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Please introduce yourself in the chat
• Name 
• Practice or PCN
• Your role
• Any questions you have around Diabetes

(Please keep yourself on mute and camera off)

Welcome!
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Item Speaker

1. Welcome Dr Sharvanu Saha

2. Risk factors and prevention Dipti Gandhi

3. Cardiovascular risk in Diabetes Dipti Gandhi

4. Diabetes Distress Catherine Bewsey

5. Q&A Dipti and Catherine

4. Next Steps Iona De Wet, HIN

Agenda
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Background
• SWL ICB Diabetes programme have developed an approach for 

the systematic improvement of achievement of the 3 
treatment targets (3TTs) for diabetes in primary care 

• The SWL team have developed a framework for practices to 
use to help them to improve their achievement of 3TTs 
through a quality improvement (QI) approach, focusing on 7 
key domains; organisation and process, data foundations, 
consistency, consultation style, engaging the community, 
leadership, and training and competencies.

• The SWL team have managed to successfully deploy this 
framework to a small number of practices in SWL and are 
seeking to scale this to reduce variation across their 
geography.

• The programme also includes a series of 6 clinical refresher 
sessions to support practices.



Ensure the core 
clinical 

understanding in 
your practice

Optional lunchtime 
webinars

Focus together 
on the system 
and process 
that enables 
effective care

Short F2F and Virtual 
Workshops for lead 

Nurse & GP

Hands on 
support just 

for you

Spin Fellow Support 
F2F & Virtual

Introduction to 
Diabetes

Diabetes 
Screening & 
Prevention

Complex Diabetes 
Care

Diabetes Clinical 
Competencies

Diabetes 
Treatment and 
Medication 1

Diabetes 
Treatment and 
Medication 2

For staff directly involved in the 
holistic management of people’s 
diabetes but who do not deliver 

clinical diabetes care

For staff who have direct patient contact who 
are delivering basic clinical care

Staff involved in clinical decision making for 
people with diabetes

Staff with a special interest in 
diabetes

Introduction, 
leadership, data 

fundamentals

- Theory & Method -
- Peer Expertise Sharing -
- Signposting Solutions -

- Theory & Method -
- Peer Expertise Sharing -
- Signposting Solutions -

- Theory & Method -
- Peer Expertise Sharing -
- Signposting Solutions -

- Theory & Method -
- Peer Expertise Sharing -
- Signposting Solutions -

Organisation & 
Process

Consistency Engaging Patients

Community of 
Practice with local 

practices

Peer led discussion on the 
topics that matter to us

4 Hrs F2F 90 Mins Virtual 90 Mins Virtual 90 Mins Virtual

1 Hr Virtual

Take Stock Action Plan Review

Flexible Spin Fellow Support in Your DWG Meets

Self Assess your 
Diabetes System and 

Process

Identify Priorities and 
Timelines

Reflect on How Your 
Changes are Going

3TT QI Guide & Self Assessment, Access to Data Support, Materials and Solutions Summary Short Videos

90 mins in your monthly DWG 
meet

90 mins in your monthly DWG 
meet

90 mins in your monthly DWG 
meet

Influencing the 
Practice, knowing how 

well we are doing

Most effective and 
reliable use of 

resources

Doing what we say 
we do – across the 

practice

Viewing the community 
an asset, engaging 

hard to reach patients
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Who is this session for?

• NHS staff who have direct patient contact and who are 
delivering basic clinical care.
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•Describe the risk factors for developing Type 2 diabetes and 

be able to explain the importance of prevention
•Be aware of the current guidance on screening to identify 
T2DM, and recognise when it is appropriate to undertake 
screening.
•Confirm a diagnosis
•Understand cardiovascular risk in the context of diabetes 
management
•Understand diabetes distress, know how to use screening 
tools to identify distress in practice and how to guide 
conversations about it

What we will cover 
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Risk factors for developing T2DM
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Know your risk score…
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What does that mean?
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What can we offer someone with a high risk?

National diabetes prevention program: Hba1c 
42-47 inclusive in the last year (and not 
currently Dx Diabetes) 18+ years old. Can 
prevent getting diabetes!

Moving more….

https://www.diabetes.org.uk/diabetes-the-basics/types-of-
diabetes/type-2/can-diabetes-be-
prevented?_gl=1%2A1chdy8v%2A_ga%2AODUyNjg3ODMyLjE2Mj
I0ODg5NDU.%2A_ga_J1HFNSGEX6%2AMTY4OTQ5NzkyNy41LjEu
MTY4OTQ5OTUyNi41Mi4wLjA. 

Stopping smoking

Eating 
better…..

NHS digital weight management programme, for people with 
hypertension

https://www.diabetes.org.uk/diabetes-the-basics/types-of-diabetes/type-2/can-diabetes-be-prevented?_gl=1%2A1chdy8v%2A_ga%2AODUyNjg3ODMyLjE2MjI0ODg5NDU.%2A_ga_J1HFNSGEX6%2AMTY4OTQ5NzkyNy41LjEuMTY4OTQ5OTUyNi41Mi4wLjA
https://www.diabetes.org.uk/diabetes-the-basics/types-of-diabetes/type-2/can-diabetes-be-prevented?_gl=1%2A1chdy8v%2A_ga%2AODUyNjg3ODMyLjE2MjI0ODg5NDU.%2A_ga_J1HFNSGEX6%2AMTY4OTQ5NzkyNy41LjEuMTY4OTQ5OTUyNi41Mi4wLjA
https://www.diabetes.org.uk/diabetes-the-basics/types-of-diabetes/type-2/can-diabetes-be-prevented?_gl=1%2A1chdy8v%2A_ga%2AODUyNjg3ODMyLjE2MjI0ODg5NDU.%2A_ga_J1HFNSGEX6%2AMTY4OTQ5NzkyNy41LjEuMTY4OTQ5OTUyNi41Mi4wLjA
https://www.diabetes.org.uk/diabetes-the-basics/types-of-diabetes/type-2/can-diabetes-be-prevented?_gl=1%2A1chdy8v%2A_ga%2AODUyNjg3ODMyLjE2MjI0ODg5NDU.%2A_ga_J1HFNSGEX6%2AMTY4OTQ5NzkyNy41LjEuMTY4OTQ5OTUyNi41Mi4wLjA
https://www.diabetes.org.uk/diabetes-the-basics/types-of-diabetes/type-2/can-diabetes-be-prevented?_gl=1%2A1chdy8v%2A_ga%2AODUyNjg3ODMyLjE2MjI0ODg5NDU.%2A_ga_J1HFNSGEX6%2AMTY4OTQ5NzkyNy41LjEuMTY4OTQ5OTUyNi41Mi4wLjA


Why is prevention of T2DM important

• Diabetes is associated with 
significant disease burden, not 
just ‘sugar disease’

• Increased Cardiovascular 
disease, so leading to more 
strokes, heart attacks

• Chronic kidney disease- dialysis

• Amputations/Blindness

12

STROKE 

BLINDNESS 

HEART DISEASE 

KIDNEY DISEASE 

NEUROPATHY 

AMPUTATION 
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Confirm the 
diagnosis

• The defining characteristic of diabetes, and 
the cause of many diabetic complications, is 
usually high blood glucose – hyperglycaemia

• Therefore, identifying and measuring blood 
glucose levels forms the basis of diagnosis. It 
is also an essential part of monitoring in 
persons with diabetes

1. American Diabetes Association. Diabetes Care 2018;41(Suppl. 1):S1-156. 



Diagnostic Measures - Prediabetes

Prediabetes diagnostic criteria according to health authorities. 

Diagnostic criterion WHO1/NICE4 ADA2 ESC/EASD3

HbA1c

42-47 mmol/mol 

(6.0-6.4%) 

39-47 mmol/mol 

(5.7-6.4%) 

Impaired glucose tolerance.

2-hour OGTT 
7.8-11.1 mmol/L 7.8-11.1 mmol/L 

Impaired Fasting Glucose: Fasting 

glucose concentration
6.1-6.9 mmol/L 5.6-6.9 mmol/L 

WHO=World Health Organization, ADA=American Diabetes Association; ESC=European Society of Cardiology, EASD =European Association for the 

Study of Diabetes, NICE=National Institute for Health and Care Excellence; OGTT=oral glucose tolerance test;. 



UK Diagnostic Criteria 
(based on WHO guidelines 2011)

NICE 1

HbA1c ≥ 48 mmol/mol (6.5%) 

FPG ≥7 mmol/l

2-h PG ≥11.1 mmol/l

*Glucose criteria (FPG or 2-h PG) are preferred for the diagnosis of diabetes. In all cases, the diagnosis should be confirmed on a separate day by repeating glucose or HbA1c testing. 

When HbA1c is used for diagnosis, follow-up glucose testing should be done when possible to help manage diabetes.
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HbA1c Is an Indirect Measure 
of Average Blood Glucose

HbA1c is an indirect measure

• Glycation is irreversible, and red blood cells exist for 

around 120 days

• Therefore, HbA1c gives an indirect measure 

of average blood glucose concentrations during the 

preceding 3 months:

− HbA1c does not reflect blood glucose levels equally 

over the previous 120 days

− Instead, recent changes in glycaemic control are 

over-represented in HbA1c

1. Saudek CD, et al. JAMA 2006;295:1688-1697.

50% 
30 days before 

measurement

25%
30-60 days 

before 

measurement

25%
60-120 days 

before 

measurement

50% of HbA1c is determined 

by glycaemia during the 30 

days preceding measurement



• ALL children and young people

• Anyone age suspected of having Type 1 diabetes

• Those with symptoms of diabetes for less than 2 
months

• People at high risk who are acutely ill (e.g. those 
requiring hospital admission)

• Those taking medication that may cause rapid glucose 
rise e.g. steroids, antipsychotics

• People with acute pancreatic damage, including 
pancreatic surgery

• In pregnancy

• A full list of factors can be found in Annex 1 of the 
WHO report 2. 

Situations where HbA1c is not appropriate for diagnosis of diabetes1:

https://www.diabetes.org.uk/professionals/position-statements-reports/diagnosis-ongoing-management-monitoring/new_diagnostic_criteria_for_diabetes Accessed 05 November 2020
2. https://www.who.int/diabetes/publications/report-hba1c_2011.pdf accessed Jan 2021

https://www.diabetes.org.uk/professionals/position-statements-reports/diagnosis-ongoing-management-monitoring/new_diagnostic_criteria_for_diabetes
https://www.who.int/diabetes/publications/report-hba1c_2011.pdf


Advantages and Disadvantages of Screening Tests for Diabetes
Test Advantage Disadvantage

Fasting plasma glucose (FPG) Extensive experience, widespread availability, low 
cost

Fasting required, reflects glycemia solely at moment of 
sampling, substantial biologic variability, potential influence 
of acute illness, sample instability in vial, lack of global 
standardization

Oral glucose-tolerance test (OGTT) Most sensitive test, earliest marker of glucose 
dysregulation

Fasting required, substantial biologic variability, poor 
reproducibility from day to day, lack of association of results 
with complications over time, sample instability in vial, 
more time required, inconvenience, higher cost, lack of 
global standardization of plasma glucose measurements

Glycated haemoglobin (HbA1c) Fasting not required, low biologic variability, 
marker of long-term glycemia, stable during acute 
illness, sample stability in vial, global 
standardization, close association of results with 
complications

Lack of reliability in patients with hemoglobinopathies (e.g., 
sickle cell disease and thalassemia, usually with reduced 
levels), unreliability in certain anaemias with high red-cell 
turnover (e.g., haemolytic anaemia, usually with reduced 
levels) or low red-cell turnover (e.g., iron deficiency, usually 
with increased levels), lack of reliability after recent 
transfusion (in the previous 2 to 3 months), falsely low 
results in advanced (stage 4 or 5) renal disease, racial and 
ethnic differences (e.g., slightly higher in black populations), 
possibility of a glycation gap (differential glycation in 
response to the same ambient glucose exposure between 
persons), higher cost, lack of global availability

Adapted from Inzucchi SE NEJM 367;6 nejm.org august 9, 2012



HbA1c Targets(1,2)

• HbA1c level of 48 mmol/mol (6.5%) 

• HbA1c level of 53 mmol/mol (7.0%) for adults 
on a drug associated with hypoglycaemia

• Reviewed 3–6-monthly intervals

1. © NICE [2022] Type 2 diabetes in adults: management. Available from: www.nice.org.uk/guidance/ng28 All rights reserved. Subject to Notice of rights NICE guidance is prepared for the National Health Service in England. All NICE guidance is subject to regular review and 
may be updated or withdrawn. NICE accepts no responsibility for the use of its content in this material
2. Scottish Intercollegiate Guidelines Network (SIGN). Management of Diabetes. Edinburgh: SIGN; 2017. Available from: https://www.sign.ac.uk/assets/sign116.pdf



HbA1c and Risk of Comorbidities
The UK Prospective Diabetes Study (UKPDS) demonstrated a strong association between hyperglycaemia and T2D complications.1 

Incidence rates of myocardial infarction and microvascular 

complications by mean HbA1c level*1

Each 1% reduction in HbA1c level 

was associated with 37% decrease in 

microvascular risk (95% Cl, 33-41%; 

p<0.0001)

Each 1% reduction in HbA1c level 

was associated with 14% decrease in 

myocardial infarction risk (95% Cl, 

8-21%; p<0.0001)
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Adapted from Stratton IM, et al. 2000.1

N.B. 'Other studies have demonstrated a significant reduction or no cumulative benefit with regard to microvascular events and no reduction in the risk of macrovascular events following intensive glycaemic therapy (targeting HbA1C <6.5% or <6.0%) 2,3 

*Data from a prospective observational study of 4,585 patients, of which 3,642 were included in analyses of relative risk. Incidence rates were adjusted for age, sex ,and ethnic group, expressed for white men aged 50–54 years at diagnosis and with mean 

duration of diabetes of 10 years. CI = confidence interval.

1. Stratton IM, et al. BMJ 2000;321:405-412. 2. Gerstein HC, et al. N Engl J Med 2011;364:818-828. 3. Zoungas S, et al. N Engl J Med 2014;371:1392-1406.
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Diabetes and Cardiovascular Risk

• In type 2 diabetes, an increased cardiovascular risk 

often exists for many years before the onset of 

biochemical hyperglycaemia. 

Schofield JD et al. Diabetes Ther 2016; 7(2): 203–219

• These risk factors may lead to the early development 

of Coronary Heart disease (CHD) and may account for 

the increased incidence of diabetes in the period 

following a diagnosis of cardiovascular disease.

• During this period, obesity and insulin resistance are 

often present, associated with hypertension and 

dyslipidaemia - usually referred to as metabolic 

syndrome 
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Diabetes, Hypertension, and Cardiovascular Disease

Petrie JR et al. Can J Cardiol. 2018 May; 34(5): 575–584

There are several vascular processes 

whereby diabetes and hypertension 

predispose a person to cardiovascular 

disease. 

• Common risk factors promote diabetes 

and hypertension, which are 

associated with atherosclerosis, 

vascular inflammation, endothelial 

dysfunction, and structural 

remodelling, which lead to 

macrovascular and microvascular 

disease. 

• Vascular damage and endothelial 

dysfunction are amplified when 

diabetes and hypertension coexist.
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Blood Pressure (Lifestyle) 

The NICE/British Hypertension Society guideline 
indicates that the following lifestyle activities are 
associated with a potential reduction in blood 
pressure:

• weight reduction if overweight or obese

• increasing fruit and vegetable intake

• reducing sodium intake 

• limitation of alcohol consumption 

• limitation of caffeine consumption

• regular physical activity

• smoking cessation

• stress management

© NICE [2022] Hypertension Clinical Knowledge Summary. Available from https://cks.nice.org.uk/topics/hypertension/ and  https://cks.nice.org.uk/topics/hypertension/management/management/All rights reserved. Subject to Notice of rights. NICE guidance is 
prepared for the National Health Service in England. All NICE guidance is subject to regular review and may be updated or withdrawn. NICE accepts no responsibility for the use of its content in this material

https://cks.nice.org.uk/topics/hypertension/


Blood Pressure (Hypertension) 
Guidelines

NICE:

Age <80 years:

• Clinic BP <140/90 mm Hg

• ABPM/HBPM <135/85 mm Hg

Age ≥80 years:

• Clinic BP <150/90 mm Hg

• ABPM/HBPM <145/85 mm Hg

Postural hypotension:

• Base target on standing BP

Frailty or multimorbidity:

• Use clinical judgement

1. Scottish Intercollegiate Guidelines Network (SIGN). Management of Diabetes. Edinburgh: SIGN; 2017. Available from: https://www.sign.ac.uk/assets/sign116.pdf
2. © NICE [2022] Hypertension in adults: diagnosis and management. Available from: www.nice.org.uk/guidance/ng136 All rights reserved. Subject to Notice of rights NICE guidance is prepared for the National Health Service in England. All NICE guidance is subject to regular 
review and may be updated or withdrawn. NICE accepts no responsibility for the use of its content in this material

SIGN: <130/80 mm Hg

ABPM, ambulatory blood pressure monitoring; BP, blood pressure; HBPM, home blood pressure monitoring

Measure standing as well as 

seated blood pressure in 

people with hypertension and:

• with type 2 diabetes, or

• with symptoms of postural 

hypotension, or

• aged 80 and over.



Choice of antihypertensive drug, monitoring treatment and BP targets

.

Step 2

Hypertension without type 2 diabetes

Step 2

ACEi or ARB CCB

ACEi or ARB + CCB + thiazide-like diuretic

Confirm resistant hypertension: confirm elevated BP with ABPM or HBPM, check for postural hypotension 

and discuss adherence 

Consider seeking expert advice or adding a:

• low-dose spironolactone if blood potassium level is ≤4.5 mmol/l

• alpha-blocker or beta-blocker if blood potassium level is >4.5 mmol/l

Seek expert advice if BP is uncontrolled on optimal tolerated doses of 4 drugs

Age <55 and not of black African 

or African–Caribbean family 

origin

Age 55 or over
Black African or African–Caribbean 

family origin (any age)

Hypertension with

type 2 diabetes
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ACEi or ARB

+

CCB or thiazide-like diuretic

CCB
+

ACEi or ARB or thiazide-like diuretic

Step 1

Step 3

Step 4

This visual summary builds on and updates previous work 

on treatment published by the BIHS (formerly BHS)

© NICE [2022] Hypertension in adults: diagnosis and management. Available from: www.nice.org.uk/guidance/ng136 All rights reserved. Subject to Notice of rights. NICE guidance is prepared for the National Health Service in England. All NICE guidance is subject to regular 
review and may be updated or withdrawn. NICE accepts no responsibility for the use of its content in this material. 

ABPM, ambulatory blood pressure monitoring; BP, blood 
pressure; HBPM, home blood pressure monitoring.
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Blood Pressure Control

Hypertension is common among patients with diabetes, 

with the prevalence depending on type and duration of 

diabetes, age, sex, race/ethnicity, BMI, history of 

glycaemic control, and the presence of kidney disease, 

among other factors1 

1. de Boer IH et al. Diabetes Care 2017 Sep; 40(9): 1273-1284.https://doi.org/10.2337/dci17-0026

2. Scottish Intercollegiate Guidelines Network (SIGN). Management of Diabetes. Edinburgh: SIGN; 2017. Available from: https://www.sign.ac.uk/assets/sign116.pdf

• Each 10 mm Hg reduction in systolic pressure is 

associated with a 15% (95% CI 12 to 18%) reduction in 

the risk of CVD death over ten years2.

• Hypertension is a strong risk factor for atherosclerotic 

cardiovascular disease (ASCVD), heart failure, and 

microvascular complications1

https://doi.org/10.2337/dci17-0026
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CVD risk using QRISK3…

• https://swlimo.southwestlondon.icb.nhs.uk/content/uploads/2022/1
2/Hypertension-Guidance-for-Primary-Care-v2.2.pdf 

• https://qrisk.org 

https://swlimo.southwestlondon.icb.nhs.uk/content/uploads/2022/12/Hypertension-Guidance-for-Primary-Care-v2.2.pdf
https://swlimo.southwestlondon.icb.nhs.uk/content/uploads/2022/12/Hypertension-Guidance-for-Primary-Care-v2.2.pdf
https://qrisk.org/
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No type 2 
CVD risk 
=5.5%

No BP 
treatment 
CVD risk 
=8.1%

No T2DM 
and no BP tx
CVD risk
=4%



301. Schofield JD et al Diabetes Ther 2016 Jun; 7(2): 203–219.
2. Scottish Intercollegiate Guidelines Network (SIGN). Management of Diabetes. Edinburgh: SIGN; 2017. Available from: https://www.sign.ac.uk/assets/sign116.pdf

The risk of CHD is greater at any given level of 

serum cholesterol in patients with diabetes and its 

association with hypertriglyceridemia is stronger 

than in the general population1.

Cholesterol and CHD in Diabetes 

CHD = Coronary Heart Disease 

• There also appears to be no threshold below which a 

further reduction in low-density lipoprotein (LDL) 

cholesterol might be beneficial1. 

• A 1 mmol/l reduction of LDL cholesterol represents a 

21% reduction in risk of cardiovascular disease2

• There is evidence that cholesterol-lowering therapy 

significantly reduces CHD in patients both with and 

without diabetes1



Cholesterol 
Management

Cholesterol levels should be measured each year to 
assess risks of heart disease and other long-term 
diabetes complications1-3

All individuals with type 1 or those with type 2 

diabetes and a QRISK2 score >10% are 

recommended to be offered 20mg 

atorvastatin for primary prevention of CVD4

Please refer to your local protocol and guidance for 

cholesterol management as strategies may vary

1. Waddingham S. Nine Processes of Care for Diabetes. British Journal of Primary Care Nursing. 2011;8(4):171–3. Available from: https://www.issuesandanswers.org/wp-content/uploads/2020/02/3699.pdf (accessed March 2023) 2. Scottish Intercollegiate Guidelines 
Network (SIGN). Risk estimation and the prevention of cardiovascular disease. Edinburgh: SIGN; 2017 Available from: https://www.sign.ac.uk/assets/sign149.pdf 3. Scottish Intercollegiate Guidelines Network (SIGN). Management of Diabetes. Edinburgh: SIGN; 2017. 
Available from: https://www.sign.ac.uk/assets/sign116.pdf 4. © NICE [2023] Cardiovascular disease: risk assessment and reduction, including lipid modification. Available from: www.nice.org.uk/guidance/cg181 All rights reserved. Subject to Notice of rights. NICE 
guidance is prepared for the National Health Service in England. All NICE guidance is subject to regular review and may be updated or withdrawn. NICE accepts no responsibility for the use of its content in this material. 

https://www.issuesandanswers.org/wp-content/uploads/2020/02/3699.pdf
https://www.sign.ac.uk/assets/sign149.pdf
https://www.sign.ac.uk/assets/sign116.pdf
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4 times 

increased
risk of HF in 

T2DM3

Up to 40% of 

T2DM patients 

will develop 

CKD8

HF & CKD vicious circle: 

one causes/worsens the other7

HF

As many 

as 920k4

#1 hospitalisation cause in >65 year olds5

1 out of 2 patients will die within 5 years of 

diagnosis6

CKD

~2.8M9

in England

Patients with CKD have an increased risk of 

hospitalisation for HF, MI and Stroke

compared to those without CKD10

T2DM IN 

THE UK

5M+1

(2025)

3.6M2

(2019)

Type 2 diabetes (T2D), heart failure (HF) and chronic 
kidney disease (CKD) are closely connected
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Cardiovascular risk…. Opportunities for 
intervention

• NHS Health checks- do we promote?

• BP/Weight measurement- normalise this for our consults and encourage self 
measurement

• Use our Phlebotomy appointments to do the above where possible

• Attendance for other reasons, e.g acute chest infection/pill checks

• New onset hypertension/Diabetes – weight management/BP control

• Physical activity benefits, making it easier for people to get more active

• Use our team and resources – e.g. community pharmacy hypertension 
scheme
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CVD risk in the context of diabetes 
management- how some thoughts?

• Blood pressure control – what are we aiming for?

• Cholesterol – is it controlled, how can we support people to 
understand their risk? QRISK3…

• Blood glucose control…do they own their ‘target’

• Smoking – https://elearning.ncsct.co.uk/vba-launch 

• Physical activity - https://movingmedicine.ac.uk/consultation-
guides/patient-info-finder/?p=adult&c=type-2-diabetes 

• Eating better /weight management…support with local offers and 
normalise weight discussions

https://elearning.ncsct.co.uk/vba-launch
https://movingmedicine.ac.uk/consultation-guides/patient-info-finder/?p=adult&c=type-2-diabetes
https://movingmedicine.ac.uk/consultation-guides/patient-info-finder/?p=adult&c=type-2-diabetes
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In Summary

• Consider how we can work together to change the ‘trajectory’
• Opportunistic and systematic interventions

• Are we offering the best we can –utilise social prescribers/dieticians to 
support our patients when we see them

• Reducing the burden of diabetes in our patients will lead to less morbidity 
and fewer complications later down the line, as will optimising their control 
once they have the disease.

• ’Know your risk of diabetes’ –its easy to do and simply offering this may well 
change YOUR patients life!
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Catherine Bewsey

• Chartered Counselling Psychologist

• Diabetes UK Clinical Champion
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Diabetes Distress

• The emotional distress resulting from living with diabetes and the burden of 
relentless daily self-management.

• Greater diabetes distress is associated with sub-optimal diabetes self-
management, HbA1c, and impaired general emotional well-being.

• Diabetes distress is different from depression.

• optimal HbA1c is not necessarily an indicator of low diabetes distress
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Opportunities for identifying distress

• All clinic appointments including:
• Routine blood tests

• Foot-checks

• When you see a patient is struggling to cope 
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Questions to ask

• How are you feeling?

• How are you coping with your diabetes?
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Screening measure (DDS2)

• Please consider the degree to which each of the 2 items below have distressed or bothered you in 
the last 4 weeks and circle the appropriate number:



41

Why administer?

• Begins a conversation about wellbeing.

• How to score - total up the scores and divide by 2.

• If more than 2 ask open questions such as:
• Can you tell me some more about that?

• Are you struggling with diabetes and/or any life stressors?

• Have you got enough support from friends and family?.

• Do you want to make changes to your diabetes self-management and/or how 
you feel?

• Are you aware of local wellbeing services?
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Tips to support distressed diabetes patients

Normal 
response to 

having 
diabetes
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Wellbeing Support Resources

NHS Talking Therapy for Anxiety and Depression – one to one and group support including 
‘Living well with diabetes’. NHS talking therapies - NHS (www.nhs.uk).

Community wellbeing services, including social prescribing and health and wellbeing 
coaches – based in GP surgeries.

Expert Patient Programme  

The above can be accessed via self-referral or referral from a HCP.

https://www.nhs.uk/mental-health/talking-therapies-medicine-treatments/talking-therapies-and-counselling/nhs-talking-therapies/
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Staff wellbeing

• Free wellbeing resources for NHS staff: Wellbeing resources - South West London ICS

• NHS Talking Therapies for Anxiety and Depression

• Headspace: www.headspace.com

• Calm: App for meditation and sleep: https://www.calm.com

https://www.southwestlondonics.org.uk/staff-support/wellbeing/
http://www.headspace.com/
https://www.calm.com/
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Resources

• Diabetes UK. Diabetes and emotional health - a practical guide for 
healthcare professionals supporting adults with Type 1 and Type 2 
diabetes | Diabetes UK

• Email: Catherine.bewsey@stgeorges.nhs.uk

https://www.diabetes.org.uk/professionals/resources/shared-practice/psychological-care/emotional-health-professionals-guide
https://www.diabetes.org.uk/professionals/resources/shared-practice/psychological-care/emotional-health-professionals-guide
https://www.diabetes.org.uk/professionals/resources/shared-practice/psychological-care/emotional-health-professionals-guide
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Any questions?
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Next Steps

• The slides and recording of the session will be uploaded onto our website Diabetes QI 
Programme - Health Innovation Network 

• Next masterclass is Tuesday 1st August, 1-2pm. This session will be focused on Diabetes 
Clinical Competencies. A reminder email and link will be sent closer to the time.

• Any questions, please email: hin.diabetes@nhs.net

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fhealthinnovationnetwork.com%2Fdiabetes-qi-programme%2F&data=05%7C01%7Czulaykha.malik%40nhs.net%7C6c4129585b3b47fa213c08db7d30f761%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638241421475783080%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=bvi2pQm5eF%2BBbT6ZFOlzxJSU9fDuNKhKc8VVwmthxBc%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fhealthinnovationnetwork.com%2Fdiabetes-qi-programme%2F&data=05%7C01%7Czulaykha.malik%40nhs.net%7C6c4129585b3b47fa213c08db7d30f761%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638241421475783080%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=bvi2pQm5eF%2BBbT6ZFOlzxJSU9fDuNKhKc8VVwmthxBc%3D&reserved=0
mailto:hin.diabetes@nhs.net
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