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	Service Specification No.
	

	Service
	Primary Care Enhanced Diabetes Service 

	Commissioner Lead
	Priyanka Patel Lillie – Long Term Conditions Project Manager 

	Provider Lead
	As per contract particulars

	Period
	1 April 2026 – 31 March 2027



	1.	Population Needs

	1.1 National Context

Diabetes is one of the UK’s largest and fastest-growing long term conditions and remains a national, regional, and local clinical priority due to its impact on mortality, morbidity, and healthcare costs.

Over 5.8 million people are currently living with Diabetes, with Type 2 accounting for 90% of cases and over 1 million people estimated to be undiagnosed. Rising prevalence is driven by sedentary lifestyles, diets high in processed foods, an ageing population, and increased risk among ethnic minority groups, who are 2-4 times more likely to develop the condition. Other social determinants such as income, education, housing, access to healthy food and healthcare further increase risk. 

Diabetes costs the NHS approximately £6.2billion a year (Diabetes UK 2024) and is a major cause of preventable sight loss, kidney failure, lower-limb amputation and cardiovascular disease. Mortality linked to Diabetes peaked in 2024, contributing to up to five years of reduced life expectancy. 

Weekly in the UK, Diabetes contributes to:
· 184 amputations. One third of all amputations are due to Diabetes and 80% of these are usually preventable.
· 980+ strokes
· 680 heart attacks and 3,230 cases of heart failure. People with Diabetes are five times more at risk of developing cardiovascular disease. 

Strong clinical evidence shows that good glycaemic control and proactive management of cardiovascular risk factors significantly improve outcomes. Early intervention for long-term conditions is central to NHS policy, and Diabetes remains a clinical priority due to the serious complications associated with its progression.

1.2 Local Context

Leicester City’s Enhanced Primary Care Diabetes Service began in 2012 to meet high local prevalence and therefore reduce the pressure on specialist and secondary care services. Primary care teams complete structured training through EDEN at the Leicester Diabetes Centre, specialist competency sign-off and joint working with the Community Diabetes Specialist Nurses (CDSN) and named clinical mentor. This enables delivery of specialist Diabetes functions in primary care, including insulin initiation.

A 2-year expansion pilot began in September 2022 across the County and Rutland, and 84% of the Diabetes population is now covered, with 104/126 practices accredited. Enhanced practices now also initiate continuous glucose monitors (CGM) and GLP-1 therapies in primary care. 

1.2.1 Prevalence and Population 

	NDA Jan 26
	Type 1
	Type 2

	LLR
	5,660
	85,850


Table 1: The current population across LLR living with Diabetes as per the National Diabetes Audit (NDA) January 2026 release (data up to the end of September 2025)

The latest available Quality and Outcomes Framework (QoF) 2024/25 shows Diabetes prevalence across Leicester, Leicestershire and Rutland remains higher than the national average; 9.36% compared 8.26%. 

	QoF 2024/25
	National
	City
	County
	Rutland

	Prevalence
	8.26%
	11.02%
	8.34%
	6.91%


Table 2: A comparison of Diabetes prevalence at each place level to national as per QoF 2024/25 release

This remains higher within the City compared to County and Rutland. There are number of factors that contribute to this including higher levels of deprivation and a larger population from ethnic minority backgrounds, both of which increase the risk of developing Diabetes. 

1.2.2 Age 

Across LLR, the largest group living with Diabetes (Type 1 and Type 2) is aged 40-64, reflecting an ageing population and higher likelihood of multimorbidity. The enhanced service supports a holistic approach tailored to these needs. 
	NDA Jan 26
	Aged under 40
	Aged 40 to 64
	Aged 65 to 79
	Aged 80 and over

	Type 1 
	39.1%
	39.9%
	16.8%
	4.2%

	Type 2 
	4.4%
	43.9%
	37.1%
	14.5%


Table 3: The current population across LLR living with Diabetes by age as per the National Diabetes Audit (NDA) January 2026 release (data up to the end of September 2025)

Early Onset Type 2 Diabetes (EOT2D) in young adults aged between 19-40 is rising, and its aggressive phenotype is associated with more rapid progression and earlier complications. The enhanced service will prioritise this cohort to support access to annual reviews, evidence-based management, structured education, improved long-term outcomes and potential remission in line with NHS Long Term Plan priorities and NICE Type 2 guidelines. 

1.2.3 Ethnicity

Adults from Black, Asian and minority ethnic (BAME) backgrounds are at high risk of developing Type 2 Diabetes. NDA data shows the Asian/Asian British population in LLR has more than double the national prevalence, highlighting Leicester’s distinct demographic profile.
	NDA Jan 26
	Asian/Asian British
	Black/Black British
	Mixed Ethnicity
	White 
	Other Ethnic Group

	Type 1 (National)
	5.7%
	3.4%
	1.8%
	85.1%
	1.6%

	Type 1 (LLR)
	14.2%
	3.2%
	1.7%
	78.0%
	1.1%

	Type 2 (National)
	17.2%
	5.8%
	1.4%
	70.9%
	1.8%

	Type 2 (LLR)
	36.0%
	3.6%
	1.1%
	56.3%
	0.9%


Table 4: The current variation in ethnicity in the population across LLR living with Diabetes by age as per the National Diabetes Audit (NDA) January 2026 release (data up to the end of September 2025)

1.2.4 Deprivation 

A University of Leicester (UoL) evaluation identified that the Enhanced service has helped reduce health inequality across LLR. Unlike national trends, where prevalence is higher in the least deprived groups, LLR shows a more even distribution across deprivation quintiles, indicating improved access to screening and care. 
	NDA Jan 26
	IMD Most Deprived
	IMD 2nd Most Deprived
	IMD 3rd Most Deprived
	IMD 2nd Least Deprived
	IMD Least Deprived 

	Type 1 (National)
	20.4%
	20.1%
	20.4%
	20.0%
	19.0%

	Type 1 (LLR)
	12.2%
	16.4%
	17.8%
	26.3%
	27.2%

	Type 2 (National)
	24.7%
	22.5%
	20.0%
	17.8%
	15.1%

	Type 2 (LLR)
	16.3%
	22.9%
	17.7%
	22.5%
	20.6%


Table 5: The current variation in deprivation in the population across LLR living with Diabetes by age as per the National Diabetes Audit (NDA) January 2026 release (data up to the end of September 2025)

The enhanced service aligns strongly with the NHS 10-year Health Plan through its emphasis on prevention, early intervention and care closer to home. LLR’s model provides specialist input earlier and has been recognised nationally, similar to developments in neighbouring areas such as Nottinghamshire.  


	2.	Outcomes

	2.1	NHS Outcomes Framework Domains & Indicators

	Domain 1
	Preventing people from dying prematurely
	☑

	Domain 2
	Enhancing quality of life for people with long-term conditions
	☑

	Domain 3
	Helping people to recover from episodes of ill-health or following injury
	

	Domain 4
	Ensuring people have a positive experience of care
	☑

	Domain 5
	Treating and caring for people in safe environment and protecting them from avoidable harm
	



2.2 Local defined outcomes

2.2.1 People’s Experience Outcomes:

An external qualitative study is underway this year to assess patient and staff experience of the Enhanced Diabetes Service. Previous local feedback from Diabetes leads in accredited practices showed increased confidence in managing more complex care; including GLP-1 initiation, insulin initiation and titration, and CGM use. Respondents also reported good support from secondary and community services via the Consultant Connect helpline and the Community Diabetes Specialist Nurse (CDSN) team. 

2.2.2Services Outcomes:

The enhanced service aims to deliver:
· Standardised, high-quality Diabetes care, reducing inequalities and improving quality of life. 
· Improved health outcomes with reduced variation in achieving the 3 treatment targets (3TTs) and 9 care processes (9CPs), aiming to meet or exceed national benchmarks. 
· Strengthen self-management supported by personalised care planning and access to education programmes such as the National Diabetes Prevention Programme (NDPP), Type 2 Diabetes Path to Remission and (T2DR), Health Living with Type 2 Diabetes.
· Safe and appropriate insulin and GLP-1 (e.g. Tirzepatide, Semaglutide) initiation and titration within primary care.
· Optimised prescribing newer therapies in line with NICE guidance and LMSG/local policy.
· Consistent initiation and management of Continuous Glucose Monitoring (CGM) across Primary Care aligned with NICE and LMSG/local guidelines. 
· Reduced reliance of secondary care, specifically through: 
1. A 10% year-on-year reduction in severe hypoglycaemic episodes (hypos) requiring ambulance or hospital care.
2. A 10% year-on-year reduction in admissions and readmissions for Diabetes Ketoacidosis (DKA) 
· A sustainable primary care workforce, with clinicians upskilled in Diabetes management through ongoing training, mentorship and collaboration with the CDSN team. 



	3.	Scope

	3.1	Aims and objectives of service
The Diabetes Enhanced Service across LLR aims to improve outcomes for people living with Diabetes by providing timely, specialist-level care within primary care. This reduces pressure on Secondary and Community services, supports earlier intervention and ensures consistent, equitable access to high-quality care closer to home.  

A core aim is to standardise Diabetes management across LLR, reduce variation in clinical outcomes and inequality gaps between population groups. 

· Improve quality of life for people with Diabetes by providing accessible, equitable and earlier specialist intervention within primary care. 
· Ensure health professionals understand available pathway sand services (e.g. Diabetic foot pathway – see Appendix A) enabling effective assessment and appropriate referral.  
· Promote patient education and self-management, including referrals to evidence-based programmes (see appendix B) such as:
· Healthy Living with Type 2 diabetes, 
· National Diabetes Prevention Programme (NDPP) 
· Type 2 Remission Programme (T2DR) 
· Building clinical capability in Primary Care through EDEN training, monthly Virtual Diabetes Clinical Engagement sessions, quarterly updates and support from named Diabetes mentors for complex case discussions. 
· Reduce unnecessary use of Secondary Care through earlier diagnosis, self-care, optimisation of treatment and better management within Primary Care.
· Improved Diabetes care for housebound individuals and people with Learning Disabilities.
· Enhanced management of Type 2 Diabetes in individuals with Early Onset Type 2 Diabetes (EOT2D) aged between 19-45.
· Support people with Type 1 Diabetes who are not under Secondary Care by ensuring they can access CGM, Hybrid Closed Loop (HCL) and education such as DAFNE/DTN-UK online via appropriate referral.  
· Continued equitable delivery of CGM aligned with NICE and local guidelines, through consistent initiation, management and understanding glucose patterns. 
· Develop a sustainable and skilled Primary Care workforce, capable of managing complex Diabetes

3.2 Service Description

The Enhanced Diabetes Service model fits into the approach seen in the figure below and is designed to meet the needs of people requiring more complex management. 
[image: ]
Figure 1: LLR ICB Diabetes Care Model

All Diabetes patients who are registered under an Enhanced Practice are able to access more complex Enhanced Diabetes service within their practice. Practices delivering Core Diabetes care continue to manage routine needs with patients requiring more complex or specialist intervention referred to Community and Secondary Care services.  

Enhanced practices deliver both Core and Enhanced elements of Diabetes care. Where further expertise is required, clinicians can access specialist advice from Community and Secondary care teams using the Consultant Connect helpline and the CDSN phoneline. 
	Description
	Core Practice 
	Enhanced Practice 

	Diabetes Register 
	Baseline contract requirement for all practices.
	Baseline contract requirement for all practices.

	Screening at‑risk groups (NDH, gestational diabetes) refer on to National Diabetes Prevention Programme
	Focus on early identification & prevention. 
	Focus on early identification & prevention.

	Routine monitoring and management of 9 Care Processes: (HbA1c, BP, creatinine, micro‑albuminuria, BMI, foot checks, retinal screening and smoking) 
	Routine clinical monitoring and management as per QoF. Appropriate management within the practice and referral onwards to appropriate pathways as required.
	Routine clinical monitoring and management as per QoF. Appropriate management within the practice with advice and guidance sought as required. Referral onwards to appropriate pathways as required. 

	Routine monitoring and management of 3 treatment targets, reducing CVD risk
	Routine review of 3TTs and management as nationally mandated. 
	Routine review of 3TTs and management as nationally mandated.

	GLP-1 & new therapies
	Initiation and titration supported by Secondary Care/CDSN teams once all other oral Therapies have been trialled or further support required.
	Enhanced extends this to more complex cases and tech integration.

	Insulin initiation, titration and authorisation.
	Insulin initiation supported by Secondary Care/CDSN teams once all other oral Therapies have been trialled or as HbA1c too high for orals initially. 
Titration between 10-20% encouraged, CDSN support available as required. 
Authorisation forms to be completed based on specialist recommendation (as outlined on discharge letters), if further support required, contact secondary care/CDSN teams as required.

	Ability to initiate and adjust regime. Uses CDSN services for advice and guidance as required. 

	Medicine optimisation & titration
	Awareness and compliance with NICE and local LMSG guidance
	Awareness and compliance with NICE and local LMSG guidance

	Structured education referrals 
	Routine QoF requirement
	Routine QoF requirement

	Shared care with secondary care for proactive discharge where appropriate.
	Post hospital discharge acute review as per core contract requirements. Seek support and refer to specialist teams as required. 
	Post-discharge acute reviews (DKA/HHS) as per core contract requirements and complex case management with support from consultant connect phoneline as required.

	Management of people with Type 1 diabetes (excluding "Super 7") including CGM initiation and monitoring.
	Seek support and refer to secondary and community care services as required. 
	Extended management beyond routine primary care with specialist support as required. 

	Adoption of new therapies & technologies 
	Awareness of NICE guidance to ensure access to all 
	Emphasis on earlier adoption of advanced therapies/technology in primary care

	Equitable care and improved Diabetes achievement in Housebound, Care Home and LD patients 
	GMS contract in place to reduce health inequalities. Core QoF requirement for all individuals with Diabetes have access to a yearly review. 
	Outcome-based measure in place to support reduction in health inequalities. 

	Improved Diabetes achievement for patients with Early Onset Type 2 Diabetes (EOT2D – aged 19-45) Promote & refer into education programmes such as Healthy Living and Type 2 Diabetes Path to Remission. 
	Awareness of complexity and aggression of EOT2D phenotype. Core QoF requirement for all individuals with Diabetes have access to a yearly review.
	Outcome-based measure in place to support management of more aggressive phenotype. 

	EDEN Training & Engagement (monthly engagement sessions, updates & refresher)
	Attendance optional  
	Mandated 50% attendance at monthly clinical engagement sessions and quarterly update events for ongoing specialist‑supported professional development and learning.

	Appropriate use of Consultant Connect & CDSN advice line.
	Specialist care support available for advice and guidance. Referrals into specialist teams for more complex Diabetes care. 
	Proactive use of advice and guidance to provide more care in primary setting for active collaboration. 

	LUCID renal MDT participation to support CRM multimorbidity approach.
	Practices participating in LUCID can used named Diabetes mentors/CDSNs to support completing actions 
	Enhanced pushes into renal/cardiac metabolic specialist coordination and management as pathway develops this year. 

	NDA data and annual audit
	Data collection and submission by all primary care practices 
	Data collection and submission by all primary care practices


Table 6: A comparison in Diabetes responsibilities across Core and Enhanced practices. 

3.2.1 Quality Achievement Payment Plan

To achieve the full £25 incentive per Diabetic patient, Enhanced practices will receive 70% (£17.50 per patient) in monthly instalments over 12 months. To achieve the remaining 30%, practices must achieve the following outcomes:

	Achievement Outcome 
	Local Average 
	Percentage/Payment

	3 ‘forgotten’ Care Processes (foot checks, retinal screening, urine albumin) in line with local average 
	63.03%
	10% (£2.50 per Diabetic patient)

	Minimum 10% improvement in 3 Treatment Targets and 9 Care Processes for Diabetic patients who are housebound/live in a care home or have a Learning Disability in line with local average improvement
	N/A – individual list sizes
	10% (£2.50 per Diabetic patient)



	3 Treatment Targets and 9 Care Processes for people aged between 19-45 with Early Onset Type 2 Diabetes (EOT2D) in line with local average
	3TTs – 22.5%
9CPs – 24.4%
	10% (£2.50 per Diabetic patient)



March 2026 Leicestershire Health Informatics Service data will be used as the baseline (If national average reduces, the outcome-achievement target will also be reduced to reflect this). Local data reports will be monitored every 6 months and progress will be shared with providers. Where support is required, Clinical Mentors will support. 

Practices should invite all patients in these groups for a full annual Diabetes review in line with NICE guidance. For people with LD, reviews may need to be delivered across several shorter appointments, reflection on national Oliver McGowan training principles. For housebound patients, additional time or follow-up appointments may be required due to multimorbidity, increasing adoption of a Cardio-Renal-Metabolic approach. For people with EOT2D, information and referral to education and remission programmes is essential to support early, proactive management. 

3.2.2 Referral Criteria for Community Diabetes Specialist Nursing Team
· Community Diabetes Specialist Nurse (CDSN) telephone advice available to any health care professional on 0116 2588332.
· CDSN will accept referrals from all practices as specified below (Ensure they are not under Secondary Care or meet Super 7 referral criteria, if your referral is urgent, please call consultant connect on 0116 5020860)
· Mentoring of new staff available for up to 3 months after EDEN training commenced via prior arrangement with the CDSN. 

Before referral:
· Recent bloods within 3 months 
· Eye screening within 12-24 months (or exceptional reason)
· Person has monitored blood glucose for at least 2 weeks (capillary or CGM)

	Core Practices
	Core & Enhanced Practices

	HbA1c >8.5% (69mmol/mol) OR maximum oral therapies attempted with no improvement (should already be on or have tried Metformin, SGLT2, DPP-4, sulphonylurea and GLP-1, if appropriate).  
Allow therapy to take effect (8-12 weeks) before referral for consideration of insulin/ injectable GLP-1 
HbA1c >8.5% (69mmol/mol) on insulin requiring a change of regime (or if no improvement after 8-12weeks) 
	Short term steroid management (oncology, COPD, asthma, septic arthritis etc) i.e intensification/ de-intensification of diabetes medication required

	Elderly/frail individuals with HbA1c of <6.5% (48mmol/mol) or lower on sulphonylurea or insulin. 
Ensure doses are reduced prior to referral.
	End of life care for individuals on insulin therapy or sulphonylurea

	Individuals with Type 1 and Type 2 diabetes requiring support with initial setup of Continuous Glucose Monitoring, who meet eligibility criteria for in line with NICE Guidance and LMSG/local policy. 
	Erratic glucose levels making routine insulin adjustments difficult i.e unable to identify patterns.


	Frequent, severe hypoglycaemia or impaired hypo awareness (on sulphonylurea or insulin). Ensure doses are reduced prior to referral.
	NG, PEG, RIG feed: medication regime advice

	Individuals awaiting surgery or whose surgery has been cancelled due to suboptimal Diabetes control (HbA1c >8.5% - 69mmol/mol – or if all oral therapies have been trialled.)
	


Table 7: A comparison guide in Diabetes responsibilities across Core and Enhanced practices prior to referring to CDSN service. 

3.3 Accreditation Requirement

[image: ]
Figure 2: A flowchart to demonstrate the accreditation process

Across LLR, 104/126 practices are accredited to provide Enhanced Diabetes care. Accredited practices must remain up-to-date with current Diabetes evidence, guidance and treatments. Each provider must ensure: 

3.3.1 Minimum Staffing 

· 2x named Diabetes Clinical Leads per practice/PCN (one must be a prescriber) who are appropriately trained in Diabetes management. Leads must ensure delivery of the specification and appropriate cover arrangements. 
· For PCNs delivering a shared model, there must be at least x1 trained staff member on each practice site/a prescribing Diabetes lead available to contact in case of emergencies throughout the working week. Those providing a PCN model must complete the PCN Diabetes Enhanced Service Cover document (Appendix C).

3.3.2 Notification requirements

· Providers must notify the ICB and their Diabetes clinical mentor within 7 working days if a named clinical lead leave (see section 7 for ICB contact details) 
· Providers must notify the ICB and their Diabetes clinical mentor as early as possible if they are unable to meet contract requirements, or if the practice receives a negative CQC rating and enters caretaking arrangements. 

3.3.3 Training & Sign Off

· Both named Diabetes Clinical Leads must have completed the mandatory EDEN training modules within the last 2 years (table below) 
· Both Diabetes Clinical Leads will have completed competency sign off by their named CDSN and mentor
· HCA to have undertaken their mandatory training.
· Any new Diabetes lead should complete training and competency sign off within 3-6months.
	Training Component
	GP Lead
	Nurse/Pharmacist Lead
	HCA / NA

	Pre‑Knowledge & Confidence Form
	✔
	✔
	✔

	Complement Plus Programme or individual sessions below:
	✔
	✔
	—

	1. Injectable Therapies
	✔
	✔
	—

	2. CaReMe (inc. 3 Treatment Targets)
	✔
	✔
	—

	3. Footcare
	✔
	✔
	—

	4. Chronic Kidney Disease
	✔
	✔
	—

	Continuous Glucose Monitoring (CGM)
	✔
	✔
	—

	Virtual Diabetes Engagement Meetings*
	✔
	✔
	Optional

	Diabetes Update (Quarterly)*
	✔
	✔
	Optional

	EDEN Essentials
	—
	—
	✔


* at least one lead must attend 50% of all monthly meetings and quarterly updates. 
· Additional EDEN modules such as Obesity are highly recommended. 

3.3.4 Continuous Development 

· Evidence of ongoing engagement with other EDEN modules or equivalent Diabetes training modules to further develop skills and knowledge, including a 2 yearly face-to-face refresher module to share latest evidence-based practice and knowledge. Alternative Diabetes speciality training will need to be shared with the named Clinical Mentor to identify the appropriateness.
· Evidence of Continuous Professional Development (CPD) in Diabetes management and at least 50% yearly attendance (6 sessions per financial year) to EDEN’s monthly Virtual Diabetes Clinical engagement sessions.
· Agreement to work with named Diabetes Clinical mentor, EDEN and ICB to review annual performance, NDA data, plan service development and address variation. 
· Agreement to actively address health inequalities for patients who are housebound or have LD living with Type 2 Diabetes by using both in-house initiatives and engagement with local and system initiatives.
· Undertake an annual review and care plan for all people living with Diabetes, including proactive management of people living with Diabetes with a HbA1c greater than 8% (unless acceptable due to other health issues such as frailty) 
· Evidence of QoF low Personal Care Adjustments (less than 15%)
· Ongoing commitment to improving quality of care, including opportunities for patients to participate in clinical research where appropriate. 

3.4 Accessibility & Operation 

The provider must ensure the service offered is respectful and does not discriminate on grounds of age, disability gender reassignment, marriage and civil partnership, pregnancy and maternity, race, religion or belief, sex and sexual orientation.  The provider proactively identifies patients who at higher risk of experiencing health inequalities and/or poorer health outcomes due to wider determinants of health such as income, social and/or cultural status. The provider should be sensitive to the needs of people living with diabetes whose first language is not English, and those with hearing, visual or other disability using the Accessible Information standards. 

People living with Diabetes must be seen without undue delay during core GP working hours (Monday-Friday, 8am-6.30pm), with extended hours (weekends/evenings) offered where possible to improve access. Appointments may be offered in person, virtually or group-based e.g., CGM initiation and education.   

The provider must deliver care on site or via domiciliary visits where required. Management decision for patients assessed at home remain the responsibility of the provider and should be made collaboratively with the patient. Practices must maintain an up-to-date Lone Working Policy for staff undertaking home visits. 

Home visits should be offered when virtual consultations are not appropriate and the patient cannot leave their residence due to:
· Frailty or older age 
· Physical disability
· Certain mental health condition 
· Significant sensory impairment
· Profound or severe LD (where attendance support is not available)

This includes living in a care home and individuals for whom leaving home is medically contraindicated. Given the access challenges faced by these groups, ensuring they receive a full annual Diabetes review is essential. Reducing inequalities for these groups is an ongoing focus for incentive achievement in 2026/27. 
 
3.5 Any Acceptance and Exclusion Criteria 

3.5.1 Inclusion Criteria

All adults (18+) people living with Diabetes registered with a Leicester, Leicestershire and Rutland GP practice:
· People living with Type 1 and Type 2 Diabetes registered with a LLR GP practice 
· People living with Diabetes who are not clinically deemed to meet the criteria for the Super 7 Secondary Care pathway.

3.5.2 Exclusion Criteria

The following list is not exhaustive, and individual cases may be considered by the provider for exclusion depending on clinical circumstances. The provider should discuss these people living with Diabetes with the named Clinical Lead before referring the patient to another provider.
· People living with Diabetes are not registered with any LLR practice. 
· People living with diabetes under 18 years old.

3.6 Interdependence with other service s/providers

The provider will ensure that effective and clear communication is maintained with the following agencies (where applicable): (this is not an exhaustive list)
· Patient’s GP
· Patient’s dentist
· Secondary Care Diabetes Service
· Health and Social care Teams
· Community District Nurses (LPT)
· Community Podiatry Services
· Care and Residential Homes
· EDEN Team
· Diabetes Mentors
· Medicines Management Team
· Community Pharmacies
· Community DSNs (UHL)

The provider will facilitate the transfer of patient care between service providers through the full disclosure of patient’s records, as and when required using the patient’s clinical record

3.7 Clinical Audit 
The provider must ensure patient safety and monitor performance using NDA and QoF data for the 3TTs and 9CPs. 

3.8 Risk Management, Complaints, Incidents and Serious Adverse Events

The provider must comply with:
· PSIRF (2022)
· NHS Never Events Framework (2018)
· NHS Patient Safety Strategy (2019) 

The provider must have an agreed PSIRF Policy and PSIRF plan, demonstrating robust governance and how safety incidents will be managed and investigated. This includes:
· Proportionate responses to incidents, including those requiring PSII, Learning from Deaths and Never Events
· Use of the LFPSE national reporting system
· Evidence of Duty of Candor, Just Culture and processes for recording/reviewing incidents.
· Engagement with patients, families and staff in line with Engaging and Involving Patients, Families and Staff Following a Patient Safety Incident. 
· Freedom to Speak Up arrangements
· Compliance with CAS Patient Safety Alerts

Providers with more than 50 incidents per year must agree an appropriate PSIRF approach with the ICB. The provider must participate in the LLR ICB Transferring Care Safely programme. 

3.9 Infection Control 

The provider must:
· Follow national and local IPC guidance, maintain up‑to‑date IPC policies and ensure annual IPC training.
· Undertake an annual IPC audit or self‑assessment.
· Ensure appropriate PPE use and safe sharps management.
· Treat all needle‑stick injuries as significant events and investigate accordingly.

3.10 Premises and Equipment

Premises must be:
· Suitable and sufficient for service delivery.
· Confidential, CQC‑compliant, with adequate reception/waiting areas.
· Equipped with appropriate clinical devices, resuscitation equipment, and proper storage for controls and reagents.
· All equipment must be maintained per manufacturer guidance and best practice.

3.11 Business Continuity 

The provider must maintain an up‑to‑date Incident Response and Business Continuity Plan, ensuring continuity of service during staffing, facilities or system disruptions. Reciprocal arrangements between practices may be used, with no additional payment. 

Activation of continuity plans must be reported to the commissioners and ICB.

3.12 Record Keeping and Information Requirements 
The provider must:
· Maintain full and accurate clinical records using SystmOne or EMIS with LLR Diabetes templates (e.g., Ardens).
· Complete the NHS England Data Security and Protection Toolkit annually.
· Manage patient identifiable data in line with NHS policy, with appropriate consent and secure handling.
· Restrict data access to authorised staff only.
· Ensure data is not left unattended and is password protected.

3.13 Consent
The provider must follow NHS consent requirements and ensure:
· Patients are fully informed of treatment options.
· Written or valid verbal consent is recorded appropriately.
· Consent forms are retained in the patient record


	4.	Applicable Service Standards

	4.1 Applicable National Standards (e.g. NICE)

The provider must comply with all relevant national standards including:
1. NHS Outcomes Framework:
            - Domain 2: Health related quality of life for people with long term conditions
            - Domain 4: Ensuring people have a positive experience of care.
2. NICE Quality standards relevant to Diabetes and integration of other Long Term Conditions. 
3. Further relevant national standards include: (this is not an exhaustive list)
· End of Life Strategy Incorporating End of Life tools (DH 2008). 
· Registered and Compliant with Care Quality Commission standards and guidance.
· Compliance with NSF and NICE recommendations.
· Seven Steps to patient safety (second print 2004).
· Dignity Challenge (DH 2007) 
· Supporting People with Long Term Conditions DH (2005) 
· The Health Act 2006: Codes of practice for the prevention and control of Health Care and Healthcare Associated Infections (revised 2008) 
· The Health and Care Act (2022)
· Compliance with appropriate Health and Safety legislation (e.g. HASWA 1974 Act, COSHH, RIDDOR 1995).
· Compliance with alert notices as stipulated by the MHRA (including Equipment Evaluation
· National Carers Strategy
· Equality Duty
· Nuffield Trust and Kings Fund
· Diabetes UK “Commissioning Specialist Diabetes Services for Adults with Diabetes” (October 2010)

4.2 Applicable Standards set out in Guidance and/or Issued by a Competent Body (e.g. Royal Colleges)

The provider must also comply with standards issued by relevant professional bodies, including:
· Royal College of Physicians: Type 2 Diabetes national clinical guideline for management in primary and secondary care
· GMC guidelines
· NMC guidelines
· [bookmark: ChapterBSection4]General Pharmaceutical standards  


	5.	Applicable quality requirements 

	The provider must ensure the service consistently meets required levels of safety, quality, and effectiveness, while promoting innovation that improves patient experience, outcomes, and safety. This is in addition to meeting the applicable standards set out in Section 4 and includes compliance with:
· Patient experience requirements
· Equality, Diversity and Human Rights obligations
· Relevant NICE guidance
· Health and Social Care Act 2010
· The Hygiene Code
· Duty of Candour
· Quality improvement and compliance should be demonstrated through completion of the General Practice Quality Assurance Toolkit.

The provider must maintain appropriate quality assurance and clinical audit arrangements for the service.

Any significant variation or deviation from the contracted service quality must be reported in writing to the commissioner immediately, with proposed actions and timescales for resolution.


	6.	Location of Provider Premises

	The Service can only be provided from premises that are fit for purpose, CQC registered and comply with premises standards in line with the GMS contract, as well as Primary Medical Services Contract 

	7.	Payments

	Funding is based on each practice’s January 2026 National Diabetes Audit (NDA) register (data up to end of September 2025). Payment for each registered patient with Diabetes is dependent on achievement of outcomes. This equates to £25 per patient on the following basis:

· 70% of total payment (£17.50 per patient) will continue to be paid monthly to the service provider in equal amounts over the financial year. This is for the Diabetes care required as per GMS contract, to support monthly attendance to EDEN’s virtual clinical engagement sessions as well as any other CPD/refresher training that is required, yearly monitoring and review of achievements using national and local data.

· 30% will be payable on completion of quality target achievements. These will be measured by: - 

· 10% payment for improvement in the achievement of 3 ‘forgotten’ care processes in line with the combined local average or above (63.03%) Foot checks (73%), retinal screening (61.15%) and urine albumin (55%) using March 2026 LHIS data as the baseline.
· 10% payment for improvement in 3 treatment targets and 9 care processes for patients with Diabetes and a Learning Disability or housebound/living in a care home in line with the local average improvement or above using March 2026 LHIS data as the baseline. 
· 10% payment for improvement in 3 treatment targets (22.5%) and 9 care processes (24.4%) for patients with Early Onset Type 2 Diabetes (EOT2D) aged between 19-45. Baseline data provided by LHIS in March 2026. 

The ICB and named clinical mentor will review data every 6 months when reports are available. Practices are encouraged to run their own searches to monitor progress. ICBs will inform practices of year-end achievement and payment. 

No invoice will be required from the provider, payments will be made automatically by the ICB to the practice.

Should you require any support in understanding the data, sharing the data or the payment schedule, please contact the Long Term Conditions team on llricb-lc.ltcteam@nhs.net.  
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Date created: April 22 
Review date: April 27 


LLR Diabetes Foot care Pathway 


Annual Foot Review to be carried out by 


a suitably trained healthcare professional 


No 


 


 


 


 
 


Foot Examination (with shoes and socks/stockings removed) 
 


Diabetic Foot Risk Assessment 
 


Risk Status Definition Action Patient Advice Leaflet 
 
 


 
Low 


 
 


 


Moderate 
 
 
 
 


 


High 
 


 
Podiatry referral details: via Electronic referral, email address: LLR.podiarty@nhs.net for staff only and urgent enquiry 01162255105 


 
 
 
 


 


Active 


Foot 


Problem 


 
 


 
MDFT UHL Referral details via electronic referral on Prism - e-mail address: diabetesfootclinic@uhl-tr.nhs.uk 


Clinic coordinator 01162502876/Diabetes Centre 01162588249/ Diabetes helpline 01162584919 


IF THE PATIENT IS NOT WILLING OR UNABLE/NOT APPROPRIATE TO ATTEND REFER URGENTLY TO PODIATRY 


Check for signs of 
pre-ulceration 


• Ask about previous 
ulceration 


• • Signs & symptoms of 
neuropathic/ischaemic 
pain 


• Ability to self care 


• Inspect for foot 
pathology 


• Inspect footwear 
appropriateness 


• Test foot sensations 


• Palpate foot pulses 


• Inspect for any deformity 


If the patient has a foot ulcer with no 
palpable pulse 


Refer to VaLS clinic and MDFT 
Prism pathway: VaLS Clinic and MDFT (as above) Consider antibiotics 
as per the Diabetic Foot Infection antimicrobial guidelines 


If patient systematically unwell, 
(fever or other signs and 


symptoms of systemic sepsis) - 
deep seated infection. 


Critical limb ischemia - 
Admit to secondary care 


Refer to MDFT for triage within 1 working day Prism Pathway - 
Footcare (diabetic and non-diabetic) (MDFT - UHL) 
Consider antibiotics as per the Diabetic Foot Infection 
antimicrobial guidelines 


Ulceration of the foot: Chronic / acute / 
with or without infection 
Gangrene / Necrosis wet or dry 
Charcot Arthropathy - hot red swollen 
painful neuropathic foot 


Refer to podiatry (Priority 1-3 monthly) Prism pathway - Footcare (diabetic and 
non-diabetic) 


Previous ulcer / amputation 
Deformity / skin changes 
Neuropathy / absent pulses 


Yes 


Refer to podiatry (Routine survey 3-6 
monthly) Prism pathway - Footcare 
(diabetic and non-diabetic) 


 


Foot 
pathology 


Neuropathy or absent pulses 
or foot changes 


 
Give standard foot care advice and leaflets and review at least annually 


 
Normal sensation, palpable pulses 


High risk patient 
advice leaflet 


Moderate risk 
patient advice 


leaflet 


Low risk patient 
advice leaflet 
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LLR and National service offers for people living with Diabetes or at risk of Type 2 Diabetes

Please see the table below for a summary of services available and the key differentiating factors regarding eligibility


		Service Type

		Education /Lifestyle support for Prediabetes/Nondiabetic hyperglycaemia /Gestational Diabetes

		Structured education for Type 2 Diabetes

		Weight management / lifestyle change services/ Diabetes remission



		Commissioning route

		NHSE funded - locally procured

		Nationally commissioned by NHSE

		ICB funded - locally procured

		Nationally commissioned by NHSE

		NHSE funded - locally procured



		Service

		NHS Diabetes Prevention Programme (NDPP) 

		Healthy Living (digital Structured Education for type 2 diabetes)

		Structured education

		NHS Digital Weight Management Programme

		NHS Type 2 Diabetes Path to Remission Programme (T2DR) 



		Provider

		Xyla

		NHSE

		Oviva

		NHSE

		Momenta 



		Summary of service

		



Digital and face sessions aimed at lifestyle changes to prevent the development of T2 diabetes

		Digital structured education service for people living with type 2 diabetes with RCT evidence of glycaemic benefit.



Can use alongside weight management services if appropriate

		

A service newly diagnosed T2 diabetics, which include information on how to manage diabetes through diet, physical activity, and medication (where applicable), to support a reduction in the risk of complications associated with poorly managed diabetes Offered via a Digital and/or face to face programme 

		Digital weight loss programme with choice of available providers.

Expected weight loss of 3-4kg in 12 weeks

Various levels of support provided including self-guided and 121 coaching offered depending on patient characteristics

		Intensive weight loss programme using total diet replacement for 3 months, followed by 9 months of behavioural support.



Expected weight loss of 10-15kg at 1 year



NB: Formerly known as the ‘NHS Low Calorie Diet programme’ also referred to unofficially as ‘Soups and Shakes’



		Eligibility (NB each provider has criteria for ineligibility not listed here) 

		Over 18’s identified as ‘pre-diabetic’. Pregnant women with gestational diabetes 



		Over 18’s with Type 2 Diabetes 

		Over 18’s newly diagnosed with type 2 in the last 12 months 

		18 or over.

BMI greater than 30. (lowered to 27.5 for people from black, Asian, and ethnic minority backgrounds), 

Must have diabetes, high blood pressure, or both.

Must have access to a smartphone, tablet, or computer with internet access.

		Over 18’s with type 2 (specific criteria applied at referral)








		Service

		NHS Diabetes Prevention Programme (NDPP) 

		Healthy Living (digital Structured Education for type 2 diabetes)

		Structured education

		NHS Digital Weight Management Programme

		NHS Type 2 Diabetes Path to Remission Programme (T2DR) 



		Language/ Cultural tailoring (NB this list may change, always check first) 

		Active diversity outreach and engagement work. No translators, but can arrange groups in specific languages. Digital copies of the workbooks in 16 different languages.

		Programme’s in more than one language (specific languages unknown)

		Programme’s in more than one language

		Not Known 

		Active diversity outreach and engagement work Active from September 2023



		Programme aims

		To prevent Type 2 diabetes.

Two core goals:

 1 Support people to achieve or maintain a healthy body weight, 

 2 Support people to increase their physical activity and reduce sedentary behaviour 

		Living well with diabetes

		To support adults aged (18+), with T2 diabetes to improve knowledge and self-management of their condition through a diabetes education programme

		Weight management / behavioural and lifestyle changes

		Remission of type 2 diabetes through intensive weight management .in three stages: 

1.Total Diet Replacement (low calorie diet) for 12 weeks

2.Reintroducing ‘real food’ over 6 weeks 

3.Healthy eating, physical activity and behaviour change support to 12 months



		Duration 

		9 months 

		As this is partly self-directed, this can vary according to need/a person’s availability   

		12 weeks 

		12 weeks 

		12 months  



		Access route 

		GP referral (needs a diagnosis of suspected NDH or pre-diabetes )

		Self-referral 

		GP referral

		GP or Community Pharmacy referral 

		GP referrals 



		Links/ Further Information 

		NHS England » NHS Diabetes Prevention Programme (NHS DPP)

		Referral link: Healthy Living



		A guide to diabetes structured education | Oviva UK

		NHS-Digital-Weight-Management-Progrmame-Patient-Leaflet_Single-Pages.pdf

		https://momentanewcastle.com/?jet_download=b56138c508c74dfd3c234448280db53546b739cd





		

		

		 B1572-patient-leaflet-healthy-living-for-people-with-type-2-diabetes.pdf

		

		www.england.nhs.uk/digital-weight-management

		












		Service

		NHS Diabetes Prevention Programme (NDPP) 

		Healthy Living (digital Structured Education for type 2 diabetes)

		Structured education

		NHS Digital Weight Management Programme

		NHS Type 2 Diabetes Path to Remission Programme (T2DR) 



		

When to offer

		Diagnosis of pre-diabetes/NDH or GDM

		At any point within 5 years of diagnosis of type 2 diabetes

		At any point within 12 months of diagnosis of type 2 diabetes

		At any point after diagnosis of type 2 diabetes

and

living with obesity

		Within 6 years of diagnosis of type 2 diabetes, particularly at time of diagnosis



		Mode of delivery

		Digital and face to face 

		Online

		Digital and face to face 

		Online / digital apps

		Digital / 121 in-person



		Age criteria

		≥ 18 years

		≥ 18 years

		≥ 18 years

		≥ 18 years

		18 – 65 years



		Weight criteria

		None

		None



		None 

		BMI ≥30 (or ≥27.5 if Black, Asian or another ethnic minority)

		BMI ≥27 (or ≥25 if Black, Asian or another ethnic minority)



		Criteria regarding history of Diabetes or hypertension

		Must be identified as having NDH. Patients with GDM do not need a blood test 

		Must have type 2 diabetes or be a carer for someone with type 2 diabetes

		People with newly diagnosed type 2 diabetes registered with an LLR practice

 Exclusions: 

Children under 18 years, anyone with type 1 diabetes, anyone who is at risk of diabetes but with no recorded diagnosis of type 2 diabetes Pregnant women People who are already under the care of a dietitian (including with MDT)



		Must have diagnosis of diabetes (type 1 or type 2) and / or hypertension

		Must have type 2 diabetes diagnosed in last 6 years and not insulin-treated (other criteria apply)
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		PCN: 



		Lead 1: 

		Lead 2: 

		Mentor: 

		DSN: 

		



		

		Additional Staff & Training Completion : 

		

		

		

		



		Practice

		Monday 

		Tuesday

		Wednesday 

		Thursday 

		Friday 
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PCN Service Cover - Examples.docx
		PCN: 

Leicester PCN

		Lead 1: Jane Doe

		Lead 2: John Smith

		Mentor: Dr Than

		DSN: 

		



		

		Additional Staff & Training Completion : 

		Jackie - Accredited

		Greta – ongoing EDEN and DSN training 

		Bill - Accredited

		James – EDEN completed, ongoing DSN



		Practice

		Monday 

		Tuesday

		Wednesday 

		Thursday 

		Friday 



		Rainbow Practice 

		Jane 

		Jane

		John

		Jackie

		Jane



		Sky Medical Centre

		Bill

		John

		John & James

		John & James 

		Bill & James 



		Daisy Medical Practice 

		Greta & Jackie

		Greta & Bill

		Bill

		Greta & Jane

		John
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9 Care Processes Coding List 

Type 1 diabetes: Type 1 diabetes mellitus (46635009)

Type 2 diabetes: Type 2 diabetes mellitus (44054006)



Albumin: Urine albumin/creatinine ratio (1023491000000104)



Blood Pressure: O/E - Systolic BP reading (72313002), O/E - Diastolic BP reading (1091811000000102) OR O/E - blood pressure reading (163020007)



BMI: Numeric reading in BMI codes (not a SNOMED code, uses numerics reporting)



Foot Check: Any read code in the FRC (Foot risk classification codes) QOF cluster



HbA1c: Numeric reading in the IFCCHBAM (IFCC HbA1c Monitoring range codes), not a SNOMED code, uses numerics reporting



Latest Total Cholesterol: Numeric reading in the CHOL2 (Total cholesterol codes with a value) not a SNOMED code, uses numerics reporting



Retinopathy: Any read code in the DRSMCATT (GP2DRS Main Cohort Disability retinopathy screening attendance codes) QOF cluster



Serum Creatine Level Reading: Numeric reading in the CRE (Codes for serum creatine) not a SNOMED code, uses numerics reporting



Smoking status: Any read code in the INLIQSMOK (INLIQ Smoking habit codes) QOF cluster.
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[bookmark: _Toc343591381]SCHEDULE 2 – THE SERVICES



A. [bookmark: _Toc343591382]Service Specifications



		Service

		  Service Specification 2025-2026

		Community Diabetes Specialist Nurse Service (DSN)









		Commissioner Lead

		Jade Atkin, Long Term Conditions Lead (LLR ICB)/ Priyanka Patel Lillie, Long Term Conditions Project Manager (LLR ICB) 



		Provider(s) Lead

				Helen Atkins – Diabetes Lead Nurse/Samantha Walters – General Manager/Rachel Berrington - Advanced Nurse Practitioner 









		Period

		April 2025-March 2026



		Date of Review

		March 2026 









		1. Population Needs



		

1.1     National Context 

		Diabetes is a common life-long health condition. There are approximately 4.6million people diagnosed with Diabetes in the UK and an estimated 1.3million people who are likely to be living with Diabetes who are undiagnosed (Diabetes UK).  



Diabetes is a major chronic disease which has significant impact on mortality, morbidity, and health costs in the UK. It is estimated that Diabetes accounts for over 12% of all NHS costs. It is responsible for up to five years loss in life expectancy and is the most common cause of amputations, blindness and end-stage renal failure secondary to Diabetes complications.



There is good evidence that a Cardio, Renal Metabolic approach that includes both good glycaemic control and reduction of other risk factors for cardiovascular disease make a significant difference to outcomes for patients.







1.2     Local context and evidence base

According to 2023/24 QOF data there are approximately 86, 338 Diabetic patients over the age of 17 registered with a GP practice in Leicester, Leicestershire, and Rutland. This is almost an increase of 6,000 people living with Diabetes over 1 year. 



In Leicester, Leicestershire, and Rutland (LLR) the prevalence of Diabetes is 8.98% with approximately 5,600 people living with Type 1 Diabetes (6%) and 81, 100 people living with Type 2 Diabetes. LLR has particularly high prevalence rates amongst minority ethnic communities and elderly patients. 





1.3 Enhanced Diabetes Service 

Since 2012, Primary Care healthcare professionals have been upskilled to provide Diabetes care within    practices. This was initially piloted in the City and has been expanded across LLR since 2022. There are now 104 practices across LLR who are providing an Enhanced Diabetes service, with 84% of the Diabetic population covered. Practices who are not accredited to be Enhanced will continue to be supported by the Community Diabetes Specialist Nurse team to provide complex Diabetes care. This offer is also available to Enhanced practices for advice and guidance for more complex Diabetic cases. 



		1.4    Integrated Care

This specification supports an integrated approach with specialist community care services available in primary care to provide a seamless service to our patients living with Diabetes utilising existing resources, workforce, and funding streams to effectively manage safe care, disease management and patient education to promote self-management across the whole Integrated Care System.  This reflects our vision to deliver early interventions and diagnosis, whilst managing long term conditions by enabling more alternatives to hospital stays, closer to home. There is a recognition that General Practice, Social Services and Secondary Care will be instrumental to the success of the model, but they are not specifically included in this specification. 



The overarching philosophy of the Diabetes Specialist Nurse (DSN) provision is to support a service local to patients. In conjunction with Primary Care, DSNs will ensure those patients with complex Diabetes who require more specialist care to receive it in community settings to improve patient experience and outcomes, as well as enabling us to use resources more efficiently and reduces the ICS carbon footprint. 



The key aims are to:

 

· Reduce Secondary Care admissions for complications related to poor diabetes management.

· Improve Perioperative Management for those waiting for an elective procedure, thus reducing the rates of cancellation in theatre (where admitting blood glucose must be <8.5%) 

· Ensure that patients discharged home from Acute Care have the right management and care, delivered quickly and efficiently to avoid readmission or further complications. 

· Deliver 

· advice and guidance for complex Diabetes management.

· complex Diabetes medication management 

· technology and digital support (where suitable and within local policy criteria) and 

· signposting to supportive resources and holistic tools through Vita Minds wellbeing offer.



To meet this range of needs requires the DSNs to be part of a multi-disciplinary team who not only have a broad range of competences and who also work within a well-managed system to make care navigation straightforward and efficient. 









		 Outcomes



		

2.1	NHS Outcomes Framework domains & indicators



The Community DSN Service supports delivery of the following domains and sustainability transformation plans within the ICB.



		Framework

		Outcome domains and improvement areas



		NHS outcomes framework 











		· Domain 1: preventing people from dying prematurely. 

· Domain 2: enhancing quality of life for people with long term conditions. 

· Domain 4: ensuring people have a positive experience of care.

· Domain 5: treating and caring for people in safe environment and protecting them from avoidable harm







2.2	Local defined outcomes



This service will address the ICS strategic objectives:



		1

		Health outcomes

		It will increase the health outcomes of the Leicester, Leicestershire, and Rutland population by upskilling primary care staff to have the specialist skills to manage Diabetes in primary care and support the number of referrals into secondary care 



		2

		Health inequalities

		It will contribute to the reduction of health inequalities across the Leicester, Leicestershire, and Rutland population by ensuring specialist treatment is offered in both Enhanced and Core practices to reduce the gap in mortality and morbidity.



		3

		Reduce variation 

		It will contribute to the reduction of variation in health outcomes across the Leicester, Leicestershire, and Rutland population by Enhanced practices completing Enhanced competencies and Core practices having DSN support as required 



		4

		Sustainable finance planning

		It will support the delivery of a sustainable system financial plan, ensuring funding and resources are distributed to where services are delivered.



		5

		Value for money

		The service is evidence based and offers value for money as identified in the Evaluation of the Diabetes Enhanced service completed by the University of Leicester in December 2024. This demonstrated there has been an improvement in the Diabetes achievements (3 treatment targets, 9 care processes



		6

		Integration

		It will deliver integrated Health and Social Care.







The service will flex (by agreement) to help with current and future areas of pressure and concern. 





		3. Scope



		

3.1 Aims and objectives of the service.

 

i. To provide equitable and unified services for people with Diabetes, 

ii. To meet current and future demand, 

iii. Provide a seamless supportive service across Primary, Secondary, Community and Home Care,

iv. Offer optimum evidence-based disease management along a cardio-renal-metabolic approach with a well-informed empowered patient at the centre. 



3.2 The Community DSN service will have 3 overarching aims:



i. To provide appropriate[footnoteRef:1] clinical support, guidance, and advice to Primary Care to ensure patients with complex disease are managed effectively. Including specialist Diabetic support in collaborative MDTs e.g. LUCID and the Cardio-Renal-Metabolic pilot  [1: ] 


ii. To collaborate with partners to provide care closer to home and reduce inappropriate clinical variation, 

iii. To accept referrals and manage a caseload of patients who meet criteria set out below where their care does not fit into either the Enhanced model or Acute Super 7 service models. I.e. SPECIALIST intermediary service.



3.3    Summary of the key elements to be delivered by the Community DSN Service to Enhanced and Core Primary Care Providers General areas where DSNs will support for all practices (Enhanced and Core):



i. Community Diabetes Specialist Nurse (CDSN) will provide telephone advice to Practice nurses/GP/District nurses/Pharmacists.

ii. 3 months mentoring via Joint Clinics for new staff who require upskilling and clinical competency sign off via prior arrangement with the CDSN allocated to that Practice.  after EDEN training has been commenced 

iii. Support Monthly PCN LUCID MDT meetings as part of the iCKD project with Dr Rupert Major and the planned Cardio Renal Metabolic pilot MDTs beginning in 25/26.

iv. Support to develop Perioperative management plans with practice HCPs where practice needs SPECIALIST advice. For Enhanced Providers this will be a supportive educational and advice offer only.

v. Support with Practice Nurse/Pharmacist Case Study forums in conjunction with Diabetes Mentors and Eden colleagues to share knowledge and expertise with primary care health professionals.



3. 4 Clinical Referral Eligibility Criteria (for Core and Enhanced Services)

· Community Diabetes Specialist Nurse (CDSN) telephone advice available to any health care professional on 0116 2588332.

· CDSN will accept referrals from all practices as specified below (Ensure they are not under Secondary Care or meet Super 7 referral criteria, if your referral is urgent, please call consultant connect on 0116 5020860)

· Mentoring of new staff available for up to 3 months after EDEN training commenced via prior arrangement with the CDSN. 



Before referral:

· Recent bloods within 3 months 

· Eye screening within 12-24 months (or exceptional reason)

· Person has monitored blood glucose for at least 2 weeks (capillary or CGM)



		Core Practices

		Core & Enhanced Practices



		HbA1c >8.5% (69mmol/mol) OR maximum oral therapies attempted with no improvement (should already be on or have tried Metformin, SGLT2, DPP-4, sulphonylurea and GLP-1, if appropriate).  

Allow therapy to take effect (8-12 weeks) before referral for consideration of insulin/ injectable GLP-1 

HbA1c >8.5% (69mmol/mol) on insulin requiring a change of regime (after 8-12weeks)

		Short term steroid management (oncology, COPD, asthma, septic arthritis etc) i.e intensification/ de-intensification of diabetes medication required



		Elderly/frail individuals with HbA1c of <6.5% (48mmol/mol) or lower on sulphonylurea or insulin. 

Ensure doses are reduced prior to referral.

		End of life care for individuals on insulin therapy or sulphonylurea



		Individuals with Type 1 and Type 2 diabetes requiring support with initial setup of Continuous Glucose Monitoring, who meet eligibility criteria for in line with NICE Guidance and LMSG/local policy. 

		Erratic glucose levels making routine insulin adjustments difficult i.e unable to identify patterns.





		Frequent, severe hypoglycaemia or impaired hypo awareness (on sulphonylurea or insulin). Ensure doses are reduced prior to referral.

		NG, PEG, RIG feed: medication regime advice



		Individuals awaiting surgery or whose surgery has been cancelled due to suboptimal Diabetes control (HbA1c >8.5% - 69mmol/mol)

		









		4. Service description /care pathway  



		4.1 The Integrated/Proactive Care Team consists of

[image: ]

The below Diabetes Model of Care was agreed by Diabetes Delivery Group in July 2022 

[image: ]



Under this model complex patients will be collaboratively managed by Primary Care, Community District Nursing, Community Diabetes Specialist Nurses, and Secondary Care Trust Team where appropriate. 



 4.2 All Primary Care practices are responsible for providing an annual Diabetes review for their Diabetic population to achieve the 3 treatment targets and 9 care processes. Practices who are providing the Primary Care Enhanced Diabetes Service’, will also be responsible for enhanced care. This involves managing patients in the community where possible, initiation, titrating, prescribing and authorising insulin, GLP-1s and new therapies in line with best practice guidance i.e., NICE, EASD, ADA These GP practices are also able to initiate CGM where patients are eligible within the primary care setting.   



4.3 Where patients need one of the ‘Super 7’ services GPs will refer to our Acute Provider UHL for advanced treatment and ongoing management of the complex issue whilst primary care retains the responsibility for the annual review and care processes.

Super 7 includes:

1. Inpatient Care and DISN

2. Insulin Pumps and Hybrid Closed Loop (where eligible)

3. Renal

4. Foot (MDT Foot Care Team) – in conjunction with LPT podiatry services

5. Children and Adolescents

6. Pregnancy

7. Complex Type 1 and Type 2 (which cannot be dealt with in the community)



4.4 Where more complex Diabetes is encountered in the Enhanced primary care setting, advice and guidance can be sought from the CDSN service or Consultant Connect. 



4,5The Community DSN Service will provide an intermediate specialist service which bridges the gap between the enhanced element in primary care and the advanced element in secondary care with the aim of keeping patient care within the community and avoiding future risks and complications that may result in a secondary care attendance or referral.  



The Diabetes Specialist Nurses (DSNs) will work collaboratively with Primary Care Providers to ensure a safe, effective service for our patients living with diabetes. Any Safety concerns should be escalated within UHL to the Head of Service and where they are primary care related to the ICB Medical Directorate and Clinical Lead for Long Term Conditions (currently Dr Than Tun)



4.6 £696,939 funding has been provided as part of the UHL block to fund the Community DSN service. Staffing and management of the DSN service shall be the responsibility of UHL. 



4.7 The current staffing of the Community DSN service is 9.0 Whole Time Equivalent (WTE) DSNs. This is a SPECIALIST service and therefore most staffing should be DSNs, but the funding envelope can be used flexibility to support operational service delivery. Other roles may be necessary such as Clinical Aide roles at Band 3.



4.8 The DSN Service will seek to empower people to self-manage their Diabetes via a mixture of face to face and telephone consultations as appropriate to the patient and their circumstances They will support professional and non-professional staff caring for people with diabetes, including General Practice, and will work in both the clinic and home environments. By offering advice and disease management support for highly complex and challenging patients the Community DSN Service will be a pivotal service to reducing avoidable admissions, procedure cancellations, referrals and improve the overall management of diabetes across the ICS. 





		5.  Coverage of Service



		The DSN Service will be available to patients across LLR who need a specialist service which is not covered by the Primary Care Enhanced Diabetes Service or secondary Super 7 model. This applies to patients registered with a GP within LLR ICB





		     6.  Acceptance and Exclusion Criteria 



		· Acceptance and referral criteria can be found in section 3 of this specification.

· The current referral system is via PRISM.

· Referrals that are not appropriate for this service will be referred back to the GP with an explanation of the decision, advice, and guidance as appropriate to help upskill staff. 

DSNs should discharge patients back to the GP once optimized or refer onto secondary care if patients need dictate



		7. Interdependencies with other services/providers 





		· Practices 

· Proactive/Integrated Health and Social Care Teams 

· District Nurses 

· Community Podiatry Services 

· Care/Residential Homes 

· Secondary Care Diabetes Services 





		8. Reporting Requirements 



		UHL will submit a monthly report to the ICB Long Term Conditions Project Manager – See appendix 1. This will be received by the 10th date of the following month eg. September’s report to be sent to the ICB by 10th  October. 





		     9. Applicable Service Standards



		4.1	Applicable national standards 

		· The domains within in the NHS Outcomes Framework relevant to the delivery of integrated services for older people with long term conditions include: 

· NICE Quality standards relevant to the Diabetes 

· Further relevant national standards include: 

· End of Life Strategy Incorporating End of Life tools (DH 2018). 

· Seven Steps to patient safety (second print 2013). 

· National Carers Strategy 

· Diabetes UK “Commissioning Specialist Diabetes Services for Adults with Diabetes” (October 2010) 







4.2	Applicable local standards

· CAG Regional Cardiovascular Network (sub group diabetes)

· LLR Diabetes Clinical Guidelines 







		5.  Applicable quality requirements and CQUIN goals



		5.1	Applicable quality requirements 

None





		6. Location of Provider(s) Premises



		Each referral is triaged. Face to face or telephone contact will be made with patients, face to face will either take place within a clinic or home environment, with the emphasis placed on clinics. This is due to the efficiency of working in this setting, enabling an increase in patient contact for the clinician. 



The DSNs will use as much clinic availability as possible within community hospitals or general practice. 































Appendix 1 – CDSN Monthly Return 

CDSN Monthly Return 

		Month 	

		







		Enhanced Practices



		Total number of referrals 

		



		Number of inappropriate referrals 

		



		Number of advice phone calls

		



		Number of joint clinics 

		



		Average time on the phone 

		







		Core Practices



		Total number of referrals

		



		Number of inappropriate referrals

		



		Number of advice phone calls

		



		Number of joint clinics

		



		Average time on the phone 

		







		Total number of any other referrals eg. Community hospital
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