
Diabetes care has always been a source
of debate among policy makers in

England. In one way, it epitomises a
pathology that juxtaposes within acute
settings, long-term conditions and primary
care settings, with its reach touching 
on multiple other pathologies, thereby
intrinsically entwining diabetes within 
the myriad of multiple providers and
healthcare of the NHS (Figure 1).

The debate has thus raged over the ages 
as to with whom, or even where, this
condition’s care should be based. Time,
energy and effort have been expended,
with the specialists making their case,
opposed vociferously by the vanguards of
primary care. Meanwhile the years have
rolled on, with the debate continuing to 
be a bone of contention, which ironically
has probably hampered development of
integrated diabetes care, bar a few pockets
of excellence, manifesting itself in poor
diabetes-related outcomes.1

THE ‘SUPER SIX’ MODEL
Taking a step back, away from the debate
of ownership, the primary aim must be to
identify areas in the diabetes journey of
the patient where the role of a specialist 
is paramount. It is not arrogance but an
appreciation of specialist training that

should allow this discussion to happen
without any prejudices. To get the ball
rolling, the basic question has been: ‘Which
bits of diabetes care irrefutably need a
specialist opinion?’ Locally, we have
narrowed it down to six areas, thereby
giving rise to the ‘super six’ model (Box 1).2

These are areas of diabetes care that can 
be delivered only within an acute trust 
(eg inpatient diabetes care) or that need
multiple expertise (eg antenatal diabetes
needing an obstetrician, a diabetologist, a
midwife, etc.) or higher training (eg insulin
pumps). Appreciably, the number or
definition of such services may differ
slightly depending on local expertise in
primary care, relationships, willingness of
multiple providers to work together, and so
on, but it should not vary hugely if one
thinks of it from a logical point of view.
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Diabetes care:
redefining the specialist role
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primary care and specialists.
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Figure 1. One of the responsibilities of the GP is in the diagnosis and education of the patient
with diabetes (©Adam Gault/Science Photo Library)



This also helps in more accurately defining
the role of the hospital diabetes team, as it
puts the onus on them to concentrate on
the specialised services, gives them the
opportunity to innovate3 as well as develop
or emulate good examples from around the
country. However, a fundamental part of 
any commissioning is never to lose sight of
the fact that the hospital is a part of the
community, not a separate entity. It is a part
and parcel of the patient’s journey with
their pathology, so segregating that into a
different component rarely, if ever, works.

EDUCATION AND SUPPORT FOR
PRIMARY CARE
The rest of diabetes care can indeed be
managed in primary care, though one 
must be cautious of the relevance and
application of that statement. Over the
years, primary care has been asked to do
more for little extra and it would be wise
not to repeat the mistakes of the past 
(Box 2). As with any parts of the healthcare
system, there is variability within diabetes
care, and the role of a specialist for this

vast group of patients needs to become
one of an educator or support for primary
care. Herein lies the vast opportunity in
front of diabetes specialists to think
broadly, work innovatively and perhaps
make a huge difference to diabetes care.

So what does ‘education and support’
mean? It is not about simply doing didactic
teaching or holding workshops, which,
although an important part of the whole
process, is only but a part. A bigger role 
is to be flexible to the daily needs of
primary care. One of the fundamentals 
of a community team is education and
thereby one needs to avoid the temptation
of ‘case holding’. If the community team is
going to engage in one-to-one reviews,
those patients or even primary care benefit
little apart from the convenience in some
instances of the location being closer 
to the patient’s home. However, the
principle is not different from those
patients going to the hospital. They are 
still seen by a specialist on their own, a
letter of communication is done and the
learning experience from that for the
primary care staff is variable. 

On the other hand, if the role of the
community team is to be available for the
GP surgeries as and when needed, apart
from scheduled visits, the scenario is
completely different. The ‘flexibility’ to
discuss any case within 24 hours or less, by
email, phone or Skype, acts as a constant
source of support, reassurance and

education for primary care staff, while the
planned visits could involve reviews of
patients at GP surgeries with the primary
care staff sitting in (or leading with the
specialist team acting as a consult),
dedicated sessions looking at the basics 
of diabetes care such as the nine care
processes or even review of medicine use
within the surgery, tackling areas of
evidence-based medicine, NICE guidelines,
etc. The possibilities of these roles are
endless and indeed education has to be 
the way to upskilling primary care to tackle
the increasing complexity of patients with
diabetes, if we want them to be better
managed in primary care (Box 3).

In addition to the flexible support provided
on a daily basis, there should always be a
place for educational modules, whether
they be delivered face-to-face or online.
These could tackle the main areas of
diabetes care, and the challenges such as
amputations; a rolling programme coupled
with access could indeed act as a complete
educational package for primary care.

DEVELOPING THE MODEL
Locally, we started off with the concept of
the ‘super six’ model and over the years
have gradually developed and amended the
model based on feedback from patients and
primary care.4 Initial outcome measures look
promising; in particular, we now have one
pathway spanning across three clinical
commissioning groups, 80 GP surgeries and
four trusts, with the model of care acting as
a binding link between all the different
strands. There are still challenges with
information technology, but progress is
being made slowly but surely. 

The fundamentals, however, remain the
same – developing the role of a specialist
further from the traditional role of being 
a ‘super-specialist’ but more into the
territories of an educator and support for
primary care.5 The role of the consultant in
the community (a role shared between all
four consultants) is to provide email and
telephone contact for each surgery, and
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l Inpatient diabetes care
l Antenatal diabetes care
l Foot diabetes care
l Adolescent diabetes care 
l Renal diabetes care
l Insulin pumps

BOX 1. The ‘super six’ model of
diabetes care

l Screening
l Diagnosis and education
l Early intervention
l Dealing with the person as a whole – knowing his or her psychosocial make-up

and other comorbidities
l Seeing the patient in his or her home environment
l Intensification
l Complication screening/counselling and management
l Appropriate referral
l Keeping the patient out of hospital

BOX 2. Primary care responsibilities regarding diabetes care
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two visits per year to facilitate the education
role further. In the acute trust, the same
consultants carry on their roles within the
specialised aspects of diabetes care, along
with endocrinology responsibilities.

The model of care has also looked at helping
to train the next generation, within both
specialist and primary care, with dedicated
teaching days aimed at GP ST1, ST2 and ST3
trainees. The specialist trainees accompany
the specialists to learn about the reality and
benefit of virtual clinics, direct interaction
with primary care, and so on. 

THE FUTURE
With an ever-shrinking financial margin
and the continued increase in diabetes
prevalence, there is no doubt that there 
is a requirement to change the paradigm
of diabetes care. The capacity or finances
are perhaps not available to stick to the
traditional model of diabetes care, nor
should there be any more reticence to
tackle the variations within primary or

secondary care, as highlighted by the
National Diabetes Audit.

Perhaps with time, we can think even 
more broadly. One of the major blights 
of the system has been the multiple
providers, where one trust provides acute
care, one provides part of the community
work, another provides podiatry, and
another provides the out-of-hours and
ambulance service. Throw in then the
multiple individual GP surgeries, the
complexity of information technology
systems working in isolation, and no
wonder the patient with diabetes is left
wondering who exactly is in charge of 
his care. Could we think boldly enough to
fuse all those budgets together? There is 
a long way to go before we achieve that,
but perhaps that is where the future will
lie: the patient’s journey with diabetes is
held in one budget, with care provided by
healthcare professionals sitting across the
traditional divides. Until then, something
needs to give; encouragingly, there now

seem to be signs of the discussions
growing louder, along with dawning
realisation on all quarters that change 
is indeed needed.

In the oft-quoted words of Barack Obama:
‘Change will not come if we wait for some
other person or some other time. We are
the change that we seek’. There is a
broader debate as to whether that is
applicable for the NHS as a whole, but
there is no debate that the time for change
in diabetes care is now and it is up to the
present generation to make it happen.
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l Virtual clinics (case-based discussions)
l Database reviews to discuss individuals with regard to achievement of Quality

and Outcomes Framework target
l Reviews of audits completed by the GP practice on diabetes care
l Educational sessions on areas of diabetes management of the practice’s choice
l Patient reviews (in conjunction with GPs or practice nurses)
l Telephone ‘hotline’ to primary care with designated time
l Email/Skype access to primary care in designated time

BOX 3. The specialist’s community role as educator

Ask Trends

Do you have a question that you would like our specialists to answer? Go to the new

Trends website to send us your query, and find answers to questions posed already.
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