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 PART  1 Introduction                  Section 1        Context 
 
 
 
The Southern Health Board’s Corporate Development Plan 2000-2003 lays out the health board 
agenda for the next four years and provides a context for each of the annual service plans.  It 
provides for the establishment of soundly based priorities, preparation of effective plans to develop 
services and controls expenditure.  It aims to show that resources are being used effectively and are 
impacting on the health status of the population.  Finally it aims to continue the development of a 
planning culture within the Southern Health Board organisation and put greater emphasis on 
performance. 
 

In order to achieve the work laid out over the four years the Corporate Development Plan set out 
five corporate objectives.  
 
The second objective aims to: 
 
 
 “Develop and shape services in an integrated manner so that: 
 

♦ Community based services are the central focus of patient and consumer care 
♦ Hospital services fulfil an appropriate and effective complementary role 
♦ Our services and processes are based on best practice” 

 
 
 
As one of the initiatives to improve integration, the Chief Executive Officer of the Southern Health 
Board established a steering group in early 2000 whose Terms of Reference were: 
 
 

 To Develop care pathways for diabetes 
 

 Develop a model for development of care pathways 
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PART  1       -           Section 2      The Approach 
 
 
The multidisciplinary steering group comprised medical, nursing along with paramedical 
representatives from both health board and Voluntary Hospitals, general practice, community 
services and public health.  The steering group had their first meeting on the 18th April 2000.  It 
agreed a number of priorities on how the work should be undertaken and a number of subgroups 
were appointed.  It was recognised that the issues that had to be considered were complex.  The 
views of patients were considered essential to inform the workings of the group.  This was done in 
a number of ways including seeking representation from the Diabetes Federation of Ireland and 
also carrying out a qualitative survey to directly document the views of diabetic persons. 
 
 
The first task was to explore the concepts of integrated care and care pathways.  It was recognised 
there was much to learn from other approaches and practices.  Many different models of care 
nationally and internationally were explored.  This informed the steering group of new and 
innovative ways of meeting the needs of a group of patients with a complex disease.  This will be 
discussed in Part 2. 
 
 
 
The second task was to consider how to apply integrated care pathways to a complex disease such 
as diabetes.  There were a number of aspects to this work including, reviewing the epidemiology of 
the disease; identifying the ideal service for this group of patients; documenting the current level of 
service in the health board; obtaining the views of service providers and patients.  Another aspect 
of the work of the group included a review of supports such as information systems, development 
of guidelines and identification of research needs. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

4

STEERING 
GROUP 

Consultation –
service 

providers/patients 

Current 
Services

Information 
Subgroup 

Epidemiology of 
Diabetes 

Subgroup 

Guidelines 
Subgroup 

Models of Best 
Practice/Ideal 

Service 



 
 
___________________________________________________________________________ 
Integrated Care Pathways for Diabetes 

 
 Interim Report   September 2001 

 
 

 
 
 
 

 
PART  2   Integration   -     Section 3     Integrated Care 
  
 
In the provision of health care, we aspire to providing care that is integrated to the highest possible 
standard.  Patients also expect their care to be integrated.   Problems arise when attempting to 
apply integrated care to reality.  The concepts of integrated care and care pathways are new 
especially in the health care system in Ireland.  It was felt that much work was needed to gain an 
understanding of these concepts.  To this end members of the group researched widely. 
 
The following attempts to explain what is meant by these concepts. 
 
 
What is Integrated Care? 
 
The aim of health care professionals is to deliver the best care to all patients at all times.  Integrated 
care is the extent to which services that are received by individuals or communities are co-
ordinated.   

 
 
Integrated care offers:- 

 
Services to meet patient’s needs, and not the needs of the system 
Improved co-ordination and communication between different providers so that service 
is given in the best place by the most appropriate provider with the least possible 
disruption 
Improvement in quality 
Better continuity 
Better decisions about where health resources are spent 
Reduction in duplication of administrative and clinical procedures 

 
 

The way care is provided is individual to each patient and therefore a path or a route is followed. 
 
 
 What is a Care Pathway? 
  
The care path incorporates the services that need to be made available to patients at each stage from 
diagnosis of the disease through stabilisation of their illness and onto the prevention and treatment 
of complications.  It sets out who the patient should see, when and how often and what decisions 
need to be made at each visit.  Essentially it is a care plan for each stage of the disease in order to 
prevent the development of complications. 
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Elements of a Care Pathway 

 
It includes a plan of clinical care  
It incorporates evidence based guidelines 
It forms all or part of the patient/user record 
It includes the clinical documentation from all the disciplines involved in delivering care 
It includes a system to review performance (variation reporting) 
Outcomes are measured (both individual patient/user and aggregated) 
It can cross organisational and inter-agency boundaries 
It is a dynamic, evolutionary tool to promote continuous quality improvement. 

 
 
Integrated Care Pathways for Diabetes 
 
Care pathways can be developed for any disease.  Diabetes poses particular challenges because it is 
a complex condition that is continuous and progresses over time.  It is estimated that 32 separate 
paths of care are needed for a diabetic patient.  The patient may enter the path at any stage e.g. 
primary care, acute hospital or once they have developed complications.  Therefore the path is 
individual to each patient and elements of the path may change depending on the patient’s age, 
general health or duration of diabetes. 
 
 
Development of Integrated Care Pathways:  

 
It is important to remember that the primary aim of care pathways is to improve the quality of care.  
A number of different steps have been identified in the development, implementation and 
maintenance process for individual care pathways.  We must remember that Care Pathways take 
time and resources to develop.  This needs commitment from senior managers from the outset.  In 
addition there are major training needs for staff at all levels that need to be addressed. 
 
Outcome 
Any improvement in services or development of integrated care pathways must be patient focused.   
It is now possible to compare outcomes of care between different diabetic services and different 
diabetic populations, with the objective of decreasing the incidence of complications.    
 
Audit 
An audit measurement needs to be built into all components of the Care Pathway from the outset. 
 
Issues that audit should address include:- 
 

Are the services patient focused? 
Are the services targeted at the right patients? 
Is the desired outcome achieved? 
How can the delivery of the service be improved? 
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Health Outcomes 
Health outcomes have been defined as changes in health, health related status or risk factors 
affecting health, or lack of change when change is expected. 
 
A health outcome model for diabetes needs to be developed to help identify potential indicators.  
The model should contain 4 elements:- 
 
 

An overview of the epidemiology of the disease 
A review of causes and risk factors 
A review of the course, complications and impact of the disorder 
A review of relevant interventions 

 
 
Any development of health outcome models and audit measurement needs to take account of the 
Southern Health Board’s policy in relation to the development of a performance management 
system at an organisational level. 
 
 
Way Forward 
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If care pathways are to be developed in the Southern Health Board region an Integrated Care 
Pathways Co-ordinator must be appointed.  A likely job description for this post would include 
responsibility for the development, implementation, monitoring and evaluation of integrated care 
pathways.  He/She would also liaise with and develop close working relationships between all 
multi-disciplinary team members and facilitate the education and training of staff. (See job 
description in the appendix). 
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PART  3  Diabetes The Disease  -   Section 4    Epidemiology of Diabetes Mellitus 
 
 
The concept of integrated care, development of care pathways and additional challenges in 
development of pathways for a complex disease such as diabetes have been discussed.  This section 
will profile diabetes and look at the burden of care associated with a disease the prevalence of 
which is rising alarmingly. 
 
 
Diabetes Mellitus is a major cause of ill health and premature death in developed countries.  It is a 
metabolic disorder, which results in elevated blood sugar levels and leads to damage of both small 
(microvascular) and large blood vessels (macrovascular), including the heart1. 
 
 
There are two main types of diabetes.  Type 1 diabetes is caused by failure of the pancreas to 
produce insulin, while Type 2 diabetes is caused by a resistance of the body to the action of  
insulin2-4. 
 
 
Prevalence of Diabetes 
 
The prevalence of diabetes is between 2-7% of the population, increasing with age to between 10-
14% of the population aged over 40 years of age5-8.  
 
 
The prevalence of diabetes is increasing rapidly.  It is estimated that by 2010 the world’s diabetic 
population will probably have doubled from an estimated 110 million in 1994 to 221 million in 
20103.  With the expected increase in the size of the elderly population, diabetes will become a 
serious health problem and health care costs for this disease are therefore expected to increase 
sharply7. 
 
 
Though the increase is mainly due to type 2 diabetes, increases in type 1 have also been observed in 
many studies3.  It has been predicted that the numbers of children in Europe with type 1 diabetes 
will increase from the 1992 level of 10.4 per 100,000 to 24.7 per 100,000 by 20257. 
 
 
 
Type 1 diabetes accounts for about 10% of all patients with diabetes while type 2 makes up about 
85%.  It has been estimated that for every diagnosed case of type 2 diabetes there is one case 
undiagnosed.  Diabetes can also be triggered by pregnancy (gestational diabetes); damage to the 
pancreas; malnutrition; and certain drugs such as steroids9. 
 
 
 
 
 

8



 
 
___________________________________________________________________________ 
Integrated Care Pathways for Diabetes 

 
 Interim Report   September 2001 

 
 
 
 
 
 

 

 

 

9

 
Complications of Diabetes 
 
The seriousness of diabetes is demonstrated by the following statistics10: 
 

Diabetes is the leading cause of adult blindness in developed countries 
People with diabetes are 17 times more prone to kidney disease 
Diabetes is one of the five leading causes of death by disease in most countries 
Cerebrovascular disease e.g. stroke, is 2-3 times more common in people with diabetes 
Cardiovascular disease is 2-3 times more common in people with diabetes 
Diabetes is the most common cause of non-traumatic amputation. 

 
 
Complications of diabetes are generally divided into three main categories9: 
 

Acute complications due to low blood sugar (hypoglycaemia) or high blood sugar 
(hyperglycaemia), which can lead to ketoacidosis, are more common in type 1 diabetes 
Microvascular complications, where the small blood vessels are damaged include diabetic eye 
disease (retinopathy), kidney disease (nephropathy) and damage to the nerves (neuropathy) 
Macrovascular complications, where the large blood vessels are damaged resulting in heart 
disease, stroke and peripheral vascular disease where the vessels of the lower limbs which can 
result in amputation. 

 
 
Due to higher absolute numbers of patients with type 2 diabetes compared to type 1 diabetes, type 
2 diabetes is responsible for much more blindness, limb amputations, coronary heart disease, stroke 
and lost years of health than type 1 diabetes.  However, death from heart disease of up to 75% of 
people with type 2 diabetes means that microvascular disorders may not have the chance to 
develop9. 
 
 
In type 2 diabetes the onset is subtle and years may elapse before diagnosis.  This means that the 
disease may have been present long enough for complications to be present at the time of diagnosis.  
The UK Prospective Diabetes Study found that half of the newly diagnosed patients with type 2 
diabetes who were entered into the study already had complications.  If hypertension and 
impotence are included as complications, then 65-70% had complications at diagnosis9.  Even when 
patients have no symptoms of hyperglycaemia the risk of cardiovascular disease in this group is 
doubled11. 
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Complications of Diabetes 
 
Diabetes is associated with a range of serious complications and are demonstrated graphically 
below: 
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Diabetic ketoacidosis/coma (due to 
very high blood sugar levels) 

Most common cause of death for 
people with diabetes under the age 
of 20  

Diabetic retinopathy 
 (eye disease) 

Diabetes most common cause of 
blindness in people of working 
age 

Coronary heart disease & 
stroke 

Diabetes is associated with a 
two-to-three fold increased 
risk of coronary heart disease 
& stroke 

Diabetic foot problems 
15% of people with diabetes 
develop foot ulcers and 5-15% 
of people with diabetic foot 
ulcers need amputations.  
Diabetes is the most common 
of non-traumatic lower limb 
amputations 

Erectile Dysfunction 
Impotence may affect up to 
50% of men with 
longstanding diabetes 

Pregnancy and Birth 
Death rates for mother 
and baby around the 
time of birth can be two 
to three times higher for 
people with diabetes

Kidney Failure 
About 16% of all new 
patients needing renal 
replacement therapy 
have diabetes and about 
30% of people with 
Type 2 diabetes have 
kidney disease 

Source:  Audit Commission – UK 2000 
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Impact of Diabetes on the Southern Health Board Population 
 
The Southern Health Board comprises two counties, Cork and Kerry.  It has a population of 546,640.  
It is estimated that there are 5,500 patients with diabetes, 2000 of which are insulin dependent. 
 
 
Local data is based on information collected from the CSO, Public Health Information System 
(PHIS) incorporating Hospital Inpatient Enquiry System (HIPE).  The Cork and Kerry Diabetic and 
Heart Disease Study has provided very valuable local information. As there is no register of 
patients and no routine primary care data, information on these aspects is limited to extrapolations 
from elsewhere. 
 
 
The following table estimates the number of persons living in Cork and Kerry who will be affected 
annually by late complications of diabetes. 
 
 

Biomedical impact of late complications of diabetes 
 
Complication % based on 

UK prevalence 
studies* 

Estimated number of persons in 
Cork & Kerry affected annually** 

Diabetic patients requiring 
renal replacement treatment 

 5 p.a 

Incidence of sight 
threatening retinopathy 

1.5% p.a 150 

Prevalence of foot ulceration 3.3% p.a 330 
Incidence of lower extremity 
amputation 

0.6-1% p.a 60-100 

Incidence of new Ischemic 
Heart Disease in type 2 

3.2% p.a 320 

Cardiovascular Disease as a 
cause of death 

5.5%p.a 550 

Number of people with 
Diabetes Mellitus 

 11,000 (based on an estimated prevalence 
of 2%) 

 
* Source:  St. Vincent’s UK Workgroup 1996  
** Based on extrapolations from Census 1996 
 
 
The most reliable information in relation to diabetes in Ireland is based on the numbers of patients 
that die from that illness each year. 
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Mortality from Diabetes 
 
Information on mortality is available from death certification.  This can create some difficulties in 
relation to death rates from diabetes as patients often die from associated complications, which are 
the recorded cause of death.  However, coding methods tend not to vary enormously throughout a 
country or between professionals and thus this information can be used for comparison purposes 
and trends over time. 
 
Males have higher mortality rates than females.  Kerry has higher rates than Cork or nationally. 

Standardised Mortality Ratio Diabetes Mellitus Males/Females 
1995-1999

0
20
40
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160

CORK KERRY SHB IRELAND

Source: PHIS V4 2001

Male
Female

 
 
 
1The mortality rate for all ages in Kerry is higher than for Cork or nationally and this difference is    
increasing. 

 

Diabetes Mellitus Direct Age-Standardised Mortality Rates per 100,000 
Population ALL AGES (5-year moving averages), 1989-1999
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1 The Standardised Mortality Ratio (SMR) is an overall measure of mortality, which takes account of the variations in 
age distribution between one region and another.  The average for the country is taken as 100.  A figure of over 100 is 
worse than the national average and less than 100 is better. 
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Premature mortality from diabetes is higher in Kerry and appears to be increasing in recent years. 
 
 

Diabetes Mellitus Direct Age Standardised Mortality Rate per 
100,000 pop 0-64 Yrs (5-year moving averages), 1989-1999
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Diabetic patients over the age of 65 years who live in Cork have a lower mortality than nationally.  
The mortality of this group of Kerry people is higher. 
 
 

Diabetes Mellitus Direct Age Standardised Mortality Rate per 100,000 
pop aged 65+ (5-year moving averages), 1989-1999
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The mortality rate from diabetes has been falling nationally since the mid-nineties.  
 
 

Diabetes Mellitus Direct Age-Standardised Mortality Rate per 100,000 
Pop ALL AGES (5-year moving averages), 1989-1999
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Morbidity associated with Diabetes 
 
Information on mortality does not capture the full extent of the burden of disease.  Hospital data 
provides the information on the numbers of patients admitted to hospitals with an illness but tells 
us nothing about those living in the community. 
 
The Cork and Kerry Diabetes Heart Study carried out by Creagh et al, in 199812, provides valuable 
information on the local pattern of the disease.  They interviewed 1,018 patients in the 50-69 age 
group and found a high prevalence of diagnosed diabetes, a high prevalence of undiagnosed 
diabetes and a high prevalence of risk factors. 
 
The main findings were: 
 

Almost 4% of the population sample had type 2 diabetes, of whom 30% were undiagnosed 
Almost half of the population sample were overweight and a further one-quarter met 
current international criteria for obesity, one of the highest recorded prevalence rates for 
obesity in a European population sample. 
40% of the population reported minimal levels of activity 
Approximately half of the population had blood pressure readings consistent with 
international criteria for the diagnosis of hypertension but only 38% of these individuals 
were known to be hypertensive 
80% of the population sample had a total cholesterol concentration >=5mmol/1. 
19% of the study sample smoked cigarettes. 
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Health Care Costs of Diabetes 
 
Given the burden of the disease, there is considerable economic cost both to the individual and to 
society.  Patients with diabetes are 2-3 times more likely to be admitted to hospital than those 
without.  A patient with diabetes can use about twice the amount of health care resources as 
someone without diabetes. 
 
Diabetes is estimated to be responsible for approximately 5-8% of the NHS budget.  Extrapolating 
from this and applying to the Southern Health Board budget of £512.7m we might estimate 
approximately £36m is spent on care for patients with diabetes.  However, such extrapolations are 
of necessity crude, as health care systems are not comparable and other costs e.g. primary care, 
medications and private care are not included. 
 
Economic analysis suggests that even though intensive management of hyperglycaemia and 
associated risk factors is more expensive, there is substantial saving in future care for 
complications, which currently consume 80% of diabetes health care costs13. 
 
The Impact of Intervention at Key stages in Diabetes 
 
Research proves that interventions at key stages can make a difference.  
 
          WHO?                                                             WHAT? 
  
         Whole Population                                  Prevention 
                                                                    Up to half of all new cases  
                                                                    could, in theory, be prevented 
                                                                    by reducing rates of obesity  
 
           High Risk Groups                            Early Diagnosis 
                      Up to half of all people with  

            diabetes already have  
            serious complications when 
             diagnosed 

       
            Structured programmes  
    People with diabetes  of care &  
                                                                self-management 
 
              Surveillance & early  
                                                                       Intervention for 
                                                                       complications 
 
 
 
 
  

           Source:  Audit Commission UK 2000 
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Good blood glucose control can 
reduce kidney damage by one-
third, and good blood pressure 
control can reduce strokes by 
one-third 

Eye screening and treatment 
can reduce blindness by half 
and footcare can reduce 
complications by two-thirds
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Conclusion 
 
This section puts in perspective the importance of diabetes as a public health problem.  
 
Diabetes: 

Is a  significant condition which is incurable, life long and progressive 
Is associated with long term complications 
Is a costly disease both in terms of economic and social cost 
Is incurable, Lifelong, Progressive 
Affects 250 million people by 2010 world-wide 
Prevalence rises in older people to 10% of the population (over 65) 
One patient  is diagnosed with type 2 diabetes every 5 minutes in England14  

 
 

This vulnerable group is in need of high quality care, which needs to be integrated.   
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 PART  3     -            Section 5      Preventing Diabetes 
 
As the epidemiology of diabetes has illustrated, diabetes is the ultimate model for the concept of 
preventative medicine, in that its consequences are predictable, significant and preventable.  
Intervention to reduce the humanitarian and economic burden of diabetes requires careful planning 
and strategic allocation of resources.  Its complexity poses difficulty when considering a specific 
preventative approach. 
 
The subgroup set up to explore the area of prevention, examined the options and set out a number 
of proposed steps.  The main emphasis should be on primary prevention - reducing the incidence of 
the disease usually through community-based activities to modify the behaviour and/or lifestyle of 
high-risk individuals (high-risk approach) or society as a whole (population approach). 
 
Many of the risk factors are shared with cardiovascular disease and some cancers.  The 
development of healthy eating habits from an early age and participation in regular physical 
activity throughout life contributes significantly to the reduction of cardiovascular disease and 
obesity in later life. 
 
There is already considerable improvement in health promotion activities taking place throughout 
the Southern Health Board. 
 
The enormity of the challenge produced by diabetes to the promotion of good health in Cork and 
Kerry should be highlighted using available data including demography, population predictions, 
authoritative diabetes prevalence predictions and the Irish 1999 lifestyle surveys Slán and HBSC. 
 
Way Forward  
These proposals need to be incorporated into the SHB Health Promotion strategy and the work of the 
Health Promotion department.  
 

Promote good general health in the population, in those subgroups recognised to be at 
particular risk of diabetes and inpatients diagnosed with diabetes disease. 
Focus health promotion efforts on balanced nutrition and physical activity. 
Consider the 2 year period 2001  end 2002 as phase I in the health promotion drive directed at 
diabetes given the recent major increase in resources allocated to nutrition and physical activity 
promotion in the Southern Health Board under the “Building Healthier Hearts” Action Plan. 
Following the “consolidation” phase 1 a major formal review of the relevant Health Promotion 
structures and programmes is proposed.  This review should consider the appropriateness of 
the Health Promotion services to supporting a preventative approach to diabetes. 

 
Secondary prevention: 

Once a patient has been diagnosed with diabetes it is important that clinical guidelines are 
closely followed and the patient is reviewed regularly to detect complications.  To achieve this 
rigorous and systemic regular review is needed along with the development and integration of 
pathways. 
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PART  4  The Service   -        Section 6      Diabetes - The Ideal Service 
 
 
The concept of integrated care and care pathways for diabetes was explored in Section 3.  Taking 
into account the profile of diabetes in the Southern Health Board region, the group looked at what 
the ideal service for diabetes patients should be.  Current levels of service were documented in 
order to identify the gaps between the current and ideal level of service 
 
Diabetes is a major public health problem in Ireland with a considerable economic impact.  The 
complications of diabetes are serious and significant to the individual and to the cost of running the 
health service.  The impact of diabetes spreads into all areas of health care from primary to tertiary 
and encompasses many different professionals.  The complications can be reduced with consequent 
benefits to the individual and to the economy. 
 
It is recognised that there is a need to develop and improve the structure of diabetic care in Ireland.  
The Saint Vincent’s Declaration has given direction to be used in approaching diabetes care world-
wide.  A national group called “The Saint Vincent’s Group” has been set up to look at this.  They 
are basing their work on the original concepts outlined under Saint Vincent’s Declaration – signed 
in 1989, which set out the following specific goals. 
 
            St. Vincent’s Targets15: 
 

Cut new blindness by over one third 
Reduce new end-stage renal failure by over one third 
Reduce limb amputations by over 50% 
Cut morbidity and mortality from coronary heart disease 
Improve pregnancy outcomes in women with diabetes 

 
 
The Saint Vincent’s Report16 has highlighted the fact that planning diabetes care on a regional basis 
needs to be addressed in an integrated fashion.  To provide an ideal service they made the 
following suggestions:- 
 
 Diabetes Centres 
 

- Need to be headed by a physician or endocrinologist with a specific interest in 
diabetes. 

- Offer state of the art centres 
 

Hospitals 
 

- Each general hospital should have one physician identified with responsibility 
for diabetic patients 

- It should have a Diabetic Nurse Specialist, dietetic support, access to chiropody 
and ophthalmology services 

- A consultant with regional responsibility and a sessional commitment to a 
number of district general hospitals. 

18
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General Practice and Primary Care 
 

- Concept of shared care/sole care especially for type 2 diabetics 
- Practice Nurses with responsibility for: 

- assessing patients needs 
- liaising between the GP and hospital based diabetes 

educational services and the local diabetes clinic 
- education 

- Access to dieticians, DNS’s, chiropody and community ophthalmology 
- Communication between centres/clinics and GPs and between GPs and 

hospital/clinics (e.g. combined care card or email) 
 
 
 Screening 
 

- Consensus guidelines for screening for asymptomatic diabetes  
 
 
 Diabetic Nurse Specialists 
 

- Currently number approximately 35 in Ireland.  Difficult to estimate the required 
number for the population. 

- Nurses in general hospitals with an interest in diabetes care. 
 
 

Dieticians 
 

- Hospital and community based 
 
 

Paediatric Services 
 

- Recognise the special needs of paediatric diabetics 
- Recommendations to be made by special paediatric working party. 

 
 

Psychiatric and Counselling Services 
 

- High incidence of depression in young diabetics  
- Appropriate services in all diabetic centres which could network with diabetic 

units/clinics 
 
 

Chiropody 
 

- Informal and unstructured footcare available in many hospitals  
- Need co-ordinated approach 
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Other specialist input 
 

- Ophthalmology, vascular, orthopaedic surgical requirements 
 
 

Additional recommendations 
  

- Directory of existing services and personnel – facilitate communication 
- All involved in diabetic care should receive continuing education 
- The role of community nurses and community liaison nurses needs to be 

reviewed 
- Diabetic Register needs to be established 
- Communications need to be improved 
- Outcomes need to be audited 
- Encourage membership – Diabetes Federation of Ireland 

 
 

Ideal versus Reality 
 

Given the Ideal Service as set out in St. Vincent’s Declaration, what is the reality faced by a patient 
presenting with diabetes?   This diagram attempts to describe this reality.
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The Ideal Service Diagram 
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PART  4    -             Section 7    Current Service Provision 
 
 
Keeping the concept of the provision of an ideal service in mind an attempt was made to document 
the current level of service throughout the board.  Each hospital in the Southern Health Board was 
contacted and relevant members of staff identified.  The current levels of service provision were 
identified (see table). 
 
 
Hospital based services are provided in Cork University Hospital (CUH), Mercy Hospital, South 
Infirmary/Victoria Hospital, Mallow General Hospital, Bantry General Hospital, Tralee General 
Hospital and the Bon Secours Hospitals in Cork and Tralee.  Primary Care services are provided by 
450 GPs throughout both counties.   
 
 
 
Description of Current Services 
 
The main findings were that the pathway of care provided is very variable.  Services are very 
poorly integrated both within the hospital and within the community and between hospital and 
community. 
 
 
Hospitals such as the Cork University Hospital and South Infirmary/Victoria Hospital, which are 
both located in Cork City provide a more comprehensive service.  They each have a dedicated unit 
staffed by a Consultant Physician/Endocrinologist, Diabetic Nurse Specialist and also provide 
Nutritionist and Podiatry services.  It is accepted that these units need huge development to 
achieve an ideal service as set out by The St. Vincent’s Report16.  
 
 
Other hospitals in the region provide a less comprehensive service – with far fewer facilities.  The 
paediatric diabetic service provided by these hospitals falls far short of ideal.  Many children attend 
Our Lady’s Hospital, Crumlin for regular review at huge personal costs to both the patients 
themselves and their families. 
 
 
Eligibility for Services 
 
Patients with diabetes may become eligible for a discretionary medical card due to the expense of 
their community diabetic care.  Those without a medical card are entitled to a long-term illness 
(LTI) card, covering all diabetes medication, syringes, pens, glucose strips and now covering related 
medications.  Some drugs and appliances are still not covered, but for these, the patients can access 
the drug refund scheme.  There is no formal scheme to assist patients with transport costs. 
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Current Levels of Service Provision in Hospitals in the Southern Health Board area for Diabetic Patients 
 
 
 
STAFF 

Cork 
University 
Hospital  

South 
Infirmary
-Victoria 
Hospital 

Tralee 
General 
Hospital 

Mallow  
General 
Hospital 

Bantry 
General 
Hospital 

Bons  
Secours  
Hospital 
Cork 

Bons 
Secours  
Hospital 
Tralee 

Mercy 
Hospital 
Cork 

Consultant 
Physician/ 
Endocrinologist 

a x 2 a    a   

Consultant 
Physician who 
treats diabetes 
patients 

  a a a  a a 

Diabetes Nurse 
Specialist 

ax 3 ax 2 a x .5 *    access  

Nutritionist a access aaccess    access  
 

 

Podiatrist 
dedicated to 
Diabetes 

a        

Access to Social 
Worker for 
Adolescents 

a        

Paediatrician/ 
Endocrinologist 

a        

         Access to     
DNS 

a a a x 0.5 
* 

   a  

        Access to    
Nutritionist 

a a a      

Access to nurse 
with an interest 
in diabetes 

   a  a   

SERVICES         
Diabetic OPD 
clinic  

a a a Recently 
set up 

Being 
developed 

  
 

 

Medical OPD 
clinic with 
access for 
Diabetic 
patients 

a  a a a a a a 

Inpatient and 
Outpatient  - 
nurse led 

a a a a Being 
developed 

a   

Pregnancy Day 
care-Dr & 
Nurse led       

a        

Podiatry Clinic a        
Podiatry 
sessions 

 a x .2  a   a  

Dietary Clinic a     access access  
I.T. 
Support/System 

 a       

*other  0.5 to Kerry Diabetes Federation       May 2001 
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PART  4  The Service         -   Section 8     Service Providers Perspective of Path  
      of care     
 
Having documented the current level of service in the region and what the ideal should be, the next 
step is to identify the pathway of care as perceived by the service providers.  Hospital based and 
community based service providers were consulted. 
 
All hospitals in the region were contacted and a schedule of meetings arranged.  The aim was to 
document the pathway of care provided for diabetic persons from their initial diagnosis through to 
management of complications. 
 
A number of GPs both rural and urban based, were also consulted.  The views of both groups are 
documented. 
 
 
Hospital Staff- Perspective of path of care 
 
There is huge variation in the level of service provided throughout the region.  
 
Diagnosis: 
 
The pathway for type 1 and type 2 differs: 
 
Type 1 

Newly diagnosed patients may be referred to the Diabetic Unit or admitted as 
inpatients. 
The majority are seen within a few days of referral by the GP 
The Cork University Hospital rarely admit newly diagnosed patients but diagnose and 
manage them from the Diabetic Unit 

 
Type 2 

The majority are treated as outpatients 
Some smaller hospitals routinely admit all patients for a few days 
Wait time varies from 3 to 4 weeks and from  9 to 12 months 
Some patients are only referred to hospital if they develop complications. 

 
 
Stabilisation: 
 
All newly diagnosed patients are managed in order to get their blood sugar levels to a desirable level. 
 

Average hospital stay 3 days to 1 week 
Depending on services available in the hospital, the patient may be seen by a consultant 
or members of the team. Where Diabetic Nurse Specialist is available, they have a very 
significant input into diabetic care. 
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Education: 
 
It is essential that the patient is fully informed of the importance of maintaining normal blood sugar levels in 
order to prevent development of complications. 
 

The Diabetic Nurse Specialist, where available, provides much of this service 
The newly diagnosed patient may also be seen by a Nutritionist and Podiatrist 
In some instances education is provided through handing out leaflets. 

 
Ongoing Management: 
 
Follow up of patient after diagnosis. 
 

Some units provide a review of all type 1 diabetics within a week of discharge from 
hospital 
Telephone access to the Diabetic Nurse Specialist is available 5 days a week 
OPD review by the consultant is usually 4 to 8 weeks after discharge 
Some consultants discharge back to the care of the GP while others provide follow up in 
the OPD indefinitely 
Podiatry services are provided by some hospitals, in others it is not available and 
patients are referred to private podiatry services.  

 
 Regular Review 
 
There are a number of important reviews which must be undertaken on a regular basis to detect 
complications. 
 
Eyes  

Some patients are reviewed on a 6 to 12 monthly basis by a consultant or junior doctor 
One hospital arranges the services of a Community Opthalmologist for annual review 
Patients who have developed complications tend to be referred to the Ophthalmology 
Department in the CUH 
There is no active call/recall system in place for patients who do not attend 

 
Feet 

Varies from annual review by podiatrist  to having no checks done 
Patients with complications are referred to relevant department  including Vascular, 
Cardiac, Public Health Nursing for follow up  

 
Renal 
 

Varies from blood and urine checks by GP or in hospital OPD to no review until 
complications have developed 
Patients with established renal disease are referred to renal unit in CUH or TGH 
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Complications 
Access to treatment of complications and services such as renal, vascular, cardiac can 
vary enormously.   
The access to these services is dependent on a number of factors including the length of 
waiting lists and the distances patients must travel to access services. 
It needs to be recognised that older patients particularly type 2 develop complications 
and need to be carefully monitored.   

 
GPs Perspective of Path of Care 
 
There is great variation in the level of service capable of being provided.  Many practices provide a 
comprehensive service with clinical guidelines in place, patient registers and call/recall systems.  
Other practices provide a more “ad hoc” type service.  The main difficulties identified by GPs were 
in accessing hospital services for diagnosis and review. 
 
There is recognition that this is a complicated illness and an awareness of its increasing prevalence.  
There is a different approach taken to the diagnosis and management of type 1 and type 2 patients 
as is appropriate. 
 

All refer Type 1 patients to hospital for immediate stabilisation and management.  Type 2 
patients are usually managed by the GP and may be referred to an OPD for further evaluation if 
complications arise.   
The service provided by the GP depends on the staffing of the practice and the proximity to 
other services.  For example, GPs who have practice nurses are more likely to carry out active 
case finding and provide closer follow up of the patients.   
Some practices actively case find by routinely screening all their older patients.   
Those practices that are computerised often have developed a list of diabetic patients and use 
this to recall patients for regular review.   
Many practices only see the patient at diagnosis when the patient is referred to the hospital for 
treatment.  The patient then becomes the responsibility of the consultant physician and the role 
of the GP is in the provision of regular prescriptions.   

 
Many of the more rural GPs felt that the service provided was the best they could but access to 
hospital based services was unsatisfactory. 
 
Barriers 
These are typical barriers which have to be overcome, encompassing systems and people. 
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Primary 
 
Secondary 
 
Tertiary 
 
Care 

♦ Geographical 
♦ District 
♦ Social Services 
♦ Health Authority 
♦ Hospital 
♦ Community 
♦ General Practices 

  Private 
  Public 

 Cultural 
  Educational 
  Financial 
  Social 

   Doctors 
   Nurses 
   Pharmacists 
   Dieticians 
   Chiropodists 
   Optometrists 
   Others 
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Conclusions  
 
From the consultation process with both hospital service providers and GPs it is obvious that the 
current diabetic service provision is poorly integrated. 

Services provided are very variable 
There are multiple paths of care 
There are no standardised protocols/ guidelines 
Not all patients are seen by a consultant with an interest in diabetes 
There is inequity in relation to:- 

access 
eligibility for services 
geographical location 

 
There is no information system or register of patients 
There is no systematic screening 
There is a lack of community supports 
There is no outcome measurement 

 
 
Any improvement in the delivery of an integrated service must be based on the following principles: 
 

The same standard of care must be made available to all patients 
This care must be provided according to agreed protocols 
The service must be equitable in terms of access to services, geographic location, and ability to 
pay 
Improved communication between hospital and community  
The service must be integrated. 
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Part  4   -   Section 9 The Patients’ Perspective of the Path of Care 
 
 
In any attempt to improve the provision of the health service for a population, it is important to 
seek the views of the patients.  The objectives of the qualitative study were to establish how 
integrated existing diabetic care is from the perspective of the patient, to identify any gaps in 
existing service provision and to ascertain the level of knowledge the patients have about the 
disease and services available to them. 
 
Thirty patients were interviewed throughout the Southern Health Board region.  They were 
selected on the basis of age and location within the region.  Care was taken to ensure rural and 
urban areas were represented.  They were selected from lists of diabetes patients provided by GPs 
and from the Diabetes Federation of Ireland in Cork and Kerry.  Interviews lasted an average of one 
and a half hours and results were analysed using qualitative methods28.  
 
 
Main Findings 
 
Integration of the service 
 
Many aspects of the diabetic care service lacks integration from the perspective of the patients but 
they are happy to praise the service where it is well delivered. 
 
Negative comments relating to the service show that the patients view the overall integration of the 
service as poor.  Patients feel that there is no consistent liaison between different professionals.  
  

“They tell me that I’m not to walk about barefoot and to see a chiropodist regularly but 
what I don’t know is where to meet one” 

 
They also feel that they are not given information about new methods or innovations for the care of 
diabetes and they are confused regarding the service they are entitled to receive.  Patients observe 
that co-operation between professionals is poor and there is also a perceived divide between the 
roles of professionals. 
 

“I’ve got quite a negative attitude off the doctors, unless he’s got something other than his 
diabetes they just ask when he was last at the hospital” 

 
Patients feel that there is no continuity of care at the clinics.  This was an issue of major concern for 
many of the respondents and is made worse by patients receiving confusing or conflicting 
messages.   
 

“in and out there 3 years, saw consultant himself only once” 
 

 
“one doctor came at one stage, can I drink milk, yeah I can drink milk away, another doctor 

says only a glass of milk; change in themselves” 
 

Patients also commented that there is a need for professionals to be able to communicate effectively 
with them, particularly adolescents.  The current ‘lifestyle talks’ are ‘haphazard’.   
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“someone who can relate to a rebellious teenager” 

 
Although the Diabetic Nurse Specialists are highly regarded, patients are hesitant to ring for 
support, conscious that they are very busy.  Patients perceive that they have different needs at 
different stages in their lives and consideration of this by the service is not apparent to them. 
 

“should we be seen every three months, that’s a long time for an old woman like me to be left 
to their own devices, I think I’d be saying that for a lot of people” 

 
One of the biggest issues patients have with the delivery of the service is the amount of time they 
have to wait at clinics to be seen.   
 

“last out of there last day but one of first in” 
 

They are also unhappy that the different aspects of the care of diabetes are not always checked on 
the same day.  In addition they feel that the service should be delivered close to them and not in 
distant centres. 
 

“if you could see them on the one day ‘twould be fine but if you go to Cork ‘tis a day, 200 miles 
round trip” 

 
Sharps disposal is also a big problem for many of the patients.  There is no uniform sharps disposal 
system in the region and patients are left to dispose of needles in any way they can. 
 
There are some aspects of service integration that patients are happy to praise.  Patients commented 
on those cases where there has been consistent follow-up and contact between different 
professionals.   

 
“it works well the way it is, [name of consultant] is a confirmation of what’s going on 

outside…I have a great feeling of confidence where [name of GP] is concerned and the follow 
up in [name of consultant]’s clinic is great.  I don’t always see [name of consultant], I’d see 

him the first time but he has always seen me anytime I ask” 
 

Service delivery is improving as some hospitals are contacting patients reminding them of 
appointments.  This service is appreciated although responsibility for attending a clinic or 
appointment is ultimately that of the patient.  There are however inconsistencies in the service. 
 

“the service is getting better in that they’re following up people…they are ringing you up 
which is a great service, I don’t think that was there at all last year” 

 
“dropped off list in [name of hospital] didn’t go for appointment and don’t get letters now” 

 
 
Blood samples are also being sent to the hospitals two weeks in advance of the patients’ 
appointments and this is a more efficient system for them.  Patients did not relate having any 
problems getting the equipment they need, stating that it is easily accessible. 
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Knowledge and Information 
 
The findings of the study show that knowledge of the disease is very different for those who have 
diabetes and the general population who do not have it. 
 
Knowledge of the disease, its care and potential consequences, by the patient varies considerably 
from person to person.  Some have very limited knowledge and are content with this, others state 
that they do not know much about diabetes and would like to know more.  Some have learnt a lot 
about the disease, through researching it themselves, from others with the disease and from the 
professional services (particularly the Diabetic Nurse Specialists). 
 

“oh not great, I’m very much up and down, very good times, high blood sugars and they go 
down too fast, I can handle that now, I think that’s thanks to [DNS] explaining these things” 

 
Information has been identified as a need by the patients.  They want more information in answer 
to specific and usually day-to-day questions.  They want information which is more easily 
accessible and that is relevant to them at changing periods in their lives.  Adolescents in particular 
have questions concerning their changing social lives and as young adults entering employment.   
 

“teachers tried their best showed video but video made in the early eighties” 
 

They commented that the available information is dated or old.  In addition it was observed that 
there is no information on coping with the psychological aspect of diabetes. 
 
The patients observe that the level of knowledge of the disease by the general population is very 
limited and that they have very poor understanding of it.  They feel that the general population are 
afraid of it and are suspicious of those who have the disease.   
 

“woman rang my mother for advice who thought it was the cat who’d given it to her 
daughter” 

 
“the odd person would just leave when found out had diabetes, feel its because they don’t 

know enough about it, not fully healthy” 
 

In addition some patients commented that general nurses in hospitals also have very limited 
knowledge of diabetes. 
 

“silly things, they’d give the other patients toast and give me bread” 

 
Living with diabetes 
 
Patients find it difficult to come to terms with having diabetes.  They find it traumatic and 
frightening.  One man stated “I was afraid of my life”.  Patients have to come to terms with the fact 
that they will have diabetes for life and accordingly they have to make many adjustments to their 
lifestyles.   
 

“I realised things would never get back to normal…” 
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“I was hiding it because I thought it might stop promotion and things at work” 

 
Patients also find that as they get older the disease has changing implications for their lives and 
some adolescents observe that they were ‘more motivated when they were younger’.  One of the 
biggest issues identified by patients was having to travel long distances for clinic appointments as 
well as for more specialist services.  This incurs economic and personal costs as they have to pay for 
transport or get someone to take them there and take time off work or school.  Another big issue 
identified was that of having to deal with the disease itself, learning how to cope with the various 
episodes diabetes presents. 
 

“took me a while to come to terms with injecting myself” 
 
 
Patients’ relationship with their Consultants 
 
The relationship patients have with their consultants varies.  Some are dissatisfied with their 
manner and attitude but others have good relationships with them.  They state that the ability to 
relate to patients of different ages, particularly adolescents, is very important.  They do not feel that 
this is achieved. 
 

“I have such faith in him, if he left… I’d follow him” 
 

“my sister, diagnosed 20 years ago doesn’t go to the clinic, put off waiting 4 or 5 hours and 
seeing a different doctor every time, she developed no rapport with them” 

 
 
Patients’ relationship with the Diabetic Nurse Specialists 
 
The patients’ relationship with the Diabetic Nurse Specialists is excellent.  They are praised without 
exception for a wide range of attributes.  This respect is uniform across all age groups.  The Diabetic 
Nurse Specialists are understanding and the patients perceive that they have a realistic approach to 
the care of diabetes and living with it. 
 

“they are very good to explain a thing, it takes a bit o’ getting used to” 
 
 
Conclusions 
 
The study results show that the overall integration of the diabetes care service in the Southern 
Health board is poor.   
 
Patients  

Feel that communication between professionals providing the service is poor 
Are confused about what services they are entitled to receive 
Are not happy that they are not seen by the same person at their clinic appointments each time 
Are dissatisfied that not all aspects of their care are conducted on the one day  
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Are dissatisfied that the clinics are often far from where they live; travelling long distances to 
clinics is one of the biggest issues identified 
Do not want to wait long periods of time at clinics to be seen 
Feel that the Diabetic Nurse Specialists are outstanding in the advice and information they give 
them, but feel that they are extremely busy 
Want more accessible information at changing periods in their lives as they move from one 
stage to another, this is particularly important for adolescents and young adults 
Also find that there is little psychological support 
Observe that the general population know very little about the disease 

 
Patients are happy with the service where there has been an improvement in follow-up by the 
hospitals and with the sending-in in advance of blood samples.  
 
The patients want a more complete service where everything can be done on one visit and they 
want this to be locally available. 
 
 
Way Forward 
 

32

It is evident a strategy for the Development of Services for Patients with diabetes needs to be 
prepared. 
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PART  5    Supports      -                   Section 10    Information System 
    
The group undertook to examine some of the necessary supports required to develop the concept of 
integrated care pathways.  A comprehensive information system is fundamental to this process. 
 
A diabetic patient information system provides information on the process and outcome of health 
care, allows evaluation of services and assessment of need.  Much work has been carried out 
internationally on identifying outcome measures for diabetic care.  It is now possible to compare 
outcomes of care between different diabetic services and different diabetic populations, with the 
objective of decreasing the incidence of complications.  
 
The current information systems are not gathering this information.  There is a need to develop a 
comprehensive information system for the Southern Health Board area that will integrate hospital 
information, general practice and other community services information.  This system must be 
compatible with current information systems such as those in use at Cork University Hospital and 
the South Infirmary Hospital/Victoria Hospital. 
 
The information subgroup explored the options and made the following recommendations. 
 
Recommendations: 
 

 
A diabetic patient information system must be established.   It is proposed that this system be 
commenced at Cork University Hospital initially.  Objectives of such a system would be: 
 

To provide information on health status 
To facilitate the evaluation of the diabetic services by monitoring process and patient outcomes 
To standardise and improve the timeliness of information transfer. 

 
The potential size of this project necessitates introduction on a phased basis.  The first phase is to 
focus on outpatients. 
 

 
A community based information system should be established based in GP practices.  
This should be introduced on a phased basis and focus on the model in the South Inner City of 
Dublin Project. (Appendix) 
 
Way Forward 

To progress this, two project leaders are needed: 
         - One project leader will be hospital based and will ideally require clinical, health    

information, IT knowledge and experience.   
   - The second project leader will be community based.  They will need to work closely. 

 
Extensive consultation will be required with all those involved in the hands on delivery of 
services.  
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PART  5               -     Section 11    
Guidelines 
 
In order to develop and implement Care Pathways for diabetes clear, clinical and administrative 
guidelines are needed.  
 
 
Clinical guidelines are systematically developed to assist the doctor and patient in making 
decisions about appropriate health care in relation to a disease.   
 
 
Administrative guidelines are developed to facilitate the implementation of clinical guidelines.  
This includes guidelines on when to refer patients, how they should be referred and scheduling of 
visits. 
 
 
The steering group was aware at the outset that extensive work was already underway in the 
development of national guidelines for diabetes care.  The group agreed that it was advisable to 
await publication of these guidelines.  
 
 
The Irish College of General Practitioners (ICGP) published ‘Guidelines for diabetes Care in the 
Community 2001’ in early 2001 these were derived from the International Diabetes Federation 
(Europe) Desktop Guides to type 1 and type 2 diabetes. The steering group endorse these 
guidelines for implementation in the Southern Health Board area. 
  
 
Further work is needed to localise these clinical guidelines and develop administrative guidelines 
to support them.  The group recommend that these should be developed under the auspices of the 
Primary Care Unit.   An initial step should be a pilot project along the lines of the South Inner City 
of Dublin Project.   
 
 
Way Forward 
 

Clinical guidelines need to be localised and implemented by hospital clinicians and GPs.  
The integrated care pathways co-ordinator should lead this work. 

 
Administrative guidelines need to be developed under the auspices of the Primary Care 
Unit.  A Project Leader needs to be appointed based in Community Services who would 
develop the administrative guidelines and work closely with the integrated care 
pathways co-ordinator. 
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PART  5    -        Section 12    Research 
 
 
If decisions in health and social care are to be based on evidence, and an increasingly well-educated 
population expects that they should be, the health services need to have relevant knowledge and 
information available on which to make good decisions.  Research produces this knowledge which 
will improve the effectiveness and efficiency of the health services.  The Government has made a 
commitment to do this and this is underpinned by the consultation document produced by the 
Health Research Board in January 2000 “Making Knowledge Work for Health”.  
 
 
Therefore, it is important that improvement in the provision of care to any group of patients has to 
include both clinical and biomedical and health services research.  Given the complexity of diabetes 
as an illness and the increasing burden both financially and socially there is a need for ongoing 
research in this area. 
 
 
Clinical/ Biomedical Research – there is potential because of the expertise and resources available 
within our academic departments to allow much collaborative work to be done in the area of 
diabetes. 
 
 
Health Services Research – unless needs are identified and services provided in the most effective 
and efficient way and in the most appropriate settings the potential to maximise health gain is not 
achievable.  The efficiency, effectiveness, equity and quality of structures, processes and outcomes 
of the health services must be examined.  Qualitative and quantitative methods should be used on 
ongoing basis. 
 
 
Way Forward 
 

There needs to be ongoing Clinical/Biomedical Research and Health Services Research 
in the area of diabetes. 
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PART  6    The Way Forward     -    Section 13       Direction
   
 
 
The work of the steering group has shown that the current level of service provided to persons with 
diabetes falls far short of the ideal.  Services are very poorly integrated.  In order to progress 
integrating the service and developing care pathways, the steering group recommend the following  
be taken on board: 
 
  
-  A strategy for the development of services for diabetes in the Southern Health Board area is a 

prerequisite.   
 
- High priority is to be given to the commitment to develop hospital and community based 

information systems.  
 
- Immediate appointment of an Integrated Care Pathways (ICP) Co-ordinator to develop care 

pathways is paramount. 
 
- A Project Leader to lead the development of Clinical and Administrative Guidelines under the 

auspices of the Primary Care Unit. 
 
- Clinical/biomedical and health services research is integral. 
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Glossary 
 
Biomedical – application of the natural sciences to the study of medicine 
 
Cardiovascular – relating to the heart and blood-vessels 
 
Care Pathways – there is no single definition describing a care pathway.  An integrated care 
pathway determines locally agreed, multidisciplinary practice based guidelines and evidence 
where available, for a specific patient/user group.  It forms all or part of the clinical record, 
documents the care given and facilitates the evaluation of outcomes for continuous quality 
improvement. 
 
Cerebrovascular – relating to the blood-vessels of the main part of the brain 
 
Chiropodists – see podiatrist  
 
Clinical Audit – the systematic and critical analysis of the quality of clinical care.  This includes the 
procedures used for diagnosis, treatment and care of patients, the associated use of resources and 
the effect of care on the outcome and quality of life for the patient. 
 
Clinical Effectiveness – the extent to which specific clinical interventions, when deployed in the 
field for a particular patient or population, do what they are intended to do i.e. maintain and 
improve health and secure the greatest possible health gain from the available resources. 
 
Clinical Governance – a framework through which organisations are accountable for continuously 
improving the quality of their services and safeguarding high standards of care by creating an 
environment in which excellence can flourish. 
 
Community Nutritionist – specialist in food and nutrition who is based in the community as 
opposed to a hospital setting 
 
Complications – a disease or diseases concurrent with another disease or a new disease that results 
as a progression of diabetes 

 
Demography – the study of the statistics of human populations 
 
Diabetes Nurse Specialist – a nurse specialising in the care of diabetes and the diabetic patient 
 
Dietetic Service – provision of advice and education pertaining to diet or proper food 
 
Dietician – a person trained in the scientific use of diet in health and disease  

 
Direct Age-Standardised Mortality Rate – a mortality rate statistically standardised to minimise 
the effect of different age distributions in a population.  (Crude death rates for different populations 
cannot be properly compared because of the different age profiles.  Age specific mortality rates of a 
region are compared to the corresponding age groups in a standard population.  This yields the 
number of deaths that would occur in that standard population if it were subject to the mortality 
rates prevailing in each region.  Comparisons can then be made.) 
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Endocrinologist – a person who specialises in the diagnosis and treatment of disorders of the 
glands of the internal secretion 
 
Epidemiology – the study of factors determining and influencing the frequency and distribution of 
diseases in order to control their development and spread 
 
Evidence-based – evidence based medicine is the process of systematically finding, appraising and 
using contemporaneous research findings as the basis for clinical decisions 

 
Health Outcome Model – health outcomes are the events doctors try to understand, predict, 
interpret and change when caring for patients.  These are modelled to a particular disease. 
 
Health Promotion – “The process of enabling people to increase control over and to improve their 
health” (WHO) 
 
Incidence – the rate at which a certain event occurs e.g. the number of new cases of a specific 
disease occurring during a certain period 
 
Inequity – unequal access to healthcare.  Equity is determined by actual need for service rather than 
ability to pay or geographical location 
 
Information Systems – systems for the effective analysis, design, delivery and use of information in 
organisations and society 
 
Integrated - co-ordinated; the combination of different services so that they co-operate towards a 
common end 
 
Integrated Care – integrated care is about the extent to which services that are received by 
individuals or communities may be more or less co-ordinated.  It allows a population perspective 
that facilitates decisions to be made against competing needs including prevention, treatment and 
support 
 
Interventions – a measure to improve health or alter the course of a disease 
 
Nutritionist – a specialist in food and nutrition 
 
Ophthalmologist – a physician who specialises in the diagnosis and medical and surgical treatment 
of diseases and defects of the eye and related structures 
 
Optometrists – a person trained and licensed in accordance with state law to diagnose, manage and 
treat conditions of the human eye and visual system (primary eye and vision care) 
 
Paediatrician – a physician who specialises in the branch of medicine which treats the child and 
diseases of children 
 
Pilot Projects – the testing of a plan or scheme 
 
Podiatrist – specialist in the study and care of the foot (formerly chiropodist) 
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Premature Death – deaths of people aged 0-64 
 
Prevalence – the number of cases of a disease that are present in a population at one point in time 
 
Primary Care – the care a patient receives at first contact with the health care system, usually 
involving co-ordination of care and continuity over time 
 
Primary Care Unit – facilitates the provision of services on behalf of the Board by private 
contractors, namely GPs, pharmacists, dentists and opticians/opthalmologists 
 
Primary Prevention – aims to reduce the incidence of the disease through  
community-based activities to modify behaviour and/or lifestyle of high risk individuals or society 
as a whole 
 
Qualitative – qualitative research uses analytical categories to describe and explain social 
phenomena in natural (rather than experimental) settings, giving due emphasis to the meanings, 
experiences and views of all the participants.  It is particularly useful in health services research. 

 
Secondary Care – treatment by specialists to whom a patient has been referred by primary care 
providers 
 
Secondary Prevention – aims to reverse the disease or to halt its progression 
 
Standardised Mortality Ratio – the ratio of the number of observed deaths in a study population to 
the number of expected deaths 
 
Strategy – a vision for the future.  It sets strategic objectives for which each service must develop 
plans to achieve 
 
Tertiary Care – treatment given in a health care centre that includes highly trained specialists and 
often advanced technology 
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Appendices   
 
Membership of Steering Group 

 Dr. Elizabeth Keane, (Chairperson), Director of Public Health, Dept. of Public Health 
 Dr. Domhnall O’Halloran, Consultant Physician/Endocrinologist, Cork University Hospital  
 Dr. Howell Walsh, Consultant Physician /Endocrinologist, South Infirmary Hospital/Vic Hosp 
 Dr. Finbarr Corkery, General Practitioner, (Nominated by ICGP) 
 Dr. Anne Sheahan, (Project Leader), Senior Area Medical Officer, Dept. of Public Health 
 Ms. Margaret Stafford, Clinical Nurse Specialist, Diabetes, Cork University Hospital  
 Ms. Margaret Humphries, Clinical Nutritionist, Cork University Hospital  
 Ms. Mary Fanning, A/Director of Public Health Nursing, Community Services 
 Ms. Ingrid Graef, Administrator, Dept. of Public Health 

 
Diabetic Information System Subgroup 

♦ Dr. Fiona Ryan, Specialist in Public Health Medicine, Dept. of Public Health (Chair) 
♦ Dr. Anne Sheahan, Senior Area Medical Officer, Dept. of Public Health 
♦ Mr. Mike O’ Regan, Information Services Manager, Cork University Hospital  
♦ Ms. Judy Cronin, Public Health Information Officer, Dept. of Public Health 
♦ Ms. Ingrid Graef, Administrator, Dept. of Public Health 
♦ Dr. David Molony General Practitioner, North Cork 
♦ Dr. Howell Walsh, Consultant Physician/Endocrinologist, South Infirmary Hospital/Vic Hosp 
♦ Dr. Domhnall O’Halloran, Consultant Physician/Endocrinologist, Cork University Hospital  
 
Prevention of Diabetes Mellitus – Subgroup 

♦ Dr. Cliodhna Foley-Nolan, Specialist in Public Health Medicine, (Chair) 
♦ Professor J.Barry Ferris, Consultant Endocrinologist, Cork University Hospital  
♦ Dr. Therese Crotty, General Practitioner 
♦ Ms. Margaret Stafford, Clinical Nurse Specialist – Diabetes, Cork University Hospital  
♦ Ms. Margaret Humphries, Clinical Nutritionist, Cork University Hospital  
♦ Ms. Teresa McElhinney, Health Promotion Officer, Health Promotion Unit 
♦ Ms. Linda Hogan, Senior Community Nutritionist, Health Promotion Unit 
♦ Ms. Ingrid Graef, Administrator, Dept. of Public Health 
 
Guidelines – Subgroup 

♦ Dr. Domhnall O’Halloran, Consultant Physician/Endocrinologist, Cork University Hospital 
♦ Dr. Howell Walsh, Consultant Physician/Endocrinologist, South Infirmary Hospital/Vic Hosp 
♦ Dr. Anne Sheahan, Senior Area Medical Officer, Dept. of Public Health 
♦ Dr. Don Creagh, General Practitioner, Blackrock, Cork 
♦ Ms. Margaret Stafford, Clinical Nurse Specialist – Diabetes, Cork University Hospital  
♦ Ms. Margaret Humphries, Clinical Nutritionist, Cork University Hospital  
♦ Ms. Mary Fanning, A/Director of Public Health Nursing, Community Services 
♦ Ms. Sarah Broderick, Practice Nurse 
♦ Ms. Laura Hagger, Podiatrist, Cork University Hospital  
♦ Ms. Ingrid Graef, Administrator, Dept. of Public Health 
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Epidemiology of Diabetes         
 
Microvascular complications (small blood vessel disease) 
 
Diabetic eye disease/Retinopathy 
 
The prevalence of retinopathy is very low in young people with diabetes with duration of less than 
5 years, but rises to 40-50% after 10 years of overt diabetes and after 20 years, more than 90% of 
patients have some degree of retinopathy.  Overall about 30% of people diagnosed with diabetes 
have retinopathy and each year 1% develop sight-threatening retinopathy17,18. 
 
Diabetes is also associated with cataract formation.  Cataracts are 2-5 times more common in people 
with diabetes.  This tends to occur at an earlier age and they are associated with a less favourable 
outcome of treatment than in people without diabetes7,9,11,18,19 
 
 
Diabetic Kidney Disease/Nephropathy 
 
In diabetes the small blood vessels in the kidneys become abnormal and proteins can leak out, first 
in small amounts (microalbuminuria) and then in larger amounts (proteinuria).  This takes about 5-
15 years to develop.  Damage to the kidneys can cause blood pressure to rise (hypertension), which 
can then cause further damage9.  By the time type 2 diabetes is diagnosed 80% have abnormal 
blood pressure.  In patients with established diabetic kidney disease, hypertension is the most 
important factor to cause further kidney damage20. 
 
Diabetes can lead to end stage renal failure (ESRF) which requires transplantation or dialysis for 
survival9,17.  End-stage failure (ESRF) in diabetic patients, mostly type 2, has become the most 
common cause of renal replacement therapy in Western Europe9,20. 
 
 
Diabetic Nerve Disease/Neuropathy 
 
This refers to damage to the nerves and its prevalence increases with the duration of diabetes and 
with poor glucose control21.  The two principal forms of neuropathy are autonomic neuropathy and 
peripheral neuropathy. 
 
Autonomic neuropathy may affect the cardiovascular, genitourinary and gastrointestinal systems, 
with postural hypotension (low blood pressure on standing up) being the most prominent 
symptom.  Prevalence among persons with diabetes ranges from 17-40%.  
 
Peripheral neuropathy is damage to the nerves supplying the limbs and is found in more than 50% 
of those aged over 60 years.  Awareness of touch, temperature, pain,  
 
vibration and position can all be reduced.  Sensory loss in the feet, the most common area affected, 
can lead to foot ulceration and may result in the need for amputation. 
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Macrovascular (large blood vessel) Complications 
 
Macrovascular disease is the major cause of death among people with type 2 diabetes, accounting 
for up to 75% of all deaths, with heart disease accounting for about 50% of deaths7,9,22.  Diabetes 
leads to a 2-3 fold increased risk for cardiovascular disease9,11,18,23.  People with diabetes from 
deprived areas are 3 times more likely to have heart disease than those in more affluent areas7. 
 
Cerebrovascular disease accounts for about 15% of all deaths in people with type 2 diabetes, who 
carry a 2-4 fold increased risk9-11,17.  The risk of peripheral vascular disease is increased 5 fold and 
high blood pressure is 2-3 times more common in people with diabetes9-11,17. 
 
Abnormalities in the concentration of lipids and lipoproteins in plasma have been reported to occur 
in almost 30% of persons with diabetes17. 
 
 
Diabetic Foot 
 
Foot problems are the most common complication leading to hospitalisation in persons with 
diabetes7,9,17.  Foot ulcers are one of the most costly aspects of treatment of diabetes23,24.  Peripheral 
neuropathy, peripheral vascular disease and infection contribute to the development of foot 
ulcers17,25. 
 
At some time in their life, 15% of people with diabetes develop foot ulcers and 70% of diabetic foot 
ulcers reoccur within 5 years18.  Tight, ill-fitting shoes are the most frequent precipitating cause of 
ulceration9.  Five to fifteen percent of people with diabetic foot ulcers require lower extremity 
amputation which is 15 times more common among persons with diabetes, than among those 
without diabetes17,18,24. 
 
 
Psychological Problems 
 
Problems associated with diabetes include pain, hospitalisation, changes in lifestyle and career, 
physical disabilities, and threatened survival and these can affect the morale and mental well-being 
of the person with diabetes.  Diabetes itself does not cause changes in personality of psychiatric 
illness, but particular subgroups appear to be at risk of developing psychological problems. Young 
people with type 1 diabetes may have a higher prevalence of eating disorders, such as anorexia 
nervosa and bulimia, and adults with longstanding diabetes and major medical complications have 
a higher prevalence of symptoms of depression and anxiety17. 
 
Pregnancy 
 
Gestational diabetes complicates approximately 4% of all pregnancies in the U.S26.  In diabetic 
pregnancies the perinatal mortality is up to 2-5 times higher, and the congenital malformation rate 
up to 4 times higher than in the background population27. 



 
 
___________________________________________________________________________ 
Integrated Care Pathways for Diabetes 

 
 Interim Report   September 2001 

 
 Job Description          
 
Post: Integrated Care Pathway’s Co-ordinator 
 
Professional Qualifications: 
 
♦ Qualification in a Healthcare Profession is essential 
♦ Ability to demonstrate excellent communication and interpersonal skills 
♦ Information Technology skills are essential 
♦ Experience of Project Management would be an advantage 
 
Role Summary 
 
The post holder will: 
 
1. Be responsible for the development, implementation, monitoring and evaluation of integrated 

care pathway’s 
2. Liaise with and develop close working relationships between all multidisciplinary team 

members 
3. Facilitate the education and training of staff. 
 
Responsibilities 
 
1. Will be responsible for the promotion of a multi-disciplinary approach to the development of 

integrated care pathway’s by creating awareness and generating enthusiasm for the project. 
2. Assist in the identification of suitable patient care groups for ICP’s and liaise with the multi-

disciplinary team. 
3. Facilitate training and provide support for all staff involved in writing and using ICP’s. 
4. Oversee the development of ICP’s.  Monitor and evaluate the training, reinforce the use of 

documentation and variance tracking sheets.  Promote the use of variance data within the 
hospital. 

5. Facilitate the development of policies and procedures for specific ICP’s that reflect evidence 
based practice. 

6. Facilitate outcome measurement on variance analysis in order to support clinical audit, risk 
management and practice development. 

7. Assist in the development and implementation of a computerised system for ICP’s. 
8. Take a lead role in research and development, co-ordinate dissemination of best practice and up 

to date information on care pathways through the relevant channels. 
9. Foster close links with outside agencies, colleges/education establishments e.g. community 

care, GP’s, National University of Ireland, etc. 
10. Facilitate the establishment of an ICP steering group.  As a key member that decisions are 

followed through and co-ordinated. 
 
This job description is not intended to be exhaustive and it is likely the role will develop in the light 
of changing circumstances. 
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