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Model of care

The drive to increase skill and
knowledge in primary care and
move away from the traditional
model of all diabetes care being
delivered in a specialist setting has
often created sharply polarised
views. It has also created an unnec-
essary divide among primary care
physicians and specialists, which has
taken an inordinate amount of time
to heal. Commissioners (tradition-
ally non-clinical) have pushed for
more primary care delivery while
many GPs have continued to want
access to specialist care. Finding
ways out of this impasse has been an
uphill struggle. Fortunately, there
are examples starting to emerge of
ideas and models geared to align 
primary and specialist care.

However, the NHS is an interest-
ing beast, where competition seems
to be the mantra, rather than collab-
oration. Thus, a natural divide is cre-
ated where PCTs (or GP commis-
sioners in the brave new world) hold
the purse strings or commission serv-
ices to the acute trusts. If commis-
sioners feel that ‘general’ diabetes
does not need to go to the hospital, a
scenario develops whereby it benefits
no-one. Acute trusts do not get the
revenue and start questioning the
role of diabetologists in an acute 
hospital. GPs cannot get access to a
specialist as every referral is seen as a
‘loss to the budget’ and, most impor-
tantly, the patient in the middle ends
up suffering.

Job plan
Thus we need to clearly define
exactly what a diabetes consultant
does within an acute trust. Locally, in
Portsmouth, we set out to establish
this and, most importantly, reflect
back to the trust echelons the distinc-
tive set up of a diabetologist’s job
plan. Similar to most district general
hospitals around the country, we
have a significant general medical
role, along with endocrinology, which
for the time being is not under threat
from primary care. Beyond that,
there is diabetes which brings us to

the nub of the initial question. When
sitting down with the local commis-
sioners to discuss diabetes care, there
was a surprising level of acceptance
that certain ‘bits’ of diabetes could
not be managed in the community,
be it due to its multidisciplinary
nature or purely the specialist skills
the diabetologist would have.

The ‘super six’
In general, there was broad agree-
ment on the ‘super six’: antenatal
diabetes, diabetic foot care, renal
(estimated glomerular filtration rate
<30), insulin pumps, type 1/adoles-
cent diabetes (unstable control), and
inpatient diabetes. 

Having identified what we con-
sidered the ‘super six’, it left a large
number of patients who fell into a
grey area. Labelled ‘complex dia-
betes’, these are patients who may
not have a complication (yet) or are
pregnant but suffer from poor 
diabetes control and most likely 
will benefit from specialist intense
intervention. This has been the 
battleground – with commissioners
wanting to pull these patients out
and specialists refusing due to wor-
ries that they will ‘not be properly
looked after’. A canvass of local GP
surgeries resulted in a unanimous
request for access to a specialist. GPs
repeatedly gave examples of patients
with whom they or the practice
nurse felt capable of dealing but
needed either support or reassur-
ance from a specialist. 

Acute trusts and commissioners
are still in the fledgling stages of

developing a universal tariff looking
at email access and telephone con-
tact, thus creating a perfect
Hobson’s choice for the GP: should
they refer and pay the trust – or
should they continue as is?

Specialist support
This sparked an idea which could
hopefully help all parties. What if pri-
mary care were to have direct access
to a specialist body on a daily basis? If
there were an agreement with the
PCTs/GP commissioners that the
‘super six’ were sacrosanct, then you
could clearly showcase the relevance
of diabetes specialists. In short, they
run a super-specialised service,
which nobody else can do. The rest,
i.e. the gray area, could be squarely
under primary care – with support
from the specialists. To achieve the
support, specialists provide daily tele-
phone access, 24-hour email access
and possibly one to two visits to GP
surgeries. Although primarily to dis-
cuss cases with GPs, these visits would
have education as their cornerstone
and would help to up-skill both GPs
and practice nurses, which inher-
ently would help patient care.

The key to all this is redefining
the job plan of specialists entrenched
in acute hospitals. In return for stop-
ping ‘complex diabetes’ clinics, and
thereby dropping revenue for acute
trusts, the specialists would need to
consider giving up a section of their
programmed activities (PAs), which,
in the present climate, trusts would
find attractive due to the pressure to
reduce the wage bill. The PCTs or

The ‘super six’ for the acute trust; 
all else under primary care?

• General medicine/acute medicine
• Endocrinology
• ‘Super six’:

1. Insulin pumps
2. Antenatal diabetes
3. Diabetic foot care
4. Low eGFR/dialysis patients
5. Uncontrolled type 1/adolescent

diabetes
6. Inpatient diabetes

Table 1. Acute trust responsibilities

• Daily designated telephone contact for
GP colleagues

• Daily email access for GP colleagues’
queries

• Annual/biannual visits to GP surgeries:
1. Discuss patients
2. Provide education
3. Review patients with GP colleagues

(if deemed appropriate after
discussion and previous opinion)

Table 2. Primary care responsibilities



GP commissioners could commis-
sion the ‘super six’ to the acute trust
to deliver and then consider com-
missioning the ‘complex diabetes’
service, based primarily on access
and education, directly to the spe-
cialists. Taking that a step further, a
more sensible model would be for
the specialists to work as a group – in
the modern NHS that could be a
social enterprise or even a limited 
liability partnership. Either way, a
group of consultants could deliver
access and education more easily to a
locality, considering the skill mix
which a group would bring – apart
from cross-covering during periods
of leave, sickness etc. More impor-
tantly, in the present worry about the
NHS and privatisation, the consult-
ant group may be independent but is
definitely not a private entity. They
work to the same rules of engage-
ment and sessional pay, as they would
do, working for an acute trust.

Table 1 and Table 2 summarise
acute trust and primary care respon-
sibilities.

Benefits
The attraction of this model is obvi-
ous. PCT/GP commissioners know
they save money by having a sessional
contract with a consultant group –
thereby avoiding referral to an acute
trust and the necessary stranded
costs, tariff etc. Consultants end up
having a contract with acute trusts
and deliver key specified services and
a separate one, directly with commis-
sioners to deliver education and 
virtual support, thus in essence
receiving remuneration and recogni-
tion for the varied skills they bring to
the table. Acute trusts streamline
their workforce (loss of activity bal-
anced by consultants dropping their
PAs/salary) and hopefully are able to
close the debate as to the ‘role of a
diabetologist’ in an acute trust.
GPs/practice nurses get access to a
specialist at designated times and
avoid unnecessary referrals. Finally,
the most important piece of the jig-
saw, the patient, hopefully benefits
due to a smoother collaboration
between their primary carer and the
specialist of their chronic disease.

Working together
The creation of an independent
provider body fills some with a 

mixture of emotions – ranging from
caution and worry to simply being
uncomfortable. However, the time is
right to think of different models.
We need to work together with our
primary care colleagues and maybe
stop thinking that we can and should
‘do it all’. Our roles are two-fold as
specialists and educators; and we
should do that to the best of our abil-
ity – as, ultimately, if we can give to
our primary care colleagues the sup-
port they need, it has to end up ben-
efitting the patients. The fact of the
matter is that GPs themselves have
been scuppered by the tariff system,
whereby referrals cost the PCTs
money. If a system is built on the
principle of reducing referrals by any
means possible, as that saves money,
that cannot be good for clinical care.
The National Diabetes Audit show-
ing increased admissions and renal
dialysis has to be treated as the early
signs of the system not doing what it
was supposed to do –- and if the
model above does help to cross that
divide, and gives GPs the access they
need without having to think of
‘money spent’, then it’s a step ahead.

Some of the old guard mention
emphatically that this has been tried
before. Maybe so, but certainly not
with any degree of success that has
been publicised widely. From what
evidence there is available, most of it
has been scuppered by the lack of a
robust financial model, in some cases
the desire of specialists to link them-
selves intrinsically to acute trusts and
in some the unwillingness of com-
missioners to accept the role that
specialists can play in diabetes care.

The time thus is right to try some-
thing new. In Portsmouth, as a
group, we have decided to trial this
model and hopefully set up an 

example of collaborative working
with primary care. As part of this, we
have been through a discussion with
our trust, cleared conflict of interest
hurdles and, further, had acceptance
of our model. As a group, we have
agreed to drop sessional payments
and have a clear understanding of
what our roles involve for the trust.
Beyond that, we have entered into 
a contract with our local PCT 
to deliver education and access to
primary care – as a separate inde-
pendent provider body. There are set 
targets to meet; however, the princi-
ple and idea have been lauded and
accepted with optimism by primary
care colleagues. As a specialist body,
we understand and accept the inher-
ent risks, but believe it will redefine
and help diabetes care delivery.
Cautious optimism is probably the
best way in which to describe it, and
time will tell whether or not it is a
successful initiative. 

The need to try something new
As a diabetes specialist, a halt now
needs to be called to the continuous
debate about what ‘may work’. It is
now time to try something different,
something new. If you don’t succeed,
then at least you have tried some-
thing which ultimately has been
mooted with better patient care in
mind. The present system creates dis-
putes and artificial divide and, if this
model manages to close that chasm,
a small step has been achieved.

In the words of Obama: ‘Change
will not come if we wait for some other per-
son or some other time. We are the ones
we’ve been waiting for. We are the change
that we seek.’ As a specialist body, we
could either continue to wish for what
could happen, or we could pick up
the gauntlet and join up with primary
care to create a way of working which
just might suit all. At the end, if this
helps to benefit patients, the basic rea-
son why we went to medical school is
met. And that’s good enough for me
to at least try something new.

Dr Partha Kar, Clinical Director
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Consultant Physician, Portsmouth
Hospitals NHS Trust, UK
Acknowledgement
Professor Michael Cummings, 
Dr Iain Cranston and Dr Darryl
Meeking

PRACTICAL DIABETES  VOL. 28 NO. 7 COPYRIGHT © 2011 JOHN WILEY & SONS   309

The ‘super six’ for the acute trust; all else under primary care?

Model of care

l Create clear distinction between what
is done for an acute trust and what is
not done

l A diabetes specialist has two roles: as a
doctor with specialist skills for high-end
diabetes and as an educator

l Think outside the box: patients need us
as advocates to justify better diabetes
care – rather than suffering due to an
artificial divide between primary and
specialist care

Key elements


