
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Newly 

diagnosed Type 
2 diabetes [800] 

 

Structured group 
education 

Selected individuals- 
DESMOND  & 

DAFNE  

Diabetes Education 

GP 
PN 

ComN 
2ary care 

GP, PN 
ComN 

DESMOND [220] DESMOND 
educator 

 

Accreditation 
obtained 

Type 2: Diet to 

oral therapy 

Oral therapy to 

insulin 

 
DAFNE / DESMOND 

educator 
 

 
 
 

MERIT 2 

 
 

Clinical supervision 
in 1ary care 

Near to home 

Local course [180] 

 
1:1 Education 

 

 
Treat to target 

protocol 
 

DAFNE  [32} 
DESMOND [220] 

GP 
PN 

Target Group Model Referred by: Activity Competencies Requirements Cost Implication 

Accreditation 
& external QA 

DESMOND 

funding required 

GP 
PN 

Suitable training Funding from Novo 

Established 
Type 1 & 2 
diabetes 

[726 / 8000] 

Insulin therapy 

management 

Selected GPs 

GP, PN, DSN 

 
Group  Education 

[96] 
 

 
1:1 Education 

 

 Unsuitable for 
group education 1 to 1 

PN/GP/DSN 
 

 

Locally agreed 
 

Funds for group 
Education in 1ary care 

Individual education 
required 

Accreditation 
obtained 

DESMOND / DAFNE 
funding required 

1 to 1 PN/GP/DSN 
T1 [497/528] 

T2 [1347/1455] 

Locally agreed 

 
Locally agreed 

 

Locally agreed 

 
 
 

MERIT1 training 

 
 
 

DSN  

 
Telephone titration 

 

DSE Local tariff required 

Newly 
diagnosed Type 

1 diabetes [4] 

Individual, integrated 
education 

1 to 1 education by 
the DSE team 

 
DSE 

 

GP, PN 
ComN 

DSE  by telephone Secondary care 

Funds for education 
in 1ary care 

Tariff charge Established 

Suitable training 

Outcome 
measures 

Local course 

Review by LIG GP care 

Suitable training Funding from Novo 

Access time;  

Established Local tariff required 

External QA of 
DESMOND & 
local course. 

External QA of 
DESMOND, 

DAFNE & local 
course. 

QUOF return 

QUOF return 
 

QUOF return 
 

Funds for education 
in 1ary care 

 
[123] = Number of people in the district. 

[123/456] = number of patients/ number of appointments per year. 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

T1DM &  
T2DM with 
significant 

complications 

Specialist supervision 
in 2ary care 

                             Clinical Care 

GP/PN 

Integrated 
specialist care 
T1 [496 / 833]; 

T2 [1335 / 2246] 
 

DAFNE [32], Pump 
[16/32], CBGM [20] 

 

Consultant / 
GPwSI with 

diabetes team 

Agreed protocol / 
Specialist accr. 

Type 2 DM,     
stable with 

early 
complications 

GP / PN 
Structured care 

Tariff 

Increased 
involvement of 1ary 

care [80%] 

Advice / intervention 
& return to 1ary care 

Specialist 
supervision : 

2ary to 1ary 
referral 

Target Group Model Referred by: Activity Competence Requirements Cost Implication 

Locally agreed 
competence 

Type 1 DM, 
stable with 

early 
complications 

GP recognised at 
higher level 
competence 

Education 
in 1ary care 

Funds for 
education 

in 1ary care 
 

T1 & T2 DM in 
transitional 

state 

 
GPwSI 

 

Diabetes team 

Specialist 
acreditation / 

diploma 

Specialist assessment  GP/PN 

1:1consultation, 
possible group work 

2 ary care /  
GPwSI 

 

Tariff / GPwSI 

 
2ary to 1ary 

referral 
 

Telephone / fax 
contact 

T1 & T2 DM – 

for advice 
Specialist 

accreditation 
Advice without 
assessment 

GP/PN 2 ary care Funding model 
required 

Outcome 
measures 

Reduction of 
blindness, 

amputation, 
ESRF 

Final & 
intermediate 

outcomes 
against national 

benchmarks 

QUOF 

Access time; 

Access time;  

Tariff Specialist 
accreditation 

Increased 
involvement of 1ary 

care [?%] 

[123] = number of appointments per year. 
 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Pregnant 
T1DM [24/149] 

& T2DM [7/39] 

Specialist supervision 
in 2ary care. 

                             Special Groups (Adult) 

GP/PN 
Obstetrics 

Intensive DSN 
supervision; joint 
clinic with MW & 

Obsetrician 

DSN + 
Consultant 
+MWwSI 

Agreed protocol / 
Specialist accr. 

Pre-conception 
DSN 

Tariff 

Specialist supervision 
in 2ary care or 

GPwSI 
 

 

 

 

Target Group Model Referred by: Activity Competence Requirements Cost Implication 

Agreed protocol / 
Specialist accr. 

 

Gestational 
Diabetes 

[71/202] 

Tariff 
 

Young person 
[16 to 24 yrs] 

with T1 / T2 DM 

DSN 

 Specialist supervision in 
2ary care 

 

DSN 1 to 1 
Obstetrician review 

DSN / 
Diabetologist 

Tariff 

Obstetrics 
 

Outcome 
measures 

To normalise 
congenital 

abnormality & 
fetal mortality 

To reduce 
macrosomia & 
fetal mortality 

 

 

 

Tariff Agreed protocol / 
Specialist accr. 

 

 

[123] = number of appointments per year. 
 

Specialist 
supervision in 2ary 

care 

DSN & MW 
supervision 

+ NVQ3 

Self referral GP,  
Clinic 

HbA1c at 
conception 

Paediatrics / GP 
Joint - Cons / DSN / 

Dietitian  Intensive follow-up HbA1c / educational 
status 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Assessed as 

high risk of foot 
ulcer 

 

Podiatry 

In-House: annual 
screening 

Management and 
frequent review 3-6 

monthly 

Diabetic foot 
care competent 

Specialists 

 
Agreed risk 

assessment tool 
criteria 

 

Assessed as 
medium risk of 

foot ulcer 

 
Foot 

Assessment 
competent 
healthcare 

professional 
 

Comparative 
imbalance 
between 
access in 

SWK, MW and 
DGS 

Refer within 24hrs to 
Multidisciplinary Foot 
care team – intensive 

input 

Target Group Model Referred by: Activity Competence Requirements Cost Implication 

 
Implementation 
of Diabetic Foot 

Health 
Guidelines from 

DVH 
 

New ulceration, 
infection or 

discolouration 
(urgent 24 hour 

referral) 
[283/1656] 

Increased 
educational input. 

Increased 
educational input.  

Specialised insoles 
and footwear 

Assessed as low 
risk of foot ulcer 

1:1 education / 
advice @ 

Annual Review 

In-House: annual 
screening 

 
Agreed risk 

assessment tool 
criteria 

 
 

Implementation 
of Diabetic Foot 

Health 
Guidelines from 

DVH 
 

In-House: 
annual 

screening 
GP, PN, DN, 

DSN,  
Consultant 

Management and 
frequent review 1-3 

monthly 

 
Diabetic foot 

care Specialists 
competent in 

debridement & 
Diabetic 
footwear 

specialists 
 

 
Agreed risk 

assessment tool 
criteria 

 
 

Implementation 
of Diabetic Foot 

Health 
Guidelines from 

DVH 
 

Primary care: GP 
Practice 

 

 
Primary care: GP / 

Community Podiatry 
 

 
Primary& Secondary 

care: Community 
Podiatry & Orthotists 

 

 
Secondary Care: 
Highly Specialist 

Podiatry, Orthotist, 
Surgical & Medical 

 

In-House: 
annual 

screening 
GP, PN, DN, 

DSN, 
Consultant, 

A&E, UCC & 
Minor Injuries 

Highly 
Specialised 

competent foot 
care specialists 

 
Implementation 
of Diabetic Foot 

Health 
Guidelines from 

DVH 
 
 

Agreed risk 
assessment tool 

criteria 
 

Increased educational 
input.  Specialised 

insoles and footwear 
Intensive input for 

debridement, dressing, 
antibiotics. Total contact 

casting. 
Revascularisation and 

optimising glucose 
levels and control 

cardiovascular risk. 

Outcome  
Measures  

 
Reduction in 
number of 

amputations 
Reduction in 
amputation 

rates 
Reduction in 
associated 
mortality / 

morbidity rates 
Reduction in 
number of 
admissions 

Reduction in 
number of bed 

days 
 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Target Group Model Referred by: Activity Competencies Requirements Cost Implication 

Pathway of Diabetes Education for Children’s Diabetes Service at Darent Valley Hospital 

Outcome 

Newly 
Diagnosed 

Diabetic 

children [15] 

 Individual 
Child and 

family 
education 

 
GP & A+E 

 
1:1education by 

children 
diabetes team 

 
Training and 
experience in 

children’s diabetes  

 Regular 
update by 
attending 

courses and 
training 

 Maintaining skills 
of involved 

professionals 

       Selected 
children with 

T1DM for basal 

bolus 

Specific 
education 
required 

Children Diabetes 
Team 

= 1:1education  
= Group sessions 
Provided by 
children diabetes 
team 

Training and 
experience in basal-

bolus and locally 
agreed guidelines  

Regular update 
by attending 
courses and 

training 

Maintaining 
skills of involved 
professionals. 
Clinic sessions 

       Selected 
children with 

T1DM for insulin 

pump 

Specific 
education 
required 

Children Diabetes 
Team 

= 1:1education 
= Telephone 
titration  
Provided by 
children diabetes 
team 

Training and 
experience in insulin 

pump and locally 
agreed guidelines  

Regular update 
by attending 
courses and 

training 

Maintaining skills 
of involved 

professionals. 
(partial free 
training from 

pharma). Clinic 
sessions.  



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Target Group Model Referred by: Activity Competencies Requirements Cost Implication 

Pathway of Clinical Care for Children with Diabetes 

Outcome 

Children with 
Diabetes  

(T1DM, T2DM 
and others) 

[120] 

 
Secondary 

Care 

 Primary Care 
(GPs) 

+ 
A+E 

Department 

 Insulin regimes: 
(basal/bolus, pump), 
Dietary management: 
(CHO counting) 
Community support: 
(Home visits, 24h 
open access to  
paediatric ward 
Inpatient mgmt for 
Newly diagnosed 

 Consultant. 
Paediatric specialist 

Nurse, dietitian & 
podiatrist. 

 Special 
Training 

 Primary care 
education e.g. school 
& practice nurses, 
GPs etc 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

Target Group Model Referred by: Activity Competencies Requirements Cost Implication 

Dietetic Pathways 

Outcome 

Newly 
diagnosed 

Type 1 

 Specialist 
care in 

Secondary 
Care 

 Consultant  DSN     
Diabetes Team 

 At diagnosis: 
diet & lifestyle 

review & 
education.  Av 

20 per year 

 
Specialist Dietitian 
Band 7/Band 6 with 

supervision 

 •  Post grad 
specialist trained. 
•  Motivational 
interviewing. 

 Funding model 
to be decided – 

part of PbR 

 All newly diagnosed 
receive specialist 1:1 
education – improved 

care 

        Established Type 
1 diabetes 

Specialist 
care in 

Secondary 
Care 

Consultant  DSN     
Diabetes Team 

•  At annual review Specialist Dietitian 
Band 7/Band 6 with 

supervision 

•  Post grad specialist 
trained. 
•  Motivational 
interviewing. 

Funding model 
to be decided – 

part of PbR 

•  Reduction in 
hospital 
admissions. 
•  Improved 
parameters 
HbA1c/Lipids/BP 

        Established Type 
1 diabetes 

Specialist 
care in 

Secondary 
Care 

Consultant  DSN     
Diabetes Team 

•  DAFNE referral 
•  1 week DAFNE 
course 
•  Estimate 48 per 
year 

Specialist Dietitian 
Band 7 DAFNE 

trained 

•  Post grad specialist 
trained. 
•  Motivational 
interviewing. 
•  DAFNE trained. 

£250 per pt.  
Estimate 48 per 
year = £12,000 
(includes DSN 

costs and 
materials) 

•  Reduction in 
hospital 
admissions. 
•  Improved 
management 
HbA1c/Lipids/BP 

 New & 
established Type 

2 diabetes 

 Generic diet & 
lifestyle advice 
Primary Care 

 Primary Care led 
GP/PN 

 Messages on 
dietary 

management 

 PN with dietary 
education 

•  Accreditation 
from Dietetic Dept. 

 Primary Care 
led 

 All diagnosed receive 
generic dietetic advice 

       Use of dietetic 
screening tool 
for referral to 

Dietitian 

GP/PN 
after 

screening 

Full nutritional 
assessment & 
individualised 

dietetic care and 
f.up 

Band 6/7 Dietitian 
working in Primary 

Care setting 

•  Post grad 
specialist courses 
•  Motivational 
interviewing skills 

Funding model to 
be decided – 
through SLA & 
PbC 

New Type 2 with 
dietetic problems 
receive 1:1 advice – 
improved HbA1c 
(target) 

    Referral to Specialist 
Dietitian in Secondary 

Care for complex 
issues 

Specialist Band  6/7 
linked to Secondary 

Care Diabetes 
Team 

Band 6/7 
Specialist 
Dietitian 

•  Improvements in 
obesity 
management/ 
lipids/HbA1c 
•  Reduced 
complications 

 Funding via 
SLA or PbC 

   Newly diagnosed 
referral to DESMOND 

or other education 
programme 

GP/PN Band 6/7 Dietitian 
DESMOND trained 
with facilitation skills 

•  Post grad 
specialist courses 
•  DESMOND 
trained 

DESMOND funded 
= 3 Dietitians each 
for 8 days per year 

 All new Type 2 
offered DESMOND 
–improves HbA1c, 
targets 

 •  DESMOND 1 day 
course OR ½ day 
group education  

 Newly 
diagnosed Type 

1 Paeds 

 Specialist 
care in 

Secondary 
Care 

 Consultant  
Specialist DM 
Paeds nurse 

 At diagnosis: full 
diet & lifestyle 

review & 
education.  Av 
10-12 new per 

year 

 Specialist Paeds 
Dietitian Band 7 

 •  Paeds Dietitian 
plus post grad 
specialist DM 
training 
•  Motivational 
interviewing 

 Funding model 
to be decided – 

part of PbR 

 •  Good dietetic 
management of 
children 
•  Short hospital 
stay 

     
  

 
Type 1 Paeds – 

ongoing & intensive 
support 

Secondary 
Care 

Specialised 
management 

Consultant  
Multidisciplinary 

Team 

3 monthly & 
annual review.  
Initiation basal 
bolus/pumps 

Specialist Paeds 
Dietitian Band 7 

•  Paeds Dietitian 
plus post grad 
specialist training 
•  Motivational 
interviewing 

Funding model 
to be decided – 

part of PbR 

•  Reduction in 
hospital 
admissions. 
•  Good HbA1c 
measurement ? 
Target levels 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

GP & PN In practice education 
for GP & PN 

 

Community Support  

 
PN / GP selects 
suitable T1 & T2 

DM 

Case based 
discussion of 

problems 
 

Diabetologist Specialist 
accreditation 

Funding model 
to be decided 

Target Group Model Referred by: Activity Competence Requirements Cost Implication 

Audit and appraisal to ensure quality provision are an essential requisite for all 
models. 

GP & PN Support for GP 
structured care 

 
GP & GPwSI 
when need 
perceived 

Advice & education 
re model of care 

DSN Specialist 
accreditation 

Funding model 
to be decided 

All GP / 
Community 
treating DM 

Educational groups Self / GPwSi 
after assessment 

of need 

Educational 
instrument 

appropriate for need 

DSE Specialist 
accreditation 

Funding model 
to be decided 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Target Group Model Referred by: Activity Competencies Requirements Cost Implication Outcome 

All patients 
diagnosed 

with diabetes 
– Type 1 & 

Type 2 

 Primary Care 
(mobile unit) & 

Secondary Care 
(DVH, GCH, 

hospital venues) 

 
GP    Retinal Screener 

Band 4/Band 5 
  Digital 
photographer 
  IT skills 

   Certified 
screener 
  Eventually 
national 
accreditation 

 £17.50 per 
screen - 
predicted 

income/cost 
2006/7 = 
£150,000 

 All patients receive 
annual screening and 

further action as 
required 

Incidence of blindness 
decreased in diabetes 

population 

Retinal Screening Pathway  

 Patient reviewed by 
first grader: 
•   Non Diabetic 
Proliferative 
Neuropathy – 
pregnant patients 
recalled in 3 months 
and routine patients 
recalled in 12 
months. 
•  Ungradeable 
images – early 
recall in 6 months. 
•  Any pathology or 
query – reviewed by 
second grader who 
either:  
  Refers patient 
straight to Queen 
Mary’s Hospital Eye 
Clinic 
  Refers to 
Technically 
Unsatisfactory 
Clinic 
  Early recalls in 6 
months 
  Routinely recalls 
in 12 months. 
•  8,500 patients 
predicted for 
screening. 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Target Group Model Referred by: Activity Competencies Requirements Cost Implication Outcome 

Overweight adults 
BMI >25-29.9 

Obese adults BMI 
>30 obese 

 Refer to DOH 
‘obesity adult 
primary care 

pathway’ 
(www.doh.gov.uk 

Obesity Care 
Pathway and Your 

Weight, Your 
Health 5.06) 

  Practice Nurse 
GP 

 Experience of 
working with 
behavioural 

change models. 

 Maintaining 
skills of involved 

professionals 

 Reduction of Type 2 
diabetes 

 Refer to DOH 
‘raising the issue of 

weight in adults’ 
tool 

(www.doh.gov.uk 
Obesity Care 

Pathway and Your 
Weight, Your Health 

5.06) 

Adult Obesity Prevention Pathway  

BMI >30 or ¡Ã28 
with related co-
morbidities or 

relevant ethnicity? 

Offer future support 
if/when ready 

Repeat previous options and, if 
available, refer to specialist 

centre or surgery 

Assessment of 
weight/BMI in 

adults 

Raise the issue of weight 

Ready to change? 

Recommend healthy eating, physical activity, brief 
behavioural advice and drug therapy if indicated, and 

manage co-morbidity and/or underlying causes.  
Provide ‘Your weight, Your health’ booklet. 

Weight loss? 

Maintenance and local support 

options 

Offer lifestyle advice, 
provide ‘Your weight, 

Your health’ booklet and 
monitor 

Provide ‘Why weight matters’ card 
and discuss value of losing weight; 

provide contact information for 
more help/support 

Previous literature 
provided? 

YES 

NO 

YES 

NO 

YES 

NO 

NO 

YES 

http://www.doh.gov.uk/
http://www.doh.gov.uk/


 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Target Group Model Referred by: Activity Competencies Requirements Cost Implication Outcome 

Overweight 
children BMI    

>25–29.9  
Obese children  

>30 Obese 

 Calculate BMI as 
linked to Girls / 

Boys child growth 
foundation chart. 

Refer to DOH 
Obesity children 

and young people 
primary care 

pathway  
(www.doh.gov.uk 

Obesity Care 
Pathway and Your 

Weight, Your 
Health 5.06) 

  Practice Nurse  
General Practitioner 

 Experience of 
working with 
behavioural 

change models 

 Maintaining 
skills of involved 

professionals 
Purchasing 
Child growth 
foundation 

charts 

 Reduction of type 2 
diabetes 

 Refer to DOH 
Raising the issue of 
Weight in children 
and young people 

tool 
(www.doh.gov.uk 

Obesity Care 
Pathway and Your 

Weight, Your Health 
5.06) 

Offer future support 
if/when ready 

Re-evaluate if family/child ready to change. 
Repeat previous options for management 

OR 
If appropriate and available, consider referral to 

paediatric endocrinologist for assessment of 
underlying causes and/or co-morbidities 

OR 
Referral for surgery 

Assessment of 
weight in 

children and 

young people 

Raise the issue of weight 

Child and family 
ready to change? 

Recommend healthy eating, physical activity, brief 
behavioural advice and manage co-morbidity and/or 

underlying causes.  Provide ‘Your weight, Your 
health’ booklet. 

Progress/weight 
loss? 

Maintenance and local support 

options 

Provide ‘Why weight matters’ card 
and discuss value of managing 

weight; provide contact information 
for more help/support 

Previous literature 
provided? 

NO 

YES 

Child Obesity Prevention Pathway  

NO 

NO 

YES 

YES 

http://www.doh.gov.uk/
http://www.doh.gov.uk/

