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PRIORITY BRIEFING 
The purpose of this briefing paper is to aid Stakeholders in prioritising topics to 
be taken further by PenCLAHRC as the basis for a specific evaluation or 
implementation research project. They were complied in 2-3 days. 
 
Would a systematic specialist review of all diabetes patients admitted to 
hospital improve their care and safety? 
 

Question ID: 7 
Question type: Implementation 
Question: Would a systematic specialist review of all diabetes patients admitted 
to hospital improve their care and safety? 
 
Population: All diabetes patients diagnosed prior to admission or during 
admission. 
 
Problem: Insulin generates one of the largest numbers of prescribing related 
incidents. Given that many more problems are picked up outside of the incident 
reporting systems it is likely that it is an even bigger problem than currently 
recognised. The National Patient Safety Agency is expected to highlight this 
problem in the future. In addition to the safety/medical perspective, patient 
surveys frequently highlight the poor experience that many diabetes patients 
have and in one hospital there were 3 related deaths from untreated diabetic 
keto-acidosis or hypoglycaemia in a 2 year period in established inpatients. 
 
Service and setting: All wards in a teaching hospital but applicable to any 
hospital. 
 
Solution: An IT solution would automatically cross-reference all patients 
admitted (onto a standard PAS system) against the biochemistry database for 
recent measurement of HbA1c >6.5% and/or random glucose>/=11.1 or fasting 
glucose>/= to 7.0 including admission blood tests to pick up new diagnoses. The 
diabetes specialist team would review all such patients once and give guidance 
as to the direction of their care; sometimes leaving standardised diabetes care 
plans, at other times individualised. 
 
Outcome: Improve inpatient diabetes control, shorten length of stay, improve 
HCPs (Health Care Professional) knowledge of diabetes, improve patient 
satisfaction, and most importantly patient health and safety. If successful it would 
give a model for diabetes care nationally and internationally 

 
Diabetes:  Diabetes is a common life-long condition where the amount of 
glucose in the blood is too high as the body cannot use it properly. There are two 
types of diabetes: Type 1 diabetes which develops when the insulin-producing 
cells have been destroyed and the body is unable to produce any insulin. Usually 
it appears before the age of 40, and especially in childhood. It is treated with 
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insulin either by injection or pump, a healthy diet and regular physical activity; 
Type 2 diabetes which develops when the body doesn’t produce enough insulin 
or the insulin that is produced doesn’t work properly. Usually it appears in people 
aged over 40, though in South Asian and Black people it can appear from the 
age of 25. It is becoming more common in children and young people of all 
ethnicities. It is treated with a healthy diet and regular physical activity, but 
medication and/or insulin is often required. As our understanding of the genetic 
basis for diabetes improves a range or more subtle, but important, variants are 
being recognised. 
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The Health Problem 
 

Diabetes UK report that around 10 per cent of all hospital beds in the UK are 
occupied by people with diabetes and that people with diabetes tend to have a 
longer length of stay and are admitted more often than the general population. 
Patients often experience a deterioration of their diabetes control and report 
feelings of fear and worry as a result of their inpatient care. Patients with 
diabetes also report feeling that non diabetes specialist staff lack basic 
knowledge about diabetes, leading to problems concerning:  

 Co-ordination and timeliness of meals and treatment,  

 incidences of hypo and hyperglycaemia including those where staff did not 
know how to manage these acute complications and /or they were not 
handled in a timely manner,  

 medicines mismanagement,  

 inappropriate food related myths,  

 lack of communication between the professionals involved in a person’s 
care  

 lack of information provision during the inpatient stay and at discharge.  

In a recent Healthcare Commission survey (2004) it was reported that 76 per 
cent of respondents were not visited by a diabetes specialist team member. The 
National Service Framework (NSF) for diabetes (2007) also supports these 
findings stating that people with diabetes are admitted to hospital twice as often 
and stay twice as long than those without diabetes, and also frequently describe 
poor experiences of inpatient care. The NSF recommends that timely liaison with 
a diabetes team can both prevent the need for diabetes-related admissions and, 
where hospital admission is unavoidable, prevent complications during admission 
and delayed discharge. 

 

Guidelines:  
The NICE report on Technical patient safety solutions for medicines 
reconciliation on admission of adults to hospital (2007) reported that data on the 
effectiveness of IT solutions were sparse and highlighted a lack of equipment 
and lack of training as barriers to the introduction of IT solutions. They also 
commented that IT interventions may be difficult to distinguish from pharmacist-
led programmes that include an IT element. They also noted that potential 
problems relating to unfamiliarity with new IT systems may result in the 
transmission of incorrect information and will not reduce the need to involve 
trained experts to check patient medication. The report suggests there is 
insufficient evidence to recommend any particular method. The report also 
suggests that pharmacist-led interventions are likely to be the most successful 
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way of preventing medication errors. However, it recommends the development 
and evaluation of IT-based solutions for medicines reconciliation and that this 
research should evaluate the practicalities of implementing IT solutions and 
identify any problems that may need to be addressed. 
 
The Diabetes UK position statement ‘Improving Inpatient Diabetes Care – what 
care adults with diabetes should expect when in hospital’ (2009) recommends 
the development and implementation of protocols and /or systems to cover; 
communication, ongoing referral, surgery, prevention and the timely and effective 
management of acute complications. 
 
The National Service Framework for Diabetes (DoH, 2007) states that all 
children, young people and adults with diabetes admitted to hospital, for 
whatever reason, will receive effective care of their diabetes and wherever 
possible, they will continue to be involved in decisions concerning the 
management of their diabetes. However, they do not state what such a service 
might look like. 
 
 
NHS Priority  
 
Regional 
SW SHA Priorities framework 2008-11 

- reduce emergency bed days for patients with long term conditions 
- implement hospital systems that support clinical activity (electronic clinical 

orders, prescribing and care pathways) in all acute NHS trusts in the south 
west by March 2011 

 
Local 
Local perspective 

- Plymouth Hospital framework aims to provide good symptom control for 
patients with long term conditions and to provide networked services with 
good communications. 

 
 
Existing Research 
 
Published research 
No systematic reviews were identified in this area of research. There were a 
limited number of research studies that have investigated the use of an IT 
solution in identifying inpatients with diabetes and consequently improving their 
care. No studies identified by the searches conducted for this briefing detailed 
the type of IT solution proposed in this submission. However, there is evidence 
that IT solutions can be used to identify inpatients with diabetes and help to more 
appropriately direct diabetes specific skills and knowledge base to areas in the 
hospital with a higher frequency of diabetic patients.1,4 Some IT solutions already 
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exist (POCT – point of care testing) but further research and evaluation needs to 
be conducted to improve care and outcomes for patients4. One study that reports 
on diabetes care in hospital found that although practitioners were aware of 
patients with diabetes at admission it tended to be overlooked during 
hospitalization.2 Very little information was recorded and often no plans were 
made for a diabetes follow-up or discharge care plan. Other studies looking at 
the management of inpatient diabetes care fail to mention IT as part of the 
solution package.2,3

 

 
Ongoing Research:  
No ongoing research was identified in this research area. 
 
Feasibility:  
Uncertain as likely to relate to specific systems in hospitals and feasibility of 
record linkage.
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