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Policy Statement

Diabetes mellitus is a chronic disabling disorder which is increasing in prevalence.
To enhance diabetes care for its service users, this organisation acknowledges the importance of its staff co-operating with the health professionals delivering the diabetic service.

The wellbeing and quality of life sustained by the service user will be enhanced by well-planned, comprehensive care and support of staff. Many of our service users have lived with diabetes for many years and it is important that their views and the way they manage their diabetes is incorporated, wherever possible into their diabetic care plan.

The Policy

Liaison with community diabetes care service

Regular liaising with the community diabetes team is important for staff to ensure they are up to date with the treatment being given, the assessed risk of hypoglycaemia and other complications for each service user.

The Diabetes specialist nurse can provide advice and support, to both the service user and staff.

Other community-based healthcare professionals, e.g. dietician, podiatrist, and pharmacist, can provide important contributions to optimising diabetes care.

.

NICE guidelines [NG17] published August 2015. Last updated July 16 Type 1 diabetes in adults: diagnosis and management 

NICE guidelines [NG18] Published date: August 2015.  Diabetes (type 1 and type 2) in children and young people: diagnosis and management

NICE guidelines [NG19] Published date: August 2015 Last updated in January 16 Diabetic foot problems: prevention and management 

NICE quality standard [QS6] Published date: March 2011 Last updated in August 16 Diabetes in adults 

Nice Guideline (PH38) published date July 2012 Last updated September 2017. Type 2 diabetes: prevention in people at high risk

Prevention

We encourage our service users to have regular check-ups with their GP or attend outpatient appointments and follow the advice given to them in relation to healthy living including tailored physical activity, weight management and dietary advice to help in preventing the onset of diabetes, in people who are at high risk.  

Diet and Nutrition.

Diet plays an important part in controlling diabetes. All service users will have a menu and diet plan in place from the diabetic nurse. Staff involved in preparing food will work with the service user and follow this plan. The service user’s choice and preferences will always be taken into consideration in the preparation of agreed diets. If the service user continually refuses and chooses other foods the worker must record and report immediately to their supervisor or manager who may need to contact other professionals for guidance.
When working with service users it is their choice which foods they eat and this organisation will provide both service user and their family with information and support to encourage a healthy diabetic diet and work with health care professionals to this end. 

All service users are screened for malnutrition. The MUST tool is used for this purpose.

The presence of co-existing disease may lead to physical and cognitive impairment in a service user with diabetes and can make activities such as eating difficult or impossible and place the service user at nutritional risk.

This organisation will work with a dietician, the speech and language team (SALT) and GP or hospital specialist as required.

Care or Support plan

Within their main care or support plan each service user will have an individualised diabetes care or support plan.

The agreed objectives summarised in the diabetes care plan will include; diet, foot care, eye care, wellbeing review arrangements, medication and the need for regular medication review. The service user is encouraged to be fully involved in this care plan. For those service users assessed as lacking the capacity to make a decision a best interest decision will be made concerning the management of medication and the diabetes following the Mental Capacity Act 2005 Code of practice

Review Arrangements of the Diabetic Care Plan

Each service user with diabetes requires documented evidence of a review. This will be carried out monthly. The frequency of the review should be decided with the healthcare professional or diabetic nurse.  This review will also include measures of walking ability, balance, mood assessment, and cognitive function.
Foot care services

All service users with diabetes should have and will be encouraged to have regular visits by or to a chiropodist to ensure any problems associated with diabetes are picked up as soon as possible. If these visits cannot be arranged by the service user or their family, they will be arranged by this organisation Transport and or an escort service will be arranged as required.

Staff are not permitted to cut the nails of the service user.

Staff must report any changes to the skin or problems identified by the service user immediately to their manager or supervisor. 

NICE recommend that people with diabetes have a foot assessment when diagnosed and at least annually afterwards or if any foot problems arise and if admitted to hospital

Well being

Depression is more common in people with long-term conditions but may go unnoticed in older people with complex health problems such as diabetes. Painful neuropathy, foot ulceration and adverse effects of medication can all contribute to depression. We recognise that anything which affects the service users’ mental well-being may also affect their ability to successfully manage their own diabetes. Staff are trained to recognise symptoms of depression, so that an early diagnosis can be made by the GP and this will help limit the longer term impact. Screening at the start of the service and at least annually is carried out for service users. 

Eye care services

Service users with diabetes are likely to have a high incidence of eye disease this may include macular disease, cataract and refractive error. All service users will be supported to attend appointments at eye clinics as required or be encouraged to have annual eye tests.

An escort service will be arranged as required.

Staff must report any concerns, changes or problems in the service user’s eye sight immediately to their manager or supervisor.

Please note NICE guidelines recommend that GP’s refer people with type1 diabetes to local eye screening as soon as possible or within 3 months from referral. Eye screening should then take place annually 

Management of infections

We recognise that service users with diabetes are at increased risk of a range of infections including skin, respiratory, oropharyngeal, and urinary tract. Observing for signs of infection such as a change in mobility, increased confusional state, or worsening lethargy staff are aware of the need to report these signs immediately so that the appropriate medical help can be sought quickly.

Vaccination program

We recognise that service users with diabetes are a high-risk group for influenza and other serious infections. Each service user is encouraged to receive timely vaccinations to reduce risk of serious infections, such as the pneumococcal and influenza vaccinations. The vaccination schedule is included in their care plan along with any other relevant evidence.

Administration of treatments including insulin

Insulin will either be administered by the service user or a visiting health care professional.

All staff will be trained to recognise signs of Hypoglycaemia and Hyperglycaemia

Referral to hospital

We have in place a Service user’s Diabetes Passport which goes with the service user if they are admitted to hospital. This passport in checked and updated at the monthly care plan review.

Liaison with the hospital team prior to subsequent discharge of a service user with diabetes is essential.

Quality

An audit of our diabetic care is included in our quality monitoring systems. These include: clinical audit, use of a minimum data set, frequency and completion of care plan review, and implementation of a diabetes care policy.
We audit hospital admission rate, hypo glycaemia rate, frequency of infection, pain nutrition, and attainment of high completion rates for annual review to improve the quality of care for our service users.

Related Policies

Assessment of Need and Eligibility

Care and Support Planning

Nutrition, Hydration and Food Safety

Medication

Related Guidance

· NICE guidelines [NG17] published August 2015. Last updated July 16 Type 1 diabetes in adults: diagnosis and management https://www.nice.org.uk/guidance/ng17 

· NICE guidelines [NG19] Published date: August 2015 Last updated in January 16 Diabetic foot problems: prevention and management https://www.nice.org.uk/guidance/ng19 

· NICE quality standard [QS6] Published date: March 2011 Last updated in August 16 Diabetes in adults https://www.nice.org.uk/guidance/qs6 

· Nice Guideline (PH38) published date July 2012 Last updated September 2017. Type 2 diabetes: prevention in people at high risk https://www.nice.org.uk/guidance/ph38
· Diabetes UK https://www.diabetes.org.uk/ 

Training Statement

All staff, during induction are made aware of the organisations policies and procedures, all of which are used for training updates. All policies and procedures are reviewed and amended where necessary and staff are made aware of any changes. Observations are undertaken to check skills and competencies. Various methods of training are used including one to one, on-line, workbook, group meetings, individual supervisions and external courses are sourced as required.
