
 

 

 

 

 

  
      

‘Feeling 
Well’ 
Diabetes 
Project 

Project Manager: Joseph McGoldrick 
Contact: joseph@healthboxcic.com  
 

Project Reference: HIPA 15 

Name of Client: Diabetes Health 
Inequalities 



 
 

Aim: 

1. To raise awareness, improve knowledge, and upskill residential care home staff the 

prevention, treatment and care of diabetes in the care/nursing home setting through 

a collaborative developed training package. 

2. To work with the homeless community and support organisations in Chester to 

provide education and diabetes support built around the specific needs and situations 

of homeless individuals 

Introduction 

Throughout the 12-month activity schedule, the ‘Feeling Well’ Diabetes Project has evolved 

to become a fundamental part of positively developing diabetes awareness and education for 

care home managers, staff; people experiencing unstable housing, the organisations who 

support them; and the wider Chester community. 

As this population is generally unable to access conventional group diabetes education and 

support; training and support for individuals and organisations has provided invaluable 

resources and contributions to work towards the ICP standards of quality and safety.  

The overall aim of the project was to improve diabetes related health outcomes for people 

living with diabetes in care homes and experiencing unstable housing, whilst achieving 

community sustainability. 

Scoping – Care Homes 

Based on our previous experience delivering training in care homes we decided to run a 

consultation with managers and senior staff enabling them to identify and select their 

priorities around diabetes education and training. The idea behind a scoping and collaborative 

approach allowed the care homes to ‘own’ the project and receive the intervention and 

support that most meets their needs.  

Engagement with care homes – this was achieved through a collaborative approach with the 

Fountains Integrated Care Home (FICHS) team. Once the FICHS onboarding of the 22 care 

homes was complete, initial contact was made with individual care home managers via email 

to invite them to ‘have their say’, however initial uptake was slow and time consuming. Plan 

B involved creating a promotional video (https://vimeo.com/558955983 - open link in 

chrome) to showcase the project and what we aimed to achieve, which realised a little more 

traction, although still limited commitment. Ultimately, the strategy that proved to optimise 

engagement, involved shadowing each GP on their ward round at individual care homes and 

introducing myself and the project to managers.  

https://vimeo.com/558955983


 
 

The scoping element sought to understand what types of care, homes provided in order to 

offer appropriate training. Care homes were asked to complete a questionnaire in order to 

offer a bespoke training and support package (https://forms.gle/v9XUqdTGv3EqXKT19 - open 

link in chrome)  

See breakdown of the key results below. 

Graph illustrating the breakdown of care provision in FICHS. This demonstrated that the 

training package would need to incorporate a wide-ranging approach to ensure staff in each 

of these disciplines had targeted training to best support the residents in their care. 

 

Graph above illustrates the breakdown of staff care home managers wanted to be involved 

in the training - The package needed to incorporate appropriate material for each of the 

https://forms.gle/v9XUqdTGv3EqXKT19


 
 

professions without diluting key information. Some of the verbal feedback I received from 

managers highlighted some staff believed certain elements and modules were not 

appropriate for healthcare assistants or nursing staff and vice versa. However, having 

reviewed the material following this feedback it proved very difficult to include/exclude 

elements of the training without diluting or indeed developing separate training for specific 

staff groups, which was not efficient or practical, which managers understood and agreed 

 

Graph illustrating what topics care home managers would like to see in the training package 

- This showed that most care providers wanted to see the majority of the suggested modules 

in the training package, with the exception of learning disabilities, therefore it was decided 

that a separate training session and content would be developed and dedicated to this cohort 

of staff within the FICHS. 

 



 
 

 

Graph illustrating the breakdown of care homes willing to designate a key member of staff as 

diabetes champion - To provide sustainability to the project, it was agreed that care homes 

would be asked to designate a dedicated member of staff to ensure key information was 

disseminated to staff on a regular basis as further training or updates were provided. 

Managers were unanimously in agreement to the concept of a diabetes champion, however 

most raised the reservation that the staff turnover is extremely high in the care home 

environment and that it would be a challenge to offer cohesiveness to the delivery and 

ongoing development of this. 

 

Graph illustrating the key information care providers would like to see in the diabetes toolkit 

– Again this was to allow for sustainability and provide care staff with a resource to tap into 

following the face-to-face training, in order to consolidate and support knowledge. The 

feedback showed most managers were keen to have a diverse and resourceful toolkit to 

support staff in the ongoing management and care of diabetes residents. Although, most 



 
 

didn’t believe wound care etc was appropriate for staff, as staff already receive training in 

this regard, therefore this was omitted from the toolkit. 

 

 

Graph illustrating the key information care providers would like to see in the diabetes training 

manual – As above, this was to allow for sustainability and provide care staff with a resource 

to tap into in tandem with and following the face-to-face training, in order to consolidate and 

support knowledge. The feedback showed most managers were keen to have a diverse and 

resourceful training manual to support staff in the ongoing management and care of diabetes 

residents. Although, most didn’t believe diabetes and malnutrition was appropriate for staff, 

as staff already receive training from Countess of Chester Dietitians. I made it clear to 

managers that some food fortification/first advice was a little different for residents 

experiencing malnutrition and diabetes and it would be important to focus some education 

on key information for staff to ensure safe management of residents. 

 

 

 

 

 

 

 



 
 

Pre-Training Audit – Care Homes 

 

Pie chart illustrating the breakdown of homes with residents living with type 1 diabetes.  

45.5% – 0 residents 

27.3% - 3 residents 

13.6% – 1 resident 

9.1% - 2 residents 

This showed evidence that the development of training and resources should have some 

focus on type 1 diabetes and its management 

 

Residents living with type 2 diabetes 

1 home – 0 residents  



 
 

1 home – 2 residents  

6 homes – 4 residents 

2 homes – 5 residents 

5 homes – 6 residents 

1 home – 7 residents 

3 homes – 10 residents 

1 home – 11 residents 

Total residents in FICHS living with diabetes = 45  

 

 

10 homes – 0 residents 

6 homes – 1 resident 

4 homes – 3 residents 

1 home – 5 residents 

1 home – 8 residents 

Total residents prescribed insulin to manage diabetes = 17 

 

Data revealed evidence that the development of training and resources should have some 

focus on insulin, even in care homes with zero residents, as they may have an insulin 

dependent resident admitted at any time.  



 
 

 

3 homes – 0 residents 

4 homes – 1 resident 

1 home – 2 residents 

4 homes – 3 residents 

2 homes – 4 residents  

4 homes – 5 residents 

2 homes – 6 residents 

1 home – 8 residents 

1 home – 10 residents 

Total residents’ diabetes controlled by oral medications = 39 

 
4 homes – 0 residents 

1 home – 1 resident 

9 homes – 2 residents 

3 homes – 3 residents 

3 homes – 4 residents 

2 homes – 6 residents 



 
 

 
8 homes – 0 staff 

1 home – 4 staff 

5 homes – 5 staff 

3 homes – 6 staff 

1 home – 7 staff 

2 homes – 8 staff  

1 home – 12 staff  

1 home – 19 staff 

Total staff signed off as competent to monitor blood glucose levels = 61 

 

 
Out of the 22 care homes. 100% reported that there had been zero delays in the 

administration of insulin. 

 



 
 

 
20 homes – 0 errors 

1 home – 1 error 

1 home – 5 errors 

 

 
Graph illustrating the breakdown of medication errors. Both homes reported errors were oral 

medications. 

 



 
 

 
 

18 homes – no 

4 homes – yes  

This pie chart illustrated the importance of education on the provision of onsite hypo box’s 

and their use. 

 

 
17 homes – 0 call outs 

3 homes – 1 call out 

2 homes – 4 call outs 

 



 
 

 
19 homes – 0 admissions 

3 homes – 1 admission 

 

 
12 homes – N/a  

1 home – skin break 

1 home – hypoglycaemia  

1 home – hyperglycaemia  

6 homes – foot ulcer  

 

 

 

 

 

 



 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
 

Training package development – Care Homes 

The training package was built around the supporting evidence above and knowledge for their 

CQC care standards, making the value of committing staff time to the training valuable to the 

FICHS workforce  

Following the initial scoping process and engagement with care homes, the next step was to 

develop a training package which included: 

• Diabetes manual/ guidelines (see link below)  

https://drive.google.com/file/d/1W2sIDBpo2Iuo6gwvYLWC2ivRsI-XMJMp/view?usp=sharing 

Password: HBCIC-Diabetes 

• Diabetes toolkit/info graphics as easy go to guides – see below. 

NB. All toolkits were adapted from EDEN CARES programme 

 

1. Diabetes audit checklist 

  

 

 

https://drive.google.com/file/d/1W2sIDBpo2Iuo6gwvYLWC2ivRsI-XMJMp/view?usp=sharing


 
 

2. How to treat a hypo 

 



 
 

3. Insulin administration 

 



 
 

4. Type 1 sick day rules 

 



 
 

5. Type 2 sick day rules 

 



 
 

6. Diabetes passport/care plan 

  

  

 

 



 
 

7. Foot care 

 



 
 

Training 

• The presentation was developed on PREZI (presentation software) and followed the 

format of the training manual – a video version of the training can be seen below. 

• An online and remote version of the training was also developed to make sure all 

avenues were explored to engage staff in training, especially during COVID-19. (See 

link - open in chrome): https://prezi.com/v/lseia 4sdwe6z/ 

• Video animation production for sustainability (example link below – open in 

chrome). Total of 14 short videos created for community sustainability of the project 

which will be published to Healthbox online platforms ‘The Bubble’ and shared with 

Social Prescribing Link Workers for community dissemination  

1. What is Diabetes 

2. HBA1c blood test 

3. Alcohol 

4. Weight management 

5. Food labelling 

6. Meal patterns and snacking 

7. Hydration and fluids 

8. Fats and oils 

9. Dairy 

10. Glycaemic Index 

11. Portion sizes 

12. Protein 

13. Eatwell guide 

14. Carbohydrates 

 

Click on link – open in chrome:  Watch my Powtoon: Vegetables 

https://prezi.com/v/lseia%204sdwe6z/
https://www.powtoon.com/c/cGvNO9UlF70/1/m
https://www.powtoon.com/c/cGvNO9UlF70/1/m


 
 

Invitation to training 

When all the resources were developed, the next phase was to invite care home staff to 

training and ask them to book via online booking form (example below) 

https://forms.gle/dFseteCFuy6nomqE8 - open in chrome 

The invitation to training element proved to be another significant hurdle to overcome, which 

was compounded by fresh restrictions due to COVID-19 and the Omicron variant. Care homes 

were struggling to release staff, due to shortages and sickness for training. In addition, when 

staff were booked onto training the DNA rate was significant. One particular training course 

had a full booking of 20 delegates and only 4 attended training. 

In total 42 (however we only received 31 of the feedback forms) staff attended with a total of 

6 out of 22 homes engaging in the face-to-face training. Delegates were asked to complete a 

number of forms to measure: 

• Knowledge and confidence – same questionnaire pre and post training to evaluate 

effects of training. See format of questions for scales in the links below. 

Pre - https://forms.gle/q6Q2gHNmxGV4HJoc6  

Post - https://forms.gle/NbmDq3YSNL5pHM8V8  

• Evaluation of training - https://forms.gle/Hrg9yL8ki4zERh9q9  

The difficulties presented with Omicron variant and the, meant we came up with a ‘Plan B’ 

option to invite care homes to participate in a virtual training sessions; however, after several 

attempts to engage homes and multiple emails and telephone calls, ultimately managers 

were finding it too difficult to release staff for any form of training during what proved to be 

a very challenging time for the indudtry 

Knowledge and confidence results  

• Left graphs – Pre training 

• Right graphs – Post training 

 

  

 

https://forms.gle/dFseteCFuy6nomqE8
https://forms.gle/q6Q2gHNmxGV4HJoc6
https://forms.gle/NbmDq3YSNL5pHM8V8
https://forms.gle/Hrg9yL8ki4zERh9q9


 
 

  

 

  

  

  



 
 

  

   

  

  



 
 

  

  

Evaluation of training 

 



 
 

 

 



 
 

 

 

 

Results Summary 

The total number of completed returned questionnaires was 31 out of 41 delegates from 6 

out of 22 care homes. When compared, results revealed a significant increase in knowledge 

and confidence across all categories, from an average of 32% pre-training to 68% post-

training, an improvement of 34%. 

The evaluation feedback forms showed staff believed the training fell between the good to 

excellent across most categories, the exception being the length of the training, with a portion 

of the delegates suggesting that training was too long in duration and that it was difficult to 

maintain concentration over a 3-hour period and perhaps this may have been more valuable 

split over 2 sessions. 

 



 
 

Designated ‘Diabetes Champions’ 

This was a key performance indicator for the project, and although all care homes had agreed 

to put this in place, when followed up, unfortunately no care homes had designated a 

diabetes champion in the interest of sustainability. The main reasons for this were a lack of 

staff and high staff turnover to facilitate this during what was a very challenging time for the 

care home industry. 

Outstanding outcomes 

• Reduced Hypoglycaemia/Hyperglycaemia adverse events  

• HbA1c changes  

• Improvements in annual review data – care homes + homeless  

• Improvements in diabetes screening – care homes + homeless   

Unfortunately, due to the difficulties getting feedback data from key stakeholders, we have no data to support 

any changes in any of the above categories. Although, in hindsight, it is important to note, that it was 

extremely optimistic to expect any significant changes in the above during a project lasting 1 year. To see any 

meaningful improvements, I believe the project would need a minimum of 2-3 years to yield these results. 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
 

‘Feeling Well’ – Homelessness and Diabetes 

Introduction 
The diabetic homeless population face multiple inequalities and compounded difficulties in 
awareness, mental wellbeing and resources to enable management and care for diabetes. 
Issues range from food availability, access to medication to monitoring their blood sugar 
levels. A recent study states that often individuals experiencing homelessness will: 
 

• experience a higher incidence of diabetes related adverse outcomes 
• have poorer access to medical care 
• experience financial barriers to medications and dietary control 
• Have a lack of trust in healthcare providers 
• potentially experience significantly poorer outcomes due to the lack of tailored 

interventions and diabetes care targeted to their specific needs and challenges 
 
The project aimed to tackle some of these issues in partnership with the range of VCSE 
organisations that support the needs of individuals experiencing homelessness. 
 
The initiative aimed to provide diabetes prevention and management education to homeless 
individuals alongside the venues and groups that provide access to food and housing, such as 
identifying signs and symptoms as well as managing diagnosed diabetes. Part included an 
element of ‘learning as we go’ to provide the support that will aid these patients to improve 
their self-management and encourage regular GP/medical monitoring of their condition. 
 
As a CIC we always aim to provide a community input that can be made sustainable or benefit 
our community partners. Enabling people to make healthier lifestyle choices is part of our key 
mission and this element was developed and delivered in conjunction with our Social 
Prescribing team and online wellbeing portal: The Bubble. See videos developed in care home 
section. This initiative endeavours to have a wider input through providing education and 
diabetes support through the Social Prescribing service.  
 
This aimed to include where possible: practical cookery (via videos during COVID restrictions) 
benefits of regular exercise for prevention and management, yoga/relaxation and 
mindfulness for diabetes as well as linking with a local diabetes buddy system (via ICP contact) 
and peer support. This component of holistic community-based support, although not 
targeted at any one population, endeavoured to offer an easy access, open doors approach 
to patients and carers. We feel has offered the significant aspect of sustainability to the 
project, in particular to enable people to feel more confident and informed in self-
management and to feel connected, as well as providing a service to individuals who may be 
less likely to contact the GP due to the pandemic.  More and more people are being impacted 
by financial and mental health issues as a result of the pandemic, which could impact on their 



 
 

overall health and wellbeing making preventative and self-management programmes 
relevant to the wider community.  
Engagement 
A newsletter was sent out to all supporting organisations, sample below: 
 

 
 
Further engagement was achieved through a social media drive to raise awareness of the 
project, see sample video for ‘Diabetes Day’ 2021: https://fb.watch/cNNqMX0LEf/  
 
The engagement aimed to work alongside the community homeless organisations, including 
‘Inside Out’ (30+ organisations/individuals supporting people in unstable housing throughout 
Cheshire West and Chester), SHARE, Soul Kitchen, food bank and the Welcome Network 
Meeting Places (funded via Cheshire West and Chester Council as part of their dedication to 
reducing food inequality and poverty across the borough). The Cheshire West and Chester 
Poverty Truth Commission are currently exploring the inequalities and issues surrounding 
emergency food provision for residents with medical conditions and/or learning disabilities 
and homelessness, therefore we were lucky to work alongside them and offer support around 
education and appropriate emergency food provision for people living with diabetes. This 
element offered links between existing networks by including diabetes education within their 
broader scope. 

https://fb.watch/cNNqMX0LEf/


 
 

 
To enable sustainable outcomes, we have worked with our local social prescribing schemes 
providing resources for link workers aimed around raising awareness of diabetes and 
preventative behaviour change in our local communities. Healthbox Link Workers currently 
provide online weight management groups which could include prevention and self-
management of newly diagnosed type 2 patients. Through our close links with our PCNs 
patients facing health inequalities, patients were encouraged to be referred into the project 
if they require a more personalised approach to management and self-care. However, due to 
data protection and the limitations of the data-sharing agreement, we were unable to reach 
out to individual diabetic patients to invite them for support, therefore no one availed of this 
service.  
 
Our Public Health Dietitian and nutritionists planned several practical group cooking for 
diabetes sessions, with an aim to provide life skills for patients increasing education and self-
management. Although, again due to the Omicron variant, all of these sessions were 
cancelled and no follow up was arranged, due to time constraints of the project. 
 
Practical Guides 
A focus of the intervention was to provide practical support for the people of Chester 
experiencing unstable housing. These guides are to be disseminated across all supporting 
organisations, including: 
 

• PCN Social Prescribing Link Workers 
• St Werburgh’s Practice for the Homeless 
• All organisations within ‘Outside In’ e.g. CATH, SHARE, Soul Kitchen etc. 
• Welcome Network 
• Cheshire West and Chester Foodbank 

 
Five booklets were developed to support homeless patients and supporting organisations, 
depending on their individual circumstances, see sample booklet below. 
 

1. Alcohol Dependency 
2. Eating at a hostel mission 
3. Street Homelessness 
4. Cooking Facility Access 
5. Food bank 

 
 
 
 
 
 
 



 
 

Example Booklet: Reliant on Food bank 

  

  
 

  


