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Key facts

£5.6bn 3.2m

22,000

estimated cost to the
NHS of diabetes in
England, in 2010-11

people in England
estimated to be dying each
year from diabetes-related
causes that could
potentially be avoided

people in England
were estimated to have
diabetes in 2013-14, with
2.8 million diagnosed

59%

of registered diabetes patients received all eight key care
processes, monitored through the National Diabetes Audit,
in 2012-13

36%

of registered diabetes patients were achieving all
three diabetes-related treatment standards for blood glucose,
blood pressure and cholesterol levels, in 2012-13

Fewer than 4%

of newly diagnosed diabetes patients were recorded as having
taken up a structured education programme, in 2012-13

10% to 65%

variation in the additional risk of death among people with
diabetes, within a one-year follow-up period, compared with
the general population

55%

of patients reported that they were able to take control of their
own diabetes care while in hospital to the extent they would
have liked, in 2012-13
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Summary

1
Diabetes is a chronic condition where the body does not produce enough insulin
to regulate blood glucose levels. The percentage of the adult population in England
with diabetes has more than doubled between 1996-97 and 2013-14. In 2013-14, there
were an estimated 3.2 million people aged 16 years or older with diabetes in England,
of whom 2.8 million (6.2% of the adult population) were diagnosed and 400,000 (1.2%
of the adult population) were undiagnosed. Since we last reported on diabetes services
in 2012, the number of people aged 16 years or older with diagnosed diabetes has, on
average, increased by 4.8% a year.
2
There are two main types of diabetes (Figure 1 overleaf). Around 10% of people
diagnosed with diabetes have type 1 diabetes, which occurs when the body produces
no insulin. The remaining 90% have type 2 diabetes, which occurs when the body
cannot produce enough insulin to function properly, or when the body’s cells do not
react to insulin.
3
The percentage of the population with type 2 diabetes is strongly associated with
social deprivation. Being overweight is the main modifiable risk factor for type 2 diabetes.
Obesity is rising and this has led to an increase in the percentage of the adult population
with diabetes. About 90% of adults with type 2 diabetes are overweight or obese.
4
With structured education and appropriate support, most people with diabetes can
manage their condition themselves by, for example, eating a healthy diet, monitoring their
blood glucose level and taking insulin or glucose-lowering medication as needed. They
also need regular checks to monitor treatable risks for diabetic tissue damage and to
detect the early damage itself, so that treatment can be given to prevent deterioration. In
2001, the Department of Health (the Department) set out nine care processes that people
with diabetes should receive each year to detect the early signs of complications. The
National Institute for Health and Care Excellence (NICE) has also set treatment standards
for blood glucose, blood pressure and cholesterol which, when achieved, reduce the risk
of a person with diabetes developing complications (Figure 2 on page 7).
5
The estimated cost of diabetes to the NHS in England was £5.6 billion in 2010‑11.
The cost of complications (such as amputation, blindness, kidney failure and stroke)
accounted for 69% of these costs.
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Figure 1
Main types of diabetes1
Type of diabetes

Type 1

Type 2

Approximate percentage
of diagnosed
diabetes patients

10%

90%

Description

Occurs when the body produces
no insulin. People usually develop
type 1 diabetes before the age of 40,
often during their teenage years.

Occurs when the body cannot
produce enough insulin to function
properly, or when the body’s cells
do not react to insulin. It may remain
undetected for many years.

Action needed to
manage the condition

People with type 1 diabetes need
daily injections of insulin to survive.

People with type 2 diabetes need
to adjust their diet and their lifestyle.
The condition is progressive and over
time most people with type 2 diabetes
will also need to take tablets or insulin
to control their blood glucose level.

Main risk factors

Family history

Being overweight or obese
Deprivation

Genetics

Ethnicity
Age
Family history

Note
1 Other types of diabetes include maturity onset diabetes of the young and rare types of diabetes which are often linked
to genetically inherited syndromes.
Source: National Audit Office
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Figure 2
Key processes and outcomes in the management of diabetes
Key process before
diabetes is diagnosed

Prevention

Many cases of type 2 diabetes are preventable. International
evidence suggests that behavioural interventions supporting
people to maintain a healthy weight and to be more active can
significantly reduce the risk of developing type 2 diabetes.

Key processes once
diabetes has been
diagnosed

Structured education

Helps people with diabetes to manage their condition and
reduces their risk of developing complications.

Nine recommended
care processes

Regular checks to monitor treatable risks for diabetic tissue
damage and to detect the early damage itself so that treatment
can be given to prevent deterioration. Figure 4, page 15, provides
a list of the nine recommended care processes.

Intermediate outcomes

Three treatment
standards

The risk of developing diabetic complications can be minimised
by early detection and management of high levels of blood
glucose (HbA1c), blood pressure and cholesterol. The
three NICE treatment standards are an Hb1Ac level of 7.5% or
less, a blood pressure of less than 140/80 and a cholesterol level
of less than 4.0 mmol/l.

Final outcomes

Key diabetes-related
complications

Diabetes-related complications are an indicator of the quality of
long-term diabetes care. They can lead to complex and costly
treatments and impact on quality of life. Complications include:
angina; heart failure; heart attack; stroke; renal replacement
therapy; minor and major amputation.

Rates of early death
due to diabetes

Diabetes is associated with an additional risk of death at all ages.

Source: National Audit Office
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6
In 2012, we reported on The management of adult diabetes services in the
NHS.1 The Committee of Public Accounts took evidence on the report and concluded
that too many people with diabetes were developing complications because they
were not receiving the care and support they needed.2 The Committee made seven
recommendations aimed at improving services and achieving better outcomes for
people with diabetes and minimising the growth in the number of people with diabetes.

Scope
7
In 2014, the Committee asked us to review progress in improving diabetes
services. This review was a short, focused piece of work looking specifically at progress
against the Committee’s recommendations and progress against key outcomes, rather
than an examination of value for money. This report covers:

•

an overview of NHS services for people with diabetes (Part One);

•

progress against recommended standards of care and key outcomes (Part Two); and

•

improving the performance of diabetes services (Part Three).

8
This review draws heavily on data that were already available. The latest data
are for 2012-13. In Appendix One we assess progress against the Committee’s
recommendations. Our audit approach is in Appendix Two.

Findings
9
An estimated 200,000 people are newly diagnosed with diabetes each year.
A number of NHS initiatives aim to minimise the growth in numbers. For example, the
NHS Health Check programme, commissioned by local authorities, addresses the
top seven causes of preventable mortality: high blood pressure; smoking; cholesterol;
obesity; poor diet; physical inactivity; and alcohol consumption. And in March 2015, the
national NHS Diabetes Prevention Programme was launched, which targets people at
high risk of developing type 2 diabetes (paragraphs 2.3 to 2.8).
10 Few newly diagnosed diabetes patients are recorded as being offered
structured education or taking up the offer. The percentage of newly diagnosed
diabetes patients recorded as being offered structured education and recorded as
taking up the offer is improving each year, but in 2012-13 these percentages were only
16% and 4% respectively. In some areas, poor recording of the take-up of education
programmes is an issue. Potential barriers to the take-up of diabetes education and
support include: variable levels of provision across the country; patients being given
little information about the aims and benefits of the education; practical difficulties in
attending courses; and healthcare professionals’ lack of awareness of the benefits
of education programmes (paragraphs 2.9 to 2.13).

1
2

Comptroller and Auditor General, The management of adult diabetes services in the NHS, Session 2012-13, HC 21,
National Audit Office, May 2012.
HC Committee of Public Accounts, The management of adult diabetes services in the NHS, Seventeenth Report
of Session 2012-13, HC 289, November 2012.
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11 NHS performance in delivering the nine recommended care processes has
not improved since we last reported on diabetes services. Between 2009-10 and
2012-13, the percentage of registered diabetes patients receiving all the care processes
except eye screening, monitored through the National Diabetes Audit, remained at
around 60%. Data on eye screening is now reported independently through the NHS
diabetic eye screening programme (paragraphs 2.15 and 2.16).
12 The percentage of diabetes patients achieving all three treatment standards
has improved slightly since 2009-10 but did not change between 2011-12 and
2012-13. Between 2009-10 and 2011-12, the percentage of registered diabetes patients
achieving the recommended NICE treatment standards to control blood glucose, blood
pressure and cholesterol increased from 19.4% to 20.9%. In 2012-13, the Health and
Social Care Information Centre modified the blood pressure treatment standard. As
a result, the percentage of registered diabetes patients achieving all three treatment
standards increased to 36% in 2012-13. However, underlying performance did not
change between 2011-12 and 2012-13 (paragraphs 2.21 and 2.22).
13 Diabetes specialist staffing levels in hospitals have not changed since we
last reported on diabetes services. The percentage of beds in acute hospitals in
England occupied by people with diabetes increased from 14.8% in 2010 to 15.7% in
2013. However, the level of diabetes specialists has not significantly changed. In 2013,
nearly one-third of hospitals in England taking part in the National Diabetes Inpatient
Audit still had no diabetes inpatient specialist nurse and 6% did not have any consultant
time for diabetes inpatient care (paragraphs 1.8 and 2.29).
14 Current funding models do not support the delivery of integrated diabetes
services. Most of the organisations we spoke to told us that diabetes care needs to
be more integrated if performance against the nine recommended care processes and
three treatment standards is to improve. Most of the organisations also told us that
current organisation-based funding models do not support integrated diabetes care.
Where more integrated care is being delivered, this has been achieved despite the
system, not because of it (paragraph 3.6).
15 There has been a statistically significant reduction in premature death for
those with type 2 diabetes since we last reported on diabetes services. In 2013,
people with diabetes were 34% more likely to die that year than the general population
in England, an improvement since 2011 when they were 44% more likely to die. A
benchmarking study of 19 countries, published in 2013, indicated that in 2010 the UK
had the lowest rates of early death due to diabetes. In addition, the relative risk for a
person with type 1 or type 2 diabetes developing a diabetes-related complication has
not changed or has fallen for most complications. The exception is minor amputation,
which is increasing. The increase in the number of people with diabetes means,
however, that the absolute number of diabetes patients with complications is rising
(paragraphs 2.32, 2.34 and 2.35).
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16 Some groups of diabetes patients receive worse routine care and treatment
and have poorer outcomes. Younger people with type 1 and type 2 diabetes and people
with type 1 diabetes of all ages receive fewer of the recommended care processes and
are less likely to achieve the three treatment standards. This can lead to poorer outcomes.
For example, the relative risk of premature death for young women (aged 15 to 34) with
type 1 diabetes is particularly high (paragraphs 2.18, 2.24, 2.31 and 2.36).
17 There are significant geographical variations in delivering care processes,
achieving treatment standards and in outcomes for diabetes patients. For
example, across clinical commissioning groups: the percentage of people with diabetes
receiving all the recommended care processes, apart from eye screening, ranged from
30% to 76% in 2012-13; the percentage of people with diabetes achieving all three
treatment standards ranged from 28% to 48% in 2012-13; and the additional risk of
death among people with diabetes within a one-year follow-up period, ranged from
10% to 65%. Variations across GP practices are likely to be larger, but limited data at
this level are available (paragraphs 2.11, 2.19, 2.25 and 2.33).

Conclusion
18 Data now available since we last reported on diabetes services in 2012 show that
the Department, its arm’s-length bodies and the NHS have made progress in reducing
the additional risk of death for people with diabetes. The risk of complications for people
with diabetes has been stable or has reduced for most complications. Improvements
in delivering the nine recommended care processes and achieving three treatment
standards between 2004 and 2010, highlighted in our previous report, are likely to have
contributed to the improvements in excess mortality.
19 However, performance in delivering the nine care processes and achieving
the three treatment standards is no longer improving. Very few newly diagnosed
diabetes patients are recorded as attending structured education that could help them
manage their diabetes. Improving performance across these areas is vital if performance
in reducing the additional risk of complications and reducing additional mortality is to
continue. This, in turn, will help to control the costs of diabetes, given that complications
account for over two-thirds of the estimated costs of diabetes to the NHS.
20 The significant variations across England in delivering care processes, achieving
treatment standards and improving outcomes for diabetes patients suggests there is
considerable scope to improve diabetes services and outcomes. Addressing these
variations, along with aligning financial incentives to enable care to be more integrated,
will be key to ensuring outcomes for diabetes patients improve. The experiences of other
countries suggest that the NHS Diabetes Prevention Programme has the potential to
minimise growth in the number of people with diabetes.
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Recommendations
a

Significant geographic variations persist in the quality of care for people with
diabetes and in their outcomes. NHS England should set out how it intends to
hold clinical commissioning groups to account for poor performance in delivering
the nine care processes, the three treatment standards and longer-term outcomes.

b

Information on variations in care processes and outcomes is not complete.
NHS England should ensure that gaps in data are filled and that clear, high-quality
information is available to help improve services. In particular it should address the
following issues: not all GP practices provide data on their performance in delivering
the recommended care processes and achieving all three diabetes‑related treatment
targets; GP practice-level data on these are currently not publicly available; and
recorded take-up of patient education may not be a true picture of actual take-up.

c

Some groups of diabetes patients, such as patients with type 1 diabetes,
receive worse routine care and have poorer outcomes. To improve performance
for groups that receive worse care and have poorer outcomes, NHS England should
consider setting separate targets for different groups of diabetes patients, such
as by type and age. Targets would be for the percentage of patients receiving the
recommended care process and achieving all three treatment standards.

d

With access to education and support, many people with diabetes can
manage their condition effectively, but few people with diabetes are
recorded as receiving patient education. NHS England should work with clinical
commissioning groups to broaden the education offer available locally, for example
by offering e-learning. It should build up an evidence base of what works in
improving take-up rates, and disseminate this knowledge to commissioners.

e

The percentage of hospital beds occupied by diabetes patients is increasing
but levels of diabetes specialist staff have not changed. Where shortfalls in
specialist diabetes staff persist, NHS England and clinical commissioning groups
should ensure that hospital services comply with NICE guidance that people with
diabetes admitted to hospital are cared for by appropriately trained staff.

f

Current payment mechanisms within the NHS are not offering incentives
to integrate diabetes care. NHS England and Monitor should examine ways
to support integrated diabetes care and spread best practice from areas that are
already delivering more integrated diabetes care across primary, community and
hospital care settings.
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Part One

NHS services for people with diabetes
1.1 This part of the report provides an overview of diabetes, the standards of
care that diabetes patients should expect to receive, the cost of diabetes to the
NHS and the arrangements for commissioning diabetes services.

Background
1.2 In 2013-14, there were 2.8 million adults diagnosed with diabetes in England,
with a further 400,000 people estimated to have undiagnosed diabetes.3 Diabetes
is a chronic condition where the body does not produce enough insulin to regulate
blood glucose levels. Normally, the amount of sugar in the blood is controlled by
insulin, a hormone produced by the pancreas. When food is digested and enters the
bloodstream, insulin moves any glucose out of the blood and into cells, where it is
broken down to produce energy. In people with diabetes, the body cannot break down
glucose into energy. The overall likelihood of developing diabetes increases with age.
1.3 There are two main types of diabetes:

•

Type 1 (10% of adults with diabetes) – occurs when the body produces no insulin.
People with type 1 diabetes need daily injections of insulin to survive.

•

Type 2 (90% of adults with diabetes) – occurs when not enough insulin is
produced by the body for it to function properly, or when the body’s cells do
not react to insulin. People with type 2 diabetes need to adjust their diet and
their lifestyle. Some will also need to take tablets or insulin to control their blood
glucose level. The percentage of the population with type 2 diabetes is strongly
associated with social deprivation and is more common in people of South Asian,
African‑Caribbean or Middle Eastern descent. Being overweight is the main
modifiable risk factor for type 2 diabetes and around 90% of adults with type 2
diabetes are overweight or obese.

3

The estimate for people who have undiagnosed diabetes is taken from the diabetes prevalence model for local
authorities available at: www.yhpho.org.uk/resource/view.aspx?RID=154049
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1.4 Diabetes is becoming more common in England with incidence varying
across the country:

•

The percentage of the adult population in England with diabetes more than
doubled between 1996-97 and 2013-14.

•

Since we last reported in 2012, the percentage of the adult population in England
with diagnosed diabetes increased from 5.3% in 2009-10 to 6.2% in 2013-14 and
the number of people aged 16 years or older with diagnosed diabetes has, on
average, increased by 4.8% a year.

•

This increase is strongly linked to rising levels of obesity amongst the adult
population. In England, obese adults are five times more likely to be diagnosed with
diabetes than adults of a healthy weight.

•

In 2013-14, the percentage of the adult population with diagnosed diabetes varied
across the country from 3.5% to 9.2% (Figure 3 overleaf).

•

When the estimated number of undiagnosed people is taken into account, around
7.4% of the adult population had diabetes in 2013-14.

•

By 2030, the percentage of the adult population with diabetes is expected to rise
to 8.8% (4.2 million people).

Recommended standards of care
1.5 Diabetes causes damage to nerve cells and blood vessels. This has an impact
on the cardiovascular system and a number of other parts of the body, such as the
feet, kidneys and eyes. Poor diabetes management increases the risk of developing
diabetes‑related complications early. For example:

•

diabetes doubles the risk of cardiovascular disease;

•

diabetes is the most common reason for end-stage kidney disease and the
most common cause of blindness in people of working age; and

•

135 amputations take place a week in England as a result of diabetes.

1.6 Following structured education, and with appropriate support, most people with
diabetes can manage their condition themselves. However, to do so effectively they need
regular clinical checks for the early indications of disease progression, such as raised
cholesterol and raised blood glucose levels. If detected and managed early, the risk of
developing serious complications that require more specialist care can be reduced.
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Figure 3
Percentage of the adult population with diagnosed diabetes by
clinical commissioning group, 2013-14
The percentage of the adult population with diagnosed diabetes varied across clinical
commissioning groups from 3.5% to 9.2% in 2013-14
3.5% to less than 5.5%
5.5% to less than 6.0%
6.0% to less than 6.5%
6.5% to less than 7.0%
7.0% or higher

Source: National Audit Office analysis of Health and Social Care Information Centre data
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1.7 In 2001, the Department of Health (the Department) set out nine care processes
that people with diabetes should receive each year. These monitor treatable risks for
diabetic tissue damage and detect the early damage itself so that the patient can be
given treatment to prevent deterioration (Figure 4).4 The National Institute for Health
and Care Excellence (NICE) has also set treatment standards for blood glucose,
blood pressure and cholesterol. When achieved, these reduce the risk of a person
with diabetes developing complications.

Figure 4
The nine recommended care processes for people with diabetes
Care process

Purpose

Blood pressure

High blood pressure can indicate blockages or obstructions in the arteries.
These can cause a variety of complications.

Body mass index

Approximate measure of obesity using height and weight. Obesity is a risk factor
in developing complications due to diabetes.

Cholesterol

A blood test is undertaken to measure levels of fat in the blood. High levels
increase the risk of complications developing.

Creatinine

A blood test is undertaken to check for waste material carried in the blood and
excreted by the kidneys. High levels are a marker for possible kidney disease.

Eye screening

A photograph of each eye is taken, using a specialised digital camera, to look for
any changes to the retina that may require treatment to prevent blindness.

Foot examination

The skin, circulation and nerve supply of the feet are checked for numbness,
sensation, reflexes and pulses. Recognising and managing these risk factors early
can prevent or delay the development of ulcers that can lead to amputations.

HbA1c level

A blood test is undertaken to measure the level of HbA1c, a measure of
average blood glucose levels over the last 8 to 12 weeks. High blood glucose
levels can cause damage to blood vessels and increase the risk of diabetes
complications developing.

Micro-albuminuria

A urine test is undertaken to check for protein, a sign of possible kidney problems.

Smoking advice

Having diabetes puts people at increased risk of heart disease and stroke.
Smoking further increases this risk.

Note
1 GP practices or community services provide most of the care processes. Eye screenings and foot examinations
may also be provided by acute service or private sector providers and outpatient podiatry clinics.
Source: National Audit Office

4

Department of Health, The National Service Framework for Diabetes, December 2001.
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1.8 Diabetes-related complications account for a significant amount of hospital activity.
For example, for the common conditions of angina, heart attack, heart failure and stroke,
about one-fifth of total emergency bed days are related to diabetes. The percentage of
beds in acute hospitals in England occupied by people with diabetes increased from
14.8% in 2010 to 15.7% in 2013.

Cost of diabetes
1.9 The estimated cost of diabetes to the NHS in the UK has been widely reported
as about £10 billion a year, based on a piece of work by York Health Economics
Consortium in 2012.5 In 2015, the Department revisited this work to give an estimate for
England only. It took account of more detailed estimates now available and updated the
methodology used. The Department estimates that the cost of diabetes to the NHS in
England was £5.6 billion in 2010-11. Complications accounted for 69% of these costs.
Appendix Three gives more details about how this estimate was calculated.

Commissioning diabetes services
1.10 The Department is ultimately responsible for securing value for money for spending
on healthcare, including diabetes services. Following the reforms to the health system in
April 2013, the Department is the steward of the system as a whole. It relies on a system
of assurance around the commissioning, provision and regulation of healthcare.
1.11 The arrangements for health services, including diabetes services, have changed
since we last reported on this topic in 2012. The reforms to the health system created
new structures for commissioning healthcare (Figure 5):

•

Clinical commissioning groups commission diabetes services for their local
populations from providers of hospital and community services. These include
domiciliary care, outpatient appointments and hospital admissions.

•

NHS England and clinical commissioning groups now share responsibility for
commissioning GP services, which have a key role to play in delivering diabetes
care locally. From April 2015, more than 70% of clinical commissioning groups took
on greater responsibility for commissioning GP services.

•

NHS England also commissions a few specialised diabetes services such
as the insulin-resistant diabetes service, and will commission provision of
behavioural interventions as part of the NHS Diabetes Prevention Programme
(see paragraphs 2.7 and 2.8).

•

Local authorities commission public health services, such as the NHS Health
Check programme. These support the prevention, diagnosis and awareness
of health conditions, including diabetes.

5

N. Hex et al., Estimating the current and future costs of type 1 and type 2 diabetes in the UK, including direct health
costs and indirect societal and productivity costs, York Health Economics Consortium, University of York, Diabetic
Medicine, Vol. 29, Issue 7, pp. 855–62, July 2012.

Source: National Audit Office

Accountability

Other organisations
involved in diabetes
services

Organisations involved in
commissioning diabetes
services

Organisations involved
in generating information
on diabetes and/or
diabetes services

National Institute for Health
and Care Excellence (NICE)
Provides guidance and
guidelines to help improve
outcomes for people
using healthcare services,
including a quality standard
for diabetes.

Health and Social
Care Information
Centre
Collects, analyses and
presents national health
and social care data,
including the National
Diabetes Audit.

The CCG outcomes indicator set contains five
diabetes indicators.

From April 2015, more than 70% took on greater
responsibility for commissioning GP services.

Clinical commissioning groups (CCGs)
Commission hospital and community care including
some diabetes services such as diagnostic testing and
rehabilitative services.

Ten local teams commission specialised services,
including a small number of diabetes services, such as the
insulin-resistant diabetes service.

Regional teams (4)
Share responsibility for the commissioning of primary care
with CCGs.

The NHS Outcomes Framework captures diabetes outcomes
through indicators on care for long-term conditions and on mortality
from conditions where diabetes is a major contributory factor.

National Clinical Director for Obesity and Diabetes.

Provides leadership and support to clinical commissioning groups
(CCGs) to help them commission high-quality care.

NHS England
Accountable to the Department of Health for the outcomes
achieved by the NHS, including those for diabetes services.

Providers including NHS trusts, NHS foundation trusts and GPs.

Commission public health services,
including the NHS Health Check
programme.

Local authorities
Statutory duty to improve the health
of their populations.

National Cardiovascular
Intelligence Network

The Public Health Outcomes Framework
contains two diabetes indicators.

The NHS National Diabetes Prevention
Programme is a joint initiative between
Public Health England, NHS England
and Diabetes UK.

Responsible for campaigns focusing on
prevention, diagnosis and awareness
of health conditions including
diabetes (eg through the NHS Health
Check programme).

Public Health England
Accountable to the Department of
Health for securing improved public
health outcomes.

Department of Health
Ultimately accountable for securing value for money for spending on diabetes services.

Figure 5
Arrangements for commissioning and generating information for diabetes services since April 2013

Cardiovascular
strategic clinical
networks
Provide support
to CCGs.

Care Quality
Commission
Regulates health
and social care
providers to
make sure they
meet quality and
safety standards.
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1.12 The accountability arrangements for the health system are set out in the
Department’s Accounting Officer system statement.6 The Department sets objectives
through an annual mandate to NHS England and a remit letter setting out expectations
for Public Health England. The Department intends to measure progress against these
objectives through indicators set out in outcomes frameworks for the NHS and public
health. These frameworks include two specific indicators relating to diabetes, but
diabetes outcomes are also captured through indicators on long-term conditions and
on mortality from conditions where diabetes is a major contributing factor, such as
cardiovascular disease (Figure 6).
1.13 NHS England supports the 209 clinical commissioning groups and holds them to
account for delivering their statutory functions, including improving outcomes for their
populations. It does this through an assurance process. NHS England has developed
a clinical commissioning group outcomes indicator set containing five diabetes-related
indicators (Figure 6). The Accounting Officer system statement notes that reviewing
progress against these indicators forms part of NHS England’s ongoing assurance of
clinical commissioning groups. Performance against the outcomes indicator set can also
be used as part of clinical commissioning groups’ local accountability to their boards
and to local authority health and wellbeing boards.
1.14 Public Health England supports local authorities through both advice and evidence
tools. It holds to account the 152 local authorities for the money it allocates to them for
the appropriate use of the public health grant. Sources of assurance include spending
returns submitted to the Department for Communities and Local Government, Director
of Public Health annual reports and the Public Health Outcomes Framework (containing
two diabetes-related indicators). However, local authorities are ultimately accountable
to their electorates for delivering outcomes.
1.15 As part of the reforms to the health system, diabetes support services changed
considerably at the end of March 2013:

•

The Department’s National Clinical Director for Diabetes was replaced with
NHS England’s National Clinical Director for Obesity and Diabetes. The current
director is a practising diabetologist, whose role is to provide clinical leadership
and support in delivering improved outcomes for diabetes patients. He can draw
on expertise from NHS England’s different directorates as needed.

•

NHS Diabetes, which provided support to diabetes commissioners, was
disbanded. The National Diabetes Information Service was incorporated into the
National Cardiovascular Intelligence Network, owned by Public Health England.
It aims to provide timely health intelligence to commissioners to inform the planning
of cardiovascular services.

•

Strategic clinical networks were established to support commissioners in four
areas of healthcare, one of which is cardiovascular disease. By June 2015,
11 of the 12 regional cardiovascular strategic clinical networks had appointed
a dedicated diabetes clinical lead.

6

Department of Health, Accounting Officer system statement, October 2014.
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Figure 6
Specific diabetes outcomes indicators
NHS Outcomes Framework1

Public Health Outcomes
Framework 2

Clinical commissioning group
outcomes indicator set

Unplanned hospitalisation for
asthma, diabetes and epilepsy
(under-19s)

Recorded diabetes

People with diabetes who have
received all nine care processes

Access to diabetic
eye screening

A person is referred for structured
education within 12 months of being
diagnosed with diabetes
Complications associated with
diabetes, including emergency
admission for diabetic ketoacidosis
and lower limb amputation
Myocardial infarction, stroke and
stage 5 chronic kidney disease in
people with diabetes
Unplanned hospitalisation for asthma,
diabetes and epilepsy (under-19s)

Notes
1 Diabetes outcomes are also captured through indicators on care for long-term conditions and on mortality from
conditions where diabetes is a major contributory factor such as cardiovascular disease.
2

Other indicators address diabetes risk factors, such as excess weight in adults, and mortality from conditions where
diabetes is a major contributory factor such as cardiovascular disease.

Source: National Audit Office

1.16 Organisations and individuals that we interviewed raised concerns that these
changes were perceived as lowering the national priority given to tackling diabetes,
which was reflected in a lower local priority given to diabetes within some clinical
commissioning groups and general practices. Local clinicians and other stakeholders,
highlighted that, in their view, the change from a specific national clinical director for
diabetes to one for obesity and diabetes had weakened the role in terms of having less
focus on improving diabetes care. Stakeholders also raised concerns that it was more
difficult to promote good practice in managing diabetic patients since NHS Diabetes had
been disbanded, and that strategic clinical networks had limited resources and levers
to promote good practice and provide incentives for clinical commissioning groups to
prioritise diabetes where quality of care and outcomes were poor.
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Part Two

Progress in delivering care processes
and improving outcomes
2.1 This part of the report examines progress in:

•

minimising growth in the number of people with diabetes;

•

patients being offered and taking up education to help manage their diabetes;

•

delivering the nine recommended care processes;

•

achieving the treatment standards for cholesterol, blood pressure and
blood glucose levels;

•

delivering care for diabetes patients in hospital; and

•

reducing diabetes-related complications and mortality.

2.2 The National Diabetes Audit is managed by the Health and Social Care Information
Centre in partnership with Diabetes UK,7 and collects data on care processes and
outcomes from GP practices and secondary care. The Health and Social Care
Information Centre reports that the National Diabetes Audit is the largest and most
comprehensive annual clinical audit in the world. Participation in the audit is voluntary.
In 2012-13, 71% of GP practices in England participated in the audit compared with
88% in 2011-12. The drop in participation is likely to be the result of NHS restructuring
in April 2013 and the organisational transition that preceded it.

Minimising the growth in the number of people with diabetes
2.3 There are no precise figures for the number of people newly diagnosed with
diabetes in England each year. We estimate that between 2009-10 and 2012-13,
over 200,000 people a year were newly diagnosed with diabetes (Figure 7).
2.4 NHS England has set out the need for a fundamental shift towards prevention
if the NHS is to remain sustainable.8 Public Health England is accountable to the
Department for securing improved public health outcomes. It is responsible for campaigns
focusing on prevention, diagnosis and awareness of health conditions including diabetes.
Key public health activities relating to the prevention of diabetes include the NHS Health
Check programme and the NHS Diabetes Prevention Programme.
7
8

A charity that campaigns on behalf of people affected by or at risk of diabetes.
NHS England, Five Year Forward View, October 2014.
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Figure 7
Estimated number of people newly diagnosed with diabetes
in England, 2009-10 to 2012-13
Audit year

2009-10

2010-11

2011-12

2012-13

Identified in the National Diabetes Audit
as being newly diagnosed1

209,000

221,000

226,000

187,000

Percentage of diabetes patients covered
by the National Diabetes Audit

80.5%

85.0%

88.4%

71.1%

Total estimated number of people newly
diagnosed with diabetes2

208,000

208,000

204,000

211,000

Notes
1 Numbers are rounded to the nearest thousand and cover a 15-month period from January to March the following year.
People diagnosed between January and March are counted in two consecutive audits.
2

Calculated by estimating the number of newly diagnosed diabetes patients from the National Diabetes Audit for a
12-month period and then scaling the number up for the whole diabetes population.

Source: National Audit Office analysis of National Diabetes Audit data and Health and Social Care Information Centre data

2.5 Public Health England oversees the NHS Health Check programme. This is a
national risk assessment, risk awareness and risk management programme aimed at
people aged 40 to 74 who have not been diagnosed with an existing vascular disease or
are being treated for certain risk factors. The programme tackles the top seven causes
of preventable mortality: high blood pressure; smoking; cholesterol; obesity; poor diet;
physical inactivity; and alcohol consumption. Economic modelling by Public Health
England suggests the programme could detect earlier at least 20,000 diabetes or kidney
disease cases a year and prevent over 4,000 people a year from developing diabetes.
2.6 Since April 2013, local authorities have had to offer an NHS Health Check to
their entire eligible population every five years. They must also improve the percentage
of people taking up their offer of a risk assessment each year, with an aspirational
target of 66% by March 2015. Preventative actions after a health check are the shared
responsibility of local authorities and the NHS. Local authorities’ data indicate that,
between April 2013 and March 2015, 38% of the eligible population were offered a
health check, with about a half (49%) taking up the offer and receiving a check. The
take-up rate across local authorities varied from 21% to 100%.
2.7 In October 2014, the NHS Five Year Forward View announced a new national
NHS Diabetes Prevention Programme. This is a joint initiative between Public Health
England, NHS England and Diabetes UK. The programme aims to build on international
evidence that suggests behavioural interventions that help people maintain a healthy
weight and be more active can significantly reduce the risk of developing type 2
diabetes.9 In 2015‑16, the programme aims to target up to 10,000 people at high risk
of developing type 2 diabetes. A national roll-out is planned for April 2016.

9

Public Health England, A systematic review and meta-analysis assessing the effectiveness of pragmatic lifestyle
interventions for the prevention of type 2 diabetes mellitus in routine practice, August 2015.
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2.8 Public Health England, NHS England and Diabetes UK have chosen seven sites
to take part in the initial phase of the programme. The sites will test ways to identify
people with a high risk of developing type 2 diabetes including using the NHS Health
Check. They will monitor and test their local programmes, and help co-design and
implement the national programme. Local schemes include initiatives on: weight loss;
physical activity; cooking and nutrition; peer support; and online support from trained
professionals. Public Health England and NHS England are currently putting in place a
national procurement framework for the prevention services.

Patient education
2.9 Once diagnosed with diabetes, most people can manage their condition
themselves provided they receive structured education and appropriate support.
National Institute for Health and Care Excellence (NICE) guidance recommends that
all newly diagnosed diabetes patients be offered patient education programmes.
Structured education has been shown to be effective in reducing the risk of people with
diabetes developing complications. Education can improve knowledge, blood glucose
control, weight and dietary management, physical activity and psychological wellbeing.10
2.10 National Diabetes Audit data showed that very few people with diabetes are
recorded as having been offered structured education. Only 22% of those offered
structured education are recorded as attending structured education. Figure 8 shows
that, between 2009-10 and 2012‑13, the percentage of newly diagnosed diabetes
patients who were offered structured education increased from 7.6% to 16.4%. Those
attending the education increased from 2% to 3.6%. Patients with type 2 diabetes are
much more likely to be offered structured education (17.2% in 2012-13) than patients with
type 1 diabetes (3.8% in 2012-13).
2.11 In 2012-13, there was significant variation in the percentage of newly diagnosed
diabetes patients being offered structured education and the percentage of patients
then attending the education, ranging from 0% to 58% and 0% to 22% respectively.
To help improve these figures, from 2013-14, NHS England introduced an indicator
covering patient education in the Quality and Outcomes Framework (see paragraph 3.3)
and the clinical commissioning group outcomes indicator set.

10 Department of Health, The National Service Framework for Diabetes, December 2001.
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Figure 8
Percentage of newly diagnosed diabetes patients being offered or
attending structured education, 2009-10 to 2012-13
In 2012-13, more newly diagnosed diabetes patients were offered or attended structured
education programmes than in previous years but fewer than 4% attended the courses
Percentage offered or attended structured education (%)
20

16.4

15

10

5

11.8

10.4
7.6

2.5

3.1

3.6

2.0

2009-10

2010-11

2011-12

2012-13

0

Offered
Attended
Note
1 Due to issues with data quality, a patient may be recorded as attending structured education without this
being recorded as offered to them. The scale of these issues means that the recorded percentage offered
underestimates the true percentage offered by about one percentage point.
Source: National Audit Office analysis of National Diabetes Audit data

2.12 A recent report by the All Party Parliamentary Group for Diabetes highlighted
a number of barriers to the take-up of diabetes education and support including:11

•

highly variable levels of provision across the country;

•

even where provision is available people are often given little information about the
aims and benefits of the education, there can be long waiting times and practical
difficulties around location and timing, and courses may only partially meet
people’s needs;

•

many healthcare professionals do not value, or are unaware of, the benefits of
education programmes, leading to a lack of referrals and where referrals are made
they are poorly explained, meaning that the patient is less likely to attend;

•

poor data recording on referrals and take-up of education leading to a lack of
understanding of who is attending courses and who is not; and

•

poor take-up of existing courses making expansion of these courses harder to justify.

11

All Party Parliamentary Group for Diabetes, Taking control: supporting people to self-manage their diabetes, March 2015.
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2.13 During our fieldwork, a number of individuals and organisations raised concerns
that data collected by the National Diabetes Audit on the number of patients being
offered and taking up education may be understated. For example, a local audit in Hull,
carried out in collaboration with the Yorkshire and Humberside Cardiovascular Strategic
Clinical Network, found that in 2012-13, 45% of newly diagnosed type 2 diabetes
patients were offered structured education and 22% took up the offer. The National
Diabetes Audit data suggested that 28% were offered structured education and fewer
than 2% took up the offer. The National Diabetes Audit’s data is derived from general
practice registers where the Quality and Outcomes Framework provides incentives for
recording referrals, but not attendance.

Recommended care processes
2.14 In response to a recommendation by the Committee of Public Accounts,12 the
Department set targets that 64% of diabetes patients should receive all nine recommended
care processes by March 2015, and 80% of patients should receive them by March 2018.
While we were finalising this progress review, the Department and NHS England told us that
the level at which these targets were set lacked a clinical evidence base.
2.15 Until 2010-11, the National Diabetes Audit collected data on the delivery of all
nine recommended care processes. In 2011-12, the (then) NHS Information Centre
removed eye screening from the audit because it found that GP practices were not
reporting data for this measure consistently. Data on eye screening is now reported
independently through the NHS diabetic eye screening programme.
2.16 Since we last reported, performance in achieving all the care processes (excluding
eye screening) has remained at around 60% (Figure 9). At this rate of progress, the
Department’s targets are unlikely to be met, even though one care process has been
removed. The available data predates the health system reforms and the establishment
of NHS England.
2.17 For each of these care processes, performance has not changed by more that 1%
over this period. Blood pressure monitoring was the most frequently completed process
(95% of patients in 2012-13). The urine albumin test was the least frequently completed
(73% of patients in 2012-13). Data from the NHS diabetic eye screening programme
shows that 73% of patients received an eye screening in 2012-13.
2.18 People with type 1 diabetes are less likely to receive all the care processes (except
eye screening) than people with type 2 diabetes, even when other factors, such as age,
body mass index, ethnicity, gender and duration of diabetes are taken into account. In
2012-13, 41% of people with type 1 diabetes received all the care processes (except eye
screening) compared with 61% of people with type 2 diabetes. People aged under 40
are less likely to receive all the care processes compared with older people for both type
1 and type 2 diabetes, with those with type 1 diabetes showing a bigger difference in
receiving all the care processes than those with type 2 diabetes.

12 HC Committee of Public Accounts, The management of adult diabetes services in the NHS, Seventeenth Report
of Session 2012-13, HC 289, November 2012.
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Figure 9
Percentage of registered patients receiving all the recommended
care processes in England, 2009-10 to 2012-13
Performance in the percentage of patients receiving all the care processes has plateaued
Percentage of patients (%)
80% target by
March 2018 for the
nine care processes
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59.2
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64% target by
March 2015 for the
nine care processes

54.3
50.1

40

30

20

10

0

2009-10

Receiving all nine care processes
Receiving all eight care processes
Note
1 From 2011-12, the National Diabetes Audit has only reported on eight of the nine care processes. The Health
and Social Care Information Centre removed eye screening because it found that data for this measure was
not reported consistently.
Source: National Audit Office analysis of National Diabetes Audit data
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2.19 In 2012-13, there was significant geographical variation in the percentage of
people with diabetes receiving all the recommended care processes (except eye
screening). This ranged from 30% to 76% across clinical commissioning groups
(Figure 10). Between 2009-10 and 2012-13:

•

the 21 lowest-performing areas (10% of all areas) in 2009-10 improved
performance by an average of 22 percentage points; and

•

performance worsened by over ten percentage points in 10% of areas.

Achievement of treatment standards
2.20 The risk of developing diabetic complications can be minimised by early detection
and management of high levels of blood glucose (measured using HbA1c), blood
pressure and cholesterol. In response to a recommendation by the Committee of
Public Accounts,13 the Department set targets that by March 2015, 21% of diabetes
patients, and by March 2018, 40% of diabetes patients, should be achieving NICE’s
then recommended treatment standards for all three outcomes (blood pressure less
than 140/80, cholesterol less than 5 mmol/l and HbA1c of 7.5% or less). The Department
noted that it is not clinically appropriate to meet all three levels in all instances.
2.21 The Health and Social Care Information Centre reports on the achievement of
all three NICE treatment standards using data collected from the National Diabetes
Audit. For cholesterol, it uses a target of less than 5 mmol/l, in line with the Quality and
Outcomes Framework target for cholesterol. In 2012-13, the Health and Social Care
Information Centre also modified the blood pressure standard, from less than 140/80 to
less than or equal to 140/80 to align it with the Quality and Outcomes Framework standard
for blood pressure. This change was in response to feedback from GP practices that GPs
tend to round the reading when recording this information. Data on the original standard
are no longer collected.
2.22 Figure 11 on page 28 shows that, since we last reported, the percentage of
patients achieving all three treatment standards has improved, from 19.4% to 36.0%.
The small modification to the blood pressure standard resulted in a relatively large
change (15 percentage points) in the percentage of patients achieving all three treatment
standards. The available data predates the health system reforms and the establishment
of NHS England. The data indicated that the Department was on course to meet the
March 2015 target for all three NICE treatment standards. However, it is unlikely to
achieve the March 2018 target for all three NICE treatment standards, unless a step
change in performance is achieved.
2.23 Between 2009-10 and 2012-13, the percentage of people with diabetes achieving:

•

the NICE blood glucose standard fell slightly from 63.3% to 62.4%;

•

the NICE cholesterol standard fell slightly from 39.9% to 39.6%; and

•

the revised blood pressure standard increased from 61.4% to 69.0%.

13 HC Committee of Public Accounts, The management of adult diabetes services in the NHS, Seventeenth Report
of Session 2012-13, HC 289, November 2012.
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Figure 10
Percentage of people with diabetes who received all the recommended care
processes, except eye screening, by clinical commissioning group, 2012-13
The percentage varied across clinical commissioning groups from 30% to 76%
70% or more
65% to less than 70%
60% to less than 65%
55% to less than 60%
Less than 55%
No data available

Source: National Audit Office analysis of National Diabetes Audit data
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Figure 11
Percentage of patients achieving the three recommended treatment
standards in England, 2009-10 to 2012-13
36% of patients achieved all three treatment standards in 2012-13
Percentage of patients (%)
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treatment standards
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2012-13

Performance against the original NICE treatment standard to 2011-12
Performance against the revised treatment standard in 2012-13
Performance against the revised treatment standard, prior to its introduction for comparison
Notes
1 The Health and Social Care Information Centre uses a cholesterol target of less than 5 mmol/l when reporting
achievement of all three NICE treatment standards.
2

In 2012-13, the blood pressure standard was modified from less than 140/80 to less than or equal to 140/80 to
align it with the Quality and Outcomes Framework standard for blood pressure.

Source: National Audit Office analysis of National Diabetes Audit data
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2.24 A lower percentage of people with type 1 diabetes achieved all three treatment
standards (16.3% in 2012-13) than people with type 2 diabetes (37.5% in 2012-13).
In addition, as people get older they are more likely to achieve the treatment standards.
2.25 In 2012-13, there was significant geographical variation in the percentage of people
with diabetes achieving all three treatment standards (Figure 12 overleaf), ranging from
28% to 48% across clinical commissioning groups. Between 2009-10 and 2012-13, the
range in variation reduced from 21.9 percentage points to 20.2 percentage points but
performance worsened in almost one-fifth of areas (19%).
2.26 Data from the Quality and Outcomes Framework (see paragraph 3.3) indicate
that variation in achieving treatment standards is even wider between GP practices.
In 2012‑13, the percentage of people with diabetes achieving individual treatment
standards varied from about 10% to 100%, excluding practices with fewer than
10 patients with diabetes. Data on the percentage of people with diabetes achieving
all three treatment standards across GP practices are not currently published, but the
Health and Social Care Information Centre plans to make this available when it releases
the National Diabetes Audit for 2013-14.
2.27 In 2015, NICE updated its HbA1c target for both type 1 and type 2 diabetes patients.
The new type 1 diabetes guideline, published in August 2015, and draft type 2 diabetes
guideline, both recommended that healthcare professionals support diabetes patients to
aim for a HbA1c target of 6.5%, emphasising the need for individualised care, which may
extend to HbA1c targets for individual patients.

Care for diabetes patients in hospital
2.28 Data from the National Diabetes Inpatient Audit indicate that some aspects of
diabetes care in hospitals in England are improving. For example, between 2010 and 2013:

•

the percentage of diabetes patients receiving a foot examination during their
hospital stay increased from 29% to 44%;

•

the proportion of drugs charts with one or more medication errors reduced from
44% to 37%; and

•

the percentage of patients that had one or more severe low blood sugar episodes
reduced from 12% to 9%.

However, the percentage of patients with a severe low blood sugar episode requiring
injectable treatment – a life-threatening event – has remained at just over 2%.
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Figure 12
Achievement of all three treatment standards, by clinical commissioning
group, 2012-13
The percentage of people with diabetes achieving all three treatment standards varied across
clinical commissioning groups from 28% to 48%
40% or more
38% to less than 40%
36% to less than 38%
34% to less than 36%
Less than 34%
No data available

Note
1 The following thresholds apply: blood pressure of less than or equal to 140/80, cholesterol of less than 5.0 mmol/l,
and HbA1c of 7.5% or less.
Source: National Audit Office analysis of National Diabetes Audit data
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2.29 Most patients in hospital with diabetes are admitted for other conditions and are
therefore not under the care of a diabetes consultant. Guidance from NICE recommends
that people with diabetes admitted to hospital are cared for by appropriately trained staff
and given access to a specialist diabetes team. Between 2010 and 2013, the proportion
of patients seen by a member of a hospital diabetes team increased from 31% to 35%
and the number of hospitals with multidisciplinary foot care teams increased from
61% to 73%. However, diabetes specialist staffing levels have not significantly changed
and 30% of hospitals in England taking part in the audit still had no diabetes inpatient
specialist nurse and 6% did not have any consultant time for diabetes inpatient care.
2.30 Data on patients’ experience of hospital inpatient stays are collected through
the National Diabetes Inpatient Audit. These data show that, between 2010 and 2013,
patient satisfaction measures did not improve. For example:

•

55% of patients reported that they were able to take control of their own diabetes
care while in hospital to the extent they would have liked in 2013 – compared with
56% in 2010; and

•

85% of patients reported that the hospital provided suitable meals to manage their
diabetes in 2013, compared with 87% in 2010.

Complications and mortality
2.31 People with diabetes are significantly more likely to develop certain complications,
such as stroke, kidney disease and amputation, than people without diabetes.
In addition, those with type 1 diabetes are at much greater risk of developing
complications than those with type 2 diabetes, due to the fact that type 1 diabetes is
generally developed at a younger age than type 2 diabetes and its duration is longer.
The rates of diabetes-related complications are used as measures of the final outcomes
of care. Most complications take a number of years to develop and therefore indicate
the quality of long-term care. For those diabetes patients who develop complications,
life expectancy is severely reduced.

Complications
2.32 Between 2009-10 and 2011-12, the additional risk of most complications among
people with diabetes was stable or reduced, apart from minor amputation surgery
(Figure 13 overleaf). The increasing risk of minor amputation may partly reflect a
decrease in major amputations. The decline in additional risk of heart failure is the only
statistically significant change over this period. The increasing number of people with
diabetes, however, means that the absolute number of people with complications is
continuing to rise (Figure 14 on page 33).
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Figure 13
Additional risk of complications among people with diabetes in
England within a one-year follow-up period, 2009-10 to 2011-12
Between 2009-10 and 2011-12, the additional risk has remained stable or reduced for all
complications apart from minor amputation
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Notes
1 People classed as not having diabetes may contain people with diabetes who are not participating in the
National Diabetes Audit.
2

An additional risk of minor amputation of 827% means that people with diabetes are over nine times more likely
to have a minor amputation within a one-year follow-up period than the general population.

Source: National Audit Office analysis of National Diabetes Audit data
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Figure 14
Estimated number of complications in England
The estimated number of diabetes-related complications continues to rise
Number of diabetes
patients experiencing the
complication, 2011-12

Percentage
change between
2009-10 and 2011-12
(%)

Angina

75,600

+13

Heart failure

53,700

+25

Stroke

20,700

+21

Heart attack

17,300

+25

End-stage kidney disease

10,300

+11

Minor amputation (below the ankle)

3,500

+21

Major amputation (above the ankle)

1,700

+3

Complication

Note
1 Numbers are rounded to the nearest 100.
Source: National Audit Office analysis of National Diabetes Audit data

2.33 Data from the National Diabetes Audit indicates that there are significant
geographical variations in the additional risk of complications. For example, the
additional risk of heart failure among people with diabetes in the 2009-10 audit within
a three-year follow-up period, between April 2010 and March 2013, varied from
74% to 238% across clinical commissioning groups. The England average was 150%.
In 28 clinical commissioning groups (13%), the additional risk was significantly higher
than the England average for diabetes patients.

Mortality
2.34 Data from the National Diabetes Audit indicate that, in 2013, people with diabetes
who took part in the 2011-12 audit were 34% more likely to die than the general
population in England. The corresponding figure two years earlier was 44%, so this
represents an improvement. Using these data, the Health and Social Care Information
Centre estimated that, in 2013, there were 22,000 additional deaths in England due to
causes related to diabetes.

34 Part Two The management of adult diabetes services in the NHS: progress review

2.35 A review of international data published in 2013 showed that, in 2010, the UK
had the lowest rates of early death due to diabetes of the 19 countries covered.14
Improvements in delivering the nine care processes and achieving three treatment
standards between 2003‑04 and 2009-10 – highlighted in our previous report on
diabetes services15 – are likely to have contributed to the improvements in excess
mortality. For example, the percentage of patients receiving all nine care processes
increased from 7% to 50% over this period.
2.36 Diabetes is associated with an additional risk of death at all ages and in both sexes.
However, the relative risk, compared with the general population, is greatest at younger
ages, in females and in type 1 diabetes patients (Figure 15).
2.37 There are significant geographical variations in the additional risk of death among
people with diabetes compared with the general population. For example, the additional
risk of death among people with diabetes within a one-year follow-up period varied from
10% to 65% across clinical commissioning groups, with an England average of 39%.
In 30 clinical commissioning groups (14%), the risk was significantly higher than the
England average for diabetes patients (Figure 16).

Figure 15
Age-specific mortality rate ratios by type of diabetes and sex,
England and Wales, 2011-12 audit
Females aged 15 to 34 with type 1 diabetes are 6.6 times more likely to die than the
female population as a whole
Age group

Male

Female

Type 1

Type 2

Type 1

Type 2

15 to 34

3.9

2.1

6.6

4.1

35 to 64

2.9

1.6

4.1

2.1

65 to 74

2.1

1.4

2.9

1.7

75 to 84

1.9

1.3

2.3

1.4

85 and over

1.4

1.1

1.4

1.1

Note
1 Sex-specific general population equals 1.
Source: National Diabetes Audit data

14 C.J.L. Murray et al., UK Health performance: findings of the Global Burden of Disease Study 2010, Lancet 2013, 381,
pp. 997–1020, March 2013.
15 Comptroller and Auditor General, The management of adult diabetes services in the NHS, Session 2012-13, HC 21,
National Audit Office, May 2012.
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Figure 16
Additional risk of death among people with diabetes compared with the
local population, by clinical commissioning group, 2009-10 to 2011-12
In 30 clinical commissioning groups, the risk was significantly higher than the England
average for people with diabetes
Higher than the national level
for people with diabetes
At the national level for people
with diabetes
Lower than the national level
for people with diabetes

Notes
1 Shows the mortality in people with diabetes in England calculated using three cohorts of people, appearing in the 2009-10,
2010-11 and 2011-12 National Diabetes Audits, using a one-year follow-up period for each cohort for the mortality period.
2

Those areas higher or lower than the national average show a statistically significant difference to the average.

Source: National Audit Office analysis of National Diabetes Audit data
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Part Three

Improving the performance of diabetes services
3.1 This part of the report examines interventions that NHS England, Public Health
England and NHS organisations have made to support local improvements in diabetes
care, since our last report on diabetes in 2012. It covers:

•

incentives for health professionals to deliver better diabetes care and provide
more integrated diabetes services; and

•

tools and information available to support improvements in diabetes care and
its commissioning.

3.2 One of NHS England’s roles is to support the NHS commissioning system to
deliver improved outcomes for patients. In response to the Committee of Public
Accounts’ report on adult diabetes services,16 NHS England published a document
in January 2014 that presented all the actions it was taking, and planned to take, to:

•

prevent type 2 diabetes;

•

improve early diagnosis of all diabetes; and

•

support the management of diabetes in primary care.17

Incentives for health professionals
3.3 The Quality and Outcomes Framework is a voluntary annual reward and incentive
programme for all GP practices in England. It is based on the percentage of patients at
GP practices receiving recommended care, and achieving standards for specific clinical
indicators (including diabetes), to improve health outcomes. In 2012, the Committee
of Public Accounts noted that, although the framework had initially improved diabetes
outcomes in primary care, it was not driving the required outcomes.18 The Committee
noted that GP practices were paid for each individual test they carried out rather than
being rewarded for ensuring all nine care processes were delivered.

16 HC Committee of Public Accounts, The management of adult diabetes services in the NHS, Seventeenth Report
of Session 2012-13, HC 289, November 2012.
17 NHS England, Action on diabetes, January 2014.
18 HC Committee of Public Accounts, The management of adult diabetes services in the NHS, Seventeenth Report
of Session 2012-13, HC 289, November 2012.
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3.4 In 2014, the National Institute for Health and Care Excellence (NICE) proposed a
‘bundled’ diabetes indicator for 2015-16 covering eight of the basic care processes.
However, the proposal was not accepted by the British Medical Association’s General
Practitioners’ Committee and by NHS Employers (on behalf of NHS England) during
negotiations on the GP contract for 2015-16. For 2015-16, there are 11 diabetes
indicators representing 15% of the total points available, including the three treatment
standards and an indicator for structured education, but not all nine care processes.
3.5 Other incentives relevant to diabetes services include:

•

Best practice tariffs
In April 2013, Monitor and NHS England introduced best practice tariffs to pay
providers for diabetic ketoacidosis and hypoglycaemia, serious complications
caused by a lack of insulin and low blood glucose levels respectively. The aim of
these tariffs is to ensure the involvement of a diabetes specialist team and patient
access to a structured education programme.

•

The Commissioning for Quality and Innovation payment framework
This helps commissioners improve the quality of services by linking a proportion
of a provider’s income to the achievement of local quality improvement goals. The
payment is set at 2.5% of the value of all services commissioned through the NHS
standard contract. Commissioners choose national and local indicators to include
in the scheme. One local indicator covering gestational diabetes is available for
commissioners to choose.

•

The quality premium paid by NHS England
This rewards clinical commissioning groups for improvements in the quality of the
services they commission and for associated improvements in health outcomes
and reductions in inequalities in access and in health outcomes. The premium paid
reflects the quality of the health services commissioned in the previous financial
year, based on both national and local priorities. Commissioners may include a
diabetes measure in their local priorities.

3.6 Better integrated diabetes care has been shown to improve patient experience,
quality of clinical care and reduce hospital admissions for vulnerable patients.19 In 2012,
the Committee of Public Accounts noted that the payments system for hospitals
(payment by results) did not offer incentives providing the multidisciplinary care required
to treat diabetes. Most of the organisations we spoke to during our fieldwork told us that
current organisation-based funding models do not encourage more integrated diabetes
care. Where more integrated care is being delivered, this has been achieved despite the
system, not because of it.

19 NHS Diabetes and Diabetes UK, Best practice for commissioning diabetes services – an integrated care framework,
March 2013.

38 Part Three The management of adult diabetes services in the NHS: progress review

3.7 A number of key enablers of integrated diabetes care have been identified from
our fieldwork and literature review:

•

Ensuring all providers along a patient’s care pathway have access to the patient’s
data – this means patients can be referred to the right healthcare professionals
and ‘at risk’ patients can be identified.

•

Providing effective clinical engagement and leadership, which is fundamental to
delivering integrated care – commissioners, providers, clinicians and people with
diabetes should work together in local networks to organise the whole care pathway.

•

Improving the skills of the primary care workforce, with specialists on call to provide
advice and support to primary care colleagues – this means that more people can
be given high-quality care in the community while specialists focus on the most
complex or unusual cases.

•

Planning care collaboratively, so that clinicians and patients work together to agree
goals, identify support needs and develop and implement action plans.

3.8 NHS England is developing a year-of-care funding model for long-term conditions.
This aims to provide a financial framework for commissioners and providers to work
with locally, when funding care for people with long-term conditions, including diabetes.
In addition, in March 2015, NHS England established 29 vanguard sites that aim to
develop new care models focusing on closer collaboration and integration of services.

Tools and information
3.9 The outcomes indicator set for clinical commissioning groups gives comparative
information for clinical commissioning groups, health and wellbeing boards and local
authorities on the quality of diabetes services and their associated health outcomes.
It uses five diabetes indicators (see Figure 6, page 19). Clinical commissioning groups
can use this information to identify areas for improvement.
3.10 The Commissioning for Value programme, run by NHS Right Care,20 NHS England
and Public Health England, provides insight packs to help clinical commissioning groups
identify opportunities to transform and improve the quality and outcomes of the services
they commission. Figure 17 provides an example of a clinical commissioning group that
has used its Commissioning for Value pack to help improve diabetes services. As part of
this programme, in 2014-15, NHS England published a Pathways on a Page pack, which
includes a diabetes pathway. This presents information for each clinical commissioning
group, and compares its performance to ten similar clinical commissioning groups. The
information covers nine indicators along the diabetes pathway from initial contact to
end of treatment. These indicators include the percentage of the local population with
diabetes, care processes and outcomes.

20 Provides tools and support to help commissioners get best value from commissioning health services.
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Figure 17
Identifying opportunities for service improvement – Slough Clinical
Commissioning Group (CCG)
Where to look

The CCG’s Commissioning for Value pack indicated higher numbers of elective
admissions compared with similar CCGs. National Diabetes Audit data showed
that while the CCG performed well in terms of the percentage of people with
diabetes receiving the eight care processes, the control of their diabetes was
less effective than the comparator group for the three treatment standards.

What to change

Local intelligence suggested a gap in services for the South Asian population.
Practice-level data also suggested marked variation in achieving the three
treatment standards across general practices.

How to change

The CCG established a South Asian Lifestyle intervention programme along with
a clinical mentorship programme to support and upskill healthcare professionals
in 16 general practices.

Impact

Between June and November 2013, all practices apart from one showed an
increase in the number of patients whose glucose and blood pressure levels
were controlled, and all practices apart from two showed an increase in the
number of patients whose cholesterol level was controlled.

Source: Right Care casebook series, Slough CCG: improving the value of diabetes care in Slough, October 2014

3.11 Other tools and resources to support commissioners and providers that NHS
England, Public Health England and other organisations have produced include:

•

sample service specifications for managing type 1 and type 2 diabetes;

•

a primary care web tool showing GP practices’ performance across a range of
indicators – diabetes indicators include the percentage of the population with
diabetes (expected versus actual), emergency admissions, HbA1c, blood pressure
and cholesteraol levels and retinal screening;

•

supporting a pilot across eight sites to reduce the high mortality associated with
diabetic foot disease;

•

a tool that explores the relationship between spending on diabetes care and clinical
outcomes, produced by the national cardiovascular intelligence network; and

•

a masterclass programme to support diabetes commissioners, local authorities
and clinicians to use diabetes data and information to improve outcomes and
quality of care, provided by the national cardiovascular intelligence network.

3.12 NHS England and Public Health England have made more information available
to the public to help them understand how well the health system is performing.
For example, in October 2014, Public Health England introduced an online tool –
Healthier Lives – that shows mapped variations for diabetes, hypertension and
NHS Health Checks. The data allow people to see how their local authority, clinical
commissioning group and GP surgery are performing and how this varies across the
country compared with the England average.
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Appendix One

Progress against the Committee of
Public Accounts’ recommendations
Recommendation

Department’s
response

Our assessment
of progress

Commentary

Agreed

Moderate

NHS England is accountable for ensuring that clinical commissioning
groups (CCGs) deliver their statutory functions and improve
outcomes for their populations and it does so through an assurance
process. Progress against the CCG outcomes indicator set,
containing five diabetes indicators, forms part of NHS England’s
ongoing assurance of CCGs. NHS England also provides a range
of support and tools to support CCGs in delivering diabetes care.
NHS England’s local teams have continuous interaction with, and
collect information, on CCG’s performance, which they use for NHS
England’s assurance of CCGs. This enables NHS England to identify
if a CCG is failing, or likely to fail, to discharge its functions, including
each CCG’s duty to exercise its functions consistently with the
mandate. NHS England may then provide additional targeted support
to the CCG. CCGs determine their local clinical priorities. However,
where a CCG has poor relative performance on local diabetes
services, NHS England will assure itself that appropriate action is
being taken by the CCG through its assurance process. If NHS
England believes a CCG may fail to deliver its statutory functions and
NHS England’s usual support is insufficient to remedy this, it will use
its reserve powers of intervention to ensure improvement. This would
be necessary only in exceptional circumstances.

Agreed

Poor

The Department of Health (the Department) set targets that by
March 2015, 64% of diabetes patients, and by March 2018,
80% of diabetes patients, should receive all nine recommended care
processes. However, performance has remained at about 60%, since
we last reported. While we were finalising this report, the Department
and NHS England told us that these targets lack a clinical evidence
base. The Department and NHS England also told us that they are
exploring options for ensuring a sustained focus on treatment for
people with diabetes through work to develop a CCG scorecard.

Agreed

Moderate

The Department set targets that by March 2015, 21% of diabetes
patients, and by March 2018, 40% of diabetes patients, should
be achieving the recommended treatment standards for all three
outcomes. However, the 2015 target was not particularly stretching
and a modification to one of the treatment targets resulted
in a 72% increase in performance against all three treatment
standards. The Department and NHS England told us that they are
exploring options for ensuring a sustained focus on treatment for
people with diabetes through work to develop a CCG scorecard.

Recommendation 1
Set out how the NHS will
deliver improvements
specifically in diabetes care
under the new accountability
arrangements, setting out
under what circumstances and
how the NHS Commissioning
Board will intervene.

Recommendation 2
Aim to achieve universal
coverage [of the nine basic
care processes for people
with diabetes] and urgently set
out clear outcomes it would
expect to achieve by 2014-15
and beyond.

Recommendation 3
Set out when it expects
to increase significantly
the proportion of people
with diabetes achieving all
three outcomes [recommended
levels for blood glucose, blood
pressure and cholesterol], and
define what that proportion
should be.
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Recommendation

Department’s
response

Our assessment
of progress

Commentary

Agreed

Moderate

There are a number of incentives relevant to diabetes services
– best practice tariffs; the commissioning for improvement and
quality framework; and the quality premium paid by NHS England.
Progress has also been made in delivering more multidisciplinary
foot care in hospitals. The Department has not revised the Quality
and Outcomes Framework, and performance in completing care
processes remains unchanged. The current financial incentives,
funding mechanisms and organisational structures of health
services do not support the delivery of integrated diabetes care.

Agreed

Moderate

The costs of diabetes are still not well understood but most
costs are associated with complications. CCGs have a range of
information available that they can use to assess how diabetes
services perform. However, where a CCG has poor relative
performance on local diabetes services, NHS England will assure
itself that appropriate action is being taken by the CCG through
its assurance process. If NHS England believes a CCG may fail to
deliver its statutory functions and NHS England’s usual support
is insufficient to remedy this, it will use its reserve powers of
intervention to ensure improvement. This would be necessary only
in exceptional circumstances.

Not agreed

Moderate

The Department did not agree with this recommendation because it
was not government policy to mandate specific local work. However,
there has been some progress in delivering multidisciplinary care
and structured education. A number of tools and levers have been
put in place to encourage these services. The number of NHS trusts
with a multidisciplinary foot care team is improving. The number
of newly diagnosed diabetic patients being offered and taking up
structured education is increasing from a very low base. However,
in 2012-13, less than 4% were recorded as having attended
structured education.

Agreed

Good

Local authorities are now required to offer an NHS Health Check
risk assessment to their eligible population every five years and to
seek to improve the percentage of people taking up the offer of a
risk assessment. In March 2015, NHS England and Public Health
England announced a new NHS Diabetes Prevention Programme.
In 2015-16, the programme aims to target up to 10,000 people at
high risk of developing diabetes, with national roll-out thereafter.

Recommendation 4
Ensure that its payment
systems effectively
incentivise good care and
better outcomes for people
with diabetes.

Recommendation 5
Use its information to hold the
NHS to account and should
work with the NHS to ensure
that the costs of diabetes are
fully captured and understood
to promote appropriate
services and better outcomes
for patients.

Recommendation 6
Build into national contracts
for primary and secondary
care a requirement for
people with diabetes to
receive multidisciplinary care
from appropriately trained
staff and structured regular
education and support to help
them manage their condition.

Recommendation 7
Set out the steps to minimise
the growth in numbers through
well-resourced public health
campaigns and action on the
risk factors for diabetes, such
as the link with obesity, and the
complications they can cause.
Source: National Audit Office
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Appendix Two

Our audit approach
Scope
1
In 2012, we reported on The management of adult diabetes services in the NHS.21
The Committee of Public Accounts took evidence on the report, and concluded that
too many people with diabetes were developing complications because they were not
receiving the straightforward care and support they needed.22 The Committee made
seven recommendations aimed at improving services and achieving better outcomes for
people with diabetes and minimising the growth in the number of people with diabetes.
2
In 2014, the Committee asked us to review progress in improving diabetes
services. This review was a short, focused piece of work looking specifically at
progress against the Committee’s recommendations and progress against key
outcomes, rather than a value-for-money examination. We carried out the review
between April and August 2015.
3
Our review focuses on people aged 16 and over with type 1 or type 2 diabetes.
Diabetes in pregnancy and children and young people with diabetes were outside the
scope of this review because different clinical standards apply.

Methods
4
We reviewed key documents. These included Treasury minutes, National
Diabetes Audit reports, National Diabetes Inpatient Audit reports and NHS England’s
Action for Diabetes. We reviewed the findings from international comparisons work
on diabetes care and outcomes. We also reviewed reports from Diabetes UK and
academic publications estimating the cost of diabetes. We assessed the inclusion
of diabetes indicators in the NHS and Public Health outcomes frameworks, the clinical
commissioning group outcomes indicator set, and Quality and Outcomes Framework.

21 Comptroller and Auditor General, The management of adult diabetes services in the NHS, Session 2012-13,
HC 21, May 2012.
22 HC Committee of Public Accounts, The management of adult diabetes services in the NHS, Seventeenth
Report of Session 2012-13, HC 289, November 2012.
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5
We interviewed staff from a range of organisations. The interviews were
designed to help us understand:

•

progress in implementing the Committee’s seven recommendations;

•

progress in improving diabetes services and outcomes; and

•

the challenges faced in improving diabetes services and outcomes.

6
The organisations and individuals whom we interviewed included: the Department
of Health; NHS England, including the National Clinical Director for Obesity and
Diabetes; Public Health England; the Association of British Clinical Diabetologists;
Diabetes UK; the National Institute for Health and Care Excellence (NICE); and strategic
clinical networks’ diabetes leads.
7
We visited two areas, Portsmouth and Wolverhampton, where we spoke to
individuals involved in commissioning and providing diabetes services. These included
individuals from the local clinical commissioning group, the local acute provider, GPs
and IT specialists.
8
We analysed existing data. We replicated some of the analysis from our original
report on diabetes services, adding time series where relevant, to assess:

•

the percentage of patients receiving the nine recommended care processes, and
variation across England;

•

achievement of the three treatment standards, and variation across England;

•

rates of diabetes complications and additional mortality and variation
across England;

•

the relationship between factors such as location, age, ethnicity and deprivation on
quality of care and health outcomes;

•

access to, and take-up of, structured education to support diabetes
self‑management; and

•

trends in hospital activity for people with diabetes.

9
Our analysis used data from the National Diabetes Audit, the National Diabetes
Inpatient Audit, the Quality and Outcomes Framework and Hospital Episode Statistics.
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Appendix Three

The costs of diabetes to the NHS in England
1
In our last report on diabetes, we estimated that the cost of diabetes to the NHS in
England was £3.9 billion in 2009-10, noting that this was likely to be an underestimate.23
Since this report, the estimated cost of diabetes to the NHS in the UK has been
widely reported as about £10 billion a year, based on a piece of work by the York
Health Economics Consortium in 2012.24 This work estimated that, in 2010-11, the
cost of treatment was £2.1 billion (21% of total costs) and the cost of diabetes-related
complications was £7.7 billion (79% of total costs). The main difference between these
two estimates was how complication costs were calculated and the wider coverage of
the York Health Economics Consortium’s work (see Figure 18).
2
In 2015, the Department of Health revisited the York Health Economics
Consortium’s work to provide an estimate to cover England only (the consortium’s
estimate covered the UK) and to cover only those costs that specifically related to, or
were indirectly caused by, the condition (the consortium’s estimate covered all costs
incurred by patients who had diabetes). The Department took account of more detailed
estimates available (for the costs of foot problems and excess inpatient stays) and
carried out age-sex standardisation for the costs of cardiovascular disease to take
account of the generally older diabetic population.
3
The Department estimated that the cost of diabetes to the NHS in England was
£5.6 billion in 2010-11 (Figure 19). It estimated that treatment costs for diabetes were
£1.7 billion (31% of total costs) and that the cost of complications directly attributable
to diabetes was £3.9 billion (69% of total costs).

23 Comptroller and Auditor General, The management of adult diabetes services in the NHS, Session 2012-13,
HC 21, May 2012.
24 N. Hex et al., ‘Estimating the current and future costs of type 1 and type 2 diabetes in the UK, including direct health
costs and indirect societal and productivity costs’, York Health Economics Consortium, University of York, Diabetic
Medicine, Vol. 29, Issue 7, pp. 855–62, July 2012.
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Figure 18
Estimated cost of diabetes to the NHS
NAO

York Health Economics
Consortium

Department of Health

Coverage

England

UK

England

Year

2009-10

2010-11

2010-11

Total cost

£3.9bn

£9.8bn

£5.6bn

Treatment costs

£1.7bn

£2.1bn

£1.7bn

Complication costs

£2.3bn

£7.7bn

£3.9bn

Source of
complication costs

Application of average NHS
reference costs to all hospital
activity that contained a diagnosis
of diabetes.

Separate cost estimate for each
complication using various cost
sources such as NICE guideline
CG66, NHS reference costs and
discrete studies applied mainly to
hospital activity data.

Updating of the work of the York
Health Economics Consortium,
taking account of more detailed
cost estimates now available for
foot ulcers and amputations.
The Department revised the
complication costs associated
with cardiovascular disease, to take
account of the age and gender
structure of the diabetes population.

Note
1 Costs may not add up due to rounding.
Sources: Comptroller and Auditor General, The management of adult diabetes services in the NHS, Session 2012-13, HC 21, May 2012; N. Hex et al.,
‘Estimating the current and future costs of type 1 and type 2 diabetes in the UK, including direct health costs and indirect societal and productivity costs’,
York Health Economics Consortium, University of York, Diabetic Medicine, Vol. 29, Issue 7, pp. 855–62, July 2012; and Department of Health data

Figure 19
Department of Health’s estimate of the cost of diabetes to the
NHS in England, 2010-11

Treatment

Complications

Cost element

Cost
(£bn)

Treatment and management

1.72

Screening and testing

0.01

Cardiovascular disease

1.55

Renal

0.79

Foot ulcers and amputations

0.65

Excess inpatient days

0.63

Neuropathy

0.26

Other

0.23

Total

5.61

Note
1 Total does not sum due to rounding.
Source: National Audit Office analysis of Department of Health data
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