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Agree initial 
diabetic care plan

Explain the 
diabetes 

diagnosis process

no

Arrange contact 
to initiate diabetes 

management
>30

Confirm or refute 
diab diagnosis

Is patient 
obviously ill, or 

under 30?

Transfer patient 
to care of adult 
specialist team

Patient <30

Enter contact 
details

Enter details of 
the transfer, and 

why

Add information 
to patient record 

This process could be entered because:
- Encounter triggered by evidence from another provider that suggests diabetes 
- Discovery during encounter for other purposes that patient in several diabetes risk groups
- Diabetes symptoms become apparent during encounter for other purposes
- Encounter triggered by patient suspecting he/she has diabetes
- Encounter triggered as part of diabetes, etc, screening programme. This is not routine yet, but 
being considered by national Screening Committee. However people known to have impaired 
glucose regulation should be screened for diabetes regularly

If not ill, just under 30, refer within 
24 hrs.to adult diabetes team

if DKA or HONK, urgent transfer 
to Emergency Medicine or Adult 
Diabetes Team

Source: NSF Supplementary Part 
1 page 17

Add information 
to patient record 

Clinician 
examines patient

Enter explanation 
given

Take diabetes-
related history

Admit patient as a 
diabetic  

emergency
ill

Enter details of 
urgent transfer, 

and why

Add information 
to patient record 

Patient has diabetic 
emergency

It may be that the initial 
diabetic consultation is 
completed before patient 
care is transferred: check

Could be done 
during same 
contact that 
includes all of this 
process if enough 
information 
available to confirm 
diagnosis of 
diabetes

Patient enters 
diabetes continuing 

care process

Enable diabetic 
care plan

Add information 
to patient record

Agree initial 
concerns & needs
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C

A
R

E
R Collect family 

history updates
Take patient 

(diabetic) history

Display details of 
most recent 

consultations

Display history 
taking template & 
any current data

Enter patient 
history

Add information 
to patient record

Display family 
history template & 

existing data

Enter family 
history updates

Add information 
to patient record

Add information 
to patient record

Display current 
problem list

With particular reference 
to relatives who have or 
had diabetes

With special reference to 
diabetes symptoms, see 
NSF Supplementary Part 1 
page 6 Box 1

Collect special 
communication 

req. updates

Enter special 
communication 
reqs. updates

Display special 
communication 

needs template & 
existing data data

This information may 
be needed about the 
patient &/or any carer

‘Current data’ means data that 
can reasonably confidently be 
assumed to still be true now. It 
cannot therefore be assumed 
that any existing data is current 
data. It is displayed to avoid 
unnecessary  duplication of 
data collection

Collect lifestyle 
updates

Enter lifestyle 
information 

updates

Add information 
to patient record

Display lifestyle 
data template

This covers diet, activity 
(work & leisure), smoking, 
recreational drug use, 
achohol consumption, etc
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Display template 
for examination 

findings

Display & store 
BMI

Take blood 
samples for lipids, 

LFT and U & E 

Take blood 
sample for HbA1c 

analysis

Weigh patient

Enter blood 
samples taken 

Take urine 
sample for sugar, 

albumen & 
creatinine 

Add information 
to patient record

Enter urine 
sample taken

Add information 
to patient record

Do foot 
examination

Enter  foot 
examination 

results

Add information 
to patient record

Populate template 
with any current 

data

Display last 
findings & date 

alongside

Take blood 
pressure

Enter blood 
pressure

Add information 
to patient record

Enter weight

Add information 
to patient record

Add information 
to patient record

Note any other 
signs 

Enter other 
current signs 

Add information 
to patient record

Take blood 
sample for fasting 

blood glucose
Check if retinal 
screening done

Enter result of 
check

E.g. evidence of DKA, 
evidence of other 
neuropathy / skin 
problems, chest pain, 
lipidaemia, etc

Measure waist 
circumference / 

WHR

Enter waist 
circumference / 

WHR

Add information 
to patient record

Current data is displayed in 
order to avoid unnecessary 
duplication of data collection.  
Recent data is that existing 
data that can reasonably be 
assumed to be still true of the 
patient.

Do near-patient 
blood & urine 

tests

Add information 
to patient record

Enter test results

For ketones & protein in 
urine, blood glucose
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Any sufficiently
recent blood

 glucose
results 

available?

yes

no

Clinician tells 
patient /carer that 
it’s not diabetes 

Not diabetes or impaired glucose tolerance

End of story, or 
clinician 

investigates  non-
diabetic causes of  
signs / symptoms –

which is out of 
scope

Clinician tells 
patient / carer that 

it’s impaired 
glucose 

Impaired glucose
 regulation

Further test 
required

Treatment of 
impaired glucose 

regulation is out of 
scope

Arrange provision 
of blood sample

Take blood 
sample & send to 

lab
Clinician receives 

sample results

Assess blood 
glucose results

Diabetes

Diagnosis is 
diabetes.  Return to 

parent diagram
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A
R

E
R

Add information 
to patient record

Add information 
to patient record

Add information 
to patient record

Add information 
to patient record

Record blood 
sample taken

Record 
arrangements

Add information 
to patient record

Record /transfer 
result to system 

Record diagnosis 
& told to patient

Record patient 
told it’s not 
diabetes 

Display diagnostic 
criteria & any 
blood glucose 

results

If patient has diabetic signs &/or symptoms, one diagnostic blood 
glucose result (random / fasting / 2hr oral tolerance) is sufficient.

If patient has no diabetic signs or symptoms, >=2 diagnostic 
results, each done on a different day, are recommended.  If the 
second result is not diagnostic, the patient should be given a 2hr 
oral glucose tolerance test.

Source: Diabetes NSF Supplementary Part 1, quoting WHO 1999
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Display current 
care plan 

Explore attitude to 
diagnosis and 
health beliefs 

Explore ability & 
motivation to self 

care

Explain the 
diagnosis, & then 
what diabetes is

Enter attitude to 
diagnosis & 

beliefs concerns

Add information 
to patient record

Enter self-care 
ability & 

motivation 
concerns

Display success 
factors for self 
care template 

Add information 
to patient record

Display diabetic 
symptoms, signs 

& test results

Display CHD & 
other risk 

information 
available

Agree priority of 
concerns

Enter prioritised  
needs & concerns

Display & print 
summary of  

concerns & needs 

Add information 
to patient record

The output summarises the 
history  of the current care 
plan and the information 
entered in this  subprocess 
itself

Agree needs for 
concerns

Give output to 
patient

Must cover emotional, 
lifestyle, counselling, 
educational, training, & 
clinical needs, 
especially those that 
mightimpede good self-
care

Discuss carer’s 
role

Agree specific 
carer’s needs re 
patient’s needs

yes
Enter carer(s) 

concerns & needs 
updates

Add information 
to patient record

Display carer(s) 
template & any 
existing data

Carer likely to be involved
In self-management?

These are in relation 
to the patient ‘s needs 
only

Care plan is for all patient 
issues other than diabetes

Introduce concept 
of blood glucose 

management

Introduce main 
management 
options & their 

rationale

Discuss patient’s 
knowledge of 
diabetes & its 
management

Enter educational 
needs & info. 

given

Add information 
to patient record

Agree initial 
educational 

needs

Display attitudes 
& beliefs template

Agree concerns 
related to attitude 
& health beliefs

Agree any self-
care ability & 

motivation 
concerns

Display concerns 
and needs 

identified so far

no

For both patient & 
carer(s)

This covers diet & weight 
control, activity level, 
smoking if relevant, 
monitoring and where 
relevant medication 
dosage & concordance
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R

Go thru’ whole 
plan with patient 

&/or carer
Plan lifestyle

Print whole plan 
for patient / carer

Covers activity levels 
(work and leisure), diet, 
weight & smoking 

Agree dates of 
next review, prior 

sampling & 
history recording

Plan self-care
Plan 

management of 
emergencies & 
complications

Enter dates of 
next review, prior 

sampling & 
history recording

Add information 
to patient record

Record joint 
review of plan

Display whole 
plan

Add information 
to patient record

Plan to clearly discriminate 
between self-management and 
professional sections. It 
includes goals & activities, 
(including the provision of any 
future information), and must 
clearly identify who does what , 
when and where

Plan medication

Any current complications
 or exacerbations? 

no

This is done to verify that the 
patient understands the overall 
plan, and the relationship 
between its components

This includes making any 
specialist referrals & 
requesting any services 
necessary, agreeing 
professional review schedules, 
etc, 

This includes dealing with 
any fears, beliefs, attitudes,   
lack of knowledge and 
capabilities that are barriers 
to good self-care, 

Covers biochemical self-
monitoring (urine & 
blood), and checking & 
dealing with incipient 
emergencies & 
complications (including 
when to seek professional 
help

Plan removal of 
barriers to care 

These all use the generic 
planning sub-process 
‘Plan aspect of care’. 
Diagramming limitations 
mean that only ‘Plan 
removal of barriers of 
care’ contains the normal 
‘+’ link

There may be no 
medication for someone 
diagnosed with type 2 
diabetes

no

Medication needed?

yes

no

This includes agreeing the next 
diabetic review date, and making 
sure the lab blood & urine sample 
results & care plan history are 
available in time for the next review
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Display relevant 
guideline / 
pathway

Display agreed 
prioritised needs 
for care aspect 

no

Specify relevant 
activity(s) & add 

them to care plan

Display 
management 

options for aspect

Agree any goals 
for aspect 

Enter goals for 
aspect 

Add information 
to patient record

Display provider 
directory & 

waiting times 

Display any 
patient 

preferences re 
providers

Do we need to log the 
management options 
turned down by the 
patient &/or clinician?

Provide any 
immediate info. & 

instructions 
needed

Includes how to do it, it’s duration and 
any repetition, where and when to 
perform, who / which organisation is to 
perform it, and any associated training / 
education activities necessary

Thes goals could be 
to achieve / maintain / 
avoid something

Another 
management 

option to 
explore?

no

yes

Enter updates to 
care plan

Add information 
patient record

Enter information  
provided

Add information 
to patient record

This is a generic process model that applies to the planning of the following 
aspects of care:
- removing barriers to care
- lifestylemanagement
- clinical self-management
- managing complications & exacerbations

yes

Explore option for 
care aspect

Option to be used?

Select option to 
explore

This may be selected 
from any relevant 
guideline / care pathway, 
or suggested by the 
clinician / patient / carer

Self-care
Activity? yes

no

Modify any other 
elements of care 
plan as agreed 
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Display any 
interaction(s) with 
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Consider 
interactions with 
other ongoing / 

planned activities

yes

Discuss net 
benefit of option 
in the abstract

Add information 
to patient record

This includes likely outcomes, 
known side-effects, special 
precautions, warnings, etc 

yes

Enter that option 
rejected & why

Option rejected

no

Display any 
interactions with 
other planned 

activity(s)

Enter that option 
rejected & why

yes

Add information 
to patient record

Option rejected

no

Consider 
interaction with 
patient’s state

Enter that option 
rejected & why

yes

Add information 
to patient record

Ensure patient & / 
or carer 

understands 
option

no

Agree 
modification to 
other activitiy(s)

yes

no

yes

Option to 
be used

Display patient / 
carer 

preferences
For options

Discuss patient / 
carer preferences 

for options

Option rejected

Enter that option 
rejected & why

Add information 
to patient record

no

Option rejected

Interaction implies 
mods. to other 

ongoing / planned 
activities?

Interaction 
serious enough to 
rule option out?

Interaction 
serious enough to 
rule option out?

Disbenefit enough 
to rule option out?

Patient / carer 
agrees to option?

The modifications will involve 
modifying &/or replacing &/or 
rescheduling &/or disposing of 
other activity(s) in the care 
plan.  These activities may or 
may not be directed towards 
diabetes.

This will not be possible for the 
system unless decision support 
is enabled

Display previous 
use of option, and 

why ended

Consider re-use 
of option

Enter that option 
rejected & why

Add information 
to patient record

Option rejected

yes

noC
LI

N
IC

IA
N

Re-use of option 
rejected?

Option used before, 
but not in use now

no
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R

Selects diabetes 
medication as 

topic

Display patient 
medication 
preferences

Display allergies 
& adverse drug 

reactions

Display current & 
past medication & 
why discontinued

Display 
medication-

related needs

Discuss needs for 
medication

No current diabetic medication

Selects 
prescribing 

options

Displays  drugs 
as GP / user 
preferences 

Displays drug 
information

Discuss benefits 
& trade offs of 

medication 
options

Select  patient 
friendly view of 

prescribing 
options

Displays patient 
friendly view of 

prescribing 
options

Check patient / 
carer 

understanding of 
options 

Agree prescribing 
option(s) to use & 

those to stop / 
modify

Enter new / 
stopped / 
modified 

medication

Add information 
to patient record

Includes agreement of 
patient / carer with 
medication updates, and 
reason for new / 
stopped / modified 
medication(s)

Modification only caters for 
way an existing medication 
should be taken.  Any 
other change involves 
stopping one medication & 
starting another
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