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Foreword

Diabetes is a serious condition that affects the health and lifestyle of as many as

1:40 people in Scotland. Some authorities suggest this figure may rise to 1:25 by
2010. Despite well-established links with cardiovascular, renal, neurological and
ophthalmic diseases, many people fail to recognise the risks of diabetes, with Diabetes
UK suggesting that less than half of the population know that diabetes can cause

premature death.

Evidence on how to manage diabetes is strong in relation to primary prevention,
treatment and prevention of complications. Treatments are improving, with major
advances seen in recent years in fields such as islet cell transplantation. Scotland has
a good track record of managing diabetes, with a solid platform of multidisciplinary

management and patient involvement.

While specialist services for people with diabetes in Scotland are effective, many people
look to their healthcare providers — GPs and hospital doctors, community and hospital-
based nurses and midwives, dietitians, pharmacists and podiatrists - as the first line

of support in managing their condition. It is therefore vital that these professionals,
who care for people with diabetes as part of their routine responsibilities but are not
considered ‘specialists’ in diabetes, have the right educational preparation to meet the

challenges.

This planning resource has been developed for colleagues in NHSScotland and the
higher education sector who have a responsibility for planning and delivering education
activities within their organisations. It provides a blueprint for devising appropriate
interdisciplinary programmes for diverse staff groups at a variety of levels, and also
offers resources and guidance on key elements of planning, supporting and quality

assuring continuing professional development and education activity.

The resource has grown from a range of multidisciplinary initiatives led by NHS
Education for Scotland which have focused on key aspects of supporting healthcare
professionals to deliver effective and appropriate services for people with diabetes.
It brings these related stands together into a single tapestry, reinforcing the inter-
connectedness of education, training, competencies, strategic planning, practice

development and quality assurance.

I am grateful to all those who have contributed to the complex task of developing
the various components contained in the resource, and to those who have woven the
strands together so elegantly. I commend the resource to you as a sound foundation
from which to build the infrastructure that will support NHSScotland’s healthcare
professionals to provide planned, informed, evidence-based and effective services to

people with diabetes and their families.

Malcolm Wright
Chief Executive, NHS Education for Scotland
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1. Introduction and background

As many as 150,000 people in Scotland have been diagnosed with diabetes, with
many more having the condition but being undiagnosed. As diabetes has serious and,
in some cases, life-threatening complications, this prevalence, which is rising, poses

significant challenges for NHSScotland.

All healthcare professionals, whatever their discipline or area of practice, are liable to
come into contact with or provide services for people with diabetes. The following staff
groups have particular education and training needs due to the nature of their work

with people with diabetes:
dietitians

doctors

nurses

pharmacists
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podiatrists.

This education and planning resource for diabetes is designed to enable education
providers, whether in NHSScotland, higher education institutions (HEIs) or the
independent sector, to identify education and training needs, plan suitable activities to

meet them (accredited, where appropriate), and evaluate the outcomes.

It provides a comprehensive model covering education and practice. It is aimed at
generic training courses for adult diabetes care, and is not primarily designed for
specialists. It is, however, flexible to meet the varied needs of different professional
groups and will form the basis of further specialist training for those who wish to

pursue this route.

The components, while individually distinct, complement each other as part of the

wider, comprehensive package. It can be used in a variety of ways by:
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@ individual practitioners, who may wish to benchmark their current performance

against the competency framework

@ service provider organisations, to assist them in setting out a CPD strategy,
mapping existing provision of education and training, and carrying out an

education and training needs analysis

# personnel responsible for education delivery in organisations, who may use
elements of the curricular framework to help them plan learning activities; it
allows flexibility through identifying core education materials and elective options

for specific staff groups
@ HEIs, in the design of courses and other education activities

@ service provider organisations and HEIs may use the document as a basis for

partnership agreements

@ education providers, to help them form a submission for formal educational/

professional approval of courses
@ accrediting bodies, as a benchmark against which decisions can be made.

Because patients, carers and service users have been involved throughout the
development of the various components of the document and have approved its
contents, it carries significant credibility as a patient-focused, ‘fit for purpose’

production, in line with the modernised NHSScotland.

The process of bringing together the various strands of the documents, including the
teams of professionals and service users who have contributed to the generation of its

various components, has been led and facilitated by NHS Education for Scotland (NES).
An evolving model

The curriculum framework and core curriculum form a central phase in the

development of an evolving process model for the delivery of diabetes education
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1. Introduction and background (continued)

in Scotland. The model is designed to form the ‘educational arm’ of the Scottish
Diabetes Framework (SEHD, 2002a), and is shown in table 1.1.

Table 1.1 Evolving process model for the delivery of diabetes
education in Scotland

Stage 1

The production of A Competency Framework for the Care of a Person
with Diabetes (NES, 2003a) which articulates with the NHS QIS Clinical
Standards: Diabetes (NHS QIS, 2002).

Stage 2

The production of a ‘snapshot” map indicating current education and training

provision in Scotland.
Stage 3

The development of a tool to assess education and training needs using the

core competencies as a template.
Stage 4

Curriculum framework and core curriculum developed.

NHS Boards in implementing the framework, and defined Diabetes Managed Clinical

Networks (MCNs) as the model for service delivery in Scotland.

The concept of MCNs was introduced by the Acute Services Review Report
(Scottish Office, 1998). MCNs bring together linked groups of professionals and
organisations in all care sectors to work in a co-ordinated manner, crossing existing
health board boundaries to ensure that people in all parts of Scotland can benefit from

equitable access to clinically effective services. They are based on 12 core principles (Box 1.1).

Context for the framework

The framework reflects a variety of initiatives at national level which focus on the
shape of diabetes services, guidelines for clinical practice, standards of service delivery,

and the competence of practitioners responsible for caring for people with diabetes.

Central to this is the Scottish Diabetes Framework (SDF) (SEHD, 2002a).
Published in April 2002, the SDF sets out a 10-year programme for addressing the
problems of diabetes in Scotland. It established the Scottish Diabetes Group to support

\ 4

Box 1.1 Core principles of managed clinical networks (SEHD, 2002b)

Each MCN must have:
@ clear management arrangements
@ a defined structure

@ a clear statement of the specific clinical and service improvements patients
can expect

€ a documented evidence base, such as SIGN guidelines, and a commitment to
ongoing research and development

4 a multidisciplinary focus with clarity on the roles of professionals
@ aclear policy on the dissemination of information to patients

@ agreement from all involved professionals to work within an evidence base and
to the principles of the MCN

@ a quality assurance programme acceptable to NHS Quality Improvement Scotland

¢ a commitment to exploiting education potential to the full, in
partnership with others where appropriate*

€ a commitment to ongoing audit

¢ appropriate continuing professional development programmes for
all members of staff*

4 a commitment to pursuing value for money.

* Emphasis is ours.

A Planning Resource for Education in Diabetes in Scotland




A key element of MCNs is quality assurance, and NHS Quality Improvement Scotland
(NHS QIS) has developed Clinical Standards: Diabetes (NHS QIS, 2002). The

ten standards set out in this document, which have been assessed throughout
NHSScotland by NHS QIS (NHS QIS, 2004), focus on:

Organisation: IM&T, clinical management systems, audit and monitoring
Organisation: pathway of care, team-working and integration of services
Patient focus

Clinical review

Clinical management: eyes

Clinical management: cardiovascular status

Clinical management: feet

Clinical management: glycaemia

Clinical management: renal

® 6 6 6 6 6 6 O o o

Clinical management: acute management.

The NHS QIS standards have formed the framework for the development of
A Competency Framework for the Care of a Person with Diabetes (NES,
2003a). This multidisciplinary competency framework is described in greater detail in

Section 2.

Also significant to the delivery of care to people with diabetes and to the development
of this education resource for diabetes are clinical guidelines developed by the Scottish
Intercollegiate Guidelines Network (SIGN). Particularly relevant to the design of the
framework and curriculum is Clinical Guideline 55: Management of Diabetes
(SIGN, 2001).

A Planning Resource for Education in Diabetes in Scotland

The curriculum framework and core curriculum for diabetes

These are set out in section 5 of the document. They build on the initiatives described
above to present a curricular framework and core curriculum for the design, delivery
and evaluation of education and training on diabetes for key groups of healthcare
professionals who, while not specialists in diabetes, make significant contributions to
the assessment, management and evaluation of people with diabetes in the normal

course of their work.

The framework is appropriate for use across a range of education and training
activities, from small in-house events delivered by NHSScotland organisations, to full

postgraduate courses in diabetes within HEIs.



2. Development of a competency framework

The development process for the multidisciplinary competencies - A Competency
Framework for the Care of a Person with Diabetes (NES, 2003a) — was wide

and diverse.

Colleagues from the range of professions involved in caring for people with diabetes
initially established the feasibility of an interdisciplinary approach to formulating
competencies. A wider group of representatives from the relevant professions then
worked together to formulate draft core competencies. Throughout the process, they
directly referred to the standards in diabetes care developed by NHS QIS (NHS QIS,
2002); the standards guided the group through the areas in which practitioners caring
for this patient/client group should be competent. The working group also took note of

provision for care set out in the Scottish Diabetes Framework (SEHD, 2002a).

Development work for the competencies was carried out in three stages, involving

consultation with relevant stakeholders at all stages:
Stage 1 A national networking event.

Stage 2 A one-day workshop to review the NHS QIS standards and how they might

form the foundations of interdisciplinary competencies.

Stage 3 Collating and editing of the draft competencies by the original planning

subgroup, with the outcomes endorsed through consultation.

The original Competency Framework for the Care of a Person with Diabetes
document was published in 2003 (NES, 2003a). In the document, direct links are made
from each competency to the relevant section of the NHS QIS standards, and each
competency is accompanied by ‘key content” — statements that guide practitioners on

areas of practice encapsulated by each competency.

Six core competency descriptors are offered, each with direct reference to one or more
of the NHS QIS standards (NHS QIS, 2002).

4
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Competency Framework for the Care of a Person with Diabetes

Competency Descriptor Key Content

1. The health professional participates, as a Personal role in diabetes care as member of the multidisciplinary team

member of the multidisciplinary team, in . e
P Y The role of diabetes care of other members of the multidisciplinary team

the care of a person with diabetes.
Personal accountability and that of other members of the multidisciplinary team

Managed clinical networks

Decision making networks and processes in diabetes care

Systems for referral of patients to other disciplines who contribute to the care of people with diabetes

Team contribution to the design of services for the care of people with diabetes

How primary and secondary care services interface in the care of the person with diabetes

The need for, and components of, clinical review

Contribution to planning, including discharge planning and follow-up, for the care of a person with diabetes

Involving patients and their families and carers in the planning of care

Understanding of the effect of other conditions on the care of a person with diabetes

Local and national guidelines relating to the care of people with diabetes

Contribution to the development, implementation and evaluation of clinical guidelines in diabetes care

National and local clinical management systems for the identification and follow-up of people with diabetes

Quality assurance systems to monitor the standard of services for people with diabetes

Joint research and audit programmes

Communication systems and methods of record-keeping employed by the multidisciplinary team in diabetes care

Information technology systems for managing the care of people with diabetes

A Planning Resource for Education in Diabetes in Scotland 0



Competency Framework for the Care of a Person with Diabetes (continued)

Competency Descriptor Key Content

1. Participates, as a member of the The role of the individual in the general practice or hospital team responsible for data processing

multidisciplinary team, in the care of a . . .
P Y Maintaining standards for data capture and coding and record keeping

person with diabetes (continued).
Managing resources effectively

Establishing and maintaining methods of communication with other members of the multidisciplinary team

Provision of high-quality information to patients and their families/carers, tailored to the needs of the individual

Involving service users in evaluation of services

2. Has a knowledge of the tests and Knowledge of the specific tests used in diabetes care (eg, HbAlc, blood pressure, random total lipids, eye examination,

assessments carried out in diabetes care, urinalysis (proteinuria) renal function, foot examination, BMI) and why and how they are carried out

d of the devi d.
and.o ¢ devices use Knowledge of when and how often tests should be carried out according to individual need

Undertaking assessment tests relating to diagnosis within the parameters of own discipline

Interpretation, recording and reporting the results of tests

Operation of devices and equipment used in testing in diabetes care

Importance of risk assessment and management in diabetes care

o A Planning Resource for Education in Diabetes in Scotland



Competency Descriptor Key Content

3. Shows an understanding of the diagnosis of Criteria used in making a diagnosis of diabetes

diabetes and therapeutic interventions in .
Accurate performance of clinical assessment

diabetes care.

Clinical management of a person with diabetes in relation to: cardiovascular status; glycaemia; renal function;

management of acute episodes; foot care; management of eyes

Pharmaceutical interventions in diabetes care, their actions, interactions and possible side-effects

The influence of diet and nutrition on diabetes and diabetes care

The influence of physical activity on diabetes and diabetes care

Recognition of the signs and symptoms of complications in the person with diabetes

Health promotion in addition to therapeutic interventions for secondary prevention

Prevention through health promotion and health education

4. Can demonstrate that personal knowledge of Access to sources of up-to-date information on diabetes care (eg, professional bodies, local and national guidelines)

multidisciplinary diabetes care is up-to-date . . .
P Y P Current research relating to the person with diabetes

and based on local and national standards
and guidelines. Managed clinical networks in diabetes care

Need for and components of audit of care

Cultural issues that may affect the care of the person with diabetes

Identification of education opportunities specific to their specialty

Interdisciplinary learning in diabetes

A Planning Resource for Education in Diabetes in Scotland o



Competency Framework for the Care of a Person with Diabetes (continued)

Competency Descriptor Key Content

5. Contributes to the continuing education of Screening processes for the detection of diabetes

other healthcare professionals in aspects Disease processes in diabetes, including the signs and symptoms of diabetes, and the presentation of acute diabetic

of diabetes care relating to their own emergencies

discipline. . . . . o
p Lifestyle factors that contribute to the maintenance of health and reduce the risk of complications

Processes for monitoring diabetes in individual patients

Basic observations and clinical assessment skills

Glycaemic control based on national guidelines

Treatment options in diabetes care, and possible side-effects

Importance of concordance with therapeutic regimens in diabetes care

Referral pathways in diabetes care

The importance of follow-up procedures in diabetes care

Adult learning models

Creating a learning environment in clinical settings

A range of teaching skills and modes of educational delivery suited to interdisciplinary education

Knowledge about the care of the person with diabetes relating to their own specialty which is required by other
healthcare professionals

The aims and objectives for the design and implementation of an interdisciplinary education programme for
healthcare professionals

The organisation and management of an education programme for healthcare professionals

Identification of the target groups for interdisciplinary education

Identification of opportunities for education of other healthcare professionals

Evaluating the effectiveness of education programmes

Involving other healthcare professionals in evaluating education programmes
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Competency Descriptor

6. Contributing to the continuing care of the
patient and family/carers about diabetes and

diabetes care.

A Planning Resource for Education in Diabetes in Scotland

Key Content

Maintaining the patient focus of diabetes care

Screening processes for the detection of diabetes: information for patient/carer

Lifestyle factors that contribute to the maintenance of health and reduce the risk of complications

Glycaemic control based on national guidelines: information for patient/carer

Treatment options in diabetes care, and possible side-effects: patient/carer involvement

Referral pathways in diabetes care: information for patient/carer

Processes for monitoring the progress of diabetes with individual patients/carers

Basic observations and assessment skills for patients/carers

Relating the importance of concordance with therapeutic regimens in diabetes care to patients/carers

Relating the importance of follow-up procedures in diabetes care to patients/carers

The importance of informed consent for patients making decisions about their care

Application of adult learning methods

Identification and access to the target groups and individuals for education

Creating a learning environment to suit the needs of the target group or individual

Assessing the ability and literacy of individuals to tailor the information provided to their abilities

Knowledge of a range of teaching skills and modes of education delivery

Identification of the aims and objectives for the design and implementation of an education programme for patients

and their families and carers

Contribution to the organisation and management of an education programme for patients and their families and carers
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Competency Framework for the Care of a Person with Diabetes (continued)

Competency Descriptor

6. Contributing to the continuing care of the
patient and family/carers about diabetes and

diabetes care (continued).

Key Content

Maintaining knowledge about the care of the individual person with diabetes

Identifying, with patients and their families and carers, opportunities for learning

Critically appraising information about diabetes from a variety of formats (eg, leaflets, pamphlets, CD-ROM, websites,

mass media)

Collating and presenting material to individuals in a form that will be comprehensible and accessible

Principles of health promotion and education

Evaluation of the effectiveness of health education and promotion programmes

Involving patients, their families and carers in evaluating the impact of health education and health promotion

programmes

Knowledge of health psychology and particularly factors which may influence an individual’s motivation to change

behaviour

Counselling and negotiating skills

A Planning Resource for Education in Diabetes in Scotland



The competencies are based on core attitudes and values that are fundamental to
diabetes care. These were identified as the competencies were being developed, and
represent a set of desirable behaviours that should govern the work of all practitioners

caring for people with diabetes.

Practitioners should display:

@ respect for the individual

respect for the individual’s right to confidentiality

commitment to the promotion of the health of people with diabetes

commitment to being the advocate of the person with diabetes

* 6 o o

understanding of individual and societal attitudes to altered body image and visual

impairment

*

concern for safety of the person with diabetes and other healthcare workers
@ concern for the quality of care

€ honesty and integrity when communicating with patients and carers and other

healthcare professionals
@ honesty and integrity when completing documentation
¢ commitment to the delivery of evidence-based diabetes care

€ commitment to working as a member of a multidisciplinary team both in hospital

and community care settings

4 commitment to maintaining and developing their unique knowledge and skills base.

A Planning Resource for Education in Diabetes in Scotland



3. Education and training needs analysis

Identifying the education and training needs of staff is central to achieving
organisational targets and better patient services. It creates the opportunity to design
an ongoing education programme that is systematic, affordable and appropriate to the

needs of the organisation and the workforce.

The aim of an education and training needs analysis (ETNA) is to identify and analyse
the needs of the organisation and individual members of the workforce with the

overall goal of improving services to patients.

An ETNA can be a complicated process, but chances of success are enhanced where
there is an understanding of the context in which the ETNA takes place, and a
recognition of the culture existing within the particular organisation. The ETNA
must also reflect national and local policy initiatives that have a bearing on the

organisation’s functions.
Typically, an ETNA will involve a range of activities, including:

4 consulting with managers, members of the workforce and, when appropriate,

patients and carers

€ gaining an understanding of the organisation’s strategic and operational aims and

objectives
@ benchmarking workforce performance against established competency frameworks

@ collecting data on the workforce’s views on their current roles, competencies
and perceived education and training needs through, for example, postal

questionnaires

@ conducting reflective interviews with selected members of staff, focusing on

perceived training and preferred learning styles

N4

@ cvaluating the data and interview outcomes quantitatively and qualitatively

¢ reflecting back to the organisation and workforce members the trends emerging
from the ETNA

@ producing a final report.

Within the context of diabetes, the competency framework was the focus for an ETNA
carried out within NHS Dumfries & Galloway. Further information on the approach to

and outcome of this analysis may be obtained from:

Gwen Baxter, Health Services Research Scientist, NHS Dumfries & Galloway.

E-mail g.baxter@dgri.scot.nhs.uk.

A Planning Resource for Education in Diabetes in Scotland



4. Planning a continuing professional development strategy for diabetes

managed clinical networks

A Managed Clinical Network (MCN) continuing professional development (CPD)

strategy presents the opportunity to set out education and training plans for the future,

and to:
@ define how CPD objectives articulate with national and local policy initiatives

@ offer guidance on performing an education and training needs analysis (ETNA)

within the organisation

@ set out specific plans for ongoing CPD activities, covering mandatory, generic and

specialty-specific subjects
¢ show how planned CPD activities can be delivered within budgets
¢ promote partnerships within and outwith the organisation

@ highlight opportunities for unidisciplinary, multidisciplinary and multi-sectoral

education and training.

A strategy also offers the MCN, partnership organisations and monitoring bodies a

basis from which to assess the effectiveness of CPD activity by setting specific targets

and objectives.

The task of preparing a CPD strategy is, however, a significant one. In addition

to producing drafts, seeking consultation on content and organising printing and
distribution, the fundamental issue of deciding on structure, content and style can
appear daunting to personnel who are perhaps inexperienced in the preparation of

strategy documents.

A Planning Resource for Education in Diabetes in Scotland

A template for a CPD Strategy

The template, which has been adopted by several NHSScotland organisations, offers a

number of advantages by:

*

*

providing an ‘off the shelf’ framework for the strategy which is sufficiently flexible

to allow a diabetes MCN to make alterations to meet their particular needs

defining a writing style that can be replicated in those sections of the document
designed to be composed by staff within the MCN, ensuring consistency

throughout the document

ensuring that key elements of national and local policy are reflected in the strategy

content

setting a method of developing objectives, standards and targets.

The template is based on elements of CPD planning that are common to diabetes MCNs

throughout the country. Those elements are:

*

the need to link the strategy to national and local policy imperatives and targets,
while recognising that some areas of policy will have more direct relevance to

particular MCNs than to others
the education and training needs of their staff

the need to define those aspects of CPD activity and training that are statutory or

mandatory

the need to identify CPD activities and training that are relevant for all parts of the

workforce, and those that are specific to specialty areas



4. Planning a continuing professional development strategy for diabetes

managed clinical networks (continued)

@ the importance of encouraging CPD among the workforce

@ the requirement to monitor the quality of CPD design, delivery and outcomes to

ensure best use of resources

@ the advantages of exploring partnerships with external agencies to develop and

deliver CPD activities.

The CPD Strategy Template reflects these common elements in its design, setting
out the core issues that will be at the heart of CPD strategies for diabetes MCN's
throughout Scotland.

The template design

The template consists of ‘standard’ text which is relevant to the CPD Strategy of any
diabetes MCN, with space left under key heading areas for insertion of appropriate text
at local level. It does not set out to be prescriptive — the main decisions on strategy
content, objectives and targets should be decided and composed locally — but aims to

provide a solid structure on which content can be placed.

Those charged with developing the strategy at local level can then build in the
particular aspects of the service that are unique to their MCN. The consequent strategy
document should reflect the key national and local issues that will drive CPD activity

in the MCN over the succeeding months and years.
Template composition

After an introduction setting out the broad shape of the strategy and how individual
members of the workforce can benefit from it, the template is split into eight sections,

reflecting the common elements of CPD strategies set out above.

©

Section 1: The policy context

NHSScotland organisations/systems work to a common agenda that is customised to
reflect the needs of local populations. Behind the common agenda is a number of key
policy statements that set out the Scottish Executive’s aspirations and priorities for the
service as a whole and for individual patient/client groups. This section defines what

those key policy statements are, with a particular focus on their implications for CPD.

The template aims to be comprehensive in scope. It therefore includes all the main
policy statements issued by the Executive which affect how NHSScotland currently
functions, and also the key documents focusing on the needs of particular patient/
client groups. It then moves on to reflect core policies on lifelong learning and staff
development for NHSScotland. Finally, there is a sub-section for key local policies and
strategies. A sub-section on policy statements relevant to diabetes services in Scotland

would be an appropriate addition.
Section 2: Assessing education and training needs

The CPD Strategy will have to recognise and reflect a number of key drivers if it is truly
to meet service needs. One such driver is national policy; another is local priorities
identified by NHS Boards and community health partnerships; a third is the limitations
imposed by resources. A fourth, and crucial, influence will be the education and
training needs defined by staff. This section of the template allows MCNs to reflect

how the outcomes of previously conducted ETNAs will impact on the CPD programme.

The aim of an education and training needs analysis (ETNA) is to clarify what staff
identify as the key training and learning opportunities they need to help them perform
more effectively. The strategy template does not set out how and ETNA should be
performed; there are many different ways to do this, and each MCN will have to decide
which method is best for them. An ETNA is likely to be based on a number of key

principles, however, and these are set out in the template as guidance (see also Section 3).

A Planning Resource for Education in Diabetes in Scotland



Section 3: Mandatory and statutory training

Staff must be afforded access to mandatory and statutory training opportunities.
Exactly what training is relevant will be a matter for each MCN. The template sets
out a range of potential topics which act as a trigger for plans on how mandatory and

statutory training can be developed.
Section 4: Generic topics

Some CPD topics are relevant for practitioners in all specialist and generalist settings
who are caring for people with diabetes. Research, ethics, communication and
leadership, for instance, are generic issues which open opportunities for multi-specialty
and multidisciplinary education and training activities. This section focuses attention
on the importance of these issues to the CPD Strategy, and leaves the field open for

staff to identify topics and activities for development.
Section 5: Focused clinical topics

Other topics are much more clearly identified with specific areas of diabetes practice or
professional disciplines. This section emphasises the need to address these areas in the
CPD Strategy, with a focus on providing education and training to help practitioners
develop services to meet national and local priority needs. This section of the CPD
Strategy would most likely correspond closely with the curriculum framework and core

curriculum in diabetes, as described in Section 5 of this document.
Section 6: Supporting and developing staff

Lifelong learning is as much about developing a personal commitment to ongoing
education than it is about attending study days or taking university courses.
Professional practitioners are expected (indeed, some are now required) to develop
the habits that will enable them to continue to develop their skills and knowledge

throughout their careers.

A Planning Resource for Education in Diabetes in Scotland

As the strategy for lifelong learning in NHSScotland, Learning Together (SEHD,
1999), and Scottish Executive principles on running MCNs (SEHD, 2002b) emphasise,
however, they shouldn’t have to pursue their professional development in isolation.
NHSScotland organisations also have a responsibility to provide education and training
opportunities, and should take all steps to help individuals to develop themselves
personally and professionally. This section of the template offers the opportunity to set
out in their strategy the mechanisms chosen to help the workforce develop through

CPD, with particular emphasis on personal development planning.
Section 7: Monitoring quality and outcomes

The CPD Strategy must aim to get the best outcomes for the resources MCNs have
at their disposal. It should aim to set the groundwork for a CPD programme that is
effective, efficient and economical. To achieve these aims, a structure for monitoring
the quality of the programme’s design, delivery and use of resources will either
have to be adopted or developed. This section of the template focuses on these key

considerations.
Section 8: Links with external agencies

The Scottish Executive is keen for NHSScotland to pursue partnerships with external
agencies to help it design, deliver and monitor services. This is a principle that can also

benefit CPD activity.

Partnership opportunities can be sought across the CPD spectrum, from carrying out an
ETNA to seeking accreditation of education and training events. This section provides
an opportunity for the strategy to identify key partners (or potential partners) who can

help in the delivery of a successful CPD programme.



4. Planning a continuing professional development strategy for diabetes

managed clinical networks (continued)

Action plan

The template closes with a framework for an action plan related to the strategy,
detailing what has to be done, by whom, by when, and what the intended outcomes
are. The content for the action plan should become apparent to those using the

template to develop their CPD Strategy.
The template - what it is, and what it isn't

It is important to recognise that the template is not the complete strategy. All of the
key intricacies that will make an MCN’s CPD appropriate to meet its needs still have to
be developed. The template is designed to be lifted and amended to suit their needs; it
gives them a roadmap for their journey, but they have to fill in the detail on how they

are going to get to their destination.
Process

The template has now been used by a number of NHSScotland organisations/systems to

develop unidisciplinary and multidisciplinary CPD strategies.

A model for developing the strategy is emerging from the experience of these

organisations/systems. The model involves the following key stages:

@& The NHSScotland organisation/system approves of the development of a CPD
strategy

@ A person/persons is/are designated to take overall responsibility for strategy

development

® A NES-facilitated workshop of relevant stakeholders is held to begin the process of

identifying relevant content for each section of the CPD strategy template

o4

A small, core ‘editorial’” group (possibly supported by a NES external consultant)
convenes to discuss and prepare a first draft, based on the outcomes of the

workshop

A second NES-facilitated workshop of relevant stakeholders is held to review the

first draft and make additions/amendments
A second draft is prepared by the editorial group

The draft is then sent for wider consultation within and, if relevant, outwith the

organisation/system

A final draft is prepared by the editorial group, based on the outcomes of the

consultation

‘Sign-off” for the CPD strategy is secured at the appropriate level of the

organisation/system

The action plan is prepared by the editorial group, possibly following a third

workshop of relevant stakeholders

The action plan is sent for wider consultation within and, if relevant, outwith the

organisation/system
A second draft action plan is prepared by the editorial group

‘Sign-off” for the action plan is secured at the appropriate level of the organisation/

system

The CPD Strategy and action plan are published.
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Where does the CPD strategy ‘fit’ within the organisation?

The CPD strategy and associated action plan takes its place among the range of
initiatives designed to bolster education and training, staff competencies and workforce

development within the organisation (see figure opposite).
A CPD strategy for diabetes

NES is currently planning to work with managers from diabetes managed clinical

networks to support the development of a CPD strategy for diabetes.
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5. Curriculum framework and core curriculum

The development of the diabetes education curriculum framework and core curriculum
has involved consultation and involvement of practitioners in the field and education
providers, and has been discussed and tested with a wide group of participants,

including service users and carers.
The curriculum framework

The framework is intended to serve as a backcloth to the core curriculum set within
the Scottish context. Education providers will be able to use it to contribute to the
preparation of education submissions which address contemporary practice in diabetes
care and meet HEI/Quality Assurance Authority (QAA) and professional standards for

accreditation.
Target audience

The framework is intended to assist curriculum developers to prepare education
programmes in diabetes which take account of the needs of patients in Scotland.
Developers may be situated in HEIs, further education institutions, NHS Boards or
in partnerships. The curriculum framework will serve as the context within which

programmes of learning can be planned.
Underlying principles
The curriculum framework is underpinned by the following key principles:

& it will articulate with all authoritative strategic drivers available, such as the
Scottish Diabetes Framework (SEHD, 2002a), NHS QIS standards, SIGN and
international guidelines on diabetes, the St. Vincent’s Declaration! and service user/

carer initiatives
@ the core curriculum will be grounded in an evidence-based approach

@ the value of interpreting the curriculum from a patient-focused perspective is

acknowledged

g

4

the clinical and education inputs are intertwined and inseparable
@ the needs of remote and rural areas will be taken into account

@ cquity of educational support for all NHSScotland staff and flexible alignment of
educational and service structures and functions within NHSScotland will be key

features

@ the need for protected time for teachers and students engaged in education

initiatives is recognised

4 innovative flexible modes of delivery should be explored to meet the needs of the

workforce

® accreditation is important and programme accreditation should be sought from

HEIs, NES or other appropriate bodies

@ the benefits of interdisciplinary educational environments should be harnessed

wherever possible.

The curriculum framework and core curriculum are intended to serve as a benchmark
against which existing course provision can be considered or new education initiatives

modelled.

IRepresentatives of government health departments and patients’ organisations from all over Europe
met with diabetes experts in St Vincent, Italy, in October 1989 to agree on general goals for people with
diabetes and determine five-year targets through the St Vincent’s Declaration. An endorsement and
commitment to implement the Declaration was contained in what is known as the Istanbul Commitment
1999. The St Vincent’s Declaration and Istanbul Commitment can be accessed at:

http://www.idf.org/home/index.cfm?node=_839
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The Core Curriculum

The curriculum aims to meet the needs of registered healthcare professionals who care
for people with diabetes as part of a wider caseload. It does not attempt to address
specialist practice, but provides the flexibility required to meet the needs of different

professional groups.

Target audience

The curriculum is focused on the needs of practitioners in:

& dietetics

€ medicine

4 nursing and midwifery

¢ pharmacy

4 Dpodiatry.

It may also apply to aspects of clinical/health psychology relevant to diabetes.
Entry levels and accreditation

It is recognised that many learners will wish to develop their knowledge and skills
without seeking formal accreditation. Programmes developed under this framework
should provide opportunities for this to be done. It is also recognised that practitioners
in various disciplines will take up the curriculum at different levels, depending on their
previous experience and qualifications. For this reason, the curriculum accommodates
a range of outcomes at a number of levels, up to and including Master’s. Education
providers should be able to tailor the entry level of their programmes to accommodate
their particular target audiences. The availability of electives should provide further
flexibility and allow for specialist areas such as retinopathy or paediatrics to be

introduced.
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Structure of the core curriculum

It is envisaged that the core curriculum will consist of three integrated areas of study:
@ clinical practice

4 communication for learning

@ ateam approach to holistic diabetes care.

For those studying for accreditation beyond SCQF level 8 (Scottish Higher Education

level 2)2, the curriculum will accommodate a fourth, elective, area of study.
Core content

Content in the three core areas covers requirements set out in:

¢ NHS QIS Clinical Standards: Diabetes (NHS QIS, 2002)

¢ International Curriculum for Diabetes Health Professional Education
(IDE, 2002)

¢ A Competency Framework of the Care of a Person with Diabetes
(NES, 2003a)

¢ Scottish Diabetes Framework (SEHD, 2002a).

25¢QF Handbook, Section 1 Credit-rating (Draft, June 2003).



5. Curriculum framework and core curriculum (continued)

Knowledge for clinical practice (Core 1)
Diagnosing diabetes

Biochemistry and aetiology

Prevention and health promotion

Holistic assessment

Understanding, assessment and management of:

- glycaemia

- renal issues

- feet problems

- eye problems

- neuropathy

- psychological issues
- sensory issues

CHD assessment

Risk stratification

Treatment of diabetes

Nutrition

Medication

Insulin

Exercise

Screening

Management in acute diabetes
Management of long-term issues
Co-morbidity

Complementary therapies/remedies

The individual

Awareness of special groups
Ethnicity/language

Social and cultural perspectives

The carers

Health perceptions, beliefs and concordance

Awareness of behavioural needs and quality of

life issues

Personal circumstances

Communication for learning (Core 2)

How learning works

Theories of teaching and learning

Adult learners and the role of reflection
Motivation

Environments for learning

Informal learning/networking

Giving and using information effectively

Barriers to learning

Promoting learning

Interviewing

Counselling

Interpersonal skills

Empowerment

Knowledge of biopsychosocial model
Dealing with misconceptions
Strategies for behavioural change

Presentation and facilitation skills
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Interdisciplinary working (Core 3)
Policies for practice
Benchmarking
Audit and IT
QA systems
Data protection
Facilitating the patient journey
Managed clinical networks
Pathways/models of care
Access to care
Primary/secondary interface and referrals
Informal support networks
Learning together
Roles of the healthcare team
Communications between teams and agencies
Advocacy
Extended family care network

Patient case histories/studies
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Possible elective modules

® ¢ 6 6 O O O O O O O 0 o o

Gestational diabetes and pregnancy in women with diabetes
The older adult and diabetes

Complementary therapies and diabetes

Peri-operative management for the person with diabetes
The young adult with diabetes

Research evaluation, methodology and methods
Discipline-specific modules in, for example, podiatry and dietetics
Counselling skills

Health promotion

Intensive insulin management and pumps

Obesity management

Children and diabetes

Motivational learning

Counselling skills.

In addition, the possibility of customised learning pathways could be explored. In this

way, specific specialised elective options could be developed for learners who have a

particular area of interest, such as informatics and diabetes care.

Indicative learning outcomes

The learning outcomes suggested here have been designed to fit within the SCQF

and QAA recommendations. They are relevant for those wishing to achieve academic

accreditation, but it is recognised that this may be neither relevant nor necessary for

some healthcare professionals.

4



5. Curriculum framework and core curriculum (continued)

At diploma level:
Scottish higher education level 2, SCQF level 8.

Core 1: Apply evidence-based solutions to routine issues relating to the care of a

person with diabetes.

Core 2: Effectively convey complex information relating to diabetes care to

colleagues and those with diabetes.

Core 3: Discuss the composition of the care team for those with diabetes and

indicate clearly the roles and responsibilities of all participants.
At degree level:
Scottish higher education level 3, SCQF level 9.

Core 1: Demonstrate knowledge and awareness of the needs of the person with

diabetes.

Core 2: Use educational resources with individuals in a way which demonstrates an

understanding of educational theory and principles of adult learning.

Core 3: Evaluate the contribution of audit and monitoring of standards for people

with diabetes throughout their pathway of care.
At Hons.degree level:
Scottish higher education level 4, SCQF level 10.

Core 1: Critically appraise research papers, relevant articles and current practice in

the field of diabetes and discuss their relevance to individual needs.

Core 1: Demonstrate problem-solving skills in the context of case studies relating to

care of people with diabetes.

Core 2: Disseminate current knowledge of research within the wider context of

diabetes management.

Core 3: Make referrals and recommendations which show a clear awareness of the

interdisciplinary nature of the individual’s care network.
At Master’s level:
Scottish higher education level 5 or M, SCQF level 11.

Core 1: Use a wide range of relevant skills, techniques and practices in caring for

people with diabetes, making decisions according to individual needs.

Core 2: Develop and use creative solutions to encourage change towards better self-

management of diabetes according to individual needs.

Core 3: Demonstrate leadership and the ability to practice effectively within a

dynamic professional context

Integration of all core areas: Plan and execute a research project, investigation or

development relevant to the care of people with diabetes.
Competence to practice

The expectation is that programmes developed will include outcomes designed to show
practical competence in skills relating to the core curriculum, and will provide work-
based learning opportunities through prudent selection of audited practice placements.

This might be achieved through:

@ a skills inventory for each module
reflective logs and diaries of practice
observer/student competence examinations

role-play scenarios with other professionals

* 6 o o

portfolios and learning logs, which include clinical visits.
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A Competency Framework for the Care of a Person with Diabetes (NES,

2003a) provides a valuable benchmarking tool for this process.
Methods of assessment

The curriculum lends itself to a variety of types of assessment, depending on the

level of learning outcomes. To fulfil the requirements at core level, there should be a

minimum standard for each of the three core areas, rather than a cumulative standard.

It is also essential that assessments which show learners’ integration of theory and

practice in the field are developed.

At level 2, assessment could be carried out by:
questionnaire-type format

multiple choice

shorter written pieces on specific topics

work-based folder of evidence of learning

* & 6 o o

practice-based assessment.

At level 3, assessment could be carried out by:
¢ questionnaire-type format

@ patient simulation exercises/case study analysis
@ written pieces on specific topics

& work-based folder of evidence of learning

@ practice-based assessment

L 4

reflective practice diary.
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At level 4, assessment might include

@ literature search

@ short dissertation

@ work-based folder of evidence of learning
L 4

patient case history through the ‘patient’s journey’, demonstrating and evaluating

the care along the way with supporting evidence of achieving learning outcomes
4 practice-based assessment
& reflective practice diary.
At level 5, assessment might include:
@ literature survey and analysis
@ research project
@ practice-based assessment
@ dissertation.
Methods of delivery

The curriculum lends itself to a number of different delivery methods. These should be
decided according to local resources available, the needs of any particular target group,
and according to the principle of ‘fitness for purpose’. It should also be noted that each
delivery method has its own cost implications, and these should be carefully considered
alongside participants’ needs to ensure the most accessible and sustainable programme

is achieved.



5. Curriculum framework and core curriculum (continued)

A full programme might include a number of modes of delivery, including:
lectures

seminars

tutorials (either face-to-face or electronic)

master classes (using a number of media, such as live, webcast and video)
text-based self-directed learning

online learning/CD-ROMs

® 6 6 6 o o o

mentored/supervised practical work.

Developers of programmes may find that particular areas lend themselves more readily

to one mode than others.
Access and entry requirements

It is assumed that learners will be registered practitioners. Beyond this, education
providers will have their own entry requirements and arrangements for broadening
access. Programme designers can use the flexibility inherent in the curriculum
framework to allow for the different entry levels and qualifications of their specific
target audiences. Where the method of funding allows, it may be possible for the
education provider and the NHS Board to work together to select students for

participation in certain programmes.
Costing issues

Resources should be made transparent at the programme-development stage, delivery
phase and in ongoing maintenance and evaluation. This may include provision of
protected time for staff. In the case of media-assisted programmes, which can be

expensive to develop, there is a need for a particular focus at the development phase.

g

Attention should be paid to the balance between areas where there can be tension,

such as:

@ levels of support in clinical practice vs. sustainability of the programme

@ levels of student support vs. sustainability of the programme

@ development of self-standing learning materials vs. a tutorial focus

¢ development of self-standing learning materials vs. the rate of change in the field
@ desire for economies of scale vs. real student numbers

@ technological solutions vs. access to IT facilities.

Mentoring

For the purposes of this framework, mentorship includes supervision and support of
the learning experience and assessment of learning.3 Learning support and assessment
in the field are essential to enable reflective practice and ensure that consistent
standards of practice are maintained, contributing to NHSScotland policies of clinical

effectiveness and clinical governance.

31tis anticipated that for nursing, this issue will be further clarified by a Nursing & Midwifery
Council (NMC) document currently out for consultation which sets out competencies and standards for

undertaking the role of mentor.
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6. The NHSScotland e-Library Diabetes Knowledge Portal project

The NHSScotland e-Library

Launched by NES in January 2003 as a pilot project, the e-Library is a comprehensive
online knowledge resource which aims to support clinical and managerial practice,
research, personal and professional development of all NHS staff. It provides access to

an unprecedented range of knowledge resources, including:
4000+ online journals

200+ online books

100+ databases

guidelines

patient information

* & 6 o o o

evaluated internet resources.

Content is fully interdisciplinary, addressing the knowledge needs of all staff including
biomedicine, nursing, allied health professions, health improvement, social care,

science and technology.

The current phase of e-Library development incorporates interactive functionality

and the ability to customise features in accordance with user needs. This new
infrastructure is designed to support sharing of knowledge within communities of
practice, or Managed Knowledge Networks (MKNs). MKNs are bound, formally
or informally, by common interests, using technological and human communication to

capture, share and develop knowledge to improve patient care.
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Knowledge portals

The e-Library aims to support MKNs primarily through the development of
Knowledge Portals. These provide access to focused, evaluated evidence and
knowledge in a defined field of interest. Knowledge portals build on this strong
foundation of knowledge content to provide customised knowledge services focused on

the user’s field of interest.
Portal features include:

alerts to new knowledge
‘My Knowledge Space’
‘My Favourites’

‘My Specialist Homepage’

tailored newsfeeds

® 6 6 6 o o

‘keeping up to date’ services
@ ‘canned’ expert searches.

Knowledge portals also support healthcare staff to access and share knowledge by
setting up their own ‘Knowledge Exchanges’. These are areas of the e-Library made
available to groups of healthcare staff to manage their own knowledge and information
needs, with support as required from the e-Library team. The potential uses of

Knowledge Exchanges are varied — for example:

4 uploading protocols and care pathways

organisational knowledge, such as minutes, notes and reports
sharing of best practice and learning experiences

participants” own summaries/reviews on key areas of interest

* 6 o o

e-learning materials.



Diabetes Knowledge Portal project

Plans are under way to develop a specific Diabetes Knowledge Portal within the

e-Library, providing effective and efficient knowledge support to meet the full range of

NHSScotland staff needs. The aim is to develop a state-of-the art knowledge portal for

diabetes which builds upon the NHSScotland e-Library framework to offer up-to-date,

timely, reliable knowledge support for patient care and education initiatives.

The project objectives are to:

L 4

conduct a knowledge needs analysis of representative samples of key healthcare

staff groups
define, map and evaluate existing knowledge sources available to meet those needs
identify gaps in the existing knowledge infrastructure for diabetes

design and implement a Diabetes Knowledge Portal, integrated with the

NHSScotland e-Library.
establish Managed Knowledge Networks that will sustain the vitality of the portal

pilot and evaluate the portal, and modify in the light of feedback.

The Diabetes Knowledge Portal aims to offer:

*

* 6 6 o o

*

a range of evaluated knowledge resources, as identified in user needs analysis and
mapping studies; these could include books, journals, databases, guidelines, policy
documents and e-learning courseware, all indexed and managed to enable focused

access to relevant knowledge

current awareness and professional updating services
expert search systems

newsfeeds specific to diabetes

customisation — ‘My Knowledge Space’

knowledge exchanges to facilitate sharing of tacit and organisational knowledge

and best practice examples

in-built mechanisms for quality assurance and sustainability.

Further details on the development of the portal will be delivered in due course.
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7. Quality assurance and accreditation

In Scotland, the QACPD Framework (NBS, 2000) has been adopted as a means of
quality assuring education delivery by some NHSScotland organisations. The QACPD
Framework is built upon the Diamond Model of Quality Assurance (see figure).

The Diamond Model incorporates four key components — strategy, structures,

resources, and outcomes. All four must be in place to achieve appropriate outcomes.

Quality assurance is at the centre of the diamond, linking all four components.

STRATEGY

RESOURCES
S3¥NLINYLS

OUTCOMES
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Quality assurance is of two kinds: internal quality assurance, and external

accreditation.
Internal quality assurance
The aim is to monitor:

¢ How the education and training activity reflects action plans for meeting education
and training needs and integrating with local, national and international policy

— Strategy

¢ How efficiently the CPD activity utilises the organisation’s people, facilities and

money — Resources

¢ How equitably and effectively CPD opportunities are prepared, publicised and

presented — Delivery

¢ How effectively the CPD activity meets the service needs of the organisation and

the learning needs of participants — Outcomes (NES, 2003b).
External accreditation
The external body from whom accreditation is sought should:
@ receive its authority to accredit from a reliable and competent body
@ have clear indicators on the criteria used for making judgements
€ have transparent quality assurance mechanisms
L 4

be appropriately focused on service needs — some bodies will accredit academically,

some will accredit professionally, some can do both.

Accreditation of CPD activities can also be sought from an external awarding
body following a process of peer or validating review. The Scottish Credit and
Qualifications Framework (SCQF) (SQA et al, 2001) (Box 7.1) offers opportunities

to map in-house education and training activities and courses towards accreditation.

4



Box 7.1 The Scottish Credit and Qualifications Framework (SCQF) (SQA et al, 2001)

The SCQF is central to all external accreditation activity for NHSScotland. It has been devised to:

*

*

*

provide a national framework for recognising all learning, regardless of whether it is linked to a
formal qualification or not, provided it has (or can be) subject to valid, reliable and quality-assured

assessment

clarify relationships between different Scottish qualifications, and between Scottish qualifications and

those of the rest of the UK, Europe and beyond
enhance flexibility by building more credit links between different kinds of qualifications

provide a common means of describing and recording all individual learning achievements.

1t is not a regulatory framework; rather, it is a descriptive framework, based on a 12-level scale that reflects

the current Scottish system of education and training. Levels 2-12 each have a descriptor which sets out

their general outcomes under five headings:

*

* & o o

knowledge and understanding

applied knowledge and understanding (practice)

cognitive skills — evaluation and critical analysis, for instance
communication, numeracy and IT skills

autonomy, accountability and working with others

The SCQF assists staff to plan with their manager or supervisor a learning path that will meet their needs

and minimise the prospects of duplication of learning. Any short programme or work-based learning

activity, provided it is appropriately assessed, will have the potential to be incorporated into the framework.
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