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NHS Institute Diabetes Project Proposed Tools 
1 February 2008 
 
I would like to take this opportunity to introduce the NHS Institute’s inpatient diabetes 
project, which I hope many of you will have heard about.  I have attached a copy of the 
pathway that shows our key findings so far. 
 
As an output of our work, as well as our official report, we are developing a range of 
tools/products to support specialist teams and hospital staff provide consistently good 
diabetes care to inpatients, particularly those who come into hospital for reasons other 
than their diabetes.  These tools respond to the challenges faced by teams from across 
the country as they have described them to us, and are very significantly influenced by 
what staff have told us they want, both specialist teams and wider hospital staff. 
 
We would welcome your comments on any of our tool ideas, below is a rough outline of 
the tools and some specific queries we have that we would be particularly grateful for your 
feedback on: 
 
We expect the following tools to be available by the end of May 2008, with some available 
earlier: 
1. Specialist team input 

Tool to help ward staff determine whether specialist diabetes team input is required for 
individual patients – this is because staff told us that they often don’t get patients 
referred to them early enough who could really do with their input, and also on 
occasions get people referred who the ward staff should be able to care for. 

·  See attached draft tool, comments please. 
2. Self medication in hospital 

Tool to help ward staff agree with patients their ability to self manage their diabetes 
care – this is because one of the largest complaints from patients is when their own 
control of their insulin is taken away from them and things go wrong, staff tend to agree 
that this is an issue. 

·  What is the current situation in your hospital with regard to patients self 
medicating (e.g. Do you have a self medication policy?  Is it widely used/known 
about?  Does it cover insulin, including dose adjustment without referring to 
nursing/medical staff?  If you don’t have, would you like to have?   What would 
your concerns be about having this?  And anything else about this area…)  

3. “Think Glucose!” awareness raising 
“Think Glucose!” pack to raise awareness throughout the hospital of the importance of 
glucose management – we have chosen to focus on glucose management rather than 
just diagnosed diabetes, as it is important and offers a new angle with hospital staff, we 
will use a common look across all of our work. 

·  See attached draft branding and poster outlines, comments please. 
·  Current diabetes awareness raising campaigns or posters that you might be 

using in your hospital, if you could share copies with us, that would be 
wonderful.  

·  Ideas about what would be the top 10 things/messages that you would like to 
convey to staff across your hospital about diabetes care/glucose management, 
each in no more than 20 words please, we are looking to use these in a series of 
posters.  

4. Patient experience  
Tool outlining patient experience of inpatient care for people with diabetes – this is to 
help convince senior hospital management and commissioners that currently diabetes 
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care is not perfect and we need their support to improve this.  It will also be developed 
with a reflective learning element to support training of ward staff. 

·  We are considering using an organisation that makes digital stories of patient 
stories, their work can be viewed at   http://www.pilgrim.myzen.co.uk/patientvoices/ we 
would welcome any comments on how useful similar stories about diabetes 
inpatient care experiences might be and/or other ideas about how we could 
bring people’s stories of their inpatient stays alive. 

5. Service planning and development  
Tool to help specialist diabetes teams analyse their service make their case for 
improvement to senior hospital management and commissioners – this isn’t just about 
getting funding for the specialist team (although we hope it will help) but also about 
how to raise the profile of diabetes care, so perhaps to give a higher commitment to 
training staff across the hospital in more basic diabetes care to complement the work of 
the specialist team. 

·  Has your specialist diabetes team got any business cases that you consider to 
be good and/or that have been successful in gaining support for your team 
either with senior hospital management or with commissioners for inpatient 
diabetes care?  If you have, we would be really keen to see a copy, or to know 
what kind of information was most helpful in these and where you got it from.  

 
Anything that we do use in our work we will check back with you and credit both you and 
your organisation where appropriate. 
 
We would genuinely welcome and value your contribution to our work, on any, some or all 
of these areas.   Please feel free to phone or e-mail me about this work, whichever is 
easiest for you.  If you are interested in testing early prototypes in any of these areas, 
please also let me know.  We will take on board any comments that you make, there is no 
deadline for the comments, but obviously the sooner you make your comments the more 
they can influence our work. 
 
 
 
 
 
Hannah Dobrowolska 
Hannah.dobrowolska@institute.nhs.uk 
Mob:  07786 191012 
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1.  DRAFT – Specialist input tool 
 

LEVEL 1 LEVEL 2 LEVEL 3 
Early  referral to 
diabetes team 
recommended 

Referral to diabetes 
team may be 
required 

Referral to diabetes 
team not  normally  
required 

 
Patient request  
 
Admission for urgent or 
major elective surgical 
procedure  
 
Acute coronary syndrome 
 
Diabetic 
ketoacidosis/hyperosmolar 
hyperglycaemic state  
 
Severe hypoglycaemia 
 
Sepsis  
 
Vomiting 
 
Impaired consciousness 
 
Unable to self manage  
 
Parenteral or enteral 
nutrition 
 
Foot ulceration 
 
Newly diagnosed type 1 
diabetes 
 
Newly diagnosed type 2 
diabetes 
 
Intravenous insulins 
infusion with glucose 
outside limits 
 
Previous problems with 
diabetes as inpatient 
 

 
Intravenous insulin infusion 
with good glucose control 
 
Nil by mouth more than 24 
hours post surgery 
 
Significant educational 
need  
 
Persistent hyperglycaemia 
 
Possible type 2 diabetes 
 
Stress hyperglycaemia 
 
Poor wound healing 
 
Steroid therapy 

 
Minor, self treated 
hypoglycaemia 
 
Transient hyperglycaemia 
 
Simple educational need 
 
Routine dietetic advice  
 
Well controlled diabetes 
 
Good self management 
skills 
 
Routine diabetes care 
 
 

Review status on a daily basis.  
If in doubt, contact the diabetes team.   
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3.  DRAFT – Think Glucose! awareness raising 
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