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Diabetes mellitus is a growing health problem for people of all ages across the

countries of Europe.  An estimated 10 million people in the region face ill health and

shortened life expectancy associated with this condition.  As long ago as 1989, in the

St Vincent declaration, the World Health Organisation (WHO) Regional Office for

Europe International Diabetes Federation (IDF), European Region, and diabetes

experts from all European countries called for a systematic approach to dealing with

the disease.  They stated: ‘Plans for the prevention, identification and treatment of

diabetes, and in particular its complications – blindness, renal failure, gangrene and

amputation, aggravated coronary heart disease and stroke – should be formulated at

local, national and European levels.  Investments now will earn great dividends in the

reduction of human misery and in massive savings of human and material resources.’ 

The St Vincent declaration made a series of recommendations, including the following,

to ‘organize training and teaching in diabetes management and care for people of all

ages with diabetes, for their families, friends and working associates and for the health

care team’. 

Since the declaration, training and educating the healthcare workforce to care for

people with diabetes mellitus has become recognised as an essential part of any

diabetes strategy.  

In Our National Health (2000), the Scottish Executive signalled its commitment to

raising standards of diabetes care in Scotland.  This commitment included the

publication of a Scottish Diabetes Framework to ‘draw together existing guidance

and best practice’. The framework document states: ‘An effective diabetes service

requires all staff to be trained, competent and skilled in their components of diabetes

care and able to work with other members of the multidisciplinary team needed to

provide an integrated service to people with diabetes.’

The Clinical Standards Board for Scotland (CSBS), in 2001 – now part of NHS Quality

Improvement Scotland (NHSQIS) – produced clinical standards for diabetes. These

standards will be used by NHSQIS to assess the quality of clinical services provided in

both community and hospital settings throughout Scotland for people with diabetes.

In addition, the Scottish Intercollegiate Guidelines Network (SIGN) has described

evidence based clinical standards which should be achieved for the care of those with

diabetes.

Currently, there are a number of diabetes education courses for professionals both in

Scotland and throughout the rest of the UK, however there is no consistency in their

content or assessment methods.  The development of a nationally agreed, quality

assured framework for diabetes education would help to ensure consistency, while

allowing for customised provision depending on local need. It is planned for this work

to be taken forward in 2003 by NHS Education for Scotland.

As the Scottish Diabetes Framework recognises, the care of a person with diabetes is

the function of a multidisciplinary team comprising doctors, dietitians, nurses,

pharmacists and podiatrists working in primary and secondary care settings. The

framework advises that ‘national, multidisciplinary accredited courses with

local involvement, appropriate to the level of expertise’ should be provided. 

A supporting method for delivering high quality care is through using sets of

professional competencies to inform educational initiatives.  Combining the

competencies with a continuing professional development portfolio enables

practitioners to measure their level of competence in specified areas of practice and

identify where they need to develop further their skills and knowledge.  In this way

practitioners’ personal and professional development and a universally consistent

approach to education and training programmes can be assured simultaneously.

The National Board for Nursing, Midwifery and Health Visiting for Scotland (NBS)

developed experience in working with practitioners to produce packages of competency

descriptors in clinically specific areas of practice. The NBS became part of the new

NHS Education for Scotland (NES) in April 2002. A key feature of the work of NES is

multidisciplinary working in the area of education for practice.

Introduction
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The NBS was approached in 2001 by Diabetes Specialist Nurses with a request for

assistance in the development of competency descriptors. It was apparent, however,

that a more integrated piece of work including key members of the diabetes team

would better reflect working practice. The overall aim of the project that emerged was

to develop a framework of competency descriptors linked to the NHSQIS Standard for

Clinical Care.

The competencies which have been produced are not aimed at specialist diabetes

practitioners, whose role requires a different level of knowledge and skills. Nor are

they aimed at practitioners caring for children and young people with diabetes;

competencies in these areas need to be developed separately. 

The competencies will, however, contribute to assisting practitioners identify the

knowledge and skills that they already possess in caring for a person with diabetes,

assess what further knowledge and skills they require, and form an action plan to

develop professionally. The competencies are generic in nature which means that all

members of the multidisciplinary team will be able to assess and improve their

contribution to the care of people with diabetes. 

The potential for the individual practitioner is clear and, arguably even more

promising, is the opportunity for multidisciplinary teams to work together to analyse

and improve their joint contribution to care. Multidisciplinary working in the

management of diabetes could be strengthened through provision of a framework to

help individuals and teams of practitioners to improve their knowledge,

communication and skills, share best practice and increase awareness. To this end,

the competencies could be used as the basis of group workshop activity to

facilitate a team approach to the improvement of skills and knowledge

and, as a consequence, to improve the quality of care experienced by

people with diabetes. Because of the link to the NHSQIS clinical standards,

teamwork towards the achievement of the competencies could also serve as a

benchmark for the assessment of goals reached in delivering such clinical standards.

Introduction (continued)
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The development process for these multidisciplinary competencies inevitably involved a

‘wide mesh’ approach, which reflects the corporate responsibility to ensuring high

quality care for people with diabetes. 

Colleagues from the range of key professions involved in caring for people with

diabetes, initially established the feasibility of a multidisciplinary approach to

formulating competencies. A wider group of representatives from medicine, podiatry,

nursing, dietetics and pharmacy worked together to formulate draft core competencies.

Throughout the process they directly referred to the standards in diabetes care

developed by the NHSQIS. 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

(2002) and the relevant SIGN guideline.

The development work for the production of the competencies was carried out in 

three stages:

Stage 1: An intensive consultation workshop, in part supported by the

pharmaceutical industry, was undertaken. Equal representation from dietetics,

medicine, nursing, podiatry and pharmacy met to network and discuss the proposed

approach to obtaining appropriate content for the descriptors. There was consensus

that the NHSQIS standards could form the template for the process and that the

Scottish Diabetes Framework should inform the work.

Stage 2: Involved the collation and editing of the draft competencies developed at the

event. This was followed by the production of a consultation document for circulation

to the workshop groups as well as to a wide representative sample of the relevant

professions across Scotland, users and carers were also involved. This work was carried

out by the original planning subgroup.

Stage 3: Following the consultation period, the subgroup revised the competencies

further, taking into account the comments received. Many very constructive comments

were offered. Key aspects of the advice given related to requests to eliminate perceived

overlap and include within the design a ‘mainframe of corporate competency

descriptors’ against which the respective disciplines could identify their own

contribution.

The document combines the competency statements with a range of supporting

material. Direct links are made from each competency to the relevant section of the

NHSQIS standards. Each competency is accompanied by ‘key content’ – statements

that guide practitioners as to the areas of practice encapsulated by each competency.

Space is provided for the individual to record the skills and knowledge they assess as

being needed to attain competence in their own area of practice; to analyse and record

the areas where personal professional development is needed; and to develop a plan of

action to undertake the study and practise required to improve levels of knowledge 

and skill.

Background and Methodology

Competency descriptor and 
key content 

Associated discipline specific
knowledge and skills

Analysis of personal 
learning needs

Personal or team CPD 
action plan



The need for, and components of, clinical review 2, 4–10

Contribution to planning, including discharge planning 2, 4–10

and follow-up, for the care of a person with diabetes

Involving patients and their families and carers in the 2, 4–10

planning of care

Understanding of the effect of other conditions on the 2, 4–10

care of a person with diabetes

Llocal and national guidelines relating to the care of 2, 4–10

people with diabetes

Contribution to the development, implementation and 2, 4–10

evaluation of clinical guidelines in diabetes care

National and local clinical management systems 2, 4–10

for the identification and follow-up of people with diabetes

Quality assurance systems to monitor the standard 2, 4–10

of services for people with diabetes

Joint research and audit programmesand audit programmes 2, 4–10
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Communication systems and methods of record keeping 1, 2

employed by the multidisciplinary team in diabetes care

Information technology systems for managing the care of 1, 2

people with diabetes

The role of the individual in the general practice or 1, 2

hospital team responsible for data processing

Maintaining standards for data capture and coding 1, 2

and record keeping

Managing resources effectively 2

Establishing and maintaining methods of communication 1, 3

with other members of the multidisciplinary team

Provision of high quality information to patients and their 3

family/carers, tailored to the needs of the individual

Involving service users in evaluation of services 3

Competency Descriptor 1
Participates, as a member of the multidisciplinary team, in the care of a person with diabetes (continued)

Key Content NHSQIS Standard(s) Identification of Required Knowledge and Skills



Communication systems and methods of record keeping 1, 2

employed by the multidisciplinary team in diabetes care

Information technology for managing the care of 1, 2

people with diabetes

The individual in the general practice or 1, 2

hospital team responsible for data processing

Maintaining standards for data capture and coding 1, 2

and record keeping

Managing resources effectively 2

Establishing and maintaining methods of communication 1, 3

with other members of the multidisciplinary team

Provision of high quality information to patients and their 3

family/carers, tailored to the needs of the individual

Involving service users in evaluation of services 3
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Knowledge of the specific tests used in diabetes care 4–10

(eg. HbA1c, blood pressure, random total lipids, eye examination, 

urinalysis (proteinuria), renal function, foot examination, BMI) 

and why and how they are carried out

Knowledge of when and how often tests should be 4–10

carried out according to individual need

Undertaking assessment tests relating to diagnosis within 4–10

the parameters of own discipline

Interpretation, recording and reporting the results of tests 4–10

Operation of devices and equipment used in testing 4–10

in diabetes care

Importance of risk assessment and management 4–10

in diabetes care

Competency Descriptor 2
Has a knowledge of the tests and assessments carried out in diabetes care, and of the devices used

Key Content NHSQIS Standard(s) Identification of Required Knowledge and Skills



Knowledge of the specific tests used in diabetes care 4–10

(eg. HbA1c, blood pressure, random total lipids, eye examination, 

urinalysis (proteinuria), renal function, foot examination, BMI) 

and why and how they are carried out

Knowledge of when and how often tests should be 4–10

carried out according to individual need

Undertaking assessment tests relating to diagnosis within 4–10

the perameters of own discipline

Interpreting, recording and reporting the results of tests 4–10

Operation of devices and equipment used in testing 4–10

in diabetes care

Importance of risk assessment and management 4–10

in diabetes care
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Criteria used in making a diagnosis of diabetes 4–10

Accurate performance of clinical assessment 4–10

Cinical management of a person with diabetes in relation to: 4–10

• Cardiovascular Status

• Glycaemia

• Renal Function

• Management of Acute Episodes

• Foot Care

• Management of Eyes

Pharmaceutical interventions in diabetes care their actions, 4–10

interactions and possible side effects

Competency Descriptor 3
Shows an understanding of the diagnosis of diabetes and therapeutic interventions in diabetes care 

Key Content NHSQIS Standard(s) Identification of Required Knowledge and Skills



Criteria used in making a diagnosis of diabetes 4–10

Accurate performance of clinical assessment 4–10

Cinical management of a person with diabetes in relation to: 4–10

• Cardiovascular Status

• Glycaemia

• Renal Function

• Management of Acute Episodes

• Feet

• Management of Eyes

Pharmaceutical interventions in diabetes care and their 4–10

interactions and possible side effects

17A Competency Framework for  the care of a person with Diabetes
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The influence of diet and nutrition on diabetes and diabetes care 4–10

The influence of physical activity on diabetes and diabetes care 4–10

Recognition of the signs and symptoms of complications in 4–10

the person with diabetes

Health promotion in addition to therapeutic interventions for 4–10

secondary prevention

Prevention through health promotion and health education 4–10

Competency Descriptor 3
Shows an understanding of the diagnosis of diabetes and therapeutic interventions in diabetes care (continued)

Key Content NHSQIS Standard(s) Identification of Required Knowledge and Skills



The influence of diet and nutrition on diabetes and diabetes care 4–10

The influence of physical activity on diabetes and diabetes care 4–10

Recognition of the signs and symptoms of complications in 4–10

the person with diabetes associated care planning

Health promotion in addition to therapeutic interventions for 4–10

secondary prevention

Prevention through health promotion and health education 4–10

19A Competency Framework for  the care of a person with Diabetes
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Access to sources of up-to-date information on diabetes care 1, 2, 3

(eg. professional bodies, local and national guidelines)

Current research relating to the care of the person with diabetes 3, 4

Managed clinical networks in diabetes care 1, 2, 3, 4

Need for and components of audit of care 3, 4, 5–10

Cultural issues that may affect the care of the person 3

with diabetes

Identification of educational opportunities specific to 2

their specialty

Interdisciplinary learning in diabetes 2

Competency Descriptor 4
Can demonstrate that personal knowledge of multidisciplinary diabetes care is up-to-date and based on local and national standards and guidelines

Key Content NHSQIS Standard(s) Identification of Required Knowledge and Skills



Access to sources of up-to-date information on diabetes care 1, 2, 3

(eg. professional bodies, local and national guidelines)

Current research relating to the care of the person with diabetes 3, 4

Managed clinical networks in diabetes care 1, 2, 3, 4

Need for and components of audit of care 3, 4, 5–10

Cultural issues that may affect the care of the person 3

with diabetes

Identification of educational opportunities specific to 2

their specialty

Interdisciplinary learning in diabetes 2
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Screening processes for the detection of diabetes 1, 2

Disease processes in diabetes, including the signs and symptoms 3, 4, 5–10

of diabetes, and the presentation of acute diabetic emergencies

Lifestyle factors that contribute to the maintenance of health 3, 4

and reduce the risk of complications

Processes for monitoring diabetes in individual patients 1, 2, 3

Basic observations and clinical assessment skills 4

Glycaemic control based on national guidelines 4

Treatment options in diabetes care, and possible side effects 4–10

Importance of concordance with therapeutic regimens in 4–10

diabetes care

Referral pathways in diabetes care 1, 2

Competency Descriptor 5
Contributes to the continuing education of other healthcare professionals in aspects of diabetes care relating to their own discipline

Key Content NHSQIS Standard(s) Identification of Required Knowledge and Skills



Screening processes for the detection of diabetes 1, 2

Disease processes in diabetes, including the signs and symptoms 3, 4, 5–10

of diabetes, and the presentation of acute diabetic emergencies

Lifestyle factors that contribute to the maintenance of health 3, 4

and reduce the risk of complications

Processes for monitoring diabetes in individual patients 1, 2, 3

Basic observations and clinical assessment skills 4

Glycaemic control based on national guidelines 4

Treatment options in diabetes care, and possible side effects 4–10

Importance of concordance with therapeutic regimens in 4–10

diabetes care

Referral pathways in diabetes care 1, 2
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The importance of follow-up procedures in diabetes care 1, 2

Adult learning methods 1, 2

Creating a learning environment in clinical settings 2

A range of teaching skills and modes of educational delivery 2

suited to interdisciplinary education 

Knowledge about the care of the person with diabetes relating to their 2–10

own speciality which is required by other healthcare professionals

The aims and objectives for the design and implementation of an 2

interdisciplinary education programme for healthcare professionals

The organisation and management of an education programme 2

for healthcare professionals

Identification of the target groups for interdisciplinary education 2

Identification of opportunities for educating other 2

healthcare professionals

Evaluating the effectiveness of education programmes 2

Involving other healthcare professionals in evaluating 2

education programmes

Competency Descriptor 5
Contributes to the continuing education of other healthcare professionals in aspects of diabetes care relating to their own discipline (continued)

Key Content NHSQIS Standard(s) Identification of Required Knowledge and Skills



The importance of follow-up procedures in diabetes care 1, 2

Adult learning methods 1, 2

Creating a learning environment in clinical settings 2

A range of teaching skills and modes of educational delivery 2

suited to interdisciplinary education 

Knowledge about the care of the person with diabetes relating to their 2–10

own speciality which is required by other healthcare professionals

The aims and objectives for the design and implementation of an 2

interdisciplinary education programme for healthcare professionals

The organisation and management of an education programme 2

for healthcare professionals

Identification of the target groups for interdisciplinary education 2

Identification of opportunities for educating other 2

healthcare professionals

Evaluating the effectiveness of education programmes 2

Involving other healthcare professionals in evaluating 2

education programmes
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Maintaining the patient focus of diabetes care 3

Screening processes for the detection of diabetes: 3, 4

information for patient/carer

Lifestyle factors that contribute to the maintenance of health 3–10

and reduce the risk of complications

Glycaemic control based on national guidelines: 2–10

information for patient/carers

Treatment options in diabetes care, and possible side effects: 3–10

patient/carer involvement

Referral pathways in diabetes care: information for patient/carer 3

Processes for monitoring the progress of diabetes with 1–10

individual patients/carers

Basic observations and assessment skills for patient/carers 3–10

Relating the importance of concordance with therapeutic 3–10

regimens in diabetes care to patients/carers

Relating the importance of follow-up procedures in diabetes 3–10

care to patients/carers

Competency Descriptor 6
Contributes to the continuing education of the patient and family/carers about diabetes and diabetes care

Key Content NHSQIS Standard(s) Identification of Required Knowledge and Skills



Maintaining the patient focus of diabetes care 3

Screening processes for the detection of diabetes: 3, 4

information for patient/carer

Lifestyle factors that contribute to the maintenance of health 3–10

and reduce the risk of complications

Glycaemic control based on national guidelinesguidelines: 2–10

information for patient/carer

Treatment options in diabetes care, and possible side effects: 3–10

patient/carer involvement

Referral pathways in diabetes care 3

Processes for monitoring the progress of diabetes 1–10

in individual patients

Basic observations and clinical assessment skills for 3–10

patient/carer

Importance of concordance with therapeutic regimens 3–10

in diabetes care

The importance of follow-up procedures in diabetes care 3–10
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The importance of informed consent for 3–10

patients making decisions about their care

Application of adult learning methods 3

Identification and access to the target groups and individuals 3

for education

Creating a learning environment to suit the needs of the 3

target group or individual

Assessing the educational ability and literacy of individuals 3 

to tailor the information provided to their abilities 

Knowledge of a range of teaching skills and modes of 3

educational delivery

Identification of the aims and objectives for the design and 3

implementation of an education programme for patients and 

their families and carers

Contribution to the organisation and management of an 3

education programme for patients and their families and carers

Maintaining knowledge about the care of the individual person 3

with diabetes

Competency Descriptor 6
Contributes to the continuing education of the patient and family/carers about diabetes and diabetes care (continued)

Key Content NHSQIS Standard(s) Identification of Required Knowledge and Skills



The importance of informed consent for 3–10

patients making decisions about their care

Application of adult learning methods 3

Identification and access to the target groups and individuals 3

for education

Creating a learning environment to suit the needs of the 3

target group or individual

Assessing the educational ability and literacy of individuals 3 

to tailor the information provided to their abilities 

Knowledge of a range of teaching skills and modes of 3

educational delivery

Identification of the aims and objectives for the design and 3

implementation of an education programme for patients and 

their families and carers

Contribution to the organisation and management of an 3

education programme for patients and their families and carers

Maintaining knowledge about the care of the person 3

with diabetes

29A Competency Framework for  the care of a person with Diabetes
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Identifying, with patients and their families and carers, 3

opportunities for learning

Critically appraising information about diabetes from a 3

variety of formats (eg. leaflets, pamphlets, CD-ROM, websites, 

mass media)

Collating and presenting material to individuals in a form 3

that will be comprehensible and accessible

Principles of health promotion and education 3

Evaluation of the effectiveness of health education and 3

promotion programmes

Involving patients, their families and carers in evaluating 3 

the impact of health education and health promotion programmes

Knowledge of health psychology and particularly factors which 3–10

may influence an individual’s motivation to change behaviour

Counselling and negotiation skills 3

Competency Descriptor 6
Contributes to the continuing education of the patient and family/carers about diabetes and diabetes care (continued)

Key Content NHSQIS Standard(s) Identification of Required Knowledge and Skills



Identifying, with patients and their families and carers, 3

opportunities for learning

Critically appraising information about diabetes from a 3

variety of formats (eg. leaflets, pamphlets, CD-ROM, websites, 

mass media)

Ccollating and presenting material to individuals in a form 3

that will be comprehensible and accessible

Principles of health promotion and education 3

Evaluation of the effectiveness of health education and 3

promotion programmes

Involving patients, their families and carers in evaluating 3 

the impact of health education and health promotion programmes

Knowledge of health psychology and particularly factors which 3–10

may influence an individual’s motivation to change behaviour

Counselling and negotiation skills 3
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All healthcare professionals know the value of education throughout their working life

they know its benefits can result in improved patient/client care. The Scottish

Executive has demonstrated its commitment to lifelong learning in ‘Learning

Together’, its strategy for education, training and lifelong learning for all staff in the

NHS in Scotland published at the end of 1999.

The strategy makes explicit the Scottish Executive’s commitment to fostering

continuing professional development (CPD) and lifelong learning in partnership with

employers and staff. Amongst other things, the strategy commits the NHS in Scotland to:

◆ the development of National Occupational Standards based on competencies

◆ ‘Personal Development Plans’ and/or competency portfolios for all NHS staff

◆ a ‘Local Learning Plan’ for each Trust and Health Board, ‘shop windows’ for learning

opportunities and development activities for staff

◆ addressing learning needs linked to specific service quality issues (clinical governance).

What this means for the practitioner is that he or she can expect:

◆ support from their employer in trying to keep up-to-date and learn new skills

◆ regular review with managers/senior professional colleagues/ tutors/mentors of

development needs and learning opportunities

◆ help in preparing personal development plans/learning portfolios

◆ opportunities for team-based learning as well as self-development activities

◆ recognition of acquired skills and competencies as part of the continuous process of

lifelong learning.

Recording Your Learning

It is recognised that knowledge, skills and competence can be acquired from a wide

range of formal and informal learning experiences and daily clinical practice.

Identifying and attributing appropriate value to these experiences is an important first

step in assessing competence in relation to caring for people with diabetes. This can be

achieved by first, compiling a record of these experiences in a professional

development portfolio. 

This document will not provide a finished portfolio; it will enable practitioners to

identify for their own needs and develop an action plan tailored to meeting those

needs. It is also recommended that practitioners should seek advice and assistance

from their own professional/statutory body about the continuing professional

development requirements of their profession.

The main focus in building up a portfolio is on the learning that has taken place, and

this is achieved by analysing each of the experiences. Developing a portfolio in this way:

◆ Helps practitioners assess their current standards of practice

◆ Assists practitioners develop their analytical skills through reflection

◆ Enables practitioners to review and evaluate past experience and learning to help plan for

the future

◆ Provides practitioners with effective and current information to support an application for

a job or course

◆ Enables practitioners to demonstrate experiential learning which may allow them to

obtain credit towards further qualifications.

Lifelong Learning
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Steps to Building a Portfolio

Reviewing experience to date

◆ Consider your knowledge and skills in relation to the competencies and suggested content

◆ Identify those areas of clinical practice for which you are best prepared and do well, both

as an individual and as a member of the multidisciplinary team

◆ Identify those areas where there is most room for improvement

◆ Think about what you have done to improve your practice and performance and how you

intend to continue to do so over the next three years

◆ Consider relevant areas outside your practice, such as team leadership.

Self-appraisal

◆ Self-appraisal is a continuing process. It may help initially to go through this process

with colleagues, a manager or supervisor

◆ Based on your review, stand back and appraise your performance

◆ Focus on events and analyse critically what happened

◆ Describe what happened, identify what was learned and consider areas for development

thrown up by the event.

Setting goals and action plans

◆ Having identified your learning needs, begin the process of setting goals, devising action

plans to meet them and evaluating outcomes.

Sources of evidence that learning has taken place

There is a wide range of valid sources of evidence of competence in clinical practice,

some of which are listed here:

◆ self-testimony

– explanation, report, analysis by student of process/product/ outcome of workplace

◆ activity

– verbal, written, audio visual

◆ practice-based documents

– records of work based projects/workbooks

◆ observation of practice 

– testimony/report of others

– supervisors, colleagues, peers, patients, relatives

– process/product/learning outcome

◆ statements from supervisors/line mangers/practice educators/ others in relation to aspects

of practice

◆ video/audio tapes 

– with analysis relating to learning outcomes/competencies

Lifelong Learning (continued)
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◆ reflection on/of practice 

– written/verbal

– critical incident analysis/workbooks

◆ analytical and evaluative description of aspects of practice

– verbal/written

◆ analysis of issues relating to the planning/implementation/review of practice

◆ reflection/analysis of an education or training experience in relation to practice

◆ assessments 

– observation

– examinations: seen, unseen, challenge

– oral, written

◆ assignments

– literature review, project, case study, essay

◆ dissertation/thesis.

Lifelong Learning (continued)
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Portfolio Route To Achieving Competence in the care of a person with Diabetes
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