
Barnsley Hospital FT and 

Barnsley Healthcare Federation 



 Closer collaboration  

 Increased support to improve the consistency of care 

 Improved skills and training for Primary Care staff 

 Rapid access to advice and guidance 

 Care closer to home for all Barnsley patients 

View from Primary Care 



• Rising prevalence of diabetes across Barnsley 

• Increasing hospitalisation and hospital care for patients with 
diabetes 

• Need to help empower patients to manage their own condition 

• Need to increase skills within Primary Care teams 

• Limited availability of specialist staff and the need to focus 
their skills on developing and delivering specialist services i.e. 
insulin pump service, specialist foot clinic, renal services 

• The need to reduce inappropriate referrals to specialist teams 
so that specialist teams are not overloaded with routine work, 
which can take place in Primary Care. 

 

Drivers for change 



 

•  To implement a truly accessible, streamlined diabetes service 
across Barnsley  

• We will facilitate direct integration between Primary Care and 
Barnsley Hospital 

• Improve awareness and diagnosis across the wider healthcare 
economy, and upskill colleagues to enhance patient access  

• Empower patient through education to effectively manage their 
own condition 

• To support the transition of Patient care from the Hospital to 
Primary Care 
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• Partnership between Primary Care and the Hospital 

• Integrated single clinical team 

• Joint clinics delivered in Practice 

• Named Consultant and Diabetes Specialist Nurse for each 
locality and Practice 

• Menu of support tailored Practice need 

• Consultant lead support and upskilling for Primary Care 
Colleagues 

• Move to 7 days service 

 

 

What will be different? 



• All access is through a single point of access  

– New service telephone number 01226 240086 

– Referrals triaged within 48 hours 

• Referrals made through NHS e-Referral Service 

• Extended opening for patients to access SPA 

– Move toward 8am-6:30pm Monday to Friday 

– New Diabetes website for information and questions 

• E-consultation for Primary Care Advice and  

Guidance 

Accessing Barnsley Integrated 
Diabetes Service 
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 Inform the team of their Practice requirements 

 Engage with the team to build and deliver joint clinics 

 Follow new referral guidance 

 Support the new clinical steering group 

 Provider feedback and suggest areas for 
improvement 

What Practices will need to do 



 Patient education 

 Continuation of X-PERT programme (Type 2) 

 Commencement of the DAFNE programme (Type 1) 

 Primary Care training 

 Warwick course for Practice Nurse 

 Practice Support 

 Primary Care Improvement Lead for Diabetes 

Wider Service Transformation 



 Each Practice will receive a service introduction letter 

 Monthly communication on the progress of 
implementation and changes for the following month 

 Communication to Patients outlining changes and 
transformation progress 

 
Twitter 

@BarnsDiabetes 

 
Website 

 

 

 

Future Communication 



WARWICK Training opportunity 


