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Abstract
Aim To determine which community-based interventions are most effective at reducing unscheduled hospital care for hypo-
glycaemic events in adults with diabetes.
Methods Medline Ovid, CINAHL Plus and ProQuest Health and Medical Collection were searched using both key search 
terms and medical subject heading terms (MeSH) to identify potentially relevant studies. Eligible studies were those that 
involved a community-based intervention to reduce unscheduled admissions in adults with diabetes. Papers were initially 
screened by the primary researcher and then a secondary reviewer. Relevant data were then extracted from papers that met 
the inclusion criteria.
Results The search produced 2226 results, with 1360 duplicates. Of the remaining 866 papers, 198 were deemed appropri-
ate based on titles, 90 were excluded following abstract review. A total of 108 full papers were screened with 19 full papers 
included in the review. The sample size of the 19 papers ranged from n = 25 to n = 104,000. The average ages within the 
studies ranged from 41 to 74 years with females comprising 57% of the participants. The following community-based inter-
ventions were identified that explored reducing unscheduled hospital care in people with diabetes; telemedicine, education, 
integrated care pathways, enhanced primary care and care management teams.
Conclusions This systematic review shows that a range of community-based interventions, requiring different levels of 
infrastructure, are effective in reducing unscheduled hospital care for hypoglycaemia in people with diabetes. Investment in 
effective community-based interventions such as integrated care and patient education must be a priority to shift the balance 
of care from secondary to primary care, thereby reducing hospital admissions.
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Introduction

Diabetes is a complex, chronic condition that requires a 
high level of self-management in order to maintain normal 
blood glucose levels as well as continual monitoring from 
healthcare professionals [1]. Globally, it is estimated over 
463 million people live with diabetes [2]. Achieving normal 
blood glucose levels is hard for many people due to lack of 
support, increasing age, poor education and poor medication 

concordance and unexpected activities/events which can 
lead to numerous consequences, both short term and long 
term, particularly in urgent situations [3]. In the short term, 
irregular blood glucose levels can lead to an increase in the 
severity of high and low glucose levels, potentially result-
ing in unscheduled care. Whilst in the long term they can 
result in macrovascular complications such as heart disease, 
stroke and limb amputations, as well as microvascular com-
plications such as retinopathy, neuropathy and nephropathy 
[4–6]. These complications can be exacerbated by a lack 
of knowledge of what are satisfactory blood glucose levels, 
inadequate management of the treatment regimes, lifestyle 
challenges and psychosocial and/ or emotional problems [7].

People with diabetes may require unscheduled hospital 
care for a variety of unavoidable medical emergencies 
including stroke, myocardial infarction, trauma and loss 
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of consciousness whereby hospital care is vital [8]. How-
ever, unscheduled hospital care be avoided for acute com-
plications such as hypoglycaemia and hyperglycaemia if 
adequate community care is received [9]. Unscheduled 
hospital care refers to any healthcare that is unplanned, 
including prehospital care, emergency department (ED) 
care, specialist hospital support or admissions and hos-
pitalisations [10]. A prehospital setting refers to any care 
that is received by a patient in the community prior to 
their arrival in hospital. In 2016 in the USA, there were 
16 million visits to hospital by adults whereby a diagno-
sis for diabetes was listed. Of these visits, 224,000 were 
for hyperglycaemia, 203,000 were for diabetic ketoaci-
dosis and 235,000 were for hypoglycaemia [11]. Severe 
hypoglycaemia has been associated with greater blood 
glucose variability and higher haemoglobin A1c (HbA1c) 
levels, making it harder to manage and thus requiring 
more ambulance call outs [12]. Severe hypoglycaemic 
events (SHE) account for 48,000–98,400 emergency 
ambulance calls within Scotland and England annually 
[13].

Diabetes costs the NHS over £3bn per year, account-
ing for approximately 10% of the budget [14]. Some of 
these costs arise from ambulance calls that result in con-
veying a person to hospital which costs approximately 
£359.51 per patient, with non- elective admissions in 
England for people with diabetes costing over £1.6bn 
annually, albeit not all for diabetic specific causes [12, 
15]. In addition to the direct costs relating to diabetes, 
there are also indirect costs and care burdens that arise 
including loss of earnings from time off work and the 
need for informal care [16].

Reducing unscheduled admissions for diabetes has 
the potential to reduce costs on the health services by 
providing the right care, in the right place, at the right 
time, by placing the patient at the centre of the model 
which aligns with the Transforming Your Care (TYC) 
strategy in the UK [45]. Fewer unscheduled admissions 
could also reduce overcrowding and clinical pressures 
in the emergency department, leading to reduced wait-
ing times.

A range of interventions have been trialled to reduce 
unscheduled admissions in people with diabetes; from 
treat and leave protocols, to telemedicine, to integration 
of care between primary care providers and specialists. 
The objective of this systematic review is to determine 
which community-based interventions are most effective 
at reducing unscheduled hospital care for hypoglycaemic 
events in adults with diabetes. To date, there have been 
no other published systematic reviews conducted investi-
gating this topic, despite the importance and implications 
for clinical practice and research.

Methods

Protocol and registration

The protocol for this review was registered in the Interna-
tional Prospective Register of Systematic Reviews (PROS-
PERO) [CRD42019132649]. The review was carried out 
in accordance with the Preferred Reporting Items for Sys-
tematic Reviews and Meta-Analysis (PRISMA) guidelines. 
See supplementary file (PRISMA 2020 checklist).

Search strategy

The search strategy was developed alongside the subject 
librarian and confirmed with the project team, with the 
final search taking place on 8th April 2020. Three data-
bases; Medline Ovid, CINAHL Plus and ProQuest Health 
and Medical Collection were systematically searched, 
with EMBASE and AMED included in the Medline Ovid 
database. The search was developed for Medline Ovid and 
adapted for the other databases as seen in Fig. 1. Both key 
search terms and medical subject heading terms (MeSH)/ 
Thesaurus terms were used to identify relevant publica-
tions from January 2014 to April 2020. The lower year 
limit of 2014 was selected to focus on recent publications 
due to the rapid progression of healthcare and technol-
ogy. A search of the reference lists in relevant papers was 
also carried out to identify all relevant papers to determine 
which interventions were effective at reducing unsched-
uled hospital care in people with diabetes. The key search 
strategy and key words were: (diabet* or hypoglyc$emi* 
or TIDM or T2DM or type 1 or type 2 or blood-sugar or 
Diabetes Mellitus, Type 1/ or Diabetes Mellitus/ or Dia-
betes Mellitus, Type 2/) AND (ambulance or paramedic* 
or EMS or ambulatory or Ambulances/ or Allied Health 
Personnel/ or Emergency Medical Services/ or emergency 
or emergency-care) AND (’treat adj2 leave’) or ’see) adj2 
leave’) or ’treat) adj2 refer’) or ’refuse) adj2 transport’ 
or admission* or readmission* or prevent admission or 
prevent readmission). A hand search of the grey literature 
and the reference lists in relevant papers was also car-
ried out to identify all relevant papers to determine which 
interventions were effective at reducing unscheduled care 
in people with diabetes.

Selection criteria

The inclusion and exclusion criteria were developed alongside 
the review question using the PICOS (participants, interven-
tions, comparisons, outcomes and study design) strategy.
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Papers were initially screened based upon their titles and 
abstract. The inclusion criteria were that the paper related to 
people with (1) diabetes, (2) participants were over 18 years 
old, (3) included an intervention and (4) was undertaken in 
a prehospital community setting. Eligible papers were then 
screened in full to determine whether they (5) addressed 
reducing unscheduled hospital care. Papers were excluded 
from the search if they were not written in English, did not 
involve human subjects and/or were not published since 
2014. A sample of papers were then reviewed by a second 
reviewer (VC) who was blinded from the prior decision and 
any disagreements discussed until resolved. A third reviewer 
(DMcC) was consulted on any papers where an agreement 
was not reached.

Data extraction

For papers that met the inclusion criteria, data were extracted 
by one reviewer (AW) and inputted into a form in Microsoft 
Excel. Data extraction was guided by the PICOS strategy 
and involved; study identification (title, first author, year), 
location of study, description of intervention, category of 
intervention, length of time of intervention, study design, 
SURE guideline used and score, sample size, percentage of 

participants that were female, average age, study outcomes, 
limitations and any notes on the study. Authors were con-
tacted if further information or clarification was needed. If 
this information remained unavailable, the data cell was left 
blank. Any papers that were missing data on the type of 
intervention or study outcome were excluded if the author 
could not be contacted for clarification.

Quality assurance

The quality of the studies was assessed using the Special-
ist Unit for Review Evidence (SURE) critical appraisal 
guidelines to critique health related research and iden-
tify the ways errors and bias can distort research results, 
tailored to the relevant study design [17, 18]. When 
completing the checklist, 1 point was assigned for ‘Yes’ 
answers, with 0 points assigned for ‘No’ or ‘Can’t tell’ 
answers. The total points were added up and then con-
verted to percentages to class the studies as high, mod-
erate or poor quality. Studies were described as ‘high’ 
quality if they scored > 80%, ‘moderate’ quality if they 
scored > 60 < 80% and ‘poor’ quality if they scored < 60%. 
Papers were reviewed for quality by a second reviewer 

Fig. 1  Screenshot of search used in Medline Ovid
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(VC) for rigour and any disagreements discussed. A third 
reviewer (DMcC) was consulted on any papers where an 
agreement was not reached.

Results

Summary

The study selection process is outlined in Fig. 2. The 
search produced 866 unique citations that were screened 
based on their title and abstract with 108 full texts 
requested. There were 19 papers that met the full inclu-
sion criteria and had sufficient data to be included in the 
analysis. These papers are summarised in Table 1.

Study characteristics and participants

Studies that were included were those published since 
2014, with data collected from USA (n = 11) [19–29], UK 
(n = 3) [30–32], Hong Kong (n = 1) [33], Denmark (n = 1) 
[34], Canada (n = 1) [35], Israel (n = 1) [36] and Australia 
(n = 1) [37]. There were a range of interventions identified 
that explored reducing unscheduled hospital care in people 
with diabetes; telemedicine (n = 3) [20, 34, 37], education 
(n = 2) [19, 30], integrated care pathways (n = 4) [23–25, 31], 
enhanced primary care (n = 7) [26–29, 32, 33, 35] and care 
management teams (n = 3) [21, 22, 36]. The study design of 
the papers were heterogenous; 3 before- after studies [25, 
26, 32], 1 randomised controlled trial (RCT) [37], 4 cohort 
studies [19, 22, 23, 33], 2 quasi experiments [20, 24], 1 
cross sectional study [36], 1 mixed method study [34], 4 

Fig. 2  Summary of paper 
selection from PRISMA flow 
diagram
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1 3

observational or retrospective studies [28–31] and 3 designs 
were unspecified/unknown [21, 27, 35]. The sample size of 
the 19 papers ranged from n = 25 to n = 104,000. The aver-
age ages within the studies ranged from 41 to 74 years with 
females comprising 57% of the participants.

Study quality

Based on the SURE guidelines, there were 7 high quality 
papers [20, 23, 25, 26, 32, 33, 37], 3 moderate quality papers 
[19, 22, 24] and 1 low quality paper [36]. It was not possible 
to complete a critical appraisal for 8 papers; 3 papers where 
the study design was not clear [21, 27, 35] and 5 papers 
where the study design did not fit the SURE guidelines (18, 
26–28, 31).

Study outcomes

The papers produced results about hospitalisation rates, with 
varying degrees of significance. Three papers reported a sig-
nificant decrease in hospitalisations [23, 24, 30], 12 papers 
reported a decrease in hospitalisations, although not sig-
nificant [20, 21, 25–27, 31–37] and 3 reported no change in 
hospitalisations [19, 22, 28]. No papers reported an increase 
in hospitalisations due to the intervention.

Discussion

Main findings

This systematic review has shown that there are a number 
of studies relating to interventions that reduce unscheduled 
hospital care for hypoglycaemic events for adults with dia-
betes. This is currently particularly important as adults with 
diabetes have been reluctant to go to hospital during the 
COVID-19 pandemic, fearful of contracting the virus and 
consequently missing treatment [38]. The interventions were 
categorised as telemedicine, education, integrated care path-
ways, enhanced primary care and care management teams 
and had varying levels of effectiveness as outlined below.

Telemedicine

Telemedicine is the delivery of health care at a distance to 
optimize and improve health outcomes [39]. There were 3 
studies that utilised telemedicine, albeit in different ways. 
Quan et al.  used automated telephone calls with behavioural 
follow ups from health care staff or a trained lay person for 
6 months [20]. Due-Christensen et al.  utilised acute tel-
ephone counselling from a diabetic specialist nurse (DSN) 
out of hours over 6 months [34]. Warren et al.   used a home Ta
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e 
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1 3

monitor that captured clinical measurements and provided 
additional care from a diabetes care coordinator [37].

The use of telemedicine showed a decrease in unsched-
uled admissions and ED visits across all 3 studies although 
the results were not significant [20, 34, 37]. These studies 
were based in Australia [37], USA [20] and Denmark [34], 
showing success in different countries. Both Warren et al.  
and Quan et al.  used a RCT design to compare efficacy [20, 
37] whilst Due- Christensen et al.  used an observational 
design thus not allowing for the control of variables [34]. 
Whilst there were no significant differences in the findings, 
a larger sample size might have shown significance as there 
were only 126 participants in [37], 362 in [20] and 592 in 
[34].

Patient education

Patient education is offered to people with long term con-
ditions to aid and enhance their self-management of their 
health and wellbeing [40]. Elliott et  al.  evaluated the 
DAFNE (Dose Adjustment For Normal Eating) education 
course that is used in the UK and Ireland whilst Yeung 
et al.  developed a 2.5 year long-term education program 
that provided low intensity self- management education for 
6 months before a 24 month high intensity self-management 
support component with a certified diabetes educator and 
clinical psychologist [19, 30].

Patient education also showed a decrease in the number 
of unscheduled admissions and ED visits. Elliott et al.  found 
that this decrease in ED visits and unscheduled admissions 
was significant [30], however Yeung et al.   did not find the 
decrease in admissions to be significant, nor the reduction 
in ED visits [19]. This could be due to the small sample size 
in the study by Yeung et al.   [19] (n = 60) and the older age 
of the participants in the study by Yeung et al.  [19] (mean 
age 62 years old) compared with the study by Elliott et al.   
[30] (mean age 41 years old). The trials took place in the 
USA [19] and UK [30]. These results show that a 2.5 year, 
long- term educational program does not necessarily pro-
vide increased benefits over shorter structured education 
programs.

Care management teams

Care management teams are a team based approach to help-
ing patients and their support system manage chronic ill-
nesses more effectively [41]. Kaufman et al.   used coor-
dinated care management teams composed of a registered 
nurse, licensed practical nurse, community health worker, 
health coaches, social work staff, program manager, nurse 
care manager, program director and associate clinical direc-
tor to improve care [21]. Ginzburg et al.  used a nurse man-
aged care team comprising a physician, nurse, social worker, 

pharmacist, physical exercise consultant and other medical 
specialists to achieve optimal diabetes control and man-
agement, with telephone reminders included [36]. Kearns 
et al.   compared resource utilization in traditional care with 
resource utilization in care management teams comprising 
a physician, medical assistant and care manager, who was a 
certified diabetes educator [22].

The use of care management teams had mixed results on 
their efficacy in reducing unscheduled admissions. Kauf-
man et al.  found a decrease in healthcare utilization in both 
ED visits and admissions however they had a small sam-
ple size (n = 25) [21]. Ginzburg et al.  also had a relatively 
small sample size (n = 100). Their study showed a significant 
increase in non- acute care visits to physicians and ophthal-
mologists along with a non- significant increase in dietitian 
visits. These increases, could explain the decrease in hospi-
talisations observed [36]. Kearns et al.  had the largest sam-
ple size (n = 19,696), however found no change in healthcare 
utilization and admissions relevant to the intervention. There 
was a decrease in urgent care visits and hospital admissions 
and an increase in ED visits and readmissions, however 
these changes were seen in both the intervention and control 
groups, suggesting influence from outside factors not related 
to the intervention [22].

Integrated care

Integrated care is the coordination and integration of health 
services, to ensure the best patient care [42]. The integrated 
care studies were broken down into those that involved 
pharmacists and those that utilised the ambulance service. 
Brophy et al.   used collaborative drug management ther-
apy involving both a pharmacist and care manager for high 
risk patients treated with polypharmacy, providing health 
coaching, education, transportation assistance and pre-
scription refill assistance [24]. The study by Chung et al.  
used a clinical pharmacy program under a collaborative 
drug therapy management program enabling patients to 
receive a 30 min visit with the pharmacist, when needed, to 
maintain patient safety and achieve the patients’ goals [23]. 
Sampson et al.  implemented a new integrated care pathway 
for managing severe hypoglycaemia that involved provid-
ing patients with written information on avoiding severe 
hypoglycaemia and a diabetes education follow up session 
with an educator within 3 days of their call, unless the 
patient actively opted out [31]. Bennett et al.   used com-
munity paramedicine to shift care from ED and inpatients 
to outpatient and medical home based care by community 
paramedics implementing a care plan devised by a liaison 
nurse over a number of visits [25]. Whilst ambulance care 
is considered unscheduled care, these studies were relevant 
as they were aimed to prevent hospital admissions and ED 
attendances.
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The pharmacy interventions by both Brophy et al.  and 
Chung et al.  showed a statistically significant decrease in 
hospitalisations upon their implementation. Brophy et al.  
found that there was a decrease in ED visits although it was 
not significant [24]. This was contradicted by Chung et al.  
who found that there was an increase in ED visits, how-
ever this increase was less in the intervention group than 
the comparison group [23]. Whilst both Chung et al.  and 
Brophy et al.  had large sample size [23, 24], the sample size 
in the control and intervention groups in [23] were unevenly 
matched (557:225) [13]. These studies both used retrospec-
tive data analysis and so confounding variables would not 
have been controlled.

Studies by both Sampson et al.  and Bennett et al.  involv-
ing ambulance services showed a decrease in unscheduled 
admissions [25, 31]. Bennett et al.  showed a decrease in 
ED visits and ambulance calls, however an increase in those 
requiring hospital transport for higher levels of care. The 
control group also reflected these outcomes, however at a 
lower rate than the intervention group, indicating that the 
intervention group utilised care more appropriately than the 
control group [25]. This contradicts the study by Sampson 
et al.  who showed a decrease in hospital transports upon 
implementation of the new clinical pathway [31].

These studies suggest that better co-ordination across 
health care sectors and professional groups has the poten-
tial to, and has been shown to, improve outcomes in adults 
with diabetes.

Enhanced primary care

Enhanced primary care is increased clinical and social support 
in the community provided by nurses, care coordinators, support 
workers and others who work alongside GP’s to help patients 
learn more about and improve their condition management [43]. 
Zurovak et al.  used integrated teams of physicians, nurses, medi-
cal assistants, practice managers, behavioural health therapists, 
registered nurse health coaches and panel managers to provide 
patient-centred care to improve behavioural health, care manage-
ment of chronic illnesses and improved technology [28]. Mac-
Kay et al.  enhanced the role of the medical office assistant to 
carry out key tasks in diabetes care to find out if it improved the 
effectiveness of care [35]. The study by Seidu et al.  compared 
practices providing enhanced primary care with practices provid-
ing core care. Enhanced practices had a primary care physician 
and practice nurse with an interest in diabetes who identified 
patients who could be discharged from secondary care and man-
aged in primary care with monthly meetings discussing care 
for the complex cases [32]. Wong et al.   implemented a patient 
empowerment program to give patients greater control over their 
health care decisions utilizing a collaborative approach between 
the patient and healthcare provider [33]. In Goff et al.  ’s study 
they implemented a team care model, consisting of 2 registered 

nurses, 2 medical assistants trained as outreach workers and a 
case manager and compared the outcome and resource utilization 
with matched controls who did not receive the enhanced care 
[26]. The study by Peterson et al.  utilised nurses to work with the 
patient and their primary care physician to develop and imple-
ment care plans, contacting patients approximately once a week, 
to measure association with extending CareFirst’s BlueCross 
BlueShield commercial health insurance program to Medicare 
Fee-for-service patients on outcome and resource use [27]. Mul-
tiple interventions were used by McLendon et al.  to enhance dia-
betes care including nurse care management involving doctors, 
physician assistants and nurses, telemedicine and education [29].

Enhanced primary care was the most common interven-
tion identified in this review with six studies focused on it. 
Three studies were based in the USA [26–28], one in the 
UK [32], one in Hong Kong [33] and one in Canada [35]. 
Zurovac et al.  found a slight, non- significant increase in the 
number of admissions for ambulatory care sensitive condi-
tions but no overall change in hospitalisations [28]. This 
contradicted the other five papers that showed a decrease in 
the number of unscheduled admissions, albeit all non- signif-
icantly. MacKay et al.  found that whilst there was a decrease 
in admissions, the control group also had a decrease suggest-
ing external factors not related to the intervention were at 
play [35]. ED visits were found to be decreased or remained 
similar in four of the six studies. Seidu et al.  did not meas-
ure ED visits but commented that they would be unlikely 
to increase [32] and Zurovac et al.  showed an increase in 
ED visits although at a lower rate than the control, despite 
the program not employing specific strategies to reduce ED 
visits [28]. Wong et al.   showed an increase in specialist out-
patient clinic visits but a significant decrease in general out-
patient clinic visits [33] with Seidu et al.  showing a decrease 
in the number of non- elective bed days [32].

Reducing unscheduled admissions for diabetes will help 
reduce overcrowding and clinical pressures in the emer-
gency department, leading to reduced waiting times. This 
will also reduce costs on the health services by providing 
the right care, in the right place, at the right time, by placing 
the patient at the centre of the model which aligns with the 
Transforming Your Care (TYC) strategy in the UK [45]. In 
addition, better co-ordination across health care sectors and 
professional groups has the potential to, and has been shown 
to, improve outcomes in adults with diabetes.

Limitations

There were a number of limitations in relation to this review; 
the search only included papers written in English and pub-
lished since 2014 so there could be interventions that pre- 
dated this or interventions published in other languages 
not identified in the search. However, as health care and 
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technology progresses so rapidly it was felt important to 
focus on recent practice as far as possible. The most com-
mon limitation that appeared in the studies was an under-
powered or small sample size, potentially leading to Type 
II errors or bias [19, 20, 25, 29, 35–37, 44]. In one study 
financial incentives were also used to encourage participa-
tion which could have produced results that would have not 
been seen otherwise [27]. Three studies lacked a control 
group [19, 30, 34] and a number of studies did not blind 
either participants, healthcare professionals or researchers 
in the allocation of the intervention arm, potentially lead-
ing to bias [20, 24–26, 28–32, 37]. Three studies also had 
unclear study designs [21, 27, 35]. There were only 7 high 
quality papers and 3 moderate quality papers, with 1 low 
quality paper and 8 papers of unknown quality, therefore the 
strength of the evidence should be considered with caution.

Data extraction was undertaken by one reviewer only 
(AW) due to the lack of ambiguity in the data to be 
extracted, having a second reviewer may have added to 
the rigour of the study.

Conclusion

The findings in this paper show that globally, there is a scar-
city of high-quality research into interventions that reduce 
unscheduled hospital care in adults with diabetes, despite 
this being such an important aspect of health care provi-
sion. Statistically significant decreases were reported from 
one study using patient education and two studies promoting 
integrated care suggesting these are the most effective inter-
ventions at reducing unscheduled hospital care for hypogly-
caemic events in adults with diabetes. It is evident that there 
are opportunities to improve integrated care for people with 
diabetes however, as the quality of the existing evidence base 
is variable, further high-quality research with larger samples 
should be carried out to enhance the evidence base around 
these interventions. Investment in effective community-
based interventions must be a priority to shift the balance 
of care from secondary to primary care to facilitate reduction 
in unscheduled hospital admissions.

Supplementary Information The online version contains supplemen-
tary material available at https:// doi. org/ 10. 1007/ s40200- 021- 00817-z.

Authors’ contributions All authors contributed to the conception and 
design of the review. Material preparation, literature search and analysis 
were performed by Aoife Watson, Vivien Coates and Donna McConnell. 
The first draft of the manuscript was written by Aoife Watson and all 
authors commented on previous versions of the manuscript. All authors 
read and approved the final manuscript.

Funding This project is supported by the European Union’s INTER-
REG VA Programme, managed by the Special EU Programmes Board 
(SEUPB).

The views and opinions expressed in this paper do not necessarily 
reflect the views of the European Commission or the Special EU Pro-
grammes Board (SEUPB).

Declarations 

Conflicts of interest The authors declare that there are no competing 
interests, either financial or personal.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

References

 1. Shrivastava SRBL, Shrivastava PS, Ramasamy J.  Role of  
self-care in management of diabetes mellitus. J Metabolic Disord.  
Springer. 2013. https:// doi. org/ 10. 1186/ 2251- 6581- 12- 14

 2. International Diabetes Federation.  Facts & figures.  
2020. Retrieved March 22, 2021, from https:// idf. org/ about diabe tes/ 
 what- is- diabe tes/ facts- figur es. html

 3. Tong WT, Vethakkan SR, Ng CJ. Why do some people with type 
2 diabetes who are using insulin have poor glycaemic control? A 
qualitative study BMJ Open. 2015;5(1):e006407. https:// doi. org/ 
10. 1136/ bmjop en- 2014- 006407.

 4. Kitsiou S, Paré G, Jaana M, Gerber B. Effectiveness of mHealth 
interventions for patients with diabetes: An overview of system-
atic reviews. PLoS ONE. 2017;12(3):e0173160. https:// doi. org/ 
10. 1371/ journ al. pone. 01731 60.

 5. Harding JL, Pavkov ME, Magliano DJ, Shaw JE, Gregg EW. Janu-
ary 1). Global trends in diabetes complications: a review of cur-
rent evidence Diabetologia Springer Verlag. 2019. https:// doi. org/ 
10. 1007/ s00125- 018- 4711-2.

 6. Papatheodorou K, Banach M, Bekiari E, Rizzo M, Edmonds M.  
Complications of Diabetes 2017. J Diabetes Res. Hindawi  
Limited. 2018. https:// doi. org/ 10. 1155/ 2018/ 30861 67

 7. Tong WT, Vethakka SR, Ng CJ.  Why do some people with  
type 2 diabetes who are using insulin have poor glycaemic  
control? A qualitative study. BMJ Open. 2015. https:// doi. org/ 10. 1136/ 
 bmjop en- 2014- 006407

 8. Hallaran F, Robertson-Steel I. (n.d.). www. nliah. wales. nhs. uk a 
guide to good practice Unscheduled and Emergency Care Services 
Contents. Retrieved from www. nliah. wales. nhs. uk

 9. Evan Dingle H, Clouse AL, Brown A, Slovis C.  Assess- 
ment & Treatment of Five Diabetic Emergencies - Journal of  
Emergency Medical Services. 2018. Retrieved April 17, 2019, from 
 https:// www. jems. com/ artic les/ print/ volume- 43/ issue-5/ featu res/ 
asses sment- treat ment- of- five- diabe tic- emerg encies. html

1048 Journal of Diabetes & Metabolic Disorders (2021) 20:1033–1050

https://doi.org/10.1007/s40200-021-00817-z
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1186/2251-6581-12-14
https://idf.org/aboutdiabetes/what-is-diabetes/facts-figures.html
https://idf.org/aboutdiabetes/what-is-diabetes/facts-figures.html
https://doi.org/10.1136/bmjopen-2014-006407
https://doi.org/10.1136/bmjopen-2014-006407
https://doi.org/10.1371/journal.pone.0173160
https://doi.org/10.1371/journal.pone.0173160
https://doi.org/10.1007/s00125-018-4711-2
https://doi.org/10.1007/s00125-018-4711-2
https://doi.org/10.1155/2018/3086167
https://doi.org/10.1136/bmjopen-2014-006407
https://doi.org/10.1136/bmjopen-2014-006407
http://www.nliah.wales.nhs.uk
http://www.nliah.wales.nhs.uk
https://www.jems.com/articles/print/volume-43/issue-5/features/assessment-treatment-of-five-diabetic-emergencies.html
https://www.jems.com/articles/print/volume-43/issue-5/features/assessment-treatment-of-five-diabetic-emergencies.html


1 3

 10. NHS Wales. Unscheduled Care Improvement. (n.d.). Retrieved 
May 7, 2020, from https:// www. wales. nhs. uk/ ourse rvices/ 
unsch edule dcare impro vement

 11. CDC. National Diabetes Statistics Report 2020. Estimates  
of diabetes and its burden in the United States. 2020.

 12. Field BCT, Nayar R, Kilvert A, Baxter M, Hickey J, Cummings M, 
Bain SC. A retrospective observational study of people with Type 
1 diabetes with self-reported severe hypoglycaemia reveals high 
level of ambulance attendance but low levels of therapy change 
and specialist intervention. Diabet Med. 2018;35(9):1223–31. 
https:// doi. org/ 10. 1111/ dme. 13670.

 13. Duncan EAS, Fitzpatrick D. Improving self-referral for dia-
betes care following hypoglycaemic emergencies: A feasibil-
ity study with linked patient data analysis. BMC Emerg Med. 
2016;16(1):13. https:// doi. org/ 10. 1186/ s12873- 016- 0078-1.

 14. Cost of Diabetes. (n.d.). Retrieved November 25, 2020, from 
https:// www. diabe tes. co. uk/ cost- of- diabe tes. html

 15. IP J. Admissions avoidance and diabetes: guidance for  
clinical commissioning groups and clinical teams. 2013. Retrieved from  
http:// www. diabe tes. org. uk/ Docum ents/ Posit ionst ateme nts/ best-  
pract ice- commi ssion ing- diabe tes- servi ces- integ rated- frame work

 16. Ford S. Poor diabetes control unnecessarily costs NHS  
£3bn a year | Nursing Times. (n.d.). Retrieved November 25, 2020,  
from https:// www. nursi ngtim es. net/ news/ diabe tes/ poor- diabe tes-  
contr ol- unnec essar ily- costs- nhs- 3bn- year- 19- 09- 2019/

 17. SURE. Specialist Unit for Review Evidence (SURE). Ques-
tions to assist with the critical appraisal of cohort studies. 2018. 
https:// doi. org/ 10. 1371/ journ al. pmed. 00402 97.

 18. SURE. Specialist Unit for Review Evidence (SURE).  Questions  
to assist with the critical appraisal of randomised controlled tri-
als and other experimental studies. 2018. Retrieved from https:// 
www. cardi ff. ac. uk/__ data/ assets/ pdf_ file/ 0005/ 11429 69/ SURE- 
CA- form- for- RCTs- and- other- exper iment al- studi es_ 2018. pdf

 19. Yeung RO, Oh M, Tang TS. (2014). Does a 2.5-year self-management 
education and support intervention change patterns of healthcare use 
in African-American adults with type 2 diabetes?. Diabet Med :A J 
British Diabet Assoc, 31(4), 472–476. https:// doi. org/ 10. 1111/ dme. 
12374

 20. Quan J, Lee AK, Handley MA, Ratanawongsa N, Sarkar U, 
Tseng S, Schillinger D. Automated Telephone Self-Management 
Support for Diabetes in a Low-Income Health Plan: A Health 
Care Utilization and Cost Analysis. Popul Health Manag. 
2015;18(6):412–20. https:// doi. org/ 10. 1089/ pop. 2014. 0154.

 21. Kaufman S, Ali N, DeFiglio V, Craig K, Brenner J. Early Efforts 
to Target and Enroll High-Risk Diabetic Patients Into Urban 
Community-Based Programs. Health Promot Pract. 2014. 
https:// doi. org/ 10. 1177/ 15248 39914 535776.

 22. Kearns P. Diabetes Care Management Teams Did Not Reduce 
Utilization When Compared With Traditional Care: A  
Randomized Cluster Trial. Managed care (Langhorne, Pa.). 
2017;26(10):33–40.

 23. Chung N, Rascati K, Lopez D, Jokerst J, Garza A. Impact 
of a Clinical Pharmacy Program on Changes in Hemoglobin 
A1c, Diabetes-Related Hospitalizations, and Diabetes-Related 
Emergency Department Visits for Patients with Diabetes 
in an Underserved Population. J Manag Care Pharmacy. 
2014;20(9):914–919. https:// doi. org/ 10. 18553/ jmcp. 2014. 
20.9. 914

 24. Brophy L, Williams A, Berman EJ, Keleti D, Michael KE,  
Shepherd M, Tegenu M. Collaborative DTM reduces  
hospitalization and healthcare costs in patients with diabetes 
treated with polypharmacy. Am J Manag Care. 2014.

 25. Bennett KJ, Yuen MW, Merrell MA. Community Paramedicine 
Applied in a Rural Community. J Rural Health. 2018;34:s39–47. 
https:// doi. org/ 10. 1111/ jrh. 12233.

 26. Goff SL, Murphy L, Knee AB, Guhn-Knight H, Guhn A, Lindenauer  
PK. Effects of an enhanced primary care program on diabetes  
outcomes. The Am J Manag Care. 2017;23(3):e75–e81. Retrieved 
from http:// www. ncbi. nlm. nih. gov/ pubmed/ 28385 028

 27. Peterson GG, Geonnotti KL, Hula L, Day T, Blue L, Kranker K, 
Moreno L. Association Between Extending CareFirst’s Medical 
Home Program to Medicare Patients and Quality of Care, Uti-
lization, and Spending. JAMA Intern Med. 2017;177(9):1334. 
https:// doi. org/ 10. 1001/ jamai ntern med. 2017. 2775.

 28. Zurovac J, Peterson GG, Stewart KA, Kranker K, Wells K, Gilman  
B, Moreno L. Effects of a Behavioral Health and Chronic  
Illness Care Intervention on Patient Outcomes in Primary Care 
Practices in the Dakotas. J Health Care Poor Underserved. 
2019;30(2):702–20. https:// doi. org/ 10. 1353/ hpu. 2019. 0051.

 29. McLendon SF, Wood FG, Stanley N. Enhancing diabetes 
care through care coordination, telemedicine, and educa-
tion: Evaluation of a rural pilot program. Public Health Nurs. 
2019;36(3):310–20. https:// doi. org/ 10. 1111/ phn. 12601.

 30. Elliott J, Jacques RM, Kruger J, Campbell MJ, Amiel SA, Mansell  
P, Heller SR.  Substantial reductions in the number of  
diabetic ketoacidosis and severe hypoglycaemia episodes requir-
ing emergency treatment lead to reduced costs after structured 
education in adults with Type 1 diabetes. Diabet Med :A J British  
Diabet Assoc 2014;31(7):847–853. https:// doi. org/ 10. 1111/ 
dme. 12441

 31. Sampson M, Bailey M, Clark J, Evans ML, Fong R, Hall H, Harries  
A. A new integrated care pathway for ambulance attended 
severe hypoglycaemia in the East of England: The Eastern Aca-
demic Health Science Network (EAHSN) model. Diabet Res 
Clin Prac. 2017;133:50–59. https:// doi. org/ 10. 1016/j. diabr es. 
2017. 08. 017

 32. Seidu S, Bodicoat DH, Davies MJ, Daly H, Stribling B, Farooqi 
A, Khunti K. Evaluating the impact of an enhanced primary 
care diabetes service on diabetes outcomes: A before-after 
study. Prim Care Diabetes. 2017;11(2):171–7. https:// doi. org/ 
10. 1016/j. pcd. 2016. 09. 005.

 33. Wong CKH, Wong WCW, Lam CLK, Wan YF, Wong WHT, 
Chung KL, Fong DYT. Effects of Patient Empowerment Pro-
gramme (PEP) on clinical outcomes and health service utiliza-
tion in type 2 diabetes mellitus in primary care: an observational 
matched cohort study. PloS One. 2014;9(5):e95328. https:// doi. 
org/ 10. 1371/ journ al. pone. 00953 28

 34. Due-Christensen M, Kaldan G, Almdal TP, Glindorf M, Nielsen 
KE, Zoffmann V.  Out-of-office hours nurse-driven acute  
telephone counselling service in a large diabetes outpatient 
clinic: A mixed methods evaluation. Patient Education and  
Counseling. 2015;98(7):890–894. https:// doi. org/ 10. 1016/j. pec. 2015. 
 03. 014

 35. MacKay FD, Anderson JE, Klein MC, Berkowitz J, MacKay JT,  
Gailius J. The modified medical office assistant role in rural  
diabetes care. Canadian journal of rural medicine : the official 
journal of the Society of Rural Physicians of Canada = Journal 
canadien de la medecine rurale : le journal officiel de la Societe de  
medecine rurale du Canada. 2014;19(2):49–56. Retrieved from 
http:// ovidsp. ovid. com/ ovidw eb. cgi?T= JS& PAGE= refer ence&D= 
med10 & NEWS= N& AN= 24698 753

 36. Ginzburg T, Hoffman R, Azuri J.  Improving diabetes  
control in the community: A nurse managed intervention model  
in a multidisciplinary clinic. Australian J Advanced Nursing. 2017.

 37. Warren R, Carlisle K, Mihala G, Scuffham PA. Effects of telem-
onitoring on glycaemic control and healthcare costs in type 2 
diabetes: A randomised controlled trial. J Telemed Telecare. 
2018;24(9):586–95. https:// doi. org/ 10. 1177/ 13576 33X17 723943.

 38. Mansfield KE, Mathur R, Tazare J, Henderson AD, Mulic AR, 
Carreira H, Langan SM. Indirect acute effects of the COVID-19 

1049Journal of Diabetes & Metabolic Disorders (2021) 20:1033–1050

https://www.wales.nhs.uk/ourservices/unscheduledcareimprovement
https://www.wales.nhs.uk/ourservices/unscheduledcareimprovement
https://doi.org/10.1111/dme.13670
https://doi.org/10.1186/s12873-016-0078-1
https://www.diabetes.co.uk/cost-of-diabetes.html
http://www.diabetes.org.uk/Documents/Positionstatements/best-practice-commissioning-diabetes-services-integrated-framework
http://www.diabetes.org.uk/Documents/Positionstatements/best-practice-commissioning-diabetes-services-integrated-framework
https://www.nursingtimes.net/news/diabetes/poor-diabetes-control-unnecessarily-costs-nhs-3bn-year-19-09-2019/
https://www.nursingtimes.net/news/diabetes/poor-diabetes-control-unnecessarily-costs-nhs-3bn-year-19-09-2019/
https://doi.org/10.1371/journal.pmed.0040297
https://www.cardiff.ac.uk/__data/assets/pdf_file/0005/1142969/SURE-CA-form-for-RCTs-and-other-experimental-studies_2018.pdf
https://www.cardiff.ac.uk/__data/assets/pdf_file/0005/1142969/SURE-CA-form-for-RCTs-and-other-experimental-studies_2018.pdf
https://www.cardiff.ac.uk/__data/assets/pdf_file/0005/1142969/SURE-CA-form-for-RCTs-and-other-experimental-studies_2018.pdf
https://doi.org/10.1111/dme.12374
https://doi.org/10.1111/dme.12374
https://doi.org/10.1089/pop.2014.0154
https://doi.org/10.1177/1524839914535776
https://doi.org/10.18553/jmcp.2014.20.9.914
https://doi.org/10.18553/jmcp.2014.20.9.914
https://doi.org/10.1111/jrh.12233
http://www.ncbi.nlm.nih.gov/pubmed/28385028
https://doi.org/10.1001/jamainternmed.2017.2775
https://doi.org/10.1353/hpu.2019.0051
https://doi.org/10.1111/phn.12601
https://doi.org/10.1111/dme.12441
https://doi.org/10.1111/dme.12441
https://doi.org/10.1016/j.diabres.2017.08.017
https://doi.org/10.1016/j.diabres.2017.08.017
https://doi.org/10.1016/j.pcd.2016.09.005
https://doi.org/10.1016/j.pcd.2016.09.005
https://doi.org/10.1371/journal.pone.0095328
https://doi.org/10.1371/journal.pone.0095328
https://doi.org/10.1016/j.pec.2015.03.014
https://doi.org/10.1016/j.pec.2015.03.014
http://ovidsp.ovid.com/ovidweb.cgi?T=JS&PAGE=reference&D=med10&NEWS=N&AN=24698753
http://ovidsp.ovid.com/ovidweb.cgi?T=JS&PAGE=reference&D=med10&NEWS=N&AN=24698753
https://doi.org/10.1177/1357633X17723943


1 3

pandemic on physical and mental health in the UK: a popula-
tion-based study. Lancet Digit Health. 2021;0(0). https:// doi. 
org/ 10. 1016/ S2589- 7500(21) 00017-0

 39. Whitten P, Holtz B, LaPlante C. Telemed Appl Clin 
Informat. 2010;01(02):132–41. https:// doi. org/ 10. 4338/ 
ACI- 2009- 12-R- 0020.

 40. Kinghan D, O’neill R, Flanagan A. Patient Education / Self 
Management Document Purpose For information About Us. 
2019. Retrieved from https:// www. health- ni. gov. uk/ topics/ doh-

 41. Care Management: Implications for Medical Practice, Health 
Policy, and Health Services Research | Agency for Health 
Research and Quality. (n.d.). Retrieved May 8, 2020, from 
https:// www. ahrq. gov/ ncepcr/ care/ coord inati on/ mgmt. html

 42. Goodwin N. Understanding Integrated Care. Intern J Integ Care. 
2016;16(4). https:// doi. org/ 10. 5334/ ijic. 2530

 43. NHS England » Integrated care and support. (n.d.). Retrieved 
May 8, 2020, from https:// www. engla nd. nhs. uk/ ourwo rk/ part- 
rel/ trans forma tion- fund/

 44. Kaufmann MA, Nelson DR, Kaushik P, Mann NC, Mitchell 
B. Hypoglycemia Emergencies: Factors Associated with Pre-
hospital Care, Transportation Status, Emergency Department 
Disposition, and Cost. Prehosp Emerg Care. 2018. https:// doi. 
org/ 10. 1080/ 10903 127. 2018. 15283 22.

 45. DoH. Transforming your care | Department of Health.   
(n.d.). Retrieved December 10, 2020, from https:// www. health- ni. gov.  
uk/ topics/ health- policy/ trans formi ng- your- care

Publisher’s Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

1050 Journal of Diabetes & Metabolic Disorders (2021) 20:1033–1050

https://doi.org/10.1016/S2589-7500(21)00017-0
https://doi.org/10.1016/S2589-7500(21)00017-0
https://doi.org/10.4338/ACI-2009-12-R-0020
https://doi.org/10.4338/ACI-2009-12-R-0020
https://www.health-ni.gov.uk/topics/doh
https://www.ahrq.gov/ncepcr/care/coordination/mgmt.html
https://doi.org/10.5334/ijic.2530
https://www.england.nhs.uk/ourwork/part-rel/transformation-fund/
https://www.england.nhs.uk/ourwork/part-rel/transformation-fund/
https://doi.org/10.1080/10903127.2018.1528322
https://doi.org/10.1080/10903127.2018.1528322
https://www.health-ni.gov.uk/topics/health-policy/transforming-your-care
https://www.health-ni.gov.uk/topics/health-policy/transforming-your-care

	Reducing unscheduled hospital care for adults with diabetes following a hypoglycaemic event: which community-based interventions are most effective? A systematic review
	Abstract
	Aim 
	Methods 
	Results 
	Conclusions 

	Introduction
	Methods
	Protocol and registration
	Search strategy
	Selection criteria
	Data extraction
	Quality assurance

	Results
	Summary
	Study characteristics and participants
	Study quality
	Study outcomes

	Discussion
	Main findings
	Telemedicine
	Patient education
	Care management teams
	Integrated care
	Enhanced primary care

	Limitations
	Conclusion
	References


