Diabetes and
Endocrinology
Deanery Induction Book

Health Education North East

Health Education England

SECTION 1 - Overview
3

HENE contact details

4

List of Trusts and Training Units

SECTION 2 - Trust Induction packs
5

Newcastle upon Tyne Hospitals NHS Foundation Trust
Endocrine unit

17 Newcastle Diabetes Care
48 South Tees Hospitals NHS Foundation Trust
114 County Durham and Darlington Foundation Trust
128 South Tyneside NHS Foundation Trust
142 North Tees and Hartlepool NHS Foundation Trust
147 City Hospitals Sunderland
163 Gateshead Health NHS Foundation Trust
171 Northumbria Healthcare NHS Foundation Trust

SECTION 3 - National Guidelines
198 Management of DKA
203 Surgical guidelines for Addison’s Patients
205 Pituitary Apoplexy
212 ARCP Details

2

Health Education North East
Health Education North East

Waterfront 4
Goldcrest Way
Newburn Riverside
Newcastle upon Tyne
NE15 8NY
Telephone: 0191 2106400
Fax: 0191 2106401
Help desk 0844 879 7258
Website: www.ne.hee.nhs.uk
www.liveandtrain.nhs.uk
‘County Durham and Darlington Trust’ currently host Lead Employer Trust

Our specialty officers at the LET:
HR contact officer: Hannah Armstrong
hannaharmstrong1@nhs.net
0191 2754656
Fax 0191 210 6401
Payroll officer: Liz Convery
liz.convery@nhs.net
Specialty Programme Coordinator: Laura West
Laura.West@ne.hee.nhs.uk
0191 2106562
JRCPTB Speciality site:
http://www.jrcptb.org.uk/trainingandcert/ST3-SpR/Pages/Endocrinology-And-Diabetes-Mellitis.aspx

JRCPTB Speciality certificate Contact
Vykkie Winstanley
vykkie.Winstanley@jrcptb.org.uk
02030751476
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Specialty Training

Trusts and Hospitals in the Northern Deanery offering Diabetes and
Endocrinology Specialty Training:
Newcastle Upon Tyne Hospitals NHS Foundation Trust
• Royal Victoria Infirmary, Newcastle upon Tyne
• Freeman Hospital, Newcastle Upon Tyne
• Newcastle Diabetes Centre
South Tees Hospitals NHS Foundation Trust
• James Cook University Hospital, Middlesbrough
• Friarage Hospital, Northallerton
County Durham and Darlington NHS Foundation Trust
• North Durham University Hospital, Durham
• Darlington Memorial Hospital, Darlington
Northumbria Healthcare NHS Trust
• North Tyneside General Hospital, North Shields
• Wansbeck General Hospital, Wansbeck
City Hospitals Sunderland NHS Foundation Trust
• Sunderland Royal Infirmary, Sunderland
South Tyneside NHS Foundation Trust
• South Tyneside District Hospital
Gateshead Health NHS Foundation Trust
• Queen Elizabeth Hospital, Gateshead
North Tees and Hartlepool NHS Foundation Trust
• University Hospital of North Tees, Stockton-on-Tees
• University Hospital of Hartlepool, Hartlepool
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The Endocrinology Unit in Newcastleis the largest in the North East and one of the top 5
units in England. We offer care for all endocrine conditions:
• Pituitary,Thyroid,Adrenaldisease
• Problems withSodiumandCalciumbalance
• ReproductiveMedicine
Our clinical staff are recognised as national and international experts, with a strong
academic and research underpinning to our work. We work with colleagues in Radiology,
Biochemistry, Surgery and Radiotherapy/Oncology so that all aspects of diagnosis, treatment
and long-‐term care can be delivered seamlessly and with a patient focus.
Trust, Directorate and Endocrine Unit relationships and Clinical Governance
The Endocrine Unit is part of the Medical Directorate, one of the key Directorates within the
NUTH Trust Governance structure. The current Medical Director with responsibility for
Endocrinology is Dr. Steve Parry.
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The Clinical Governance responsibilities of the Unit fall under the Medical Directorate.
These responsibilities are under-‐pinned by 2 key processes.
• An annual Clinical Governance report: compiled by the Head of Unit with the
help of colleagues.
• Endocrine Unit Clinical Governance meetings. These are led by Prof Simon Pearce
and currently occur 3 times per year.
Concerns relating to Clinical Governance issues can be raised with the Head of Unit (Dr
Ball) or the Clinical Director should the issue involve the Head of Unit.

Specialist Registrar rotations in Newcastle: how it works
1. Overview
The SpR posts in Endocrinology/Diabetes combine work across both specialities and
GIM. Currently, all 3 components run in parallel. Because of the range of the range of
work we do in Newcastle, trainees have the opportunity to engage in all elements of core
specialty and GIM but, in addition, take on a coherent, added-‐ value ‘strand’ of one or
two specific elements that can run through the year. This would normally involve a
themed, supervised Quality Improvement project.
Choices around the Newcastle+ options can be
discussed ahead of starting the rotation with
the Head of Unit. They can
be discussed once the rotation has started with
the Head of Unit or Educational Supervisor. We
try to align themes to balance trainee interests
and Unit priorities.

2. How SpR work-‐load is distributed
As training and service commitments cover multiple functions and multiple sites, we
have developed 5 functional roles (see outline diagram) through which SpRs rotate. This
ensures equity of experience over the time trainees are with us. The rota is coordinated
through a designated SpR who liaises with the Head of Unit. Conflicts that arise need to
be discussed as early as possible.
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3. The rhythm of the week on the Endocrine Unit: clinics, rounds and MDTs

4. Clinic management
Endocrine clinics are a key element of your training and a key element of service delivery.
However, the volume, tempo and case-‐mix can make them daunting at the outset.
• Arrive early and prepared: some clinics have formal pre-‐clinic meetings to go
through the patients due for review.
• Ask for advice and support: senior colleagues are there to help. Clinical Nurse
Specialists can advise on different approaches and styles.
• Complete the clinical outcome forms for each patient. These are important in
tracking pathways.
• Discuss optimal follow-‐up arrangements with senior colleagues. This avoids
over-‐frequent review and clinics becoming full.
• Post-‐clinic meetings/discussion are a key part of the training experience and a
key indicator of quality. If these are not occurring on a regular basis, please inform
the Head of Unit.

5.Clinic letters: managing time and performance
We use a range of written media to communicate with both colleagues (primary and
secondary care) and patients around their clinic appointments: standard, dictated clinic
letters with which you may be familiar; or a pre-‐formatted clinic proforma. Individual
clinic leads will direct you in the specifics of how specific clinics operate. There are some
key, generic points that operate across all formats.
• Clinic letters need to be produced, checked and sent out within one week of the patient’s
appointment. This means you have to put time aside in your working week to complete
them. The majority of results for tests requested from clinic will be available within 24
hours. Indeed for morning clinics, many will be available by the end of the same working
day. Incorporating results into your letter is a good way to improve the efficiency of the
Unit, reducing the burden of administration.
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• Clinic letters need to be accurate, succinct and use language that is appropriate for a
patient or carer to read.
• If you are falling behind in your clinic administration, please discuss with your clinical
supervisor or Head of Unit. We can’t help if we don’t know.
• Speed and effectiveness of communication is a key Trust, Directorate and Unit
performance indicator. The Unit tracks and develops an action plan around delays in
communication. Don’t be surprised if we highlight evolving problems and ask for your
help in addressing them.

6. The Programmed Investigation Unit

The PIU is a key component of the Unit; while it is not a specialty‐specific unit,
Endocrinology is a key stakeholder with some 10-20 patients admitted each week. The PIU
SpR role is a key element of the Regional Training Program. The role is also central in the
running of the Endocrine unit. Patient flow through the unit as a whole, including PIU, is
outlined above. Planned admission is though completion of the PIU admission Program:
these are available in all clinics and on the Unit. The Program outlines all the investigations
and actions to be completed: it therefore acts as a care directive and prescription. The
program also contains instructions on whether the admission should include SpR review
(the responsibility of the PIU SpR). Proper completion of the document is therefore very
important. While trainees can complete programs, all should be counter‐signed by the
consultant responsible for the patient.
• In conjunction and with supervision from the Consultant of the week, the PIU SpR
also has responsibility for managing Endocrine consults, advice and in reach to the
EAU.
• A request for formal inpatient consult should be directed to send a FAX consult to
the Unit office, for attention of the consultant of the week: 0191 28 20129. These can
be re-directed to the SpR following consultant triage.
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• Requests from colleagues in primary care for urgent outpatient review should be
sent to the same FAX number for attention of the consultant of the week:
0191 28 20129. Hospital switchboard may contact the PIU SpR with requests for
advice from other colleagues within the Trust. SpRs should discuss these on a
case-by-case basis with the consultant of the week
The PIU ward round
• Commences 1030 each Friday. We are aiming to use the Radiology Seminar Room
(level 3, Leazes wing) whenever possible.
• Case‐selection. This is based on the patient-admission list (prepared jointly by PIU
staff and PIU SpR) from the previous week. All cases admitted should be discussed,
with relevant results. If studies/results are incomplete, the case discussion and
management planning can be completed the following week. This routine ensures
progress-chasing and quality management of the admission/investigation/planning
cycle.
• Case preparation. Presentation is in the same format as the discharge summary
that follows: background/context; reason for admission; clinical assessment;
investigations. The appropriate management plan is formulated at the round and
should be incorporated into the presentation documentation. This then forms the
basis of the discharge summary that follows.
• On‐call/consult review and hand- over. These cases should be discussed following
review of admitted cases.
• Admission list for the following week should be discussed at the end of the round.
This acts s a prompt to review programming and a signpost of cases for discussion
in subsequent rounds. This also gives the opportunity to highlight scheduled
surgery admissions (pituitary and others) and coordinate review with Clinical
Nurse Specialists.
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Ordering investigations: forms and format
Many in‐patient investigation requests are now on line only. While this requires knowledge
and understanding of order sets and familiarity with the request systems, there are key
advantages in paper‐free work and data tracking. Plans are in place for rolling out similar
systems to ambulatory care/out‐patients incrementally over the next 24 months. In the
interim, Endocrine outpatient clinics will rely on paper‐based requests. Examples are given
below.

1. Combined Biochemistry, Haematology requests
There is a single, combined form for standard Haematology and Biochemistry requests
(including Hormone measurement). Non‐standard requests not shown on the ‘tick-box’
menu should be written in the space provided at the bottom of the form. The standard
thyroid function box will not include FT3.
This form should also be used for
Thyroid autoantibodies, including TRAB.
The results of most hormone studies
(including pituitary hormones) will be
available within 36 hours. Plasma
Metanephrine values are usually
available within a week of requesting.
Pancreatic hormones, Calcitonin and
Neuroendocrine biomarkers may need
2‐6 weeks for a result.
The Biochemistry lab is happy to add on additional investigations within 48 hours of a
sample being taken. This can be arranged through the on‐call duty biochemistry service. It is
helpful to know the hospital number and sample number for which you are requesting the
‘add‐on’. Sample numbers all begin with BR and can be found with results of other tests
requested.
We have close working relationships with Clinical Biochemistry and a member of the
department is generally present at the weekly PIU ward round/MDT meeting.

2. X-‐ray requests
This form should be used for the following.
• Chest or other x‐ray
• CT
• Ultrasound
In addition to standard good practice in
radiation safety, the following are important.
• Ensure ward (as appropriate) or clinic
(Endocrine) is completed.
• Consultant is named.
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These both allow tracking of results and action. Remember, The better the information in,
the better the information out: so clinical details are important. Requests for urgent studies
are best discussed with a radiologist; there is one on-call every day in Radiology

3.MRI requests
This is a common request in Endocrine clinics
and PIU. The better the information in, the
better the information out: so clinical details
are important. When requesting MRI studies
from clinic, it can often be helpful if the form
is sent to the MRI suite through the relevant
Medical Secretaries supporting the clinic. This
allows us to keep a record of when requests
have been made and facilitate progress
chasing. As with other imaging, requests for
urgent studies are often best discussed with a
radiologist there is one on-call every day in
the MRI suite.

4. Nuclear Medicine studies
Use this form for the following.
• Radio-isotope thyroid scans
• VQ scans
• Metabolic Bone scans (not Bone Mineral
Density)
We use a separate, bespoke, on-‐line request
for PET-‐CT.
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Ordering Radioiodine therapy in patients with Thyrotoxicosis

Radioiodine therapy is commonly requested from outpatient clinics. The request form is
shown here on the left (the current form is pink). It should be completed in clinic and signed
by the Consultant responsible, whose actions fall under an ARSAC licence holder. The form
should be used in conjunction with Consent Form 3 (as shown); one of the carbon copies
going with the request for treatment, the other being a copy for the patient. The process is
designed so that SpRs can take consent and it should be supported through using the Unit’s
patient information sheet available in clinic. It is helpful for the request forms to be
processed through the Endocrine Secretaries, who can log the date of the request and
coordinate patient follow‐up.

Multi-‐Disciplinary meetings (MDTs)
The Unit is involved in a number of MDTs. SpRs are encouraged to attend and take an active
part: presenting cases in which they are involved and taking on responsibility in managing
patients through care pathways.

1. Thyroid/Endocrine cancer MDT.
Alternate‐week meeting with Surgery, Oncology and Radiology. Wednesday 12‐2pm, Bewick
Seminar Room, Leazes Wing.

2. Neuro‐pituitary MDT.
Monthly on the second Friday of every month. Neurosciences Seminar Room, New Victoria
Wing.
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3. NET MDT.
2 per month, Thursday mornings, alternating with NET clinics. Freeman Hospital

4. Late Effects of Childhood Cancer MDT.
Bi‐weekly, Monday Lunch time in Great North Children’s Hospital. Very useful for those
wanting experience in Endocrine late –effects and/or transition medicine.

Educational Supervision and Continuing Medical Education
Trainees are allocated Educational Supervisors prior to starting the rotation. It is important
to meet your supervisor as soon as possible to identify training needs and personal
objectives for the year. The SpR program in Newcastle takes advantage of the local, regional
and national CME opportunities.

1. Local/ within unit
• Journal Club (bi‐weekly). SpR led and consultant facilitated. A good opportunity to present
and evaluate peer-‐reviewed papers on key topics, chosen by SpRs.
• NUTH Grand Rounds (bi‐weekly). Recently re‐started and run by academic Foundation
Trainees. A welcome return of something we would look to support.
• Endocrine Clinical Governance Meetings (3 per year). Always contain a number of key CME
elements, in addition to addressing CG and QI outcomes.

2. Regional
• Regional Diabetes/Endocrine Training Program CME.
• Regional GIM Training Program.
• Northeast Endocrine Research and Audit Meeting (NEERAG): annual.

3. National
We are supportive of trainees attending national meetings, particularly the BES and Clinical
Update meetings‐ which consultant colleagues are frequently involved in. There is
inevitably some negotiation around attendance and trainees should try to plan their
CME‐based ‘awayness’ with their colleague as early as possible. While we aspire to be as
accommodating as possible, there is a need to balance wider aspects of study leave and
service delivery.

Holiday and study leave
Holiday and study-leave forms are available on the Trust Intranet. They require approval
from the Head of Unit (Dr Ball) and co‐signature of the SpR rota coordinators (indicating the
request has ben discussed with other colleagues). While we are keen to accommodate
wishes as much as possible, some compromises are inevitable. The impact of leave on
colleagues and service are factors that have to be taken into account. Clinics cannot be
reduced at short notice. Recognition of the need for balance is an important element of
Professional behaviour. A central leave planner will be kept in the Endocrine Office to track
and monitor leave.
Study leave should be in‐line with outcomes agreed with Educational Supervisor.
Study leave can only be granted for recognised/approved training events.
It is difficult to manage the leave process across all SpRs unless requests are distributed
evenly through the year.
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Holiday and study leave
Holiday and study-leave forms are available on the Trust Intranet. They require approval
from the Head of Unit (Dr Ball) and co‐signature of the SpR rota coordinators (indicating the
request has ben discussed with other colleagues). While we are keen to accommodate
wishes as much as possible, some compromises are inevitable. The impact of leave on
colleagues and service are factors that have to be taken into account. Clinics cannot be
reduced at short notice. Recognition of the need for balance is an important element of
Professional behaviour. A central leave planner will be kept in the Endocrine Office to track
and monitor leave.
• Study leave should be in‐line with outcomes agreed with Educational Supervisor.
• Study leave can only be granted for recognised/approved training events.
• It is difficult to manage the leave process across all SpRs unless requests are distributed
evenly through the year.

Raising concerns
Concerns over patient safety or under‐mining behaviour can be raised through a number of
channels.
• Clinical supervisor
• Educational supervisor
• Head of unit
• Medical Directorate
Concerns over Educational supervision can be addressed through the Head of Unit. There is
the opportunity to change supervision arrangements, without prejudice, should this be
required. There are opportunities to raise concerns about day-to‐day Unit issues in the
regular (2‐4 weekly) SpR‐Head of Unit meetings.

The SpR voice: role in service development and Endocrine Unit
process
The Trust, Directorate and Unit take the observations and opinions of trainees very
seriously. Indeed there are several examples of how SpR opinion has effected change within
the organisation.
• Emergency Assessment Unit working practices
• Involvement in Speciality consults
• Changes to Endocrine-Diabetes rotation roles
• Development of Journal Club
It’s important that the dialogue that has enabled this input continues. Meetings between
SpRs and the Head of Unit are in place to facilitate this dialogue.
We also encourage and support our SpR trainees to take on local, regional and national
roles. Dr A Mitchell is the SpR trainee representative in the North‐East Endocrine Network;
while we are supporting Dr R Wright to take on a national role in Transitional care
development.
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Roles and opportunities in Undergraduate teaching

NUTH has a long tradition in undergraduate medical education. There are a number of
opportunities for SpRs in the Endocrine and Diabetes teams to contribute to the Newcastle
MBBS program

Year 3
• Foundations of Clinical Practice. This course introduces Clinical Medicine and runs
September‐December in year 3 of the MBBS program. There is one week focusing on
Endocrinology and Diabetes, during which SpRs contribute through leading small group
clinical and clinical problem solving sessions.
• Hospital Practice and Infection. Students can be based on the GIM ward.
• Chronic illness, Disability and Rehabilitation. SpRs contribute to small group teaching in
Diabetes and complications.

Year 4
• Clinical Science & Investigative Medicine (CSIM3). SpRs contribute to small group, case‐led
clinical problem solving sessions in the week devoted to Endocrinology and Metabolism. • • •
• Student Selected Components (SSCs): Endocrinology. The Endocrine Unit is a popular
choice for SSCs and student electives. Students spend 6‐8 weeks on the unit and many
undertake specific quality improvement projects while they are with us.

Year 5
• Hospital Based Practice. The final, common component of the MBBS program: generating
terminal velocity ahead of Finals, Graduation and Foundation training. Students are placed
in GIM and have the opportunity to act in apprenticeship roles.
SpRs may wish to be become more involved in the undergraduate MBBS program. They can
be trained in assessment so they can take part in medical student exams. There are also
opportunities to develop roles in other, generic components of the course. Further
information can be obtained from: Dr. Richard Frearson: Tyne Base Unit Sub‐Dean.
richard.frearson@newcastle.ac.uk Ms. Fae Hodgson: Tyne Base Unit Administrative lead.
fae.hodgson@nuth.nhs.uk Dr S Ball August 2013
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Diabetes Centre:
Specialist registrar
Introduction & Induction

Welcome to the Newcastle Diabetes Centre

Dr. Nicky
Leech

Dr. Sudeep
Manohar

Prof. Sally
Marshall

Dr. Atif
Munir

Prof. Jim
Shaw

Prof. Roy
Taylor

Prof. Mark
Walker

Head of
Diabetes
Service

Victoria
Westgate

Sister Linda
Wood

Out-Patient
Manager
SystmOne
lead

Jocelyn
Buckingham

Lead DSN

Clinical
Psychologist

Karen
Craggs

Lead
Dietitian

Clinical Service
The Newcastle Diabetes Centre is open Monday to Thursday 8.30am to 5.00pm and 8.30am to
4.30pm on Friday’s. Each out-patient clinic consists of new referrals, follow up and annual
review appointments.

Specialist clinics include community assessment, renal, insulin

pump, young adults, pre-conception and monogenic clinics. Retinal screening service is
provided by MIUK for the annual review appointments.
The Diabetes Centre provides support for people who need primary care and specialist
diabetes care. We provide:
• Care for patients with newly diagnosed Type 1 Diabetes
• Care for people with complex Type Diabetes
• Structured education for patients with Type 1 and Type 2 Diabetes
• Podiatry Care
• Retinal screening (provided by MIUK)
• Dietitian advice
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The rhythm of the week at the Newcastle Diabetes Centre Out-patient
department:

Clinic management
The Newcastle Diabetes Centre clinics are a key element of your training and a key element
of service delivery.
Please follow the following hints and tips –
• Arrive early and prepared. Our patient records are electronic . You must
familiarise your self with system 1 before starting . Vicky Westgate will be happy to
provide 1:1 or group training.
• Ask for advice and support: senior colleagues are there to help. If you can’t find
someone you can send them an instant message for help. Patients can be discussed
in clinic, after clinic or by tasking the consultant through S1. We love discussion and
debate!!
• Remember that annual review patient’s eyes may still be blurred from the retinal
screening.
• Complete the patient front sheet. This is the only paper information on the patient
that you will be given while in clinic. Write clearly when you wish for the patient to
have a follow up appointment along with which clinic and give it back to the patient
to take to reception desk.
• Post-clinic meetings/discussions are a key part of the training experience and a key
indicator of quality. If these are not occurring on a regular basis, please inform the
head of department.
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SystmOne
The Newcastle Diabetes Centre patient records are fully integrated with SystmOne and
therefore we are an entirely paperless department.
All SystmOne training is provided by Victoria Westgate, please ensure you receive training
before attending clinic.
Here are some key points to remember with SystmOne –
• All patients that you have seen in clinic MUST have information recorded on
them in SystmOne on the same day. It is a legal requirement to have a
contempory record of the consultation.
• You will receive an HbA1c result in clinic from our in-house lab department.
Please give this reading to the Medical secretaries after clinic. This is to help
them when identifying which patients your saw.
• Make sure you have blank prescriptions in the printer before starting clinic.
Blank prescriptions are kept in the safe behind reception. Reception or HCA will
help retrieving these.
• Clinic letters need to be produced, checked and sent out within one week of the
patient’s appointment. This means you have to put time aside in your working
week to complete them. SystmOne can be made available from IT service desk
to access from any Trust PC.
• Pathology results are also sent electronically by SystmOne, these will be
available within 24 hours. Indeed for morning clinics, many will be available by
the end of the same working day. Pathology results need to be filed and
achieved before they can be put on the clinic letter.
• Clinic letters need to be accurate, succinct and use language that is appropriate
for a patient or carer to read.
• Always remember after checking the clinic letter to ‘save record for further
editing’. Your electronic signature will then be added to the letter and then
finalised by the secretary.
• If you will not have access to SystmOne for a while (annual leave for example)
please make arrangements for another doctor to check your tasks, clinic letters
and pathology results.
• Speed and effectiveness of communication is a key performance indicator.
The unit tracks any delays in communication and therefore Victoria Westgate
will highlight any problems and may ask for your help in addressing them.
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Guidelines for Podiatry Care
Amputation -

note any amputations

Examination -

ABNORMAL if any corns, callous, ulceration, history of ulceration,
nail deformities, foot deformities.
ABNORMAL if either dorsalis pedis or posterior tibial not palpable.

Pulses Monofilament 10g -

Test both hallux and both 1, 3, 5 plantar metatarsal heads. Ask
patient to close their eyes.
ABNORMAL if any one site not detected by patient.

Recent Podiatry Care

YES

NO

Patient to continue with current provision

If patient has any of the above
abnormalities/risk factors or the patient
cannot manage their own nail care refer
to their local Podiatry Department.
If patient has a Newcastle GP refer them
to Newcastle Podiatry via SystmOne.

If the patient has an urgent foot problem today
Check that patient is been treated by a suitable professional. If not and then discuss with
Podiatrist in clinic.

Urgent foot care advice
Dry skin

Advise an emollient often e.g. Hydromol
BUT NOT between the toes.

Tinea Pedis

Advised careful drying between the toes but if it persists
try an antifungal e.g. Daktarin spray

Verruca

Advise that not usually treated unless causing a build up
of callous and pain in which case see local Podiatrist

Nail care

Advise cutting straight across, if the corners dig in
then see local Podiatrist for further advice rather than
cutting the corners off.

Neuropathic foot care

Advise patient to check feet daily, especially between toes.
Ensure footwear is not causing pressure areas.
Advise NEVER to walk barefoot.
Advise patient to avoid hot water bottles,
sitting too close to fire etc.
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Referral Pathway For Joint Vascular Diabetes Clinic
Indications for patients requiring specialist vascular referral:
1. Disabling intermittent claudication
2. Critical ischaemia*
a. Rest pain
b. Ulceration/necrosis/gangrene
3. Non-healing ulcer (no improvement in 4 weeks despite adequate pressure
relief and infection control)
4. Diagnostic doubt
*The following patients should be considered for urgent/emergency referral
1. New ulceration in patients with known/suspected peripheral arterial disease
2. New gangrene in patients with known/suspected peripheral arterial disease

ALL PATIENTS FROM THE NEWCASTLE DIABETES CENTRE SHOULD BE REFERRED TO THE
VASCULAR SERVICES THROUGH THE JOINT CLINIC UNLESS URGENT CLINICAL NEED

Does the patient need a
vascular assessment?
Is it Urgent?

Discuss with Vascular on call
or Fax letter for urgent
review

NO

Is the patient known to
vascular services?

NO

YES

YES

YES

Refer back to patient’s
vascular consultant

Refer to Joint
Vascular clinic

JOINT VASCULAR DIABETES CLINIC IS HELD MONTHLY & BASED AT FREEMAN HOSPITAL.
INFORM KIM KILLEN OF ALL REFERRALS , WHO WILL FORWARD TO
MRS ALISON GHAFFOR, SECRETARY TO MISS WALES

Diabetes Inpatient Specialist Nurses
The Diabetes inpatient team consists of:
Rebecca Cook
Lead Diabetes Specialist Nurse
Dect: 29718
Moira Gray
Diabetes Specialist Nurse
Dect: 29702

Referral Criteria for Diabetes Inpatient Specialist Nurse review:
Early Referral to DISN recommended
• Newly Diagnosed Type 1 Diabetes
• New to Insulin whilst an Inpatient
• Unable to self-manage
• Previous problems with diabetes as an inpatient
• Patient request
• Hypoglycaemia (sever or frequent)
• Foot ulceration
Referral may be required
• Patient has a significant diabetes educational need
• Commencement of steroid therapy
• Persistent Hyperglycaemia
• Advice with Insulin regime/adjustment
Referral to DISN Not normally required
• Minor self-treated hypoglycaemia
• Routine Dietitic advice (Refer to Dietitic team)
• Simple education need
• Well controlled diabetes
• Good self-management
• Routine diabetes care
To make a referral please complete and send a e-referral via eRecord.
Telephone calls are welcome to discussion/advice on the numbers above or via
switchboard.
The Diabetes Specialist Nurse will then either provide advice over the telephone or arrange
a Diabetes Nurse review.
A weekly diabetes ward round take place at the RVI and FRH sites.
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iP Optimise
Clinician contact number: 01905 362 774
Patient line: 0333 666 0167
iP Optimise is the retinal screening image software which is available at the Diabetes
Centre. Here is a quick ‘how to’ guide on using iP Optimise:
1. Click on review patients
2. Type in patient name or more preferably NHS number and click search

3. Double click on the patient you would like to review
4. If the screen does not display as you want it to click on ‘reset layout’ in top left
5. On the left hand side of the screen you will see hidden tabs:

6. If you click on each one you will get (there is a little drawing pin symbol at the
top of each tab to keep it ‘pinned’ open:
a. Which clinicians’ the patient is under (GP, Diabetologist, Ophthalmologist)
i. If the Diabetologist is not listed here then no copy report will be
generated when the patient is screened – please contact us to let us
know if that is the case
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b. Patients
symbol
ii. This tab shows the screening visits which have a little
next to them
iii. The ophthalmology or DNA entries just have a
C. Grading summary
iv. shows all the screening visit results and if a patient has DNA’d screening
(if the patient is in an area covered by open appointments and they fail to
book an appointment this creates a ‘did not respond’ DNR state which does
not show here. Please contact us if you are concerned that a patient has not
been invited or offered screening.
v. also shows any ophthalmology results also (will state ‘Ophthalmology
outcome’)
vi. By double clicking on the grading box the full report will pop up.
Depending on whether it was a screening grade or an ophthalmology grade
the information contained will be different:
vii. You will see along the bottom there are different tabs:

• Screening -> shows the visual acuity results
• Primary grade -> first full disease grade
• But then as quality assurance measure there may also be secondary and arbitration
level grading
• Also ophthalmology gatekeeper if the patient was triaged as needing a potential
referral
• Outcome will be shown. If there is more than one grade performed it will be the tab
farthest to the right which will be the true final grading outcome (ophthalmology
outcome > arbitration > secondary > primary)

25

viii.In the middle you can see comments and letter notes which expand if
you click the up or down arrow next to them. In letter notes any pertinent
information for the patient/GP/ ophthalmologist will be contained so it
shows on the final report. The comments are used by the grader for future
reference or for further detail which does not need to go on the letter
ix. Just click the red cross at the top right of the pop up grading box to close
it
7. Looking at the top tabs you may find further information contained here (confirmation of
ophthalmology DNA or discharge / reason why screening has been postponed):
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Diasend
The Diabetes Centre has a device available in clinic where a patient can securely upload their
blood glucose meter data and have the results on the computer screen within the clinic. It makes
it easier to understand what is happening with patient blood sugar patterns and helps to advice
how you might adjust their treatment. If the patient wishes to download their data this can be
with the assistance of the clinic nurse.

Young Adults Clinic
Young Adults Diabetes Clinics run on a Thursday afternoon most weeks and are manned by the
Consultant, Dr Nicky Leech, Specialist Registrar, Diabetes Nurse Specialist, Dietician and
Psychologist, Dr Jocelyn Buckingham. Referrals are made by either GP’s or hospital admission but
the majority of referrals come from the Paediatric Diabetes Clinic (Diabetes Transition Clinic)
when the patients turn 18 years old. Once patients are referred into the Young Adults Clinic they
usually receive a new patient appointment, 2 follow up appointments and an annual review
appointment twelve months after their new patient appointment. At the start of the year all
patients transferred from Transition Clinic are offered an additional education sessions after their
new patient appointment by the Consultant, Nurse and Dietician. These education sessions are
either held instead of a clinic or alongside a clinic.
DNA’s are usually dealt with on a one-to-one basis as it is important that these patients are offered
additional support in terms of their age. At their clinic appointment, patients are offered an
appointment of their choice using the ‘YAC appointments schedule’ which is made available before
the start of each Young Adults Clinic. The schedule is used to give the patient more choice in their
care and help reduce DNA rates. The appointments are then transferred onto SystmOne and the
patient receives their appointment in their clinic letter. YAC patients receive an appointment
reminder letter one month before their appointment as well as either a telephone call or text
reminder 2 days before their appointment.
Patients are given the Help Line number and encouraged to keep in regular contact with the
Diabetes Specialist Nurse.

Diabetes Education Sessions
The Diabetes Centre runs a Multidisciplinary Education meeting every 4th Friday of the month,
commencing at 2pm, large seminar room to which everyone is invited.
These are organised by Louise Harding and you will receive emails with forthcoming meetings. If
you would like to present at a meeting with a diabetes related topic please contact Louise.
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Note from the Consultants
When you are working at the diabetes centre we want you to feel part of the team. There are
many people there who can help and therefore feel free to ask questions.
You should be having post clinic discussions about the patients you have seen in clinic and this is a
chance to see different perspectives and approaches. If the post clinic meetings are not occurring
please let Dr Leech know.
If you have clinical queries about patients you have seen and would like feedback an alternative
way you can task from system 1 in the patient record and the consultant can answer you query
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Notes on agents other than insulin in
Stepped approach (see current BNF for full details)
Metformin

Gliclazide

Pioglitazone

DPP-1V Inhibitor
(e.g. sitagliptin)

GLP-1 Agonist
(incretin mimetic)

Benefits of increasing doses of metformin above 2g daily are limited and the
BNF recommends a daily max of 2g. Specialist advice may support doses
above this range in individual patients.
Only oral agent associated with reduced CV risk and weight reduction.
2
2
Caution where eGFR < 45ml/min/1.73m . Stop if eGFR < 30ml/min/1.73m .
Contraindicated in pregnancy.
Treats osmotic symptoms rapidly.
Risk of hypoglycaemia so patients will need to be able to undertake home
glucose monitoring.
Associated with weight increase.
Contraindicated in heart failure.
Contraindicated in pregnancy.
Carries long term risk of limb fracture.
Caution with liver disease.
Initiation advice:
start at 15-30mg daily and titrate to 45 mg daily according to response.
Continue only if HbA1c reduction of  0.5% after 6 months of maximum
tolerated dose.
Contraindicated in pregnancy.
Low risk of Hypoglycaemia.
Appears to be weight neutral.
Modest glucose lowering effect (mean HbA1c reduction of 7mmol/mol (0.7%
HbA1c).
Continue only if HbA1c reduction of  0.5% after 6 months.
No long term safety data.
Exenatide
Contraindicated in pregnancy
Injected therapy.
Associated with weight loss.
Main side effects are GI disturbance (especially nausea) in about 30% of
patients.
NICE criteria for initiation of exenatide :
2
BMI  35kg/m in people of European descent (with adjustment for other
ethnic groups) and there are problems associated with high weight
Or
2
BMI< 35kg/m and insulin is unacceptable because of occupational
implications or weight loss would benefit other co morbidities
NICE criteria for continuation of exenatide
Reduction in HbA1c of  11mmol/ml (1%) and weight loss of  3% after 6
months
When stepped approach discussed at local educational meetings
details may be given regarding Liraglutide (alternative to exenitide)
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Introduction:
An insulin pump is a complex electronically controlled device for continuous
subcutaneous insulin infusion for patients with type 1 diabetes mellitus to optimise
diabetes control.
Rapid or short-acting insulin is infused continuously subcutaneously at a preprogrammed rate set by the patient or the diabetes specialist team. Bolus doses are
taken to cover food.
Insulin pump users receive specialized training by their diabetes team to self manage.
There are many insulin pumps now available and all insulin pumps have different
management programs. It is highly unlikely for all diabetes staff to know the exact
details of how to program and operate each device unless they work in clinics where
patients using these devices are seen regularly.
Purpose:
This document aims to provide guidance to health care professionals for enabling
individuals, whose diabetes is being treated in the outpatients setting with a
continuous subcutaneous insulin infusion (CSII), to continue safely manage with their
insulin pump during hospitalisation.
Key points:
•
•
•

•
•

We currently do not offer a dedicated inpatient service for pump users due to
limited resources though we could support and advice the patients on insulin
pumps during their inpatient stay.
Inpatients using insulin pumps should self manage if they are confident &
able to do so.
If the patient is not well enough to self-manage the pump or is unconscious/
incapacitated, the pump should be discontinued and GKI should be started
immediately. Any discontinuation of pump therapy should be preceded by a
discussion with the diabetes team on call.
If the pump is discontinued for any reason without an alternative provision of
insulin, diabetic ketoacidosis is likely to develop within a short space of time
because there is no reservoir of long-acting insulin.
Standard protocols for acute illness/ perioperative diabetes control/ DKA/
acute illness should be used for managing diabetes even in pump users.
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Contraindications:
The use of the CSII is contra-indicated in situations where the patient’s safety may be
compromised by the physical illness or mental state of the patient.
Contra-indications for CSII using an insulin pump are:• Patients with an impaired level of consciousness.
• Patients with critical illness requiring intensive care.
• Patients with major psychiatric disturbance.
• Diabetic ketoacidosis.
• Patients refusing or unwilling to participate in self care.
• Lack of infusion sets, spare batteries and other equipment required to maintain
patient on CSII therapy.
• Any other medical circumstance deemed unsuitable by the supervising health
professional.
• Labour and birth is not an absolute contraindication to the use of an insulin
pump, and may be used as determined. (Refer to Diabetes & Pregnancy
guidelines)
Blood Glucose & ketone monitoring:
•
•
•
•
•
•

Patients on an insulin pump should perform a minimum of 4 blood glucose
tests per day if they have satisfactory control. Additional tests may be
necessary when clinically indicated.
However in patients with less satisfactory control, 6 or more tests per day may
be necessary.
An overnight test (e.g. 02:00) may be necessary.
Additional blood glucose levels may be undertaken at any time by the patient.
The number of tests performed each day can only be reduced on the orders of
the doctor and can NEVER be reduced to less than 4 tests per day.
Check for Ketones if patients unwell or hyperglycaemic. Patients are usually
provided with written guidance to manage on pump. Contact diabetes team if
ketotic.

Device Management:
Self Management
• The patient is responsible for ensuring the correct operation of the insulin
pump.
• The patient will rotate the infusion set consistent with the recommendations
for the device. This will be every two to three days.
• The patient will make the adjustments to the insulin pump’s program and will
be responsible for all bolus dose administration.
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Situations needing discontinuation of pump
•

•
•

The insulin pump may need to be discontinued temporarily during a number of
circumstances during hospitalisation. This may result in hyperglycaemia and
patients may need a correction bolus on reconnecting. We should never
discontinue the pump for more than 60 minutes.
Patients needing to be regularly disconnected from their insulin pump should
be considered for basal/bolus subcutaneous insulin injection therapy. Consult
diabetes team.
The unconscious or incapacitated patient - If the patient is unable to selfmanage the pump, remove the cannula and detach the pump. Place the pump
in a safe place and document – ask a relative to take the pump home for safekeeping if possible. Immediately start alternative insulin (GKI or subcutaneous
insulin regimen) unless hypoglycaemic. If hypoglycaemic, start alternative
insulin once hypoglycaemia is treated or CSII can be restarted once the patient
has recovered.

Insulin pumps and radiological investigation
•
•

X-rays: Insulin pumps do not need to be disconnected unless it is obscuring
the area of interest.
CT & MRI scan: Insulin pump must be removed and restarted immediately
after the scan

Hypoglycaemia in patients using CSII
• Patients able to manage their pump
Initial treatment of hypoglycaemia should follow standard trust protocol. Unlike
patients using long-acting insulin, follow-up with long acting carbohydrates is not
usually needed. Pump infusion rates may need adjustment, especially if there is a
history of recurrent hypoglycaemia: consult the diabetes specialist team.
• The unconscious/incapacitated patient
Initial treatment of hypoglycaemia should follow standard trust protocol. If
hypoglycaemia is persistent, remove the cannula and pump. Once blood glucose
has returned to normal, re-start insulin – either CSII if patient now alert and able
to self-manage, or an alternative regimen (GKI or subcutaneous insulin); this is
needed to prevent the development of ketoacidosis.
Hyperglycaemia in patients using CSII
• Check for ketones.
• If ketotic, check bicarbonate/ Ph and if acidotic, treat as DKA as per trust
guidelines. Contact oncall diabetes team early. Disconnect and remove CSII.
Aim to restart CSII at the pre admission basal insulin infusion rate as DKA
resolves. Stop GKI thirty minutes after a mealtime bolus once patient starts to
eat and drink.
• If no ketones, Patient to check if pump functioning normally and cannula is in
place. Patient to take correction dose or adjust basal rates as needed. Contact
oncall diabetes team for advice.
manohars
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Operations & Procedures:
Follow the perioperative diabetes management guidance. We would recommend
discontinuing the pump and starting GKI on the day of surgery. Check BM and ensure
<13mmol/l before starting GKI. If BM >13mmol/l, patient to take 10units bolus
through the pump and this should be repeated every hour until BM <13mmol/l. Once
BM <13mmol/l, discontinue pump & start GKI.
“If it is felt that insulin pump can be continued during a short procedure, Please
discuss with diabetes team oncall.”
Following surgery,
Insulin pump can be recommenced when
(a) The patient has regained full consciousness/ able to self manage and
(b) It is considered medically appropriate.
Continue GKI until 1hour after recommencing insulin pump
Reference:
JBDS guidelines on inpatient diabetes management (March 2012). This document is
available using the hyperlink http://www.diabetes.org.uk/Documents/Reports/67190Self-management-in-hospital0312.pdf
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Diabetes &
Endocrinology:
Specialist registrar
Handover & Induction Book
September 2013

Welcome
We welcome you to our department and team, and hope you have a pleasant and rewarding
time with us.
The South Tees Foundation Trust has two hospitals;
James Cook University Hospital, Middlesbrough and Friarage Hospital, North Allerton.

‘Diabetes Care Centre’ at James Cook University Hospital
Location
Next to South entrance to the hospital.
DCC houses consultant offices, secretaries, diabetes and endocrine specialist nurses,
outpatient clinics, podiatry, full time phlebotomy service, computing and audit team.
DCC has reception at the entrance with very friendly receptionists

Diabetes and Endocrine team
Consultants at James Cook University Hospital:

Consultants at Friarage Hospital:

Dr.Sath
Nag

Prof. Rudy
Bilous

Dr. Stephen
Jones

Dr. Nicholas
Quinn

Dr. Simon
Ashwell

Dr.Vijayaraman
Arutchelvam

Dr.Rasha
Mukthar

Dr. Mohammad
S Kamaruddin

Clinical Director
and Head of
department

Professor of
Clinical Medicine
Sub Dean Tees
base unit

Training Program
Director

Senior Lecturer
in Medicine
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CONSULTANT

EMAIL & TEL

SECRETARY

EMAIL AND TEL

Dr. S
Nag

Sath.nag@stees.nhs.uk
01642 835807

Janet
Rowling

Janet.rowling@stees.nhs.uk
01642 854307

Prof. R
Bilous

Rudy.Bilous@stees.nhs.uk
01642 854143

Angela Morgan
(NHS)
Helen Scales
(Academic)

Angela.Morgan@stees.nhs.uk
01642 854146
Helen.scales@stees.nhs.uk
01642 854145

Dr. V
Arutchelvam

Vijayaraman.Arutchelvam
@stees.nhs.uk
01642 835776

Liz
Pinchbeck

Liz.Pinchbeck@stees.nhs.uk
01642 282738

Dr. S
Ashwell

Simon.Ashwell@stees.nhs.uk
01642 835722

Janet
Rowling

Janet.Rowling@stees.nhs.uk
01642 854307

Dr. S
Jones

Steve.Jones@stees.nhs.uk
01642 282496

Angela
Morgan

Angela.Morgan@stees.nhs.uk
01642 854146

Dr. R
Mukhtar

Rasha.Mukhtar@stees.nhs.uk
01642 850850 x56600

Angela
Morgan

Angela.Morgan@stees.nhs.uk
01642 854146

Dr. N
Quinn

Nicholas.Quinn@stees.nhs.uk
01609 763270

Jackie
Robson

Jackie.Robson@stees.nhs.uk
01609 763269

Dr. S
Kamaruddin

Muhammad.Kamaruddin
@stees.nhs.uk
01609 762037

Caroline
Leek

Caroline.Leek@stees.nhs.uk
01609 762053

SPECIALIST NURSES

EMAIL

SECRETARY TELEPHONE

Tina Spence

Tina.Spence@stees.nhs.uk

Reception Staff

Ellie Thomas

Eleanor.Thomas@stees.nhs.uk

01642 854231

Sarah Barody

Sarah.Barody@stees.nhs.uk

01642 854235

Bev Bage

Beverley.Bage@stees.nhs.uk

Helen Peacock

Helen.Peacock@stees.nhs.uk

Mary Bilous

Mary.Bilous@stees.nhs.uk

Hazel Thomas

Sue Winship

Sue.Winship@stees.nhs.uk

Hazel.Thomas@stees.nhs.uk

Ina Tullo

Ina.Tullo@stees.nhs.uk

01642 854140
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Specialty Trainee posts available
There are three posts at James Cook University Hospital, where trainees are expected to
complete one full year of their specialty training. This may count towards one of two years,
of specialty training in tertiary centres in the region.
There is one training post at Friarage Hospital from August 2013.

Educational Supervision for Specialty Trainees
James Cook University Hospital
Dr Vijayaraman Arutchelvam
Professor Rudy Bilous
Dr.Sath Nag

Friarage Hospital
Dr M Kamaruddin

Please arrange to meet with your supervisor as soon as possible at the beginning of job.

Teaching Schedule- James Cook University Hospital
There will be regular teaching activities with in the department and the medical directorate.
Schedule is given below.

DAY TIME
Tuesday
12:30 to 14:00

Thursday
12:30 to 1:30

Thursday
12:30 to 14:00

Friday
14:00 to 16:00

When

Every week

Every week

Every week

1st week

Venue

Cleveland room
Academic centre

At DCC library

Cleveland room
Academic centre

DCC library

Lunch

Available

Available

Available

No

Led by

Medical
Directorate

StR/SHO/FY

Medical
Directorate

StR led

Dr Rasha Mukhtar draws up a timetable for departmental teaching sessions held Thursday
afternoon. SpR’s should make sure the named junior doctor is aware and available to
present their chosen topic. This opportunity could be used to present any audit data,
difficult or rare cases supported by literature and recent relevant journal articles.
For Tuesday & Thursday directorate teaching sessions, Please collect the rota from Education
Centre.
StR’s are encouraged to present when it is the turn of ‘Diabetes & Endocrine’ team.
Friday afternoon sessions are for departmental ‘Grand rounds’. The complex and interesting
cases seen in the clinics or wards should be discussed here. It is the responsibility of a
named StR to organise this session and email all the consultants, StR’s and specialist nurses
well in advance.
Registrars may prefer to present their cases on power point presentation, but keeping it
short. Please be aware that each consultant may have more than one or two cases to discuss.
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Specialist Nurses Team
Diabetes Care centre has an excellent team of experienced specialist nurses. Our team of
nurses play a significant role in delivering care of high standards in both outpatient and
inpatient setting. In view of recent changes to the structure and staffing level, there may not
be a named specialist nurse in every diabetes clinic. However, when possible our team of
nurses provide urgent help in clinics with regards to patient education. If a detailed review
is required, an appointment can be made at the reception in to nurse led ‘RAPID ACCESS’
clinic.
Our team includes:

Specialist Nurse

Specialist Role

Mrs Tina Spence

Manager, IP & OP Diabetes, DAFNE, Joint sessions with
Dietician for CHO counting, Young Persons Diabetes

Mrs Helen Peacock

Endocrine Specialist nurse, DAFNE, OP Diabetes

Mrs Ellie Thomas

Foot care, IP & OP Diabetes

Mrs Sarah Barody

IP & OP Diabetes, Endocrine specialist Nurse

Mrs Bev Bage

IP & OP Diabetes, Endocrine Specialist Nurse

Sr Mary Bilous

Pre-conception, Antenatal & Peri-natal care,
Insulin Pump, CGM, Research

Mrs Sue Winship

Research, Insulin Pump, CGM

Mrs Ina Tullo

Research

Erectile dysfunction service
Nole Adele is our specialist nurse running ED service both at James Cook university hospital
and Friarage hospital. Noel is generally based at Friarage hospital. If you need to refer a
patient, please write to Noel and specify at which site the patient would like to be seen.
Some of our patients rather live closer to Friarage hospital and will benefit from being seen
there.
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Support Staff at DCC
DCC at James Cook university Hospital has an in-house podiatry service and phlebotomy
service.

Podiatry
There are regular podiatry clinics through the week held at DCC. Podiatrists also review
patients on wards with foot ulcers, only if suitable to come down to the department.
Medical foot clinic is held on Wednesday morning from 9AM till 1PM, headed by Dr Simon
Ashwell. This clinic is supported by specialist nurse Mrs Eleanor Thomas and two
podiatrists. Podiatrists would also review patients if required urgently, from regular
diabetes clinics. Please approach the podiatrists if you happen to see a patient in any clinic
and find that they have an active diabetic foot problem, needing urgent review.
Our podiatrists also run community clinic at ‘One Life’ centre, located on Linthorpe road
close to town centre. Hence they are at the DCC by rotation.

Our Podiatrists:
Emma Scott: Chief of Podiatry
Kerry Jordan
Rebecca Buckworth
Jackie Farrell

Phlebotomy
We have an excellent phlebotomy support with in the DCC, run by our two health care
assistants.
Lesley Simpson and Wendy Wells, support every clinic run at the centre, through the
weekdays from 9AM till 5PM. They are also trained in demonstrating glucometers to
patients. When required, they can demonstrate and/or provide glucometers to patients. If
you have patient in the clinic, who has lost their glucometer or reporting glucometer not
working, please see Lesley or Wendy to provide a new one.
You can print out blood or urine tests request forms from your consultation rooms or even
your SpR room, by logging in to ‘Webice’. The access to webice will be provided to you at the
trust induction.
Please note, you have to select the right printer to print the request form in phlebotomy
room i.e.’webice printer 2’. This will enable the HCA’s to call the patients in for taking
sample, when it is their turn.
If you select just ‘webice printer’, the forms will be printed from the printer in the corridor
outside the consultation rooms and they will not be called in by HCA’s for sampling. Please
use this printer, if you want to print forms out for future tests, including pre-clinic bloods at
next review. You will have to come out and hand over the forms to patients yourself with
clear instructions. However if you need any 24 hr urine collection bottles for these tests,
please Lesley or Wendy.
If you need a female chaperone in your clinic, please request Lesley or Wendy for help.
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Dietetics
Leonie Garden is our diabetes specialist dietician. She will be in the centre during specific
clinics, including Insulin pump, DANFE, young persons clinics and also her own clinics. If
you need a dietetic review for any new or review patient, please complete a referral form by
handwriting and give it to reception to make an appointment. Type 2 diabetic patients can
avail this service in the community through their family doctors.
Leonie also supports ‘Obstetric- Medical’ clinic, held Monday mornings in ‘Ante-natal’
clinic area in ‘Women and chid Health’ department.

Computing and Data maintenance
Elaine Hall is our full time computing personnel, based at DCC in the ‘Computer room’.
Elaine enters data provided from all the clinics as on the ‘clinic register’ forms. Please
ensure you have ticked or entered details in all the relevant boxes for every patient you see.
This will enable us to audit our practice easily. If you plan to run a diabetes or endocrine
audit project, you must see Elaine at the beginning. Elaine will provide you with list of all
the patients for any particular condition.

Advisor/Coordinator
Beverly Hall is based at DCC. If you any administration query, please see Bev for help. You
are expected to use encrypted memory sticks for in-hospital data and computers. You need
to fill a form available on hospital intranet page and submit it to IT department with a
signature from Bev.
If you want to refer any Type 1 diabetic patient for DAFNE course, please provide the name
and hospital number to Bev. Bev maintains the dates for DAFNE and books patients in.

Reception staff
Mandy Honeyman
Pat White
Josie Baldwin
Carol Ingles
Our reception staff helps us run the clinic smoothly, by collecting and providing patient
notes, booking appointments, and also providing any other general help. They can provide
blood glucose dairies to patients, so ask your patients to collect one from the reception desk.
You must complete the ‘Outcomes’ form attached to the patient notes at the end of the
consultation in the clinic and ask patients to hand it over to reception staff. This is essential
to document patients departure and also any outcomes from the clinic, like discharge /
further follow up / referral else where. You need to indicate the time duration before next
follow up and if any blood sampling is undertaken in the clinic, on these forms.
Josie Baldwin, is also responsible for making up monthly clinic schedule. A named StR
should take the responsibility of completing this schedule promptly when requested, with
the initials of the SpRs available to do the clinics where a SpR is required. If any clinic
cannot be covered by SpR where required, this should be communicated to Josie at least 6
weeks in advance, so the number of patients can be cut down appropriately.
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Secretarial staff
We have a team of three extremely helpful secretaries, who manage the work for eight
consultants and three registrars.
Janet Rowling- chief of the diabetes secretarial service
Liz Pinchbeck
Angela Morgan
To ensure timely communication to GP’s and smooth flow of work, we have set diabetes and
endocrine outpatients register forms.
You need to use these forms for every consultation, either new or review patients. You are
not required to dictate a letter following review of a patient in the diabetes clinic, unless you
have made significant changes and need to communicate to GP clearly. A copy of these
forms will be sent to GP’s, which reduces the unnecessary burden of typing to secretaries
and also helps GP’s to know the exact plan of action, with out having to read through many
long letters. Examples of these forms are attached in the appendix of this document.
You should follow same principle with endocrine patients, where possible. Please indicate
by writing at the top right corner of the form ‘No Letter’ and handing over the notes to Janet
Rowling straight after the clinic. This will help cutting down the time in communicating
your plan of management to GPs.
Please write legibly, so the photocopies of the letters are easily readable.
It would be prudent to send a detail dictated letter for new patients.
If you plan to run an audit project, you need to provide the list of names to secretaries well
in advance to obtain notes.
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Specialist interests of the Consultant team
We as a team share interests in many areas of the specialty and are supportive of each
other. We also have special interests in certain areas with in diabetes and endocrinology
and hence refer patients to each other where required.

Prof.Rudy
Bilous (RB)

Dr.Sath
Nag (SN)

Antenatal medical service
Academic Medicine-Research
Medical Education
Diabetic Nephropathy
Hypertension
Insulin pumps

Regional chair: Thyroid cancer
network
Thyroid, pituitary, parathyroid
and adrenal disease
Transition care: Paediatric / adult
endocrinology
Acute medicine
Inpatient diabetes management
Research interests - diabetes,
epidemiology and mortality

Dr.Simon
Ashwell (SA)

Dr Rasha
Mukhthar (RM)

Type 1 diabetes & Insulin therapy
Diabetes-related foot disease
Thyroid disease, Pituitary disease,
Acromegaly
Research interest
Diabetes and foot disease
Newer insulins,

Maternal medicine
Pump therapy
Medical education
Female Reproductive endocrinology

Dr.Steve
Jones (SJ)

Dr.Vijayaraman
Arutchelvam (VA)

Type 1 diabetes
Pump therapy and DAFNE
Diabetic kidney disease
Diabetes and cardiovascular
disease
Diabetes complications
Medical education

Pituitary disorders
Adrenal disorders
Specialist weight management
Bariatric surgery
Young persons’ diabetes
Male hypogonadism
Research interest
Type 1 Diabetes,
DAFNE education
Pituitary disorders

Clinical Assistants in
Diabetes (GPwSI)
Dr.Ruth Todd
Dr.Richard Rigby
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Dr Todd assists in Prof Bilous’ Diabetes renal clinic every Thursday afternoon. Dr Rigby
assists Dr Quinn and Dr Kamaruddin in diabetes clinic every Tuesday afternoon.
Dr Todd also participates in research and works at ‘Clinical trials unit’ in Academic centre,
every Wednesday mornings.
The clinics schedule for the entire week for all consultants is as per the table in next page.
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Specialty Trainees:
StR in Diabetes & Endocrinology at James Cook University Hospital
There are 3 Specialty trainee doctors appointed by deanery rotating every year to James
Cook University Hospital. However occasionally there might be only two trainees supported
by a LAS SpR.

Your duties and responsibilities include:
• A named StR has to coordinate rota for the 3 registrars and also complete monthly
clinic schedule when requested by reception staff.
• One StR to take charge of inpatient care on ward 3, along with outliers on cardiology
wards, for one month at a time.
• Two StR’s to cover clinics.
• A named StR to draw timetable for Monday lunchtime teaching including all
registrars, CT1, CT2, FY2 and FY1 doctors to present by turn.
• If the ward StR is on call / on nights / post nights/ on holidays, one of the clinic StR is
to cover the ward.
• Ward StR will be the primary point of contact for junior doctors on ward. Hence
clinics may have to be cut if the clinic StR is covering wards.
• Only one StR to avail annual/study leave at a given time.
• For annual/study leave please complete StR annual leave form and clinic
cancellation form and have it approved by Dr. Ashwell. Only later ask individual
consultants to sign clinic cancellation forms, if you are supposed to be covering
clinics during that period.
• You will be asked to see ward referrals for specialist review and opinion regarding
either diabetic or endocrine issues. Though the majority of diabetic referrals are
seen and sorted by our specialist nurses, you may be asked to see an occasional
patient. These referrals are generally sent to ‘on-call consultant’ of the week. Please
discuss these patients with the on-call consultant and follow up the patients on their
respective wards. These opportunities are hugely beneficial in your training.

Ward StR
•
•
•
•

To cover ward 3 and outliers on cardiology wards (29, 30, 31, & 32)
To attend Thursday afternoon Diabetes renal clinic
To attend 1to 2 clinics per week.
Discuss and arrange your annual leave well in advance to ensure continuous senior
cover on the wards
• Attend consultant led ward rounds on Monday, Tuesday ,Thursday & Friday, unless
taking general medical referrals from non-medical wards while on call for ward 1
after 5PM.
• Lead ward rounds on Wednesday, and review all existing patients. A consultant will
see new patients on ward 3 and outliers.
• We share ward 3 with Infectious disease team. Hence if there is any patient
admitted with uncommon or unusual infection or severe sepsis, ID team should be
involved in their care. They may decide to take over the care of the patient if
deemed necessary.
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• Similarly, if a patient with diabetic or endocrine problem has been allocated to ID
team, you may be asked to take over the care.
• The outliers will be shared between the two teams, every morning. This will depend
on number of existing patients under each team and any relevant clinical problems.
• There will be hand over from the nurses every morning between 9 & 9:30 AM on the
ward. This should be attended by all junior doctors on the ward and StR’s whenever
possible.

Clinic StR’s
• 2 StR’s to cover clinics at JCUH.
• Number of patients booked to clinics also depends on your availability in the clinic,
hence you should make sure the clinic schedule template is filled in advance after
thoroughly reviewing the ‘medical on-call rota’, any leaves planned & approved
and availability of ward StR.
• Clinic cancellation will need minimum of 6 weeks notice. So if any of your
circumstances change, please ensure you inform the reception desk at the earliest.
When only one StR is available he/she should cover as many clinics as possible,
depending on patients booked. This also helps meeting your training
needs.
• Please ensure you have completed the clinic registration forms in full.
• If you do not need to make major changes to management, you may not need to
dictate a letter. So write ‘NO LETTER’ at top right corner and hand over the notes to
Janet Rowling. Janet will send the copy of these letters to respective GP’s the very
next day.
• Where a dictated letter is felt necessary, please do so well in time. Place the tape in
an envelope with name of the in charge consultant, date of clinic and your name on
the envelope. Notes should be banded together and placed on the cabinet in SpR
room. Please enter the details on the sheet attached to the cabinet, so the secretaries
can get the dictation typed in order of the clinics. Please see the guidelines for
dictating letters below.
• If you need to send an urgent letter to GP or refer to another speciality urgently,
please dictate these letters separately and hand them over to respective secretaries
straight away. Do not dictate these letters on to the same tape with rest of the
dictation. And do not leave this notes and tape on the shelves in your office.
• If you make changes to medication, either the dose or changing drugs, you should
fill a ‘Medication Change’ form, available in the clinic area and with secretaries. The
top white copy should be given to patient straight away with instruction to hand it
over to GP surgery reception and Yellow copy should be stuck to top of the notes for
filing. If the change is made letter after availability of test results, you should hand it
over to secretaries for faxing straight away.
• If you are requesting any Ultrasound/ CT/ MRI/ Echo/ Holter/ 24 Hr BP monitoring,
please hand over the completed form to the secretaries. They will retain a copy of it
and log it in to their register. This will help to ensure the forms are done in time and
sent, especially when they are lost in transit.
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• Arranging for dynamic tests: you need to fill endocrine test form after discussing
with respective consultant, have it signed by the consultant and hand it to specialist
nurse Helen Peacock. Helen will book the patients for these tests and conduct them.
Please check and sign any medication that needs to be administered for these tests,
on the drug card.
• If you happen to see a patient with suspicion of ‘Addison’s disease’ and a SST needs
to be done, you may be able to do this yourself straight away in the clinic. There is a
separate treatment room along the ‘out-patient’ consultation rooms. Synacthen is
available in cupboard in this room. You will have to fill the drug card and have the
injection checked and signed by another doctor or nurse. It is not always possible
for Helen to bring these patients back urgently.
• Similarly, you can arrange for ‘Overnight Dexamethasone Suppression Test’ without
having to bring the patient back to DCC. Fill a prescription available in the
treatment room, obtain the ‘Dexamethasone 0.5mg x2’ tablets bottle from the
cupboard, have it checked and signed by another doctor or nurse and hand it over
to patient. Please place the prescription, after obtaining patient’s signature on it, in
the envelope with in the same cupboard. Explain the test to patient clearly (to
swallow both tablets between 11PM & 12 Midnight, the night before they are able to
have their blood sample taken next morning. Then to either come to the DCC for
blood sampling at 9AM or go to GP surgery if there is a phlebotomy service), ensure
they have understood the instruction and give them a blood test request form to
have 8 – 9 AM serum cortisol level. Please enter request details, clearly stating
‘Overnight Dexamethasone suppression test’, so the biochemist do not have call
anyone urgently after seeing low cortisol levels.
• Apart from the clinics listed above, you might be able to attend other clinics like,
‘Paediatric endocrine clinic’, ‘Transition clinics’, ‘TED clinics’, ‘Joint Thyroid clinics’
etc (see the list below). Please get the dates for these from respective departments
and agree with your colleagues in advance. These clinics should be attended only
when you are not covering wards, not on regular DCC clinics and you are on top of
your admin work.

Acute Medicine duties
•
•
•
•

You will be on call for acute unselected take at the frequency of 1 in 10. (to check**)
Day on call runs from 9AM till 9:30PM.
One SpR will cover take on Male EAU on ward 15 along with A&E.
Second SpR will cover referrals from non-medical wards from 9AM and female EAU
on ward 1 from 5PM.
• Night on call will run from 9PM till 9AM
• There will be only on SpR at night, covering both the EAU’s, calls from A&E and any
wards.
• The formal handover in the evening is between 9PM & 9:30PM. This will be held in
the A&E staff office in the presence of night manager. Day and night SHO’s and FY
doctors will attend this.
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• When you are on call for ward 1 and ward referrals, you may stay on ward 3 or at
DCC unless called to review a patient on non-medical wards. If you are a clinic SpR
in that week, it would be better to show as ‘SpR not available’ for the clinics. The
number of referrals in the day varies and hence may disrupt the clinic
consultations.
• You are expected to review all patients seen by FY1 doctors and any patients
considered unstable or complex clerked by SHO’s.
• While covering ward 15, you may be called to see patients in the acute medicine
clinic, where stable patients are seen, sorted and sent home without admission with
plan for follow up.
• Day on call will be for be 4 days, Monday till Thursday, with a day off on Friday.
• Night on call, during the week will run from Tuesday night till Friday morning, with
days off on Monday before starting nights and on Friday.
• Weekend day on call is typical Friday till Sunday, where as night on call run from
Friday night to Tuesday morning.
• Acute Medicine consultants cover EAU’s. There will be consultant led ward rounds
in the morning including post-take rounds on both EAUs, led by two consultants.
• The rota coordinator for this ‘Ms Terry Hegerty’ based in medical directorate office
along the corridor to ward 4.

Drugs supply from Clinic
There is drug cabinet in DCC treatment room, where all the essential drugs are stored,
including, antibiotics, Dexamethasone tablets, Synacthen injection for SST, Nebido
injections and Growth hormone injections. If a drug (antibiotics) needs to be started from
out patient clinic, especially from the ‘medical foot clinic’, please complete the prescription
and ask one of the staff to check and sign the prescription. Please log the prescription in the
log book and leave the prescription in the envelope with in the cupboard. We only provide
2 weeks supply of antibiotics, so remember to give patients new treatment
recommendation form for GP to continue the course, if indicated.

Annual Leave & Study Leave
All leaves are co-ordinated by Dr.Ashwell. These must be arranged more than 6 weeks in
advance to allow the clinics to be cut. Please discuss with your colleagues to ensure wards
and on-calls are covered. If you are supposed to be on-call during your anticipated holiday
period, find a colleague to swap with you and obtain their signature on your leave from. All
forms must be signed by Dr.Ashwell and then submitted to rota coordinator ‘Terry Hegerty’
in the medical directorate office.
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Diabetes & Endocrinology clinics and MDT’s available at
James Cook University Hospital
General Diabetes Clinics
Dr. Arut Monday AM
Dr. Quinn/Dr. Kamaruddin Tuesday PM
Dr. Nag Wednesday PM
Dr. R Mukhthar Wednesday PM
Young Person Clinic
Dr. Arut Monday PM
Antenatal Clinic / Obstetric-medical clinic
Prof. Bilous / Dr Mukhthar Monday AM
General Endocrine clinics
Dr.Nag Friday AM
Dr.Ashwell Friday AM
Dr.Arut Thursday AM
Joint Thyroid (and Parathyroid) Clinic
Dr.Ashwell & Mr ElSaify
1st Thursday PM every month
Medical Foot Clinic
Dr.Ashwell Wednesday AM
Diabetes renal/hypertension
Prof. Bilous Thursday PM
Insulin Pump Clinic
Prof. Bilous / Dr Mukthar/ Dr.Jones
Tuesday AM
Young person Diabetes transition clinic
Dr Arut and Dr Ginny Birrell
3 - 4 clinics a year October/ November
Young person endocrine transition clinic
Dr. Nag Friday AM every 3 months
Foot MDT
Dr. Ashwell last Thursday of the month, 1 PM on ward 35
Diabetes eye Clinic
Dr. El-Naggar Friday AM
Dr. Omar Monday PM alternate week in Ophthalmology department
Paediatric Diabetes & Endocrine Clinic
Dr. Ginny Birrell Monday AM
Paediatric out patients
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Turners Clinic
Dr. Ginny Birrell
Paediatric out patients
Combined Paediatric Diabetes & Endocrine Clinic
Dr. Ginny Birrell and Dr. Cheetham
Paediatric out patients Monthly
Specialist weight management service
Lead: Dr Arutchelvam
Dietician: Ms Alison Ogier
Psychologist: Ms Kathryn Bell
Physiotherapist: Ms Vicky Denny
Clinics: Middlesbrough, Cleveland centre, The Mall - Wednesday Morning
Stockton, George Hardwick foundation hall, Wellington Square-Tuesday afternoon
We have an established MDT service for weight management, run by the above team.
We work together to help patients achieve
Bariatric Surgery service
Lead: Mr Sam Dresner
Physician: Dr Arutchelvam
Dietician: Ms Karen Haritou
Psychologist: Ms Kerry Parkinson
Specialist nurses: Joanne Bradley and Jacqui Jeffries
Clinics: Monday PM, and Thursday AM at Diabetes Care centre, JCUH
Seminar: Weekly Monday 5PM to 7PM, involving whole team and group of patients, held
at the Library with in Diabetes Care centre, addressed by the lead.
We run a collaborative service for bariatric surgery along with North Tees and Hartlepool
NHS Trust following the same pathway. Our Dietician and psychologist are also part of
MDT at North tees where seminars are held once a month on Wednesdays between 5PM
and 7PM. North Tees has Mr Bussa Gopinath and Mr Milind Rao as surgeons, Dr So
Pye as consultant physician and specialist nurses in the team.
Bariatric Surgery MDT –Monday 1- 2 pm at North Tees Hospital
As part of preparation to bariatric surgery, we advice ‘Liver reducing diet’ to our patients.
This is done in group sessions, held Tuesdays twice a month at JCUH and once a month
at North Tees University Hospital.
their goals.
Pituitary MDT
Neurosurgeon: Mr Philip Kane
Endocrinologist: Dr V Arutchelvam
Endoscopic Pituitary surgeon: Mr Anil Verma
Neuro-radiologist: Mr Rajeev Padmanabhan and Dr Nick Brady
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Clinical Oncologists: Dr Sarah Lawless and Dr Peter Dunlop
MDT’s are held at Room 14 Academic centre on 3rd Wednesdays from 8.30 AM-9:30AM
Pituitary surgeries are generally booked for Tuesday AM. SpR’s are encouraged to
witness at least one surgery while they are with us. This can be organised by contacting
Mr Kane’s secretary Ms Kate Helstrip (Kate.Helstrip@stees.nhs.uk)
Joint Pituitary Clinic
Dr. Arut and Prof. Kane
Neurosurgery outpatients 3rd Monday PM every month
Thyroid Cancer network MDT
Lead: Dr Sath Nag
Endocrine Surgeon: Mr Wael Elsaify
Clinical Oncologist: Dr John Hardman
Pathologist: Dr Sonali Natu
Thyroid cancer MDT in run in collaboration with North Tees and Hartlepool NHS Trust.
We are video linked with Pathologist based at North Tees University Hospital.
It is held last Friday of the month at academic centre, JCUH.
Joint Thyroid cancer clinic
Dr Sath Nag/ Dr Hardman- First Thursday 2 pm in Oncology unit
Local Thyroid/Endocrine MDT
Dr Sath Nag- Fortnightly
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Guidelines For Dictation Of Clinic Letters
1.Diabetes Register Form
i) A diabetes register form should be completed for each patient seen in clinic.
Usually completing the diabetes register form with all relevant patient
information is enough and a clinic letter is not needed.
2. Clinic letter (if required)
Dictation template attached next page
i) Keep clinic letter short, precise and to the point (see attached standard clinic
format).
ii) DO NOT repeat information on the diabetes register form. The current
endocrine forms are the modified versions to enable minimal writing and
hence could also sent to GP’s directly without dictation where possible.
3.Dictation of clinic letters
i) Please make sure dictation is done in a quiet room – with no background
noise. This affects the clarity of the tape.
ii) It is helpful to the secretary if the doctor identifies when they have finished
dictating on the tape.
iii) Every letter dictated must begin with patient details i.e. name and Hospital
number (D or J no). So the correct information is given on the patient.
4.Compiling clinic information for the secretary.
i) When you have seen patients in clinic and the letters have been dictated
place the tape in an envelope (from secretaries) marked with clinic name,
date and your name (i.e. Dr Nag, endocrine clinic 11/10/13 ) and a patient
identification label (from case notes) placed on the outside of the envelope so
the secretaries can clearly identify patients attended. (see attached example).
ii) The case notes must be banded together with the tape and placed in the
SpR office cabinet and details entered on to sheet attached to the cabinet.
iii) Please make sure the tape is securely attached to the appropriate set of
Case notes

66

5.Change of medication form
i) If the patients medication is changed or dose altered in clinic then a change
of medication form should be filled in, to convey the information to GP, so that
prescriptions are changed without delay.
ii) The white (top) copy of this should be given to the patient before they leave the
clinic to submit to their GP surgery reception.
iii) The yellow copy should be retained in the case notes.
iv) Don’t write a prescription unless essential.

Dictation template for Diabetes Register Forms
Please write legibly in the diabetes register form. This will often suffice as a record to the
GP of your management plan from clinic.
If a letter is needed to highlight salient points from the clinic visit, then please use the
template below:
Please note relevant action points from Mr X’s Diabetes Review on 10th of August 2012
1. Glycaemic control:
• Comment on current HbA1c and any change from previous level if relevant
• Comment on target HbA1c
• Comment on issues related to hypoglycaemia or hypoglycaemia unawareness
if appropriate.
• Suggest any changes to oral hypoglycaemic agents or insulin therapy
2.Blood Pressure Control:
• Comment on current blood pressure and target BP
• Comment on proteinuria or microalbuminuria if relevant
• Suggest changes to antihypertensive drugs if appropriate
3. Lipid control:
• Comment on current lipid profile
• Suggest changes to drug therapy if appropriate
4.Any other relevant issues not covered in the above points. Ensure that you keep this
brief.
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Please note the following points:
1.The full medication list should be completed legibly in the register form
2.The latest blood results should be entered legibly in the register form.
3.The list of medications and results of blood tests apart from HbA1c/ lipid profile need
not be repeated in the dictated letter.
4.Home Blood glucose monitoring results should be documented, if relevant in the
register form and need not be entered routinely in the dictated version.
5.All boxes in the register form should be completed with the appropriate codes.
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Dr Ashwell
Diabetes & Endocrinology
SZ/SA/JW/D
NHS NO
5 September 2012
Foot clinic – 22/08/12
Dr Smith
Smith Medical Centre
3 Smith Place
MIDDLESBROUGH
TS3 6AL
Dear Dr Smith
Problems: Type II diabetes mellitus 1995
IHD -CABG 2009
CKD stage 4
Hypertension –poor control
Peripheral neuropathy
Neuroischaemic ulcer right foot with osteomyelitis
Anterior tibial artery angioplasty July 2012
Changes to Medication:
Suggest amlodipine 5mg commenced
Rifampicin 300 mg bd commenced today – please continue for 4 weeks
Sodium fusidate 500mg tds commenced today – please continue for 4 weeks
Foot: John’s ulcer is healing following revascularisation but has clinical and radiological
evidence of osteomyelitis. I gave him today a 2 week supply of Rifampicin and Sodium
Fusidate – please continue these for a further 4 weeks.
BP: is poorly controlled at each clinic visit, today averaging 167/90. I would suggest he
commence amlodipine 5mg.
Lipids and glucose: are optimally controlled.
The podiatry team will see John weekly and he will attend the foot clinic in 6 weeks. I will
write again only when there are changes to update you on.
Yours Sincerely
Dr Simon Ashwell
Consultant Physician
GMC No. 4200770
cc Patient
9 STICKY BUN ROAD
MIDDLESBROUGH
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Frairage Hospital, Northallerton
Friarage Hospital at Northallerton is a district general hospital, providing health care to a
population of approximately 120,000 people living in Northallerton, Thirsk, Richmond,
Bedale, Stokesley and adjoining parts of Wensleydale, Swaledale and the Vale of York. A
Ministry of Defence Health Unit is also based on the hospital. This will provide medical
services to military personnel based in the north of England and in Scotland; it will share
support services with the NHS sector. Military medical and nursing staff will be primarily
responsible for the care of service personnel but will share some duties (including on-call)
with NHS medical and nursing staff.

The Hospital
This is a fully equipped district general hospital with 421 beds and includes a non-invasive
cardiac department. The hospital provides 24-hour Accident and Emergency services and
offers in-patient and out-patient facilities in general medicine (including acute medical
care of elderly people), general surgery, orthopaedics and trauma, obstetrics/gynaecology,
paediatrics and adult psychiatry. There is also an in-patient rehabilitation unit. The
Friarage Hospital possesses a well-equipped medical library with facilities for electronic
searching of medical databases and access to the Internet. Hospital postgraduate
meetings are held each week and there are also regular meetings within the Medical
Department (see below).
There are full clinical support services on site including radiology, ultrasound, CT
scanning, haematology, chemical pathology, histopathology, microbiology, physiotherapy,
occupational therapy, speech and language therapy, etc. Out-patient clinics in
dermatology, neurology, medical oncology and genito-urinary medicine are provided by
visiting consultants from adjacent hospitals. Patients requiring cardiothoracic or
neurosurgical services, nuclear medicine or MRI scanning are referred to James Cook
University Hospital (25 miles away).

The Medical Department
Consultant Staff:
*Dr D P S Spence (Respiratory & General Medicine) – Clinical Director
*Dr N Quinn (Endocrinology & General Medicine)
*Dr S Kamaruddin (Endocrinology & General Medicine)
*Dr J Dunbar (Infectious Disease & Acute Medicine)
*Locum consultant (Gastroenterology & General Medicine)
*Locum consultant (Gastroenterology & General Medicine)
Dr A Turley (Cardiology)
Dr R Graham (Cardiology)
Dr T G Jayasuriya (Neuro-rehabilitation & Stroke Medicine)
Dr T Ward (Respiratory & Palliative Medicine)
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Dr S Pathare (Rheumatology)
Dr D Plews (Haematology)
Dr R Dang (Haematology)
Dr G Young (Neurology)
Dr P McKee (Neurology)
(* Involved in general medical on call)

Diabetes and Endocrine Department
Dr Nick Quinn
Drugs & Therapeutics chair
(South Tees NHS Trust)

Dr Shafie Kamaruddin
Clinical lead for Diabetes &
Endocrinology

Interest:
General Diabetes & Endocrinology
Acute Medicine
Footcare in diabetes
Patient safety

Interest:
General Endocrinology
Obstetric Medical Care
Insulin pump therapy
Transitional care

Specialist Diabetes Nurse:

Specialist Dietitian:

Cath Bates
Inpatient Diabetes Care
Teaching & Training of Nursing & junior
Medical staff

Kim Patterson
General Diabetes
Insulin pump therapy
Enteral feeding
HDU/ITU nutrition

Noel Adele
Preconception & Pregnancy & Diabetes
Community diabetes clinic
Erectile Dysfunction

Specialist Podiatrist:
David Pike
Podiatry lead for diabetes

Clare MacArthur
Insulin Pump therapy
Education

Ellie Douglas
Senior podiatrist

Academic and postgraduate activities of the Medical Department
There are regular lunchtime meetings on Monday, Tuesday & Thursdays: these include
joint pathology meetings/CPCs, clinical governance, risk management and grand round
meetings.
There are standard provisions for study leave for continuing medical education and
personal development, which will be overseen by the postgraduate department.
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Opportunities at Friarage Hospital, Nothallerton
•
•
•
•
•
•
•
•
•
•
•

General diabetes clinics
General endocrine clinics
Ante-natal diabetes
Diabetic foot clinic
Insulin pump clinics
Endocrine clinics at James Cook university Hospital with Dr Arutchelvam/Dr
Nag/Dr Ashwell
Pituitary clinic at James Cook university Hospital with Dr Arutchelvam
ITU/Cardiology experience
Community diabetes at Richmond (NQ) and Catterick (MSK)
Diabetic eye clinic
All clinics are supernumerary- a great opportunity to discuss cases in clinics
and also have CBDs and mini-CEX

Acute medicine rota at Friarage Hospital
• Medical on call 1:8 in FHN
- When on long day cover – the on call bleep will be held by the CT
trainee to allow the SpR to do specialty work. The SpR will only
hold the bleep after 5pm
- SpR will have no base ward (Romanby ward) commitment apart
from Monday & Wednesday mornings
• The rota is flexible to suit the need of the registrar
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Endocrine Dynamic test protocols and Interpretation
Short Synacthen Test (SST)
Indications
1. Diagnosis of adrenal insufficiency, secondary hypoadrenalism due to pituitary
hypofunction.
2. To ascertain that the adrenals are functioning normally after a prolonged course of
corticosteroids.
3. Diagnosis and characterization of 21 hydroxylase deficiency and other causes of adrenal
hyperplasia.

Contra-indications/Cautions:
Asthma
Pregnancy

Preparation:
Overnight fasting is not necessary. Can be done at any time of the day but preferably done
in morning at 09.00hours.
Omit hydrocortisone 24 hours prior to the test, restarted once the test has been completed.
Omit prednisolone 3 days prior to the test, restarted once the test has been completed.
If the patient has been on long term steroids, discuss with endocrine team about
stopping them prior to SST
HRT or any oestrogen should be discontinued for 6 weeks before the test.

Procedure:
Cannulate.
Take a baseline sample for cortisol (gold top) and ACTH (purple top). The blood sample
for ACTH is to be sent to laboratory immediately on ice.
Administer synacthen 250mcg IV (if unable to cannulate, administer IM).
Take further blood samples for cortisol levels (gold top) at 30 and 60 minutes.

Side/adverse effects:
None
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Interpretation:
Serum cortisol rises by 170nmol/l to a peak of 550nmol/l. A failure to respond suggests
adrenal failure, either primary or secondary.
• Normal if test done at 0900h (considerable diurnal variation):
Stimulated plasma cortisol >550 nmol/l
Incremental rise of at least 170 nmol/l
• If impaired cortisol response, and ACTH >200 ng/l then diagnosis is primary
adrenal failure.
• If impaired cortisol response, and ACTH <10ng/l then diagnosis is secondary
adrenal failure
• Response of 17-OH progesterone in suspected 21-hydroxylase deficiency
(non-classical): marked
• rise after ACTH stimulation (>30 nmol/l), which varies according to whether
the patient is homozygous or heterozygous.

Long Synacthen Test
Indication
Confirmation of diagnosis of hypoadrenalism.
Differentiating primary and secondary hypoadrenalism (note that measurement of basal
0900h ACTH levels is far more sensitive than cortisol response in the long synacthen test).
The first 3 samples should give the same result as the short synacthen test.

Side Effects
None

Preparation
Patients who have already been taking corticosteroids should have the last dose 24 hours
before thestart of the test. Admit the patient if there is a risk of an Addisonian crisis
(virtually never).
Patients with pituitary disease are usually safe if they have an intact renin-angiotensin
(aldosterone) axis.
Once the test has commenced, dexamethasone will not interfere with the cortisol result.
(Do not use hydrocortisone or prednisolone, which will interfere with the cortisol assay).
Use 0.75 mg for 5mg prednisolone equivalent.
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1 mg Tetracosactrin (depot preparation). This is not the same as ordinary Synacthen!
18-20g cannula, Syringes, Saline flush.
1 purple top and 6 gold top Vacutainers.METHOD
0900h: insert cannula and flush; take blood for baseline cortisol and ACTH. Give 1mg
depot synacthen i.m.

0930h
1000h
1100h
1300h
1700h
0900h

Take blood for cortisol measurement
(i.e. additional 2, 4, 8 and 24h)

Interpretation
• Normal response: baseline cortisol >170 nmol/l with rise to >900 nmol/l (peak)
• Samples at 9.00, 9.30 and 10.00 can be interpreted as for a short synacthen test.
• Primary adrenal insufficiency: little or no response
• Secondary adrenal insufficiency: some patients may show a rise in cortisol,
which may be delayed (but a subnormal response does not exclude this –
measure ACTH levels).
• Patients with a subnormal response can still have their steroids weaned (by
1mg pred per month).

Sensitivity and Specificity
More sensitive than short synacthen test for primary adrenal insufficiency (for nomogram
see Burke et al 1985).
REFERENCE
Burke C.W. et al., Clin. Endo. Metab. 14, 947-976 (1985).
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Oral Glucose Tolerance Test for Acromegaly
Principle
Growth hormone (GH) secretion is part of the counter-regulatory defence against
hypoglycaemia and physiological GH secretion is inhibited by hyperglycaemia. In
acromegaly, or gigantism, GH secretion is autonomous and does not suppress and may
paradoxically rise with hyperglycaemia.

Indications
• Suspected diagnosis of acromegaly
• After treatment with surgery or irradiation

Contraindications/cautions
Care should be taken with known diabetes mellitus

Preparation
Fast from midnight

Requirements/Equipment
Cannulation pack & IV cannula
3-way tap
Supply of 10ml 0.9% Saline vials, 2ml syringes for waste fluid, 10ml syringes for sampling
75g carbohydrate
8 x gold top blood tubes, 8 x grey top blood tubes

Procedure
1.
2.
3.
4.
5.
6.

Cannulate
Baseline blood samples for glucose (grey) , GH and IGF-1 (gold)
Give 75g carbohydrate orally over 5-10 mins
Further blood samples for glucose and GH at 30 minute intervals (30, 60, 90, 120, 150, 180,
210 and 240 minutes)
Remove cannula

Interpretation
Serum GH suppresses to less than 1 mU/l after glucose in normal subjects.
Failure of GH to suppress completely after glucose is highly suggestive of acromegaly.
Failure to suppress GH also occurs in chronic liver disease, renal disease and poorly
controlled diabetes mellitus.

Sensitivity and specificity
False positive results sometimes occur in patients with anorexia nervosa or other causes
of chronic starvation, although the IGF-1 level is usually normal.
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Arginine/GHRH Stimulation Test
Principle
Arginine stimulates growth hormone secretion in healthy individuals but response will be
impaired in hypopituitarism.

Indications
Investigation of growth hormone reserve in children and as a secondary confirmatory test
in adults or in cases where the Insulin tolerance test and glucagon test are
contra-indicated.

Side effects and Precautions
• Some adolescents may need sex hormone priming before this test. Please
check with the requesting doctor.
• Arginine can cause nausea and some irritation at the infusion site and the
patient should be made aware of this.
• Arginine can cause vasospasm so sampling may be difficult if only one cannula
is used. For this reason large veins should be selected.

Preparation
Overnight fast

Method
1. Cannulate
2. Blood for baseline GH measurement (0 mins) (gold top)
3. GHRH given as a bolus 1 mcg/kg BW
4. Infuse 0.5gm/kg (max 30g) L-arginine monohydrochloride (available as a premixed 20 %
solution in normal saline) over 30 minutes (150ml 20% arginine over 30 minutes
maximum)
5. Take blood for GH measurement at 30, 60, 90, 120 and 150 minutes after start of arginine
infusion.

Interpretation
• A normal GH response of > 15mU/l (>5.7 ng/ml) excludes GH deficiency
• A GH response of 7-15 mU/l may indicate partial GH deficiency and should be
investigated by a second formal stimulation test
• A GH response of <7 mU/l (<2.7 ng/ml) suggests GH deficiency, but should
generally be confirmed by a second test, depending on the clinical picture.
• A child with pubertal growth delay may show a subnormal GH response if the
test is performed without sex hormone priming. However, there should be a
normal response after priming.
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Sensitivity and specificity
A child with GH deficiency will not respond to this test.
The percentage of children who are not GH deficient and who show a normal response
varies from 45-93%. Generally, 20% of normal children fail to respond to a formal test and
this is the reason for doing 2 tests before proceeding to GH therapy.

Oral Glucose Tolerance test for Reactive Hypoglycaemia
Indications
Suspected reactive hypoglycaemia

Contraindications / Cautions
None

Preparation
Fast from midnight

Equipment
Cannulation pack & Venous cannula
3-way tap
Supply of 10ml saline
Supply of 2ml syringes for waste fluid & 10ml syringes for sampling
75grams of carbohydrate
Glucose available to treat hypoglycaemia
8 SST (gold top) blood tubes
8 grey top blood tubes
Ice

Procedure
1. Cannulate
2. Take a baseline blood sample for glucose (grey/gold top tube), insulin and C-peptide (1
gold top tube).
3. Send the C-peptide and insulin blood sample to laboratory immediately. If delay is
anticipated keep the sample cool in insulated container with ice packs, but not in direct
contact (rap blood tube in a tissue).
4. Give 75g of carbohydrate.
5. Take further blood samples for glucose, C-peptide, and insulin levels at 30-minute
intervals (30, 60, 90, 120, 150, 180, 210 and 240 minutes). Transport C-peptide & insulin
samples as above.
6. Check the capillary blood glucose level if the patient is experiencing hypoglycaemic
symptoms. If the BG is ≤ 2.2mmol/L, take additional blood sample for insulin, C-peptide &
glucose levels and label with correct time of the test (eg. 135 minutes).
7. Treat the hypoglycaemia and abandon the test.
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Interpretation
Normally patients do not become hypoglycaemic, although young women can run glucose
in the range of 2.2 – 3.0 without symptoms.
True hypoglycaemia must be demonstrated (glucose ≤ 2.2mmol/L) before we are able to
either interpret the results or suspect insulinoma.
With true hypoglycaemia, insulin and C-peptide level (suggesting endogenous insulin
level) should be low.
a. Insulin >6 mU/L (>50pmol/L); C-peptide >300 pmol/L = insulinoma (C-peptide/
insulin ratio should be high)
b. Insulin > 3-6 mU/L (25 – 50 pmol/L); C-peptide 100-300 pmol/L = possible
insulinoma, but requires further tests.
c. Insulin <3mU/L (<25 pmol/L); C-peptide <75 pmol/L = normal response.
Ketones should be suppressed with insulinoma even though patient is fasting, because of
the excess insulin.
** check Insulin and C-peptide current units and reference levels at JCUH lab**

48 hour Low Dose Dexamethasone suppression test
Indications
Suspected diagnosis of Cushing's syndrome

Contraindications/cautions
Care should be taken in patients with diabetes mellitus and active peptic ulceration,
epilepsy and patients who are psychologically unstable.
Patients on enzyme inducing drugs e.g. anti-convulsants may rapidly metabolise
dexamethasone.
Oestrogens (e.g. pregnancy, HRT or COC) may induce cortisol binding protein and
artificially increase total cortisol levels.
Care in diabetes mellitus

Preparation
None

Requirements
Script for dexamethasone (0.5mg x 8 tabs)
2 SST (Gold top) blood tubes

Procedure
1. Take a blood sample for cortisol level at 09.00 hours
2. Instruct the patient to take dexamethasone 0.5mg orally, strictly 6 hourly at 0900, 1500,
2100 and 0300 hrs for 48 hours, commencing immediately after the first test
3. Take a blood sample for cortisol level at 0900 Hrs after 48 hours (6 hours after the last
dose)
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Interpretation
If the 0900h cortisol (“T=48”) value is less than 50nmol/l the patient has shown
suppression.
Failure to suppress is seen in the autonomous secretion of cortisol found in Cushing's
syndrome. However, since there are several common conditions associated with impaired
cortisol suppression following a LDDST (eg morbid obesity, depression), the result should
always be interpreted in conjunction with the degree of clinical suspicion.

Sensitivity and Specificity
Suppression in patients with Cushing's syndrome is rare (2-5%). Some reported cases
metabolise dexamethasone slowly and so achieve higher circulating levels than expected.
This test is more specific than the overnight suppression test with a lower false positive
rate. Failure of suppression may be seen in patients with systemic illness, endogenous
depression, or on enzyme inducing drugs e.g. phenytoin or rifampicin.

48 hour Low Dose Dexamethasone Suppression Test
Patient details:

Day 1
Date:
Blood for baseline cortisol:
Give 0.5mg Dexamethasone
at following times:
9AM
3PM
9PM
3AM
Day 2
Give 0.5mg Dexamethasone
at following times:
9AM
3PM
9PM
3AM
Day 3
Date:
48 hour cortisol

Other baseline blood tests:

Other 48 hour blood tests:
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Insulin Tolerance Test (ITT)
Indications
Assessment of ACTH and cortisol reserve
Differentiation of Cushing’s syndrome from depression
GH response in adults

Contraindications
Ischaemic heart disease
Epilepsy
Unexplained blackouts
Untreated hypothyroidism (impairs the GH and cortisol response)
Serum cortisol <100nmol/L

Preparation
Fast from midnight (water permitted)
If the patient is taking hydrocortisone, then the last dose should be given at midday on the
day before the test (i.e. omit previous evening dose and dose on the morning of the
test). To be restarted after completion of the test.
If the patient is taking prednisone or dexamethasone discuss when to omit the last dose
with the referring consultant. To be restarted after completion of the test.
ECG must be performed and be normal.

Requirements/Equipment
Supply of soluble insulin (Actrapid)
Treatment of hypoglycaemia
Supply of hydrocortisone for IV injection
Blood glucose meter
Cannulation pack
Venous cannula
3-way tap
Supply of saline 10ml
Supply of 2ml syringes
Supply of 10ml syringes
Insulin syringe
Cotton wool
SST (gold top) blood tubes
Grey top blood tubes

Side effects
Hypoglycaemic symptoms – sweating, shaky, palpitations, disorientation, confusion, loss
of consciousness and convulsions (rarely)
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Procedure
1. Weigh the patient
2. Calculate the insulin Actrapid dose:
• Normal pituitary function- 0.15 U/kg
• Hypopitutary- 0.10 U/kg
• Acromegaly, diabetes, Cushing’s- 0.2 -0.3 U/kg
3. Lie the patient down, insert the cannula. The patient should be recumbent through the
test).
4. Take baseline blood samples for GH, cortisol and glucose (depending on the indication of
the test) and flush the cannula with saline.
5. Mix the insulin Actrapid dose with 1ml of saline, thoroughly. Administer the insulin IV
and flush the cannula with saline (at all times a doctor or nurse must be in attendance).
6. Further blood samples to be taken for GH, cortisol and glucose (depending on the
indication of the test) at 30, 60, 90 and 120 minutes flushing the cannula with saline after
each sample.
7. Within 30 minutes the patient should be experiencing hypoglycaemic symptoms and
should have a blood glucose less than 2.2mmol/l. Once symptoms of hypoglycaemia
develop test capillary glucose level. Take blood samples for GH, cortisol and glucose,
(depending on the indication of the test), if capillary glucose less than 2.2mmol/l prior to
reversal of hypoglycaemia. Record hypoglycaemic symptoms in medical notes.
8. Reverse hypoglycaemia with simple oral treatment (juice/lucozade). If symptoms are very
severe or patient is unarousable (rare), give IV dextrose or IM glucagon 1mg. Check
capillary glucose every 10minutes until the level is above 4mmol/l and the patient is
feeling better.
9. At 30 minutes check capillary glucose and repeat the insulin dose if not hypoglycaemic
10. (this will mean prolonging sampling by 30 minutes, up to 150 minutes).
Continue blood sampling, also check capillary glucose every time a specimen is taken
11. If a patient has a hypoadrenal crisis they should receive IV 0.9% saline and IV
hydrocortisone 100mg
12. Once test completed, give supervised meal.
13. The patient should stay in the department for at least 2hours for observation.
(Prepared by Dr Ashwell and Sister Peacock)

Cannulated Prolactin Series
Indication
Differential diagnosis of hyperprolactinaemia

Contra-indications/ Cautions
None

Preparation
None
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Equipment
Cannulation pack
Venous cannula
3-way tap
Supply of saline 10ml
Supply of 2ml syringes for waste fluid
Supply of 10ml syringes for sampling
Cotton wool
Sharps bin
3 SST (gold top) blood tubes

Procedure
1. Cannulate
2. Take a baseline blood sample for prolactin
3. Rest the patient on the couch throught the procedure
4. Take a further blood sample for prolactin (using the cannula) at 30, 60 and 120 minutes.
5. Remove the cannula

Side/adverse effects
None

Interpretation
A pattern of raised venepuncture random and baseline cannulated prolactin levels that
fall into the normal range in the cannulated series is suggestive of stress – related
hyperprolactinaemia.
A failure of prolactin levels to reduce during a cannulated series suggests
pathological/physiological genuine hyperprolactinaemia requiring further assessment.

Hypertonic (5%) Saline test
This is potentially dangerous and must be undertaken with great care. Patients
unable to conserve water may rapidly become severely hypertonic during this test

Principle
An increase in plasma osmolality is a strong stimulus for AVP release via the
hypothalamic osmoreceptors. Administration of hypertonic saline intravenously will
produce a hyperosmolar state, causing maximal stimulation of AVP secretion. Plasma AVP
level can be assessed against plasma osmolality and assessed for normality using the
chart (below).

Indications
To make a clear diagnosis of cranial Diabetes Insipidus (DI) in subjects with polyuria and
normal plasma osmolality.
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Contraindications
Patients with epilepsy, cerebral or cardiovascular disease.

Side Effects
There is a serious risk of dehydration in patients with DI.
The hypertonic saline may induce thrombophlebitis at the site of the infusion.

Instructions for patient:
From midnight:
No food
No smoking
No coffee/tea
No alcohol
Can drink only water but not too much
Arrive for test by 8am
On arrival:
Explain procedure
Informed consent
Check BP, weight
Patient to lie supine
ECG – rule out ischaemia/arrhythmia
Clarify no previous history of cerebrovascular disease
2 x green cannulae
URGENT bloods for U&E
**REVIEW U&E results before starting test**

Inform the Biochemistry laboratory that the samples for AVP will be arriving, as
they will have to be processed very quickly. These samples should be sent immediately.
• A thirst chart should be completed throughout the test
• BP should be measured at regular intervals throughout the test
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Time

Mins

Procedure

Samples

09.00

-30

Empty bladder & note
urine volume

Send urine for osmolality
U&E
Serum Osmolality
Serum AVP (inform lab)
Check BP/thirst chart

09.15

0

Start saline infusion
5% saline 0.06ml/kg/min
for 2 hours

Serum Osmolality
Serum AVP (inform lab)
Check BP/thirst chart

09:45

30

Serum Osmolality
Serum AVP (inform lab)
Check BP/thirst chart

10.15

60

Serum Osmolality
Serum AVP (inform lab)
Check BP/thirst chart

10.45

90

Serum Osmolality
Serum AVP (inform lab)
Check BP/thirst chart

11.00

120

Stop Saline Infusion

Serum Osmolality
Serum AVP (inform lab)
Check BP/thirst chart

11.30

135

Empty bladder & note
urine volume

Serum Osmolality
Serum AVP (inform lab)
Check BP/thirst chart
Urine osmolality

Test completed
Advise patient to drink water moderately
Patient to stay overnight for observation
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Cardiff Chart

Interpretation of results
Patients with primary polydipsia or nephrogenic diabetes insipidus have normal AVP
release in response to the hyperosmolar state induced by the procedure. Patients with
cranial diabetes insipidus have little or no rise in AVP.
Results that fall within the central area of the graph reflect a normal response. Points
dropping to the right show decreased AVP relative to normal osmoregulation (as would
occur in cranial DI) and points to the left indicate osmotically inappropriate levels (as
would occur in non-osmotic stimuli or SIADH).
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Guideline: Care of women with diabetes in pregnancy (*All Sites)
Date issued: July 2011
Next formal review date: July 2014
Document Summary
This guideline is a comprehensive guide to the management of women in pregnancy who
have pre-existing diabetes and also those who develop gestational diabetes.
It includes the following standards for pre-existing diabetes:
• Emphasis on multidisciplinary involvement pre-pregnancy and throughout
pregnancy
• A timetable of antenatal appointments for women with pre-existing or
gestational diabetes
• Targets for glycaemic control
• Hypoglycaemia advice and warnings about lack of ‘hypo awareness’ in
pregnancy
• Antenatal ultrasound schedule, including offering all women with pre-existing
diabetes a detailed scan of the fetal heart (the four-chamber view and outflow
tracts)
• Advice about admitting all women suspected of having diabetic ketoacidosis to
a high dependency unit where they can receive both medical and obstetric
care
• The process of auditing the above standards.

1.Introduction
This guideline is relevant to the multidisciplinary team within the maternity services.
Pre-gestational diabetes (Type 1 or Type 2) is a significant cause of lifelong maternal
morbidity and carries an increased risk of mortality. Pregnancy in a diabetic woman can
cause deterioration of existing pathology (retinopathy, poor glycaemic control etc.), lead to
fetal morbidity and mortality (congenital defects, sudden IUD) and also lead to diabetic
emergencies (severe hypoglycaemia, DKA) during the antenatal period. It is therefore
essential that the approach to antenatal care is truly multidisciplinary and that
comprehensive guidance is available to all of those involved in looking after these
women.
Gestational Diabetes is also associated with morbidity for both mother and baby, and
women with this have a greater chance of developing Type 2 diabetes later in life. It is
therefore important to foster ‘good habits’ (change in diet etc) during pregnancy that will
reduce the chance of this outcome later.

2. Purpose
The purpose of this guideline is to give guidance to all staff caring for a woman who has
either pre-gestational diabetes (type 1 or type 2) or who develops gestational diabetes in
pregnancy
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3. Definition and Diagnostic criteria
Diabetes mellitus occurs as a result of either insulin deficiency or peripheral resistance to
the action of insulin. This causes hyperglycaemia.
Gestational Diabetes results from the effects of pregnancy hormones which antagonise the
actions of insulin and therefore cause insulin insensitivity and impaired glucose
tolerance.
The diagnostic criteria for diabetes in pregnancy are discussed in this guideline below, but
can be summarised briefly:

Blood glucose
(mmol/L)

Diagnosis/action

Random blood glucose level

>6.5

Needs OGTT

Fasting blood glucose

>5.4

Needs OGTT

Fasting blood glucose

>7.0

Diabetes

2 hour blood glucose

>11.0

Diabetes

Fasting blood glucose

5.5-7.0

Gestational Diabetes

2 hour blood glucose

7.8-11.1

Gestational Diabetes

4. Duties (Roles and Responsibilities)
RESPONSIBILITIES

ROLE

It is the responsibility of the Midwifery Managers to ensure
Maternity Managers

that midwives are aware of this guideline and its
application in practice.

Sister in Antenatal clinic

It is the responsibility of the Sister in clinic, Ward manager

Delivery Suite Team Leader

and the Delivery Suite Team leader to provide professional

Ante/Postnatal ward manager

support to the midwife providing care for the woman.
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ROLE

RESPONSIBILITIES
It is the responsibility of the midwife providing care
for the woman to
• Have read this guideline and be aware of the risks
in a diabetic pregnancy

Midwives

• Have knowledge and practical experience in monitoring
blood glucose levels in the clinic, on the ward and on
delivery suite
• Have knowledge about what to look for when a
diabetic patient is unwell
• Have a clear plan about when and who to call in
this situation

It is the responsibility of the obstetric registrar to:
• Attend and review a diabetic patient if the midwife
has concerns about her
• Read the patient notes for the care plan laid out by
the ObsMed team and act on this plan if appropriate
• Have read this guideline and be aware of the risks
in a diabetic pregnancy
• Have knowledge and practical experience in monitoring
Obstetric Registrar

blood glucose levels in the clinic, on the ward and on
delivery suite
• Have knowledge about what to look for and WHAT TO
DO when a diabetic patient is unwell
• Have a clear plan about when and who to call in this
situation if they do not know what to do
• Be aware of the risks of fetal macrosomia and shoulder
dystocia at delivery
• Be able to write up and manage a GKI infusion

• To provide advice and support for all those looking
after diabetic patients in pregnancy
• To be part of the MDT that sees the patients in clinic
• To write clear and comprehensive care plans in the
patient hand held notes about how to manage the
Obstetric Registrar

patient obstetrically in the light of their diabetes
• To promote an interest in diabetes in pregnancy with
all staff, and arrange/conduct teaching sessions about it
• It is the responsibility of the Consultant on call to
provide guidance to the obstetric registrar when
requested
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ROLE

RESPONSIBILITIES
• To provide advice and support for all those looking

Consultant
Endocrinologist
(ObsMed)

after diabetic patients in pregnancy
• To be part of the MDT that sees the patients in clinic
• To write clear and comprehensive care plans in the
patient hand held notes about how to manage the
patient’s diabetic condition

• To provide advice and support for all those looking
after diabetic patients in pregnancy
Diabetes

• To be part of the MDT that sees the patients in clinic

Specialist

• To write clear and comprehensive care plans in the

nurse
(ObsMed)

patient hand held notes about how to manage the
patient’s diabetic condition
• To be available to patients for advice in clinic but
also in an emergency situation (patients usually have
mobile phone number for this)

Anaesthetist

It is the responsibility of the anaesthetist to be aware
of the same issues as the Obstetric registrar

5. Training and Implementation
Registered midwives, obstetricians and clinical staff working within maternity directorate
are required to attend a three day Obstetric Emergency Training programme (OTEC) in
order to maintain professional responsibility and competency on a yearly basis. Staff
attendance is monitored through the training data base.
Additional training sessions are run by the OsbMed team on a less formal basis, but aim to
increase awareness about diabetic pregnancies and how to manage diabetic problems.

6. Equality Impact Assessment
The Trust aims to design and implement services, policies and measures that meet the
diverse needs of our service, population and workforce, ensuring that none are placed at
a disadvantage over others.
In order to meet these requirements, a single equality impact assessment is used to assess
all its policies/guidelines and practices. This guideline was found to be compliant with
this philosophy.
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7. Pre-gestational Diabetes
Try to plan preconception adviace:
a. Improve glycaemic control to HbA1c less than 6.1% (in the absence of hypoglycaemia) or
as near normal as possible. Refer to Mary Bilous on extension 54140 or Dr Kamaruddin
(Friarage ext. 62053).
b. Metformin can be continued but other oral agents should be stopped and women
switched to insulin if necessary to achieve glycaemic targets.
c. Check albumin creatinine ratio.
d. Check when eyes were last screened and repeat if more than 6 months ago.
e. Commence 5mg folic acid daily
f. Check Rubella antibody status
g. Check TSH and free T4
h. Dietetic review
i. Stop lipid lowering therapy and/or any other contraindicated medication such as ACE
inhibitors or angiotensin II receptor blockers.
j. Discussion regarding commencing low dose Aspirin from 12 weeks gestation to reduce
risk of developing gestational hypertension (Refer recent NICE guidelines: Hypertension
in pregnancy)
k. Discussion regarding need for antenatal thromboprophylaxis particularly to women with
high BMI, smokers, parity>3, age>35, multiple pregnancy etc (this is because any
pre-existing medical disorder scores 2 and one other additional factor would then
increase the score to 3) with the recommendation for antenatal and 6 week postnatal
thromboprophylaxis.
Once pregnancy confirmed:
a. Early referral to joint multi-disciplinary team as soon as possible and ideally before 8
weeks (diabetes team only), and at 8 weeks joint appointment with multidisciplinary team
with scan. Multidisciplinary team includes consultant obstetrician, consultant
diabetologist, midwife, nurse practitioner – diabetes and dietician.
b. Strive for normal glycaemia –
Pre-prandial glucose 4.0-5.5 mmol/L (whole blood);
Post-prandial (1-1½ hrs) glucose less than 7.8 mmol/L (whole blood) or < 8.6mmol/L
(plasma glucose);
HbA1c as low as consistent with safety (<6.1% in the absence of frequent hypoglycaemia)
This usually requires 4 times daily insulin
Consider Insulin Infusion Pump therapy (discuss with Sister Bilous)
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c. Institute regular 4 times daily home blood glucose monitoring with a mixture of pre and
post meal tests
d. Arrange dietetic review, schedule in appendix 1, insert in notes to use as plan of care for
pregnancy, all additional plans of care should be clearly documented in the notes
e. Check HbA1c, biochemical profile, FBC, TSH and free T4 at booking by Community
Midwife.
f. If on Thyroxine increase dose by 25 mcg/day if maintenance dose ≤ 125 mcg daily; 50
mcg/day if maintenance dose ≥ 150 mcg daily
g. Establish regular follow up – by telephone and joint Medical Obstetric clinic held on
Monday mornings in Antenatal clinic (JCUH) or via Dr Kamaruddin (FHN). Provide
emergency contact phone number.
h. Teach how to use urinary ketostix or blood ketone tests and educate on importance of
early medical advice if persistent ketonuria or blood ketones more than 0.6 mmol/L.
i. Give advice on hypoglycaemia avoidance and treatment. Alert women as to risks of
hypoglycaemia and loss of warning symptoms. Provide and teach how to use IM glucagen
kit for type 1 patients and provide Glucogel for type 1 and type 2 patients.
j. Advice regarding driving because of risks of hypoglycaemia, particularly in early
pregnancy. Provide DVLA Guidance.
k. Arrange follow up as per Northern Region Diabetic Pregnancy Audit Protocol with regular
metabolic and eye surveillance and regular ultrasound scanning including fetal cardiac 4
chamber view and outflow tract scanning at 18-22 weeks (see Appendix 4)
l. Plan delivery (usually 38 weeks gestation) with obstetric team.
m. Insulin in labour via GKI protocol (see Appendix 2) unless on insulin pump (CSII) when
separate protocol should be used.
n. If persistent ketonuria, blood ketones ≥ 0.6 mmol/L admit to Obstetric Day Unit at James
Cook or Antenatal Ward at the Friarage for urgent U & E’s (especially serum bicarbonate)
and, if unwell, arterial or venous blood gas analysis (main interest is pH and bicarbonate
not oxygen levels). See Appendix 1.
o. All women to be reviewed after delivery and routine diabetes follow up managed either
in hospital diabetes service or GP diabetes clinic. A plan of postnatal care should be
documented in the notes
NB – ketoacidosis should occur between 6.0 and 7.0
If in doubt, contact medical team at JCUH: Professor Bilous or Sister Mary Bilous in
working hours or on-call consultant via hospital switchboard (see on-call diabetes rota).
Contact Dr Kamaruddin or Dr Quinn at FHN via hospital switchboard.
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If diabetic ketoacidosis confirmed transfer to Delivery Suite (High Dependency Units) and
follow the agreed protocol (kept on delivery suite)
NB – delivery suite and maternity day unit at JCUH have Optium Xceed meter and
sticks for testing blood ketones.
Post-natally all women with type 1 and type 2 diabetes should be reviewed prior to
discharge by the diabetic team. This could be a telephone review if necessary.
Audit
A yearly audit will be undertake on adherence to the antenatal care pathway minimum of
1% of all diabetic women
Performance of fetal echo including 4 chamber view and outflow tracts minimum of 1%
of all diabetic women
A further audit of full multidisciplinary attendance at clinic will be performed minimum
of 1% of all clinics

8. Gestational Diabetes
1. All women to have a random blood glucose at booking and at 28 weeks. If > 6.5 mmol/l
perform 75 gm oral glucose tolerance test (OGTT).
THE ORAL GLUCOSE TOLERANCE TEST IS DESCRIBED AS A STANDARD OPERATING
PROCEDURE (SEE SEPARATE DOCUMENT).
2. Consider screening “high risk” women (see below) using a 75g OGTT at booking and
around 28 weeks or at any time if the woman is symptomatic with thirst, polyuria or
vaginal thrush).
Women at high risk :Obesity (BMI >30kg/m2)
Previous gestational diabetes
Previous large (greater than 4.5 kg or > 95th centile for gestation) baby
Previous poor pregnancy outcome or unexplained foetal loss
Positive family history of diabetes in first degree relative (parent, sibling/child)
Polyhydramnios
Large for dates baby on scan (greater than 95th centile for gestational age)
Family origin with a high prevalence of diabetes (South Asian black Caribbean and Middle
Eastern)
NB – GLYCOSURIA ALONE IS NOT AN INDICATION FOR SCREENING FOR DIABETES
UNLESS THE WOMAN HAS SYMPTOMS OF THIRST AND/OR POLYURIA
3. Women who have had previous gestational diabetes should be offered early self
monitoring of blood glucose and/or 75g OGTT at 16-18 weeks and again at 28 weeks if
initial test results are normal.
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4. Basic screening test is fasting plasma glucose (NB use grey topped tube- Middlesbrough, or
yellow tube Northallerton)
If greater than 5.4mmol/L give dietary advice, confirm result and perform 75g OGTT with
fasting and 2 hour sample only and check HbA1c.
If fasting plasma glucose greater than 7.0 and/or 2 hour greater than 11.1 mmol/L then
woman has diabetes and should be taught home blood glucose monitoring, given dietary
advice and commenced on therapy immediately.
SHE THEREFORE NEEDS URGENT REFERRAL TO THE MEDICAL/OBSTETRIC CLINIC.
If fasting 5.5-7.0mmol/L and/or 2 hour value 7.8-11.1mmol/L then woman has gestational
diabetes. Commence home blood glucose monitoring and give dietary advice
Refer to next available medical/obstetric clinic.
If post prandial blood glucose > 7.8 mmol/L on three or more consecutive days
OR
Fasting glucose > 5.4 mmol/L on three or more consecutive days, commence treatment

a. Although not currently licensed, metformin is probably safe in pregnancy and may be
indicated in women likely to be severely insulin resistant (e.g. in obesity) (This now has
NICE approval).
NB – beyond 34 weeks gestation consider insulin only if women symptomatic or there is
ultrasound evidence of macrosomia. Consider each case separately and discuss with
Medical/Obstetric team.
b. If insulin indicated then use the following regime:
Post prandial hyperglycaemia only. Give pre-meal short acting insulin at appropriate
meal times with target of < 7.8mmol/L 11/2 hours after meals.
Fasting hyperglycaemia (> 5.4 mmol/L) but satisfactory post prandial level. Use once or
twice daily Insulatard.
Both fasting and post prandial hyperglycaemia. Use basal-bolus combination of three
times short acting and night time intermediate acting insulin.
Informed verbal consent needs to be documented for long acting analogue insulins and
metformin.
c. It is not usually necessary to manage glycaemia during labour with a GKI protocol
UNLESS specified in the notes by the Diabetes Team. Monitor glucose hourly when in
established labour and use GKI if glucose is > 8mmol/l for 2 consecutive hours.
d. Post-partum: omit insulin but continue blood glucose monitoring for 24-48 hours. If
fasting greater than 7 mmol/L or post prandial greater than 11.1 mmol/L then woman has
diabetes and needs referral to the Diabetes Care Team.
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e. If glucose values are less than this arrange for fasting plasma glucose or 75g oral glucose
tolerance test at 6-8 weeks postpartum, preferably in GP surgery.
f. Women with gestational diabetes are more likely to develop type 2 diabetes in later life.
Give general life style advice regarding diet, weight control (target body mass index less
than 25 kg/m2) and exercise. Warn to seek medical advice if symptoms of
thirst/polyuria/weight loss/lethargy/urinary tract infection/or vaginal thrush develop.
g. Consider review in medical/obstetric clinic at JCUH 1-2 weeks after OGTT in women
thought to have newly diagnosed type 2 diabetes.
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Appendix 1
DIABETIC KETOACIDOSIS

Aims
1. To educate the pregnancy diabetic woman to recognise the signs and symptoms of
ketoacidosis and understand its severity.
2. To recognise the signs and symptoms and treat accordingly on admission.
3. To reduce perinatal morbidity and mortality.

Introduction
Diabetic Ketoacidosis remains one of the most serious complications that can occur in
pregnancy complicated by diabetes (Whiteman et at 1996). Although the incidence of DKA
appears to have decreased during recent years, it remains a medical emergency.
The mechanisms by which maternal ketoacidosis affects the fetus is not entirely clear
(Hagay 1994), but it has been demonstrated in animal models that it causes a reduction in
uterine blood flow and fetal hypoxemia. In addition the maternal phosphate deficits that
accompany DKA may also contribute to fetal hypoxia. It is also possible that the same
metabolic disturbances, such as acidosis and potassium depletion, that occur during DKA
are induced in the fetus (Gimousky 1993). It is therefore important to monitor the fetal
heart rate continuously in later gestation during the treatment of DKA. Severe acidosis
results in decreased fetal heart rate variability but it is reported to improve after maternal
intensive care treatment (Le Bue et al 1978)
REMEMBER - the patient with DKA requires simultaneous correction of fluid and
electrolyte imbalance as well as the treatment of hyperglycaemia and acidosis.

Predisposing Factors
1. Infection – especially urinary.
2. Lack of insulin – absolute or relative.
3. Increase in pregnancy associated hormones that are insulin antagonists such as placental
lactogen, cortisol and prolactin.
4. Poor adherence to insulin regimen.
5. Use of tocolytic agents and steroids.
6. Low maternal bicarbonate due to hyperventilation – pre acidotic state.
ANY woman thought to have DKA should be immediately admitted to MDU, Antenatal
ward or labour ward for full assessment and management
Hypovolaemia can lead to a low blood pressure and decreased organ perfusion. As a
result, oliguria can develop, and blood urea nitrogen and creatinine levels increase. In
severe cases drowsiness and coma can develop as a result of impaired cerebral circulation
and acidosis.
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Diagnosis
CLINICAL SYMPTOMS
- Abdominal pains – may mimic uterine contractions.
- Thirst.
- Polyuria.
- Nausea.
- Vomiting.
- Muscle cramps.
The clinical picture depends on the degree and dehydration and acidosis
Initial examination
- Fruity odour of acetone on breath (like nail polish remover)
- Deep sighing respiration.
- Hypotension.
- Tachycardia.
- Impaired mental state varying from drowsiness to coma
- Urine – contains - glucose - ketone bodies - sometimes accompanied by leukocytes even
in the absence of infection.
- Blood glucose - will usually be high (NOTE: DKA can occur in the presence of relatively
mild hyperglycaemia)
- Capillary blood ketone – greater than 0.6mmol/l

Investigations
Arterial Blood Gas Analysis - pH < 7.3 (normal value 7.35 –7.45)
PCO2 (low due to hyperventilation)
PO2 (initially relatively unchanged)
Low bicarbonate normal values (22–29 mmol/L) N.B. can be low in normal pregnancy
Base excess – 5 and below (Normal range – 2 to +2)
INDICATES METABOLIC ACIDOSIS
NB. Always check blood gases if patient heavily ketonuric or blood ketones
>0.6mmol/l.
- Group and Save.
- FBC
- Clotting Studies.
- SMAC (Should be repeated as requested and then 6 hourly).
- Blood cultures if infection suspected.
- MSU
- ECG
- Chest X-Ray if necessary.
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Early Involvement If Multidisciplinary Team
- Involvement of Diabetic Team essential at early stage.
- (JCUH: DR BILOUS HOME TEL: 711847 – HOSPITAL EXT 4146 or hospital switch board for
on call diabetes consultant)
- (Friarage: Dr R Fiskin or Dr N Quinn via hospital switch board)
- A SPR or Consultant must be involved from onset.
- Anaesthetic input should be at SPR or Consultant level.
- Member of the Critical Care Team.
- Essential resuscitation equipment needs to be immediately available.
- Patient nursed in high dependency area.

Treatment
Is directed towards correction of volume deficit, acidosis hyperglycaemia and electrolyte
imbalance.
- Infection if suspected should be treated promptly.
- Continuous CTG to assess fetal wellbeing during third trimester of pregnancy.
- Insert 2 intravenous lines.
- Administer oxygen by facemask.
- Pulse oximetry and ECG
- BP monitored frequently depending on individual needs.
- Temperature recorded as required.
- Capillary blood glucose recorded hourly.

Strict Fluid Balance
- Patient should be catheterised and hourly urine output recorded.
- Urinalysis.
- Fluid as prescribed.
- Patient may need CVP monitoring.
- Patient may need arterial access (blood gases will be taken initially and then as required
depending on pH)

Fluid Replacement
During the first hour of treatment, rapid replacement by normal saline usually is
recommended, followed by a lower infusion rate. (isotonic 0.9% Saline) A CVP line may
be helpful. If the patient is shocked circulating volume may be replaced with colloid.

Suggested Regimen
- 1 litre normal saline per hour for two hours then
- 1 litre normal saline per two hours for four hours then
- 1 litre normal saline four to six hourly
NB Be careful if maternal serum albumin low and monitor fluid input/output carefully.
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Insulin
50 units of Actrapid insulin should be made up to 50mls with normal saline and infused
via a syringe pump at the rate of 6 units per hour (i.e. 6ml/hour). The infusion rate should
be altered according to the blood glucose levels recorded. When the blood glucose level is
falling, reduce insulin rate to maintain a steady rate of fall. (There is no virtue in rapid
gylcaemic correction. A fall of 4 – 6 mmol/L is aimed for)
When blood glucose is less than 13 mmol/L for 2 hours, stop the insulin infusion and start
a glucose, potassium and insulin (GKI) regime (the GKI protocol).
NB If the patient remains heavily ketotic or persistently acidotic then continue iv insulin
and seek advice BEFORE switching to GKI
Initially, 500mls of 10% dextrose containing 16 units of Actrapid insulin and 10 mmol of
potassium should be infused 8 hourly. Aim for the blood glucose to stay within the range
6-10mmolL. Change the concentration of insulin in the infusion fluid if necessary to
maintain blood glucose in this range. If the patient is still dehydrated continue saline
infusion in addition to GKI. As soon as the patient feels able to eat normally and is no
longer significantly acidaemic, transfer to subcutaneous insulin and usual diet.

Potassium
Give 20mmolL from the start of the insulin infusion for at least 5 hours.
Discontinue if laboratory potassium is greater than 6.0 mmol/L and check 1-2 hours later.
If potassium falls below 3 mmol/L, increase the rate of potassium administration
accordingly and monitor continuously with ECG.

Sodium Bicarbonate
This is rarely needed.
Seek medical advice whenever possible
Only use if pH is 6.9 or less and acidaemia is contributing to hypertension. If indicated,
give 500mls 1.4% (or its equivalent) sodium bicarbonate with 20 mmol KCI over 30
minutes. Repeat blood gases 30 minutes later. It is vital to ensure that no extravasation of
bicarbonate occurs as tissue necrosis may result.
REFERENCES:
Gimousky M L et al (1993), Fetal Heart Rate Monitoring Casebook:: In Whiteman V E et al (March 1996)
Management of Hypoglycaemia and Diabetic Ketoacidosis in Pregnancy Obs and Gynae Clinics of North
America, Vol. 23, No1, pp 87-107.
Hagay Z J(March 1994) Acute Metabolic Complications of Diabetes Mellitus In Pickup J and Williams G
(eds) Textbook of Diabetes Second Edition. Blackwell.
Le Bue C et al (1978) Treatment of Fetal Distress During Diabetic Ketacidosis: In Whiteman V E et al
(March 1996)
Management of Hypoglycaemia and Diabetic Ketoacidosis in Pregnancy. Obs & Gynae Clinics Of North
America, Vol. 23, No. 1, pp 87-107.
Whiteman V E et all (March 1996) Management of Hypoglycaemia and Diabetic Ketoacidosis in
Pregnancy Obs and Gynae Clinics of North America, Vol. 23, No.1, pp 87-107
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Appendix 2
CONTROL OF BLOOD GLUCOSE DURING LABOUR IN INSULIN TREATED WOMEN

Basic Regimen Glucose – Potassium – Insulin (Gki) Infusion
a. To be used during induction of labour once labour is established, elective Caesarean
section and spontaneous labour unless insulin has been given within the last four hours
or baseline blood glucose > 17 mmol/L (SEE BELOW FOR THESE).
b. Measure blood glucose on arrival and hourly thereafter using test strips.
c. Commence Glucose/Potassium/Insulin (GKI) infusion as follows:
10% dextrose 500 ml
} 8 HOURLY
Potassium Chloride 10 mmol
} i.e. 62 ml/hr approximately
Actrapid insulin as per blood glucose
}
d. If blood glucose
If blood glucose
If blood glucose
If blood glucose
If blood glucose

<3.5 mmol/L
3.5 – 6.0mmol/L
6.1 – 9.0mmol/L
9.1 – 11.0mmol/L
11.1 – 16.9mmol/L

no insulin, dextrose only
add 8 units
add 16 units
add 24 units
add 32 units

e. AIM FOR TARGE RANGE OF 4 TO 7 mmol/L and make up insulin concentration in a new
bag of dextrose according to blood glucose but keep infusion rate constant at 8 hourly.
N.B these insulin doses can be modified, for example if blood glucose too high on 16 units
but too low on 24 units try 20 units per bag.
f. If blood glucose < 3.5 mmol/L give 10% dextrose only and check blood test half hourly
until > 4 mmol/L then start GKI as above.
g. If blood glucose >17 mmol/L then set up low dose insulin infusion at 8 units per hour until
< 11mmol/L for two hours.
h. Just prior to delivery make a new 500 ml bag of 10% dextrose plus 10 mmol KCI plus half
the amount of insulin in the current infusion bag (i.e. if the mother is currently receiving
a GKI with 24 units of insulin and blood glucose is well controlled then the new bag
should contain 12 units).
i. Start this new solution as quickly as possible after delivery.
NB USE A NEW GIVING SET FLUSHED THROUGH WITH THE NEW CONCENTRATION OF
INSULIN.
j. Once woman is able to eat and drink give insulin, in a dose similar to that used before
pregnancy, before their next meal and take the GKI down one hour later.
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Regimen If Subcutaneous Insulin Given In The Last Four Hours
a. Determine blood glucose as before.
If blood glucose
>11.1mmol/L treat as above
If blood glucose
4.1 – 11.0 mmol/L use GKI with 12 units insulin
If blood glucose
< 4.0 mmol/L 10% dextrose only
(commence routine GKI once blood glucose > 4 mol/L)
IF BLOOD GLUCOSE MORE THAN 17 MMOL/L AT OUTSET
b. Check blood or urine ketones. If more than 0.6 mmol/L or moderate, check U & E’s and
arterial blood gases. If acidotic then contact on call Diabetes Consultant/Nurse.
c. Make up low-dose insulin infusion of 50 units Actrapid insulin in 50mls saline and infuse
at 4 units (i.e 4mls) per hour. NB. May need more in highly insulin resistant women.
d. When blood glucose <11mmol/L for two consecutive hours set up conventional GKI as
above in 1.
e. If glucose levels do not respond after 2 hours, consider doubling infusion to 8 units (8ml)
per hour and contact on call diabetes consultant or Diabetes Centre staff.

Notes for GKI
a. Remember that the trend of blood glucose values over several hours may predict the need
for a change in insulin concentration and that patients often need less insulin overnight.
b. Women should not have a full meal on a GKI but light snacks and beverages can be
allowed.
c. Continue medium or long acting insulin for women with type 1 diabetes but remember to
reduce the dose post delivery.
d. The GKI regimen provides 1.5 litres of water per 24 hours and may cause hyponatraemia,
particularly if prolonged (>24 hours) infusion or simultaneous oxytocin.
e. Insulin has an IV half-life of approximately 5 minutes so any prolonged interruption of
infusion will result in rebound hyperglycaemia.
f. Diabetic women in pregnancy can be in established severe ketoacidosis with near normal
blood glucose levels. Always test ketonuria or blood ketones in any diabetic pregnant
woman who is unwell. Consider arterial blood gases if heavily ketonuric. Consult DKA
protocol on delivery suite.
g. Any difficulties contact Professor R Bilous Ext. 54146, Sister Mary Bilous Ext. 54140, Drs
Ashwell, Nag, Jones or Connolly, DSN Ext. 54235. For Friarage patients ring ext. 62053 or
page Dr Kamaruddin or Dr Quinn.
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REFERENCES:
Saving Mother’s Lives – Reviewing maternal deaths to make motherhood safer. CMACE report published
2011 *deaths 2006-2008
Effect of treatment of Gestational Diabetes on Pregnancy Outcomes. (ACHOID trial). NEJM 2005; 352:
2477-86.
NICE Guidance on Management of Diabetes in Pregnancy. NICE 2008.
DVLA website: http://www.dvla.gov.uk/motoring.
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Appendix 3
PROTOCOL FOR ADMINISTRATION OF ANTE-NATAL STEROIDS TO A WOMAN WITH
PRE-GESTATION OR GESTATIONAL DIABETES
1. Steroids will cause hyperglycaemia and may prompt ketosis in diabetic women.
2. Therefore all diabetic women having steroids should be admitted for at least 48 hours.
3. If on insulin increase dose by at least 50% for 48 hours post first dose of steroid
administration.
4. If on diet and/or metformin give Insulatard 12-20 units 12 hourly. The first injection
should ordinarily be given at the initial steroid dose PROVIDED THIS IS BEFORE 12
MIDDAY. If the initial steroid dose is given after this then 8 units Insulatard should be
given. Thereafter twice daily Insulatard should be given at 10am and 10pm. DISCUSS
EXACT DOSE WITH DIABETES TEAM.
5. Monitor blood glucose 7 times daily pre-meals and 1½ to 2 hours post-meals and at bed
time. If values are outside target may need further testing at 2 to 3am.
6. Aim for values 4.0-5.5 pre-meal and <8.0 post-meal.
7. If glucose is >12mmol/l and/or woman is unwell with nausea/vomiting check blood
ketones.
8. Follow ketoacidosis protocol if values >0.6mmol/l.
9. If concerned contact Professor Bilous (854146) or Sister Mary Bilous (854140) in working
hours. Professor Bilous can also be contacted through the switchboard. There is an
on-call Diabetes Consultant available through the hospital switchboard out of hours.
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Appendix I ANTENATAL DIABETES REGIMEN
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Appendix 4
Leaflet:
CRISIS MANAGEMENT FOR PATIENTS WITH DIABETES DURING PREGNANCY
The following plan should be implemented if you are unwell. This is purely to provide
you with a guide. If you are unsure ring Mary Bilous on 01642 854140 during office hours
and at other times you could contact the on-call diabetes service at James Cook University
Hospital through switchboard (01642 850850), the antenatal ward (01642 854517) or
delivery suite (01642 854881). Friarage patients should ring Dr Kamaruddin (01609
762053) or Dr Quinn (01609 763269).

What should I do if I am ill?
Even if you are unable to eat or drink your blood glucose may rise
NEVER STOP TAKING YOUR INSULIN
1. Test your blood glucose 2 hourly
2. Drink plenty of water to prevent dehydration; at least 1 pint per hour.
3. If you are unable to eat, replace meals with glucose drinks, soup or clear fluids if
necessary
4. Test your urine twice a day for ketones. If available, test blood for ketones using an
Optium Xceed meter
5. Consider increasing your insulin if the blood glucose levels are high, as advised by the
diabetes clinic. If using an insulin pump consider sick day rule to increase temporary
basal rate to 150%.

Seek help if:
You are vomiting and unable to keep fluids down
Persistence of symptoms for several hours
You have severe diarrhoea
You have more than moderate ketones in your urine or detectable ketones in your blood
Your blood glucose readings are more than 12 mmol/L. (However, in pregnancy ketones in
the urine may be a more accurate measure of diabetic problems than very high blood
glucose.)
Diminished fetal movements
You do not improve quickly
You are worried
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Appendix 5
A Guide to Insulin Treated Diabetes and Driving
The applicant or licence holder must notify DVLA unless stated otherwise in the text
Drivers who have any form of diabetes treated with any insulin preparation must inform
DVLA
aYou must also inform DVLA if your diabetes has become worse since your last licence
was issued.

Eyesight
All drivers are required by law to read, in good daylight, a car number plate from a
distance of 20 metres or 20.5 metres where the old style number plate is used.

You must inform DVLA
• If you are unable to meet the number plate requirement.
• Of any problems that affect your field of vision.
• Of any conditions that affect both eyes or the remaining eye if you have sight
in one eye only
• If you have had laser treatment to both eyes for retinopathy, or to the
remaining eye if monocular.

Hypoglycaemia
The risk of hypoglycaemia (low blood sugar) is the main hazard to safe driving. This may
endanger your own life as well as that of other road users. Many of the accidents caused
by hypoglycaemia are because drivers continue to drive even though they are
experiencing warning signs of hypoglycaemia. If you experience warning signs of
hypoglycaemia whilst driving you must always stop as soon as safely possible – do not
ignore the warning signs.

You must inform DVLA
• If you develop impaired awareness of hypoglycaemia
• If you suffer disabling hypoglycaemia at the wheel
• If you have frequent episodes of hypoglycaemia

Limb Problems
Limb problems/amputations are unlikely to prevent driving. They may be overcome by
either restricting driving to certain types of vehicles e.g. those with automatic
transmission, or by adaptations such as hand operated accelerator/brake.

You must inform DVLA
• If you develop problems with either the nerves or the circulation in your legs
causing difficulty with safe use of the foot pedals.

107

Drivers with insulin treated diabetes are advised to take the following precautions:
• Do not drive if you feel hypoglycaemic or if your blood glucose is less than 4.0
mmol/l.
• If hypoglycaemia develops while driving stop the vehicle as soon as possible in
a safe location, switch off the engine, remove the keys from the ignition and
move from the drivers seat.
• Do not resume driving until 45 minutes after blood glucose has returned to
normal. It takes up to 45 minutes for the brain to fully recover.
• Always keep an emergency supply of fast-acting carbohydrate such as glucose
tablets or sweets within easy reach in the vehicle.
• Carry your glucose meter and blood glucose strips with you. Check blood
glucose before driving (even on short journeys) and test regularly (every 2
hours) on long journeys. If blood glucose is 5.0mmol/l or less, take a snack
before driving.
• Carry personal identification indicating that you have diabetes in case of
injury in a road traffic accident.
• Particular care should be taken during changes of insulin regimens, changes of
lifestyle, exercise, travel and pregnancy.
• Take regular meals, snacks and rest periods on long journeys. Always avoid
alcohol.
A copy of this leaflet will be sent to your own doctor for information.

Contact Us
Web site:
Tel:
Write:
E-mail:

http://www.dvla.gov.uk/motoring
0870 600 0301 (8.15am. to 4.30pm. Mon – Fri)
Drivers Medical Group, DVLA, Swansea SA99 1TU
eftd@dvla.gsi.gov.uk Rev: Feb 08

REFERENCES:
Saving Mother’s Lives – Reviewing maternal deaths to make motherhood safer. CMACE report published
2011 *deaths 2006-2008
Effect of treatment of Gestational Diabetes on Pregnancy Outcomes. (ACHOID trial). NEJM 2005; 352:
2477-86.
NICE Guidance on Management of Diabetes in Pregnancy. NICE 2008.
DVLA website: http://www.dvla.gov.uk/motoring.
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Hospital No: ..........................................................
NHS No:
……………………………………………
Surname:
..........................................................
First name: ...........................................................
Address:
...........................................................
Date of birth: ...........................................................

Date: ..............................

Treatment of Diabetic Ketoacidosis (DKA) in adults ≥ 18 years ;( Discuss with Paediatrics if <18 yrs.)
Immediate investigations & management
Check capillary ketones & glucose, U+E, plasma
glucose, FBC, venous blood gas, ECG, Chest X-ray

Ensure GOOD venous access.Insert two IV
cannulae (for insulin and IV fluids)

DKA Diagnostic criteria

All 3 of following should be present:
• Glucose > 11 mmol/l or known diabetes
• Capillary ketones > 3 mmol/l
• pH <7.3 and/or plasma bicarbonate <15 mmol/l

Assessment of Severity
The presence of one or more of the following indicates severe DKA and admission to a Level 2/HDU environment, insertion
of a central line and immediate senior review should be considered:
• Capillary ketones > 6 mmol/l
• GCS <12 or abnormal AVPU scale
• Venous bicar

bonate < 5 mmol/l

• Systolic BP <90 mmHg

• Venous pH <7.0
• Plasma K

• Pulse >100 or <60 bpm

+

<3.5mmol/l on admission

• Anion gap >16 [Anion gap =

+

+

-

-

[(Na + K ) - (Cl + HCO3 )]

• Oxygen saturation <92% on air (assuming normal baseline respiratory function)
• Pregnancy. Inform Obstetrician on admission

IV fluid management

Insulin management

If Systolic BP< 90 mm Hg on admission, give 500ml of
0.9% Sodium Chloride solution over 10-15 minutes
Thereafter, follow fluid replacement as shown:

Dilute 50 Units Actrapid in 50ml 0.9% Sodium Chloride (1 Unit/ml)
Start infusion at 0.1 Units/kg body weight/hour
If unable to weigh, start insulin at 6 Units/hour

0.9% Sodium Chloride rate of infusion:
1 Litre (without KCl) over first 60 minutes
1 Litre (± KCl) over next 2 hours
1 Litre (± KCl) over next 2 hours
1 Litre (± KCl) over next 4 hours
1 Litre (± KCl) over next 4 hours
1 Litre (± KCl) over next 6 hours

Once capillary glucose < 14mmol/l on 2 consecutive readings,
commence 10% Glucose (at 125ml/h) using same IV cannula giving
the insulin infusion. Continue 0.9% Sodium Chloride (±KCl) & do not
change IV insulin infusion rate

Seek senior advice and ITU input if refractory hypotension

Metabolic Targets

Continue long acting insulin (Detemir/ Glargine/ Insulatard) at
the usual dose and time

Capillary ketones falling by at least 0.5mmol/l/h
Venous Bicarbonate rising by at least 3.0mmol/l/h
Capillary Blood glucose falling by at least 3.0mmol/l/h

Consider more cautious fluid replacement in young
people (18-25 yrs), BMI < 18; elderly, pregnant, heart or
renal failure (consider HDU and/ or central line)
KCl dose in 1Litre 0.9% Sodium Chloride:
+
Serum K > 5.5mmol/L :
NIL
+
Serum K 3.5 - 5.5mmol/L : 40 mmol/l
+
40 mmol/l and arrange
Serum K < 3.5mmol/L :
urgent senior review; may need Level 2/HDU care as
additional potassium may be required

If targets not achieved, check all infusion equipment and
increase insulin infusion rate by 1 Unit/hour and review hourly

DO NOT give IV bicarbonate (worsens intracellular
acidosis and risk factor for cerebral oedema). If pH <6.9,
discuss with Consultant Diabetologist on call and ITU

Monitoring:

Check capillary glucose and ketones hourly (ketone monitoring 4 hourly once <0.6 mmol/l)
Check serum electrolytes including potassium and serum bicarbonate every 6 hours
Check venous blood gas for pH, bicarbonate and potassium at 60 minutes,2 hours and 4 hours
At 6 and 12 hours check venous pH, bicarbonate, potassium, capillary ketones and glucose
If pH remains < 7.3, continue treatment, check all infusion equipment and reassess patient for alternative source of acidosis
Check potassium hourly if this is outside the reference range

Resolution of DKA
Capillary ketones <0.6 mmol/l and pH >7.30
Transfer to subcutaneous insulin once above criteria met and patient is eating normally.
Give s/c rapid acting insulin with a meal and discontinue IV insulin 60 minutes later.
Contact Diabetes Specialist Nurses for inpatient review within 24 hours of admission on Bleeps 1663 & 4231
If the patient is on a Continuous subcutaneous insulin infusion pump (‘I nsulin Pump') disconnect the Pump and manage as above
Consider urinary catheter if no urine passed after 2 hours or incontinent
Screen for infection and give antibiotics if clinical evidence of infection
Ver. SN 2014
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GLUCOSE POTASSIUM INSULIN (GKI) PROTOCOL
(Not for use in Pregnancy)
Control of glycaemia in diabetic patients undergoing surgical procedures or who are
recovering from hyperglycaemia induced by systemic upset or other illness is often
easiest using a GKI. This is because:
• It is independent of pump technology and it is readily apparent if the infusion
is not flowing.
• The use of 10% dextrose makes significant hypoglycaemia unlikely and if it
does occur, it is less severe.
• The half-life of intravenous insulin is only 5 minutes, so any sliding scale
having a zero infusion option is illogical and may result in metabolic
decompensation.
• Over a 24 hour period, around 150 g of carbohydrate is infused which is an
average daily intake. This will preserve liver glycogen and help prevent
further ketosis.

Guidelines For Setting Up A Gki Infusion
i. Use 500 ml premixed bag of 10% GLUCOSE with KCl (10 mmol) and infuse at
62 ml/hour (equivalent to 500 ml infusion every 8 hours). Add Insulin to each
bag as detailed below.
ii. Do not add Potassium to the infusion in patients with CKD 4&5(eGFR < 30
mL/min/1.73 m2) of if serum Potassium is >5.5 mmol/l. Seek specialist advice
from the Diabetes Team. MONITOR SERUM POTASSIUM CLOSELY IN THESE
PATIENTS.
iii. Reduce infusion rate to 42mls/hour if there are concerns about fluid overload
(Congestive Heart Failure; Renal Failure)
Add ACTRAPID or HUMULIN S using a 0.5ml insulin syringe as per capillary blood glucose
level:
• If blood glucose 4.0 - 7 mmol/L
• If blood glucose 7.1 - 11 mmol/L
• If blood glucose 11.1 - 17 mmol/L

add 8 UNITS to each 500ml bag
add 16 UNITS
add 32 UNITS

Replace the whole Glucose/Potassium infusion bag with the new dose of Insulin if the dose
of Insulin is changed and discard the old infusion bag. The insulin dose can be adjusted to
the individual and may need to be reduced overnight. For example, some patients may
need 4 instead of 8, 12 instead of 16, or 24 instead of 32 units depending on body size and
the response of the blood glucose levels. If in doubt please contact a member of the
Diabetes Team.
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iv. Check capillary blood glucose levels hourly. REMEMBER THAT THE TARGET
BLOOD GLUCOSE IS 7 TO 11 mmol/l.
v.

If blood glucose <4 mmol/L, stop GKI and give 500ml 10% dextrose at 62
ml/hour (ie 500 ml every 8 hours).

vi. Check blood glucose half hourly until >4 mmol/L then start GKI as above. Note:
patient may need slightly less insulin in bag.
vii. If blood glucose > 17 mmol/L then set up insulin infusion at 3 units per hour
until <11 mmol/L for two hours. Check capillary ketones and exclude
ketoacidosis with venous blood gas if ketone levels> 1 mmol/l. Ketone meters
are available on the Diabetes Ward/Diabetes Care Centre.
viii. Once patient is able to eat and drink give usual insulin before their next meal
and take the GKI down one hour later.
NOTES
a. The trend of blood glucose values over several hours may predict the need for
a change in insulin concentration and that patients often need less insulin
overnight.
b. Patients should not have a full meal on a GKI; light snacks and drinks can be
allowed.
c. The GKI regime provides 1.5 litres of water per 24 hours and may cause
hyponatraemia if maintained for > 2 days if no extra sodium is given. Check
serum electrolytes daily after 24 hours infusion.
d. Insulin has an IV half-life of approximately 5 minutes so any prolonged
interruption of infusion will result in rebound hyperglycaemia.
e. The GKI infusion protocol should not generally be used in patients who are
systemically well and able to eat and drink, or in patients with asymptomatic
hyperglycaemia. Review diabetes treatment and seek specialist advice.

For advice, contact Diabetes Specialist Nurses on Bleeps 1663 & 4231(0900-1700 hrs.) or
Consultant Diabetologist on Call through Hospital Switchboard
(Version Jan 2014_SN)
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GLUCOSE POTASSIUM INSULIN (GKI) PROTOCOL
GUIDELINES FOR MANAGEMENT OF DIABETES DURING
ANAESTHESIA AND SURGERY
Target blood glucose for patients on a GKI Infusion is 7 to 11 mmol/l

1. Non-insulin - Treated Patients And Minor Procedures
i. Omit breakfast (but light snack may be given if afternoon operation).
ii. Omit oral hypoglycaemic drugs and injectable GLP-1 agents on the day of
surgery.
iii. Check capillary blood glucose at 2-4 hourly intervals with a target of <11
mmol/L.
iv. Try to avoid using Dextrose containing IV fluids.
v. If blood glucose exceeds 11 mmol/l and patient is not able to take medication,
consider setting up GKI (see below)
vi. If blood glucose is less than 4 mmol/l and patient is unable to take oral
carbohydrate consider setting up a 10% Dextrose infusion.

2. Insulin Treated Diabetes And Minor Procedures
For patients undergoing minor procedures in whom it is expected that they will be
conscious and able to eat and drink within 1-2 hours and by 10am at the latest, the
following regimen may be tried.
i. Give usual intermediate or long-acting insulin the night before the procedure.
ii. Omit breakfast and morning insulin and check blood glucose level between 7
and 8 AM.
iii. Provided blood glucose levels are <11 mmol/L perform procedure and give
usual insulin and breakfast when patient awakes.
iv. If blood glucose >11 mmol/L or if surgery is delayed use GKI regime as below.

3. All Insulin Treated And Non Insulin Treated Diabetic Patients Undergoing
Major Procedures (Gki Infusion)
i. Omit breakfast (but light snack may be given if afternoon operation).
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ii. Omit insulin and check capillary blood glucose between 7 and 8 AM
iii. Use 500 ml premixed bag of 10% GLUCOSE with KCl (10 mmol) and infuse at
62 ml/hour (equivalent to 500 ml infusion every 8 hours). Add Insulin to each
bag as detailed below.
iv. Do not add Potassium to the infusion in patients with CKD 4&5(eGFR < 30
mL/min/1.73 m2) of if serum Potassium is >5.5 mmol/l. Seek specialist advice
from the Diabetes Team. MONITOR SERUM POTASSIUM CLOSELY IN THESE
PATIENTS.
v. Reduce infusion rate to 42mls/hour if there are concerns about fluid overload
(Congestive Heart Failure; Renal Failure)
Add ACTRAPID or HUMULIN S using a 0.5ml insulin syringe as per capillary blood glucose
level:
• If blood glucose 4.0 - 7 mmol/L
• If blood glucose 7.1 - 11 mmol/L
• If blood glucose 11.1 - 17 mmol/L

add 8 UNITS to each 500ml bag
add 16 UNITS
add 32 UNITS

Replace the whole Glucose/Potassium infusion bag with the new dose of Insulin if the dose
of Insulin is changed and discard the old infusion bag.
The insulin dose can be adjusted to the individual and may need to be reduced overnight.
For example, some patients may need 4 instead of 8, 12 instead of 16, or 24 instead of 32
units depending on body size and the response of the blood glucose levels. If in doubt
please contact a member of the Diabetes Team
vi. Check capillary blood glucose levels hourly. REMEMBER THAT THE TARGET
BLOOD GLUCOSE IS 7 TO 11 mmol/l.
vii. If blood glucose <4 mmol/L, stop GKI and give 500ml 10% dextrose at 62
ml/hour (ie 500 ml every 8 hours).
viii. Check blood glucose half hourly until >4 mmol/L then start GKI as above. Note:
patient may need slightly less insulin in bag.
ix. If blood glucose > 17 mmol/L then set up insulin infusion at 3 units per hour
until <11 mmol/L for two hours. Check capillary ketones and exclude
ketoacidosis with venous blood gas if ketone levels> 1 mmol/l. Ketone meters
are available on the Diabetes Ward/Diabetes Care Centre.
x.

Once patient is able to eat and drink give usual insulin before their next meal
and take the GKI down one hour later.
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NOTES
a. The trend of blood glucose values over several hours may predict the need for
a change in insulin concentration and that patients often need less insulin
overnight.
b. Patients should not have a full meal on a GKI; light snacks and drinks can be
allowed.
c. The GKI regime provides 1.5 litres of water per 24 hours and may cause
hyponatraemia if maintained for > 2 days if no extra sodium is given. Check
serum electrolytes daily after 24 hours infusion.
d. Insulin has an IV half life of approximately 5 minutes so any prolonged
interruption of infusion will result in rebound hyperglycaemia.
e. For some short procedures under local anaesthetic e.g. cataract extraction,
patients can have their usual diabetic treatment with normal meals.
For advice, contact Diabetes Specialist Nurses on Bleeps 1663 & 4231(0900-1700 hrs.) or
Consultant Diabetologist through Hospital Switchboard.
(Version Jan 2014_SN)
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County Durham and Darlington

Diabetes & Endocrine Unit
Every SpR attending The County Durham and Darlington FT should be prepared to abide and
strive to deliver the vision and mission statements of the our department.

Our Vision
To provide every patient and their carers prompt, high quality evidence based care as close
to home as possible across the whole of County Durham and Darlington.

Our Mission
To ensure that every person with diabetes admitted to the acute trust is seen within 48 hrs of
attending the hospital irrespective of the reason for initial admission.
To ensure that good communication is established early on admission and maintained at
discharge for as long as it is required with all the relevant carers in the community at least
for the first 30 days post discharge.
To provide 24/7, 365 day diabetes advisory service for clinicians across County Durham to
ensure that prompt appropriate treatment is made available to everyone in County Durham.

University Hospital of North Durham
General information
• 591 bedded acute hospital providing diabetes and endocrine services to 300,000
populations.
• 2 full-time consultants: Dr Kamal Abougilia (Pump, Pregnancy and Research lead)
and Dr Srikanth Mada (Clinical Governance, IP Diabetes, Renal and Diabetic Foot
lead, Royal College Tutor and Foundation Programme Tutor)
• Based mostly at UHND, but weekly clinics at Chester-le- street community
hospital (CLS) and Shortly Bridge community hospital (SBH).
• In-patient diabetes and Medical ward (6), shared base ward with cardiology.
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Diabetes and Endocrinology experience
With a catchment area of over 600000, catering to 82 practices across county Durham and
Darlington, CDDFT is the largest Trust in the Northeast. We therefore have the unique
opportunity to diagnose a wide variety of pathologies in patients referred for endocrine and
diabetes. The SpR will have the opportunity to investigate and develop his skills in
Endocrinology working through the endocrine medical day unit which is available at both
the main hospitals across the Trust.
The timetable for the SpR will be adjusted according to the skill and period of training of the
SpR. The general trend is to ensure that the SpR does not do more than 4 clinics a week- 3rd
and 4th being specialist clinics. It is also timed in such a way that most clinics are based on
site at UHND, in the beginning of the week while the ward rounds, MDT and CPD form the
bulk of the latter part of the week. One general diabetes and general endocrine clinic is
mandatory while the rest is decided following regular meetings with the educational
supervisor.
The SpR will have various training opportunities, which include Antenatal diabetes, separate
High risk medical obstetric clinic, Medical foot, Insulin pumps, lipid, renal and community
diabetes clinics. In addition there will be the opportunity to link in with Bariatric services,
which are fully developed at DMH.
The diabetes and endocrine unit in CDDFT has 5 consultants with the 6th being appointed
soon. Being a young and dynamic unit, the team understands the need for SpR to be guided
and encouraged to develop their interests as well as skills in endocrinology and Diabetes.

System One (S1) Integration
CDDFT diabetes is a community based diabetes service. All the district nursing services,
podiatry and dietetics are attached to the Foundation Trust. Given that all these
community-based services are on System One- a GP based IT system, it made sense to
integrate all our services with S1. CDDFT is probably the only trust in the North East where
all clinics (both Endocrinology and Diabetes) are on S1. The SpR will be trained in the use of
S1 and will have the opportunity to directly enter data into the system or digitally dictate for
secretaries to type into the respective templates.

Research, audit and Data entry department:
The Diabetes research department at DMH is a new but active unit, which is part of the
Diabetes Research Network (DRN). Last year the Trust exceeded the research targets set by
the DRN and thus remains an effective part of the network-not surprisingly given the
catchment area and the contacts that we have within primary care. There is a dedicated
Diabetes research nurse at both Darlington and University Hospital North Durham (UHND)
who will help any SpR keen to take an active part in the research programmes. The research
lead for Darlington is Dr Partha and for UHND it is Dr Abouglila.
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The Audit department works closely with the registrars and will help with the collection of
data for audit purposes. In addition there are 2 diabetes specific data entry clerks placed
within the departments who work closely with data entry and obtaining reports for audit
and research purposes from the systems that we use in diabetes.

Available Clinics
UHND

UHND

Chester le st

SBH

am

pm

am

pm

MONDAY
Dr Mada WR.
Dr Abouglila
Endocrine clinic.
SPR Diabetic
Inpatient WR.

Dr Abouglila WR
Dr Mada Endocrine clinic
SPR Diabetic Inpatient WR.
Weekly Lunch time
Medical Directorate teaching

TUESDAY

SPR Diabetic
Inpatient WR

Dr Abouglila
Antenatal Clinic
Weekly Lunch time
Medical Directorate teaching

Dr Abouglila
General Diabetes
& Endocrine clinic

WEDNESDAY
SPR WR
Dr Abouglila
Insulin pump/DAFNE/
Preconception clinic

Dr Mada Renal clinic
Once a month
SpR Audit / Research session

THURSDAY
Dr Abouglila WR
SPR Diabetic Inpatient
WR
Dr Mada Diabetic
Foot clinic alternative
week.

Dr Mada WR
Dr Abouglila
General Diabetes clinic
SPR Diabetic Inpatient WR.
Diabetes Division Lunch
teaching on alternative week.

Dr Mada
General Diabetes
clinic on alternative
week.

FRIDAY

Dr Mada /SPR
General diabetes clinic

SPR weekend plan/ Admin

SpR Diabetic Inpatient WR includes: MAU, SAU and ward 13.
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Dr Mada
General Diabetes
clinic

Other opportunities
Community Clinics:
CDDFT has an effective community based consultant led, DSN delivered diabetes clinic on
Tuesday and Thursday pm . The SpR would be encouraged to attend a few sessions to
familiarise with the intricacies of joint working at these clinics.

Lipid clinics:
Dr Stuart Smellie, Consultant Biochemist runs the lipid clinics within CDDFT and would
welcome any diabetes registrar to join him at these clinics on Wednesday or Thursday pm.
These could be arranged through discussions at induction meeting with the Educational
supervisor.

Bariatric service:
CDDFT is part of the TEES Collaborative Bariatric service. The endocrinologist is the bariatric
physician and this gives ample opportunity for the SpR to develop his knowledge in the
delivery and management of a Diabetes service.

Renal clinics:
At both UHND and DMH we have visiting nephrologists who hold joint diabetes renal clinics,
SpRs are encouraged to attend a few of these clinics to understand the nature of these clinics
within diabetes.

Other services:
Gastric pacing for gastroparesis, Erectile dysfunction and daily foot clinics are all available
for SpRs to get engaged and actively involved.

Diabetes & Endocrinology inpatient work
The diabetes In-patient ward round starts at 0900 every morning. This is an effort to see
every patient with diabetes in the first 24-48 hours of admission and at least once during his
or her hospital stay. The consultant based on the wards/SpR and the diabetes specialist nurse
assigned to the wards for that day go to the medical admissions unit at the start of the day
and identify any new patients admitted with a diabetes-related problem or with co-existing
diabetes. Whilst the IP specialist nurse ensures that all patients with diabetes are seen
within 24 hrs, the SpR takes part in the assessment of complicated patient’s referred by the
IP nurse.
The SpR is expected to do an unsupervised ward round on Wednesday am and a supervised
ward round on Monday or Thursday with the consultant.

Diabetes specialist nurses
There are 6 specialist nurses in the North of the trust.
Sue Clarke
Jean Collins
Anne-Marie Foster
Noreen Kingston
Denise Muncaster
Carol Ferriman
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The nurses have their own specialty interest but are all trained in most modalities like
DAFNE, Insulin Pumps and antenatal. There is a dedicated full time inpatient nurse. Their
Office extension is 32209 (UNHD), which is available for the general public and clinicians in
the community. The trust maintains a diabetes help line service throughout the day at both
sites via this number.

Secretaries
Dr Kamal Abougilia – Carol Thompson (Based at UHND), x32482
carol.thompson@cddft.nhs.uk
Dr Srikanth Mada – Gail Smurthwaite (Based at UHND), x32597,
gail.smurthwaite@cddft.nhs.uk

Meetings
Organised by SPR, coordinated through Carol Wilson.

Diabetes team meeting – Alternate Thursday: lunchtime 12.30-14.00
Diabetes Education room, Diabetes centre.
Lunch usually provided by drug rep, open to all medical staff, DSNs, podiatrists,
pharmacists. Largely informal meeting to provide opportunity for diabetes team to discuss
any issues, but a formal time table will be organised by the incoming SpR as part of his
development of organisational skills.

Endocrine MDT – Friday: 14.00-16.00, various venues.
Late lunch usually provided by drug rep. Attended by consultants, SPR, occasionally junior
doctors and biochemists. SPR has to prepare and present cases for discussion (Notes for the
cases that consultants want to be discussed will be left in the MDT drawer in Linda Bowden’s
office). Sometimes computer facilities may be unavailable and so cases will have to be
summarised onto an MDT form with relevant history and results. It is the SPR’s duty to put
into action any plans decided by MDT and dictate any relevant letters.

Junior doctors forum meeting:
Normally arranged once every two month. Opportunity for junior doctors to discuss
different problems in regard to their training & on calls duties. Junior doctor training lead,
clinical director & hospital floor coordinator joins the Forum. Action plan is formulated after
every meeting & task is given to relevant person for execution.
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General Medicine
• Base ward is ward 6. Current staffing: 2x F1, 1 x F2, 3 x CMT. All junior staff
shares Ward care for all patients although they may be nominally allocated to
either cardiology or endocrinology. The CMT doctors will be expected to attend
some clinics in their respective specialities.
• There are educational meetings in the education centre on Monday and Tuesday
lunchtimes, with lunch provided, and you will be expected to present at these
from time to time.
• Acute medicine teaching has recently been started (no lunch provided) on
Thursday lunchtime. This is mostly aimed at the junior doctors, but you may be
asked to provide some teaching.
• On calls are 1 in 12. Details of this will be covered at trust induction.
• The Trust is embarking on electronic document management systems (ECDM) so
as to enable all notes to be made available electronically. Digital dictation is
available throughout the trust sites and it is hoped that all dictated letters would
be transported electronically directly into the ECDM system. ECDM also
integrates with the pathology systems (iCM) and very soon a Clinical portal will
be made available which will allow single sign on to the different IT systems
available in the trust with good access into community services.
All in all CDDFT will provide an excellent opportunity for any registrar wishing to develop
skills in both Endocrinology and diabetes while helping to develop good all round general
medical experience. The SpR will have the unique opportunity to work in a closely knit, well
resourced, effective endocrine and diabetes unit, which maintains very close contact with all
its community, based services. Through meetings at the Clinical advisory group, local
diabetes meetings and the MDT, the SpR will also be able to develop managerial skills that
are so essential for a consultant in the UK.
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Darlington Memorial Hospital (DMH) and
Bishop Auckland Hospital (BAH)
General information:
• 200 bedded acute hospital in the centre of Darlington and 80 bedded non-acute
modern hospital with excellent facilities for elective care at the centre of Bishop
Auckland.
• 3 full-time consultants (Dr Paul Peter (Clinical Lead and Associate Medical
Director), Dr Giri Tarigopula, and Dr Praveen Partha (Research lead and Clinical
governance Director )
• Based mostly at DMH, but some clinics at held at Bishop Auckland General
Hospital (BAGH)
• Medical ward (41), shared base ward with cardiology.

Diabetes and Endocrinology experience:
With a catchment area of over 600000, catering to 82 practices across county Durham and
Darlington, CDDFT is the largest Trust in the Northeast. We therefore have the unique
opportunity to diagnose a wide variety of pathologies in patients referred for endocrine and
diabetes. The SpR will have the opportunity to investigate and develop his skills in
Endocrinology working through the endocrine medical day unit, which is available at both
the main hospitals across the Trust.
The timetable for the SpR will be adjusted according to the skill and period of training of the
SpR. The general trend is to ensure that the SpR does not do more than 4 clinics a week- 3rd
and 4th being specialist clinics. It is also timed in such a way that most clinics are based on
site at DMH, in the beginning of the week while the ward rounds, MDT and CPD form the
bulk of the latter part of the week. One general diabetes and general endocrine clinic is
mandatory while the rest is decided following regular meetings with the educational
supervisor.
The SpR will have various options and they include Antenatal diabetes, separate High-risk
medical obstetric clinic, foot, Insulin pumps, lipid, renal and community clinics. In addition
there will be the opportunity to link in with Bariatric services, which are fully developed at
DMH.
The diabetes and endocrine unit in CDDFT has 5 consultants with the 6th being appointed
soon. Being a young and dynamic unit, the team understands the need for SpR to be guided
and encouraged to develop their interests as well as skills in endocrinology and Diabetes.
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System One (S1) Integration
CDDFT diabetes is a community based diabetes service. All the district nursing services,
podiatry and dietetics are attached to the Foundation Trust. Given that all these
community-based services are on System One- a GP based IT system, it made sense to
integrate all our services with S1. CDDFT is probably the only trust in the North East where
all clinics ( both Endocrinology and Diabetes) are on S1. The SpR will be trained in the use of
S1 and will have the opportunity to directly enter data into the system or digitally dictate for
secretaries to type into the respective templates.

Research, audit and Data entry department
The Diabetes research department at DMH is a new but active unit, which is part of the
Diabetes Research Network (DRN). Last year the Trust exceeded the research targets set by
the DRN and thus remains an effective part of the network-not surprisingly given the
catchment area and the contacts that we have within primary care. There is a dedicated
Diabetes research nurse at both Darlington and University Hospital North Durham (UHND)
who will help any SpR keen to take an active part in the research programmes. The research
lead for Darlington is Dr Partha and for UHND it is Dr Abouglila.
The Audit department works closely with the registrars and will help with the collection of
data for audit purposes. In addition there are 3 diabetes specific data entry clerks placed
within the departments who work closely with data entry and obtaining reports for audit
and research purposes from the systems that we use in diabetes.
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Available Clinics
DMH

BAGH

DMH

am

BAGH
pm

MONDAY

Dr Peter Endocrine
Dr Partha Endocrine

TUESDAY

Dr Tarigopula
Antenatal Diabetes

Dr Partha
general diabetes +
Diabetic Foot clinic
Dr Tarigopula
general diabetes

Dr Partha
Endocrine clinic

(every 2nd and 3rd
Tuesday in month)

WEDNESDAY
Dr Tarigopula
Endocrine
(1/month Joint
Thyroid Cancer Clinic)

Dr Peter
Young adult/ PUMP clinic

Dr Tarigopula
Diabetic Foot clinic

THURSDAY
Dr Tarigopula
general diabetes clinic
Dr Peter
(GIM and endo clinic)

Dr Peter
Antenatal
general medicine
clinic

FRIDAY
Dr Peter
DAFNE clinic
(alternate weeks)

Dr Peter
DAFNE clinic
(alternate weeks)
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Other opportunities:
Community Clinics:
CDDFT has an effective community based consultant led, DSN heavy diabetes clinic on
Tuesday and Thursday pm. The SpR would be encouraged to attend few sessions to
familiarise with the intricacies of joint working at these clinics.

Lipid clinics:
Dr Stuart Smellie, Consultant Biochemist runs the lipid clinics within CDDFT and would
welcome any diabetes registrar to join him at these clinics on Wednesday or Thursday pms.
These could be arranged through discussions at induction meeting with the Educational
supervisor.

Bariatric service:
CDDFT is part of the TEES Collaborative Bariatric service. The endocrinologist is the bariatric
physician and this gives ample opportunity for the SpR to develop his knowledge in the
delivery and management of a Diabesity service.

Renal clinics:
At both UHND and DMH we have visiting nephrologists who hold joint diabetes renal clinics,
SpRs are encouraged to attend a few of these clinics to understand the nature of these clinics
within diabetes.

Other services:
Gastric pacing for gastroparesis, Erectile dysfunction and daily foot clinics are all available
for SpRs to get engaged and actively involved.

Diabetes & Endocrinology inpatient work
The diabetes Inpatient ward round starts at 0900 every morning. This is an effort to see
every patient with diabetes in the first 24 hours of admission and at least once during his or
her hospital stay. The consultant based on the wards/SpR and the diabetes specialist nurse
assigned to the wards for that day go to the medical admissions unit at the start of the day
and identify any new patients admitted with a diabetes-related problem or with co-existing
diabetes. Whilst the IP specialist nurse ensures that all patients with diabetes are seen
within 24 hrs, the SpR takes part in the assessment of complicated patient’s referred by the
IP nurse.
While there is a dedicated consultant available for the month who does daily ward rounds
on the base ward, the SpR is expected to do an unsupervised ward round on Thursday am
and a supervised ward round on Friday am with the consultant.
Ward referrals are received for diabetes and endocrinology in the docket by the window in
the doctors’ office on ward 41. The DSNs will also identify any patients for whom they would
like a medical review.
The medical day unit on the 5th floor, which operates Tuesday-Friday, may also contact you
for prescriptions and support with endocrine investigations. We have been trying to get
most endocrine patients to attend the day unit on a Wednesday which the SpR is expected to
supervise with support from the consultants.
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Diabetes specialist nurses
There are 5 specialist nurses in the south of the trust.
Diana Nayman
Shirley Pearson
Sharon Pickering
Claire Williams
Rebecca Dobson
The nurses have their own specialty interest but are all trained in most modalities like
DAFNE, Insulin Pumps and antenatal. The inpatient nursing workload is shared equally
between the nurses on specific days and is accepted as a priority for the nursing team. Their
Office extension is 43530 (DMH) which is available for the general public and clinicians in
the community. The trust maintains a diabetes help line service throughout the day at both
sites via this number.

Secretaries
Dr Peter – Tracey Scott (Based at BAGH next to ward 4, x55176, tracey.scott@cddft.nhs.uk)
Dr Tarigopula – Linda Bowden (Based at DMH, 5th floor past day unit, x43428,
Linda.bowden@cddft.nhs.uk)
Dr Partha – Amanda Davison (Based at BAGH next to ward 4, x55177,
Amanda.davison2@cddft.nhs.uk)

Meetings
Organised by SPR coordinated through Linda Bowden.

Diabetes team meeting – Wednesday lunchtime: 12.30-14.00, various venues.
Lunch usually provided by drug rep, open to all medical staff, DSNs, podiatrists,
pharmacists. Largely informal meeting to provide opportunity for diabetes team to discuss
any issues, but a formal time table will be organised by the incoming SpR as part of his
development of organisational skills.

Endocrine MDT – Friday 14.00-16.00: various venues.
Late lunch usually provided by drug rep. Attended by consultants, SPR, occasionally junior
doctors and biochemists. SPR has to prepare and present cases for discussion (Notes of cases
that consultants want to be discussed will be left in MDT drawer in Linda Bowden’s office).
Computer facilities may be unavailable sometimes and so cases will have to be summarised
onto an MDT form with relevant history and results. It is the SPR’s duty to put into action
any plans decided by MDT and dictate any relevant letters.
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General Medicine
• Base ward is ward 41. Current staffing: 1x F1, 1 x F2, 2 x CMT. All junior staff
shares Ward care for all patients although they may be nominally allocated to
either cardiology or endocrinology. The CMT doctors will be expected to attend
some clinics in their respective specialities.
• The D&E consultants operate a ‘consultant of the month’ approach to managing
the ward, such that one consultant covers the ward to provide some continuity to
the ward based care while the others cross cover some of the clinics. There is a
daily ward round on all days led by the consultant except Thursdays, which is
designated for the unsupervised SpR ward round.
• There are educational meetings in the education centre on Monday and Tuesday
lunchtimes, with lunch provided, and you will be expected to present at these
from time to time.
• Acute medicine teaching has recently been started (no lunch provided) on
Thursday lunchtime. This is mostly aimed at the junior doctors, but you may be
asked to provide some teaching.
• On calls are 1 in 12. Details of this will be covered at trust induction.
• The Trust is embarking on electronic document management systems (ECDM) so
as to enable all notes to be made available electronically. Digital dictation is
available throughout the trust sites and it is hoped that all dictated letters will be
transported electronically directly into the ECDM system. ECDM also integrates
with the pathology systems (iCM) and very soon a Clinical portal will be made
available which will allow single sign on to the different IT systems available in
the trust with good access into community services.

All in all CDDFT will provide an excellent opportunity for any registrar wishing to develop
skills in both Endocrinology and diabetes while helping to develop good all round general
medical experience. The SpR will have the unique opportunity to work in a closely knit, well
resourced, effective endocrine and diabetes unit, which maintains very close contact with all
its community, based services. Through meetings at the Clinical advisory group, local
diabetes meetings and the MDT, the SpR will also be able to develop managerial skills that
are so essential for a consultant in the UK.
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Diabetes &
Endocrinology:
Specialist trainee
Year 3 and above
Induction pack

South Tyneside

Hospital Profile
General medical inpatient facilities are at South Tyneside District Hospital. The District
Hospital accommodates all acute services, which comprises 12 wards of which there are four
acute Medical wards [5,7,9 and 10 – each run by a team with subspecialty interest] with a
total of 118 beds and a four-bedded coronary care unit. Elderly Care Medicine is
accommodated within a newly refurbished building comprising of two mixed sex acute
rehabilitation wards of 30 and 29 beds each, and a Rapid Access outpatient facility with
multi disciplinary team input. The rehabilitation wards take around 1000 admissions per
year in total from direct admissions and transfers from surgical, orthopaedic and other
medical wards. A 16 bedded Stroke Rehabilitation Unit is also on the District Hospital site
and there are four acute stroke-monitoring beds on ward five but with plans for an
integrated stroke unit.
The Hospital also includes surgical departments, Maternity, Gynaecology, Paediatrics,
Orthopaedics and Psychiatry, [the latter being managed by a neighbouring Trust] and a
six-bedded ITU/HDU. The total beds on site are over 600. The Outpatient facilities are of
high standard and Phlebotomy services are provided onsite. There is also a JAG accredited,
fully equipped Endoscopy suite which is equipped for both diagnostic and therapeutic upper
GI endoscopy (being part of the Bowel Cancer Screening Programme), bronchoscopy and
medical thoracoscopy (see later for more detail).
The Radiology Department staffed by 5.5 consultants has been expanded in recent times
with the provision of a new spiral CT scanner and an MRI scanner. Medical Physics
Department has received a new gamma camera. The department provides “state of the art”
digital imaging equipment and a PACS archiving system with computer access from all
clinical areas. Radiologists have wide experience of interventional radiology including CT
guided lung biopsy and stent placement. Peripheral angiography and angioplasty is also
performed onsite.
We have integrated Emergency Care into 3 co-located areas in a purpose built modern unit
opened in November 2011 accommodating Accident & Emergency, an Emergency
Assessment Unit (EAU) and an Emergency Care Day Unit (ECDU) for ambulatory care.
The Specialty Trainee will function as a member of the Diabetes & Endocrinology Team:
Consultant Physicians/Endocrinologists:
Dr Shaz Wahid (Emergency Care Lead)
Dr Jeevan Mettayil (Department Lead)
Dr Khaled Dukhan
Dr Sajid Kalathil
Junior Dr Team:
One ST3+ (this post), One Foundation Year 2 and Two Foundation Year 1 Drs, One ST1 in GP
and one CMT1.
Integrated Multidisciplinary Team
2 WTE Diabetes Specialist Nurses, 1 WTE Diabetes In-patient Facilitator, 1 WTE Endocrine
Nurse, 1 WTE Diabetes Dietician, 3 WTE Podiatrists
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The Diabetes and Endocrine Department
Diabetes Services
South Tyneside has a high prevalence of diabetes of 4.2% and its complications, with over
1500 people under active hospital follow up. We have structured diabetes care towards
specialist clinics delivering highly structured, modern, evidence-based care, orientated
towards and supporting Primary Care development. We have clinics devoted to renal
disease, foot care, retinal disease, adolescent care, insulin pumps, cardiovascular risk, joint
paediatric, pre-pregnancy and antenatal care. We have excellent working relationships with
local primary care diabetes services, and especially the GPwSI, Professor Colin Bradshaw.
We have an in-house Type 1 Diabetes structured group education programme and manage
the District Type 2 Diabetic structured group education programme in the form of
DESMOND.
Our multidisciplinary team consist of:
a.
b.
c.
d.
e.

4 wte Diabetes Nurse Specialists, one of whom is solely devoted to inpatient care;
1 wte Dietician who also supports Primary Care clinics;
3 wte Podiatrists and their foot care assistants.
2 wte Retinal Photographers and 2 wte Neurovascular technicians
1 GPwSI in Diabetes

Formal unit administrative and performance meetings occur every month.
Close liaison with the specialist services offered by:
•
•
•
•
•
•
•
•
•

Mr U Essen for antenatal care;
Mrs S Al-Inizi for infertility and gynaecological endocrinology;
Dr G Okugbeni for paediatric diabetes;
Messrs Phelan and Steel & Miss Varma for ophthalmology (from Sunderland Eye
Infirmary);
Mr T Armitage for erectile dysfunction
Renal physicians (from Sunderland Royal Hospital);
Vascular and orthopaedic surgeons, cardiologist and cardiac surgeons,
neurologist, and urologist.

We have a district Clinical Network and local branch of Diabetes UK.

Endocrine Services
The department offers a general endocrine service with over 500 patients currently
receiving regular care from the Trust Endocrine Clinic. We have an Endocrine Day Ward
where our Endocrine Nurse performs dynamic investigations, clinics and education
sessions.
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Close co-operation exists with:
• the chemical pathology, radiology, and medical physics departments for an
extensive range of endocrine investigations;
• Dr A Rodgers who provides bone densitometry measurements and an
osteoporosis service;
• Dr M Andrew in Medical Physics Department for therapeutic radioiodine therapy;
Dr Wahid currently holds an ARSAC licence;
• Mr Wynne who undertakes thyroid surgery.
We work closely with the Tertiary Centre at The Royal Victoria Infirmary,
Newcastle-upon-Tyne for patients with more complex endocrine problems.

Education, Audit and Research
The department has an active joint educational programme; we hold a bimonthly diabetes
meeting with primary care. All members of the team are supported in CPD activities. We
have an active audit programme, and small research projects are undertaken with regular
poster and presentations at national meetings. District guidelines for care in both diabetes
and endocrinology, have recently been updated. Ready access is available to hard copies of
Clinical Endocrinology, Diabetes Care, JCEM and Diabetic Medicine. The department has a
track record of regular oral and poster presentations at National conferences:

Oral Presentations:
1. The management of patients with diabetic renal disease is more effective in a dedicated
specialist diabetic renal service: a 3 year prospective study. KE Stewart, JH Parr, B Marron, A
Stewart, C Thomas, ST Wahid. Diabetic Medicine March 2009 volume 26 (suppl. 1): SD12.
2. Why isn’t the management of DKA improving? A Stewart, JH Parr, R Southon, H Reddy, B
Marron, J Weir, ST Wahid. Diabetic Medicine March 2008 volume 25 (suppl. 1): A91.

Poster Presentations
1. Ward based, small group teaching on management of diabetes to new junior doctors. NMW
De Alwis, R Wright, K Dukhan, S Wahid. Diabetic Medicine March 2012 volume 29 (suppl. 1):
P210.
2. Care in a pre-pregnancy clinic does improve metabolic and pregnancy outcomes. A Stewart,
B Marron, J Weir, U Esen, ST Wahid, JH Parr. Diabetic Medicine March 2011 volume 28
(suppl. 1): P479.
3. The evolution of transitional diabetes care at South Tyneside. A Stewart, B Marron, JH Parr,
ST Wahid. Diabetic Medicine March 2011 volume 28 (suppl. 1): P527.
4. Ectopic Cushings complicated by paraneoplastic cerebral vasculopathy requiring high-dose
steroid therapy. Jordan A, Wahid S, Thomas C, Parr JH. Endocrine Abstracts 2010; 21: P410.
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5. Which quality of care markers can we use for diabetes inpatients? J Weir, JH Parr, B Marron,
A Stewart, C Thomas, ST Wahid. Diabetic Medicine March 2010 volume 27 (suppl. 1): P396.
6. The management of massive goitre in a DGH. J Parr, C Thomas,S Wahid. Endocrine Abstracts
2009; 19: P360.
7. An integrated care pathway can improve the management of DKA. A Stewart, JH Parr, R
Southen, H Reddy, B Marron, J, Weir, C Thomas, ST Wahid. Diabetic Medicine March 2009
volume 26 (suppl. 1): P322.
8. Thiazolidinediones and heart failure:should those takining glitazones have routine
echocardiography? K Stewart, C Thomas, S Wahid, JH Parr. Diabetic Medicine March 2009
volume 26 (suppl. 1): P193.

In-patient and Acute Medicine duties
We have a specific 28-bedded Endocrine ward supported by 2 Foundation year 1s, 1
Foundation year 2, 1 ST 1-medicine, 1 ST 1-GP and 1 ST3+ (This post).
All emergency admission patients for all specialties are seen in Emergency Care consisting of
5 co-located areas: Urgent Care, Rapid Assessment, Resuscitation, Emergency care Day Unit
and an Emergency Assessment Unit (EAU)-this will take all medical and surgical admissions
requiring admission. There is a 1 in 9 on-call rota for days 0900-2130 and a week of nights
2100-0900. The duties are summarised below.

Medical StR/SpR (middle grade) Dr duties
On day shift (0900-2130) ALL ROUTINE COMMITMENTS SHOULD HAVE BEEN CANCELLED
1. Join the MDT ward round on EAU from 0900 and immediately take a written handover from
the outgoing Medicine ST1/ST2/F2/FTSTA from the Hospital At night Team (hereby known as
the medical “SHO” level). This written handover should include the following:
- Any patients admitted to ITU/HDU
- Any patients reviewed overnight on the medical wards requiring a handover to
their respective medical team
- Any patients reviewed overnight on the non-medical wards that require a
medical review
- Any acutely ill patients currently on EAU that need urgent attention during the
ward round
2. Following completion of the above duty immediately handover medical patients from the
wards to their respective medical teams AND review the ill patients on EAU at that time.
3. Following completion of the above duty join the EAU ward round and support the running of
the round. The Consultant may delegate you urgent tasks and it is important to make a note
of patients requiring a senior review later.
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4. Following completion of the above duty your main duty will be to clerk any emergency
admissions to EAU with a high Early Warning Score or at least delegate a suitable junior Dr
to the patient and undertake a timely review. It is essential to document a clear differential
diagnosis and management plan that includes:
a. Urgent treatment initiated immediately
b. Investigations requested
c. Whether senior review is required immediately and by whom.

5. It is important to chase and document any requested investigations in a timely fashion. For
your education it is important to present your patients to the Consultant Acute Physician.
6. You will be cardiac arrest team LEADER. You may be called immediately to attend the
Resuscitation Area of the Emergency Department to manage acute unwell patients that are
require stabilization before transfer to EAU, ITU or HDU.
7. You will review all NEW emergency admissions to CCU seen by the medical “SHO” and
occasionally you may have to see them first.
8. It is important that you provide support AND training for the Nursing staff, F1s, F2s and
medical “SHO” on EAU.
9. You may be asked to undertake a Mini-CEX or DOPs by the F1, F2 or medical “SHO”.
10. You may have to teach medical students on EAU or review patients that they have seen if the
medical “SHO” is not available in a timely fashion.
11. When time allows you should review any patients on non-medical wards that may have
been handed over at 0900. You will provide a consultative service for ACUTE medical
problems for the Emergency Department, ITU and other non-medical wards when contacted
by a DOCTOR.
12. You may be asked to review patients in the Emergency Care Day Unit mainly after 1700
Mon-Fri and on weekends supported by the Consultant on-call.
13. Your designated break time during the day is 1200-1300. You are to have 30-minutes bleep
free and can leave your bleep with your Medicine “SHO” colleague who will cross cover for
you. You will hold your latter colleagues bleep and cross-cover for 30-minutes as well.
14. From 1400 you should make every effort to join the CAP on their round of patients on EAU
and present any patients that you have seen.
15. From 1700 Monday to Friday and on weekends you may be asked for advice and will need to
support the F1 on medical ward cover. Occasionally the outgoing EAU F1 or F2 may need to
hand tasks over to you. It is important to review the medical Dr review folder on EAU from
1700 on weekdays and 0900 on weekends to see which patients require a StR/SpR review.
Such patients should already have been handed over to you verbally as well as documented
in the folder.
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16. You will provide a consultative service for ACUTE medical problems for OHDU, Coronary
Angiogram Recovery Area, Myocardial perfusion lab and the Cardiography department.
17. Your designated break time in the evening is 1900-2000. You are to have 30-minutes bleep
free and can leave your bleep with your Medicine “SHO” colleague who will cross cover for
you. You will hold your latter colleagues bleep and cross-cover for 30-minutes as well.
18. It is important that you review all patients who are to be boarded on to a non-medical ward
before transfer to ensure they are stable and that outstanding investigations have been
reviewed.
19. At 2100 you are to attend the Hospital At Night Team handover on EAU and partake in the
formal handover process.

Hospital At Night Team 2100-0900
The Hospital At Night (HAN) team will be based on the Emergency Assessment Unit (EAU)
where rest facilities will be provided. The HAN team will cover the hours 2100 to 0900.
The HAN team will be led by the Medicine SpR/ST3+ (on nights) and the Nurse Night
Co-ordinator. The rest of the team will consist of the medicine ST1/ST2/F2/FTSTA on nights
(herby known as the medical “SHO” level), the Surgical/Orthopaedic Trust
Dr/VTS/ST2/F2/FTSTA on nights (herby known as the surgical “SHO” level) and the F1 on
nights. This totals 5 in the HAN team.
The HAN team will ALL meet on EAU in an appropriate environment with the outgoing
medical “SHO” level Dr, Medicine SpR/StR Dr, Night Nurse co-coordinator & outreach team
representative to undertake a thorough handover at 2100 to 2200. The daytime F1s and
surgical day time “SHO” level on-call will ALL undertake a separate handover with the F1 on
nights and the surgical “SHO” level on nights in EAU from 2000-2030 and the latter two will
be present at the HAN team handover at 2100. The HAN lead Dr will allocate tasks to the
relevant person in the HAN team from the handover.
During the HAN team hours ALL calls from the wards outside EAU will be taken by the Nurse
Night Co-ordinator, who will delegate the task to the appropriate member of the HAN team
based upon urgency, seniority and availability.
The main duties of ALL the Drs in the HAN team will be to manage patients admitted to the
EAU, unless they are tasked elsewhere as directed by the HAN team leaders. The F1 and
Surgical “SHO” level Drs of the HAN team will endeavour to see all the surgical &
orthopaedic patients admitted to EAU so as to undertake a handover to the on-call F1 from
0800, thus improving the efficiency of the ward round of the on-call Consultant Surgeon that
will start 0800-0930.
The HAN team will be supported by the middle grades in A&E, Surgery and Orthopaedics if
the need arises and these individuals will be supported by their on-call Consultant. The
Consultant Physician will be available to support the HAN team. The out reach team together
with the ITU “SHO” will provide the initial critical care support to the HAN team with the
ITU/HDU Consultant Anaesthetist providing the next tier of critical care support.
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Other specific duties of the medical StR/SpR LEADER of the HAN team are:
1. At 2100 you are to attend the Hospital At Night Team handover on EAU and partake in the
formal handover process.
2. You are to document the handover activities provided by the outgoing Drs, outreach and
Nursing staff.
3. In conjunction with the Night Nurse Co-ordinator you are to delegate tasks from the HAN
handover folder to the relevant person.
4. Following completion of the above you are to review the EAU board and review any patients
on EAU with a high EWS followed by undertaking any tasks that were allocated to yourself
from handover.
5. Following completion of the above duty your main duty will be to MANAGE the junior Drs on
EAU and clerk any emergency admissions to EAU with a high Early Warning Score or at least
delegate a suitable junior Dr to the patient and undertake a timely review. It is essential to
document a clear differential diagnosis and management plan that includes:
a. Urgent treatment initiated immediately
b. Investigations requested
c. Whether senior review is required immediately and by whom.
6. It is important to chase and document any requested investigations in a timely fashion.
7. It is important that you review all patients who are to be boarded on to a non-medical ward
before transfer to ensure they are stable and that outstanding investigations have been
reviewed.
8. You will be on the cardiac arrest team LEADER. You may be called immediately to attend the
Resuscitation Area of the Emergency Department to manage acute unwell patients that are
require stabilization before transfer to EAU, ITU or HDU.
9. You will review all NEW emergency admissions to CCU seen by the medical “SHO” and
occasionally you may have to see them first.
10. It is important that you provide support AND training for the Nursing staff, F1s, F2s and
medical “SHO” on EAU.
11. You may be asked to undertake a Mini-CEX or DOPs by the other members of the HAN team.
12. Your designated break times are 0000-0100 and 0500-0600. You are to have 30-minutes bleep
free and can leave your bleep with your Medicine “SHO” colleague of the HAN team that will
cross cover for you. You will hold your latter colleagues bleep and cross-cover for 30-minutes
as well.
13. From 0730 it is important that you help the medical “SHO” in preparing the ward round jobs
list by completing a list with all patient details in the relevant beds AND document any
investigation results in the patient notes.
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14. From 0800 you will join the MDT EAU ward round led by the CAP/Consultant on-call.
15. From 0845 make sure that the Medicine “SHO” of the HAN team starts to complete the
medical patient handover list to present to the incoming medical StR/SpR. This list should
include details of the following
- Any patients admitted to ITU/HDU
- Any patients reviewed overnight on the medical wards requiring a handover to
their respective medical team
- Any patients reviewed overnight on the non-medical wards that require a
medical review
- Any acutely ill patients currently on EAU that need urgent attention during the
ward round
The department is ably supported by 3 Cardiologists, 2 Chest Physicians, 4
Gastroenterologists and 5 Geriatricians, with each specialty having specific specialty wards
as well as there being an Acute Stroke Unit.

Duties Of The Post
The Specialty Trainee can be offered the following training opportunities:
1. A good grounding in general Diabetes & Endocrinology with MDT working and patient
education programmes.
2. Sub-specialty training in diabetic foot, renal and eye complications; transitional diabetes;
insulin pumps; Pre-pregnancy Diabetes; Obstetric-Medicine; Laboratory exposure; Infertility
clinics; Osteoporoses service; Community Diabetes.
3. Acute Medicine and General Medicine. We will provide a 1-week ITU block of training.
4. Opportunities to undertake management projects, dovetailing audits into it.
5. Opportunities to submit abstracts for National Conferences.
6. A monthly Educational Supervision meeting with the following agenda:
a. Educational supervision 15 minutes
b. Primary research paper review 15 minutes with paper chosen by trainee, sent to
Dr Wahid 2-weeks before meeting with a written summary and why trainee
chose it and if it changed their practice.
c. Q&A session lead by Dr Wahid for 30 minutes on the following 12 topics (1 topic
per month)
i. Renal Diabetes
ii. Diabetic Eye disease
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iii. Diabetic foot disease
iv. Processes of diabetes care-who does what, why, when and how?
v. NICE guidelines in diabetes
vi. Type 1 diabetes
vii. Acute endocrinology
viii. Endocrine hypertension
ix. Endocrine lumps and bumps
x. Salts and fluids
xi. Funny diabetes
xii. It always goes back to the pea sized organ
The above will guide the trainee on what they need to learn.
All of above documented in portfolio as a meeting by dr wahid and a reflection from trainee
signed off by dr wahid; where the information can be pulled from.
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Job Plan
am

lunch

pm

MONDAY
Dr Dukhan ward round
(or Palmers Community Clinic
with Dr Mettayil if required)

Unit Mortality &
Morbidity meeting Led by StR

CPD

TUESDAY
In-patient Diabetes Ward
round

Week 1 Diabetes pre-pregnancy
clinic

Admin/Ward round when
Dr Mettayil on leave

Week 2+3+4+5 Endocrine
clinic Dr Dukhan

WEDNESDAY

Diabetes antenatal clinic
Drs Dukhan/Mettayil

Trust Educational meeting

SpR ward round

THURSDAY

Dr Dukhan Diabetes Clinic

Monthly Unit Meeting
Weekly Dept. Medicine meeting

Dr Mettayil Endocrine Clinic

FRIDAY
Maternal Medicine Clinic
Dr Wahid
(DAISY COURSE)

X-ray meeting

Admin

when Ward round when
Dr Mettayil on leave

ON-CALL ROTA
This is a 1 in 9 rota with daytime on-call at 0900 to 2130 and a week of nights (1 in 9) starting
Fridays (2100-0900) with prospective cover for acute medical admissions. The pattern for the
on-call rota is:
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WK1

Mon - Thurs Nights 21.00-09.00

WK2

No on calls

WK3

Mon/Tues On Call 09.00 - 21.30, Wed 1pm finish, Thurs/Fri Normal

WK4

WK4

WK5

Mon DO, Tues - Friday Normal

WK6

Mon-Tues Normal, Wed-Thurs On Call 09.00-21.30, Fri 1pm Finish

WK7

Mon - Fri Normal

WK8

Mon - Thurs Normal, Fri/Sat/Sun On Call Days 09.00 - 21.30

WK9

Mon 1pm finish; Tues - Fri Normal

Mon-Wed Normal, Thurs Day Off, Fri/Sat/Sun On Call Nights 21.00 - 09.00

The half-day finish should be flexible for either the morning or afternoon and meet your
training needs and service needs.
Annual leave is booked through Lindsey Gray and Dr Dukhan. Swapping nights is under
exceptional circumstances.

Study and Teaching
Specific to Earns educational needs:
1. Endocrine Clinical Update meeting in November 2013.
2. Attend Diabetes UK (submit a poster) in March 5/6/7th 2014.
3. Complete audit of DAISY 2 and submit as abstract in October 2013 for DUK.
4. Attend NERRAG 20th November 2013.
5. Attend the Diabetes and Endo CMEs (3)
6. Attend the GIM ½ days.
7. Consider attending the RCP Acute Medicine Day in April 2014.
8. Use CPD sessions for reading and writing up PhD.
9. Complete a peer MSF.
10. Complete patient feedback.
11. Undertake the stipulated Work Based Assessments for both GIM and DM&ENDO.
12. Produce a PDP for review in August Educational Supervision meeting.
The department education programme consists of a weekly meeting (case review, journal,
guest lecture or histopathology demonstration); the weekly PGMC programme and
multidisciplinary meeting including governance meetings; the weekly X-ray meeting. There
is a bimonthly meeting with Primary Care diabetes teams and a monthly Stroke Education
Session.
Dr Shaz Wahid is the Educational Supervisor (and unit Education Lead) and the Unit is
actively participating in the competence-based assessment of Specialty Trainees
An active audit programme is in place in the department of medicine. One session per week
will be available for research or special interest training.
The Specialty Trainee will participate in the Unit business meeting, and monthly Physicians
meeting.
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At the beginning of the post the Specialty Trainee will be provided with a targeted learning
plan based upon their learning requirements. Monday afternoons will be devoted to the
Specialty Trainee’s research and CPD requirements. It will be bleep free and the Specialty
Trainee may wish to be off-site.
The unique strengths of the specialty clinics are that they are MDT driven with the trainee
being supernumerary, in that even if they are not present the clinic carries on as normal BUT
when rostered into the clinic they would be expected to attend.

Young Person’s Service
The StR can be rostered into the weekly YPC, where Dr Wahid and Alison Stewart see the
patients together in the same room. The StR will have an opportunity to lead the
consultation under observation and contribute to the MDT derived patient management
plan. The StR will also have the opportunity to attend the joint paediatric clinics, where
again they sit with the MDT seeing patients from the age of 14 and contribute to the joint
Adult and Paediatric MDT derived patient management plan.

The Renal Diabetes Service
The StR can sit with the renal Physician on a monthly basis and again contribute to the
patient management plan. They also have the opportunity to undertake Dr Wahid’s and Dr
Kalathil’s specific renal clinics and review the MDT pathway developed for managing renal
anaemia both in-house and at Sunderland Royal Hospital.

The Diabetic Foot Clinic
The StR can be rostered into Dr Dukhan’s weekly MDT foot clinic. The StR will be given
individual patients to review with the Podiatrist and then feedback their management plan
to Dr Dukhan. The minimum exposure to this clinic will be 2 per month, and more if the
trainee so desires.

The Pre-pregnancy Service
The StR can be rostered into the monthly MDT pre-pregnancy clinic, where Dr Mettayil and
Alison Stewart see the patients together in the same room. The StR will have an opportunity
to lead the consultation under observation and contribute to the MDT derived patient
management plan.

The Diabetes Antenatal Service
The StR can be rostered into this weekly clinic where the MDT see patients with diabetes.
The StR will see patients independently and feed back their management plan to either Dr
Mettayil or Dr Dukhan.

The Diabetic Retinal Clinic
The StR can be rostered into this monthly MDT clinic whereby they see patients jointly with
Dr Dukhan who have newly diagnosed eye complications and construct a patient
management plan. Opportunities to view laser therapy can be arranged at Sunderland Royal
Hospital.

The Insulin Pump Service
The StR can attend an insulin pump course and have an opportunity to consolidate this
training by partaking in the MDT management of patients starting insulin pump therapy or
those stabilised on insulin pump therapy.
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The Maternal Medicine Service
The StR can be rostered into this weekly clinic where the MDT sees patients with endocrine
and other medical conditions (asthma, epilepsy, hypertension, etc). The StR will see patients
independently and feed back their management plan to Dr Wahid.

General Endocrine Training
With 3 Consultants undertaking clinics the trainee can easily achieve a minimum of 1
endocrine clinic per week, and up to 2 per week twice a month. PIU experience with the
Endocrine Nurse can be arranged and hands-on RAI training is available.

General Diabetes Clinics
The service at STFT is vertically integrated, with general clinics delivered in locality centres
and developing a true MDT structure with DSN, dietetic, GPwSI input. Structured education
is built into the service and trainees would be expected to deliver some of the education to
patients for both the Type 1 course (DAISY) and Type 2 course (DESMOND). Trainees will be
encouraged to reflect on the model of care at South Tyneside and if they so wish assess
certain aspects of it.

Community Diabetes
South Tyneside delivers a vertically integrated community diabetes model. The trainee will
have opportunities to interact with this service including visiting GP practices.

Patient Safety Reviews
The unit is mandated to review mortality, re-admissions (ward 5), complaints and clinical
incidents on a quarterly basis. The StR will be given the lead on one area

The Education Centre
The Education Centre provides the following facilities:
•
•
•
•
•
•
•
•
•
•
•
•

Purpose built lecture theatre
Well stocked library containing over 3000 books and 12 journals with
photocopying services
An expanding audio visual catalogue
CD ROM
Medline facilities
Access to Cochrane Library and internet
A full time chartered librarian
Access to the full University based system and active links with the University of
Newcastle Medical School Library
Satellite linked programmes
Slide making, video editing and clinical photography services

UPDATED June 2013.
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Diabetes &
Endocrinology
Induction pack

North Tees and Hartlepool

Department of Diabetes & Endocrinology
We are a highly skilled multidisciplinary team with a great reputation for training and can
offer a wide range of general diabetes & endocrinology, acute general medicine, community
diabetes, management experience and clinical research.
Our unit is suited for trainees in their early years and towards the end of their training and a
number of our trainers have held / currently hold positions on training committees for both
G(I)M and diabetes and endocrinology.
We have close links with our clinical biochemistry department and can offer training in
laboratory medicine and lipid clinic.

Inpatient Base
400 medical beds
University Hospital of North Tees (UHNT)
Hardwick Rd,
Stockton on Tees
TS19 8PE
Telephone 01642 617617

Base ward
Ward 37 North Wing 29 bedded unit shared with Cardiology and Care of the Elderly

Other specialities on site
Accident & Emergency, Critical Care, Surgery including endocrine & bariatric surgery,
Trauma & Orthopaedics including specialist diabetic foot surgery, obstetrics & gynaecology
including fertility services, paediatrics & neonatology, rheumatology, haematology

Outpatient Bases
UHNT (as above)
University Hospital of Hartlepool (UHH), Holdforth Rd, Hartlepool, TS24 9AH
Trainees are rostered to attend OP on either the UHNT site or UHH site with the opportunity
to attend community clinics in primary care.

Visiting OP clinics available for trainees to attend by
pre-arrangement
Nephrology
Ophthalmology including Thyroid eye disease
Dermatology
Paediatric Endocrinology (Regional service)
Vascular
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On call commitment
18 individuals on the rota do a ‘Registrar of the Week’ accompanied by an Acute Medicine
Registrar during the weekdays.
The on call shift times are as follows:
AM– 10 PM
10PM – 9AM

Two middle grades
One middle grade

The SpRs are supported by the acute physicians during the week and two physicians of the
week and at weekend by two physicians.
Admissions come either via A & E or bed bureau to be assessed on either ambulatory care or
medical assessment unit. There is a full range of junior trainees supporting the on call and
there are nurse practitioners.

Consultant Staff and Trainers
(* Designated Educational supervisors for SpR)

Consultant

Role

Special Interest
Research lead, hyponatraemia, diabetic
nephropathy, endocrine hypertension,
community diabetes and
commissioning

Dr Sony
Anthony

Head of Diabetes
services

Mrs Carolyn
Bryant

Consultant Clinical
Psychologist

Sr Lisa
Doughty

Lead diabetes
nurse

Dr John
Frater

Consultant Clinical
Biochemist

Mrs Madeline
Henson

Senior Podiatrist

Mrs Claire
Kerr

Senior specialist
dietician

Dr Seema
Ijaz

Associate specialist

Diabetic foot, medical obstetrics, and
research

Dr Sue
Jones*

Head of Endocrine
services

Medical education, adult and
transitional endocrinology including
Turners syndrome, thyroid cancer,
adrenal pathology

Insulin pump therapy, Diabetes in
pregnancy and Education
Lipidology
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Consultant

Role

Special Interest

Dr Jean
Macleod

Clinical Director,
Medicine

Regional Insulin safety project and
clinical governance, medical obstetrics,
young persons’ diabetes and
community diabetes

Dr So
Pye*

Lead, Medical obstetrics
and Bariatric surgery

Medical obstetrics, bariatric surgery,
audit lead, and acute medicine

Dr Nick
Roper

Associate Medical
Director

Service development, management &
leadership training and acute medicine

All consultants do acute on call in G(I)M and general diabetes clinics.

Optional Clinical Experience for Trainees
Insulin pump clinic
Lipid Clinic
DESMOND Course
HATTIE Course
Community OP Clinics
Ophthalmology clinics
Nephrology clinics
Paediatric Endocrine
Fertility Clinic
Secondment to ITU
Endocrine Surgery
Bariatric Surgery
Clinical Governance & SUIs
Laboratory Medicine

Friday PM
Thursday PM
Type 2 DM Variable days
Type 1 DM Variable days
Variable days
Thursday AM UHH (in lieu of other clinics)
Tuesday AM UHH (in lieu of other clinics)
Four per annum arranged by Tim Cheetham
Arranged via Miss Iona MacLeod
Arranged via Dr Anil Sharma
Arranged by Mr Vijay Kurup
Arranged by Mr Bussa Gopinath
Arranged by Dr Jean MacLeod
Arranged by Dr John Frater

Key Administrators
Diabetes & Endocrinology:
Ms Debbie Waller Tel 01642 383203 debbie.waller@nth.nhs.uk

G(I)M and on call :
Mrs Kirsty Robinson Tel 01642 383159 kirsty.robinson@nth.nhs.uk

145

Typical fixed commitments for SpRs in diabetes & endocrinology excluding on call
commitments.
The trainees will spend 6 months as SpR 1 / SpR 2 with mainly in-patient / outpatient
commitments.
The blank spaces will be filled with clinical work as determined by trainees educational
needs see above for optional clinical experience.

SpR 1

SpR 2

Mon AM

Ward 37 round (SpR)
Bariatric MDT

CPD / audit / admin

Mon PM

CPD / audit / admin

G(I)M Clinic UHH
or
Young Person DM Clinic UHH

Tues AM

Alternate weeks
G(I)M Clinic UHNT /
Ward 37 round (Cons)

Alternate week UHH Clinic
Endocrine (wks 1,3)
Diabetes (wks 2,4,5)

Lunch
Meet
UHNT

Clinical Governance M & M

Clinical Governance M & M

Wed AM

Alternate weeks
Ward 37 round & MDT (Cons)
CPD / audit

Endocrine clinic UHH

Wed PM

Endocrine Clinic UHNT

Thurs AM

Diabetes Clinic UHNT
including high risk foot clinic

Diabetes Clinic UHH
including high risk foot clinic

Lunch
Meet
UHNT

Grand rounds & clinical cases

Grand rounds & clinical cases

Fri AM

Ward 37 round (Cons)

Medical Obstetrics UHNT

Fri PM

Monthly thyroid cancer MDT
Bi monthly diabetes MDT

Monthly thyroid cancer MDT
Bi monthly diabetes MDT

Tues PM

Thurs PM
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Department
of Diabetes,
Endocrine
and Metabolic
Medicine
Induction Information

City Hospitals Sunderland

Department of Diabetes, Endocrinology and Metabolic Medicine
Location: Entrance 10 Purpose built outpatient unit
Consultant Staff

Diabetes Specialist
Nurse

Secretarial Staff

Diabetes
Podiatrists

Dr J Chapman
Dr R Nayar
Dr P Carey
Dr Ashwin Joshi

Jackie Todd
Julie-Anne Coates
Patricia Ogilvie
Angela Purvis
Kathryn Walton

Rachel Lambert
Michelle Allen
Debbie Wallace
Andrea Appleby
Hayley Carnell

Elaine Ricci
Diane Knowles
Amy
Lisa
Heather

Database
Co‐ordinator

Endocrine Specialist
Nurse

Research Nurse

Amanda Lee

Jim Smith

Joanne Lawson

Clerical Assistant

Health Care Assistants

Sharon Taylorson
Darren Rodgers
Diane Lund

Lisa Kitching
Leanne Henderson
Abby Baster
Carol Croft

Directorates
General Internal Medicine

Metabolic Medicine, Thoracic Medicine, and Gastroenterology

Medical Specialities

Renal Medicine, Rheumatology, Neurology and Haematology

Emergency Care

Acute Admissions Unit, Accident and Emergency, and Cardiology

COTE/ Rehabilitation

Care Of The Elderly

Wards and Departments
Wards

Speciality

General Internal
Medical

B20: Emergency Care Ward
B21: COTE/Cardiology and Neurology
B22: Cardiology/CCU and Chest Pain Assessment Unit (CPAU)
B26: Gastroenterology Endoscopy Unit B level
B28: Renal Medicine, Rheumatology and Haematology the
Haemodialysis Unit is located on A level
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Wards

Speciality

General Internal
Medical

Care of The Elderly

C34/35: Acute Medical Unit
E53: Diabetes, Endocrinology and Metabolic Medicine
E54: Thoracic Medicine
E55 Discharge lounge

D41: Hume Rehabilitation ward,
E58: Stroke Ward,
E50, E51, E52, E56, and F61
F62: Infection control Unit: C Diff and MRSA isolation ward

Surgical Wards

C30: ESAU
C32 General Surgery
C33: ENT + Maxilo – Facial
C31: Bariatric Surgery
D44: Vascular (metabolic medicine twinned ward)
D46/D47: Urological/Gynaecology

Orthopaedics &
Trauma

D41, D42, D43, and D48

Medical Team
A ward based “no age limit” system is operation across the medical wards.
The team consists of one FY1, 2 GP NVTS (6 month rotational posts), and 1 GPNVTS doctor (6
month rotational post split with Diabetes and Rheumatology).
Due to the shift pattern of work arrangements between ‘front & back of house’, Twilights,
and blocks of nights on call, an equitable arrangement for annual and study leave for all
trainees along with a cross cover arrangement is encouraged between all team members on
the ward. This is to ensure safe in-patient care at all times.
Usually up to two Specialist Registrars in Diabetes and Endocrinology are attached to the
unit; at any time 1 SpR takes responsibility for the General medical in patients located
mainly on E53, medical ‘outliers’ some direct in-patient ward referrals and referrals via the
podiatry department (located on B level, Chester Wing), and the second SpR predominately
for Diabetes and Endocrine clinics, supervision of the endocrine tests on the medical day
care unit, plus taking referrals and queries from GPs. This is usually on a 6-week rotation for
the SpRs, allowing for some degree of overlap with the monthly consultant cover on the
wards.
The metabolic team also covers medical outliers/borders on D44 (vascular surgery) – patients
should be proactively sought for on a daily basis.
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Weekly Time Timetable
Morning session

Lunchtime

Afternoon

Evening

MONDAY
General Medical Clinic
(METMED01)
Ante Natal Thyroid
Clinic (alt weeks)
Consultant Ward
Round E53
Pre Pregnancy Clinic
(monthly)
Insulin Pump Clinic
(monthly)

Department of
Metabolic Medicine
Meeting
(Including teaching
sessions Diabetes
MDT, Clinical
Governance, &
Metabolic Medicine
Business meeting)
Seminar Room

Diabetes Eye Clinic
(Alternative weeks
Dr Carey)
ACP/Rapid Access
Diabetes Clinic
Dr A Joshi

Young Persons
Diabetes Clinic
4pm – 8pm
Dr Carey/Nayar
2nd /4th week

TUESDAY
Diabetes Foot Clinic
Podiatry Level B
(Dr Nayar)
Lipid Clinic OPD
(Dr Carey)

Diabetes Clinic
(DMTUES01 & 02)
(New & Follow up)
(Drs Nayar/Carey/Joshi)

Grand Round
Education and
Training Centre

WEDNESDAY
SpR Ward Round
E53
Metabolic Bone Clinic
(alt weeks
Dr A Joshi)

Bi-Monthly Thyroid
MDT Meeting
F1/F2 Teaching
(ETC)
CMT Teaching
Session
(ETC)
GP Training
Sessions

Gynae Endo Clinic
(Dr Joshi)
Thyroid Eye Clinic
(SEI, Miss Adams)
Diabetes Clinic
(Dr Nayar)
Washington Clinic
Dr A Joshi (3rd wed,
monthly)

Post Clinic
Meeting

THURSDAY
Diabetes Clinic
(Dr A Joshi)
Ante Natal Diabetes
Clinic
(Dr Nayar)
Diabetes Foot Clinic
(Dr P Carey)

Post Clinic
Meeting

Thyroid Clinic
(weekly)

FRIDAY
Endocrine Clinic
(weekly)
Consultant Ward
Round E53

Endocrine Meeting

Consultant or
SpR Business
Ward Round
with
FY1/GPNVTS
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Post Clinic
Meeting
Monthly
Growth Clinic
(Jim Smith)

On Call Timetable
The Acute Medical Unit (AMU C34/35) is located on level C; a senior medical SpR/consultant
publishes the on call rota 6 weeks in advance. Currently 5 Acute care physicians run the
AMU, with close liaison with the A+E consultants. Ward rounds occurring at 8 am and 1 pm
Monday to Friday led by the acute care consultants, to facilitate early discharge or admission
to the appropriate ward (please see hand forward policy “purple book” on AMU).
A Midday handover between front of house team and ALL Medical and COTE disciplines
takes place in the Ward Office based on AMAU/C34. It is imperative that a Senior Member of
the Team attends this meeting each dayi.e. SpR or Consultant to take hand forward and
Speciality patients.
The physician of the day will conduct a post take ward round at ~ 7am (handover). It is the
responsibility of the on call SpR to review all patients admitted onto AMU (clerked by either
the nurse practitioners, F1 or F2 doctors) and oversea the overall smooth running of the on
call service including supervising handovers to other teams. After 6pm and at weekends
consultant responsibility of patients is with the consultant on call.
To support the front of house team, patients will be reviewed in ‘real time’ by a consultant
between 7pm - 10pm. This is a potential learning opportunity for all trainee’s.
To ensure adequate support for the acute admission process and the general wards a “front
of house” i.e. A+E/AMU and “back of house” i.e. General Medical/COTE wards has been
developed.
Front of House: 3 Consultants, 2 SpR/ACCS, 9 Rotating F2 /F1 doctors. (See purple book on
AMU)
Day Shift Times
Night Shift Times

F1

13.00 – 22.00

21.30 – 10 .00

F2

13.00 – 21.30

21.00 – 10.00

Back of house: On call shift pattern

The F2 doctors should liaise with the SpR and co-ordinate their time effectively between
AMU and the wards depending on the workload and priorities of the acute admission
process. NOTE: The above on call structure and times are subject to change
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Hand-Forward/Hand-Back Process
Patients admitted via the AMU will be handed forward to the consultant team at the Midday
Handover meeting, as GIM patients or to a specific speciality depending on a patients needs
e.g. DKA, Chronic Renal Failure with ongoing renal issue, jaundice of any cause, difficult
asthma/COPD. All effort will be made to triage patients to appropriate wards.
Handing forward patients to speciality or ward-based teams should be done in the morning
following a review of the patients and initiation of the basic investigations to maintain a
professional working relationship with all colleagues.
NOTE: Each medical speciality has a specific handover bleep, consult the purple book on
AMAU.

Duties of the Diabetes and Endocrine Specialist Registrar
The SpR office is located within the Metabolic Unit, Entrance 10.
In patients
The Ward SpR should attend one consultant ward round a week, and conduct his/her own
dedicated ward round once a week (wed am) with follow up business round on Friday
afternoon. They should liaise with the junior ward team and review all new patients
admitted under the firm that day, and any ill patients on a daily basis. The ward SpR should
supervise and ensure the team completes a thorough electronic discharge summary for each
patient on the day of the patient’s discharge.
Ward Referrals
The ward SpR will occasionally be referred patients directly for review or opinion.
Management plans for all referrals should be discussed with any of the consultants; this can
be done in any of the following ways:
1. Acutely if the management is complicated by bleeping any of the consultants
2. During the next consultant ward round
3. At clinic or
4. Metabolic Meetings.
Interesting referral should prompt background reading and research, and then discussed.
Diabetes Referrals: Discussed with Drs Joshi, Carey or Nayar
Endocrine Referrals: Discussed with Drs Chapman, Joshi, Nayar and Carey
Handover
Due to the changing nature of our working patterns, effective handover of in-patients is
vital. This is supported via the following methods (also see the purple book and GIM
induction information)
- Overnight handover session 08.45am – E53 doctors office – ALL on call and day
teams
- Electronic record keeping and patient list of on-going and pending medical issues
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- GIM diagnostic list to be completed in ‘real time’ (See Metabolic Medicine
inpatient Summary Sheet) this should be completed for all in- patients.
- HISS based documentation of patient care
- Effective and accurate note keeping
Out patients Clinics
We encourage all trainees attached to the unit to attend speciality clinics. (Diabetes, Thyroid,
Lipid, Diabetic Foot Clinics – have been favoured as key training/learning clinics)
Organising yourselves early on in the job is key this will allow you to develop a clinic rota,
identifying the weeks where all the ward based team are present will allow all trainee’s to
attend a wide variety of speciality clinics. (Either all or part of the clinic). Each GPNVTS
should aim to attend 10 speciality clinics over a 6-month period.
All general Diabetes and Endocrine/Thyroid clinics have new and follow up patients.
Additional support is offered via GPwSI and trained pharmacists. New and instructive cases
should be discussed at the post clinic meetings, and the metabolic meeting.
Clinic letters (via electronic Dictaphone) should be short and factual: Speak clearly and start
with your name, clinic type and date, then Patients’ name and unit number. Followed by a
problem list, key medication and changes, investigations requested/results and management
plan.
A post clinic list should be completed: Patient details, follow up arrangement and
investigations requested so that these can be logged on the secretaries database.
Send a copy of the letter to the patient (if requested), and those involved with the patients
care. For diabetes clinics a copy of the proforma is sent out to the GP and information
recorded on the form is used to update accurately the diabetes registry, hence a complete
document is both professional and vital.
Urgent referrals to other specialities e.g. Eye Infirmary Mr Steel/Deady (new/active DM
retinopathy) or Miss Wendy Adams (Thyroid Orbitopathy) should be done as a separate
letter and marked urgent and the appropriate secretary informed.
Referrals to other departments e.g. dietetics or podiatry should be done by completing the
appropriate form not on the end of clinic letters to reduce delay. Hand all investigation
requests/referrals to the clinic secretary so these maybe logged. Referrals to Diabetes
Specialist Nurses for either ward or clinic patients should be via face-to-face discussion (and
copy clinic letter to the named DSN).
A copy of the diabetes clinic proforma (completed by the clinic doctor) is sent to GP’s and a
copy is kept electronically on the HISS system under Diabetes Assessment Reports, this
should if complied correctly contain the vast majority of the above information. A similar
Thyroid form is currently being piloted.
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Appropriate patients for the Endocrine Nurse led clinic include: Dose titration of
Anti-thyroid Drugs and Thyroxine for uncomplicated patients, patient education in chronic
thyroid/endocrine conditions, and chronic steroid use.
Referrals for Radioactive Iodine (RAI) should be directed to Dr Chapman, Dr Carey or Dr
Nayar in clinic.

Medical Day Care Unit
Located on level B of the Chester Wing block, referrals for dynamic endocrine investigations
are conducted here. Requests (MDCU Yellow Form) are channelled through secretaries and
Jim Smith the endocrine specialist nurse and logged with clerical administrative staff
(Secretarial staff/ and Joyce). The individual requesting the investigation has direct
responsibility of chasing the investigation/results. Results can be discussed either in clinic or
during the metabolic meeting. The clinic SpR should collate (Friday), and present (Monday
Metabolic Meeting) with the help of Jim Smith the patients investigated via the MDCU.
A complete record is kept with the secretarial staff, Joyce and within the Diary on MDCU of
patients’ details, date/type of investigation along with their notes.

Teaching: Undergraduate and Postgraduate
Sunderland takes a very active role in education of undergraduates and an active teaching
program has been established. The SpRs main input is with the year 3 and 5 main clinical
firms both in terms of organisation and delivery.
Postgraduate training in GIM; this consists of Monday lunchtime metabolic meetings, Grand
round presentations Tuesday lunchtime, GPNVTS sessions are usually organised regionally
on either Tuesday/Wednesday PM, Core Medical Training sessions are held on Wednesday
lunchtimes, SpR teaching sessions Thursday lunchtimes and the RCP GIM training half days
organised regionally. Scheduled clinical commitments will be cancelled in advance to allow
attendance. (This requires a minimum of 8 weeks notice; it is the responsibility of the SpR to
provide appropriate, timely and continued notice).

Continuing Medical Education
Regional training program and dates in Diabetes, Endocrinology and General Internal
Medicine can be found on the following web sites. Scheduled clinical commitments will be
cancelled in advance to allow attendance.
www.endodiabology.blogspot.com
www.mypimd.ncl.ac.uk/PIMDDev
www.jrcptb.org.uk
www.endobible.com

Audit and Research
Two sessions during the weekly timetable on average are set aside for either completion of
on going research work, or for commencing and completing a single audit either speciality
or GIM based. Guidance is via the SpR educational supervisor.
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Educational Supervisors
Each SpR should choose an educational supervisor; this can be any of the consultants within
the department. (Dr’s Carey, Nayar or Joshi). One should be chosen within the first month of
commencing the post, once chosen dates for future meetings should be set, (at least three per
year). The first occurring within 6 weeks of commencing the post, further dates should be
arranged by the SpR well in advance and should complete in a steady progressive manner
their e-portfolio in keeping with ARCP guidance.
The educational supervisors’ role is to discuss, guide and facilitate the training needs of the
SpR.

Study/Annual Leave
The SpRs supervise the on call/clinic/holiday/study leave record for the junior staff and
co-ordinate this with the consultants. Eight (8) weeks notice is required as a minimum to
cancel/reduce clinics, hence forward planning with as much notice as possible is greatly
appreciated by all concerned. Ideally only one SpR should be away at anyone time (except
regional GIM/CME study days). Mutual understanding regarding individual training needs,
on call commitments/nights, annual leave and attendance at conferences should exist
between the SpRs.

Sick Leave
In the event of sickness requiring absence from work, the following individuals MUST be
informed
-

Jackie Burlison: Divisional manager medicine and her PA Maureen Wardle
Department Secretarial staff
Consultant (especially if on call)
Department of Occupational health

Multidisciplinary Team Members
Diabetes/Endocrine Specialist Nurses, Specialist Podiatrist, Dieticians and Pharmacists
provide a vital and indispensable role in patient care. There will be opportunities to attend
their clinics and understand the role these members provide. Each member has a vast
knowledge base and his or her opinion should be respected. They will discuss individual
patient care with you, and may ask for your opinion on management, a prescription of
treatment or formal review in their clinic. Your assistance in this will be expected.

Specialist Clinics
There are several multi disciplinary clinics that run at Sunderland; these are listed below,
along with the lead clinician. Which clinics are attended will be determined following
educational supervisor meeting and pre-existing training needs. These should rotate
amongst the SpRs.
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Duties of the Foundation Year Doctor and GPNVTS Team
The base ward for metabolic medicine is E53, although the team will have a variable number
of “outlying” patients on other wards within the trust. The consultants (Chapman, Nayar,
Carey & Joshi) have a monthly rotating ward based rota. Consultant Ward rounds usually
Monday AM and Friday AM, SpR ward round Wednesday AM.

Ward Duties
It is the responsibility of the whole team to ensure an accurate and up to date list of all in
patients is kept, and all patients are seen on a daily basis. An appropriate, concise, and clear
entry with a management plan is written in the medical notes (signed and dated, please see
appendix A CHS guidelines on note keeping/entry).
Management plans should be conveyed to the nursing staff, patients and their relatives
should be informed as best as possible of their care. Any new/”sick” patient referred onto the
team or inherited via the on call system should be assessed and then reviewed by the ward
SpR. Consultant ward rounds occur twice a week (Monday am or pm and again either
Thursday am, or Friday am, see timetable below) depending on which consultant is covering
the ward that month. The SpR is expected to attend at least one consultant ward round a
week, and the ward SpR will conduct their dedicated ward round once a week (Wednesday
am) it a business ward round on Friday afternoon. On the remaining days of the week the
team will be responsible to see all patients and record a plan/progress in the medical notes.
It is also the F1/GPNVTS doctors’ responsibility to keep up to date with all patients, their
progress and facilitate/request/chase up ALL their investigations/referrals to maintain
continuity of care on a dailybasis.
Within the timetables for all trainees are allocated relevant and dedicated out-patient clinics,
it is expected that one GPNVTS trainee will attend each clinic.

Certification of Death
See the hospital policy on the intranet
In the event of a patients death it is the responsibility of the ward doctor F1 to inform the
patients’ GP the same day.
Complete in full and in a timely manner all paperwork pertaining to Death certificates
and cremation forms ideally at 9am the following day and complete the electronic
death certification.
If in doubt consult with a senior member of the team or discuss the relevant findings with
the coroner’s officer.
See CHS Diabetes Guidelines appendix A: List of hospital policies and procedures.
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Control of infection
See the hospital policy via the intranet
MRSA (commonly isolated from intravenous cannula sites) and Cl.difficle (attributable from
prolonged courses of antibiotics) are common hospital acquired infections, which may carry
a severe and potentially adverse outcome for our patients.
It is therefore vital to pay great attention to the use, duration and site of in-dwelling
cannulas’ and adhere strictly to hospital policy regarding the use of antibiotics. The ward
pharmacist and on-call consultant Microbiologist are always available for advice regarding
patient management.
See CHS Diabetes Guidelines appendix A: List of hospital policies and procedures.

Discharge Summaries
An accurate electronic discharge summary should be completed on the day of discharge for
all patients; this should include a brief report of the patients in-patient stay and include the
following key factors. The in-patient summary document complied during the patients’ stay
will help with this.
1. Primary Admitting Diagnosis
2. Secondary on-going medical problems/co-morbidities and complications.
3. Key changes to medication and reasons why.
(The ward pharmacist will fax a complete list of discharge medication to the practice).
For patients with diabetes on insulin, the name/type, regime and actual doses of insulin
MUST be conveyed to the staff, patient, relatives/carers and ward pharmacist on the day of
discharge.
4. Follow up plans and referrals made to other specialities
5. Key information conveyed to the patient and relatives.
6. Key aspects the GP should do/review following discharge, E.g. medication, BP, U+E check etc.
7. Informing the patient’s GP via telephone regarding “sensitive” issues: new diagnosis of
malignancy, expected/unexpected patients’ death is good medical practice.
A weekly rolling rota between the junior medical staff should be established within respect
to named responsibility for completion of discharge summaries.
The discharge summaries should be completed on the day of the patients’ discharge from
hospital and is supervised via the ward SpR and consultant.
An effective habit to adopt would be to complete a diagnostic list including acute problem,
chronic diseases and their associated complications within the notes that can be referred to
on discharge.
See CHS Diabetes Guidelines appendix A: List of hospital policies and procedures
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Educational Supervision
All team members should be allocated a Clinical and Educational supervisor for their time
within the metabolic unit and trust. It is the responsibility of the trainee to contact their
supervisor and arrange a meeting within the first month of their post.

Clinics
A wide variety of general and specialist metabolic medicine clinics are available to attend.
To gain the most out of the post we would encourage all doctors to attend the general clinics
to gain further insight into management of common metabolic conditions (Diabetes, Thyroid
and Endocrine), see weekly timetable. This is best done on a rotational basis amongst the
team allowing the ward to be adequately staffed. Please contact the relevant consultant to
arrange a suitable time to come to clinic.

Annual Leave/Study Leave
This should be co-ordinated via the entire team and the consultant; a minimum of 8 weeks
notice is required. This will be strictly adhered to.
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Specialist Diabetes and Endocrine Clinics at Sunderland
These are the specialist core hospital clinics that a trainee should have had experience with
at the end of their training programme in order to qualify for a CCT.

Clinic

Lead
Clinician

Email address

Location

Time

Medical Eye
Diabetes Eye

Mr D Steel
Dr P Carey

David.Steel@chsft.nhs.uk
Peter.Carey@chsft.nhs.uk

SEI
SRH

Monday AM
Monday PM

Bone Clinic

Dr D Wright
Dr A Joshi

David.Wright@chsft.nhs.uk
Ashwin.Joshi@chsft.nhs.uk

SRH

Monday AM
Alt Wed PM

Paediatric
Diabetes

Dr G Lawson
Dr N Hopper

Geoff.Lawson@chsft.nhs.uk
Neil.Hopper@chsft.nhs.uk

SRH Niall
Quinn
Centre

Monday AM

Pre Conception
Clinic

Dr R Nayar

Rahul.nayar@chsft.nhs.uk

SRH

3rd Monday
AM

Young Persons
Diabetes

Dr P Carey
Dr R Nayar

Peter.carey@chsft.nhs.uk
Rahul.Nayar@chsft.nhs.uk

SRH

2nd and 4th
Monday
evenings

Paediatric
Endocrine

Dr N Hopper

Neil.Hopper@chsft.nhs.uk

SRH Niall
Quinn
Centre

2nd and 4th
Tuesday PM

Fertility
Clinic

Mr Yossry

Menem.Yossry@chsft.nhs.uk

CHS

Mon AM

Reproductive
Endocrine Clinic

Dr J Chapman
Mr Yossry

John.Chapman@chsft.nhs.uk

SRH

Wed PM

Endocrine and
Diabetes Ante
Natal Clinic

Dr R Nayar

Rahul.Nayar@chsft.nhs.uk

ANC

Alternate
Mon AM
Thurs AM

Lipid clinic

Dr P Carey

Peter.carey@chsft.nhs.uk

SRH

Tues AM
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Trainee Weekly Timetable
Foundation Year 1 Doctor

Day

Mon

Tues

Wed

Thurs

Fri

am

WR Cons

Ward

SPR WR

WR

WR Con

Lunch

Department
Education
Meeting

Grand Round
(ETC)

pm

Ward

Ward

Ward

Ward

SpR WR

F1/GP NVTS
Teaching
(ETC)

GP NVTS Doctors: 6 month Posts
Day

Mon

Tues

Wed

Thurs

Fri

am

WR Cons
General
Medical Clinic

GP NVTS
Ward Round

SPR WR

WR

WR Cons

Lunch

Department
Education
Meeting

Grand Round
(ETC)

pm

Ward

Diabetes
Clinic

Ward

Thyroid Clinic

SpR WR

Day

Mon

Tues

Wed

Thurs

Fri

am

General

General

General
Practice

Diabetes
Clinic

DSN Clinics

pm

Practice

Practice

Diabetes
Clinic

Thyroid
Clinic

Audit/
Admin

F1/GP NVTS
Teaching
(ETC)

GP SpR Timetable
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SPR #1 – Ward Based
Day

Mon

Tues

Wed

Thurs

Fri

am

Cons Wr

Foot Clinic

SPR WR

Admin /
Research

CONS WR

Lunch

Metabolic
Medicine
Meeting

Grand Round

pm

Admin /
Research

Diab Clinic
Admin /
Research

Diab Clinic

Thyroid
Clinic

SpR WR

Post Clinic
Endo
Meeting

Thyroid MDT
(2 + 4)

SPR #2 – Clinic Based
Day

Mon

Tues

Wed

Thurs

Fri

am

Pump/gim
Clinic

Lipid
Clinic

Admin /
Research

Obs Med
Clinic

Endo
Clinic

Lunch

Metabolic
Medicine
Meeting

Grand Round

pm

Admin

Diabetes
Clinic

Evening

Young
Persons
Diabetes
Clinic

Post Clinic
Endo
Meeting

Thyroid MDT
(2 + 4)
Paediatric Or
Reproductive
Endo Clinic

Admin /
Research

Admin /
Research

COMBINED ROTA (ONLY 1 SPR) Study and Annual Leave Cover
Day

Mon

Tues

Wed

Thurs

Fri

am

Cons WR

Admin /
Research

SPR WR

Admin/
Research

Endo
Clinic

Lunch

Metabolic
Medicine
Meeting

Grand Round

pm

Admin

Diabetes
Clinic

Post Clinic
Endo
Meeting

Thyroid MDT
(2 + 4)

Diabetes
Clinic
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Admin /
Research

Admin /
Research

Approved Courses Training Days
See the www.endodiabology.blogspot.com website for essential/recommended training
courses and conferences.

General Internal Medicine
Updates in Acute Medicine: www.rcplondon.ac.uk www.rcpe.ac.uk
Regional training days via RCP Northern Office Freeman Hospital
Contact: Lorraine.waugh@nuth.nhs.uk
SpR Teaching Future dates: contact Regional Lead SpR: Dr Sarah Steven
Association of Physicians:
Royal Society of Medicine:

Diabetes and Endocrinology
Northern Audit Day: NRDSAG and NERRAG
Endocrine: Lumley Castle contact shahid.wadih@sthct.nhs.uk
Local CME days 3 per year endodiabology web site
Diabetes UK Professional meeting www.diabetes.org.uk
British Endocrine Society www.endocrinology.org
ABCD Spring and Autumn Meetings www.diabetologists-abcd.org.uk
British Thyroid Association www.british-thyroid-association.org

International Meetings
American Diabetes Association http://professional.diabetes.org/?loc=header_professional
European Association into the Study of Diabetes www.easd.org/easd/
American Endocrine Society http://www.endo-society.org
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Diabetes &
Endocrinology
SpR Induction pack

Gateshead Health

Department Of Diabetes And Endocrinology
Queen Elizabeth Hospital, Gateshead
Welcome to our firm
We hope this information pack gives you some relevant information about the hospital and
our firm. It is quite likely there are bits of information which have been missed and so we
would value your views and input to make this a more complete document to help your
successors!

The Team
Name

Position

Extension

Sylvia McEwen

Medical Secretary (JUW)

2181

Kim Thompson/
Jane Ryan

Medical Secretary (KRN)

2856

Jane Ryan/
Wendy Wraith

Medical Secretary (SR)

6052

Allison Young

Specialist Nurse

5256

2386

Angela Pearsall

Specialist Nurse

5304

2388

Karen Burt
Martin Whitfield

Specialist Nurse
Retinal Screener

5301
5163

Gary Eden

Podiatry Manager

6424 for appointments

Elaine Dickson/
Claire Potter/
Tracey Dixon

Dietetics Manager
and specialist
dieticians respectively

Andrea Brennan
Joyce Richardson

Ward Sisters on 2

Sarah Steven
(till september 2014)

Specialist Registrar

2118

CMT
F1 doctor

2528
1211

Kilimangalam
Narayanan

Bleep number

2002/5902

Consultant

2856

2348

Jola Weaver

Consultant /
Senior Lecturer

2181

2103

Salman Razvi

Consultant /
Senior Lecturer

6052

2651
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On ward 2 we have one CMT trainee and one FY1 doctor in the diabetes team
(To email type firstname.lastname@ghnt.nhs.uk for example to email Dr Weaver type
Jola.Weaver@ghnt.nhs.uk )
The hospital address and contact details are as follows:
Queen Elizabeth Hospital
Sheriff Hill
Gateshead, NE9 6SX

Diabetes Resource Centre
Bensham General Hospital
Gateshead, NE8 4YL

Telephone: 0191-4820000
Diabetes Resource Centre: 0191-4455163
FAX (Diabetes firm office at QEH): 0191-4456186
Diabetes Resource Centre (FAX): 0191- 4455306
www.qegateshead.nhs.uk

Activities
Biochemistry meeting
Starts at 1230 hrs, every Monday in the pathology seminar room with coffee/tea provided.
Dr Handley, our Consultant biochemist, Caroline Addison, Jonathan Vernazza and Susan
Troup attend as well. We start promptly at 1230 with a journal club followed by discussion
about investigation/management of endocrine cases. This meeting is a useful forum to
discuss patients from the endocrine clinics. Please bring case notes of patients. We also
discuss results from any in-patient endocrine tests being carried out. Our CMT trainee and
F1 are required to attend as well. The CMT and F1 doctor are requested to bring details of
patients that they have seen on the ward or on the Jubilee day unit the previous week so that
these tests and the results can be discussed.

Grand round
Starts at 1300 hrs with lunch provided from 1230 hrs every Tuesday in the education centre.
As a firm we also participate in these case presentations by rotation.

Firm meeting
Every 6 weeks we meet as a firm in the Diabetes Resource Centre (DRC) at 1230 hrs usually
on a Thursday. An opportunity to meet other members of our team and a forum to discuss
patients with diabetes related problems. The SpR is included in the circulation list for this
meeting’s agenda and so is expected to attend. Starting from the September 2012 meeting the
SpR has been designated as the chair and is involved in drawing up the agenda and
coordinating compilation of the minutes. The CMT trainee is welcome to attend. Agenda will
be emailed through the Trust intranet.

CMT core curriculum teaching
This is held every Wednesday starting at 1245 hrs. A detailed programme is available from
the education centre.

Foundation year teaching programme
Formal teaching programme scheduled on every Thursday. Programme available from the
education centre.
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Outpatient clinics
Since November 2004 we have asked the SpR to prepare their own time-table for attending
clinics based on their requirements. This is very popular with everyone and the SpRs feel
they are in control of their learning. A complete list of clinics can be found later on. All
clinics except the antenatal clinic (women’s health clinic) and the endocrine clinics (suite 3
and 5, main outpatients, QEH) are held at our diabetes resource centre (DRC). The DRC is
situated in the center of Gateshead at Bensham General Hospital about 3.0 miles from the
QEH site. Later this year the diabetes centre is likely to move into the purpose built Trinity
Square Development in Central Gateshead.
If you are planning to take annual/study leave it is trust policy to give at least 6 weeks notice.
We will try to be as accommodative as possible. Even though there is independence to plan
your clinics we expect every SpR to do at least three clinics a week except when on call,
study leave or annual leave.
It is important for the CMT trainee to attend clinics where their role will be supernumerary.
We expect attendance in at least 1 clinic per week most weeks. As part of the foundation
doctor’s training in a predominantly out patient speciality like diabetes and endocrinology
we feel attendance in two-four clinics per month is mandatory.

Inpatient work
We have a ward-based system of working. Our team is based on ward 2 and we look after 12
beds. We share ward 2 with two of our Care of the Elderly consultants (Drs Beaumont and
Shanshal). We may have patients on ITU/HDU and patients as boarders on surgical wards.
The cardiology team looks after all patients on CCU.
We are fortunate in having excellent nursing support and you are encouraged to meet them
as soon as possible after starting.
Before admitting patients for endocrine tests please discuss with relevant consultant and try
to admit these patients to ward 2 by discussing with ward staff and the bed manager.
Admission is actually rarely necessary as most tests can be done through the Jubilee Day
Unit (see below).
Our COTE colleagues have one CMT and a SpR to support their team but in practice we cross
cover each other. It is therefore important that only one trainee doctor is away at any given
time unless there are exceptional circumstances.

Jubilee day Unit (JDU)
All our outpatient endocrine tests are coordinated through this unit. The JDU is staffed from
0830 to 1700. To order investigations fill the relevant form and send this along with patient
notes. They will do the rest. All our endocrine investigation guidelines are on the unit.
Remember if in doubt discuss first.
The CMT or the F1 trainee are encouraged to see selected patients coming into the JDU for
dynamic endocrine tests so that they can then follow through the investigations and then
bring details to the biochemistry meeting on the following Monday to discuss. JDU staff will
bleep the CMT doctor first followed by the F1 doctor if there is no response from the CMT
doctor.
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On call GIM work
Please contact Angela Corbett in the medical directorate office (extension 2249) for further
details and a copy of the rota. Day time on call is from 1700 – 2200 allowing for a 30 minute
overlap at the end of the shift for the CMT and F1 doctors. All fixed commitments are
cancelled for the day whilst the SpR is on call from 0900 - 2200. Night shifts are from
2145-0940.
All our rotas are EWTD compliant. We have moved towards a ‘hospital at night’ model from
August 2008. This is led by two senior nurses as coordinators for out of hours activity.

Leave guidelines
A leave planner is available in the staff room on ward 2. Please ensure you coordinate leave
with other members of the team ensuring that no two trainee doctors are away at the same
time unless there are exceptional circumstances. Please submit leave applications to KRN at
least six weeks in advance. We all have to cooperate to ensure we run a safe service for our
patients whilst trying our best to accommodate everyone’s leave.

Other Relevant Information
Logging on to the hospital computer systems
• The diabetes database (PROTOS/TOREX): PROTOS is a hospital based diabetes
database. We currently have around 9700 people with diabetes in Gateshead
(March 2011) giving a prevalence of 4.84% Most of the data entry is done by the
medical secretaries and they will be happy to help with most queries related to
PROTOS
• PACS, Medway and ICE database: contact Angela Corbett (Ext 2249) for a
password if you have not already received it.
• Please contact the IT department to have your name added to the hospital email
system and for access to the intranet.

Diabetes guidelines
All the diabetes guidelines are on the intranet (Trust documents  Clinical guidelines 
By Department  Diabetes Medicine)

Structured education for people with diabetes
All patients with type 1 diabetes have access to GIFT (Gateshead Insulin and Food Training),
which is run from the diabetes centre. On day 4 of this course there is an opportunity for the
SpR to facilitate learning amongst the patient participants with regards to long-term
complications. This course is based on principles of DAFNE and BERTIE. For people with type
2 diabetes we run and coordinate DESMOND from the diabetes centre.

Digital retinal screening service
Since 2012 Medical Imaging, a private company based in Worcester has taken over QA,
call/recall of patients and secondary grading services for the Gateshead Retinal Screening
Programme along with the service North of the Tyne. Primary grading is still done by
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Martin Whitfield and 7 optometrists. We now have 8 digital retinal cameras offering
screening for diabetic retinopathy including the camera based at the DRC. We work closely
with Mr. Stannard and Mr Pandit based at the RVI eye clinic. We are meeting National
Screening Committee and NSF targets for retinal screening (99.6% offered screening in
2011).

The diabetes operational group
The operational group meetings, co-chaired by Dr Narayanan and Helen Ramsay (Primary
care diabetes lead) are held every two months. SpRs are encouraged to attend these
meetings. Dates, time and venue of these meetings are in KRN’s office. These meetings
highlight the importance of maintaining close relationships with primary care colleagues,
people with diabetes and self help groups like Diabetes (UK). We are also part of the wider
South of Tyne diabetes clinical forum. We are in the process of working towards an
integrated model of delivering diabetes care for the people of Gateshead.

Diabetes Resource Centre and the Gateshead Integrated Diabetes Service
In November 2004 we moved to our new diabetes resource center. The Mayor of Gateshead
officially inaugurated the center in June 2005. This centre is based in the centre of Gateshead
in the Joicey unit at Bensham hospital. We have made a lot of changes in the way we work
moving towards an open access service. This move has given us the opportunity to expand
education programmes for our patients with diabetes and this remains a priority. We are
committed to offering the DESMOND programme for people with type 2 diabetes and BERTIE
(called GIFT, Gateshead Insulin and Food Training) for people with type 1 diabetes.
We have just started the process of integrating our specialist team with health care
professionals delivering diabetes care in the community. The consultant led daily triage
started in June 2013 and the next phase is due to come on line in October 2013. This is a
completely different way of working and will involve the team re-locating to the new CCG
facilities based at the Trinity Square Development in the centre of Gateshead for provision of
all diabetes services.

Consultant Time Tables
JUW’s Timetable
Day

Mon

Tues

am

Lunch

pm

Biochem
meeting

Wed

Thurs

Fri

Antenatal
Clinic

University

University

Firm meeting

Grand round

Metabolic/
lipid clinic/
preconception
diabetes clinic
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Endocrine
clinic

University

University

KRN’s Timetable
Day

Mon

am

Lunch

Biochem
meeting

Tues

Wed

Thurs

Fri

Ward round

Diabetes new
patient clinic

New patients
on ward 2
[when SR
on ward]

Ward round

Grand round

Insulin Pump
clinic every
month
Transition
diabetes
hand over
clinic monthly

Diabetes foot
clinic

pm

Firm meeting

Diabetes
review clinic

Endocrine/
GIM clinic

SR’s Timetable
Day

Mon

am

Tues

Wed

Thurs

Diabetes new
patient clinic

Diabetes
review clinic

Firm meeting

Lunch

Biochem
meeting

Grand round

pm

Endocrine/
GIM clinic

Ward round

Endocrine/
GIM clinic

New patients
on ward 2
[when KN
on ward]

Fri

Ward round

Endocrine clinic
alternate weeks

Other clinics:
• Insulin pump clinic (KRN)- Wednesday PM once every month
• Combined paediatric hand-over clinic with Dr Kathryn Brown: Once every
month (Wednesday PM in the diabetes centre) - KRN
• Combined infertility/endocrine clinic: three monthly (Mr. Aird, Consultant
• Obstetrician/gynaecologist) - SR
• Renal clinic (Dr Alison Brown and colleagues, Consultant Nephrologist held
weekly)
• Retinal screening clinics (9 clinics a week) – Martin Whitfield
• Access to community diabetes clinics and exciting opportunities to be part of the
Gateshead Integrated Diabetes Service Model.
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Finally, we are here to help and so please speak to one of the team if you have any further
questions.

Registrar’s Suggested Time Table
The SpR is advised to prepare his/her own timetable based on the table below, which gives
all the opportunities available. The SpR is expected to attend one consultant ward round per
week and at least 3 clinics per week when not on call or on holiday. All SpRs will be
encouraged to take one half day per week for research and audit work.

Day

Mon

Tues

am

SpR led
ward round

Diabetes new
patient clinic
(SR) or
Consultant
ward round
(KRN)

Lunch

Biochem
meeting
Journal club

Grand round

Endocrine/GIM
clinic (SR) or
Diabetic foot
clinic (KRN)

Consultant
ward round
(SR) or
Metabolic/lipid/
preconception
clinic (JUW) or
Insulin pump
clinic (KRN)

pm

Wed

Thurs

Administration
OR
Diabetes new
Diabetes follow
patient clinic
up clinic (SR) or
(KRN) or
Ward support
Adolescent hand
over clinic
(KRN)

Fri

Consultant
ward round
(SR or KRN) or
Administration

Firm meeting

Endocrine/
GIM clinic
(JUW and SR)
or
Research/audit

Diabetes follow
up clinic (KRN)
or Ward
support

Endocrine
clinic (KRN)
or
Endocrine
clinic (SR)
Research/audit

• Items in bold are fixed commitments
• SpRs are expected to attend one consultant led ward round per week
• By the end of the posting SpRs are expected to complete an audit and present the
same at regional/national meetings
• KRN and SR alternate months on ward 2. For a given month SpRs may find it
useful to concentrate on doing out-patient clinics for the consultant who is on the
ward
• It is usually possible to arrange a short secondment to ITU which previous SpRs
have found very useful
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North Tyneside
General Hospital
&
Wansbeck
General Hospital

SpR Induction pack

Northumbria Healthcare

General Introduction
Northumbria Healthcare NHS Foundation Trust
Innovative and progressive, this successful £230 million turnover NHS Foundation Trust
utilises its 6,500 staff to serve a population of 500,000 with an extensive range of acute and
community health care. Most of the population live in the more urban South East corner.
The remainder of the largely rural area stretches from the River Tyne to the River Tweed, a
distance of 65 miles, and from the coast to the North Pennines / Cheviot Hills, almost 50 miles
across. The area is one of contrasts with the Northumberland Coast and the
Northumberland National Park offering some of the most dramatic and beautiful scenery in
England.
The Trust manages three major acute hospitals at North Tyneside, Ashington (Wansbeck
Hospital) and Hexham, together with a number of smaller community hospitals and clinics
from Tynemouth to Berwick on Tweed. Hexham Hospital is the result of a highly successful
private finance initiative and offers outstanding facilities to the population of West
Northumberland with a radical architectural design and innovative working practices
supported by the whole Trust. This means that all of the approximately 1,000 acute beds
within the Trust are now situated in modern buildings with a full range of district general
hospital facilities including CT scanning on all sites and MRI scanning at North Tyneside and
Wansbeck. Approximately 300 further beds are provided in seven community hospitals.

The Specialist Diabetes and Endocrinology Service
‘Northumbria Specialist Diabetes Service’ is a nationally recognised specialist diabetes
service set within a district academic Trust with teaching hospital status. Its remit is to
provide for the entire specialist clinical, service support, academic and quality assurance
needs of the diabetes populations of Northumberland and North Tyneside. There is a
longstanding culture of innovation and close partnership with primary care and patients.
A wide-ranging Diabetes Review proposed that 85% of all clinical care for people with
diabetes should eventually take place in primary care. This has led to a greatly expanded
responsibility for the specialist service to provide patient education and staff training and
rapid access to assessment and management of complex multi-dimensional problems. The
service aims to deliver care as close to a person’s home as possible, by appropriately trained
multidisciplinary teams taking part in established quality assurance programmes.
The Service was formed in January 2000 by the unification of three different models of
provision in North Tyneside, Tynedale and South East Northumberland, using principles
developed in North Tyneside. Relationships with CCGs and local primary care teams are
warm and collaborative and have been strengthened by the development of locality based
teams working closely alongside geographically defined groups of GP practices.
These 6 locality based teams serve the West, North, and Central parts of Northumberland,
the Blyth Valley, and two teams are developing to serve the more densely populated North
Tyneside locality. Together these will provide a secure foundation for the future of the Local
Diabetes Networks. The total population served is 500,000, distributed over the largest
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geographical area of any Trust in the UK. Overall just under 4% of the population has been
identified as having diabetes, and there are pockets of higher prevalence, reflecting areas of
social deprivation.
Services are provided across the whole Trust area with a mixture of rural and urban
populations including the agricultural communities and market towns of North
Northumberland, the sparsely populated areas of Tynedale and Kielder, the underprivileged
post-industrial coal-field and ship-building communities in South East Northumberland and
along the Tyne, and the prosperous commuter suburbs and seaside resorts of Whitley Bay
and Tynemouth. The service provides an ideal environment in which to explore new and
patient responsive ways of working for a life long condition such as diabetes.
We are an innovative service committed to providing high quality care based around six
main principles:
• Patient focused
• Primary care based
• Education for patients and training for staff
• Multi-disciplinary and integrated individual care for all people with diabetes
• Assessment and evaluation to promote service improvement
• Unified specialist service across the Trust providing consistency and commitment
to care

Team structure and important phone numbers
The Diabetes team at Northumbria service is a very friendly, encouraging and supportive
team. They will look after you very well!!

Clinical Leads
Name

Role

Locality
(Hospital base)

Phone

Dr. Stuart Bennett

Cons. Physician

N Tyneside (NTGH)

07917013352

Dr. Simon Eaton

Cons. Physician

West/N Tyneside (NTGH)

07717714907

Dr. Nick Lewis-Barned

Cons. Physician

Cross Trust/Blyth Valley (NTGH/WGH)

07919393615

Dr Suzanne Kearney

Clin Psychologist

Cross Trust (NTGH)

Dr. Asgar Madathil

Cons. Physician

Central (WGH)

Erin Pringle

Lead Dietitian

Cross Trust / North (NTGH)

2794

Sue Robson

Cons. Nurse

Cross trust (NTGH)

4597

Dr. David Woods

Cons. Physician

North (WGH)

07739914666

To be appointed

Lead Podiatrist

Cross Trust
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Medical secretaries / admin staff:
Consultant

Secretary

Hospital

Phone

Dr. Stuart Bennett

Lynn Timmons

NTGH

2516

Dr. Simon Eaton

Lynn Timmons

NTGH

2516

Pamela Alder

HGH

5095

Karen Grieves

WGH

6022

Lorna White

HGH

Dr. Asgar Madathil

Karen Grieves

WGH

6022

Dr. David Woods

Karen Grieves

WGH

6022

Dr. Lewis-Barned

Clinical and Organisational Management
There are many other members of the clinical team who you will meet over the time but
they are too many to enumerate on the list!!!
A copy of important phone numbers and updated team structure is enclosed in your file.

SpR Weekly Timetable:
North Tyneside Hospital
Mon

Tues

Wed

Thurs

Fri

Consultant
ward round
(Med/Respiratory)
Ward 24

Endocrine clinic
(SB)

Diabetes clinic
(SE)

Research/Audit

Admin
10-11 am
Resp/Xray meeting

Diabetes Clinic
(SB)

Research/Audit

13.00 NT Team
Meeting - DRC

12.00 Xray
teaching

Administration

Liaison with
the DSN re
inpatient care
(inpatient
referrals etc)

SpR Ward round
(SE/NLB pts)
Ward 24
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Wansbeck General Hospital:
Mon

Tues

Wed

Consultant
ward round
(GIM/Speciality)
Ward 17

Admin
Audit
Inpatient
referrals
Liaison
with Team

Endocrine clinic
(DW)

Admin
Audit
Liaison with
Team

Diabetes Clinic
(AM)

Tertiary Foot
Clinic
(1st Wed / month)

Antenatal clinic
alt week
(NLB) optional

Thurs

Fri
Team Meeting

Diabetes Clinic
(NLB)

Admin
Audit
Liaison
with Team

SpR Ward
Round (Ward17)

Admin
Audit
Liaison with
Team

GIM commitments:
A. On calls
On calls are based at Emergency care unit which is a 28 bedded unit where patients are
admitted from A & E are seen by the on call consultant and are sent to appropriate wards for
further management. On call SpR also covers 6 bedded CCU, medical patients on 4 bedded
HDU and 6 bedded ITU during the out of hours. At Wansbeck Hospital on calls are based on
the MAU and there are 4 CCU, 3 HDU and 3 ITU beds to be covered.
The existing on call rota for general medicine is a 1 in 9 rota. The night on calls are split into
sets of 4 (Monday to Thursday) and 3 (Friday to Sunday). The day on calls are divided into
sets of 2 (Monday and Tuesday), 2 (Wednesday and Thursday) and 3 (Friday to Sunday) at
NTGH. At WGH the day on calls are divided into sets of 4 (Monday to Thursday) and 3 (Friday
to Sunday).
On call timings:
Day on calls:
Night on calls:

8.30 am to 9 pm
8.30 pm to 9 am

8.30 to 9.00 (30 minutes) are dedicated to effective handover from the finishing team and
back of the house team.
You can find a copy of on call rota included in your induction file. You can also access the
rota on intranet.

Swaps
Any swaps in the rota must be informed to Susan Clements-Admin
Manager for Medicine and Emergency Care by either filling a form or email
Contact Number:Ext 4052
Email:Susan.Clements@northumbria-healthcare.nhs.uk
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B.Ward Commitments: North Tyneside General Hospital
The diabetes team shares ward 24 with respiratory team. It’s a 26 bedded ward admitting
diabetes inpatients (foot ulcer, DKA etc), respiratory inpatients and GIM inpatients. The ward
also admits haematology inpatients who are under the Consultant Haematologist, Dr. Chris
Tiplady.
The Diabetes/Endocrinology SpR covers the entire ward and can obtain support from
respiratory SpR (Ward 18) for specialist respiratory problems.
Dr Eaton and Dr Lewis-Barned take responsibility for specialist diabetes and endocrinology
inpatients, such as :
•
•
•
•

admitted due to diabetic emergencies
admitted for inpatient management of a diabetes related complications
transferred following agreement with other ward teams
admitted for inpatient endocrine investigations

Ward Junior Medical staff
Junior staff includes an F1, F2 and a VTS trainee. Usually the F2 takes the lead on the
specialist diabetes inpatients, but the teams work together and cross cover each other when
a junior doctor is on study/annual leave. No more than 2 junior doctors are allowed to go on
leave at a same time.
You are expected to organise junior doctors leave ensuring not more than 2 doctors are away
at the same time .All junior doctors will need to get leave signed by Dr. Parker, Respiratory
Consultant.

Diabetes SpR input
• Diabetes SpR attends Respiratory consultant’s ward round on Monday morning
gaining GIM training in Respiratory medicine.
• SpR led ward rounds on Wednesday afternoon
• Dr.SE/NLB reviews the management decisions on Thursday afternoon ward
round and feeds back to the SpR during the week.
• Continued support to junior doctors through out the week covering both diabetes
and respiratory inpatients.
The consultants both on respiratory and diabetes team are very approachable and offer
their valuable support to junior doctors all the time.
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Ward Commitments: Wansbeck General Hospital
General Medicine/Endocrinology/Diabetes (Dr. Madathil’s patient):
The SpR will have his / her GIM/Speciality base on Ward 17. This ward has 27 beds for
general medical inpatients. It is one of the home wards of the Respiratory team. Two F1s and
a CMT doctor are based on the ward. We provide general medical/ Diabetes and Endocrine
speciality cover for 13-14 beds in this ward. The SpR attends one GM ward round per week
with Dr A Madathil and does one independent Ward Round per week with F1/F2 support
seeing “their” Wd17 GM - and all Specialty Beds patients.
Diabetes and Endocrine Specialty Beds are for patients which
• were admitted due to diabetic emergencies
• were admitted for inpatient management of a diabetes related complications
• were transferred following agreement with other ward teams
• were admitted for inpatient endocrine investigations
The SpR is expected to be part of this when not on call and all junior doctors, students and
members of the diabetes team are welcome to attend.

Endocrine and Diabetes Ward Referrals
All endocrine ward referrals are initially seen by the SpR and then discussed with the
consultant. Referred patients can also be seen on the specialty ward round. It’s the SpR’s
responsibility to keep a record of all ward referrals.
Diabetes ward referrals triaged initially by the diabetes specialist diabetes nurses and it is
expected that the SpR will support the DSNs in assessing and seeing these patients as needed.

Discharge Summaries
The ward discharges scripts are filled by the junior doctors on computer (Single View) and a
copy is sent to the patients GP with the discharge medication list included when the patients
are discharged from the ward. A copy is filed in the patient notes.
The consultant verifies the discharge script filled by the junior doctors when the notes are
tracked to the consultant office. He / she may wish to dictate letters to GPs for patients with
long / complex inpatient management or if any information is missed out on the discharge
script. Junior doctors have found ongoing feedback on their abilities to fill the discharge
script very useful.
Direct communication with the GPs is encouraged and is often necessary for Specialty
patient, or patients that are referred for specialist opinions from other teams.
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Outpatients Clinics
Integrated working and close cooperation with the specialist dieticians and nurses is
expected. They work independently having their own lists, but do expect SpR and Consultant
input if medical issues arise (e.g. BP off target, worsening renal impairment, etc). They are
always happy to answer questions. Clinics are usually followed by a post clinic meeting.
Any cancellation of clinic during your annual and study leave needs informing your
consultant and STRICT 6 WEEKS NOTICE. Failure to do so will result in cancellation of the
leave.

North Tyneside General Hospital
All the Outpatient diabetes and endocrinology clinics are held at Diabetes Resource Centre
except the ante-natal clinic which is held in the Antenatal clinic in Maternity.
Separate SpR lists are booked for the following clinics:
1. Tuesday morning - General Endocrine clinic
Clinic Lead – Dr.Bennett.
Clinic Code (SpR) – BES02
2. Wednesday morning –Diabetes Clinic (Type 2 both new and follow up)
Clinic Lead – Dr.Simon Eaton
Clinic code (SpR) – ESE0N
3. Thursday afternoon – diabetes Clinic (Type 1 both new and follow up)
Clinic Lead – Dr. Stuart Bennett
Clinic code (SpR) – BSEOC
In additions the above clinics opportunities are available to attend other clinics depending
on your commitments.
• Ante-natal diabetes clinics – alternate Wednesday morning
Clinic Lead –Dr. Lewis-Barned
• DAFNE patients follow up clinic – 1st Wednesday afternoon of the month
Clinic Lead – Dr. Eaton
• Young adult clinic – Tuesday pm Monthly once
Clinic Lead – Dr. Bennett
• Workers Clinic- 4th Wednesday afternoon of the month
Clinic Lead – Dr.Bennett
• Primary care clinics – You are encouraged to attend 4-6 at least during your year
Can be arranged in liaison with GPs
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Wansbeck General Hospital
All diabetes, diabetes foot and endocrinology clinics are held at the Outpatient Department
(South Entrance). Joint pregnancy clinics are held in the antenatal clinic.
Separate SpR lists are booked for the following clinics. Please familiarize yourself with the
clinic codes. You can check your lists via PAS using your clinic code:
1. Tuesday pm - Diabetes clinic
Clinic Lead
Dr. Madathil
(Clinic Code: MDA40)
Specialist Nurse
(Clinic Code: MDA4B)
Specialist Dietician
(Clinic Code: MDA4C)
SpR
Yourself!
(Clinic Code: MDA4A)
(Young adults diabetes clinic -3rd Tuesday of the month)
2. Wednesday am - Endocrinology clinic (3 in 4)
Clinic Lead
Dr Woods
(Clinic Code: WDR40)
Clinical Lead
Dr Madathil
(Clinic Code: MDA41)
Endocrine Nurse
Phil King
(Clinic Code: WDR43)
SpR
Yourself!
(Clinic Code: WDR4A)
3. Wednesday am (first of the month) - Diabetes Foot Clinic
Clinic Lead
Dr Woods
(Clinic CodeWDR50)
Podiatry Lead
Duncan Anderson
(Clinic CodeWDR50)
4. Thursday am - Diabetes clinic
Clinic Lead
Dr Lewis-Barned
Specialist Nurse
Specialist Dietician
SpR
Yourself!

(Clinic Code: LBN40)
(Clinic Code: LBN44)
(Clinic Code: LBN46)
(Clinic Code: LBN41)

In additions the above clinics opportunities are available to attend other clinics depending
on your commitments.
Ante-natal diabetes clinics
Clinic Lead – Dr. Lewis-Barned Alternate Wed afternoon
Young person’s diabetes clinic
Clinic Lead- D Madathil 3rd Tue of the month 1.30pm
Alnwick Diabetes
Clinic lead – Dr Woods

1st & 3rd Monday of month 1.30 pm

Berwick Diabetes
Clinic lead – Dr Woods

1st Friday of month all day-0930 am

Berwick Endocrine
Clinic lead – Dr Woods

2nd Tues of month all day-0930 am

Primary care clinics
arranged by Meg Wright
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Study Leave/Annual Leave:
Any Study/annual Leave requests needs to be discussed with your Educational supervisor.
Once approved,
• Fill the Study/Annual leave form (enclosed in your file)
• Arrange cross cover for your duties
• Get the required signatures
• Cancel the clinics
• Send the fully filled form to Susan Clements
A minimum of 6 weeks notice is an absolute necessity to cancel the clinic.
You can manage to attend the regional meetings, CME’s, GIM and any appropriate types of
courses or conferences if you plan ahead and are a bit organised!!!
For study leave you are also requested to fill in the standard PIMD forms and get it signed by
clinical tutor.
30 days of study leave in a year (to be divided as 15 days per 6 months) includes time taken
for regional meetings, conferences, courses and research time. It is expected of you to keep a
log of the study leaves taken which will be reviewed during your appraisal with your
educational supervisor.
Ward Leave: At NT you are responsible for organising this refer to ward commitments
section.

Speciality meetings
1. NT Diabetes team meeting
WGH Diabetes team meeting

Wednesday 1 -2 pm
Friday 9-10am

Venue: DRC

2. Endocrine group meeting

Monday pm (once a month)

Venue: DRC

3. Specialist training sessions - 3 per year
Dates and venue vary. Confirm the dates from the service.
(Mandatory – other commitments like clinics to be cancelled in advance with 6 wks notice)
4. Away Day - 1 per year Mandatory
5. Sub-unit business meeting – Monthly, Monday afternoons. Senior SpRs are welcome to
attend these meetings with the clinical leads
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GIM meetings
1. Medical Directorate meeting: once a month
(For dates and venue look on intranet)
Teaching by respiratory team:
2. Monday
Friday

12.00 – 13.00
10.00 - 11.00

Venue: Education centre
Venue: Education centre

Regional Teaching
Your attendance to regional teaching programmes like CMEs, GIM afternoons, NEERAG,
NRDSAG etc is expected as a part of study leave. Ensure you have provided 6 weeks notice to
cancel clinics and other commitments. You may wish to swap your on calls to keep yourself
available for the above mentioned meetings.

Research/Audit
There are opportunities to conduct audit or quality improvement projects within the service
to improve the quality of clinical care delivered to our patients and hence contributing to the
trust clinical governance.
You will be expected perform or lead at least one audit project. Dr.Madathil is the clinical
audit lead and you may wish to discuss with him about the audit project you wish to
perform.
Don’t forget to register your audit and obtain Caldicott approval before you start the
project!!
Application forms can be downloaded from the intranet.

Clinical guidelines
These can be accessed on the intranet, and you will be expected to contribute to the
development of these. Examples have been enclosed in your induction file.

Teaching commitments
There are lots of opportunities for both formal and informal teaching to the junior doctors
and other members of the multi-disciplinary team.

Undergraduate teaching
There are regular FoCP and CIDR sessions that are held for medical students and your
involvement in teaching sessions will be encouraged.
For more information contact student office or Dr Eaton.
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Postgraduate teaching
For more information discuss with your consultant or education centre.

Courses
To discuss with your educational supervisor as a part of your professional development
during your appraisal
Northumbria diabetes service offers an opportunity to attend a variety of various courses
ensuring your professional development in the specialty.
1. DAFNE Course
Dose Adjustment For Normal Eating
It’s a week long course. Needs prior planning and cancelling clinics in advance. (minimum 6
weeks notice).
Contact: Sandra Fleming to be booked on the course Ext: 4169
Sandra.fleming@northumbria-healthcare.nhs.uk

About DAFNE
The DAFNE programme is based on the Intensive Insulin Therapy (ITT) education
programme developed at end of the 1970s by the diabetes team at the WHO Collaborating
Centre for Diabetes in Düsseldorf, Germany, led by the late Professor Michael Berger.
Professor Berger’s team showed that the education programme produced a lasting
improvement in blood glucose control without an increase in severe hypoglycaemia. The
results were so impressive that since the 1980s this approach for the management of Type 1
diabetes has been widely adopted within the German healthcare system and is also widely
used in other parts of Europe. In the late 1990s the approach was tested in the UK in an RCT
and validated. Northumbria Healthcare was the coordinating centre for this and following
national adoption there are around 50 DAFNE centres in the.
2. DESMOND Course
Diabetes Education and Self management for the Ongoing and Newly Diagnosed.
2 x half a day sessions
Contact: Wendy Shepherd for Dates and venues Ext: 2223
Wendy.shepherd@ northumbria-healthcare.nhs.uk
3. Insulin group start
2 x half a day sessions
Very useful to gain practical knowledge about pens and meters
Contact: DSN for dates and venues

182

Miscellaneous
Endocrine tests
There is no designated PIU. These tests can be arranged by giving the patient details to one of
the endocrine specialist nurses either Phil King or Jackie Rollingson who will carry out the
tests.

Blood results
You may be expected to verify the lab results from the weekly clinics and sign them for
filing. This is usually done within the electronic results system by the Consultant responsible
for the clinic, but you may be asked to contribute to cover leave or other commitments. Any
lab results needing urgent attention has to be sorted. You can request notes through the
secretaries.

Parking Facilities
Parking permit can be obtained from Estates department. You can print the application form
from the intranet.
There are usually adequate parking spaces in front of the Diabetes resource centre.

Ongoing support to the MDT
Your support to the multi-disciplinary team – DSNs, HCAs and podiatrists etc will be expected
and appreciated.

Tea/ Coffee
If you are a tea or coffee addict …no bother! You can help yourself to any form of caffeine
from the kitchen at DRC but do pay your contribution to the fund unless you fancy to be
called – coffee or tea stealer!

Bleep and keys
You can collect your bleep and keys to your office from the secretaries.

Secretaries
We have a very friendly bunch of secretaries who are very helpful and are a very important
link of the team. Treat them nicely and you will get lot of help in return!

Attachments
Maps
Important phone numbers
Team structure
Parking permit application form
Recipes (examples)
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Get ECG and cardiac monitoring
Send bloods for FBC, U&Es, CRP, Glucose,
LFTs and blood cultures if feverish
CXR
Blood Glucose (BG) to be checked hourly

Insulin infusion at 6 units/hour
I.V. 0.9% Normal saline
Tinzaparin (prophylaxis dose)
If blood glucose drops to 15mmol/L or
less, commence 10% glucose infusion as
per protocol

Yes

Osmolality >320mOsm/Kg
Urinary ketones ≤ ++
Plasma ketones <3mmol/L
Altered mental state

Aim for SLOW reduction in blood glucose

STOP insulin infusion once blood glucose is <15mmols/L

1. Insulin infusion at 2 units/hour
2. I.V. 0.9% Normal Saline
3. Treat exacerbation cause

Target blood glucose 10-15mmol/L, aim to achieve after 48/72
hours

Deal with ABCD issues first

Typical HHS:
Blood glucose >30
pH >7.30
Bicarbonate >15

Hyperosmolar Hyperglycaemic Syndrome (HHS)

Yes

No

Marked Hyperglycaemia & High Plasma Osmolality

No

Ketotic & Acidotic: Urine ketones >++
(or plasma ketones ≥3mmol/L), pH ≤7.3, bicarbonate ≤15

High Blood Glucose >15mmol/L

Insulin infusion should only be used when
all other treatment options have been
considered

Always start with IV Glucose

Follow IV Insulin Chart

Where a situation requires I/V insulin
instead of usual diabetes/insulin regime for
example: ACS or in Type 1 diabetes for
prolonged fasting, persistent vomiting or
medical investigations and Surgery

If not eating/drinking consider IV insulin

If well and eating/drinking, manage with
subcutaneous insulin or previous
diabetes treatment
(see hyperglycaemia guideline)

Hyperglycaemia management in Emergency Care Centre

Issue Date: February 2013

Review Date: February 2014

Intravenous insulin must be used in conjunction with a 10% glucose +/- potassium infusion except in the initial management of DKA and HHS.
Prescribe before patient leaves emergency Care Department

NB: Patients with severe DKA should be
managed on a critical care area

<7.1, blood ketones >6mmol/L, hypokalaemia on
+
admission (K <3.5 mmol/L), GCS <12 or abnormal
AVPU scale, oxygen saturation <92% on air, systolic
BP <90 mmHg, pulse >100 or <60 bpm

Indicators of Severe DKA: HCO3 <5 mmol/L / pH

1.
2.
3.
4.

Target blood glucose 6-10mmol/L

Deal with ABCD issues first

Diabetic Ketoacidosis

(Consider other causes of acidosis
such as sepsis, Acute Kidney Injury,
OD). **check lactate**

NB: Patients without significant
ketosis may still be Acidotic

Immediate Management of Hyperglycaemia – Emergency Care Centre

Management of Diabetic Ketoacidosis (DKA) in adults

Document Type: Clinical Guideline
Date Approved by Sub Committee/Group: Mar 2013
Clinical Lead: Dr Stuart Bennett
Date Approved by Clinical Guidelines Group: 14/03/2013
Author’s: Sue Robson, Stuart Bennett
Date of Issue: Mar 2013
Directorate: Diabetes / Medicine
Review Date: Mar 2016
Approved by Sub Committee/Group:
Version: 5
Relevant to: Northumbria Healthcare NHS Trust, Primary Care in Northumberland & North Tyneside

Standards of Care
Treatment started within 30 minutes of arrival in hospital
Biochemical parameters show sustained improvement
Hypokalaemia and hypoglycaemia avoided
Refer to paediatric DKA guidelines for people under the age of 18 years; recommend
cautious fluid replacement in small young adults (18-25 years of age) who are not shocked
at presentation due to risk of cerebral oedema
Aims of Management
Restoration of circulatory volume
Correction of electrolyte imbalance
Reverse acidosis
Suppression of ketogenesis / clearance of ketones
Lower blood glucose
Identify and treat precipitating factors
Definition of DKA in adults
Insulin deficiency state characterised by:
Acidosis
- venous pH ≤7.3 and/or venous bicarbonate (HCO3) ≤15mmol/L
Dehydration
- typical DKA patient has fluid deficit of 6-8L
Ketonuria
- urinalysis ++ or more on Dipstick or 3mmol/L blood ketone level
Hyperglycaemia - blood glucose level >11 mmol/L
Ketonuria and acidosis are required for a diagnosis of DKA
NB: Common precipitants are insulin omission, infection and new diagnosis
Indicators of Severe DKA: HCO3 <5 mmol/L / pH <7.1, blood ketones >6mmol/L,
hypokalaemia on admission (K+ <3.5 mmol/L), GCS <12 or abnormal AVPU scale, oxygen
saturation <92% on air, systolic BP <90 mmHg, pulse >100 or <60 bpm
NB: Patients with severe DKA should be managed on a Critical Care Area
Investigations
Hyperglycaemia: Laboratory glucose, repeated 2 hourly, HbA1c
Acidosis: Initial arterial blood gases, venous HCO3 and urinary ketones (reassess using
serial venous bicarbonate 2 hourly)
Fluids & Electrolytes: U&Es repeated 2 hourly, laboratory plasma osmolality, ECG
Investigation of cause: If clinically indicated – cardiac marker (Troponin T ), FBC, CRP,
chest X-ray and bacterial cultures of urine, blood and throat etc.
NB: Blood glucose may not be very high and is not a guide to severity of acidosis
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Treatment +++ Rapid Treatment is Essential – start within 30mins of arrival +++
Primary issues:
Rehydration - typical DKA patient has total fluid deficit of 6-8 litres
Reversal of acidosis - with IV insulin + glucose
Potassium replacement - maintain normal range serum potassium. Patients usually have
significant whole body potassium depletion despite high initial plasma potassium
Restoration of normal blood glucose levels
Secondary issues:
Refer all to specialist diabetes service asap (use referral form on Intranet)
IV insulin and glucose can be stopped when:
Patient is well, able to eat and drink (not nauseated / vomiting), AND ketones < 0.3
mmol/L, venous pH >7.3 and/or venous bicarbonate >18 mmol/L, Subcutaneous insulin
to be given with first meal following recovery, ensuring 30 minute overlap with IV insulin
infusion.
Treatment may need modification to suit the individual patient and frequent
reassessment is MANDATORY
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Guide to initial treatment of DKA in adults
Assess fluid and cardiovascular status, blood glucose, U&E’s , bicarbonate and blood gases

Treatment should be started immediately
Plan to replace total fluid deficit over first 24 hours – typically 6-8L. (If cardiovascular
status permits)

IV Fluids



Usually replace using 0.9% sodium chloride. However alternative volumes and fluids
may be appropriate in particular situations (refer to Appendix 1 for more info)
Monitor serum bicarbonate, U&Es, lab osmolality 2 hourly until sustained
improvement is shown and stable. Do not use glucose alone as marker of reversal of
Ketoacidosis.
IV glucose: start 10% glucose at 50ml/hr when blood glucose level ≤15 to prevent
hypoglycaemia and allow continued high dose IV insulin rate 6units/hour until acidosis
resolved. Glucose rate may be adjusted to allow for this.
If patient remains fluid depleted sodium chloride should be continued

NB: Serum Potassium will fall as acidosis and dehydration is corrected
Potassium



Monitor at least 2 hourly and replace to maintain normal range serum potassium
Potassium is usually required with the second or third litre of replacement sodium
chloride and with all further fluids. (refer to Appendix 1 for more information)

If a delay of >30 mins in commencement of IV insulin is anticipated give 10 units
Actrapid insulin stat IM or IV

Insulin



Start Actrapid IV infusion rate at 6 units/hour and continue until acidosis has been
corrected (Bicarbonate >20). Once acidosis resolved, adjust IV insulin rate to
maintain target blood glucose level of 5-10mmol/L. Refer to Intravenous Insulin Chart
NB: insulin resistant patients e.g. septic / obese may need significantly higher rates
Check capillary glucose hourly
Check laboratory glucose 2 hourly
Target blood glucose level 6–10 mmol/ L
Target fall in blood glucose of 3–5 mmol/L per hour
Check all urine/plasma for ketones and record result on monitoring chart

NB: Treatment guidelines do not replace the need for careful clinical evaluation and
appropriate modification of care according to individual circumstances.
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Fluids and electrolytes
Volumes

Appendix 1

Rate of fluids depends on clinical state of patient but typical requirements may be:
Fluid
1 litre 0.9% Sodium Chloride
1 litre 0.9% Sodium Chloride with Potassium Chloride
1 litre 0.9% Sodium Chloride with Potassium Chloride
1 litre 0.9% Sodium Chloride with Potassium Chloride
1 litre 0.9% Sodium Chloride with Potassium Chloride
1 litre 0.9% Sodium Chloride with Potassium Chloride
Total

Rate (mls/hr)
1000
500
500
250
250
167
6 litres

Time
1 hour
2 hours
2 hours
4 hours
4 hours
6 hours
19 hours

Consider reducing the rate of rehydration in elderly, young people aged 18-25 years,
heart or kidney failure, pregnant, weight <70kg. If fluid replacement problematic
consider central line.
Potassium
Chloride
(K+)

No potassium in first litre unless the initial serum potassium <3.5mmol/L
Thereafter add potassium as below using Trust authorised potassium preparations
Refer to MM-31 V02 Administration of Medicines
E.g. If serum potassium:
<3.5 mmol/L

60mmol KCl in 1000ml of 0.9% sodium chloride infusion
administered over at least 4 hours (senior review)
3.5 – 5.5 mmol/L 
40mmol KCl in 1000ml of 0.9% sodium chloride infusion
administered over at least 6 hours
>5.5 mmol/L

nil and check in 2 hours
NB the rate of potassium replacement may impact on the rate/volume of total fluid
replacement (above); if there are concerns that total fluid replacement is insufficient,
additional 0.9% sodium chloride without potassium can be given in parallel.
Monitor potassium 2 hourly and replace as indicated. All fluid after first bag should
contain K+ unless urine output below 30ml/hour or K+ remains >5.5mmol/L

Other
measures

Severe DKA is frequently associated with ileus, therefore fast patient until resolved.
Pass NGT if impaired conscious level / vomiting to avoid gastric aspiration
Thromboprophylaxis to all unless contraindicated as per Trust guideline
Consider empirical broad spectrum antibiotics if evidence of infection

Complications of treatment
Cerebral oedema – risk can be reduced by correcting acidosis and hydration gradually
Acute Respiratory Distress Syndrome (ARDS)
Hypoglycaemia
Hypokalaemia leading to cardiac dysrhythmia
Aspiration
Prevention of reoccurrence
Consideration of background medical and psychosocial factors especially if recurrent DKA.
Education about precipitating factors, sick day rules, provision of literature and contact criteria.
Ensure patient has quick acting soluble insulin e.g. Humulin S or rapid acting analogue insulin
(e.g. Novorapid) and Ketostix on discharge for use in sick day settings.
Discharge & Follow-up
All patients should be referred to the Diabetes Team prior to discharge (blood glucose need not
be in the normal range provided they are in contact with specialist nurse)
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Northumbria Diabetes Service - Checklist for DKA in Adults

Dehydration

Step 3: Consider precipitating factors - if
indicated check:
 CXR  Cardiac Markers (Troponin T)
 ECG  Blood cultures
 Urinalysis and culture

Step 2: Further monitoring, continuation
of insulin
2 hourly lab glucose and hourly capillary
glucose
 Hour 2 U&E/Bicarbonate/Glucose
 Hour 4 U&E/Bicarbonate/Glucose
 Continue insulin 6 units/hr until acidosis
corrected (Bicarbonate >20) then adjust
rate to maintain between 5-10mmol/L

Step 1: Reassess patient’s vital signs
and conscious level
 Urinary catheter if any doubt about urine
output
 normal saline 1000ml/hr for hour 2,
500ml/hr for hours 3 + 4
 Add 10% glucose 50ml/hr when blood
glucose <15mmol/L
 Add potassium unless urine output <30
+
ml/hour or K >5.5 mmol/L
 40mmol KCl in 1L of 0.9% saline over at
+
least 6 hours if K 3.5-5.5mmol/L
 60mmol KCl in 1L of 0.9% saline over at
+
least 4 hours if K <3.5mmol/L (senior
review)
 Thromboprophylaxsis as per Trust
guideline

Hours 1-6 - Stage 2
Ongoing Management

b)

d)

usually with Hyperglycaemia

Hours 6-12 - Stage 3
Subsequent Management

Ketonuria

Step 2: Continuation of Insulin
 Continue to measure blood glucose
levels hourly
 Insulin rate to maintain blood glucose
levels 6–10 mmol/L
 Convert to S/C insulin when
biochemically stable and eating /
drinking
 Stop IV insulin/glucose 30 minutes
after S/C insulin

Step 1: Reassess vital signs
 Allow oral intake if bowel sounds
present
 Measure bicarbonate twice daily until
normalised
 Continue 10% glucose plus 10mmol/L
+
K to maintain blood glucose levels
 Continue normal saline until
bicarbonate normalised and
rehydrated
 Continue potassium to maintain with
ref range and continue to monitor
twice daily

c)

NB: Treatment guidelines do not replace the need for careful clinical evaluation and appropriate modification of according to individual circumstance
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Step 4: Other interventions
 HbA1c
 NEWS Score
 Monitor conscious level - If there is
suspicion of cerebral oedema or
patient not improving within 4hrs
call consultant
 Consider central line if rapid fluid
replacement problematic
 NG tube if conscious level
impaired/vomiting to avoid gastric
aspiration

Step 3: Start Insulin
 IV Actrapid 6 units / hr

Step 2: Fluid replacement
 Normal saline, 1000ml/hr

Step 1: Initial investigation
 Rapid ABC
 Large bore iv cannulae
 Clinical assessment: NEWS, GCS,
full clinical exam
 Initial investigations should include:
blood/urine ketones, capillary blood
glucose, venous plasma glucose,
U&Es, venous blood gases, FBC
 continuous cardiac monitoring
 continuous pulse oximetry
 Severe DKA critical care

0-60 minutes - Stage 1
Immediate Management
(on presentation)

Definition: Insulin deficiency state characterised by Metabolic Acidosis
Key issues: Initial Fluid Replacement; Insulin; Potassium replacement

a)

(Please refer to full clinical guidelines for DKA available on the Trust Intranet)

Step 3:
Arrange:
 Follow up
 Out patient appointment
 Ensure copy letter sent to patients
diabetes team

Step 2:
Patient not to be discharged until:
 biochemically normal
 Eating and drinking on S/C insulin
 Able to self manage or supported
management in place

Step 1:
 Refer for specialist review before
discharge

Stage 4
Continuing Care
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For the management of Hyperglycaemia in the following circumstances
Hyperglycaemia (blood glucose over 10mmols/L)
Concurrent illness (Sick day rules)
Post-Acute Coronary Syndrome
Exclusions (specific treatment guidelines apply)
Diabetic Ketoacidosis (DKA) in Adults
Hyperosmolar Hyperglycaemic Syndrome (HHS)
Hyperglycaemia requiring intravenous insulin infusion
Steroids (see guideline Diabetes & Steroid Therapy)
Children up to 18 years
General principles When assessing hyperglycaemia, consider the following :
Is the patient unwell, or has there been a deterioration in their control?
Is hyperglycaemia causing or contributing to the clinical status?
Is there another contributing factor? If so, is this managed appropriately
Is there a precipitating cause (such as omission of treatment, or ingestion of sugary food)?
What is the current level of diabetes (indicated by high HbA1c or by asking the patient)
If Hyperglycaemia needs further assessment or treatment, consider:
Investigate possible causes e.g.
New diagnosis of diabetes (see guideline)
Infection / illness
Concordance / missed or delayed insulin
Supplementary / Enteral feeding (see guideline Enteral Nutrition Diabetes Management)
Check U&Es, bicarbonate and laboratory blood glucose to exclude diabetic ketoacidosis within
one hour of initial assessment
An increased insulin dose and/or additional doses of short acting insulin are usually necessary
for patients with Type 1 diabetes to bring down blood glucose and inhibit the production of
ketones e.g. Novorapid insulin or Humulin S insulin 2-4 hourly (see table below).
Capillary blood glucose should be checked at least every 4 hours. Send a venous blood
glucose sample to the laboratory if capillary blood glucose >20mmol/L
or in the presence of ketoacidosis.
Urine/blood should be tested for ketones if blood glucose >15mmol/L
People taking Metformin may need to stop during episodes of severe illness eg infection, acute
kidney injury and if contrast medium is used.
Carbohydrate intake can be taken in alternative forms
Use caution when using supplementary insulin doses in elderly patients or those with renal
impairment
Targets
Blood glucose between 6 and 10mmol/L (6-12mmol/L during enteral feeding)
Urinary ketones negative or trace
Plasma ketones less than 0.6mmol/L
Fluids
Clear oral sugar free fluids should be taken to avoid dehydration
Type 1 Diabetes
Insulin therapy should never be stopped.
If high blood glucose levels do not respond and especially if vomiting persists then consider
Intravenous Insulin infusion.
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Restart Metformin when well

NB!

Diabetes: Hyperglycaemia in Adults
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Isophane insulin e.g. Insulatard
insulin or Humulin I insulin
Start dose 8 units and increase daily
by 2 units per dose until BG in
target

Continue GLP-1 (Glucagon-Like Peptide-1)
unless other contraindication
May need to add or increase
sulphonylurea AND may need
insulin during illness; once or twice
daily insulin

Stop Metformin in severe infection or
acute kidney injury

May need to add or increase
sulphonylurea

4 hourly

Type 2 Diabetes
not on insulin

Oral Fluids

BG >15
mmol/L and
moderate to
large ketones

Test for ketones
In Type 2
if unresolved
hyperglycaemia

BG >15mmol/L

Type of
Diabetes
Frequency of
Blood glucose
testing
BG
10-15mmol/L

Hyperglycaemia in Adults
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Plasma
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Change back to usual insulin when
well

Check for ketones
Encourage

Consider if a small dose of quick
acting insulin e.g. NovoRapid insulin
or Actrapid insulin is required to
achieve blood glucose target (do not
use as routine)

If not below 15mmol/L after further
24 hours increase usual insulin by
10%

Increase usual insulin by 20%

Urine
Ketones
+ - ++

Plasma
Ketones
<0.6

If no improvement after further 24
hours increase by 10%

Wait 24 hours

Urine
Ketones
Neg

Severe Illness
Consider 20% of total daily insulin for
extra quick acting insulin doses
Repeat every 2 -4 hours
Maintain background/long acting insulin
May need I/V insulin infusion if
vomiting. Assess for DKA
Aim for at least 10 glasses of water in 24
hrs
Caution when using extra insulin doses in
the elderly or with renal impairment

Maintain background/long acting insulin

Repeat every 2-4 hours

Dose: Approx 10% of total daily insulin

DAFNE (Dose Adjustment For Normal Eating)
trained patients use DAFNE algorithms
Increase all usual insulin by 10%
AND give extra quick acting insulin (e.g.
NovoRapid Insulin)

Increase insulin by further 10%

Wait 24 hours

Increase all usual insulin by 10%

Type 1 Diabetes
Ketones
Insulin Adjustment
Ketones 2-4 hourly

Increase usual insulin by 20%

4 hourly

Type 2 Diabetes
on insulin

Appendix 1

Type 2 Diabetes not currently on insulin
(Incorporating Sick Day rules)

Appendix 2

Starting Insulin:
Some patients will require insulin therapy during episodes of illness.
The decision for this should be based on clinical judgement.

Points to consider:
Level of blood glucose remains >15mmol/L on maximum oral treatment, severity of osmotic
symptoms, cause and duration of illness
Start twice daily Isophane insulin i.e. Insulatard insulin or Humulin I insulin
Start 8 – 10 units with breakfast and evening meal
Titrate by 2 – 4 units daily each dose until blood glucose in target range
If temporary insulin required provide plan for reducing dose, conversion back to oral therapy
and discharge
Not currently on diabetes medication
Patients usually managed with diet alone may require the introduction of an oral hypoglycaemic
agent during concurrent illness consider Gliclazide 80mg daily initially with breakfast and titrate to
achieve blood glucose target
Metformin alone or in combination
Stop Metformin in acute illness (e.g. Myocardial infarction, severe infection)
Stop during some diagnostic procedures requiring contrast medium (see guidelines)
Monitor blood glucose every 4 hourly
Targets for blood glucose between 6mmol –10mmol/L (during illness)
If above target consider introducing or increasing sulphonylurea i.e. Gliclazide 80mg initially)
Sulphonylurea alone or in combination
Monitor blood glucose every four hours
Targets for blood glucose between 6mmol/L –10 mmol/L (during illness)
If BG >10mmol temporarily increase sulphonylurea up to maximum dosage (i.e. Gliclazide:
160mgs BD)
Maintain alternative sources of Carbohydrate as required (e.g. fruit juice)
If hyperglycaemia resolving or expected discharge, provide plan for dose reduction
Pioglitazone alone or in combination
Continue with current dose unless contraindicated due to new medical problem e.g. liver
impairment
GLP1s (Glucagon-Like Peptide-1)
Seek review if unsure whether to continue
Stop if suspicion of acute pancreatitis
Stop if not eating or drinking
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Hyperglycaemia in Acute Coronary Syndrome
(previously DIGAMI)

Appendix 3

Standard

Patients should have normal blood glucose levels during and following Myocardial Infarction

Glucose related criteria (all these patients should be assessed for cardiac criteria)
All patients with diabetes regardless of present blood glucose level
And any patient with a blood glucose above 11mmol/L on admission (laboratory sample) in
those not known to have diabetes

Cardiac criteria (within previous 24 hours)

ST Elevation myocardial infarction (STEMI) requiring thrombolysis
TIMI score >4

Management for above criteria

Check HbA1c
Stop all oral hypoglycaemic agents
Increase usual insulin to achieve blood glucose of 6-10mmol/L
Or start subcutaneous insulin if blood glucose above target – start Isophane insulin i.e.
Insulatard insulin or Humulin I insulin 8 units twice daily, and titrate 2 – 4 units at each dose

If Intravenous Infusion is required to treat Hyperglycaemia:

Refer to Intravenous insulin chart – Intravenous Insulin infusion (not DKA or HHS)
Attach via dual Y connector with anti-reflux / one way valve
Glucose:
Potassium:
Insulin:

10% glucose at 50mls/hour. Intravenous insulin must be used in conjunction
with 10% +/- potassium infusion via the same Y connector with anti-reflux
one way valve
Replace as clinically indicated aiming for normal range serum potassium
50 units of Actrapid insulin in 50mls 0.9% sodium chloride

Management post IV Insulin Infusion

Patient previously known to have diabetes
Metformin and other diabetes treatment can be restarted after 48 hours post MI providing no
contraindications i.e. acute heart failure/kidney injury, and adjust according to stepped
approach
Patient NOT previously known to have diabetes
High blood glucose levels during illness do not necessarily mean someone has diabetes. Look
for other evidence e.g. previous high glucose or prolonged symptoms, or raised HbA1c
If diabetes cannot be diagnosed with certainty, re-screen at GP surgery when patient well and
diagnose according to conventional criteria in diabetes guidelines, usually 6 weeks postdischarge
If new diagnosis of diabetes is made, manage according to Stepped Approach
Pharmacological Management of Type 2 Diabetes Guideline
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Acute Coronary
DIGAMI Syndrome
Possible Acute Coronary Syndrome

Known diabetes or
Admission lab glucose >11

No

Yes

If new diagnosis of
diabetes is considered,
refer to GP to confirm
at a later stage

STEMI or TIMI >4

No routine need for intravenous
insulin infusion
May require subcutaneous insulin
to treat hyperglycaemia
(see appendix 1)

Medical reason to
consider intravenous
insulin infusion

Restart usual diabetes treatment
≥ 48 hours post MI

Refer to Diabetes Specialist
service if patient requires
subcutaneous insulin

NB:

Insulin infusion i.e. Type 1 diabetes not eating and drinking (not routine):
Insulin (+Glucose ± K+) infusion up to 48 hours
Target blood glucose 6-10 mmol/l
Use Intravenous Insulin Chart
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Get ECG and cardiac monitoring
Send bloods for FBC, U&Es, CRP, Glucose,
LFTs and blood cultures if feverish
CXR
Blood Glucose (BG) to be checked hourly

Insulin infusion at 6 units/hour
I.V. 0.9% Normal saline
Tinzaparin (prophylaxis dose)
If blood glucose drops to 15mmol/L or
less, commence 10% glucose infusion as
per protocol

Yes

No

Osmolality >320mOsm/Kg
Urinary ketones ≤ ++
Plasma ketones <3mmol/L
Altered mental state

Aim for SLOW reduction in blood glucose

STOP insulin infusion once blood glucose is <15mmols/L

1. Insulin infusion at 2 units/hour
2. I.V. 0.9% Normal Saline
3. Treat exacerbation cause

Target blood glucose 10-15mmol/L, aim to achieve after 48/72
hours

Deal with ABCD issues first

Typical HHS:
Blood glucose >30
pH >7.30
Bicarbonate >15

Hyperosmolar Hyperglycaemic Syndrome (HHS)

Yes

Marked Hyperglycaemia & High Plasma Osmolality

No

Ketotic & Acidotic: Urine ketones >++
(or plasma ketones ≥3mmol/L), pH ≤7.3, bicarbonate ≤15

High Blood Glucose >15mmol/L

Insulin infusion should only be used when
all other treatment options have been
considered

Always start with IV Glucose

Follow IV Insulin Chart

Where a situation requires I/V insulin
instead of usual diabetes/insulin regime for
example: ACS or in Type 1 diabetes for
prolonged fasting, persistent vomiting or
medical investigations and Surgery

If not eating/drinking consider IV insulin

If well and eating/drinking, manage with
subcutaneous insulin or previous
diabetes treatment
(see hyperglycaemia guideline)

Hyperglycaemia management in Emergency Care Centre

Issue Date: February 2013

Review Date: February 2014

Intravenous insulin must be used in conjunction with a 10% glucose +/- potassium infusion except in the initial management of DKA and HHS.
Prescribe before patient leaves emergency Care Department

NB: Patients with severe DKA should be
managed on a critical care area

<7.1, blood ketones >6mmol/L, hypokalaemia on
+
admission (K <3.5 mmol/L), GCS <12 or abnormal
AVPU scale, oxygen saturation <92% on air, systolic
BP <90 mmHg, pulse >100 or <60 bpm

Indicators of Severe DKA: HCO3 <5 mmol/L / pH

1.
2.
3.
4.

Target blood glucose 6-10mmol/L

Deal with ABCD issues first

Diabetic Ketoacidosis

(Consider other causes of acidosis
such as sepsis, Acute Kidney Injury,
OD). **check lactate**

NB: Patients without significant
ketosis may still be Acidotic

Immediate Management of Hyperglycaemia – Emergency Care Centre

The Management of Diabetic Ketoacidosis in Adults
For young people under the age of 18years use British Society of Paediatric Endocrinology
and Diabetes (BSPED) guidelines:
http://www.bsped.org.uk/professional/guidelines/docs/DKAGuideline.pdf
Diagnostic criteria: all three of the following must be present
• capillary blood glucose above 11 mmol/L
• capillary ketones above 3 mmol/L or urine ketones ++ or more
• venous pH less than 7.3 and/or bicarbonate less than 15mmol/L

Box 1: Immediate management: time 0 to 60 minutes
(T=0 at time intravenous fluids are commenced)
If intravenous access cannot be obtained request critical care support immediately

ACTION 1

ACTION 2

ACTION 3

ACTION 4

ACTION 5

ACTION 6

Commence 0.9% sodium chloride solution (use large bore cannula) via
infusion pump. See Box 2 for rate of fluid replacement
Commence a fixed rate intravenous insulin infusion(IVII)
(0.1unit/kg/hr based on estimate of weight) 50 units human
soluble insulin (Actrapid or Humulin S) made up to 50ml with
0.9% sodium chloride solution. If patient normally takes long
acting insulin analogue (Lantus, Levemir) continue at usual
dose and time.
Assess patient:
Respiratory rate; temperature; blood pressure; pulse; oxygen saturation
Glasgow coma scale
Full clinical examination
Further investigations
Capillary and laboratory glucose
Venous ABG / U&E / FBC / Blood cultures / ECG / CXR / MSU
Establish monitoring regimen
Hourly capillary blood glucose
Hourly capillary ketone measurement if available
Venous bicarbonate and potassium at 60 minutes, 2 hours and 2 hourly thereafter
4 hourly plasma electrolytes
Continuous cardiac monitoring if required
Continuous pulse oximetry if required
Consider precipitating causes and treat appropriately
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Box 2: Initial fluid replacement. Restoration of circulating volume is priority
Systolic BP (SBP) below 90 mmHG

Likely to be due to low circulating volume, but consider other causes such as heart failure,
sepsis etc.
Give 500ml of 0.9% sodium chloride solution over 10-15minutes. If SBP remains below
90mmHg repeat whilst requesting senior input. Most patients require between 500 to 1000ml
given rapidly.
Consider involving the ITU/critical team.
Once SBP above 90mmHg give 0.9% sodium chloride over next 60 minutes. Addition of
potassium likely to be required in this second litre of fluid.
Systolic BP on admission 90 mmHg and over

Give 1000ml 0.9% sodium chloride over first 60 minutes
Potassium replacement
Potassium level (mmol/L)

Potassium replacement
mmol/L of infusion solution

>5.5
3.5 – 5.5
<3.5

Nil
40mmol/L
senior review- additional potassium required

Box 3: 60 minutes to 6 hours
Aim of treatment:

Rate of fall of ketones at least 0.5mmol/L/hr OR bicarbonate rise 3mmol/L/hr and blood glucose
fall 3 mmol/L/hr
Maintain serum potassium in normal range
Avoid hypoglycaemia
Action 1: Re-assess patient, monitor vital signs

Hourly blood glucose (lab blood glucose if meter reading ‘Hi’)
Hourly blood ketones if meter available
Venous blood gas for pH, bicarbonate and potassium at 60 minutes, 2 hours and 2 hourly
thereafter
If potassium is outside normal range, re-assess potassium replacement and check hourly. If
abnormal after further hour seek immediate senior medical advice
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Action 2: Continue fluid replacement via infusion pump as follows:

0.9% sodium chloride 1L with potassium chloride over 2 hours
0.9% sodium chloride 1L with potassium chloride over 2 hours
0.9% sodium chloride 1L with potassium chloride over 4 hours
Add 10% glucose 125mls/hr if blood glucose falls below 14 mmol/L
More cautious fluid replacement in young people aged 18-25 years, elderly, pregnant,
heart or renal failure. (consider HDU and/or central line)
Action 3: Assess response to treatment Insulin infusion rate may need review if

Capillary ketones not falling by at least 0.5 mmol/L/hr
Venous bicarbonate not rising by at least 3 mmol/L/hr
Plasma glucose not falling by at least 3 mmol/L/hr
Continue fixed rate IVII until ketones less than 0.3mmol/L, venous pH over 7.3 and/or venous
bicarbonate over 18 mmol/L
If Ketones and glucose are not falling as expected always check the insulin infusion pump is working and
connected and that the correct insulin residual volume is present (to check for pump malfunction)
If equipment working but response to treatment inadequate, increase insulin
infusion rate by 1 unit/hr increments hourly until targets achieved. Additional measures:

Regular observations and Early Warning Score (EWS)
Accurate fluid balance chart, minimum urine output 0.5 ml/kg/hr
Consider urinary catheterisation if incontinent or anuric (not passed urine by 60 minutes)
Nasogastric tube with airway protection if patient obtunded or persistently vomiting
Measure arterial blood gases and repeat chest radiograph if oxygen saturation less than 92%
Thromboprophylaxis with low molecular weight heparin
Consider ECG monitoring if potassium abnormal or concerns about cardiac status

Box 4: 6 to 12 hours
Aim of treatment:

Ensure clinical and biochemical parameters improving
Continue IV fluid replacement
Avoid hypoglycaemia
Assess for complications of treatment e.g. fluid overload,
cerebral oedema
Treat precipitating factors as necessary
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Action 1: Reassess patient, monitor vital sings

If patient is not improving by criteria in box 3 seek senior advice
Continue IV fluid via infusion pump at reduced rate
0.9% sodium chloride 1Lwith potassium chloride over 4 hours
0.9% sodium chloride 1L with potassium chloride over 6 hours
Add 10% glucose 125ml/hr if blood glucose falls below 14 mmol/L
Reassess cardiovascular status at 12hrs, further fluid may be required.
Check for fluid overload
Action 2- review biochemical and metabolic parameters

At 6 hours check venous pH, bicarbonate, potassium, capillary ketones and glucose
Resolution is defined as ketones less than 0.3 mmol/L,, venous pH over 7.3
(do not use bicarbonate as a surrogate at this stage)
Ensure referral has been made to diabetes team
If DKA not resolved review insulin infusion (see Box 3 Action 3)
If DKA resolved go to Box 6

Box 5: 12 to 24 hours
Expectation: By 24 hours ketonaemia and acidosis should have resolved.
Request senior review if not improving.
Aim of treatment:

Ensure that clinical and biochemical parameters are continuing to improve or are normal
Continue IV fluid replacement if not eating and drinking
If ketonaemia cleared and patient not eating and drinking move to a variable rate IVII as per
local guidelines
Re=assess for complications of treatment e.g. fluid overload, cerebral oedema
Continue to treat precipitating factors
Transfer to subcutaneous insulin if patient is eating and drinking normally
Action 1: Reassess patient, monitor vital signs
Action 2: Review biochemical and metabolic parameters

At 12 hrs check venous pH, bicarbonate, potassium, capillary ketones and glucose
Resolution is defined as ketones <0.3mmol/L, venous pH >7.3
If not resolved review fluid Box 4 Action 1 and insulin infusion Box 3
Action 3: If DKA resolved go to Box 6
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Box 6: Resolution of DKA
Expectation: Patient should be eating and drinking and back to normal insulin.
If DKA is not resolved identify and treat the reasons for failure to respond.

This situation is unusual and requires senior and specialist input.
Transfer to subcutaneous insulin
Convert to subcutaneous regimen when biochemically stable (capillary ketones less than
0.3mmol/L, pH over 7.3) and the patient is ready and able to eat. Do not discontinue intravenous insulin infusion until 30 minutes after subcutaneous short acting insulin has been given.
Conversion to subcutaneous insulin should be managed by the Specialist Diabetes Team. If the
team is not available use local guidelines. If the patients is newly diagnosed it is essential they
are seen by a member of the specialist team prior to discharge.
Arrange follow up with specialist team.

HDU/level 2 facility and/or insertion of central line may be required in following
circumstances (request urgent senior review)
•
•
•
•
•
•

Young people aged 18-25 years
Elderly
Pregnant
Heart or kidney failure
Other serious co-morbidities
Severe DKA by following criteria
- Blood ketones above 6 mmol/L
- Venous bicarbonate below 5 mmol/L
- Venous pH below 7.1
- Hypokalaemia on admission (below 3.5 mmol/L)
- GCS less than 12
- Oxygen saturation below 92% on air (Arterial blood gases required)
- Systolic BP below 90 mmHg
- Pulse over 100 or below 60 bpm
- Anion gap above 16 [Anion gap =(Na++K+)-(Cl-+HCo3-)]

Reproduced from ‘Diabetes UK Position Statements and Care Recommendations’. Diabetic Medicine 2011
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HYPONATRAEMIA ASSESSMENT AND TREATMENT ALGORITHM
Na<130mmol/l, Overt Symptoms
usually below 120mmol/l

Evaluate:
Conscious level, drugs,
Postural BP, Consider
level 2 care if low GCS or
seizures

Assess Volume
status and
Urine Na
Hypovolaemic

Urine Na <20mmol/L
o GI- vomiting/ diarrhoea
o Fluid shifts (e.g. pancreatitis)
Urine Na >20mmol/L
o Diuretics (occ Na<20 if
recently stopped)
o Salt wasting nephropathy
(analgesics, pyelonephritis)
o Adrenal insufficiency- If 9am
cortisol is < 500nmol/l, proceed
with SST.

Symptomatic

Restore volume
with fluid
challenge (1L
saline over 8
hrs)
Repeat Na and
continue fluids if
Na rising.

Asymptomatic

Restore volume
with isotonic saline

Euvolaemic

Hypervolaemic
Measure Serum and Urine
Osmolality, Urea, Glucose,
Triglycerides, TFT’s, 9am Cortisol

Urine Na<20mmol/L
O Acute H2O overload (usually with preceding
dehydration)

Urine Na >20mmol/L
Chronic H2O overload (urine osmol <100mOsm/kg)
Renal failure (CRF)
Hypothyroidism
Adrenal insufficiency (reduced free water clearance)
SIADH^

O
o
O
O
o

Symptomatic

Treat underlying Cause.
Stop offending drugs
Consider:- Water restriction
Demeclocycline
150mg bd-qds
Tolvaptan (Only by Consultant
Endocrinologist for SIADH)
Hypertonic saline-

Asymptomatic
Water restriction
Stop offending
drugs

Urine Na <20mmol/L
o Cirrhosis
o Congestive Heart
Failure
o Nephrotic syndrome

Symptomatic/
asymptomatic

Treat underlying
disorder
Water restriction

(Discuss with Consultant
Endocrinologist/Intensivist
before initiation)

MONITORING
Fluid balance, Strict Input and Output chart. Na should not increase by Greater than 10-12mmol in 24 hours.
Urgent Serum U+E/Sodium should be checked every 12 hours.
In marked ‘non-acute’ hyponatraemia, aim for cautious Na replacement due to risk of demyelination.
During active treatment of severe hyponatraemia serum Na should be reassessed hourly. (HDU environment if possible)
Refer to ICCU/ITU URGENTLY If Na<115 mmol/l or evidence of neurological insult e.g Seizures, declining GCS.
Think of Pseudohyponatraemia- e.g. lipaemic, paraprotein OR Intracellular shift (hyperglycaemia) osmolar gap~
*Drugs such as diuretics (thiazides, amiloride/ Frumil, spironolactone), carbamazepine, ACE inhibitors and antidepressant
SSRIs are notable causes. PPI’s have also been implicated.
Symptoms depend critically on rapidity of onset and severity of hyponatraemia Acute hyponatraemia can cause cerebral
oedema and requires urgent treatment. Chronic hyponatraemia if corrected too rapidly can cause osmotic
demyelination
^SIADH is a diagnosis of exclusion in euvolaemic hyponatraemia with Urine Na>20 and Ur Osm>200. If no response to
fluid restriction, consult an Endocrinologist for exploring role of Vasopressin receptor antagonist such as Tolvaptan^^ (^^
Urine Na should be more than 40 mmol/L, Urine Osm >200 and Urine/plasma electrolyte ratio =/>1**)
[** U/P electrolyte ratio= Urine Na + Urine K / Plasma Na]
Calculated Osmolality = [2x (Na + K)] + Urea + Glu
North East Endocrine Network
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Management of Pituitary Apoplexy
Guidelines from Society for Endocrinology: Summary
Classical pituitary apoplexy is a medical emergency and rapid replacement with
hydrocortisone maybe life saving.
It is a clinical syndrome characterised by the sudden onset of headache, vomiting, visual
impairment and decreased consciousness caused by haemorrhage and/or infarction of the
pituitary gland. It is associated with the sudden onset of headache accompanied or not by
neurological symptoms involving the second, third, fourth and sixth cranial nerves.

Precipitating factors in pituitary apoplexy
Systemic hypertension (26%)
Major surgery, in particular coronary artery bypass surgery
Dynamic pituitary function tests with GnRH, TRH and CRH
Anticoagulation therapy
Coagulopathies
Oestrogen therapy
Initiation or withdrawal of dopamine receptor agonist
Radiation therapy
Pregnancy
Head trauma

Assessment
Clinical assessment
1. Diagnosis of pituitary apoplexy should be considered in all patients presenting with acute
severe headache with or with out neuro-ophthalmic signs.
2. Patients who have been diagnosed with pituitary tumour should be given clear information
regarding the signs and symptoms of pituitary apoplexy and the precipitating factors.
3. Patients known to have a pituitary tumour must be observed for signs and symptoms of
pituitary apoplexy when performing pituitary stimulation tests, commencing
anticoagulation therapy or undertaking coronary artery bypass or other major surgery.
4. Initial assessment should include a detailed history focusing on symptoms of pituitary
dysfunction e.g. symptoms of hypogonadism, followed by a thorough physical examination
including cranial nerves and visual fields to confrontation.
5. Formal visual fields assessment, using Humphrey visual field analyzer or Goldmann
perimeter must be undertaken when the patient is clinically stable, preferably within 24
hours of suspected diagnosis.
6. In haemodynamically unstable patients, intravenous hydrocortisone should be administered
after drawing blood samples for baseline endocrine function tests including random serum
cortisol, FT4 and TSH.
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Endocrine assessment
1. Urgent blood samples drawn to check electrolytes, renal function, liver function, clotting
screen, full blood count, and random cortisol, PRL, FT4, TSH, IGF1, GH, LH, FSH and
testosterone in men, oestradiol in women.

Radiological assessment
1. Urgent MRI scan must be done in all patients with suspected pituitary apoplexy.
2. A dedicated pituitary CT scan is indicated if the MRI scan is either contraindicated or not
possible.

Management
Steroid therapy in pituitary apoplexy
Indications: haemodynamic instability, altered consciousness level, reduced visual acuity
and severe visual field defects
1. Immediate medical management: careful assessment of fluid and electrolyte balance,
replacement of corticosteroids and supportive measures to ensure haemodynamic stability.
2. Haemodynamically unstable: commence on empirical steroid therapy. In adults
hydrocortisone 100-200mg as an intravenous bolus is appropriate, followed either by 2-4mg
per hour by continuous intravenous infusion or 50-100mg six hourly by intramuscular
injection, after drawing blood samples.
3. Other patients should be considered for treatment with steroids, if their 09.00 serum cortisol
is less than 550nmol/l.
4. Further neuro-ophthalmic assessments, to check the visual acuity, visual fields and ocular
paresis must be undertaken, when the patient is clinically stable.

Site of management
Once medically stabilized, all patients should be transferred following liaison and advice
from the specialist neurosurgical/endocrine team to the local neurosurgical/endocrine team
as soon as possible. Neurosurgical HDU facilities must be available with access to
specialist endocrine and ophthalmological expertise.

Conservative management
1. Patients without any neuro-ophthalmic signs or mild and stable signs can be considered for
conservative management with careful monitoring.
2. In patients with reduced visual acuity or defective visual fields, formal assessment of visual
fields and acuity should be performed every day until clear trend of improvement is
observed.
3. Acutely unwell patients should have neurological assessment every hour and any
deterioration in neurological status should prompt urgent senior medical review with
consideration to proceed with surgery.

206

5. Renal function and electrolytes should be checked daily.
6. Further endocrine specialist evaluation to assess possible under or over secretion of
pituitary hormones should be undertaken in stable patients.

Surgical management
Surgery to be performed by an experienced pituitary surgeon, preferably within the first
seven days of onset of symptoms.

Indications
1. Patients with severe neuro-ophthalmic signs such as severely reduced visual acuity, severe
and persistent or deteriorating visual field defects or deteriorating level of consciousness
should be considered for surgical management.
2. Ocular paresis due to involvement of III, IV or VI cranial nerves in cavernous sinus in the
absence of visual field defects or reduced visual acuity is not in itself an indication for
immediate surgery. Resolution will typically occur within days or weeks with conservative
management
3. Presence of a new or deteriorating visual deficit or neurological deterioration should prompt
further urgent imaging with a view to decompressive surgery (including external
ventricular drain (EVD) placement) in the presence of hydrocephalus.

Post-operative care
Immediate post-operative care
Endocrine assessment
1. If pre- operative steroid reserve is adequate or unknown:
• Check 9am serum cortisol on day two and day three after surgery, in patients
with no evidence of cortisol deficiency before operation.
• If already on hydrocortisone replacement, omit the evening dose for the previous
day before checking
Using postoperative hydrocortisone in patients without Cushing’s disease
9 a.m. cortisol level
>550 nmol/l
400–550 nmol/l

Action
No requirement for hydrocortisone
Hydrocortisone only during severe illness
or stress*

<400 nmol/l

Start regular oral hydrocortisone

*Give patient supply of oral and parenteral hydrocortisone to take home with appropriate written advice
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2. In patients with proven cortisol deficiency before surgery, continue hydrocortisone and
consider changing over to maintenance dosage when stable.
(These patients will need further assessment at four to eight weeks to determine need for
long-term steroids)
3. FT4 and TSH should be assessed on day three or day four and thyroid hormone replacement
should be considered if deficient.
(If FT4 and TSH normal further assessment should take place at 4 - 8 weeks)

Visual assessment
1. Visual acuity, eye movements and visual fields should be examined at the bedside preferably
within 48 hours and this should be followed by formal visual field assessment.
2. Patients who develop unexpected visual loss or significant deterioration in the visual fields
should have urgent MRI scan and a review by the Neurosurgical team.
3. Patients should be reviewed every hour to assess the fluid balance and serum urea, serum
creatinine, serum electrolytes, plasma & urine osmolalities should be checked immediately if
diabetes insipidus is suspected.
4. Other post-operative complications such as CSF leakage, visual loss, meningitis and cortisol
deficiency should be proactively looked out for.
5. Full blood count, serum urea, serum creatinine, serum electrolytes, and plasma/urine
osmolalities should be checked at least once daily or more frequently if there are clinical
concerns.

Long-term follow-up and outcomes
Endocrine outcomes
1. All patients with pituitary apoplexy should have an endocrine review at four to eight weeks
following the event. They should have full biochemical assessment of pituitary function and
formal assessment of their visual acuity, eye movements and visual fields.
2. Patients treated for apoplexy should have an annual biochemical assessment of pituitary
function which should include FT4, TSH, LH, FSH, testosterone in men, oestradiol in women,
prolactin, IGF1 and dynamic tests of cortisol and growth hormone secretion if clinically
appropriate

Long-term monitoring and surveillance
1. Close radiological follow up is required and if residual tumour or recurrence is detected,
additional modalities such as radiotherapy or redo surgery should be considered.
2. A MRI Scan is recommended at three to six months after apoplexy and thereafter an annual
MRI scan should be considered for the next five years, then two yearly.
3. At least an annual clinical review preferably in a joint endocrine/neurosurgical clinic is
recommended. All patients must be discussed within the pituitary multidisciplinary team.

208

4. There should be recognition of the psychological effects of pituitary disease and support
from an endocrine specialist nurse and patient support organisations like the Pituitary
Foundation, should be provided.
For full guidance visit weblink below;
https://www.endocrinology.org/policy/docs/11-01_PituitaryApoplexy.pdf
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Satisfactory
As required to gain the
necessary number of
competencies
See note a)
(No less than 4)
50%

50%

As required to gain the
necessary number of
competencies.
See note a)
(No less than 4)
20%

20%

Satisfactory

Valid
As required to gain the
necessary number of
competencies
See note a)
(No less than 4)

Valid
As required to gain the
necessary number of
competencies
See note a)
(No less than 4)
Satisfactory

ST4

ST3

Endocrinology and Diabetes ARCP Decision Aid (revised 2014)

Acquisition of
common
competencies (%
by end of year)
evidenced by
above
assessments
Acquisition of
speciality (
Endocrinology and
diabetes)
competences (%
by end of year)

MSF
AA
TO
CBD

PS*

Examinations
ALS Certificate
mini-CEX

70%

As required to gain the
necessary number of
competencies
See note a)
(No less than 4)
70%

Satisfactory

ST5
SCE attempted/passed
Valid
As required to gain the
necessary number of
competencies
See note a)
(No less than 4)

85%

85%

Satisfactory
As required to gain the
necessary number of
competencies
See note a)

Satisfactory

ST6
SCE attempted/passed
Valid
As required to gain the
necessary number of
competencies
See note a)

100%

100%

As necessary to
cover any
deficiencies identified
at PYA

Satisfactory

ST7
SCE passed
Valid
As necessary to
cover any
deficiencies identified
at PYA

The table that follows includes a column for each training year which documents the targets that have to be achieved for a satisfactory ARCP
outcome at the end of the training year.

Endocrinology and Diabetes ARCP Decision Aid – revised March 2014
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Documentary evidence
of additional courses,
research and audit
activity
Satisfactory – to
include summary of
MCR and any actions
resulting
4-6

Supportive
evidence

Attendance 65% of
regional specialty
study days.
Documentary evidence
of additional courses,
research and audit
activity
Satisfactory – to
include summary of
MCR and any actions
resulting
4-6

Attended a specialist
training course - see
note b)

4-6

Satisfactory – to include
summary of MCR and any
actions resulting
4-6

Satisfactory – to include
summary of MCR and any
actions resulting

Attendance 65% of regional
specialty study days.
Documentary evidence of
additional courses, research
and audit activity

By this stage, attended
specialist training courses in
both Endocrinology and
Diabetes Mellitus.

By this stage, attended
both an annual DUK and
BES meeting.
Attendance 65% of
regional specialty study
days.
Documentary evidence of
additional courses,
research and audit activity

Attended an appropriate
meeting – see note c)

Attended a specialist
training course - see note
b)

Satisfactory – to
include summary of
MCR and any actions
resulting
4-6

Management course

Continued
attendance at
national meeting and
regional speciality
study days

Endocrinology and Diabetes ARCP Decision Aid (revised 2014)

a) By this stage, most sub-specialty areas should have been covered, with evidence demonstrated of competence across the majority of common
areas of practice in both Endocrinology and Diabetes Mellitus.
b) Attended a specialist training course in Endocrinology or Diabetes Mellitus, run by one of the Royal Colleges of Physicians or Specialist Societies
c) Attended either annual DUK or BES meeting (or alternatively a major international Endocrinology or Diabetes Mellitus meeting) during previous
year.
d) The order in which competencies are gained will depend on the individual training programme and will be determined by the programme director
for each trainee.
*(Not a mandatory assessment method)

Notes:

This decision aid will be reviewed further to the WPBA pilot recommendations and is subject to change in August 2014

Multiple Consultant
Report (MCR)

Educational
Supervisor’s
Report

Attendance 65% of
regional speciality
study days.

Attendance at
meetings, courses

tracked to above
assessments

General Internal Medicine ARCP Decision Aid – revised March 2014
The table that follows includes a column for each stage of training which documents the
targets that have to be achieved for a satisfactory ARCP outcome at the end of that stage.
Each stage of training equates to 12 months for trainees on a 3 year single CCT GIM
programme. Most trainees however are on a dual CCT programme which includes GIM and
there is variability between specialty training programmes when GIM experience is gained.
This decision aid summarises the CCT targets which must be achieved before the award of a
CCT and it is recommended that the targets for the stages of training should be used by
trainees and their training programme director as a guide to the targets for the ARCP at the
end of each training year. Some discretion can be used before the final CCT (ie at Stages 1
and 2) if the educational supervisor indicates to the ARCP panel that overall progress is
satisfactory.
The ePortfolio curriculum record should be used to present evidence in an organised way to
enable the educational supervisor and the ARCP panel to determine whether satisfactory
progress with training is being made to proceed to the next phase of training. Evidence that
may be linked to the competencies listed on the ePortfolio curriculum record include work
place assessments of performance, reflections on clinical cases or events or personal
performance, reflection on teaching attended or other learning events undertaken e.g. e
learning modules, reflection on significant publications, audit or quality improvement
project reports (structured abstracts recommended) and / or assessments, feedback on
teaching delivered and examination pass communications. Summaries of clinical activity
and teaching attendance should be recorded in the logbook facility in the ePortfolio.
It is recognised that there is a hierarchy of competencies within the curriculum. It is
expected that the breadth and depth of evidence presented for the emergency presentations,
top symptom presentations and procedures will be greater than that for the common
competencies and the other important presentations which should be sampled to a lesser
extent i.e. work place assessment evidence is not required for all of these competencies.
However, there must be evidence of engagement with that section of the curriculum.
An educational supervisor report covering the whole training year is required before the
ARCP. The ES will receive feedback on a trainee’s clinical performance from other clinicians
via the multiple consultant report (MCR). Great emphasis is placed on the ES confirming that
satisfactory progress in the curriculum is being made compared to the level expected of a
trainee at that stage of their training. This report should bring to the attention of the panel
events that are causing concern e.g. patient safety issues, professional behaviour issues, poor
performance in work-place based assessments, poor MSF report and issues reported by
other clinicians. It is expected that serious events would trigger a deanery review even if an
ARCP was not due.
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213

Satisfactory with no
concerns

Able to supervise and
lead a complete medical
take of at least 20
patients including
management of complex
patients both as
emergencies and in
patients
Able to supervise more
junior trainees and to
liaise with other
specialties.
Awareness and
implementation of local
clinical governance policies
and involvement in a local
management role within
directorates, as an
observer or trainee
representative

Satisfactory with no
concerns

Demonstrate
implementation of
evidence based medicine
whenever possible with
the use of common
guidelines
Demonstrate good
practice in team working
and contributing to multidisciplinary teams.

Satisfactory with no
concerns

Demonstrate acquisition
of leadership skills in
supervising the work of
Foundation and Core
Medical trainees during
the acute medical take

Comments

To cover the whole
training year since last
ARCP

Valid
Valid
Valid
WPBAs should be performed proportionately throughout each training year and performed by a number of different assessors
It is expected that a range of assessments will be used and structured feedback given to aid the trainees personal development.
Minimum number of
Cumulative totals to be
consultant WPBAs
10
10
10
used when a GIM
per year
training year spans
(with at least 6 ACATs)
(with at least 6 ACATs)
(with at least 6 ACATs)
more than 1 training

Management and
leadership

Overall report

General Internal Medicine ARCP Decision Aid (revised 2014)

Work Place
Based
Assessments
(WPBAs)

ALS

Educational
Supervisor
report(s)

GIM ARCP Decision Aid - standards for recognising satisfactory progress
Curriculum domain
GIM stage 1
GIM stage 2
CCT
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Signed off with supporting
evidence of performance
Signed off with supporting
evidence of performance

Shocked patient

Confirmation by
educational supervisor
that satisfactory progress
is being made

Cardio-respiratory
arrest

General Internal Medicine ARCP Decision Aid (revised 2014)

Emergency
Presentations

Common
Competencies

GIM Audit
or GIM Quality
improvement
projects
Confirmation by
educational supervisor
that satisfactory progress
is being made

1

Satisfactory performance
at curriculum level 3 or 4
signed off by educational
supervisor

Need to have lead one
before CCT

1 before CCT

Teaching
Observation
MSF
1

1 before CCT

Audit assessment

It is expected that
ACATs, mini-CEXs and
CbDs will be used to
assess workplace
performance of these
competencies

The ARCP panel will
expect to see evidence
of engagement with a
majority of the
competencies in this
section of the curriculum

If significant concerns
are raised then
arrangements should be
made for a repeat
MSF(s)

Replies should be
received within a 3
month time window from
a minimum of 12 raters
including 3 consultants
and a mixture of other
staff for a valid MSF.

year
Feedback should be
primarily about the audit
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1. Pneumothorax
insertion using

Intercostal drainage

Clinically independent
Clinically independent
Clinically independent

Procedures

Skills lab training
completed or satisfactory
supervised practice

Confirmation by
educational supervisor
that satisfactory progress
is being made

Other Important
Presentations

DC cardioversion
Knee aspiration
Abdominal
paracentesis
Central venous
cannulation (by
internal jugular,
subclavian or
femoral approach)
with U/S guidance
where appropriate

Confirmation by
educational supervisor
that satisfactory progress
is being made

Signed by educational
supervisor after a
satisfactory assessment of
clinical performance or
after discussion of
management if no clinical
cases encountered

Anaphylaxis /
severe adverse
drug reaction

Top
Presentations

Signed off with supporting
evidence of performance

Unconscious patient

Confirmation by
educational supervisor
that satisfactory progress
is being made

Each presentation
individually signed off
with supporting evidence
of performance

Clinical independence
or able to perform the
procedure with
supervision / assistance

Clinical independence
or able to perform the
procedure with
supervision / assistance

Confirmation by
educational supervisor
that level of performance
in this area is satisfactory
for GIM completion

DOPS to be repeated
until clinical
independence (where
required) is confirmed

Procedures should be
evidenced by DOPS
(initially training /
formative) and then
assessment /
summative to confirm
competence where
required

CMT procedural skills
must be maintained

The ARCP panel will
expect to see evidence
of engagement with this
section of the curriculum
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Satisfactory – to
include summary of
MCR and any
actions resulting
4-6

External GIM

Overall teaching
attendance

Clinics *
(or equivalents)

Acute Take

4-6

Satisfactory – to include
summary of MCR and any
actions resulting

Satisfactory record of
teaching attendance

4-6

Satisfactory – to include
summary of MCR and
any actions resulting

Satisfactory record of
teaching attendance

4-6

Satisfactory – to include
summary of MCR and any
actions resulting

100 hours before CCT

Satisfactory record of
teaching attendance

1000 patients
seen before CCT
186 performed before
CCT

Skills lab training
competent

4-6

It is expected that
performance in
outpatients will be
assessed using Mini
CEX and CbD.
Reflective practice and
patient survey are also
recommended for use in
outpatients
The requirements to
attend teaching
attendance should be
specified on
commencement of
training
Includes regional
teaching days
Satisfactory – to include
summary of MCR and
any actions resulting

For potentially lifethreatening procedures,
at least 2 DOPS
confirming competence
are required from
different assessors

General Internal Medicine ARCP Decision Aid (revised 2014)

*The Specialist Advisory Committees for General Internal Medicine and Geriatric Medicine have agreed that there is equivalent outpatient
experience for trainees undertaking a Dual CCT in GIM and Geriatric Medicine only. Please see appendix 1 for this list.
This decision aid will be reviewed further to the WPBA pilot recommendations and is subject to change in August 2014

Multiple
Consultant Report
(MCR)

Educational
Supervisor’s
Report

Teaching

Clinical activity

Seldinger
technique
2. Pleural Effusion
using Seldinger
technique with
ultrasound
guidance
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DOCUMENTATION

PERIOD COVERED:

Required at Stage 1 and Stage 2 of training!

MSF

Satisfactory record of teaching attendance (70%) and 100 hours required before CCT

Teaching Attendance

4 - to be spread throughout the year

Mini CEX

4 - to be spread throughout the year

CBD

6 to be spread throughout the year

Valid ALS
ACATs

Educational Supervisors report relating to GIM

LEVEL OF TRAINING:

DATE:

TRAINEE NAME:

YES / NO

YES / NO

YES / NO

YES / NO

YES / NO

YES / NO

YES / NO

REVIEWED

General (Internal) Medicine ARCP Panel Checklist
To be used in conjunction with the relevant Decision Aid

COMMENTS
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Procedures should be evidence by DOPS to conﬁrm competence. For potentially life threatening
procedures, at least 2 DOPS conﬁrming competence area required from two diﬀerent assessors.
See Decision Aid for expected level for each stage of training.

Procedures

The ARCP panel will expect to see evidence of engagement with this section of the curriculum. See
Decision Aid for expected level for each stage of training.

Other Important Presentations

Top Presentations - . See Decision Aid for expected level for each Stage of training.

Top Presentations

All four to be signed oﬀ with supporting evidence of performance at Stage 1. It is expected that ACATs,
mini-CeXs and CbDs will be used to assess workplace performance of these competencies.

Emergency Presentations

The ARCP panel will expect to see evidence of engagement with a majority of the competencies in this
section of the curriculum. See Decision Aid for expected level for each Stage of training.

Common Competencies

A minimum of 1000 patients to be seen in acute take during period of dual training with evidence of
individual’s activity. Total of 186 clinics during period of training. Numbers to be recorded in Educational
Supervisor’s report.

Clinical Activity

1 before CCT

Teaching Observation

1 before CCT

Audit Assessment

4-6 responses per placement. Completed in the last 4-6 weeks of placement.

Multiple Consultant Report

YES / NO

YES / NO

YES / NO

YES / NO

YES / NO

YES / NO

YES / NO

YES / NO

YES / NO

Diabetes and Endocrinology ARCP Trainee Checklist
TRAINEE NAME:
Curriculum: 2010 2007 (Please circle)
DATE
LEVEL OF TRAINING

PERIOD COVERED
Date from:

DOCUMENTATION

DD/MM /YY to DD /MM /YY

Location of Evidence on Eportfolio

Educational Supervisors report

YES / NO

Valid ALS
SCE

YES / NO

ST5 – Attempt/Pass (2010 Curriculum)
ST6 – Attempt/Pass (2007 Curriculum – Pass)
ST7 - Pass

YES / NO

CBD

2010 - As required to gain the necessary number of competencies; no
less than 4 per year

YES / NO

2007– 2 minimum per year;

ST3 – Covering more general areas of D&E
ST4 – ST5 Demonstrating increasing experience in sub-specialty areas
ST6/ST7 As previous. See Decision Aid for speciﬁcs

Mini CEX
2010

ST3 – ST5 As required to gain the necessary number of competencies;
no less than 4
ST6 As required to gain the necessary number of competencies
ST7 As necessary to cover any deﬁciencies identiﬁed at PYA

YES / NO

2007

ST3 – 2 minimum
ST4 – ST6 4 minimum per year
ST7 - As necessary to cover any deﬁciencies identiﬁed at PYA

MSF

YES / NO

2010 and 2007

ST3 and ST6 - 1 satisfactorily completed

Multiple Consultant Report
2010 and 2007
ST3 – ST7 –

YES / NO

4-6 responses per placement. Completed in the last
4-6 weeks of placement.

Patient Survey

YES / NO

2010

ST4 and ST7 - 1 satisfactorily completed
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Audit Assessment

YES / NO

2010

ST5 1 satisfactorily completed

Teaching Observation

YES / NO

Regional Diabetes, Endocrinology speciality
study days Attendance

YES / NO

ST4 and ST6 – 1 satisfactory each year

2010 and 2007
ST3 – ST7

65%, attendance, CME, MERIT, NERRAG !

ST4 attendance a Specialist training course like clinical update
ST5 – attended both an annual DUK and BES meeting
ST6 – attended specialist training courses in both Endocrinology and
Diabetes Mellitus
ST7 – Continued attendance at national and regional plus Management
Course

YES / NO

Acquisition of Common and Specialty
Competencies
ST3 –
ST4 –
ST5 –
ST6 –
ST7 –

20%
50%
70%
85%
100%

YES / NO

Supportive evidence

YES / NO

Documentary evidence of additional course, research and audit activity

Report completed by

Signature
Date

Please upload this completed form to your personal library in Eportfolio entitled: Diabetes and Endocrinology
ARCP 2014
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Acquisition of
common
competencies (%
by end of year)
evidenced by
above
assessments
Acquisition of
speciality (
Endocrinology and
diabetes)
competences (%
by end of year)
tracked to above
assessments

MSF
AA
TO
CBD

PS*

Examinations
ALS Certificate
mini-CEX

Satisfactory
As required to gain the
necessary number of
competencies
See note a)
(No less than 4)
50%

50%

As required to gain the
necessary number of
competencies.
See note a)
(No less than 4)
20%

20%

Satisfactory

Valid
As required to gain the
necessary number of
competencies
See note a)
(No less than 4)

Valid
As required to gain the
necessary number of
competencies
See note a)
(No less than 4)
Satisfactory

ST4

ST3

2010 Endocrinology and Diabetes ARCP Decision Aid

70%

As required to gain the
necessary number of
competencies
See note a)
(No less than 4)
70%

Satisfactory

ST5
SCE attempted/passed
Valid
As required to gain the
necessary number of
competencies
See note a)
(No less than 4)

85%

85%

Satisfactory
As required to gain the
necessary number of
competencies
See note a)

Satisfactory

ST6
SCE attempted/passed
Valid
As required to gain the
necessary number of
competencies
See note a)

100%

100%

As necessary to
cover any
deficiencies identified
at PYA

Satisfactory

ST7
SCE passed
Valid
As necessary to
cover any
deficiencies identified
at PYA
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Attendance 65% of
regional specialty
study days.
Documentary evidence
of additional courses,
research and audit
activity
Satisfactory

Documentary evidence
of additional courses,
research and audit
activity
Satisfactory

Supportive
evidence

Supervisor’s
Report

Attended a specialist
training course - see
note b)

Attendance 65% of
regional speciality
study days.

Attendance at
meetings, courses

Attendance 65% of regional
specialty study days.
Documentary evidence of
additional courses, research
and audit activity
Satisfactory

Satisfactory

By this stage, attended
specialist training courses in
both Endocrinology and
Diabetes Mellitus.

By this stage, attended
both an annual DUK and
BES meeting.
Attendance 65% of
regional specialty study
days.
Documentary evidence of
additional courses,
research and audit activity

Attended an appropriate
meeting – see note c)

Attended a specialist
training course - see note
b)

Satisfactory

Management course

Continued
attendance at
national meeting and
regional speciality
study days
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