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Supporting  the restoration of diabetes services in primary care 
 
 
1. Introduction 
 
COVID-19 has inevitably interfered with the annual checks that are an integral part of the care of 
patients with diabetes. This disruption can lead to poorer control of HbA1c and a higher rate of 
complications. It is vital that we fully restore services for those most at risk. We need also 
to recognise the pressure on primary care by providing guidance about the patients for whom 
face-to-face contact can be postponed at minimal risk. This paper has been compiled by the 
Strategy Review Group (SRG) of the Greater Manchester (GM) Diabetes Clinical Network.  It 
outlines some guiding principles with appendices giving national guidance on how, based on 
historical clinical information augmented by remote consultation, clinicians can decide who needs 
to be seen face-to-face.  The SRG comprises primary and secondary care diabetes specialist 
clinicians, commissioners and Diabetes UK (Appendix A). 
 
2. The impact of COVid-19 
 
The National Diabetes Audit1 (NDA) quarterly report for England (provisional by CCG) released in 
June  2020 reports 180,130  people living with Diabetes in GM (11,795 living with Type 1 and 
168,335 living with Type 2).  We know that diabetes on its own represents a significant additional 
risk factor for people contracting COVID-19 but a significant number of these people are also likely 
to be living with additional long-term conditions, not just diabetes.  This makes it all the more 
important to identify those at highest risk during the COVID-19 pandemic.  We know that: 
  

• Evidence shows that diabetes is a significant risk factor,  for worse outcomes  

including deaths. in people who contract COVID-19 infection234. 

• Uptake of the National Diabetes Prevention Programme – Healthier You (NDPP) in GM has 
been well below projections in GM and other areas during the COVID-19 pandemic. 

 
It is also now being reported that: 
 

• Compared to historical expected rates, significantly lower rates of diagnoses for type 2 
diabetes are being recorded nationally during the COVID-19 pandemic. 

• Less HbA1c testing is taking place in primary care during the pandemic. 

• Hospital admissions in GM for acutely elevated glucose levels in people living with diabetes 
are being reported in increasing numbers. 

 
Attendance rates dropping at primary care means there is a risk of hospital admissions increasing.  
This in turn can lead to worsening patient outcomes in diabetes and other long-term conditions 
and increased incidence of complications.  We do not yet know if there will be additional impact of 
‘long covid’ on people living with diabetes.  There is guidance and advice available to support 
primary care which the SRG have reviewed, including: 

 
1 https://digital.nhs.uk/data-and-information/clinical-audits-and-registries/national-diabetes-audit 
2 https://www.england.nhs.uk/publication/type-1-and-type-2-diabetes-and-covid-19-related-mortality-in-england/ 
3 https://www.thelancet.com/journals/landia/article/PIIS2213-8587(20)30238-2/fulltext 
4 https://www.thelancet.com/journals/landia/article/PIIS2213-8587(20)30272-2/fulltext 

https://digital.nhs.uk/data-and-information/clinical-audits-and-registries/national-diabetes-audit
https://www.england.nhs.uk/publication/type-1-and-type-2-diabetes-and-covid-19-related-mortality-in-england/
https://www.thelancet.com/journals/landia/article/PIIS2213-8587(20)30238-2/fulltext
https://www.thelancet.com/journals/landia/article/PIIS2213-8587(20)30272-2/fulltext
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• Clinical guidance and proposed recovery models available through the national diabetes 
clinical network and programme team. 

• Guidance on risk stratification and remote diabetes consultations. 

• Proposed diabetes care models in the new Primary Care Network (PCN) structure. 
 
Some opportunities for improving patient care have also arisen during the pandemic from 
changed ways of working and accelerated/streamlined service improvements, particularly in the 
digital sphere (digital education, patient access to clinical data, cognitive support, 
nutrition/lifestyle support). 
 
Notwithstanding the opportunities noted, the above adverse impacts of the COVID-19 pandemic 
present the risk of poorer patient outcomes and increased strain on primary and secondary 
healthcare services in GM. 
 
3. Supporting restoration of services 
 
Against the above backdrop, the GM Diabetes Clinical Network SRG has concluded that it is vital to 
act now to provide practical advice and guidance to primary care and support to people living with 
diabetes in order to capture the benefits of new ways of working and limit problems arising, 
escalation in the number of people affected and increased demand on GP practices and hospitals.  
The Clinical Network’s immediate objectives are: 
 
Objective 1:  Support implementation of prioritised clinical reviews based on patient clinical 
information and augmented by remote consultation to help ensure high risk patients are reviewed 
as early as possible. 
 
It is proposed that the Primary Care Diabetes Society (PCDS) advice on How to Prioritise Primary 
Care Diabetes Services During and Post COVid-19 Pandemic and How to Undertake A Remote 
Diabetes Review (which also contains advice on face-to-face follow-up) should be combined with 
some brief explanatory notes and promoted as a basis for primary care to prioritise patients, 
implement checks and follow-up, where required, with face-to-face care (Appendix B).  
 
Objective 2:  Ensure as many patients as possible and people at risk of diabetes are supported to 
self-manage and avoid unnecessary admissions to hospital or the development of longer term 
complications. 
 
It is proposed that, wherever possible, patient communications and information should include 
information on: 

▪ The importance of continuing to take prescribed medication. 
▪ Home blood pressure testing and weight measurement where possible. 
▪ How to access the NDPP (including self-referral through the DUK ‘Know Your Risk’5 portal. 
▪ Use of the self-management support available through Diabetes My Way6 and accredited 

digital educational resources7 available to GM residents. 
▪ Accessing remote and digital structured education where available. 

 
5 https://riskscore.diabetes.org.uk/start 
6 https://diabetesmyway.nhs.uk/ 
7 https://diabetesmyway.nhs.uk/elearning/ 

https://riskscore.diabetes.org.uk/start
https://diabetesmyway.nhs.uk/
https://diabetesmyway.nhs.uk/elearning/
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▪ Following GP advice received and contacting the practice in the event of any problem(s). 
 
4. Recommendation 
 
The Primary Care Cell and the Community Co-ordination Cell are asked to endorse the guidance at 
Appendix B as good practice to support the restoration of services and make it available (directly 
or through the GM Diabetes Clinical Network) to primary care in Greater Manchester. 
 
 
 

Appendices 
 
A GM Diabetes Clinical Network Strategy Review Group membership 
B Guidance for restoring primary care diabetes services 
 
 
 

Additional Information 
 
Further information on this document and resources are available through the GM Diabetes 
Clinical Network with details available from: 
 
Ewan Jones, Programme Manager 
GM Diabetes Clinical Network 
Email: ewanjones@nhs.net 
Tele: 07910-152896 
 

mailto:ewanjones@nhs.net
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GM Diabetes Clinical Network – Strategy Review Group membership 
 

Name Designation Organisation 

Naresh Kanumill Clinical Lead for Diabetes GMEC SCN 

Mark Owen Diabetes Commissioning Lead NHS Tameside & Glossop CCG 

Alison Marsh Directorate Manager Specialist Medicine 
Tameside & Glossop Integrated Care 
NHS FT 

Rachel Stott Diabetic Specialist Nurse 
Tameside & Glossop Integrated Care 
NHS FT 

Steve Ball Consultant Endocrinologist 
Manchester University NHS Foundation 
Trust 

Ingrid Small Clinical Lead Dietitian Greater Manchester Mental Health FT 

Martin Rutter Consultant Diabetologist 
Manchester University NHS Foundation 
Trust 

Yvonne Browne Influencing Manager Diabetes UK 

Nicola Milne Community Diabetes Specialist Nurse Manchester Diabetes Centre 

Nicole Alkemade Diabetes Commissioning Lead NHS Stockport CCG 

Robert Green Commissioning Manager NHS Stockport CCG 

Brooks Kenny Head of Scheduled Care NHS Trafford CCG 

Clive Marchi Clinical Lead NHS Trafford CCG 

Finn McCaul Clinical Lead for Long Term Conditions  Bury CCG 

Sam Howard Diabetes Clinical Lead Wigan CCG 

Angela Paisley Consultant  SRFT 

Gemma Allen  Lead Diabetes Nurse SRFT 

Paul Keeling Service Improvement Manager Salford CCG 

Jen Hopes Commissioning Manager HMR CCG 

Sonal Sharma GP HMR CCG 

Peter Elton Clinical Director GMEC SCN 

Jenny Schofield Project Support Officer GMEC SCN 

Krista Williams Senior Quality Improvement Manager GMEC SCN 

Fatamah Shah Senior Data Analyst GMEC SCN 

Ewan Jones Programme Manager GMEC SCN 

Kamran Beg Diabetes Lead Health Innovation Manchester 

Katie Merrick 
Project Manager Food and Healthy 
Weight – Population Health 

GMHSCP 

Vannamalar Selvaraasan GP Salford 

Nigel Burgess Optometrist  Optometry Provider Board 
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1. Prioritising primary care diabetes services, conducting remote reviews 
and managing face-to-face follow-up 

 

2. Guidance for restoring primary diabetes services during and following 
the COVid-19 Pandemic 
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The guidance offered in the following pages is reproduced with the kind 
permission of the authors and the Primary Care Diabetes Society. 
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