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Roles, attitudes and concerns of 
PNs in the management of patients 
with type 2 diabetes in primary 
care in the HSE Midland Area
mAIReAD mANNIoN, CoMMuNITY DIABETES NuRSE SPECIALIST,  
HSE MIDLAND AREA

PAul mARsDeN, BSC (HoNS), DEPARTMENT oF PuBLIC HEALTH,  
HSE DuBLIN MID-LEINSTER, TuLLAMoRE Co oFFALY 

D
iabetes is the fifth leading cause of death in the 
world.1 The rising cost and prevalence of chronic 
illnesses, such as diabetes, has led healthcare 
systems to examine ways to reorganise services with 
a growing emphasis on the development of primary 

care services.2 In Ireland, diabetes care is delivered in a variety 
of ways including traditional mixed care, hospital led care, 
shared care arrangements and primary care led management. 
At general practice level, type 2 diabetes care is often ad-hoc, 
reflected in the absence of patient registries, irregular review 
and lack of guideline use among general practitioners (GPs).3 

However, there are a number of initiatives in Ireland, whereby 
comprehensive systematic care for patients with diabetes is 
provided using a multidisciplinary structured approach. Recent 
audits in Ireland of some of these initiatives have shown that 
these patients can be successfully managed in primary care.4,5,6,7 

The HSE National Service Plan 2012 has provided a 
commitment for the roll out of a chronic disease management 
programme for diabetes during 2012 in Primary Care.8 In order 
to facilitate the forthcoming changes in diabetes care delivery, 
PNs will need to update and extend their knowledge and 
expertise in the management of type 2 diabetes. 

Powerful glucose reductions  
to help get patients to goal1,a

For patients not adequately controlled on metformin alone,

(sitagliptin/metformin)

 

Glucose reductions at 24 weeks

PPGFPG
JANUMET 50/1000 mg twice daily

  HbA1c 
primary end point

–2.1%

–3.9 mmol/L – 6.5 mmol/L
(n=180; mean 

baseline 10.9 mmol/L; P≤0.001)
(n=152; mean 

baseline 15.9 mmol/L; P≤0.001)

vs placebo
(n=178; 

mean baseline 8.8%; 
P≤0.001)

All-patients-treated population.

Additional HbA1c results at 24 weeks1,a

•  1.3% placebo-adjusted HbA1c reduction with metformin 1000 mg twice daily 
(n=177; mean baseline 8.7%; P≤0.001)

•  1.6% placebo-adjusted HbA1c reduction with JANUMET™ (sitagliptin/metformin, 
MSD) 50/500 mg twice daily (n=183; mean baseline 8.8%; P≤0.001)

•  1.0% placebo-adjusted HbA1c reduction with metformin 500 mg twice daily 
(n=178; mean baseline 8.9%; P≤0.001)

•  0.8% placebo-adjusted HbA1c reduction with sitagliptin 100 mg once daily 
(n=175; mean baseline 8.9%; P≤0.001)

JANUMET: 
Powerful efficacy  

to help get patients  
to goal1

As an adjunct to diet and exercise, 
For patients uncontrolled on  
metformin alone2

In combination with a glitazone  
or sulfonylurea2

In combination with insulin2

✔

✔

✔

07
-1

2-
JM

T-
20

11
-IR

L-
47

07
-J
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sulphonylurea and metformin when diet and exercise plus dual therapy with these agents do not provide adequate glycaemic control. 
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agents do not provide adequate glycaemic control. Januvia is also indicated as add-on to insulin (with or without metformin) when diet 
and exercise plus stable dosage of insulin do not provide adequate glycaemic control. Janumet: as an adjunct to diet and exercise to 
improve glycaemic control in patients inadequately controlled on their maximal tolerated dose of metformin alone or those already 
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regimen, effectiveness, and tolerability while not exceeding the maximum recommended daily dose of 100 mg sitagliptin. For patients 
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sitagliptin dosed as 50 mg twice daily (100 mg total daily dose) and a dose of metformin similar to the dose already being taken. All 
patients should continue their diet with an adequate distribution of carbohydrate intake during the day. Overweight patients should 
continue their energy-restricted diet. Januvia and Janumet - In combination with a sulphonylurea or with insulin, consider a lower 
dose of sulphonylurea or insulin, to reduce risk of hypoglycaemia. Renal impairment: See Precautions. Hepatic impairment: For Janu-
via only - no dosage adjustment necessary for patients with mild to moderate hepatic impairment. Januvia has not been studied in 
patients with severe hepatic impairment. For Janumet only – do not use. Elderly < 75 years: For Januvia only - no dosage adjustment 
necessary. For Janumet only - use with caution as age increases. Monitoring of renal function is necessary to aid prevention of met-
formin-associated lactic acidosis. Elderly ≥ 75 years: Exercise care as there are limited safety data in this population. Children: not 
recommended below 18 years of age. CONTRA-INDICATIONS For Januvia - Hypersensitivity to active substance or excipients. For 
Janumet - Hypersensitivity. Diabetic ketoacidosis and diabetic pre-coma. Moderate and severe renal impairment (creatinine clear-
ance < 60 ml/min). Acute conditions with the potential to alter renal function such as dehydration, severe infection, shock. Intravascu-
lar administration of iodinated contrast agents. Acute or chronic disease which may cause tissue hypoxia such as cardiac or respira-
tory failure, recent myocardial infarction, shock. Hepatic impairment. Acute alcohol intoxication, alcoholism. Lactation. PRECAUTIONS 
For Januvia and Janumet - General: do not use in patients with type 1 diabetes or for diabetic ketoacidosis. Pancreatitis: Post-market-
ing experience - spontaneously reported adverse reactions of acute pancreatitis. Inform patients of the symptom of acute pancreati-
tis: persistent, severe abdominal pain. Resolution of pancreatitis has been observed after discontinuation of sitagliptin, but very rare 
cases of necrotizing or haemorrhagic pancreatitis and/or death have been reported. If pancreatitis is suspected, Januvia or Janumet 
and other potentially suspect medicinal products should be discontinued. Hypoglycaemia when used with other anti-hyperglycaemic 
agents: Rates of hypoglycaemia reported with sitagliptin were generally similar to rates in patients taking placebo. When sitagliptin 
was added to a sulphonylurea or to insulin, the incidence of hypoglycaemia was increased over that of placebo; therefore consider a 
lower dose of sulphonylurea or insulin to reduce the risk of hypoglycaemia when administering Janumet or Januvia. Hypersensitivity 
reactions: Serious hypersensitivity reactions have been reported, including anaphylaxis, angioedema, and exfoliative skin conditions 
including Stevens-Johnson syndrome. Onset occurred within the first 3 months after initiation of treatment with some reports occur-
ring after the first dose. If suspected, discontinue Januvia or Janumet. For Januvia only - As experience is limited, patients with 
moderate or severe renal impairment should not be treated with Januvia. For Janumet only - Lactic acidosis and renal function: a very 
rare, but serious, metabolic complication can occur due to metformin accumulation. Cases in patients on metformin have occurred 
primarily in diabetic patients with significant renal failure. Reduce incidence by assessing other associated risk factors. If suspected, 
discontinue treatment and hospitalise patient immediately. If changes in clinical status of patients with previously controlled type 2 
diabetes occurs, evaluate promptly for evidence of ketoacidosis or lactic acidosis in any patient with type 2 diabetes previously well 
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dosis of either form occurs, stop Janumet immediately and initiate corrective measures.Determine serum creatinine concentrations 
regularly, i.e. at least once a year in patients with normal renal function and at least two to four times a year in patients with serum 
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retic therapy or when starting treatment with a non-steroidal anti-inflammatory drug (NSAID). Surgery: due to metformin hydrochlo-
ride content of Janumet, discontinue treatment 48 hours before elective surgery with general, spinal or epidural anaesthesia. Do not 
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avoid alcohol and medicinal products containing alcohol due to risk of lactic acidosis. Cationic agents that are eliminated by renal 
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background
There is a paucity of published Irish studies that investigate 
the role of the PN (PN) in general and more specifically, 
investigation of their role in diabetes care. However, the 
research that is available serves to highlight the changing 
role of the PN in the last ten years. A study by Harrington 
et al, investigating the PN role, highlighted that dressings, 
removal of sutures and blood pressure measurements 
featured largely as part of the nurse’s role (97%) and over 
90% of PNs were undertaking duties such as stock ordering 
and reception duties.9 In 2009, McCarthy et al. identified the 
diverse, challenging and changing role of the PN within the 
Irish healthcare system. McCarthy recommended that the role 
of the PN in primary care needs be further developed towards 
specialist practice in the management of chronic conditions 
such as asthma, CoPD, diabetes and cardiovascular disease.10,11 
McCarthy et al, in a more recent study on the perspectives of 
GPs and PNs on the future development of practice nursing 
in Ireland, reported that 85% of GPs and PNs surveyed noted 
diabetes as one of the main chronic disease conditions that 
require further education and training and that 95% of GPs 
were of the opinion that PNs should extend their role into 
chronic disease management.12

The changing role of chronic disease management in Ireland 
is placing greater emphasis on care delivery in primary care 
settings and by association, PNs. over the years, PNs have 
undertaken education programmes in various chronic illnesses 
and there is a large amount of knowledge and expertise in the 
community which is not being used to its maximum potential.13 
Nurses working in general practice in Ireland are an important 
part of the primary care workforce.

Moreover, the development of primary care teams, through 
the National Primary Care Strategy, has put a greater emphasis 
on the requirement to roll out a successful chronic disease 
management programme for diabetes to all GP practices which 
is finally a key deliverable of the National Diabetes Clinical 
Programme.8 In this regard, this paper presents research 
that investigates the current role, attitudes and concerns of 
PNs with respect to the management of patients with type 2 
diabetes in the HSE Midland Area. The research also identifies 
the educational preparation and the professional development 
needs of the PN within this specialist area.

methodology
A descriptive quantitative design was used in this study 
and it was reviewed and approved by the Irish College of 
General Practitioners Research Ethics Committee. A postal 
questionnaire and information leaflet was circulated to all 
known PNs in the HSE Midland Area (n=123) addressing 
practice demographics, PN experience, current management of 
type 2 diabetes and education issues. 

Key findings
PN Role 
The response rate was 49% (n=60). Respondents were pri-
marily from mixed or rural practices with a median of 4,500 
patients registered per practice. PNs urses reported working for 
an average of seven years at their current practice, which is en-
couraging from a continuity of care point of view for patients. 
The majority of practices had no full time PN (56.7%), with PNs 
reporting that they worked for a median of 23 hours per week. 
Management of type 2 diabetes is a large component of the 
PN workload with 93% reporting involvement in diabetes care 
for a median of five hours per week – the areas of care they are 
involved in is included in Table 1.

Table 1. Areas of diabetes care currently involved (n=59)

frequency %

blood testing 58 98.3

blood pressure 57 96.6

home blood glucose testing 54 91.5

explaining what diabetes is 53 89.8

Dietary advice 52 88.1

weight management 52 88.1

foot care 35 59.3

hypo management 31 52.5

education support for family 30 50.8

Adjustment of treatment 21 35.6

eye screening 19 32.2

Insulin injections 14 23.7

sick days 11 18.6

Educational requirements
PNs recognise their educational requirements in diabetes 
management with 55% having completed an accredited 
Diabetes Nursing Module which was found to be of great 
benefit – Table 2. Eighty-nine percent of respondents reported 
that they required further on-going education in areas such 
as foot care, dietary and medication management. It was 
possible to improve diabetes education of patients in their 
practice according to 85% of PNs but 75% highlighted a lack of 
protected time for diabetes patient education as a significant 
barrier to improving patient care.

Table 2. completed diabetes nursing modules (n=31)

frequency %

Diabetes management in Primary 
care (bradford course)

13 41.9

Nursing the individual with 
diabetes (Dcu module)

9 29

cert in Diabetes Nursing (heTAc 
module)

8 25.8

other 5 16

Diabetes in Primary care (NuIg 
module)

2 6.5

cert in Diabetes through e-learning 
(IcgP module)

1 3.2

Availability to attend education sessions can sometimes 
be problematic for busy practices and 16% of respondents 
indicated that they would not be allowed time off due to being 
too busy, job sharing, working part time, would not get paid 
or were not allowed. For 19 practices where a Community 
Diabetes Nurse Specialist was not available to the practice, 68% 
reported that access to a Community Diabetes Nurse Specialist 
would support diabetes care in their practice. 

PN attitudes to diabetes care and diabetes patients
The element to which PNs are satisfied with the work they do 
with patients with type 2 diabetes was probed by asking them 
to describe the patient that gives them a sense of achievement 
and also the most frustration. It was very clear that patients 
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Abbreviated Prescribing Information
Lantus® 100 Units/ml solution for injection (insulin glargine).
Presentation: 1 glass vial/pack containing 10ml solution (1,000 U insulin glargine, equivalent to 36.4mg) or 5 glass cartridges/pack each containing 3ml solution (300 U insulin glargine, equivalent to 10.92mg) or packs of 5 OptiSet® pens each containing 3ml solution (300 U insulin glargine, equivalent to 10.92mg) or 
packs of 5 Solostar® pens each containing 3ml solution (300 U insulin glargine, equivalent to 10.92mg). (Excipients: zinc chloride, m-cresol, glycerol, hydrochloric acid, sodium hydroxide and water for injection). Indications: Treatment of adults, adolescents and children of 6 years or above with diabetes mellitus, where 
treatment with insulin is required. Dosage and Administration: Lantus contains insulin glargine, an insulin analogue, and has a prolonged duration of action. Lantus should be administered subcutaneously once daily at the same time each day and the dose should be individually adjusted. Elderly population (≥ 65 years 
old): Progressive deterioration of renal function may lead to a steady decrease in insulin requirements. Renal impairment: Insulin requirements may be diminished due to reduced insulin metabolism. Hepatic impairment: Insulin requirements may be diminished due to reduced capacity for gluconeogenesis and reduced 
insulin metabolism. Paediatric population: Safety and efficacy of Lantus have been established in adolescents and children of 6 years and above. In children (aged 6 years or above), only evening administration has been studied. Due to limited experience on the efficacy and safety of Lantus in children below the age of 6 
years, Lantus should only be used in this age group under careful medical supervision. Close metabolic monitoring is recommended during transition from other insulins to Lantus and in circumstances that increase susceptibility to hypo- or hyperglycaemia. Lantus must not be mixed with other insulins or diluted. Mixing 
or diluting can change its time/action profile and mixing can cause precipitation. Contraindications: Hypersensitivity to insulin glargine or to any of the excipients. Precautions and Warnings: Lantus is not the insulin of choice for treatment of diabetic ketoacidosis. In case of insufficient glucose control or a tendency to 
hypo/hyperglycaemic episodes, all relevant factors must be reviewed before dose adjustment is considered. Insulin administration may cause insulin antibodies to form. In rare cases, these insulin antibodies may necessitate adjustment of the insulin dose in order to correct a tendency to hyper- or hypoglycaemia. Particular 
caution should be exercised, and intensified blood monitoring is advisable, for patients in whom hypoglycaemic episodes might be of clinical relevance and in those with intercurrent illness, where dose adjustments may be required. Warning signs of hypoglycaemia may be changed, less pronounced or absent in certain risk 
groups, including patients in whom: glycaemic control is markedly improved; hypoglycaemia develops gradually; an autonomic neuropathy is present; or elderly patients. Prolonged effect of subcutaneous Lantus may delay recovery from hypoglycaemia. Adherence of the patient to the dosage and dietary regimen, correct 
insulin administration and awareness of hypoglycaemia symptoms are essential to reduce the risk of hypoglycaemia. Cardiac failure has been reported when pioglitazone was used in combination with insulin; especially in patients with risk factors for heart failure. Observe for signs and symptoms of heart failure (weight 
gain and oedema) if pioglitazone is used with Lantus. Discontinue pioglitazone if symptoms of cardiac deterioration occur. Interactions: Substances that may enhance the blood glucose-lowering effect and increase susceptibility to hypoglycaemia include oral antidiabetic medicinal products, ACE inhibitors, disopyramide, 
fibrates, fluoxetine, MAO inhibitors, pentoxifylline, propoxyphene, salicylates and sulfonamide antibiotics. Substances that may reduce the blood glucose-lowering effect include corticosteroids, danazol, diazoxide, diuretics, glucagon, isoniazid, oestrogens and progestogens, phenothiazine derivatives, somatropin, sympa-
thomimetic medicinal products (e.g. epinephrine [adrenaline], salbutamol, terbutaline), thyroid hormones, atypical antipsychotic medicinal products (e.g. clozapine and olanzapine) and protease inhibitors. Beta-blockers, clonidine, lithium salts or alcohol may potentiate or weaken the blood glucose-lowering effect of insulin. 
Under the influence of sympatholytic medicinal products, the signs of adrenergic counter-regulation may be reduced or absent. Fertility, Pregnancy and Lactation: Pregnancy: For insulin glargine no clinical data on exposed pregnancies from controlled clinical trials are available. A moderate amount of data on pregnant 
women exposed to marketed insulin glargine indicate no adverse effects of insulin glargine on pregnancy and no malformative nor feto/neonatal toxicity. Animal data do not indicate reproductive toxicity. The use of Lantus may be considered during pregnancy, if necessary. Breastfeeding: It is unknown whether insulin 
glargine is excreted in human milk. No metabolic effects of ingested insulin glargine on the breastfed newborn/infant are anticipated since insulin glargine as a peptide is digested into aminoacids in the human gastrointestinal tract. Breastfeeding women may require adjustments in insulin dose and diet. Fertility: Animal 
studies do not indicate direct harmful effects with respect to fertility. Effects on ability to drive and use machines: The patient’s ability to concentrate and react may be impaired as a result of hypo/hyperglycaemia or, for example, as a result of visual impairment. Patients should be advised to take precautions to avoid 
hypoglycaemia whilst driving or operating machinery. Adverse Reactions: Hypoglycaemia, in general the most frequent adverse reaction of insulin therapy, may occur if the insulin dose is too high in relation to the insulin requirement. Metabolism and nutrition disorders: Very Common (≥ 1/10): Hypoglycaemia. Skin 
and subcutaneous tissue disorders: Common (≥ 1/100 to <1/10): Lipohypertrophy. General disorders and administration site conditions: Common: Injection site reactions such as: redness, itching, pain, itching hives, swelling or inflammation. Paediatric Population (≤18 years): relatively more frequent injection site 
reactions, injection site pain and skin reactions (rash, urticaria) were received from post marketing surveillance. Please refer to the Summary of Product Characteristics (SPC) for complete list of adverse reactions. Overdose may lead to severe and sometimes prolonged and life-threatening hypoglycaemia. Mild episodes 
can usually be treated with oral carbohydrates. More severe episodes may be treated with intramuscular/subcutaneous glucagon or concentrated intravenous glucose. Pharmaceutical Precautions: Store unopened cartridges/vials/OptiSet/ Solostar pens at 2°C–8°C. Do not freeze. Once opened, do not store above 25°C 
and use within 4 weeks. Once in use, do not refrigerate OptiPen® Pro pen (containing cartridge), vial, OptiSet or Solostar pens. Legal Category: POM. Marketing Authorisation Numbers: Lantus 100 U/ml solution for injection in a cartridge (5 cartridges/pack): EU/1/00/134/006, Lantus 100 U/ml solution for injection in a 
10ml vial (1 vial/pack) EU/1/00/134/012, Lantus 100 U/ml OptiSet solution for injection (5 pens) EU/1/00/134/010, Lantus 100 Units/ml solution for injection in a pre-filled pen (Solostar® 5 pens) EU/1/00/134/033. Marketing Authorisation Holder: sanofi-aventis Deutschland GmbH, D-65926 Frankfurt am Main, Germany. 
Please refer to SPC which can be found on IPHA @ http://www.medicines.ie/ before prescribing. For further information contact IEmedinfo@sanofi-aventis.com or Medical Information Department, sanofi-aventis Ireland Ltd., 18 Riverwalk, National Digital Park, Citywest Business Campus, Dublin 24. Ph.: 01 403 5600.
Information about adverse event reporting can be found at www.imb.ie
Adverse events should be reported to the sanofi-aventis Drug Safety Department
Date of Revision: March 2011

1. Porcellati F et al, Diabetes Care Vol 30; No 10; 2447 - 2452 October 2007. 2. Lantus SPC.
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who take on board the education they receive, make the 
requisite lifestyle changes and take their medications, give 
the greatest sense of achievement to PNs. PNs are extremely 
frustrated with patients that are non compliant, have no 
interest in their health and those that will not make the 
requisite lifestyle changes. Patients that don’t attend for regular 
review, who have a poor attitude. Those patients who are 
overweight and will not address their weight were also a source 
of frustration.

Poor patient motivation, particularly in the area of lifestyle 
change, was seen as a major barrier to achieving good 
glycaemic control in addition to poor medication compliance 
and poor understanding of the condition. PNs, however, 
believed that they could favourably influence the quality of life 
of their patients with diabetes.

Discussion

PN role
PNs reported working in their current practice for an average 
of seven years and this is beneficial for the patients from the 
point of view of continuity of care, not only for patients with 
diabetes, but for all patients. Continuity of care is ensured 
through regular, active and sustained follow-up.14 Continuity 
of care with a primary care provider has been shown to be 
associated with improved glucose control and significant 
decreases in HbA1c amongst patients with type 2 diabetes.15 

This current study emphasises the importance of providing 
adequate support and resources for PNs in managing patients 
with diabetes in primary care which is also supported by 
an older uK study by Stearn and Sullivan, which showed 
that by having the PN involved in diabetes care there 
was an improvement in glycaemic control and improved 
documentation of risk factors.16 Results from this current 
study discovered PN involvement in all aspects of type 2 
diabetes care. The increased involvement of the PN in the more 
complex aspects of diabetes care such as, hypoglycaemia 
management or insulin therapy, signals again their need for 
further education and support. These results are consistent 
with previous research explored by Kenealy et al, in particular 
that PNs requested additional diabetes education.17 Similarly, 
McCarthy et al. in their most recent study, highlighted that a 
large proportion of GPs and PNs noted diabetes as one of the 
major chronic diseases that necessitated further training and 
education.12

Community Diabetes Nurse Specialist
The majority of PNs acknowledged that the availability of a 
Community Diabetes Nurse Specialist would support diabetes 
care in their practice, mainly with regard to provision of 
education and assistance in setting up a specialist diabetes 
clinic in the practice. This is a point supported by research by 
MacKinnon et al. which reported that there is a function for the 
diabetes specialist nurse to support and update primary care 
nurses through education and training.18 

Education Issues
When reviewing education of PNs and their role development, 
the challenge that exists is to complement the professional 
interest of the PN with the needs of the practice, the patients 
and also with a view of national policy. With regards to 
diabetes care, the evidence from the literature shows that 
nurses are frequently involved in education, individualised 
care, promotion of self-care, psychological support and more 
recently insulin initiation and medicine adjustment. However, 
it is unclear whether the educational needs of nurses caring 
for patients with diabetes are being met.19 The results from this 
study show that the majority of respondents expressed a need 
for further education with regard to diabetes management 
which is positive in terms of role development but highlights 
a gap in on-going education for PNs. While many PNs noted 
a need to update their education regarding new medications 
or insulin initiation very few mentioned a requirement for 
training in the area of counselling skills on lifestyle issues, 
motivational interviewing and behavioural change. This is 
interesting, as many PNs found that the barriers to achieving 
improved glycaemic control were lifestyle-related which have 
been shown to respond to brief intervention, motivational 
interviewing and behavioural change techniques.

With regard to previous education, 54% of respondents 
indicated that they had completed a diabetes education 
module and found that it was of benefit to them in their 
nursing practice. Similar findings were noted by Kenealy 
et al where 45% of PNs had undergone post registration 
diabetes education.17 The results from this survey also raise 
concerns regarding professional support for PNs to attend or 
to undertake further study in diabetes care which may explain 
why less than half of respondents have attended an accredited 
module; findings similar to McCarthy et al., where concerns 
about the lack of financial, and in some cases, professional 
support to undertake further education were raised by PNs.10

continuity of care with 
a primary care provider 
has been shown to be 
associated with improved 
glucose control and 
significant decreases in 
hbA1c amongst patients 
with type 2 diabetes.
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PN attitude to type 2 diabetes care
While national policy is potentially promoting the PN as being 
the main person to deliver diabetes care in the community in 
conjunction with the GP, it needs to be noted that the main 
role of the PN is as a generalist and consequently their time 
spent caring for patients with diabetes may only form a small 
part of their daily workload – approximately one hour per day 
according to this study. Furthermore, the patient’s diabetes 
review with the PN can take place in the limited time span of 
a 15-20 minute check up appointment. During this time blood 
glucose level, weight, blood pressure are recorded, information 
about medications updated and foot care screening performed 
while at the same time the PN tries to promote behavioural 
change and motivate the patient to change his/her lifestyle. 
While all of these skills are carried out in a supportive, 
empathetic and comprehensive manner, it is unsurprising 
that the survey supports previous research that suggests that 
nurses lack time and skills to promote lifestyle changes and risk 
reduction.20 21

conclusion
This study has highlighted the role of the PN in the 
management of type 2 diabetes in the Midlands. overall, PNs 
are satisfied with the work that they do and are of the opinion 
that they have a major role to play in the length of and also 
the quality of life of patients with diabetes. Concerns were 
noted regarding the management of type 2 diabetes care, 
in particular the further education needs of PNs in regard to 
lifestyle counselling of patients. PNs feel that improvements 
could be made with type 2 diabetes care if there was an 
increase in dedicated time to educate patients upon review. 
The findings from this study emphasise the importance of 
providing adequate support for the PN. The availability of a 
Community Diabetes Nurse Specialist was acknowledged as 
one such positive support for PNs. These and other themes 
will be further explored in the focus group component of this 
study.
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