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1.0 INTRODUCTION 

 

1.1 Background 

 

In 2008, a Diabetes Expert Advisory Group (DEAG), established by the HSE, published a report setting 

out standards for high quality diabetes care in Ireland.1 The report emphasised an integrated 

approach to care delivery across primary and secondary care. Since publication of the DEAG report, 

diabetes services implementation groups have formed across the regions of the HSE and more 

recently, local implementation governance groups (LIGGs) within community health organisations. 

Both of these entities aim to bring together clinicians and managers from hospital and community 

settings to identify and deliver on local priorities for good diabetes care. The formation of the 

National Clinical Programme (NCP) for Diabetes in 2011 provided an avenue for local and regional 

priorities to be highlighted at a national level and to emphasise the need for funding of posts and 

programmes to the senior management of the HSE.  Through the NCP Diabetes, a number of 

significant developments have taken place to support a shift towards integrated care for people with 

type 2 diabetes. A Practical Guide to Integrated Type 2 Diabetes Care was published in 2011 (and 

updated in 2016)2 and 26 new CNS Diabetes Integrated Care posts were approved in 2013. In 2015, 

in a step towards the reimbursement of general practice for chronic disease management, the 

government introduced the Diabetes Cycle of Care. It provides remuneration for GPs to provide two 

review visits per year for people with uncomplicated type 2 diabetes who are in receipt of a medical-

card / GP-visit card (both means-tested).  In 2018 the HSE published a national Model of Integrated 

Care for People with Type 2 Diabetes, which outlines a care pathway in which the vast majority of 

people with type 2 diabetes will be managed in primary care (Figure 1).3  

 

The CNS Diabetes Integrated Care plays a central role in the implementation of this Model of Care.  

Within the Model of Care the role of CNS Diabetes Integrated Care is described (Appendix). It 

involves providing direct patient care (reviewing patients, discussing individual cases and providing 

liaison support), as well as indirect patient care (provide guidelines, develop resources and advise on 

services, education and training, audit, research, and advocacy as well as working as part of the 

multidisciplinary team in the secondary care setting).3 This new nursing role is innovative in that the 

CNS spends 80% of their working time in primary care and 20% in secondary care. This split was 

created to enable CNS to support the integration of patient care between primary and secondary 

care settings, for example facilitating the fast track of patients from the community into the hospital, 

engaging in case discussion with the multidisciplinary team (MDT) in secondary care, supporting the 

delivery of outpatient clinics, and, where feasible, identifying patients suitable for integrated 

management.4 
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Figure 1: Model of Integrated Care for Type 2 Diabetes (2018)3 

 

 

1.2 CNS (Diabetes Integrated Care) posts in Community Healthcare West 

In Community Healthcare West three new CNSs (Diabetes Integrated Care) were appointed between 

2013 and 2017 (table 1). They report to the Director of Public Health Nursing in Community 

Healthcare West, with clinical governance provided by their respective hospital-based Consultant 

Endocrinologist. There is no CNS (Diabetes Integrated Care) allocated to County Roscommon.   

 

Table 1: CNS (Diabetes Integrated Care) posts in Community Healthcare West (2018) 

Posts (Division) Post filled by Appointed Community catchment 
area 

Hospital (Model) 

1 WTE  

(Galway Primary Care) 

Elaine Newell 2013 Galway City and County - 
UHG catchment area 

UHG (Model 4) 

1 WTE 

(Galway Primary Care) 

Audra Conroy 2017 East Galway - Portiuncula 
Hospital catchment area  

Portiuncula Hospital 
(Model 3) 

1 WTE 

(Mayo Primary Care) 

Corena Campbell 2013 MUH catchment area, 
comprising all networks in 
Co Mayo 

Mayo University Hospital 
(Model 3) 

 

 

1.3 Aim of the review and gap analysis 

The aim of this review is to explore the CNS direct patient care service (reviewing patients, discussing 

individual cases and providing liaison support) in Community Healthcare West to identify any gaps in 

the current service provision and help inform service coordination and planning into the future. 
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2.0 METHODS 

 

2.1 Gap analysis 

A database was created listing all GPs with GMS lists (in 2018) in Co Galway, Co Mayo and Co 

Roscommon. From this information, a list of GP Practices for each county was generated. Each CNS 

reviewed their diaries against their respective GP list and confirmed which practices they provided a 

clinic or liaison service to. In the following sections, the CNS clinic service refers to the CNS running 

clinics where patients referred by the GP are reviewed by the CNS either within the GP practice, or in 

a local health centre (when space is unavailable within the practice). The CNS liaison service refers 

to remote telephone or e-mail support or advice provided to the GP regarding patient management. 

Following a review of the CNS 2018 diaries, practices were  categorised as a) availing of the CNS 

clinic service in 2018 b) availing only of the CNS liaison service in 2018 c) CNS-led clinics were held 

prior to 2018, but have now ceased (Galway only) d) practice has not yet engaged with the CNS 

service (either liaison or clinical service). 

2.2 Workforce Review 

A comparison of recommended versus actual staffing levels was carried out. Recommended staffing 

levels are published in three HSE reports: The most recent publication by the NCP Diabetes 

recommends 1 CNS (Diabetes Integrated Care) per Community Care Network (1 per 50,000 

population)4; The HSE Model of Integrated Care for Patients with Type 2 Diabetes (2018) 

recommends 1 CNS (Diabetes Integrated Care) per 75,000 people3; The 2008 Diabetes Expert 

Advisory Group (DEAG) Report recommended 1 CNS (Diabetes Integrated Care) per primary care 

network.1 For the purposes of this report, actual staffing levels are compared with recommendations 

in the most recent HSE report, which is also consistent with the Diabetes Expert Advisory Group 

report.1, 4 

2.3 Comparison of Community Healthcare West activity data with national activity data  

Individually each CNS produces an activity report that is submitted to the NCP Diabetes Programme 

Manager at the end of each quarter. The 2017 national report “Overview of Activity Data in Primary 

Care from Clinical Nurse Specialist Diabetes Integrated Care Group Report” was reviewed and activity 

data specifically relating to Community Healthcare West were extracted and compared with national 

CNS activity data.4  

 

3.0 RESULTS 

 

3.1 Co Galway Gap Analysis  

3.1.1 Practice engagement 

In 2018, 72% (n = 69) of GP Practices in Co Galway engaged with the CNS (Diabetes Integrated Care) 

service. Clinics were held in 35 of the 96 GP Practices (37%).  
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Table 2: Results of Co Galway Gap Analysis  n Percent 

Total number of GP Practices with GMS Lists in Co Galway (2018) 96*  

GP Practices that engaged with the CNS service (2018) 69 72% 

GP Practices with whom the CNS ran diabetes clinics (2018) 35 37% 

Practices are group practices 20 57% 

Clinics were held within the GP Practice 30 86% 

Clinics were held in a health centre away from the GP practice 5 14% 

GP Practices that have availed of the CNS liaison support service only (2018) 34 35% 

CNS ran clinics previously (2013-2017) but has since ceased 14 20% 

GP Practices that have not yet engaged with the CNS service (liaison or clinics) 28 29% 

*Practices with GMS list in December 2018. 1 GP with whom the CNS was engaging in 2018, retired in 2018 and therefore is not included 
on this list. 

 

3.1.2 Geographical coverage 

Clinics are spread throughout all 6 primary care networks in Co Galway (table 3). Elaine Newell CNS 

covers the UHG catchment area and therefore her service tends to be spread through networks 1-5. 

Audra Conroy CNS covers the Portiuncula Hospital catchment area, and as a result her service tends 

to be concentrated in the north and east of the county in networks 4, 5 and 6. The location of 

practices engaging with the CNS clinic and liaison services are displayed in Figures 2-3. 

Table 3: CNS Clinics by Primary Care Network Elaine Newell’s 

clinics  

(No. of Practice) 

Audra Conroy’s 

clinics 

(No. of Practice) 

Network 1 : Connemara  

(Moycullen, Oughterard, Clifden, South Connemara, Aran Islands) 

5  

Network 2: Galway City West  

(Knocknacarra, City Centre, Shantalla, Salthill) 

4  

Network 3: Galway City East  

(Castlegar, City East, Ballybane, Oranmore) 

6  

Network 4: Galway North 

(Tuam, Abbeyknockmoy, Headford, Glenamaddy) 

4 3 

Network 5: Galway Mid 

(Athenry, Turloughmore, Gort, Loughrea) 

3 1 

Network 6: Galway East (Mountbellew, Ballinasloe, Portumna, 

Eyrecourt) 

 9 
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Fig 3: Map of GP Practices in Co Galway availing of the CNS Liaison Service (Legends: Blue 

(n=30) = practice liaises with Elaine Newell’s for support; = Practice liaises with 

Audra Conroy for support 

 

Fig 2: Map of GP Practices in Co Galway where the CNS ran diabetes clinics in 2018 

(Legends: Purple (n=22) = Elaine Newell’s practice-based clinics; Dark Orange (n=8) = Audra 

Conroy’s practice-based clinics; Light Orange (n=5) = GPs patients’ are called by Audra Conroy 

to clinics in a health centre) 
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3.2 Co Mayo Gap Analysis  

3.2.1 Practice engagement 

In 2018, 49% (n=27) of GP Practices in Co Mayo engaged with the CNS (Diabetes Integrated Care) 

service. Clinics were held in 20/55 GP practices (36%). 

Table 4: Results of Co Mayo Gap Analysis  n Percent 

Total number of GP Practices with GMS Lists in Co Mayo 55  

GP Practices that engaged with the CNS service (2018) 27 49% 

GP Practices with whom the CNS ran diabetes clinics (2018) 20 36% 

Practices are group practices 7 35% 

GP Practices that have availed of the CNS liaison support service only (2018) 7 13% 

GP Practices that have not yet engaged with the CNS service (liaison or clinics) 28 51% 

 

3.2.2 Area coverage 

Clinics are spread throughout all 3 primary care networks in Co Mayo. Corena Campbell, CNS 

(Diabetes Integrated Care) covers the Mayo University Hospital catchment area. The location of 

practices engaging with the CNS clinic and liaison services are displayed in Figures 4-5. 

   

 

 

Fig 4: Map of GP Practices in Co Mayo where the CNS ran diabetes 

clinics in 2018 (n=20)  
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3.3 Co Roscommon Gap Analysis  

There is currently no CNS (Diabetes Integrated Care) service in Co Roscommon where there is a 

population of 64,436 people. 

 

3.4 Workforce review 

There are currently 3 WTEs Clinical Nurse Specialist (Diabetes Integrated Care) posts allocated in 

Community Healthcare West, and all 3 posts are currently filled. The current and recommended 

staffing levels are presented in table 5. 

In the most recent proposed reconfiguration of community health networks, Community Healthcare 

West will reduce from 11 to 9 networks, resulting in a requirement of 9 CNSs (Diabetes Integrated 

Care) in Community Healthcare West (or 1 CNS per 50,379 people), based on the recommendation 

in the most recent report from the NCP Diabetes and the DEAG report.1,4 As well as general 

population data, on which national recommendations are based, population dispersion must also be 

considered. Travel time to rural practices must be factored into workforce planning. Counties 

Galway, Roscommon and Mayo are the 2nd, 3rd and 5th most rural counties in Ireland respectively, 

with 78%, 73% and 71.4% of their populations living in rural areas.5  

 

 

 

 

Fig 5: Map of GP Practices in Co Mayo availing of the CNS liaison 

service (n=7) 
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Table 5: Recommended & actual CNS (Diabetes Integrated Care) staffing in Community Healthcare West 

Community Healthcare West  
(Population = 453,413) 

Co Galway 
(Population = 258,552) 

Co Mayo 
(Population = 130,425) 

Co Roscommon 
(Population = 64,436) 

Rec 

WTE* 

Allocated 

WTE 

Current Ratio Allocated 

WTE 

Current Ratio Allocated 

WTE 

Current Ratio Allocated 

WTE 

Current Ratio 

9.0 3.0 1 : 151,138 2.0 1 : 129,276 1.0 1 : 130,425 0 0 : 64,436 

 

*Recommend staffing levels are 1 WTE per 50,000 population or 1 WTE per Community Health Network 
1, 4

. 

 

 

3.5 Comparison of CNS activity data from Community Healthcare West with national activity data  

Data from the national CNS activity data report (2017) are presented in table 6. Data from 

Community Healthcare West appears to be comparable with national data. There were 1112 

referrals from GPs in Community Healthcare West in 2017. Most patients reviewed by the CNS had 

complicated type 2 diabetes (59%) and 65 cases were discussed with the specialist MDT team.  

 

Table 6: CNS activity data (2017) for Community Healthcare West (data extracted from national 
activity data report) 

Indicator Community Healthcare 
West results: 

n (%) 

National results: 
mean/median/range 

 

GP practices attended per WTE (per quarter in 2017) 22 18 (median) 

GP practice clinics/set-up visits per WTE (per quarter in 2017) 21 23 (mean) 

Patient episodes per WTE (annual, 2017) 345 385 (median) 

Episode by diabetes status (annual, 2017)   

Complicated Type 2 Diabetes 59% 49% - 87%* 

Uncomplicated Type 2 Diabetes 31% 9% - 49%* 

Type 1 Diabetes 10% 2% - 10%* 

Total number of referrals from GPs (annual, 2017) 1112 429 – 2897* 

Number of DNAs 78 44 – 303* 

Cases discussed with secondary care MDT (annual, 2017) 65 53 (median) 

*mean/median not reported 
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4.0 DISCUSSION  

 

This review describes the direct patient care service provided by the 3 CNSs (Diabetes Integrated 

Care) in Community Healthcare West, the number of GP Practices currently engaging with the 

service, and the dispersion of the service throughout the region. It does not include the indirect care 

service provided by the CNS (which includes providing guidelines, developing resources, education 

and training, audit and research, and advocacy). 

In Counties Galway and Mayo, the CNS (Diabetes Integrated Care) Service is becoming embedded in 

primary care service delivery. In 2013, all practices within both counties were offered the service, 

and the service is promoted on an ongoing basis at GP and practice nurse education events. To date, 

the majority of practices have received some level of support from the CNS (Diabetes Integrated 

Care) service in managing their patients with type 2 diabetes. This direct support is provided in the 

form of nurse-led clinics, usually based within the GP practice, and telephone/e-mail advice and 

support. Where practice space is unavailable, one CNS offers a clinical service to 5 practices within a 

nearby health centre. This practice of seeing referred patients in a health centre rather than 

travelling to individual GP practices has been reported by other CNSs nationally.4 All three CNSs in 

Community Healthcare West are currently spreading their service throughout their respective 

counties, and in doing so are providing a service to 36-37% of practices.  

Only two of the three counties in Community Healthcare West have a CNS (Diabetes Integrated 

Care) service. There is currently no CNS (Diabetes Integrated Care) in County Roscommon. As a 

result, all 24 GP practices within Co Roscommon are currently being expected to implement the 

Model of Integrated Care for Type 2 Diabetes (2018) without the specialist support of a CNS in the 

community. 

The CNS Diabetes Integrated Care is the first of an innovative type of specialist role introduced to the 

Irish Health Service to support the integration of chronic disease management in Ireland. Collecting 

activity data is essential to understand the value of this new role and provide a benchmark against 

which future CNS activity data can be compared.4 A review of CNS activity data (2017) indicates that 

significant regional variations exist in the delivery of diabetes care nationally, and points to the need 

for a professional development nursing role to help standardise the integrated care nursing service.4 

While acknowledging these variations, data from Community Healthcare West appear to be 

comparable with national data.4 

 The national CNS activity report also indicates that the majority of CNSs (Diabetes Integrated Care) 

are ‘at capacity’ and that there is a deficit in the actual versus recommended staffing levels.4 In line 

with this finding, this report from Community Healthcare West highlights that the diabetes 

integrated care nursing service in this area is significantly under-resourced with 3 WTEs in post, 

compared to the recommended 9 WTEs.1,4,7 With the recent agreement of a new GP contract, it is 

anticipated that there will be a surge in demand for the CNS (Diabetes Integrated Care) service from 

January 2020, as more GPs take on diabetes management in primary care. Better resourcing would 

enable better planning of the service such as the allocation of CNSs to specific networks, ensuring 

equity of access to the service for all GPs and patients, reduced travel time and more comprehensive 

service provision with each network.  Investment in this community-based diabetes nursing services 

is in line with Sláintecare action point 4.3.1 ‘Expand capacity in general practice and community 

nursing to manage chronic disease in the community’.6   
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6.0 APPENDIX 

The role of the CNS in Diabetes Integrated Care in implementing the Model of Integrated Care for 

Type 2 Diabetes is described within the Model of Care3 as follows: 
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