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Before starting….. 

v  Vast majority of diabetes can be managed outside hospital settings 

v  Diabetologists have a core role in planning and delivering services 
right across a locality (including outside hospital settings) 

v  I have developed and run a diabetes ‘outreach’ service 

v  Like and have professional respect for Community Diabetologist 
colleagues 



The Motion 

This house believes that Community 
Diabetologists have little role in the 
management of patients with 
diabetes 



What makes a sub-specialty? 

1.  A clear definition of role and patient group served 

2.  Defined training requirements and a specific curriculum 

3.  Distinct ‘outcomes’ or ‘quality markers’ outside that expected in 
general care.  



The case FOR the motion 

v  When applied to diabetes care the word ‘Community’ is not only 
impossible to define it is also 

Ø  an unnecessary term, i.e. a tautology   

Ø  harmful 

v  There are no defined training requirements and there is no specific 
approved curriculum 

v  No distinguishing ‘outcomes’ or ‘quality markers’ outside that 
expected in general diabetes care 

v  Costs are at least as much as more ‘traditional’ care 
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What defines a Community Diabetologist? 

v  Who holds contract of employment? 

v  How service is paid for? 

v  Responsibility for supporting/training primary care? 

v  Responsibility for leading/planning services across locality? 

v  Responsibilities to the acute take? 

v  Location where care is delivered? 



What defines a community location? 

v  A place that is not hospital?       But where does “community” 
begin?..... 



What defines a community location? 

v  A place that is not hospital?       Also 

Ø  Hospitals are seen as an integral part of local community 

Ø  Closure or threat of closure can unseat a ‘safe’ MP 

Ø  In many cases one of the largest employers in a locality 

Ø  Often have good transport links such as bus routes etc… 



Why is this so difficult to define? 

v  What does the word “Diabetologist” actually mean? 

v  I would argue that virtually every Diabetologist is a Community 
Diabetologist 

v  The distinction is artificial and therefore the term is unnecessary  

    (almost wrote an “unnecessary tautology”!) 

v  It is difficult to think of a branch of diabetes care in which one does 
not have responsibilities across boundaries 



What do the Community Diabetes 
Consultants (CDC) say? 



What do CDC say? 

“It is a network of consultants and others – from any discipline – 
that work or aspire to work in the community, providing 
specialised help for primary care and the person with diabetes, in 
locations that are local, using methods utilising the maximum 
benefit of multidisciplinary working, and modern educational and 
motivational techniques”!



A threat to integration of care….. 

v  In fact, the term ‘community’ when applied to diabetes consultants is 
actually harmful 

v  It implies a divide where none ought to exist 

v  It implies that some do not have any duty for leadership, planning 
services or supporting primary care across a locality. 

v  We should actively avoid using it 
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YDF/ABCD survey 2008 

v  Trainees gloomy about job 
prospects 

v  Only 16% intended to work in the 
community 

v  85% had not training related to 
working in the community 



What exactly does “training to work in the 
community” comprise? 

v  Pathophysiology, management and complications of diabetes are the 
same regardless of location, contract status of provider or method of 
payment. 



What exactly does “training to work in the 
community” comprise? 

v  View from CDC committee – community training 
would consist of  

Ø  Leadership skills 

Ø  Negotiation 

Ø  Training primary care & ensuring training is embedded 
into local diabetes management framework 

Ø  Service planning 

Ø  Multidisciplinary team working 



YDF community diabetes course – a high 
quality training opportunity, but is it 
mislabelled? 



There is no such thing as “community 
diabetes training” 

v  “Community diabetes training” is simply management training which is 
diabetes specific 

v  These core skills are relevant to all branches of diabetes 

v  Every trainee should be encouraged to develop these skills 
regardless of the setting they aspire to eventually work in 

v  Describing it as “community diabetes training” is unwise as this 
implies the opposite and may even actually deter some trainees 



There is no such thing as “community 
diabetes training” 
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Are there specific community diabetes 
outcomes or quality indicators? 

v  Not much in the literature until I found these………. 



Are there specific community diabetes 
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Are there specific community diabetes 
outcomes or quality indicators? 



Quality metrics are no different from that 
used in general specialist diabetes care  

v  The quoted quality outcomes are HbA1c improvement, N:F ratio, DNA 
rate and sustained HbA1c reduction 

v  These are no different to those used in general specialist diabetes 
care 

v  A reduction in HbA1c is not really surprising considering it is a 
diabetes clinic 

v  DNA rate are no better than that expected in general specialist 
diabetes hospital based care  
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Costs of diabetes “community” clinic  

v  Outpatient PBR 2010-11 tariff is £239 (new patient) and £92 (follow 
up) 

v  Little recently published on costs per case of diabetes “community” 
clinics, but some abstracts, presentations and data in grey literature 
puts cost per case as between £80-140 per appointment. 

v  However staff costs are similar (consultant, DSN, admin etc…) – so 
why should diabetes “community” clinics be cheaper? 

v  They are not…….  



Costs of diabetes “community” clinic  

v  Outpatient PBR 2010-11 tariff is £239 (new patient) and £92 (follow 
up) 

v  Little recently published on costs per case of diabetes “community” 
clinics, but some abstracts, presentations and data in grey literature 
puts cost per case as between £80-140 per appointment. 

v  However staff costs are similar (consultant, DSN, admin etc…) – so 
why should diabetes “community” clinics be cheaper? 

v  They are not……. the difference is purely down to the way the service 
is paid for – not the cost of the actual service 



Smoke and mirrors  

v  In most cases cost of training, administration, facilities, investigations 
and travel expenses were excluded from community costs 

“I was initially given a room in a 
GP Health Centre and told to get 
on with it. On asking awkward 
questions, such as who is going 
to type the letters, what about 
reception staff, nursing staff, 
setting up the clinic on the 
computer systems, network to a 
clinical database and access to 
investigations. Behind my back I 
knew they were all saying that as 
a Consultant, I was a bit precious, 
but I dug my heels in” 



Smoke and mirrors  

v  In most cases cost of training, administration, facilities, investigations 
and travel expenses were excluded from community costs 

v  In addition, most data shows that on average 1-4/10 cases are 
referred on to hospital based teams (thereby incurring double 
payment) 

v  Studies done in 1990’s looking at consultant outreach clinics during 
fundholding initiatives showed that these were always more 
expensive overall than hospital clinics. 

v  The main reason why community diabetologists exist is because 
commissioners don’t like paying by tariff. Is this a reasonable basis for 
a subspeciality? 
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An obligatory quote:- The path to wisdom….. 

v  By three methods we may learn wisdom: 

  First, by reflection, which is noblest; 

  Second, by imitation, which is easiest; 

  and third by experience, which is the bitterest 

 
        ?Dev Singh 



An obligatory quote:- The path to wisdom….. 

v  By three methods we may learn wisdom: 

  First, by reflection, which is noblest; 

  Second, by imitation, which is easiest; 

  and third by experience, which is the bitterest 

 
         Confucious 



Vote FOR the motion if…… 

v  You believe diabetes care should be seamless, integrated and 
delivered without creating artificial barriers 

v  You feel that all of us need to work with collaboratively and engage 
with primary care rather than leaving it to a select few 

v  You think that the core skills of leadership, negotiation, service 
planning and multidisciplinary team working are important for all 
trainees whichever setting they choose to work in 

    THANK YOU 


