
Background 
§ Many non-urgent clinical services were  ‘paused’ during COVID-19 pandemic to allow diversion of clinical and supporting resources to 

acute and emergency care. This included suspension of routine or non-urgent follow-up appointments for individuals with long term 
disease management  including people with Type 2 Diabetes. 

§ Nationally services are now faced with the problem of how best to provide care to those for whom routine appointments were cancelled, 
without any additional resource, and in the context of increased demand for all healthcare services

§ Management of Type 2 diabetes is increasingly complex, and although the majority of screening and management of complications takes 
place in Primary Care, a significant cohort of individuals with Type 2 diabetes need intermittent review or support from the Diabetes 
Specialist team 

Outcomes
§ More than half of the cases reviewed were discharged to their 

Primary Care team with advice (n=85, 53%)
§ Almost a quarter (n=36, 23%) were transferred to Diabetes 

Specialist Nurse-led follow up
§ Of 19 new referrals to the DSN team, most (n=16/84%) were for 

support with titration of insulin therapy, with 3 referrals for 
insulin initiation. The remaining individuals already had DSN-led 
follow up plans scheduled

§ Only Twenty-six individuals (16%) were offered a further 
Consultant-led appointment to discuss further care planning

Methods
§ In November 2021 159 individuals with a recorded diagnosis of 

Type 2 diabetes were awaiting review in the Consultant-led 
Diabetes clinics in NHS D&G 

§ A new clinic code and waiting list was generated for a weekly 
multi-disciplinary case management clinic, to which service users 
were allocated in order of waiting time  

§ Clinical notes, laboratory results, medication records and SCI-
Diabetes data were reviewed for each case, and discussed in a 
virtual multi-disciplinary meeting between a Clinical Pharmacist, 
Diabetes Specialist Dietician and Consultant Diabetologist

§ A management plan was agreed for each individual, culminating 
in generation of an advice letter for the service user and Primary 
Care team, and/or onwards referral as deemed appropriate at 
multi-disciplinary review

Further information contact: Louise Overend louise.overend@nhs.scot

Discussion/Key Learning
§ The Diabetes Service in NHS D&G has already undertaken a 

significant piece of work redesigning services for people with Type 1 
diabetes. This has paved the way for a review of provision for 
people with complex Type 2 diabetes, with the aim of ensuring that 
each service user has a clear management plan for supported self-
management of their chronic condition

§ Using a multi-disciplinary approach to case management enabled 
safe discharge of a large proportion of patients to Primary Care, 
with written advice for the service user and their care team. This 
included management of diabetes complications, reduction in 
cardiovascular risk factors, and reduction in polypharmacy

§ Reasons for recall for Consultant-led clinic review included 
diagnostic uncertainty with consideration of additional testing 
(n=17/65%); Discussion of next steps in care plan including Weight 
Management intervention, use of insulin and/or other injectable
therapies (n=6/23%); Incorrect coding with eligibility for a newly 
implemented additional screening programme for Type 1 diabetes 
(n=1); Management of non-foot related complications (n=2)

§ The clinic provided a training opportunity for Specialist and non-
Specialist colleagues including doctors in training and non-medical 
prescribers, and was a useful team building exercise for newer 
members of the team
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Figure 1: MDT Case management clinic outcomes

Next Steps
§ An evaluation of cost savings is being undertaken by our Clinical 

Pharmacist, and a similar review of DSN caseload is being planned
§ Need to establish criteria for referral to Diabetes Specialist Services 

in collaboration with Primary Care colleagues, and describe and 
implement  clear pathways for service users

§ Increase confidence in discharging service users when planned care 
pathway is complete

§ Consider group structured education strategies for individuals with 
T2DM who use injectable therapies in order to promote long term 
self-management with less demand for DSN resource

§ Consider whether a Specialist MDT-supported approach could be 
used in virtual case management clinics to support service delivery 
and skills development in Primary Care
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