programme for one year, and those who commenced their 

pre-registration training after 30 June 1992 should have successfully passed the pre-registration 

examination  

• hold a clinical pharmacy MSc, diploma or equivalent postgraduate qualification 

• have experience of practising in a hospital environment  

• have experience of the use of drugs and medicines management in patients with cardiac disease and 

renal disease 
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• have experience of the use of antimicrobial agents in the management of wounds, especially diabetic 

wounds 

• bring ‘medicines expertise’ to the team-based care of diabetic patients  

• act as a role model and mentor to other pharmacists in the team, as well as those less experienced 

who want to develop their careers 

• ideally hold a supplementary or independent prescribing qualification. 

 

The types of tasks that a diabetes specialist pharmacist might undertake include: 

• attending and advising on in-patient diabetes ward rounds 

• involvement in outpatient diabetes clinics 

• advising on the therapeutic management of diabetic complications, eg the diabetic foot, 

cardiovascular disease, renal disease, etc 

• evaluation and advice on drug expenditure within the specialty of diabetes 

• teaching hospital- and community-based colleagues, undergraduates and postgraduates in diabetes 

care 

• offering an advisory service to primary care colleagues with queries on patients they are reviewing 

• undertaking audit work within the diabetes speciality and overseeing any necessary changes to 

practice 

• participation in the writing of local guidelines for patients with diabetes 

• undertaking research within the diabetes speciality 

• evaluating ongoing clinical trials in diabetes care being undertaken in their place of work 

• advising on the safe use of medicines that frequently cause harm if not used properly, eg insulin 

• support for patients undergoing renal replacement therapy 

• performing root-cause analyses of adverse events with diabetes medicines to contribute to the 

patient/medicine safety agenda. 

 

Key messages 

• Despite no formal definition of the role, there are many diabetes specialist pharmacists, generally 

working in secondary care, often in a role split between diabetes and other conditions.  

• Some diabetes specialist pharmacists have attained the title of ‘consultant pharmacist’, as identified in 

A Vision for Pharmacy in the New NHS. 
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• Diabetes specialist pharmacists should be suitably formally qualified with the expertise and 

experience to fulfil a wide range of roles, including research, teaching, evaluating ongoing clinical 

trials, evaluating drug expenditure within the specialty of diabetes and much more. 
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Chapter 13: Components of a specialist diabetic pregnancy service 

 

The Confidential Enquiry into Maternal and Child Health (CEMACH) Diabetes in Pregnancy Programme 

resulted in three reports, including a survey of maternity services for women with diabetes1, a descriptive 

study of pregnancies in women with Type 1 and Type 2 diabetes2, and an enquiry exercise comprising a 

case control study and an audit of care during and after pregnancy for women with diabetes3. These reports 

were followed by the publication of the National Institute of Health and Clinical Excellence (NICE) 

guidelines on the management of diabetes in pregnancy4 in March 2008. 

 

Guidelines for comprehensive care 

NICE guidelines and CEMACH reports both provide comprehensive guidance on the organisational and 

clinical issues in the management of diabetic pregnancy. These define the various components needed for a 

multidisciplinary specialist diabetic pregnancy service and should include all those listed below. 

 
Access to specialist preconception services 

Specialist preconception services should be available to all women with diabetes of childbearing age, and 

should include: 

• clear signposting to different aspects of care 

• diet and lifestyle advice 

• provision of appropriate contraception 

• higher-dose folic acid supplementation 

• smoking-cessation support 

• assessment and management of diabetes complications 

• setting of glycaemic control targets and regular discussion of results of self-monitoring to enable the 

woman to achieve control that is as near to normal as possible before conception 

• discussion of diabetes pregnancy risks and expected management strategies 

• clear documentation of care and counselling. 

 

Preconception services should be easily accessible and responsive to women with diabetes. Primary care 

may often be the main source of care for some diabetic women of childbearing age and, therefore, 

preconception care could be delivered in a wide variety of settings. However, it is vital that community 
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services remain integrated with specialist services. Specialist services can provide the leadership and 

support to raise awareness and provide education to primary and community services so that women with 

diabetes are aware of the need for preconception counselling and support.  

 

Specialist multidisciplinary service 

All pregnant women with diabetes should have access to a specialist multidisciplinary service for the 

management of diabetes in pregnancy, which should comprise: 

• diabetologist(s) with a specific interest in diabetic pregnancy 

• obstetrician(s) with an interest in diabetic pregnancy 

• diabetes specialist nurse(s) with an interest in diabetic pregnancy 

• a dietitian with an interest in diabetes 

• a midwife with an interest in diabetes. 

 

CEMACH clearly states: ‘Commissioners should recognise the complexity of diabetes management 

immediately before and during pregnancy, and ensure that the available service provision includes all 

members of the multidisciplinary team.’3 A key role of the specialist multidisciplinary team should be to 

agree an individualised care plan covering the pregnancy and postnatal period up to six weeks. This should 

be clearly documented and set targets for glycaemic control, agree a retinal screening schedule and a renal 

screening schedule (when appropriate), ensure adequate foetal surveillance, agree a plan for delivery, and 

plan immediate post-delivery diabetes care. 
 

Retinal screening 

All pregnant women with diabetes should have access to retinal screening services during pregnancy. This 

should include rapid access to local digital eye screening. 

 

Postnatal care planning 

Appropriate care planning in the post-natal period should include discussion of plans for future pregnancy 

and contraceptive options, reinforcement of preconception advice and ensuring adequate follow-up for 

diabetes care. Diet and lifestyle advice should also be given, as this is particularly important in women with 

gestational diabetes mellitus, who are at increased risk of developing Type 2 diabetes in the future. 
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Adequate governance procedures  

These would include: 

• clear documentation of preconception counselling, pregnancy care and post-pregnancy management 

• regular review of the local guidelines for the management of diabetes in pregnancy 

• auditing of adherence to local and national standards.  

 

Leadership 

The multidisciplinary specialist team has a vital role in providing leadership for a pregnancy service, and for 

raising awareness and providing education within a locality. 

 

Key messages 

• Specialist preconception care should be accessible by all women with diabetes of childbearing age, 

and be provided in a variety of settings. 

• All pregnant women with diabetes require access to a skilled team of specialist diabetes expertise 

and obstetric support.  

• The role of the diabetes pregnancy team will be to provide postnatal advice to patients, governance 

and service leadership, and development. 
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Chapter 14: Components of a specialist continuous subcutaneous insulin  

infusion service 
 

Continuous subcutaneous insulin infusion (CSII) therapy is a method of delivering intensive insulin therapy, 

an alternative to multiple daily injections of insulin. It involves an external insulin pump to deliver insulin 

continuously, a refillable storage reservoir (inside the pump) and a disposable infusion set, including a 

cannula, which is placed subcutaneously.  

 

The use of CSII, should be recommended as an option for Type 1 diabetes for1:  

• adults and children who are 12 years of age or older when either: 

o attempts to achieve target HbA1c levels with multiple daily insulin injections (MDI) result in 

disabling hypoglycaemia 

o HbA1c levels have remained high on MDI (≥8.5 per cent) despite a high level of care, 

including the use of long-acting insulin analogues, if appropriate 

• children younger than 12 years old when MDI is considered to be impractical or inappropriate, and 

with the expectation that children would be expected to undergo a later trial of MDI between the 

ages of 12 and 18. 

 

Only a trained specialist team should undertake CSII initiation and management of CSII-treated patients. 

The estimated uptake of insulin pumps for Type 1 diabetes is 10 per cent in patients who are 12 years or 

older, and 25 per cent in patients under 12 years old1. Therefore, the number of patients treated by CSII is 

likely to increase significantly in the future as more children begin the treatment directly, and as this 

technology continues to gain widespread acceptance. As a result, initiation and management of CSII should 

now be considered an essential part of a diabetes specialist service. 

 

Supporting patients on insulin pumps to manage their diabetes should be the responsibility of an 

appropriately trained multidisciplinary team, and it is important for those commissioning diabetes services 

to have an appreciation of the components and roles required to deliver a CSII service, including: 

• diabetologist(s) with a special interest in insulin pump therapy, with continuing responsibility for 

managing CSII–treated patients to maintain their skills 
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• diabetes specialist nurse(s) with a special interest in insulin pump therapy who also have an ongoing 

role in the CSII initiation and day-to-day management of pump-treated patients, in order to maintain 

their competence 

• dietitian(s) with a special interest in insulin pump therapy trained to teach carbohydrate counting, 

preferably with expertise in insulin dose adjustment (an extended role for some specialist dietitians 

now) and an ongoing role in CSII initiation and day-to-day management of pump-treated patients, in 

order to maintain skills 

• access to a clinical psychologist with an interest in diabetes  

• a quality-assured, structured patient education programme for diabetes, which includes training in 

carbohydrate counting (such as a DAFNE course or local programmes meeting national criteria) 

• adequate governance procedures such as ensuring rapid access to clinical support, telephone advice 

for patients managed by CSII and clearly written local guidelines for insulin pump usage and 

protocols for medical/nursing staff to follow in case CSII-treated patients are admitted to hospital (as 

junior medical staff and nurses may well be unfamiliar with the technology) 

• established specialist services to provide the education and training to support the development of 

more pump services in areas that do not currently have access to them.  

 

All healthcare professionals involved in delivering a CSII service should have attended a CSII-accredited 

course. 

 

Key messages 

• More people with diabetes are finding that the use of insulin pumps is transforming their lives, and 

the numbers using this technology will increase in coming years.  

• A multidisciplinary specialist diabetes team trained in pump management should deliver pump 

initiation and management. 

• Teams should consist of staff with a special interest in insulin pump therapy with clinical, 

psychological and education expertise.  
 

References 
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Chapter 15: Components of a diabetes renal service 
 

Diabetic kidney disease is the leading cause of end-stage renal disease (ESRD) culminating in 

dialysis/transplantation1 and is also a major cardiovascular risk factor. Patients with diabetes should have 

access to regular surveillance for diabetes complications, receive effective investigation and/or treatment if 

any complications are detected, and expect integrated seamless health care if input from different services is 

required2,3,4,5.  

 

Screening for diabetic renal disease will usually be performed in primary care 6,7,8,9  by measuring urine 

albumin:creatinine ratio and estimated glomerular filtration rate (eGFR) measurement. However, there are 

considerable differences in local models of care, including large variations in referral thresholds to specialist 

care and significant differences in the organisation of specialist services themselves.  

 

Seamless integrated multi-specialty communication and management is an essential aspect of a diabetes 

renal service in order to10:  

• implement practice advocated by clinical trials and guidance 

• provide early intervention to delay progression of renal disease to ESRD effectively 

• identify non-diabetic renal disease 

• improve cardiovascular risk-factor profile 

• treat renal and diabetic complications 

• prepare patients for dialysis 

• improve communication between diabetologists and nephrologists 

• minimise the burden placed on the patient by their healthcare. 

 

The following groups of patients should normally be referred for a specialist assessment (10):  

• stage 4 CKD (severely reduced kidney function, 15–30 per cent/eGFR 15-29ml/min/1.73m2; and 

stage 5 CKD (very severely reduced kidney function/endstage or ESRF/ESRD, less than 15 per cent 

/eGFR less than 15 ml/min) – with or without diabetes (both groups) 

• heavy proteinuria (ACR ≥70mg/mmol, approximately equivalent to PCR ≥100mg/mmol, or urinary 

protein excretion ≥1g/24 hours)  
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• proteinuria (ACR ≥30mg/mmol, approximately equivalent to PCR ≥50mg/mmol, or urinary protein 

excretion ≥0.5 g/24 hours) together with haematuria  

• microalbuminuria or stage 3 CKD especially for the management of associated risk factors such as 

cardiovascular disease, anaemia a,d calcium metabolism 

• rapidly declining eGFR (>5 ml/min/1.73m2 in one year, or >10ml/min/1.73m2 within five years) 

• hypertension that remains poorly controlled despite the use of at least four antihypertensive drugs at 

therapeutic doses 

• people with, or suspected of having, rare or genetic causes of CKD 

• suspected renal artery stenosis. 

 

Components of service 

While local referral criteria will vary, generally patients with CKD 4–5, and those with proteinuria greater 

than 1g/24 hours, should be referred to the nephrology services. The variations in service models make 

definition of the components required to run a diabetes renal service difficult. However, there are aspects of 

any diabetes renal service that would only fall under the competencies of specialists, and it is possible to 

define some minimum common elements necessary to provide such a service, whatever the local model of 

care. These should include staffing, service and organisational components, and access. 

 

Staffing 

Staffing requirements for a diabetes renal service call for a multidisciplinary team composed of: 

• a consultant diabetologist with an interest in nephropathy  

• a consultant nephrologist 

• a diabetes specialist nurse with an interest in nephropathy 

• a specialist diabetes/renal specialist dietitian. 

 

Service components  

Diabetes nephrology services should have systems in place to: 

• identify the cause of CKD (and recognise non-diabetic CKD) 

• agree strategies of care with patients and carers, especially for delaying progression of CKD and 

other microvascular complications 

• optimise glycaemia at all stages in a patient’s management (eg from referral to peridialysis) 
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• screen and provide structured evaluation of other complications 

• ensure effective management of acid/base balance, renal anaemia, phosphate control and potassium 

management 

• manage patients who have heavy proteinuria 

• provide planning options for renal replacement therapy 

• ensure appropriate referrals, with clear pathways and clear referral criteria. 

 

Organisational components 

Whatever model of care is used, there must be: 

• integration across all levels of the service in order to provide a seamless transition for patients 

• systems to ensure appropriate referrals should also be in place, with clear and agreed referral criteria 

and clinical protocols for chronic and emergency management 

• good communication links and joint working between the local diabetes network and local renal 

network is essential for the planning of services and to provide a framework for audit, quality 

assurance and performance monitoring. 

 

Access 

There should be adequate provision for early rapid access to any service in case of rapidly deteriorating 

eGFR or worsening proteinuria, and to avoid ‘late’ referrals.  

 

Key messages 

• Specialist assessment should be available to patients with, or at high risk of, renal disease. 

• A diabetes renal service should work closely with nephrology services to ensure effective 

communication and co-ordination of care. 

• Diabetes nephrology services should have appropriately trained staff and systems in place to 

organise the service effectively and ensure rapid access for patients with deteriorating eGFR or 

worsening proteinuria.  
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Chapter 16: Components of a specialist diabetic foot service 
 

Diabetic foot complications are the most common cause of amputation in the UK1 and can often be avoided. 

Foot care is an essential aspect of all specialist diabetes services, providing the skills, technology and 

information to prevent and manage diabetic foot disease. An integrated foot care service should be the 

responsibility of a multidisciplinary team providing primary and secondary prevention, management and 

treatments meeting national guidelines and standards2,3,4,5.  

 

Service components 

The National Minimum Skills Framework for Commissioning of Foot Care Services for People with 

Diabetes (2006)6  provides commissioning support for the development and audit of foot care services. 

Putting Feet First: Commissioning Specialist Services for the Management and Prevention of Diabetic Foot 

Disease in Hospitals7, a Diabetes UK consensus document, defines standards and specifications for the 

management of active diabetic foot disease in both inpatient and outpatient specialist care. The components 

of a specialist diabetes foot service should include staffing, service, organisational and governance 

components. 

 

Staffing components 

There needs to be in place a multidisciplinary team appropriately trained to skill levels as defined by the 

2006 Minimum Skills Framework (see above), including:  

• consultant diabetologist 

• podiatrist/ podiatric surgeon or both 

• diabetes specialist nurses (including a diabetes specialist inpatient nurse) 

• ward link nurses 

• orthotist 

• consultant vascular surgeon 

• consultant orthopaedic surgeon 

• consultant microbiologist  

• consultant in pain management (with an interest in diabetic neuropathy) 

• consultant radiologist. 
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Service components 

The specialist management of diabetic foot disease requires ready access to:  

• microbiological support 

• imaging, including X-ray, CT, MRI and nuclear medicine 

• facilities for pressure area offloading, including foot casting and orthotic services 

• prosthetistic services (including limb fitting and rehabilitation for those requiring amputation) 

• information, education and support for people with diabetes who have developed foot disease. 

 

Organisational components  

A specialist foot care service for people with diabetes needs to: 

• ensure that people with foot care problems are at the centre of the decision-making process, and have 

access to accurate information and support and be able to communicate effectively with members of 

the multidisciplinary specialist team; this means hospital/community services should have a named 

identified person or team 

• provide easy, rapid and equitable access to patients, within one working day for specialist 

assessment 

• have clear and agreed referral and care pathways 

• be fully integrated with other elements of care for people with diabetes, such as community podiatry 

services in order to provide a seamless service 

• have clear communication, liaison and consultation arrangements between the various members of 

the specialist multidisciplinary team 

• have in place joint multidisciplinary clinics, to reduce duplication of visits, ensure provision of close, 

effective care provision through the principles of ‘teams without walls’8, where care is shared 

between multidisciplinary clinics and specialist teams working in the community 

• have in place clear communication systems between community and general practice teams 

providing preventative services 

• have in place ongoing care from specialist teams to prevent relapse in people whose ulcers have 

healed, focusing on cardiovascular risk reduction due to the high mortality in this group; for 

inpatient diabetes teams, this will also include surveillance of patients at high risk of ulceration 

under active care of other specialties, such as those undergoing dialysis. 
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Governance components 

Appropriate mechanisms for quality assurance need to be in place, such as: 

• audit of outcomes and process 

• staff education and training, including appropriate training for primary care practitioners, junior 

doctors and ward link nurses 

• leadership of the specialist team in the planning of diabetic foot service provision across a locality 

• policies, procedures and guidelines, which may include guidelines for antibiotics, foot examination, 

inpatient foot screening, foot discharge planning and the management of underlying diabetes and 

cardiovascular risk; clear pathways of care also need to be defined, such as those specified in Putting 

Feet First7. 

 

Key messages 

• A specialist diabetes foot care service should be available, consisting of staff with a specialist 

interest in diabetes foot care. 

• Such a service requires access to appropriate facilities to deliver high-quality, effective and efficient 

care. 

• The organisation of a specialist diabetes foot care service requires agreed protocols, rapid access and 

joint clinics and clear communications systems to support integration with the other elements of the 

diabetes care. 
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Chapter 17: Components of specialist psychological services for people with diabetes 
 

More than 40 per cent of people with diabetes suffer with poor psychological wellbeing, elevated rates of 

depression and anxiety, and eating disorders1. Psychological distress has a negative impact on diabetes self-

care and leads to increased complications and healthcare costs, lost productivity and increased mortality. 

Patients cite access to psychological and emotional support as the most commonly unmet need. Therefore, a 

number of recent service guidelines have identified the role and importance of psychological support, as an 

integral part of integrated diabetes care2,3,4. 

 

However, a recent survey of all 464 diabetes services in the UK found that only15 per cent had access to a 

specialist psychological service, which tend to be based in hospitals rather than in primary care. Some 

services specialise in working with children, adolescents and families, while others tend to work with 

adults1.  

 

Skills, roles and responsibilities 

The emotional and psychological needs of people with diabetes range from healthy coping to diabetes-

related distress and psychological and psychiatric conditions, and require an appropriate skill mix to provide 

services tailored to individual needs. Using the now familiar concept of a pyramid or stepped model, there is 

a requirement for frontline staff to have knowledge and skills to deliver psychological care by, for example, 

being attentive to mood, symptoms of depression and the fundamentals of behaviour change in order to 

promote optimal self-management; and for specialists with competencies relating to assessment, formulation 

and delivery of appropriate psychological interventions. These may involve more than one discipline or 

profession, including: 

• counsellors 

• cognitive behavioural therapists 

• psychologists  

• liaison psychiatrists  

• psychotherapists.  

 

Within diabetes teams, these professionals must all possess an understanding of the issues experienced by 

people with diabetes and fulfil a number of roles: 
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• working directly with patients (individually, in families or in groups) to identify and address the 

psychological issues that affect diabetes control and emotional wellbeing 

• provision of training, support, supervision and consultation to the wider team 

• supporting reflective practice  

• undertaking assessments of patients who are candidates for novel or complex therapies such as 

insulin pumps and transplants 

• development, delivery and outcome measurement of interventions including diabetes education 

• service development and evaluation 

• research and audit 

• user-support groups to increase a patient’s capacity to live as full a life as possible, gathering support 

from each other to enable the patient to feel socially and psychologically supported.  

 

Different professional groups are able to meet some or all of these requirements and should be integral 

members of the diabetes team. 

 

Professionals providing specialist psychological interventions who specialise in diabetes care have much in 

common with those who work in other specialties. Although they may have no additional qualification, they 

need to develop additional expertise and experience to be able to provide a dedicated service to people with 

diabetes. 

 

The vast majority of specialist diabetes teams do not have access to specialist psychological services and, as 

such, increasing service provision remains the priority issue for the immediate and foreseeable future. 

Further investment and resources are required to develop posts throughout the UK. Service development 

should be planned to meet the needs of the local diabetes population. The service should have capacity for 

both the delivery of direct clinical care and the provision of training and supervision for remaining members 

of the diabetes team. 

 

Key messages 

• Meeting the emotional and psychological needs of people with diabetes is an integral part of diabetes 

care. 
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• A range of psychological skills will be required to deliver specialist psychological support to people 

with diabetes with complex psychological needs associated with their diabetes. 

• Key aspects of a psychological service include patient care, training and supervision of the wider 

diabetes team, research, audit and service development.  
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Figure 1: Westminster Diabetes Service Model 
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Level 2 Elements of primary care services for people with diabetes that are provided in community settings (ie other than within GP surgeries)  
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Level 1 Care provided by GP(s) + practice nurses + other staff employed by GP practices  
The introduction of a local enhanced service (LES) can enable PCTs to set standards for the quality of diabetes care provided by GPs and their staff (eg training to 
be undertaken, adherence to agreed care pathways and referral protocols, etc..); and can also provide a mechanism for PCTs to reward practices for providing 
ongoing diabetes care for a higher proportion of patients, as well as for providing services that are nor usually provided by GP practices (eg insulin initiation). 

 
Levels 2 and 3 together constitute the Intermediate Diabetes Service – this is best managed as one integrated service with unified clinical 
governance arrangements and with clinical leadership being provided by a Consultant Diabetologist.  Ideally, the same provider of acute services 
should be commissioned to provide services at both Level 3 and Level 4.  It is helpful if there is one referral form for GPs to use for all referrals to 
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Appendix 2. Recommended minimum core staffing levels for district specialist  

diabetes care teams 
 

The delivery of high-quality care for the whole diabetes population requires that local models of care have 

in place: appropriate staffing levels; accessible facilities; structured care processes; and an organised system 

of care involving all key stakeholders, including people with diabetes. These service elements are a 

prerequisite for providing the standards of care as defined within national diabetes frameworks and clinical 

guidelines, thereby ensuring optimal care for all people with diabetes.  Local models of care will vary and 

each area should agree its model, taking into account staff roles, competencies, training availability and 

local demographics.  

 

The following minimum staffing levels are recommended for an area with a population of 250,000 with an 

average of 5 per cent prevalence of diabetes, where 20 per cent of the diabetes population require access to 

specialist diabetes services:  

• At least a minimum of three consultants in endocrinology and diabetes with a ‘10 Programmed 

Activities’ contract are recommended. At least a total of 12 sessions per week dedicated to diabetes 

care from consultant physicians with specialist training in diabetes. The number of consultants will 

depend on their other commitments and the structure of the service. Sessions will take part in the 

acute setting and in community services. An additional five sessions for annual leave and study leave 

will be required. Sessions should cover1:  

o inpatient care 

o antenatal care 

o complex therapies 

o complications (foot, eyes, renal and coronary heart disease) 

o multidisciplinary team and primary care education 

o community/intermediate care services 

o supervision of trainees 

o diabetes network and team management 

o transfer between paediatric and adult services 

o patient education.  

• at least four diabetes specialist nurses  
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• at least one inpatient diabetes specialist nurse 

• at least two state-registered dietitians with a special interest in diabetes  

• at least two state registered podiatrists with a special interest in diabetes 

• at least one consultant obstetrician with a special interest in the management of pregnant women 

with diabetes 

• at least one consultant in the care of the elderly with a special interest in diabetes 

• at least one consultant ophthalmologist, renal physician, heart physician and vascular surgeon with a 

special interest in diabetes 

• at least one professional with specialist expertise in psychological therapies.  

GPs with a special interest in diabetes, accredited to national standards where appropriate can play an 

important role in the delivery of diabetes specialist care within the community, working together with 

consultant and specialist nurse team memberes. PCTs in England are responsible for accrediting GPs with a 

special interests using the national competences framework 1.  
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