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Portsmouth Experience 2009 

 Catchment ~630,000 

 Register ~29,000 

 Very mixed socio-economic 

group 

 Specialty Diabetes Team (SDT) 

based in Acute Trust 

 Portsmouth City PCT, SE 

Hampshire PCT and 3 CCGs 

SE Hampshire: 

 1.6 WTE Nurse 

 1 session/week with GPs with a 

special interest 

Portsmouth: 

 No intermediate team 

 



Challenges for locality:  

 Wage bill, financial envelope of acute Trust 

 

 What does a chronic disease specialist ACTUALLY do in an acute 
Trust? 

 

 Continued activity in spite of not being commissioned i.e. outside 
agreed N/F ratio/ demand management etc 

 

 No control over demand management- no Community team in 1 PCT 
/CCG; No Consultant input in Hampshire CDT. 

 

 No huge drop in referral patterns, pockets of GP surgeries reluctant to 
“accept” patients with “higher complexity”. 

 

 Inefficiencies in the traditional pathway as long term follow ups were 
conducted in secondary care clinics 

 



Re-defining the role of a specialist… 

Specialist 

 

Educator 

 

Leadership 

 

Accountability 



 Specialist diabetes: The Super Six  

(WITHIN ACUTE TRUST) 

  
 

1.   A) Patients in hospital (20% of population pa) 

In-patient care  

Peri-operative care 

 

B) MDT services: 

 

2. Antenatal diabetes 

3. Foot diabetes 

4. Pumps 

5. Adolescent/Type 1 Diabetes (poor control)  

6. Renal (eGFR between 20-40 and less-in joint 

conjunction with Renal) 



Situation locally… 

 52 week cover (Consultants) 

 

 Phone service 5:30 – 7 pm Mon-Fri (based on GP advise) 

 nhs.net email (24 hour response time) 

 

 Visits to GP surgeries ( service at GP discretion)- 2/ year 

 

 Pre-existing nurse services continues  
 (Intermediary care role, DESMOND, Education programme for HCPs, 

Involved in planning training for carers to administer insulin in the 
community) 

 No case holding 

 

 Key Performance indicators: short term / long term 

 

 

 



Situation locally.. 

 Patients being discharged- BUT with GP consent AND patient 
consent 

 

 

 Visits: 

 

 Virtual clinics (case-based discussions)  

 Audit  

 Educational session on area(s) of diabetes 
management of surgeries choice 

 Patient review 

 Review of database to discuss patients regards QoF 
targets 

 

 

 



 Portsmouth PCT / CCG agrees to Community 
diabetes tender: August 2012 

 

 Same model of care 

 No post code lottery 

 Contract signed- due to start from June 

 

 Solent NHS Trust 

 Same format, discharges started 

 

 

 3 providers in region- contracts with all 3, 
Consultant body integrated link between all 
organisations 

 

 

 



Since November 2011… 

 989 (93%) patients discharged from general diabetes 

secondary care– with a follow up appointment costing 

£99.  This represents £97,000 saved p.a. 

 

 57 patients transferred to “super six” clinics and 15 

needed clinic review pending discharge. 

 

 General diabetes referral down from 15/month to 

1/month 

 



Since November 2011… 

Telephone calls: 

 Nurses:   1326 

 Doctors:   101 

 

Emails:  

 Nurses:   437 

 Consultants: 139 

 Total referrals to specialist care: 8 

Response rate within 24 hours: 99.7% 

 
 Number of GP surgery visits completed: 52 (52) 

 2nd visit complete 

 3rd / 4th visits in place 

 

 



 Portsmouth PCT / CCG agrees to Community 
diabetes tender: August 2012 

 

 Same model of care 

 No post code lottery 

 Contract signed- due to start from June 

 

 Solent NHS Trust 

 Same format, discharges started 

 

 

 3 providers in region- contracts with all 3, 
Consultant body integrated link between all 
organisations 

 

 

 



Patient feedback 

 89% of patients strongly feel positive benefit of 

the Community Diabetes Team 

 

 

 95% strongly agreed that the Diabetes Specialist 

Nurses were professional in their manner and a 

benefit to the patient and their partner/carer. 

 

 



Primary care feedback… 

 Would you like service to 
continue?  

 91% YES 

 

 9%  MAYBE (“too early to see 
the full impact of the service in 
improving diabetes care”)  

 

 High level of satisfaction from 
Practice Nurses using service: 

 

 " Invaluable" /"thank you for very 
helpful and quick response" /"it's 
great knowing we have you 
there“/ "It's always very helpful" 
 

 

Satisfied

31%

Very 

satisfied

69%

Satisfaction with CDT 



Recognition: 

 BMJ Group Awards 2013:      

 Short listed Diabetes Team  & Clinical Leadership Team of Year 

 

 HSJ Awards 2012  Short listed : Managing Long term conditions 

 

 Quality in Care Awards 2012  

 Winner:  Network Care Initiative 

    Best Commissioning Initiative 

 Short listed: Best cross organisational partnership 

 

 

 Care Integration Awards 2012 : Winner 

 

 NHS Innovations South East 2011: Runner up 

 

 Quality in Care Awards 2011: Silver award- best team of year  
 

 Healthcare and Social Awards 2010: Winner across acute sector 

 



2013 

 Catchment ~670,000 

 Register ~32,000 

 Very mixed socio-economic 

group 

 Specialty Diabetes Team (SDT) 

based in Acute Trust (*Super 

Six*) 

SE Hampshire: 

 2.5 WTE Nurse * 

Portsmouth: 

 1 WTE Nurse  

 Consultant team within acute 

and community providers 

 Total GP surgeries:  80 

 



 



 



ADD IN 

Admission data 

Foot pathway 

Hypo chart 



Data so far? 

 Between the period of November 2010 to November 
2011 (pre launch of this hypo pathway) there were 124 
attendances and 85 admissions 

 

 

 Between the period of November 2011 to November 
2012 there were 83 attendances and 63 admissions 

 

 

 33% drop of attendances secondary to severe 
hypoglycaemia and an associated 20% drop of 
admissions subsequently. 

 



 



Future… 

 

 Continue to use specialists services within hospital 
for appropriate patients 

 

 Hypoglycaemia pathway- ambulance agreement 

 

 “Diabetes Practice Passport”/ Joint working Initiative 

 

 Monitor and await long-term outcomes 

 

 Patient engagement 

 

 

 



Paediatric Team: consider transition between 16 – 19 yrs 

                             Transition Clinic: 

• 1:1 appointments for welcome and introductions 

• Provide with Welcome Pack and discuss contents 

• Explain group education with parents 

• Explain 1:1 appointments and ad-hok availability 

• Show topic assessment sheets                               

                Group Education (max 3/12 later): 

• Two simultaneous groups  

 

 

     YPs             Parents 

• Completion of post group topic assessment sheet  

   in preparation for forthcoming 1:1 appointment 

 
                  1:1 Appointment (max 3/12 later): 

• Use completed post group topic assessment sheet to  

  guide consultation 

                 Subsequent 1:1 Appointments: 

• Reception or clinic nurse to provide YP with pre-clinic 

  topic assessment sheet to complete and guide  

  consultation 



So far… 

DNA rates down from 45% to 10-15% 

 

7 “frequent-flyers”…down to 1 

 

Sessions in Universities on alcohol, sex 

 

Admission rates- both DKA and hypos 
down from 2011 to 2012 

 

 

 







 "We don’t get a chance to do that many 

things, and every one should be really 

excellent. Because this is our life.  

 

 Life is brief, and then you die, you know?  

 

 And we’ve all chosen to do this with our 

lives. So it better be damn good. It better 

be worth it."  


