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Pathway Governance Guides No 2:  
Diabetes care 
 
What is this guide? Who is it for? 
This guide is targeted at NHS Board members and those planning health 
care improvement. It is intended to support debate around service 
development in a precise and informed manner. 
 
What is diabetes?  
Affecting around two mill ion people in the UK, diabetes is a condit ion which 
results in people having too much glucose in their blood. Type 1 diabetes 
(insulin dependent diabetes) is cause by the bodyÕs failure to produce 
insulin, a hormone which controls blood sugar levels. Onset is 
predominantly at a younger age. Type 2 diabetes occurs w hen there is a 
relative, not total, deficiency of insulin. In many cases it is linked  to obesity. 
90% of people with diabetes have type 2 diabetes. Linked to high blood 
pressure, adverse levels of circulating flood fats and accelerated narrowing 
of major blood vessels it can cause premature death. Diabetes is a long-
term condition. If not properly cont rolled it can have devastating effects 
such as large or small vessel  vascular damage leading to heart disease, 
strokes, visual impairment, kidney failure and can compromise lower limb 
function in a variety of ways. Effective management of diabetes involves 
targeting blood glucose and blood fat levels, weight and blood pressure.  
 

What are the benefits of improving the reliability of care for diabetes? 
1. Enable people with diabetes to take control of their lives , adopt 

healthy behaviours and add life to years, years to life 
2. Reduce unnecessary early disability and deaths. 
3. Reduce unnecessary admissions. 
4. Reduce the risk of dangerous co-morbidities. 

 
Av oiding diabetes, and living with diabetes 
There is no such thing as Ōmild diabetesÕ. 20% of all patients in hospitals 
have  diabetes. More than half the cases of type 2 diabetes are potentially 
preventable. By adopting healthy living strategies, those at risk  of diabetes 
can significantly reduce their risk o f developing the condition. Those with 
diabetes can control their h ealth through lifestyle and drug-based 
therapies. As the disease progresses the intensity and sophisti cation of 
interventions needs to increase. Effective monitoring of those  at risk and 
living  with diabetes is key to maintaining good health. 
 
The rest of the guide: 
Below is a series of questions that board members might ask to ensure 
that they are adopting strategies that will improve the reliability of care for 
people with diabetes, and that plans are in place to support members of 
the population at risk. Overleaf is a guide to the stages in a Ņdiabetes 
careerÓ. Also see the diabetes world class commisisoning maturity mat rix

Key Questions Plausible answers Unacceptable answers 

1. What steps are we taking to raise awareness with at risk 
pre-diabetic groups within our local population,  and to steer 
them towards  lifestyle control programmes?  

We have systematic primary care based screening programmes 
targeting at risk groups. We have set local targets and are 
achieving them. 

Using existing diabetes registers this is best left to primary 
care to decide. The current economic climate makes it 
sensible to not unearth unmet need. 

2. For patients with an HbA1c of greater than 6.5 within our 
local population do we have a comprehensive programme  
to continuously monitor  relevant  clinical markers, including 
sugar levels, blood pressure, cholestero l, weight, lifestyle 
habits and potentia l for vascular  damage?  

Though a proportion of patients will not achieve agreed targets for 
parameters of risk, our priority is to achieve a reduction in the 
number of people at risk, especially those at dangerous risk. Year 
on year audits of strategy demonstrates a sustained reduction of 
HbA1c levels , and other markers of risk. 

QOF and enhanced QOF are sufficiently robust targets and 
ensure we identify the patients we need to. Additionally, the 
dietetic service manages weight loss programmes. 

3. Have we a comprehensively structured progra mme of 
care for people w ith diabetes, supported by clinical 
engagement and e ducation, to ensure that patients receive 
properly tailored packages of care as they progress 
through the various stages of diabe tic disease and does 
this allow for clinician and patient choice? 

Regular audits compare practice with NICE guidelines, and this 
has identified service gaps which our multi-disciplinary team for 
diabetes is addressing with the commissioner. A structured 
education programme for all local clinicians is being implemented, 
and we are rolli ng out a shared care record for patients with long 
term conditions. Th is includes patient education. 

We have a clinical lead for diabetes and a team of 
specialist nurses. The diabetes lead for diabetes is 
developing a care pathway document. 

4. Do we ensure continuity  and consistency of care for our 
patients between our local primary care services and our 
specialist diabetic services? 

We have a well-supported local diabetes network attended by 
clinical and managerial staff from primary care, the PCT and local 
hospital providers. We follow up patients lost to  the service. 

Th is issue is addressed by the agreed local formulary.  
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The diabetes career  - PYRAMID

 
The general population.  

• Education and awareness raising 

• Central Government - health policy 

• Local Government – parks, sports, town planning, public transport 

People with HbA1c 5.6 – 6or with cardio-vascular risk 

• Targeting at risk groups (genotypes and phenotypes) including South Asians, people with severe and enduring mental 

illness, those with a family history of diabetes 

• Advice and screening services 

Pre-diabetes, defined on the basis of a fasting blood glucose level of 6.1 -6.9. Elevated CVD risks 

including blood pressure, lipids c-reactive protein 

• Enhanced QOF 

• Lifestyle advice 

• Metformin 

• Annual monitoring 

• Aggressive targeting of cardio vascular risk factors 

Newly diagnosed type 2 diabetes 

• Small vessel complications start to be relevant 

• Psychological and family support 

• Mediations to address employment issues 

Long term conditions management, 

including type 1 insulin dependent 

diabetes 

• Episodic problems which require 

specialist physician input 

• Other specialist clinicians 

• Annual screen of eyes, feet, 

kidneys 

• Addressing macro vascular risk 
 

Patients with more complex 

needs. Unstable type 1 

diabetes 

• Specialist support to 

primary care team 

• Virtual consultations 

 

Dr John Bullivant , FCQI, 
Good Governance Institute

 

 

 
Diabetes Care and World Class Commissioning: Maturity Matrix 

To use the matrix: Statements are incremental. Meeting stage 2 implies also meeting  stage 1, and so on. To 

understand your own servi ce identify with a circle the level you  believe your organisation has reached an d then 

draw an arrow t o the right to the level you intend to reach in the next 12 months. O====����  

 

Progress Levels:  
 
 
 
Key Elements: 

NO 1: 

Basic level -  

Princ iple accepted and 
commitment to action 

2: 

Early progress in development 

3: 

Results being achieved 

4: 

Maturity - comprehensive 
assurance in place 

5: 

Exemplar 

 

Outcomes 

 NO We understand which of our 

selected outcomes related to 

diabetes care, and understand 

where our populati on is in 

relation to national no rms. We 

have linked this to our strategy 

and commissioning p lans 

We have  good local systems in 

place for measuring key 

processes that have a proven link 

to better outcomes  for people 

with diabetes. 

We have worked out our 

trajectory for outcome  

imp rovements as they relate to 

diabetes and diabetes risk factors, 

and are receiving reports which 

indicate that we are making  

progress according to plan 

Gap analysis has enabled us to 

use our sys tem of outcome 

monitoring  to make 

imp rovements to plans and  

commissioning developmen ts. 

We are in the upper quartil e fo r 

those  of our outcomes which 

relate to the care of people with 

dia betes, and the  reduction of risk 

behaviour.  We benchm ark 

ourselves  internationall y with 

similar  populati ons to determine 

we provide eff icient and effec tive 

care 

 

Competencies 

NO Our current PCT competencies 

can be explained  in terms  of how 

we commission services for 

diabetes 

Our compe tenc ies assessmen t 

tell s us that our  commissioning of 

diabetes care is no t below the 

standard of any other sign ificant 

care group 

Deve lopments in diabetes care 

demons trate an imp rovement in 

our WCC competencies 

Our compe tenc ies can 

demons trate that in dia betes care 

we are commissioning 

strategically 

Our PCT has achieved  level 4 in 

all W CC competencies and 

actively promotes better 

commissioning to other 

organisations 

 

Governance 

NO Our board understands  the 

process by which diabetes care is 

commissioned, and receives  

periodic assurances that pla ns are 

being successfull y put into action 

Our corporate dashbo ard includes 

info rmation directly relevant to 

the commissioning of diab etes 

care and risk behaviours 

Our board can demons trate that it  

is cons tructively challeng ing 

plans  and strategies which effec t 

the care of diabetic patients, and 

has active assurance that these 

represent better practice 

The bo ard assurance f ramewo rk 

can demonstrate that we have  

successfull y controlled the risks 

to achieving our strategic aims fo r 

people with dia betes and the  

reduction of risk behaviour in the 

populati on 

Board membe rs are 

knowledgeable about  local 

dia betes services, and  have 

assurance that local services 

continuously mee t better national 

practice. Outcomes  are in the  

upper quartil e nationally  

 
Strategy 

NO  Our strategy  explains how we are 

addressing the  needs of people 

with diabetes, and working with 

our local populatio n to reduce the 

factors which cause diabetes 

Our pla ns for dia betes services 

have been agreed with all relevant 

partne r organisations, and have 

invo lved  clinicians and patients in 

their  deve lopment. The board 

assura nce frame work inclu des 

reference to dia betes related 

issues 

The WCC process is supported 

by evidence that elemen ts of our 

pla ns to imp rove dia betes care 

are being delivered. The 

commissioning strategy is 

refreshed  to take note of any 

eme rging better practice in 

relation to diabetes care 

Our pla ns ensure that while 

maintaining the duty of financial  

balance  we are not compromising 

long term benef its through faili ng 

to commissioning strategically. 

We are inves ting in he althcare 

interventions with longe r term 

outcome  benefit s 

Delivering our strategy  has lead 

to improved  health of our local 

populati on, with a lower 

inc idence  of diabetic ill ness  in 

our  population than the expected 

norm 

 

Organisational 

development 

NO Our organisational development 

plan has in place me asures which 

will  ensure that the  PCT has the 

right skill s and capacity to 

commission diabetes care 

Our organisational development 

activity inclu des local clinicians  

and specifically covers ensurin g 

knowledge  managemen t to 

promote good dia betes care 

Primary care services are 

successfully being deve loped to 

enable the  safe and effec tive care 

of patients with diabetes in he 

community. Individual  care pla ns 

are in place and care records 

sys tems  

We have successfull y deve loped 

the capacity and  capabilit y of our 

PCT to commission better 

diabetes services, and have 

promo ted developmen ts to ensure 

clinician deve lopment 

As an acknowledged beacon of 

better practice in diabetes care, 

we are actively promo ting  

imp rovement in colleague 

organisations 
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