
We are HIDS!

(Herts Valley Integrated Diabetes Service)



Our Vision - Integrated Diabetes Model

• Providing a joined up end to end pathway (enabling a smooth 
transition across services for patients) including single point of 
access

• Shorter waiting times for structure education and to see diabetes 
consultants and podiatry

• More support for primary care e.g. advice line 

• Primary care up-skilling 

• Psychiatry support as part of the diabetic pathway

• Outcomes bases contract



SPOC





Enhanced clinical triage



Suggested Virtual Review cases:

• Clinical management discussions

• Second opinions in diabetes management or that relate to 
patient diabetes care

• Case reviews incl. non-engaged patients/serial DNAs therefore 
for specialist oversight +/- advice

• Medication 

• Renal

• Lipids

• Hypertension













GP Practice visits

• Questionnaire – to be circulated and completed prior to PV 
date and returned to HCT 

• QoF data 

• NDA data 

• PH data 

• EDEN Gap analysis data 

• EDEN attendance data

• PDP



GPPV – suggested timetable

• Update regarding service and local initiatives (15 mins)

• Questionnaire review (30 mins)

• Case Review / case based Q&A CPD (45 mins) – 5 cases of 
each sub-speciality (e.g. renal/foot/oral 
meds/ANC/engagement/hyperglycaemia or insulin 
management)

• Feedback regarding particular patients in HIDS from the team 
/ potential DSN and PN initiatives (cDSN lead) – (30 mins)

• Discussion re: QoF/NDA/Skills gap analysis (25 mins)

• Discussion re: PDP (5 mins)



New Services Offered

Clinics Offered

• Consultant Led MDT Clinics

• CDSN Follow up Clinics

• CDSN Home Visit

• Seamless Care with WHHT

Practice Support

• CDSN and Consultant Practice 
Visits.

• Virtual and Joint Clinics

• Telephone and email support for 
Surgeries.

Patient Education

• Group GLP-1 starts

• Learning disability Group education

• Starting insulin together groups

• Carbohydrate awareness Groups

HCP Education

• Nursing and care Homes Education

• Community and Practice Nurse 
Forums.

• Health Care Assistants Insulin 
administration Project.



Community DSN Team

Community Base for Referrals ; Potters Bar Community Hospital 

4 localities aligned to Community Diabetes Specialist Nurses

Hertsmere

Watford

St Albans and Harpenden

Dacorum 

Contact details available within HIDS document 
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Starting Insulin Together groups

• New 2 session education by DSN and Dietitian to equip 
patients with full understanding of using insulin to control 
type 2 diabetes

• Small groups run locally in Watford and Dacorum, now to roll 
out programme to all areas

• Good patient satisfaction and able to include carers 

• Greater self management  and engagement  especially during 
titration phase



Learning Disability group education

• New course run in Watford and St Albans area for all types of 
diabetes in those patients who have a LD. Soon to run in 
Dacorum and Hertsmere.

• Small groups 6-10 patients attend a 4 week programme to 
learn more about their diabetes

• Set up with HPFT nurses and Practice Nurse

• Involvement and education of carers to help support patient 
with on going food, cooking, activity and lifestyle choices. 

• Aim to improve engagement for their diabetes checks and 
understanding of how they can achieve better control 



• Treatment targets

• Glycaemic control

• Insulin management (Foundation and Advanced)

• Footcare

• Type 1 Diabetes

• Diabetes in the Elderly

• Diet and Obesity

• Clinical Presentation

• eLearning modules: Pre-conception, hypoglycaemia



Key Contacts

• Integrated diabetes service clinical lead, Dr Thomas Galliford  
thomas.galliford@whht.nhs.uk

• HCT diabetes clinical lead and nurse consultant, Maggie 
Carroll    maggie.carroll1@nhs.net

• HVCCG diabetes clinical lead, Dr Nicola Cowap  
nicola.cowap@nhs.net

• HVCCG senior commissioning manager, Pamela Shepherd  
p.shepherd@nhs.net

• Eden education, Dr Alka Patel  alkapatel3@nhs.net

• Web-site, Dr Vidya Kanthi  vidya.kanthi@nhs.net


	Slide 1
	Slide 2: Our Vision - Integrated Diabetes Model
	Slide 3: SPOC
	Slide 4
	Slide 5: Enhanced clinical triage
	Slide 6: Suggested Virtual Review cases:
	Slide 7
	Slide 8
	Slide 9
	Slide 10
	Slide 11
	Slide 12: GP Practice visits
	Slide 13: GPPV – suggested timetable
	Slide 14: New Services Offered
	Slide 15: Community DSN Team
	Slide 16: Starting Insulin Together groups
	Slide 17: Learning Disability group education
	Slide 18
	Slide 19: Key Contacts

