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The Role of Healthcare Professionals in Diabetes Care 

Wednesday, 20 July 2016 

17:00 – 18:00 

Meeting Room A, 1 Parliament Street 

 

The APPG for Diabetes is currently conducting a year-long investigation into diabetes care, with the aim of 

improving standards and reducing variation. This was the third meeting in the investigation, and the Group 

heard from a range of healthcare professionals involved in the care of people with diabetes. Healthcare 

professionals face a number of pressures when caring for those with a complex condition such as diabetes: 

limited time, varying knowledge and different processes depending on the environment they work in.  

 

The healthcare professionals speaking at the meeting included a consultant in diabetes and endocrinology, a 

diabetes specialist nurse, a pharmacist, a dietician and a podiatrist. The meeting focused on the specific 

challenges faced by each profession with regards to care of people with diabetes and solutions that have 

helped address them. 

 

1) Ruth Miller, Lead Diabetes Nurse at Pool Hospital NHS Foundation Trust 

 

Ruth Miller – Presentation on Improving Inpatient Diabetes Care 

 

Ruth began by providing an overview of the statistics around diabetes inpatient care. The National Diabetes 

Inpatient Audit (NaDIA) 2015 showed that 17% of hospital beds are currently occupied by people with 

diabetes. In Poole this figure is at 20% but could be higher in other areas across the country. Patients with 

diabetes are often older, sicker, have a longer length of stay in hospitals and are more frequently admitted 

to hospital than the general population. Inpatients with diabetes are 10% more likely to die in hospital than 

patients without diabetes.  

 

Ruth outlined a few reasons why is diabetes managed poorly in hospital: 

 An increasing prevalence in diabetes, which is reflected in the number of patients with diabetes on 

the wards. 

 A wide disparity in diabetes training and knowledge gaps amongst front line staff 

 Lack of access to diabetes education and training for all doctors and nurses 

 Inconsistent and non-standardised practices and protocols on wards 

 Complex diabetes managed by non-specialists on the wards 

 

There is a lack of appreciation of how complex the situation is; with the UKs ageing population, increasing 

number of cases of complex diabetes, multiple co-morbidities and NHS financial constraints, innovative 

solutions are needed to address the situation. Diabetes is considered a specialist subject. When generalists 

have little time or understanding of the condition, the default is to refer basic problems to specialists.  

 

The last inpatient audit highlighted shocking failings in hospital diabetes care; medication errors were made 

with alarming regularity in the majority of hospitals, with large number of patients not having foot checks 
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and one in 10 inpatients having a serious hypo during their stay. It was with this in mind that Ruth asked 

what can be done to improve safety and reduce the variability in the quality of inpatient diabetes care. 

 

Ruth discussed the development of her ‘Diabetes 10 Point Training Programme’ which teaches ten core 

competencies and basic skills to manage patients with diabetes.  Ruth described the training as the ‘speed 

dating of the diabetes education world’.  

 

At Poole Hospital, Ruth has helped train 700 patient facing staff in the Diabetes 10 Points: nurses, midwives, 

physiotherapists, occupational therapists, theatre technicians, dieticians and pharmacists. There are 200 

doctors that she hopes to train shortly, and she hopes to train junior doctors who are often not familiar with 

the care processes needed for diabetes.  

 

The effectiveness of the training was evaluated using a self-reported confidence questionnaire, however,  

To assess the long term effect of the training Ruth will look at future National Inpatient Data audits to see 

the training’s effect on the number of diabetes related SUIs, serious untoward incidences and the number of 

medicine administration errors.   

 

Ruth highlighted the importance of listening to the patient as they are the ones who ultimately manage their 

diabetes for 365 days of the year. The Diabetes 10 Point training was designed to be adapted and used in 

different hospital and community settings around the country. The training is not costly, is quick and can be 

complemented with other diabetes education modules. 

 

The key points, if addressed, can prevent the majority of diabetes related harm in hospital such as 

hypoglycaemia. She reiterated the point of needing to listen to the patient and understand the whole 

context of their diabetes and any other medications they may be on such as mental health related 

medications.  

 

2) Dr Karunakaren Vithian, consultant in diabetes and endocrinology at Colchester University 

Hospital NHS Foundation Trust and Clinical lead for diabetes integrated service in North East Essex 

diabetes service (NEEDS) 

 

Dr Karunakaren Vithian – Presentation on tackling variation 

 

In 2013 the CCG group for Dr Vithian’s practice put in a tender for the whole of its diabetes service. North 

East Essex was a low spending, low performing area within the wider diabetes matrix. It was not achieving 

the eight care processes that Dr Vithian described as the ‘bread and butter of the basics that every person 

with diabetes should be measures on’, the ‘barometer of diabetes care’. North East Essex CCG placed 125th 

out of 206 CCGS in 2013/2014 in terms of overall diabetes care and had a high rate of amputations.  

 

The CCG’s ambitious model was to put out to tender all services other than inpatient care. The new external 

provider and the CCG’s proactive approach meant that the CCG could interact with the provider. This was a 

liberating experience allowing them a ‘blank canvas on which to paint the new diabetes service’. 
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Dr Vithian explained that they wanted to put the patient at the centre of the service, enhance the delivery of 

the eight care processes and roll out the Year of Care across primary care, therefore helping to tackle 

variation of care in patients and GP surgeries.  

 

The new North East Essex Diabetes Service (NEEDS) strategy was a three legged model, with patients at the 

centre, empowered by the Year of Care principle and supported by patient mentor groups. Primacy care 

would be incentivised to provide effective care through practice enhanced service (PES). The PES was used 

as a marker on how well primacy care could deliver diabetes services. The CCG also wanted to develop a 

specialist diabetes care team. It was felt that with the addition of this, the service could facilitate change, 

educating both primary and secondary care, for patient education as well as enhance routine care for 

patients with complex diabetes that need to be seen in a secondary care environment. 

 

The PES works by remunerating primary care in a similar manner to QOF, by remunerating according to the 

number of diabetes care related activities achieved in the GP surgery. In terms of governance of the PES, 

each GP surgery should have a nominated practice lead GP and nurse to ensure the standard of diabetes 

care. They would attend quarterly meetings with a consultant and diabetes specialist nurse where the 

outcome would be judged against that of their peers and they would have access to education for diabetes.  

 

The primary care surgeries would agree to monthly extractions of patient data which is then assessed to see 

how well they are achieving the eight care processes. The data would be anonymous when analysed outside 

the surgery but in the surgery, healthcare professionals would be able to see how well individual patients 

were achieving the eight care processes and identify where there were gaps.  

 

Did this work? 

 

The results showed that before the new NEEDS strategy the percentage of patients achieving the eight care 

processes was 40% in April 2014 this increased to 60.3% in March 2015 and had reached 68.3% by December 

2015.  

 

Dr Vithian concluded that by working collaboratively with primacy care and secondary care, patient groups 

have helped with the sea change shift in improved diabetes care in North East Essex between 2014 and 

2016. He noted the importance of the initial set up and coding of the diabetes related care activities, 

however the number of patients receiving a standardised annual review has increased and their diabetes 

health outcomes such as HbA1c also improved. He did however recognise that there is still variation with 

some GP surgeries, while many surgeries have gone from 10% to 50% achievement of the eight care 

processes, many surgeries still fell short of the key performance indicator for NEEDS of 75%. Therefore in 

2016 NEEDS decided to use the data collected and develop bespoke care plan for individual surgeries. They 

looked at hard to reach people who are receiving three of less of the eight care processes, working with 

community pharmacist to engage with them. 
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Dr Vithian concluded that despite the financial and staffing constraints within the NHS it is possible to 

improve care, with clear leadership and buy-in from key stakeholders to work together, patients primary 

care, secondary care and the providers, there will be a momentum to improve diabetes care and reduce 

variation.  

 

3) Rosemary Plum Chief Officer of Leicestershire Independent Pharmacy Federation 

 

Elizabeth Hackett and Rosemary Plum’s – Presentation - The role of the Pharmacist diabetes care  

 

As a preamble to the presentation, Rosemary wanted to clarify the role of pharmacy as one to complement 

and support diabetes services of other healthcare professionals not as an alternative to them.  

 

The rate at which diabetes is being diagnosed and supported is growing much faster than the current NHS 

budget and treatment costs and the number of healthcare professionals to manage the condition. Diabetes 

is a condition that progresses with time, often becoming more complicated and difficult to treat effectively. 

New medicines are being introduced but healthcare professionals and especially patients can find these 

confusing.  

 

Diabetes medications are not straightforward and people with diabetes often don’t seek specialist advice or 

it isn’t always available to them. Although it is said that individuals should start to take more responsibility 

for their own health, the reality is this is not always happening. Rosemary anecdotally told the Group the 

number of every week ‘I hear people telling me they’ve “only got a bit of diabetes….and they can eat 

everything because they’re taking their pills”. The lack of patient understanding diminishes their concern for 

their diabetes care and therefore demonstrates that healthcare is a long way from achieving greater 

personal responsibility for condition management. For diabetes especially, this can have a devastating effect 

on the patients’ future and on NHS funding. Getting more patients to a good review is a key issue.  

 

Rosemary quoted Clare Gerada, a former Chair of the Royal College of GPs who famously gave an interview 

saying “Pharmacists do medicines reconciliation incredibly well. They have phenomenal skills in patient 

engagement and they’re an untapped resource”. She referred to the “fantastic patient-pharmacist 

relationship” making the pharmacist well-placed to do more around long-term disease management. There 

are an estimated 50,000 registered pharmacists in Great Britain, 70% are located in the heart of local 

communities, 20% in hospitals and, more recently, some in GP surgeries.  

 

Pharmacists are still hugely under-utilised in the management of people with diabetes. The implementation 

of a specific pharmacy service could be hugely beneficial in reducing the burden of this disease. Community 

pharmacy has the highest repeat footfall of any healthcare provider. It provides ease of access to medicines 

skills and expertise, usually without need of an appointment. Many patients with diabetes disengage with 

their GP or hospital care, which means their pharmacy is their only regular contact with a healthcare 

professional. The average patient with diabetes spends just three hours a year with a healthcare professional 

and the remaining 8,757 hours caring for themselves. 
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A SIMPLE solution  

 

The integration of community pharmacists in the SIMPLE care pathway would complement existing 

provision, support patient education and identify patients needing treatment intensification. SIMPLE: Stop 

Smoking, Insulin, Monitoring, Pharmacotherapy, Lifestyle and Education provides a structured framework to 

maximise the benefit of a pharmacy medicines use review. It’s designed to show improvement in quality of 

life, medication adherence and to identify poor diabetes control with its ensuing risk of exacerbation. 

Community pharmacies are already contracted by the NHS to deliver a Medicines Use Review. This is a 

structured review undertaken by the pharmacist to help patients manage their medicines more effectively. 

With 76% of patients’ not mentioning their main worries to the doctor, it provides an opportunity to address 

issues or other concerns.  

 

By enhancing this existing service with competency based training, pharmacists can develop specific skills in 

diabetes care including, for example, the measurement of HbA1c and simple foot checks. Blood pressure, 

cholesterol and blood glucose monitoring already form part of the pharmacists’ core training. Raising patient 

awareness with prompt referral, for example, to podiatry as soon as acute problems are identified, could 

significantly contribute to a reduction in the 7,000 diabetes related amputations per year in England. This 

type of specialist education is already in development with the SIMPLE Diabetes programme. 

 

The SIMPLE intervention overcomes another of our great service integration challenges around IT: an IT 

interface was developed, fully compliant with NHS information governance requirements that allows 

automated transfer and updating of patient information between the pharmacist and GP without increasing 

the general practice workload. The SIMPLE pharmacy model is already being delivered by community 

pharmacists for people with long-term respiratory conditions, with successful patient outcomes.  

 

An important consideration for any change in service provision is, of course, funding. The existing pharmacy 

MUR is already funded by the Department of Health as part of the pharmacy contract. Every pharmacy is 

authorised to deliver up to 400 reviews a year. The current delivery average, however, is just 150. Therefore 

this presents a huge opportunity to provide patient access to a clinical service in the heart of the community 

and maximise the benefit gained from the large investment that the NHS already makes in diabetes 

treatment without creating additional financial burden on local clinical commissioning group budgets.  

 

The SIMPLE Diabetes competency based training framework could be delivered in collaboration with Health 

Education England to up-skill pharmacists in specialist care, and there are already a number of NHS 

pharmacies keen to support a pilot service. It would also help pharmacists meet all three NICE treatment 

targets (HbA1c, blood pressure, cholesterol) and many of the 15 Healthcare essentials defined by Diabetes 

UK.  

 

Yet another role for pharmacists… the management of hospital in-patient care 

 

Inpatient medication error figures for people with diabetes are in need of improving. On average, 38% of 

inpatients with diabetes in England experience a medication error while in hospital and another 23% 
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experience an error with their insulin. One in six hospital inpatients with diabetes has an increased length of 

stay which can lead to serious safety issues around medication errors.  

 

Hospital pharmacists need to be more involved in the patient pathway to reduce the number of medication 

errors. Few hospitals have a diabetes specialist pharmacist and those that do often down-grade the post as 

the value in this position is of the pharmacist. Hospital pharmacists spend much of their time on the wards; 

checking medication charts, interacting with patients and the nursing team. This means hospital pharmacists 

are in a prime position to spot medication errors or poor glycaemic control and intervene.  

 

Work presented by Principal Pharmacist, Elizabeth Hackett, earlier this year, confirms how a pharmacy-led, 

diabetes in-reach service halved the length of stay for elective patients with diabetes from 4 to 2 days. Some 

years ago, the Department of Health pledged funding for hospital pharmacists to promote the prudent use 

of antibiotics and improve antimicrobial monitoring. As a result, pharmacists were instrumental in bringing 

about a dramatic reduction in healthcare associated infection rates. A similar funding initiative for more 

effective management of inpatient diabetes would achieve a reduction in medication errors and impact on 

the prudent use of diabetes medicines, especially insulin. These two ‘quick-win’ strategies for the greater 

use of pharmacists would allow the implementation of an effective care pathway by an educated workforce 

to deliver improved health outcomes.  

 

Greater integration of care and referrals between hospital, community pharmacy and general practice teams 

would establish effective transition of care and contribute to a reduction in the variation in delivery and a 

reduction in the vast waste of medication from patient poor adherence to treatment regimens. Engagement 

with pharmacy can release huge potential for the care of people with diabetes and maximise the use of finite 

NHS resources. 

 

4) Anita Beckwith, Dietitian at King’s College Hospital and National DAFNE Educator UK 

 

Anita Beckwith – The Role of Dieticians in Diabetes Care 

 

Anita has a background as a DAFNE Educator and her presentation focused on diet for diabetes management 

for people with Type 1 diabetes. Her colleagues from the British Dietetics Diabetes Specialist Group shared 

national data they collected through a service evaluation, which included 90 diabetes departments around 

the UK, most of them based in England.  

 

Anita explained that one of the national challenges facing dieticians in the UK is the competing with the 

common interest in diets but the food industry, celebrity chefs and the types of information and quality of 

evidence behind nutritional advice being given. A dietitian is a qualified expert in nutrition and a profession 

that is protected by law. Courses to be a nutritionist are varied and unregulated, therefore diet advice may 

not be correct for the patient.  

 

The British Dietetics Diabetes Specialist Group worked with Nottingham and King’s College London to 

develop courses to support people and advance them through their role as a dietician so they are able to 

file://///gs1dukfilv01/sproot/London/PnCI/Public%20Affairs/APPGs/APPG%20DIABETES/2016/2016-07%20ROLE%20OF%20HCP/APPG%20HCP%20presentations/APPG%20Anita%2020072016.pptx


 
 

7 
 

better manage patients with diabetes.  An area of the care pathway where dieticians are becoming 

increasingly involved is medicines management. One of the key successes for dieticians is that they will 

become supplementary prescribers as of February 2017, so they will be able to support and improve 

efficiency of the care pathway for patients. As dieticians are often the first healthcare professional to 

engages with patients who have gestational diabetes, the profession is looking at becoming independent 

prescribers that will also help reduce the waiting times for patients and the advancing of going on to 

medications.  

 

A key area for Anita is her role as DAFNE Educator is in structured education, where she peer reviews and 

develops research programmes and a variety of education programmes that range from an afternoon to a 

five day course for people with both Type 1 and Type 2 diabetes. Both locally and nationally take-up of a 

DAFNE courses by people with Type 1 diabetes is low. Two key barriers to take-up are child care and having 

flexibility with employers to attend the courses. It was explained that while there are online content 

available, Outcomes and Quality of Life data and feedback from patients suggested that the DAFNE is best 

delivered in a course like manner during which patients feel more supported. The research database with 

DAFNE has also shown that those who attend a DAFNE course see huge improvements in emergency 

treatment costs. The risk of ketoacidosis has reduced by 61%, risk of severe hypoglycaemia by 72% and 

emergency treatment costs by 64%.  

 

Anita highlighted that one of the main benefits of DAFNE is that it offers an ongoing research programme. 

The programme works and now it’s about trying to see how it can be applied to different situations. DAFNE 

has tested aspects of it programmes as a one day a week course for five weeks to help address childcare and 

employment barriers.  

 

DAFNE has also developed a course for people who use an insulin pumps. Initially it was though that this 

would help people access insulin pump therapy had the DAFNE education not improved diabetes outcomes. 

It was found that people who attended A DAFNE course improved their glycaemic control and outcomes and 

therefore did not necessarily need to go on an insulin pump. DAFNE education and training programme 

meets all five criteria as required by the Department of Health on structured education. Educators are 

trained and it is a quality assured programme. 

 

Current research the Anita and her team are now doing with DAFNE looks at hypo-unawareness restoration, 

as around 40 to 50% of people with Type 1 diabetes who go onto a standard DAFNE course can regain the 

awareness, although there are number of individuals who don’t. There may be a number of psychological 

reasons for this. Sheffield Hospital have researched and developed a psychological hypo-unawareness trail 

that has shown good outcomes in addressing the psychological issues which DAFNE hope to develop further 

to become a standard part of the care pathway.  

 

In terms of work with other healthcare professionals, we know that the number of people with diabetes is 

increasing, therefore staffing issues are a priority which was reiterated in the survey. This is being addressed 

through the DAFNE as it is, working with the Diabetes Specialist Interest Group who aid collaboration with 

private education institutions and by offering online tools to aid diabetes education for patients. 
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5) Alex Harrington, Podiatrist at Gloucestershire Care Services NHS Trust  

 

Alex Harrington – Presentation - delivering care to people with diabetes?  

 

Alex has worked as a podiatrist over the last 25 years and is passionate about improving services and clinical 

outcomes for her patients. Recently she focused on trying to improve services in the Gloucestershire area.  

 

Alex gave an example of a familiar situation she encounters with patients: the person she met had not been 

to see anyone in community podiatry for some time and their foot had become ulcerated. This was despite 

the fact the patient had been seen by numerous other healthcare professionals on multiple occasions. This a 

recurrent theme for many podiatrists and people living with diabetes: delayed assessment by the diabetic 

foot team, prolonged ulceration and decreased mobility. Many patients are aware of podiatry services, 

however as podiatry services are very busy, they do not think that they will be able to get an appointment.  

 

A key recommendation within the National Diabetes Food Care Audit was the need for all healthcare 

professionals and patients to be aware of the need for prompt, expert assessment of newly occurring foot 

ulcers in people with diabetes. It is for both the healthcare professionals and patients to understand how an 

assessment can be arranged.  

 

Alex reiterated the argument for earlier podiatry intervention. NICE guidance 19 outlines prevention and 

management of foot care in people with diabetes. Podiatrists are a valuable part of the work force, 

compared with the other allied health professionals they have a higher proportion of time where they are 

patient facing.  

 

Alex explained that managing the caseload for people with diabetes and diabetes related foot problems is 

becoming more challenging as people live longer with the disease. This is often done with no additional 

resources or staffing to help manage the caseload within podiatry services. Podiatry services are currently 

working at capacity, as are similar NHS services within the Gloucestershire region. At the moment podiatry 

services deliver reactive care, rather than proactively preventing problems.  

 

Understanding our variation 

 

In Gloucestershire, podiatrists have been trying to understand the patient pathways. This process was 

started in 2014 when the South West Vascular Strategic Clinical Network, supported by NHS England, 

commissioned a formal peer review programme of diabetes foot care in the region. Alex Harrington was 

actively involved in this review.  

 

The review had three main aims:  

 to understand variation in practice 

 to establish compliance with NICE 

 to identify and share good practice across all 14 acute trusts and 11 clinical commissioning groups 
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The peer review was a true collaboration of teams across the South West and brought together a diverse 

group of clinicians from multiple providers, all looking at the common goal of improving clinical outcomes for 

people with diabetes and diabetes related foot disease.  

 

The process challenged behaviours and outcomes in a consistent and structured approach. It was an 

opportunity to listen to patients and understand their journey through the care pathways. Alex felt that the 

review enabled the ability to challenge senior leaders within an organisation, to ask them to explain and to 

understand current services for their areas. Alex felt that it was important to recognise that peer reviews are 

a supporting format for clinical staff, it is multi-faceted, learning from others and being challenged to 

understand what is provided for patients.  

 

The peer review became an enabler to better understand and address local variation. In Gloucestershire the 

local CCG pulled together all providers and stakeholder in a ‘Foot Care Project’ group that looked at clinical 

pathways, self-management, prevention and healthcare professional education to improve services in the 

area.  

 

Understanding the burden of risk in Gloucestershire 

 

Alex explained that one of the first things to consider was whether they could identify all people in 

Gloucestershire living with diabetes who were at risk of developing foot problems and how many people this 

would include. 

 

The Gloucestershire CCG worked together with Irene M. Stratton, Honorary Associate Professor and Senior 

Statistician. They posed the question: ‘Can clinical information from primary care help identify those at risk 

of foot ulceration?’ 

 

The QOF data 2013/2014 for Gloucestershire CCG showed: 

 > 31 000 with diabetes 

 Approximately 26,000 had a foot check  

 2,648 not eligible  

 5,147 received no foot check  

 

The Foot Care Project Groups then worked with one GP practice to see if routinely collected data could help 

understand and identify who was at risk.  

 

The UKPDS model was applied to the patient data, which looked at; age, BMI, HbA1c and time since 

diagnosis, along with a few other parameters. This data then stratified people with diabetes into categories 

of risk for foot problems from high to low. The data was also cross referenced with those that had their foot 

checks completed in primary care. 

 

An example of early findings… 
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Of the 50 highest ranking patients, only seven had been seen at a podiatry service within the last two years.  

The modelling has been designed not as an alternative to foot screening but does acceptable sensitivity and 

specificity to identify those who were identified using the foot score who were referred to podiatry services.  

 

It was suggested that the model could be used for patient management within a practice to help with: 

 Targeting those in need of health education 

 Helping to understand the population health  

 Mapping risk across the country for those at risk.  

 

Annual foot screening is conducted by practice nurses in GP surgeries as part of the annual checks, but the 

training and education of those who conduct the screening is patchy and inconsistent. The College of 

Podiatry is particularly concerned about the disparity of quality of foot screening within primary care. 

Patients who are at increased or high risk of developing a foot ulcer but are not referred to a podiatry service 

will further increase their risk of developing a foot ulcer, as they will not have been able to access a tailored 

foot care package.  

 

Alex spoke of NHS England’s Five Year Forward View to support people to manage their own health 

conditions, stay healthy and avoid complications. She made the argument that these objectives are not 

possible if people who attend a foot screening are not given basic preventative information or do not 

understand their own risk. 

 

Alex recommended: 

 Primary care staff should undergo standardised training in line with NICE guidance  

 Primary care staff should be given adequate time to carry put diabetes related foot screening 

 Swift referrals when necessary to foot protection services to prevent foot ulceration. 

 

Struggling with capacity 

 

The peer review recommendations included the need to ensure podiatry services have sufficient community 

inpatient and domiciliary services to deliver NICE 19 guidance. These foot protection teams need to work as 

part of community podiatry services with dedicated time, processes and commitment to improving 

outcomes for those people living with diabetes.  

 

Gloucestershire podiatry services have approximately 32,000 people living with diabetes and covers a 

population of 600,000, for which they have 5.8 WTE podiatrist per 100,000 of the population, when the 

national average is eight.  

 

The increasing burden of diabetes will continue to put strain on NHS services, and therefore there is a need 

for a bigger podiatry workforce. The average age of the podiatry team is 44, the majority of the national 

podiatry work force is 45-55 years old. If there is not an increase in student numbers, Alex worried that the 

profession would face an enormous shortfall in the near future.  
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Currently there are 12,912 podiatrists registered with the Health and Care Professionals Council. The 

removal of the cap on health student places is intended to increase the supply to the NHS, but it feared that 

this is primarily aimed at increasing the number of nurses, rather than Allied healthcare professionals. The 

number of commissioned podiatry student places has reduced year on year since 2008-2009. The average 

age of podiatry students on graduation is 32 years, the majority of whom are pursuing a second degree.  

 

Alex explained that there is evidence to show improved and earlier access to podiatrists and podiatry 

services can improve outcome. For this to happen the following is needed:  

 Appropriately staffed NHS services that can provide proactive, preventative services rather than 

reactive podiatry care.  

 The use of modelling to assist in the identification of people living with diabetes at a high or 

increased risk of developing foot ulcers need to upscale to national use.  

 Variation in care to be understood at a local level.  

 Patient education about diabetes and the risk to feet needs to be rolled out on national scale.  

 

The potential threat to bursaries puts the future podiatry workforce and recruitment at significant risk.  

 

6) Discussion Points 

 

Diabetes and Co-morbidities 

 

Patients with diabetes, both Type 1 and Type 1 raised the issue surround diabetes and co morbidities. The 

need for other health conditions of those living with diabetes to be considered when improving care for 

people with diabetes. Diabetes is a complex and progressive condition. Its needs are complex and for those 

living with diabetes can have other pressures in addition to the good care of the condition itself. In an aging 

population with better treatments and greater social pressures there is a need for better mental health 

services to work alongside the routine diabetes care currently available.  

 

Under-represented panel speakers 

 

The panel had a broad range of healthcare professionals involved in the diabetes care pathway speak, 

however the involvement of healthcare professionals such as obstetrics, midwives, psychologist, mental 

health workers and paediatric teams who are also involved in diabetes care were not represented at the 

meeting. This was in part due to timing and capacity for longer or more meetings for the enquiry. Attendees 

were encouraged to share the work of the APPG for Diabetes and ask their colleagues to submit evidence to 

support the report.  

 

Education for healthcare professionals 
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Education of healthcare professionals at they embark on a career in medicine or healthcare needs to reflect 

the demands and needs of people living with diabetes. For students in the undergraduate health sciences to 

be taught about diabetes as a condition beyond treatment options.  

 

Postcode lottery 

 

The postcode lottery in terms of variation of care was again mentioned for podiatry services in 

Leicestershire. Disparities in referral to podiatry service differed across the county and despite foot care 

being part of routine diabetes checks was not being offered to all those with diabetes. 

 

Bespoke care for underperforming surgeries  

 

Dr Vithian was asked what the main issues behind underperforming surgeries under the NEEDS model. 

 Time - Practice nurses did not have enough time or capacity to deliver a comprehensive foot check 

due to the other checks and duties they have for the wide range of patients and ailments they care 

for. The solution was to work with practice managers to make sure that time for foot checks was ring 

fenced for diabetes care and was in keeping with the Year of Care principle.  

 Coding – Often poor performing practices were not coding their diabetes related care activities 

properly or at all. Therefore care was being delivered well but not reflected in the data and patient 

outcomes.  

 Individual care plans – Patients with particularly poor health outcomes need to have a more time 

and a more tailored engagement with primary care to ensure they meet the 8 treatment outcomes.  

 Challenge behaviour – Poorly performing practices in terms of diabetes care, were found to be 

poorly performing in other health areas such as asthma. It was stressed the importance of 

challenging these practices to deliver better care while not disengaging them. Collaboration with the 

NEEDS strategy and primary care was demonstrated as way to keep practices engaged and improve 

care for patients with diabetes. 

 

Note of optimism  

 

The NHS Five Year Forward View suggested that if we carried on working the way we are there would be a 

£30 billion shortfall in health. There is a need to create new and innovate ways of meeting the £22 billion 

shortfall. The remaining £8 billion was front loaded through the comprehensive spending review in 

December 2015.  

 

Therefore it is important for the NHS to focus on the areas that will have the biggest positive impact on 

people with diabetes and the biggest impact in terms of return of investment, given that there is a 

transformation fund through the £8 billion to realise the £22 billion that we are meant to save. The four 

areas that are key for this were as Jonathan Valabhji put ‘beautifully illustrated in the speaker talks today’: 

1- Achievement of the three treatment targets (HbA1c, blood pressure and cholesterol) through the 

eight care processes – Dr Vithian and Rosemary Plum 

2- Structured Education – Anita Beckwith  
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3- Inpatient Care – Ruth Miller 

4- Diabetes related foot disease – Alex Harrington  

 


