
Developing services for CYP with 
Type 2 Diabetes in Wales

CYP Wales Diabetes Network



Introduction
Dedicated Service for CYP with T2D

Development of structured 
education

Group Sessions

Development of the pathway

Tertiary Service



RCPCH NPDA and Us :Clinic Chats





Idea: Spring 2012 –
Consensus to develop an “All Wales” structured education programme 
that was adaptable to different environments and transferable between hospitals 

-a multidisciplinary working group formed

Philosophy: To empower the CYP and family to manage diabetes  in their journey from diagnosis right through and into 

adult services 

StructuredEducationReassuringEmpoweringNurturing

Structured Education

Currently Developing a Seren Type 2 education package!
Involving the whole family!



• Structured curriculum

• Resource-effective 

• Trained educators

• Quality assured 

• Regular audit

NICE (NG17) Type 1 diabetes in adults and children

Structured education programme that is planned, graded and comprehensive
“Available to all people with diabetes at the time of initial diagnosis and then as required on 
an ongoing basis, based on a formal, regular assessment of need”

✓ Curriculum

✓ Interactive age banded resources

✓ Health professional training

✓ Quality assurance

✓ QISMET accredited

✓ Evidence based

✓ Bilingual



First standardised diabetes structured education 
programme for children in Wales- 2016



Structured Education For CYP with T2D 
Sections 

- All about me and my family

- What is diabetes?

- Food and diabetes (carbohydrate awareness)

- Activity, sleep and screen time

- Well being and change

- Medication and Type 2 Diabetes

- Glucose monitoring (hypoglycaemia and illness)

- Expectations and goal setting





The Pathway

• Aim : Early intervention including structured education to improve 
understanding of Type 2 diabetes and empower patients and families 
to manage the condition.

• Improve outcomes- early identification and management of 
complications.

• Ensure transition to appropriate services takes place.



Key points from pathway

Clinical recommendations as per ACDC

• Diagnosis - admission

• Structured education

• Target HbA1c <48mmol/mol

• Dietary support to improve healthy lifestyle to facilitate weight 
reduction 

• Exercise recommendations as per government recommendations 60 
minutes of moderate – vigorous physical activity daily

• Mental health – access to psychological support



The Service

• Cohort patients into single clinic if feasible – named consultant for 
Type 2 diabetes

• Multi-disciplinary service within secondary –care diabetes service 
including access to dietitian and psychologist - with close liaison with 
primary care, adult diabetologists and multi-agency organisations

• Children managed within a weight management service may be 
managed in parallel with medical management of Type 2 diabetes 
undertaken by the diabetes team

• Standardise clinic sheets – or checklist for Type 2 patients to include –
BP monitoring, urine, lipids, ALT, sleep apnoea



Admission: Start treatment and structured education 
check for comorbidities including sleep apnoea, NAFLD 
and hypertension at diagnosis 

Week 1 - 4

1st Clinic appointment at 1-2 week:  
Review medication: insulin weaning, 
metformin tolerance and dose. 
Arrange further investigations as required 
– sleep study, USS liver, referral to 
retinopathy screening if >12yrs

Dietician and PDSN school 
visit / home visit

Dietetic and psychology joint 
appointment 

1st clinic review at 3 months
Review by MDT: including medication review, repeat biochemistry, 
HbA1c, lipids and LFTs, Height and weight. Results of investigations. 
Goal setting. Set up annual review processes.

3 monthly MDT follow up, measure BP at each 
appointment, review medications, investigation results, 
management of co-morbidities. Review goals. Check 
HbA1c, Calculate % weight loss. 

4 – 8 weekly follow up with dietetics with a review at 6 months. If 
there is no significant weight loss at 6  months after diagnosis 
while aiming to implement a healthy balanced diet, then 
alternative approaches can be considered 

Annual review following the checklist and treating co-morbidities. 
Consider whole family engagement in setting and reviewing goals. Offer 
further support where needed including psychology and dietetics. 



Monitoring at diagnosis
Bloods at Diagnosis:

HbA1c (point of care), U&E’s, LFT (including AST and GGT), Antibody Bloods (GAD, IA2, ZnT8). 

Blood Pressure 

Urine Albumin Creatine Ratio

Referral to retinopathy (if over age 12yrs)

Referral for sleep study - Refer for sleep study for those with BMI SDS +2 plus (at diagnosis)/or 

symptoms suggestive of OSA)

Liver USS Referral

Height and weight 

PDSN

Psychology

Dietitian

Youth Worker



1 – 3 months Review
Height and weight

Blood Pressure 

Bloods:  lipids, LFT’s, ATL, AST, GGT (After first 3-month appointment LFT’s 

then annual) 

HbA1c (POCT)

% weight loss to be calculated

Review of Sleep study if done

Annual review checklist and PDSN, Dietician, diagnosis checklist.





Next Steps

• Feedback from families and young people 

• Draft pathway going through network approval

• Ongoing development of structured Education

• Tertiary clinic / service

Questions?

Thank you !!!
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