
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Health 
Scrutiny 
Committee Cumbria Health 

Scrutiny 
Committee 

Self Management of Long 
Term Conditions – Diabetes 

Task Group Review 



 

  2

Contents 
                                                                                                        Page 
Summary of the Group’s Findings and Recommendations      3 

Background and Context 5 

Evidence Gathered and Witness Interviews 7 

Findings and Recommendations 10 

Appendix A 16 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

  3

Summary of the Group’s Findings and Recommendations 
 
The Self Management of Long Term Conditions – Diabetes Task Group was established by 
the Cumbria Health Scrutiny Committee at their meeting of 31 July 2012.  This topic was 
identified as a review priority following a stakeholder event in July 2011 as self-management 
increases confidence to understand and manage conditions, and can reduce hospital 
admissions (revolving door) and the cost burden upon NHS.   
 
The Health Scrutiny Committee agreed that the focus of this review would be to 

i. Examine the incidence and prevalence of diabetes within Cumbria and costs to the 
NHS, including an investigation of how and where inequalities in health, such as 
poverty, unemployment, obesity etc. contribute to the development of this condition 
and an examination of how these are currently being tackled. 

ii. Examine current provision, and arrangements for screening, diagnosis and 
management of the condition, with particular regard for preventative activity delivered 
through   health promotion and/or the use of non-traditional providers. 

iii. Examine developments in self-management including information provision and group 
support, identifying best practice examples and the implications for local support 
arrangements.  

iv. Use the study to identify which other long-term conditions would be most receptive to 
similar self-management techniques based on an understanding of, and comparison 
to, diabetes and the way treatment of these would lend itself to the self-management 
model and to make recommendations to the Health and Well-being Board and to the 
Council in the light of its emerging Public Health responsibilities 

 
The Task Group held a series of meetings with a range of witnesses and service users to 
gather a wide range of information and explore these issues, and they have developed a 
series of recommendations as a result.  Members would also like to highlight a number of 
key issues and points that they were made aware of over the course of this review. 
 

o The task group would like to emphasise the significant benefits that good self 
management of long term conditions provides, both to the individual and also to the 
health service as a whole.  Successful self management helps to minimise the need 
for emergency treatment, provides greater independence for individuals and in turn 
gives them greater confidence.  Enabling more people to self manage their 
conditions to a greater extent must therefore be a key priority. 

o There is a lot of good practice to be found in Cumbria in relation to self management 
of diabetes, and the task group were made aware of this by a number of people, both 
clinicians and service users.  It is felt that if this good practice was taken and used in 
the management and treatment of other long term conditions this could have 
significant benefits. 

o The provision of information in a range of formats and locations is essential to enable 
people to minimise the risk of and/or mange long term conditions.  It is therefore 
crucial that all partners throughout Cumbria promote methods of accessing such 
information whether it be by leaflets, electronically or through drop in sessions across 
all communities in the county. 

 
The Chair of the Task and Finish Group would like to thank everyone who supported and 
gave evidence to this review, and would like to put forward the following recommendations 
for consideration: 
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The Task Group recommend that the Health and Wellbeing Board: 

Recommendation 1 
Ensure that the issue of managing long term conditions is high on their agenda and is 
regularly monitored with appropriate action being taken as required 
 

Recommendation 2 
Proactively promote and encourage people to participate in the NHS Healthcheck 
 

Recommendation 3 
Oversee the development of an integrated overarching clear transition policy in relation to 
the management of long term conditions for young people moving to adulthood 
 

The Task Group recommend that the County Council’s Cabinet: 

Recommendation 4 
Undertakes a significant piece of work to improve information and access to information 
about long term conditions such as diabetes and how to manage and where possible reduce 
the risks of developing these, when Public Health transfers back into the authority 
 

Recommendation 5 
Ensures that as part of the authority’s regular Health and Wellbeing sessions for staff, that 
information and healthchecks for long term conditions including diabetes are incorporated as 
standard. 

It is also recommended that the authority encourages all partners, and other major 
employers within the county to undertake a similar approach 

 
The Task Group recommend that the County Council’s Cabinet and the Cumbrian Hospital 
Trusts: 

 
Recommendation 6 
Works closely with the Cumbria Clinical Commissioning Group Commissioning Board to 
ensure that there is a joined up approach to the prevention of long term conditions such as 
diabetes.   

This joined up approach also needs to incorporate hospital trusts to ensure that there are no 
gaps in terms of information and treatment of long term conditions when patients are 
admitted to hospital for other reasons 

 

That the Cumbria Clinical Commissioning Group: 

Recommendation 7 
Highlight the good practice being delivered in relation to long term conditions by a number of 
surgeries across Cumbria, and ensure that this is rolled out with an ambition for all GP 
surgeries to be delivering a five star service by 2014-15 

Recommendation 8 
Ensure that all schools in Cumbria are covered by a school nurse, at a ratio that enables 
adequate time to support young people particularly in relation to managing and assisting in 
screening for long term conditions 
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1 Background and Context 

1.1 The Cumbria Health Scrutiny Committee held a stakeholder event in July 2011 to 
review the Committee’s work programme for the forthcoming year and agree the most 
appropriate issues for scrutiny to review in depth.  Whilst a number of important 
concerns were put forward as part of this event it was felt that the second review 
priority for the current work programme would be self-management of long-term 
conditions. 

1.2 Over 15 million people in the UK are believed to live with a long term condition, which 
is defined by the Long-term Conditions Alliance (LTCA) as 'a condition of prolonged 
duration that may affect any aspect of the person's life’.  This figure is predicted to rise 
by a third over the next ten years.   

1.3 People with long-term conditions are the most frequent users of health services, 
accounting for 50% of all GP appointments and 70% of all inpatient bed days (this 
often being linked to concerns over revolving-door/frequent admissions). Treatment 
and care of this group accounts for 70% of the primary and acute care budget.  A 
recent study in The Lancet suggest that the health system in the UK cannot cope with 
the rising number of over-65s with long-term medical conditions and needs radical 
change with improved co-ordination and a more personalised approach. 

1.4 There are a number of conditions that can be termed long-term conditions, including 
arthritis, cancer, cardiovascular disease, HIV/AIDS, asthma, diabetes, incontinence, 
sensory impairment, COPD (chronic obstructive pulmonary disease), epilepsy and 
certain mental health conditions.    

1.5 It is suggested that around 70-80% of all people with long-term conditions can be 
supported to manage their own condition through a range of methods such as  

o Education programmes 
o Easy access to high quality information on conditions and services  
o Self monitoring,  
o Self help and support groups,  
o Access to personal medical information,  
o Patient-centred telecare 

1.6 The diagram below taken from the 2007 Patient Liaison Group and General 
Practitioners Committee report  “Improved self care by people with long term 
conditions through self management education programmes” illustrates some of the 
options for self care. 
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1.7 There are a number of benefits to self management, with patients being more likely to: 

o Experience better care and well-being 
o Reduce the perceived severity of their symptoms, including pain 
o Improve medicines compliance 
o Prevent the need for emergency and health services 
o Prevent unnecessary hospital admissions 
o Have better planned and co-ordinated care 
o Remain in their own home 
o Have greater confidence and a sense of control 
o Have better mental health and less depression. 

1.8 The Department of Health report `Self Care – A Real Choice’ (2005) also suggests that 
early investment in local strategies could reduce 

o Visits to GPs by 40% 
o Visits to out-patients by up to 17% 
o Visits to A/E units by up to 50% 
o Drug expenditure. 

1.9 Whilst wishing to review the overall impact of self management of long term conditions, 
the Cumbria Health Scrutiny Committee agreed however to focus specifically on 
diabetes, using this condition as a case study, from which good practice and learning 
could be established and used to inform recommendations to help support 
improvement not only for this condition but also for other long term conditions. 

1.10 A task group consisting of seven Councillors plus the LINK representative was 
therefore established, with the following participants: Councillors Bill Wearing, Geoff 
Garrity, Rod Wilson, Joe Cowell, Graham Roberts, Mike Hawkins, Malcolm Temple 
plus Liz Clegg (LINk). 

1.11 At the Cumbria Health Scrutiny Committee meeting of 10 July 2012 the aims and 
objective of the review were then confirmed as being: 

i. To examine the incidence and prevalence of diabetes within Cumbria and costs 
to the NHS, including an investigation of how and where inequalities in health, 
such as poverty, unemployment, obesity etc. contribute to the development of 
this condition and an examination of how these are currently being tackled. 

ii. To examine current provision, and arrangements for screening, diagnosis and 
management of the condition, with particular regard for preventative activity 
delivered through   health promotion and/or the use of non-traditional providers. 

iii. To examine developments in self-management including information provision 
and group support, identifying best practice examples and the implications for 
local support arrangements.  

iv. To use the study to identify which other long-term conditions would be most 
receptive to similar self-management techniques based on an understanding of, 
and comparison to, diabetes and the way treatment of these would lend itself to 
the self-management model and to make recommendations to the Health and 
Well-being Board and to the Council in the light of its emerging Public Health 
responsibilities. 
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2 Evidence Gathered and Witness Interviews 

2.1 The task group were keen to ensure that the findings of this review were based up on 
robust information and evidence and as such carried out a range of information and 
evidence gathering. This consisted of desk based research into national and local 
information relating to diabetes, meeting with health care professionals to gain an 
understanding of care and practice within Cumbria, and also to meet with individuals 
who have diabetes and are therefore users of the services provided.  It was hoped that 
this approach would enable the task group to gain a clear picture as to the extent and 
benefits of self management of diabetes within Cumbria, highlight good practice, and 
identify areas for improvement.   

2.2 From their research the task group were made aware that diabetes is a growing 
national problem and that the percentage of the population diagnosed with diabetes 
has more than doubled between 1994 and 2009, and numbers are expected to 
increase from around 3.1 million in 2010 to 3.8m by 2020.   

2.3 Of those diagnosed 90% (2.1 million individuals) have type two diabetes, a condition 
which occurs when the body is unable to produce enough insulin to function properly, 
or when the body’s cells do not react to insulin. The risk of developing this type of 
diabetes increases with age, and is linked to a number of factors including obesity and 
ethnicity.  The remaining 10% (240,000 individuals) are affected with type one 
diabetes, which occurs when the body does not produce any insulin.  This type of the 
condition normally occurs in young people. 

2.4 If not properly managed there are a number of complications which can arise from 
diabetes including; 

o heart disease,  
o stroke, or angina due to narrowing blood vessels (vascular disease),  
o nerve damage,  
o eye changes that can lead to blindness,  
o kidney disease,  

o foot problems 

2.5 The National Audit Office report “The management of national diabetes services in the 
NHS” dated 17 May 2012 states that;  

 “Diabetes is a chronic condition where the body does not produce enough insulin to 
regulate blood glucose levels. In 2009-10, there were an estimated 3.1 million people 
aged 16 years and older with diabetes in England, of which 2.34 million were 
diagnosed and 760,000 were undiagnosed. We estimate that NHS spending on 
diabetes services in 2010 was at least £3.9 billion, or around 4 per cent of the NHS 
budget”.  

The report also goes on to note that it is estimated that 24,000 people per year are 
dying from diabetes related causes that could be avoided. 
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2.6 A number of key facts highlighted in this report are outlined below. 

3.8 million people aged 16 and over are expected to have diabetes 
by 2020, an increase of 23 per cent on current levels 

49 per cent 
of people with diabetes received all nine of the National 
Institute for Health and Clinical Excellence recommended 
care processes in 2009-10  

6 per cent to 69 per cent 
variation in the percentage of people with diabetes 
receiving all nine of the National Institute for Health and 
Clinical Excellence recommended care processes across 
primary care trusts in 2009-10 

£649 million spent on drugs to treat diabetes in primary care in 2009-
10, a 42 per cent increase from 2005-06 

 

2.7 In Cumbria there are over 20,000 people with diabetes and this figure is predicted to 
rise by 50% over the next 15 years.  It is believed that around 7,000 people in the 
county have this condition but are undiagnosed. Prevention is key and the national 
DESMOND (Diabetes Education and Self Management for Ongoing and Newly 
Diagnosed) programme was introduced locally in 2009.  This course is designed to 
help people newly diagnosed with type two diabetes to better understand their 
condition and to provide advice.  More recently a new educational course called 
`Walking away from diabetes’ has been introduced aimed at helping those at risk of 
developing type two diabetes. 

2.8 Cumbria has a specific cross county service dedicated to diagnosing, supporting and 
treating people with diabetes called Cumbria Diabetes.  This service operates across 
both acute hospital and community locations bringing together a range of around 40 
health professionals including; consultants, dietitians, retinal screeners and diabetes 
specialist nurses. 

2.9 Following this initial research the task group held a series of witness sessions to 
enable them to focus on a number of specific issues and gather a more in depth view 
of the current situation in Cumbria.   A schedule of the meetings held, the contributors 
and an outline of the focus of each of these sessions is detailed below.  

 

Meeting Date Witnesses 

10 July 2012 

Peter Rooney - Director of Strategic Planning NHS Cumbria Clinical 
Commissioning Group 
Matt Brown - Locality Director, Furness at NHS Cumbria 
Dr Cathy Hay – Clinical Director Cumbria Diabetes 

08 August 
2012 

Helen Pattie (Diabetes UK North West – Regional Manager) 
Jo Cunnah (Diabetes UK North West – Volunteer Development Officer) 

19 September 
2012 

Dr Robert Westgate – GP Lead for Diabetes  
Dr Neela Shabde – Medical Director Cumbria PCT 
Greg Everett – Commissioning Manager for Children and Families PCT 
Annette Routledge, Lead Diabetes Special Nurse for Cumbria Diabetes 

16 October 
2012 Diabetes Service User Group 



 

  9

16 October 
2012 

Mrs Jacqueline Ross - Dietetic Services Manager (North Cumbria 
University Hospitals NHS Trust)  
Gillian Mulvey - Specialist Diabetic Podiatrist  
Dr Rebecca Wagstaff - Deputy Director of Public Health   
Janet Upton -Diabetes Educator, Cumbria Diabetes   

21 November 
2012 Task Group members only 

 

Meeting 10th July 2012 – This first task group meeting was held with Peter Rooney 
and Matt Brown of NHS Cumbria and Cathy Hay, Cumbria Diabetes.  The aim of this 
session was to gain an overview of what long term conditions are and their impact, and 
in particular diabetes.  This then enabled the task group to gain a greater 
understanding of the issues they would need to focus on during this review and 
develop a draft scope for the full Committee’s consideration. 

Meeting 8th August 2012 – During this second meeting the task group spoke to key 
officers from Diabetes UK North West, exploring the role and work of this organisation.  
Members focussed on both the preventative work that Diabetes UK carries out, and 
also their role in supporting individuals and their families who already have the 
condition.  The group felt that prevention and awareness raising were key areas of 
work that need to be supported and undertaken, and for there to be a joined up and 
honest approach to patients from health care professionals to ensure that those 
diagnosed with or at risk from diabetes understand the implications and take 
responsibility for their condition in so much as possible. 

Meeting 19th September 2012 – The task group used this meeting to investigate in 
more detail the current practices and support in place for both adults and young people 
and their families in Cumbria who have diabetes.  This discussion considered a 
number of issues, including the transition from children’s services to adults’ services, 
care planning and educational courses available.   

Meeting 16th October 2012 – One of the key groups of people that the task group felt 
essential to speak to as part of this review was service users.  The aim of this session 
was to gain a better understanding of how support and services are actually delivered 
and whether service users feel there are areas of diabetes care that could be improved 
and if there is good practice that could be learned from.  

Meeting 16th October 2012 – This final witness session took further evidence from a 
range of health professionals, enabling the task group to explore some broader issues 
around public health and its impact on diabetes, in addition to specific issues relating to 
areas of potential complications arising from the condition such as foot care.   

Meeting 21st November 2012- The focus of this final meeting of the task group was to 
review the evidence gathered over the course of the review and to bring together their 
key findings and recommendations. 

2.10 A more detailed overview of these witness sessions highlighting the information 
provided at each one is attached at Appendix A. 

 

 

 



 

  10

3 Findings and Recommendations 

3.1 The task group were keen to ensure that the findings of this review were based upon 
robust information and evidence and as such engaged with as many stakeholders and 
witnesses as possible in the time available to them.  The evidence provided throughout 
the review has enabled the group to gain a clearer understanding of the incidence and 
prevalence of diabetes within Cumbria and its associated costs, the current screening 
and support arrangements and some issues and developments that could be taken 
forward to help improve both the diabetes service, and also be applied to other long 
term conditions. 

3.2 Over the course of this review the task group have identified a number of points and 
recommendations that they would like to raise, these predominantly fall under three 
key areas that need to be addressed.  The task group’s findings in relation to each of 
these areas are outlined below for consideration. 

i. Prevention / Early diagnosis 

3.3 As could be expected the evidence gathered over the course of this review clearly 
shows that the prevention of diabetes would be the best solution for individuals and 
their families and also in terms of costs to the health care system.  Whilst this may 
seem to be an obvious observation, the task group were concerned to hear over the 
course of the review that there are significant numbers of people at risk from diabetes 
who are unaware of this, and who potentially could prevent the onset of the condition.  
Evidence from the Deputy Director of Public Health for example indicated that 
approximately half of the case of type 2 diabetes could be prevented if the individuals 
were a healthy weight and lived a healthy lifestyle. 

3.4 Key to supporting people to make changes to their lifestyle and therefore reducing their 
risk is making them aware of the risks in the first place, and the task group were 
pleased to note the good practice carried out by Diabetes UK North West in this 
respect.  They have undertaken a range of initiatives to raise the profile of the condition 
and their success may clearly be seen at their 2012 roadshows where 626 individuals 
were assessed for risk in relation to diabetes, 53% of which were found to be at risk 
and therefore referred to their GP.  This profile raising will not only potentially help the 
prevention agenda but will also assist in early diagnosis of the condition. 

3.5 Other methods of raising the profile of this and other long term conditions could include 
ensuring clear access to information and supporting employers to proactively engage 
with their staff on these issues.  Recommendations 4 and 5 refer. 

3.6 If people actually have diabetes, early diagnosis is essential in reducing the risk of 
further complications and therefore improving the long term quality of life of those with 
the condition.  This reduction in further complications will not only have benefits to the 
individuals but will also help to reduce costs for the health service, for example in 
relation to foot care alone the task group were made aware that current costs for sores 
in Cumbria are in the region of £10m.   

3.7 Developments in early identification of the condition are being built upon nationally and 
also within Cumbria for example through the Walking Away from Diabetes Programme 
has been recently introduced, and also nationally GPs are going to be offering 
healthchecks for individuals from 40 years and above.  Programmes such as these will 
support the early identification of the condition and again help to reduce the risk of 
further complications through the condition not being treated and managed at an early 
stage.  The task group’s recommendation 2 refers to this issue. 
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ii. Education 

3.8 Education is key in relation to diabetes not only for service users but also for 
professionals treating the condition.  Examples of good practice were seen in relation 
to the DAFNE and DESMOND programme in addition to the new Walking Away from 
Diabetes Programme.  Both the service users group and professionals spoken to 
highlighted the value of these programmes.  

3.9 Both children and adults can benefit from appropriate education in relation to their 
condition, and this can help them to learn to self manage their condition and reduce the 
risk of further complications in future.   

3.10 In the broader sense education and support in relation to other skills and past times 
that could help people to live a healthier lifestyle would add value not only to diabetes 
self management but also the self management of other long term conditions.  Various 
methods such as the development of leaflets and promotion of information to help 
people do this could be considered. 

iii. Ensuring a joined up approach 

3.11 The third key are at that the task group would like to highlight is the need to ensure that 
there is a joined up approach in relation to the management of long term conditions 
between all service providers. 

3.12 The interrelation between the broader issue of healthy lifestyles, identification and 
management of long term conditions and the need to ensure that they are managed 
and supported in an acute setting are key areas that need to work together and ensure 
that there is a consistency in approach across all services and throughout the county. 

3.13 Anecdotal evidence was provided to the task group highlighting good practice in terms 
of the support to and treatment of diabetes in a range of settings from GP surgeries, 
the community setting and in hospitals.  However unfortunately this experience doesn’t 
appear to be the case in all areas.  The task group strongly feel therefore that the 
relevant health and local government service areas need to work more closely together 
to ensure that patients of all long term conditions receive the best care available.  
Recommendations 1, 6, 7 and 8 refer. 

3.14 The final issue that the group explored in some detail over the course of this review, 
and which Members have some care over is the service and support provided to young 
people during their transition from childhood to adulthood, during which period they will 
move from a very service led and supported method of dealing with their condition to a 
more self management approach.  This transition period can be a difficult time with 
young people often changing their lifestyles and becoming more independent for 
example moving away from home to universities, and therefore is a high risk time in 
relation to their successful management of their condition.   

3.15 The task group felt strongly that it is essential that a strong transition policy is in place 
for young people during this time, with clear support and guidance to enable them to 
manage their condition going forward.  This not only applies to the management of 
diabetes but also any other long term conditions that young people may be suffering 
from.  Recommendation 3 refers. 

3.16 As a result of their identification of these key issues and the actions that could be taken 
to help improve the quality of life and services for people suffering from long term 
conditions such as diabetes, the task group have developed a series of 
recommendations for consideration.  These are outlined below. 
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The Task Group recommend that the Health and Wellbeing Board: 

Recommendation 1 

Ensure that the issue of managing long term conditions is high on their agenda and is 
regularly monitored with appropriate action being taken as required 

Rationale: The impact and cost of self management of long term conditions is substantial 
with up to 1 in 5 Cumbrian residents suffering from diabetes alone.  The 
appropriate prevention, early diagnosis and appropriate treatment of all long term 
conditions with an emphasis on empowering those with these conditions to self 
manage where possible must therefore be a priority for all partners involved in 
health and wellbeing work. 

 

Recommendation 2 

Proactively promote and encourage people to participate in the NHS Healthcheck 

Rationale: As has been highlighted in this report early identification and diagnosis of 
diabetes and other long term conditions can have significant benefits for both the 
individual concerned and also the health service.  Early identification of high risk 
individuals can mean that these people can be provided with support and 
guidance to help them to adjust their lifestyles thereby possibly preventing the 
condition developing in the first place, and so improving the long term quality of 
their life significantly.  For those who already have the condition early diagnosis 
can help to minimise the risk of and prevent long term complications associated 
with the condition and to begin to self manage it from an early stage.  Similarly 
there will be financial benefits from early diagnosis or prevention as this will result 
in fewer interventions at later stages.  The national Healthcheck programme for 
all adults from age 40 upwards is a good tool to support this identification process 
and as a result the task group would strongly recommend that participation in this 
is strongly encouraged across Cumbria. 

 

Recommendation 3 

Oversee the development of an integrated overarching clear transition policy in relation to 
the management of long term conditions for young people moving to adulthood 

Rationale: Over the course of this review one of the issues that has been raised on a 
number of occasions is the transition period from childhood to adult services.  It 
has been highlighted that in terms of managing long term conditions this is a 
crucial and high risk period, as young people are often going through a number of 
changes during this time and will be becoming more independent, whether this 
be through moving away for education or employment purposes, or through 
changing eating and drinking habits.  In order to minimise individuals ‘being lost’ 
from the system and still having clear and easy access to the support they need, 
the task group would strongly recommend that there is a clear and overarching 
transition policy to support young people during this period that all partners sign 
up to. 
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The Task Group recommend that the County Council’s Cabinet: 

Recommendation 4 

Undertakes a significant piece of work to improve information and access to information 
about long term conditions such as diabetes and how to manage and where possible reduce 
the risks of developing these, when Public Health transfers back into the authority 

Rationale: One of they key elements of self management that was highlighted to the group 
was easy access to appropriate information, whether this be in relation to the 
management of conditions, the prevention of conditions, or details of further 
support and education.  As the County Council will be taking on responsibility for 
Public Health in early 2013, the task group therefore recommend that a 
significant piece of work is undertaken to support and expand this information 
provision. 

 

Recommendation 5 

Ensures that as part of the authority’s regular Health and Wellbeing sessions for staff, that 
information and healthchecks for long term conditions including diabetes are incorporated as 
standard. 

It is also recommended that the authority encourages all partners, and other major 
employers within the county to undertake a similar approach 

Rationale: The issue of how to access people to make them aware of long term conditions, 
risk factors and how to manage and gain further information about them was 
discussed in several sessions over the course of the review.  Whilst 
organisations such as Diabetes UK are able to undertake significant pieces of 
work (often risk based) there is a significant number of the population who are 
unlikely to engage with this work.   

The task group are conscious that Cumbria County Council is a major employer 
in the county and are aware of good practice already in place in the County 
Council around health and wellbeing sessions for staff, and anecdotally similar 
schemes are in place in other large private sector employers.  It was felt that 
these sessions could be an excellent way to provide more information about long 
term conditions and possibly incorporate risk assessments for individuals to 
ascertain whether they are at high risk of developing diabetes (and/or other 
conditions).  It is therefore recommended that identification and management of 
long term conditions is built into the next round of sessions, and also that the 
Council works with partners to encourage them to adopt a similar approach.  This 
approach will not only directly reach a large number of individuals across the 
county, but will also potentially indirectly pass information into their family and 
friend. 
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The Task Group recommend that the County Council’s Cabinet and the Cumbrian Hospital 
Trusts: 

 

Recommendation 6 

Works closely with the Cumbria Clinical Commissioning Group Commissioning Board to 
ensure that there is a joined up approach to the prevention of long term conditions such as 
diabetes.   

This joined up approach also needs to incorporate hospital trusts to ensure that there are no 
gaps in terms of information and treatment of long term conditions when patients are 
admitted to hospital for other reasons 

Rationale: Undertaking a holistic approach to long term conditions whereby all relevant 
services are brought together to enable the individual to understand how to 
prevent if possible or manage long term conditions is essential.  This is 
something that needs to be ensured in all settings whether in the community or in 
acute services, and as such the task group would strongly recommend that all 
partners undertake to review their existing practices and policies to ensure that 
this is the case. 

 
 

That the Cumbria Clinical Commissioning Group: 

Recommendation 7 

Highlight the good practice being delivered in relation to long term conditions by a number of 
surgeries across Cumbria, and ensure that this is rolled out with an ambition for all GP 
surgeries to be delivering a five star service by 2014-15 

Rationale: Evidence from the Diabetes Service Users Group in addition to the task group’s 
own experiences highlighted some extremely good practice across a number of 
GP Practices within Cumbria.  This 5* type approach was felt to have significant 
benefits for patients, enabling them to have the confidence and support to 
manage their conditions themselves in so much as possible.  Unfortunately 
however the information provided indicated that this service level is not 
consistent throughout Cumbria with some practices not providing the same levels 
of information or support to patients in this regard.  The benefits of self 
management both to patients and also to the health service as a whole were 
clearly seen by the task group over the course of this review and as such they 
would strongly recommend that all GP Practices are encouraged and supported 
to achieve the same levels of high quality services in relation to the management 
of long term conditions. 

 

Recommendation 8 

Ensure that all schools in Cumbria are covered by a school nurse, at a ratio that enables 
adequate time to support young people particularly in relation to managing and assisting in 
screening for long term conditions 

Rationale: The final recommendation that the task group would like to put forward for 
consideration is in relation to the invaluable support that school nurses can 
provide.  Evidence would appear to indicate that school nurses can add real 
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value to the support and self management of long term conditions for children 
and young people and their families.  Whilst the ratio of school nurses across 
Cumbria varies, the task group feel that their role could be increased and 
strengthened to take on a more proactive approach to helping to provide 
information, screening, and supporting young people with long term conditions.  
Whilst this may require a review of levels of school nurses across the county the 
task group feel that this would provide real value for money in supporting the 
prevention agenda and assisting those young people with already diagnosed 
conditions. 

 
 

The Chair of the task group would like to thank everyone who has supported and contributed 
to this review. 

 

Report ends. 
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APPENDIX A 

Notes from fact-finding meeting on Self-management of Long-term Conditions held 10 
July 2012 at County Offices, Kendal 

 

Peter Rooney - Director of Strategic Planning NHS Cumbria Clinical Commissioning Group 
Matt Brown - Locality Director, Furness at NHS Cumbria 
Dr Cathy Hay – Clinical Director Cumbria Diabetes  

The task group were advised that health care used to be around managing infectious 
diseases, however now it is largely about how to manage long-term conditions.  Often 
people have more than one long-term condition so it is about `long-term people’ rather than 
necessarily a long-term condition.  The reality is that most long-term conditions are managed 
by experts who work in large institutions and the big issue is how to get that expertise out 
and into communities. Diabetes is a good example because research shows that a typical 
diabetic spends three hours a year with the medical experts and is expected to manage their 
condition the rest of the time on their own.  A draft Long-term Conditions Strategy has been 
drawn up setting out common principles to adopt in supporting people to self-manage. 

The Clinical Director Cumbria Diabetes noted how NHS Cumbria had taken a particular 
interest in diabetes five years ago. The establishment of Cumbria Diabetes has provided a 
focus for a range of health professionals but with a key aim of looking to support people in 
self-management.  This is evidenced through adoption of the national education DAFNE 
(Type 1 diabetes) and DESMOND (Type 2 diabetes) programmes, and more recently 
`Walking away from Diabetes’ aimed at those at risk of developing the condition.  The 
importance of the group programmes is that they can produce a powerful dynamic to both 
understand and manage the condition.   

Care planning training is delivered to help GP practices to take up the self-management 
approach but, as a member noted, they are under immense pressures and may find it 
difficult to have meaningful conversations with patients.  The recognition that people with 
diabetes often also have other long-term conditions raises the importance of systems 
working in parallel for example enabling so that person with diabetes can also attend chest 
clinic or have heart test carried out. 

Members were advised that the infrastructure for diabetes is quite well developed but this is 
not necessarily the case for all long-term conditions.  It was also felt that that professionals 
are under pressure to complete consultations on time and so the issue of how GPs can be 
released to spend time helping the patient to understand and manage their condition is a key 
challenge.   

The task group considered the information provided and used this in addition to the research 
already carried out to help them develop the scope for their review. 
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Health Scrutiny Task Group Self-Management of Long-term Conditions – Diabetes in 
Committee Room 4 on 8 August 2012 

Helen Pattie (Diabetes UK North West – Regional Manager) 

Jo Cunnah (Diabetes UK North West – Volunteer Development Officer) 

 

Members explained that the aim of this review is to identify how people are managing their 
conditions, establish whether they having any problems managing these, and to understand 
how they are supported in this for example through signposting.  The group would also like 
to identify how / if this could me made easier for people.  The group’s aim is then that their 
findings can be used to identify broad issues and / or good practice that can be applied 
across long term conditions generally.   

The Regional Manager advised that Diabetes UK are the leading charity that cares for, 
connects with and campaigns on behalf of all people affected by and at risk of diabetes. The 
office works with Primary Care Trusts (PCTs), Clinical Commissioning Groups (CCGs), 
paediatric networks and members to improve standards of care across the Region.  Due to 
the size of the region the organisation can be working with several PCTs and CCGs at any 
one time.   

Their focus recently has been on conducting a major awareness raising campaign, which 
has included events such as recent roadshows in Carlisle and Barrow.  As part of this they 
also promote NHS healthchecks to try to encourage people at risk to get checked out by 
their GPs.  At the recent roadshows for example they carried out 626 risk assessments.  Of 
these individuals 53% were identified as being at high risk of diabetes and were therefore 
recommended to go to their own doctors for a full check.  There will also be a Diabetes 
Children Campaign starting soon. 

In addition to this early identification and preventative role Diabetes UK also supports people 
who have diabetes ensure they have access to the right information and support to manage 
their condition effectively and avoid some of the preventable complications.  For example 
people with diabetes are 23 times more likely to have an amputation than the rest of the 
population.  If their condition were perhaps identified earlier or they were all having regular 
checks on their feet this risk may have been reduced, not only leading to improvements for 
individuals and their families but also in terms of reducing costs for additional / longer term 
supports.  The group discussed the benefits of early intervention in terms of improving 
quality of life and reducing the economic burden in further detail. 

The regional manager noted that they believe there to be an estimated 11,000 people in 
Cumbria undiagnosed with type 2 diabetes, however they are unable to take on any further 
work without external funding at this time.  In terms of prioritising their work they adopt a 
mixed approach, both targeting high risk groups such as areas of high social deprivation, 
whilst also targeting high footfall areas (for example the Carlisle roadshow) to raise the 
profile of the condition and carry out vital risk assessments.  They have also had approaches 
from some large employers to run awareness raising for their staff.   

In terms of children and young people the task group were advised that it is crucial that early 
diagnosis and support to young people takes place.  This helps to minimise the time they 
may have to spend in hospital, and it helps ensure that they have the support they and their 
family need.   

The group discussed the need for GPs to be open and frank with people about risks and 
changes they can make to improve their condition, rather than (as has been anecdotally 
known to occur) playing down the risk for example saying that the individual is “borderline” or 
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“a touch of…”  It was noted that there are variations between various health professionals / 
organisations in terms of their proactivity in picking up the risk of diabetes in the UK.   

The group emphasised the need for good education for everyone – people with diabetes, 
their families and health professionals. 

 

 

Health Scrutiny Task Group Self-Management of Long-term Conditions – Diabetes in 
Old Court Room on 19th September 2012 

Dr Robert Westgate – GP Lead for Diabetes  

Dr Neela Shabde – Medical Director Cumbria PCT 

Greg Everett – Commissioning Manager for Children and Families PCT 

 

Dr Westgate explained that over the last 10 to 15 years he has become more involved in the 
organisation of diabetes across the Cumbria and currently works for the Partnership Trust in 
a strategic and overseeing role for 4 hours per week.   

Dr Westgate explained the background to his role and the diabetes service in Cumbria, 
advising that historically there were a number of anomalies in terms of organisational 
boundaries and who employed people to deliver various services.  As a result there was no 
one body or person with responsibility for providing joined up services for diabetes as they 
were all governed by their own organisation’s priorities.  To get away from this they 
developed the Cumbria Diabetes Model which looked at a number of areas and how these 
could be joined up into a virtual organisation called Cumbria Diabetes with people either 
directly employed or through service level agreements.  As of last year April 1st Cumbria 
Diabetes became a body housed by the Partnership Trust. 

Members were advised that the vast majority of diabetes care in the county takes place via 
GPs, and one of the key things that they want to ensure as part of the Cumbria Diabetes 
Model is consistency of care and approach.  In order to achieve this they developed a local 
enhanced service framework that Practices can sign up to and that is funded locally.  The 
key components of the framework are: implementing a care planning approach to a diabetes 
care, managing injectable therapies and also providing care for vulnerable groups.  Running 
parallel to this but not specified is providing structured education.   

The task group were provided with an overview of the structured education approach in this 
context which was originally mandated in 2003.  From the beginning of 2009 Cumbria 
launched a structured education programme known as DESMOND for those newly 
diagnosed.  This is now one of the biggest programmes in the country. Following its initial 
launch it has now been opened up to people with long standing conditions.  Another 
valuable educational course is DAFNE which is a 5 day course for people with type 1 
diabetes 

Care planning for long term conditions is on the national agenda and there are many bodies 
of evidence highlighting its value as an essential component for managing long term 
conditions and in particular diabetes.  In terms of the way care planning for someone who 
has diabetes works, normally the patient would attend their Practice for an information 
gathering session including height weight and other factors.  They will then have a second 
appointment several weeks later when their results have been processed.  (These results 
are sent to the patient in advance for them to look at and think about).  When they come in 
for their second appointment therefore the consultation often focuses more on exploring the 
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issue and discussing what is important for them (behaviour focussed) and developing plans 
for how to manage the condition in the long term.    

The group discussed the adoption of this approach by Practices, and were advised that 
some practices have embraced this, some are doing it because they have to and others are 
not yet engaging.  The main issue is delivering a culture change as traditionally the NHS has 
looked at conditions in silos for example a person goes in for a check up relating to one 
condition then comes back another time for a diabetes check. – It would be better to have a 
joined up holistic approach for the patient. 

During the first year, all but 7 of the practices in the county (out of approximately 83) signed 
up to take part in the enhanced service for diabetes.  Practices should attend training and 
then it is over to them to implement it in their own environment. – It is not a prescriptive 
approach.  Current statistics show that 80% of practices are engaged in the training.  75% of 
practices have reported that they are holding the consultation sessions and 50% have 
reported that they are sending out the information to patients before their second 
consultation.  This was a good response for the first year.  

In terms of current projects, prevention and early identification is a key issue.  Walking Away 
From Diabetes in Cumbria was launched in spring 2012 and is a single one off programme 
for normal people with a high risk of identifying ways they can minimise their risk.  Feedback 
from people who have taken part is encouraging.  

The group welcomed Medical Director Cumbria PCT and Commissioning Manager for 
Children and Families PCT to the meeting.  The discussion began by considering the 
differences between type 1 and type 2 diabetes and exploring the experiences and issues 
for young people suffering from the condition.  Currently there are 238 children with diabetes 
in the county.  These numbers have increased over recent years although it is unclear as to 
what has caused this.  As young people move into adolescence however there is a real risk 
that because they will want to be independent and do their own thing, they may move away 
from structured care.  This is transition period and s a high risk time and it is essential to 
ensure that they don’t fall between two services.  The discussion moved onto consider 
commissioning and the need to ensure that there is a seamless care service and to break 
down organisational boundaries.   

In terms of reducing type 2 diabetes, health, education and social care all play a role in 
helping to instil the healthy living message.  This is a public health issue, and this key 
service area will soon be returning to the Council’s responsibility.  There is also an essential 
role in terms of schools having an understanding of children with diabetes condition and 
needs.  Schools are kept completely in the picture regarding the child’s condition and will be 
part of the multi-disciplinary team supporting them.     

The task group emphasised the need to ensure that there isn’t a silo approach, and that 
paediatricians work with other clinicians and primary care to ensure that there is a network 
that understands and supports the need of the child, particularly during the transition to 
adults phase.  From a young person’s perspective it is also important that they know that 
more than one person can help them.  The group also highlighted that the ethos of self 
management needs to be embedded at an early stage.    

The Lead Diabetes Special Nurse for Cumbria Diabetes joined the meeting and explained 
her background and role, and outlined a number of initiatives that were being developed. 
`Think glucose’ was launched three years ago to increase awareness of high quality 
diabetes care and it has set standards in supporting staff in doing this, and is backed by an 
annual audit.  Under the audit, all known hospital patients with diabetes are visited and 
questioned on clinical and care support issues.  This data is independently analysed and 
comparative results produced providing an incentive for both recognition of good practice 



 

  20

and any areas for improvement.  In addition, staff are invited to carry out an e-learning 
programme on safe use of insulin.   

The discussion moved on to focus on GP practice for diabetes, and Members stressed the 
importance of patient pathways informing care plans.   The group was advised that that there 
were patient pathways for type 1 and type 2 diabetes and related therapies but there is a 
need to build on these.  The challenge remains to develop responses where people are 
having difficulty accessing current programmes and activities. 

 

 

 

Health Scrutiny Task Group Self-Management of Long-term Conditions – Diabetes 16th 
October 2012 

Diabetes Service User Group supported by Christine Harrison – NHS Cumbria 

 

Members explained that they were keen to hear whether service users feel there are areas 
that could be improved with regards to diabetes care in Cumbria and if there is good practice 
that could be learned from. 

The Service User Group explained that they had originally been established to help advise 
the professionals when Cumbria Diabetes was initially developed.  They explained to them 
what the service was at the time and what service users expected / needed from the service.  
As the service rolled out however the role became more of a monitoring one, looking at 
ensuring consistency and high quality provision across the whole of Cumbria.  One of their 
concerns however is how they can / are able to represent all of the service users in Cumbria 
as this is a hugely diverse group.   

The group discussed some of the differences in service provision outwith Cumbria, for 
example in Blackpool diabetics are encouraged to undertake sport in Council run facilities.  
Although there is the ‘walking for health’ programme and some GP referrals for exercise in 
Cumbria, this is not consistent across the county. 

The discussion moved on to consider the perception of GPs in relation to self management 
of diabetes.  The view was mixed and within even this group, and the difference in levels of 
service provision were highlighted.  This was made very clear to the group as one member 
of the Service Users Group noted that her GP was not very proactive in getting information 
out to diabetics, and there was also an inability / reluctance to let them have paper copies of 
their blood test results.  This is a concern because if people are to successfully self manage 
they need to have as much information as possible to enable them to do this.  In contrast 
another member of the group advised that his GP practice is extremely good in terms of 
diabetes support and he feels that it is providing a 5* service.   The Group felt that 
communication is essential and is an area that needs to be improved be consistent across 
all surgeries. 

A key issue that was raised during the meeting was the need to change the mindset of 
people – both professionals such as diabetic nurses and also diabetics themselves.  It was 
felt that some professionals were comfortable / preferred to retain control, telling their 
patients what they needed to do to manage their condition.  Similarly there is a feeling that 
many diabetics who have been used to being told what they need to for their condition, are 
reluctant to move to self management.  There needs to be a shift to patients taking more 
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control.  In relation to this issue education was highlighted as being essential with 
programmes such as DESMOND and DAFNE being key. 

The service users discussed some of their own experiences in relation to managing 
diabetes, and some of the issues encountered, such as the ability / need to be able to test 
their own blood regularly to enable them to (as much as possible) use their lifestyles, 
including diet and exercise levels, to help manage their condition. 

One of the big issues that the service user group has had over the past couple of years is 
getting appropriate data and information to enable them to fulfil their role and monitor and 
suggest improvements.  Members advised that by 2016 each Practice will need to produce 
Quality Accounts which can then be inspected by the Care Quality Commission – this will 
mean that the data will have to be in place and available before then.   

The issue of hospital care in relation to diabetes was raised and the task group were advised 
that anecdotal feedback is that people feel / find that their diabetes is largely forgotten when 
they are in hospital, as the focus is on the condition they are admitted with, and any ongoing 
conditions such as diabetes are not always taken into account.  This was not always the 
case however and examples of anecdotal good practice were also cited.  It was suggested 
that would be good to include a question on any hospital patient surveys carried out about 
their experience in relation to the treatment of any long term conditions such as diabetes 
during their stay in hospital. 

 

 

 

Health Scrutiny Task Group Self-Management of Long-term Conditions – Diabetes 16th 
October 2012 

Mrs Jacqueline Ross - Dietetic Services Manager (North Cumbria University Hospitals NHS 
Trust)  

Gillian Mulvey - Specialist Diabetic Podiatrist  

Dr Rebecca Wagstaff - Deputy Director of Public Health  

Janet Upton -Diabetes Educator, Cumbria Diabetes  

 

The Dietetic Services Manager explained that she manages the Community Dietetic Service 
in East Cumbria on behalf of the Partnership Trust as well as the Acute Dietetic Service at 
the Cumberland Infirmary. 

In terms of children there isn’t a paediatric dietitian in the Carlisle area.  If admitted into 
hospital they will be given initial education in this setting, then her community team pick them 
up with home visits.  She went on to advise that there is a best practice tariff that will be 
mandatory from April 2013 and they will be commissioned to provide that service for which 
they are currently developing a business case.   

In relation to the transition from childhood (where they get a lot of support) to adult services 
where the focus is more on self management, Members queried whether joined up policies 
and procedures were in place.  The Dietetic Services Manager responded that there is a 
need to develop a policy on the transition phase, and that this is a key period, as often the 
service can ‘lose’ people for 3-4 years due to life changes – going to university etc.  She 
feels that keeping communications open is essential, and GPs should have a key role in this. 
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With regards to supporting adults, she advised that since Cumbria Diabetes has been 
established and the service has moved into the community she feels that it is working much 
better.  Overall more patients are being seen, having been picked up through GP’s.   

The Deputy Director of Public Health explained the age ranges and differences between 
type 1 and type 2 diabetes, noting that although there is a lot of research into why people 
develop type 1 it is still not clear.  In terms of type 2 the average age for developing this is 
around 40yrs old, however as the nation is generally getting fatter this age is coming down 
with people in their 20s developing the condition. 

The task group were advised of the importance of diet in helping to minimise the risk of 
developing type 2 diabetes and subsequently managing the condition.  There is now a huge 
amount of research into obesity, and it was noted that that this is a complex issue – not just 
about the amount of food that people eat,  but also about the type of food eaten with an 
increase in fast food and processed food being consumed regularly.  The group were given 
the example of 1 regular fast food meal with a milkshake – to burn these calories off you 
would need to walk 10 miles.  The group discussed this at some length, including how to 
educate people to eat and drink more healthily and how to work with schools more 
effectively, including persuading primary schools to take part in the National Child 
Measurement Programme which weighs school children at the ages of 5 and 10 years, 
providing vital monitoring information. 

In Cumbria 50% of people are overweight.  Public health has a duty to promote physical 
exercise and healthy eating, and a big culture change is needed to drive this, supported by 
education around healthy food and eating and tackling the environmental factors that 
influence nutrition and exercise such as access to takeaways and the availability of 
reasonably priced healthy food.  Approximately half of the cases of type 2 diabetes could be 
prevented if people were a healthy weight.  One suggestion put forward was for major 
employers in the county such as the Local Authorities, to proactively work with staff to raise 
the issue of diabetes, the value of healthy lifestyles, encouraging those at risk to be 
screened for the condition. 

In Cumbria approximately 1 in 5 adults have diabetes.  The development of type 2 can occur 
slowly, and the sooner it is diagnosed the better, as the longer sugar is damaging blood 
vessels the worse it can be, causing complications such as blindness and leading to 
amputations.  The condition also increases the risk of heart attacks - over 75s with diabetes 
they are twice as likely to have a heart attack.  Through better screening by GPs and 
encouraging people to go for their NHS Healthcheck.  (the government national screening 
programme for everyone between 40 and 70), it is hoped that early diagnosis rates will 
increase. 

Members were advised that someone with type 1 diabetes have a life expectancy that is 15 
years less than someone without, and someone with type 2 has a life expectancy 6 years 
less than a person without.  Currently 10% of hospital costs are in relation to diabetes and its 
complications.   

The Specialist Diabetic Podiatrist joined the meeting, and explained that that people with 
diabetes can have 2 main issues with their feet –poor circulation and the nerves can get 
damaged.  They can lose sensation to pain and can therefore injure themselves more easily.  
In addition they may get sores and healing can be affected, which in a small number of 
people can potentially lead to an amputation.  In addition to the affects this will have on 
those suffering from the condition she also advised that there is a significant financial 
implication as foot ulcers cost between £4-6000 to treat per sore.  In Cumbria alone this 
means up to £10m is spent dealing with sores. 

A range of information was provided to the group including that in Cumbria 70% of people 
with diabetes have a low risk of foot problems, 23% have increased risk and 7% have a high 
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risk.  In terms of treating people it was highlighted that a multi disciplinary approach is 
essential – eye care, foot care, dietary advice, smoking cessation all need to be provided 
together to deliver better outcomes for patients. 

The task group reviewed in some detail the podiatry service in Cumbria, looking at the 
service specification and guidance the team works to, the assessment tools in place and the 
options for treatment GPs have.  Members were pleased to note the standard assessment 
tools, and were advised that each locality works to the same outcome but in different ways.  
Currently everyone knows how to do foot assessments, all of the forms, guidelines and 
standards are consistent, although operationally how the outcome is achieved may vary.  
The group felt that consistency of approach and service is key and needs to be embedded 
throughout the county.     

The discussion moved on to consider broader factors affecting the diabetes service across 
Cumbria, and Members were advised that there are a range of issues that affect service 
provision including ICT and the inability to access / share patient information across service 
areas, the aging population, poor transport links, and the rurality and geography of the 
county. 

The final witness the task group met with was the Diabetes Educator from Cumbria 
Diabetes.  Members were advised that her role is part time and that she works educating the 
professionals, and is involved with delivering DESMOND and Walking Away throughout the 
whole of Cumbria. 

The task group were given an overview of the work carried out in this regard, noting that 
quite a lot is undertaken with primary care staff and in GP Practices.  There is now a record 
of all GP practices that have undertaken training with information recorded regarding which 
practice and which staff have attended sessions.  This means that if necessary the lead GP 
could identify which practices haven’t undertaken training. 

The group were advised that each practice that is implementing care planning has to issue 
questionnaires to patients who have been through the process and each practice is 
expected to have 30 completed questionnaires by the end of this financial year which will be 
returned to the .  These will be returned to the Diabetes Educator’s team.   

The task group concluded by asking whether the Diabetes Educator felt that there are any 
gaps in the service that the group should be aware of.  Members were advised that care 
planning requires patients to consider their way forward and think about goals and come up 
with an action plan.  The healthcare professional who works with them should be signposting 
to options.  For example someone may want to lose weight, someone widowed may benefit 
from cookery lessons to help them eat more healthily.  She feels that delivering some of 
these skills, training and support would sit in public health and that it may be beneficial to 
have someone co-ordinating this, but at present that is not in place.  More broadly walking 
groups, cooking classes etc could be beneficial to a range of long term conditions not just 
diabetes and a single publication outlining this type of information such as contacts for 
various groups could be very beneficial.   

 

 


