
Our purpose is to look for novel ways to 
engage & improve the diabetes care for young 

people with HbA1c of 69-74%

Our future plans

• Recruit more young people to 
the intensification process

• Pathway exit survey & 
response for continuing 
iterations

• Consider replicating 
intensification process in other 
patient groups

• Ongoing use of QI skills in our 
service 

Identified eligible 
CYP & families 

Designed 
outpatient 

intensification 12 
week plan

Surveyed 
opinions of 

parents in the 
cohort

Recruited 
families at clinic

Engaging young people
• Pre clinic sheet to ensure young                         person’s voice is 

people are heard

Agreed action: 
• offer families use of sheet in clinic
• As required use for documenting plans

Team Performance
1. MDT Proforma/agenda to ensure 

improved communication
2. Rolling chair at MDT to develop 

managerial skills for all team 
members.

3. Survey Monkey to team – all positive 
about the implementation

4. What’s App team group for 
communication

5. Team social after QI session 3
6. Sophie (clinical psychologist) joined QI 

on KIT days during maternity leave

Our intensification resources
• Education toolkit
• Patient held record
• Governance approved protocol
• PDSN Data collection sheet

Teen version

Parental 
survey

• 71% response rate to the survey
• Families want to be contacted by mobile 

(60%) or email (40%)
• 80% prefer face to face contact, rather 

than group/online
• 90% want to learn more about 

downloading and self adjustment

Implementation • 5 young people recruited
• 2 commenced the programme
• 2 waiting for programme to commence

Barriers
• Patient 1 (programme interrupted due to 

extenuating circumstances)
• Capacity of clinical time to commence 

process
• Not all in 69-74 HbA1c ready for change
• Families difficult to contact in working hours

Patients with HbA1c 69-74
are flagged on the clinic list in 

the pre-clinic MDT meeting

In clinic, doctor introduces concept of OutInt,  
aiming to gain ‘verbal opt in’ from  

patient/family, checks patient contact details
 and makes a clinical management plan to improve  

HbA1c (& documents on patients clinic sheet)

Patient has HbA1c 69-74  
mmol/mol in outpatients  

clinic

Patient
decides  ‘No’

to OutInt

Patient
decides  ‘Yes’

to OutInt

clinical plan for
reducing HbA1c

proceeds

Revisit need and
discussions about

OutInt at next
clinic appointment

3 months later

In
post-clinic

meeting, team
decide if capacity for 

pathway to  
begin and assign

a PDSN

In post clinic MDT: create an
individualised plan for OutInt for the 
patient/family including main 3 issues 

to be addressed, a ‘hook’ for that 
individual and use of educational/

change tools

HbA1c remians 69-74
mmol/mol, patient still
decides”No” to OutInt

HbA1c remains 69-74
mmol/mol, patient

decides “Yes” to OutInt

No PDSN
capacity at

present

patient details
added to PDSN

workplan
document

Intensification capacity/workload
discussed 3 monthly in MDT

meeting

Referral letter from clinic doctor to
assigned PDSN including summary
of post-clinic MDT discussion ideas

does the
patient/family have

the ability to download
their device(s) at

home?

PDSN contacts patient/family and 
agrees start date and arranges first 

contact,

Consider other options: more
frequent outpatient clinic
appointments, inpatient 

intensification,
safeguarding measures

If education on this topic 
 required, address this as
a priority in order that  

intensification can proceed

If do not have computer access,
provide information about

obtaining benefit and  
about family fund

If technical reasons, provide
advice and contacts details of

relevant company support

Create nurse held document,  
patient held documents and  

data sheet for OutInt (see
Intensification folder on  

the shared drive)

Proceed with OutInt as detailed in 
the ‘Paediatric Diabetes Service High 

HbA1c >69 mmol/mol Pathway

Aim for successful outcomes  
through delivery education,  

including assessment of
the efficacy of the education

Target setting and goals should be
discussed at each review - both 

numerical targets and other goals

Process Map for ExCYPDS 
Outpatients Intensification

YES
YES

YES NO

YES

YES

Patient contacted when capacity  
arises to begin OutInt

YES NO

Target setting and goals should be
discussed at each review - both 

numerical targets and other goals

Aim for gradual transition from health care 
professional review and plan creation
through guided download review to  

autonomous download review at a pace
according to capability

Consider peer to
peer support

Last contact in the pathway should be a joint clinc 
appointment with patient/family, doctor and PDSN 

leading intensification

Clinic letter from this appointment to include a  
summary of the intensification pathway  

for that patient/family

Patient/family retain their
OutInt document

Contents of the data sheet are
added to database of

outcomes

OutInt is designed be delivered once to each patient/
family. However, consideration can be given to  

repeating the process whilst the patient remains
under paediatric care if a significant period of time 

 has elapsed since the previous OutInt or if there has  
been significant change of circumstances

Has the OutInt
been successful in

reducing the HbA1c to
<69 mmol/mol?

Return to usual
care under
ExCYPDS

MDT to consider an  
inpatient intensification, 

consider whether  
safeguarding thresholds  

are met

YES NO

Process Map for ExCYPDS 
Outpatients Intensification


