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Executive Summary
The Diabetes Care Trust (DCT) is a charity that promotes education for professionals, of all
disciplines, who care for people with diabetes. Together with The Royal College of Midwives
the DCT believes that there may be a need for the development of a training programme for
midwives. To understand this in more detail the DCT trustees commissioned a report on
midwives’ education needs in relation to caring for their patients with diabetes.
‘Diabetes Care in Pregnancy; a midwife education needs analysis’ is based on information
gathered from 120 NHS Trusts by means of a Freedom of Information request and on 698
responses to a questionnaire sent to more than 30,000 midwives on The Royal College of
Midwives mailing list.
The important conclusions of the report with regard to the educational needs of midwives
are:
1. Midwives recognise the need for education to improve their care of pregnant
women with diabetes.
2. Midwives felt that there was an educational need around general responsibilities as
well as for those who work in a more specialised role, including Lead Midwife for
Diabetes. The educational needs of the various groups require courses with
different content, even when dealing with the same subject matter.
3. Midwives’ responses confirmed that they had completed a range of different
diploma, degree and masters level courses, which included elements of the
management of diabetes in pregnancy including: high-risk midwifery courses,
general diabetes management courses, prescribing courses and their midwifery
degree courses. However, Warwick and Cardiff were the only universities cited that
had offered specific stand-alone ‘diabetes in pregnancy’ courses. The respondents to
the questionnaire, including 80 Diabetes Lead Midwives, felt they needed further
accredited training, including in insulin initiation and titration. The perceived need
for further training was independent of their self-expressed confidence and
competence.
4. Midwives of all backgrounds believe that Diabetes Lead Midwives provide a higher
standard of care and improved outcomes, as well as giving better continuity and
consistency of care.
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5. A strong case can be made for three levels of training: a) general training on the
principles and identification of diabetes as well as initial management, b) extended
diabetes training suitable for midwives working in high risk areas who are not leads
in diabetes, c) in-depth training for Diabetes Lead Midwives in the supervision and
management of diabetes management including insulin initiation and treatment,
which would give them accredited qualifications in the non-medical prescribing of
diabetes medications including insulin.
The Working Group responsible for producing the report believes that a thorough
assessment of the educational requirements of midwives for training in diabetes has been
made and that there is a case for providing opportunities to fulfil the unmet needs.

iii

Working Group Membership
Dr Huw Alban Davis, Chair of Diabetes Care Trust (ABCD)
Shelley Bennett, Founder of Circle D, a support network for people aged 18-30 with
diabetes that operates through Facebook, the website, meetings and events.
Umesh Dashora, Consultant Diabetologist, Conquest Hospital, Hastings. Umesh is the lead
author of the Joint British Diabetes Society’s guidelines on perinatal diabetes management.
Anne Goodchild, Diabetes Specialist Nurse. Anne is the founder of PITstop and designed
this highly successful course to accredit nurses in initiating injectable treatments for people
with diabetes.
Julia Hugason-Briem, Project and Programme Manager and Director of Briem Consulting
Ltd. Julia has extensive experience in the health commissioning and service improvement,
including the diabetes commissioning field as well as audit and survey.
Gail Johnson, Education Advisor, Royal College of Midwives. Gail has a particular interest in
the provision of e-learning.
Abigail Kitt, Senior Quality Improvement Lead (Diabetes) South East Clinical Networks, NHS
England
Annette Schreiner, Consultant Obstetrician and Medical Director at Darent Valley Hospital
(recently retired). She contributed to and taught the University of Brighton Masters module
in diabetes in pregnancy.
Diane Todd, Diabetes Specialist Midwife, Leicester University Hospitals. Di is a member of
the NICE Guideline Group for Diabetes in Pregnancy and was a contributing member of NHS
Diabetes’ report on "Lead Midwife in Diabetes: Standard Role and Competencies”.
Dr Jennifer Yiallouros, Researcher and Director of Qualjenuity a research consultancy
analysing qualitative health data. Jen is also a Research Associate at the University of
Leicester.

iv

Acknowledgements
The Working Group are grateful to all the NHS Trusts for their responses to our Freedom of
Information request.
Our special thanks go to each of the midwives who tested the survey and to each midwife
who completed the survey, for taking time out of their busy schedules to provide such
detailed answers and valuable comments.
Thanks too to Dr Michael Nash for sharing the survey tool he developed for his thesis: A
mixed methods approach to exploring mental health nurses diabetes education and skills
needs, which helped us to start the design of our survey.
Finally, without the practical support of The Royal College of Midwives the survey would not
have reached so many individual midwives, and the number of responses to the survey
would have been much reduced. We thank them for this and for their encouragement and
endorsement of this project.

v

Table of Contents
Executive Summary ................................................................................................................................. ii
Working Group Membership ................................................................................................................. iv
Acknowledgements................................................................................................................................. v
Table of Contents ................................................................................................................................... vi
1

Introduction .................................................................................................................................... 1
1.1

2

3

4

Background ............................................................................................................................. 1

Diabetes in Pregnancy..................................................................................................................... 2
2.1

Prevalence and incidence ....................................................................................................... 2

2.2

Guidance ................................................................................................................................. 2

2.3

Complications and outcomes.................................................................................................. 2

2.4

NHS requirements ................................................................................................................... 4

2.5

The role of midwives ............................................................................................................... 6

Methodology ................................................................................................................................... 8
3.1

Freedom of information requests ........................................................................................... 8

3.2

Midwife survey........................................................................................................................ 8

Findings ......................................................................................................................................... 10
4.1

NHS Trust freedom of information request .......................................................................... 10

4.2

Midwife survey responses .................................................................................................... 12

5

Conclusion ..................................................................................................................................... 45

6

Recommendations ........................................................................................................................ 47

References ............................................................................................................................................ 48
Glossary / abbreviations ....................................................................................................................... 50
Appendix 1 – Freedom of Information Questions ................................................................................ 51
Appendix 2 – Full Text of Midwife Survey ............................................................................................ 55
Appendix 3 – University Courses .......................................................................................................... 65

vi

1 Introduction
1.1 Background
One of the main aims of the registered charity The Diabetes Care Trust (DCT), is to support
the Association of British Clinical Diabetologists (ABCD) in their role of educating diabetes
professionals. Whilst the ABCD is mainly concerned with the education of specialists in
diabetes, the DCT’s objectives are wider and may encompass the education of other health
professionals involved in the care of people with diabetes.
Together with The Royal College of Midwives, the DCT believes that there is a potential
need for an education programme for midwives who care for pregnant women with
diabetes.
This may include:
1. an e-learning module for general diabetes management including early
identification of gestational diabetes (GDM), risk factors, early referral and follow up.
2. a course designed specifically for midwives who would like to supervise diabetes
management and initiate treatment including insulin initiation and titration.
To understand the educational needs of midwives in more detail, the DCT has undertaken
an education needs analysis; this report summarises the findings.
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2 Diabetes in Pregnancy
2.1 Prevalence and incidence
It is estimated that each year up to 5% (32,100) of women who become pregnant in the UK
have either pre-existing diabetes or develop gestational diabetes during their pregnancy. Of
these, 87.5% (28,100) have gestational diabetes, 7.5% (2,400) have Type 1, and 5% (1,600)
have Type 2 diabetes. The prevalence of diabetes, and especially Type 2 diabetes, has
increased in recent years. The incidence of gestational diabetes is also increasing as a result
of higher rates of obesity and more pregnancies in older women. (NICE, 2015).

2.2 Guidance
NICE Guideline 3 (NG3) ‘Diabetes in Pregnancy: management from preconception to the
postnatal period’ offers clear guidance on the management of Type 1, Type 2 and
gestational diabetes. Quality Standard 109 (QS109) covers managing diabetes and its
complications in women who are planning pregnancy or who are already pregnant. It
includes care for women with pre-existing diabetes before and during pregnancy, and
diagnosis and management of gestational diabetes. It describes high-quality care in priority
areas for improvement.
Type 1 and Type 2 diabetes in pregnancy pose serious problems for both mother and child
(Dornhurst & Banerjee, 2010). It is recommended that antenatal care should be provided by
specialist teams (Healthcare for London, 2009) (Carr, 2013) and excellent care to be
provided by consultant diabetologists and obstetricians, holding joint clinics with support
from competent dietitians, and diabetes specialist nurses (Noctor & Dunne, 2014).

2.3 Complications and outcomes
Diabetes in pregnancy is associated with risks to the woman and to the developing foetus.
Miscarriage, pre-eclampsia and preterm labour are more common in women with
pre-existing diabetes. In addition, diabetic retinopathy can worsen rapidly during pregnancy.
Stillbirth, congenital malformations, macrosomia, birth injury, perinatal mortality and
postnatal adaptation problems (such as hypoglycaemia) are more common in babies born to
women with pre-existing diabetes (NICE, 2015)
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The recently published National Pregnancy in Diabetes Audit, 2016 (NHS Digital, 2017),
which looks at pre-existing diabetes, has demonstrated that there continues to be a lack of
progress with delivering the NICE recommendations.
The audit looked at 3,304 pregnancies in 3,297 women across 172 antenatal diabetes
services. Of these women, 1,610 had Type 2 diabetes and 1,623 had Type 1.
The key findings were:
1. Lack of preparation: few women living with diabetes are well prepared for
pregnancy, with only one in 12 women (8%) achieving all three key recommended
pre-pregnancy health measures.
2. Maternal hypoglycaemia and ketoacidosis: Almost one in 10 women with Type 1
diabetes had at least one hospital admission for severe hypoglycaemia. Ketoacidosis,
a high risk for mother and foetus, occurred in 2.7 per cent of women with Type 1
diabetes.
3. Higher complication rates: Almost one in two babies had complications related to
maternal diabetes including: nearly half of the babies born to women with Type 1
diabetes, and nearly a quarter born to women with Type 2 diabetes were larger than
gestational age. Other complications included: preterm delivery, delivery by
caesarean section and higher rates of infant admission to neonatal care units in
women with diabetes than in women in the general population.
4. Adverse neonatal outcomes: Stillbirth rate is twice as high as that of the general
population and the neonatal death rate is more than four times as high as that of the
general population
5. There has been little overall change since 2014: However, there is very considerable
inter-service variation in a number of measures.

Not only is stillbirth a risk for those with pre-existing diabetes, but also for women with
gestational diabetes. The 2015 MBRRACE-UK Perinatal Confidential Enquiry into stillbirths
(Healthcare Quality Improvement Partnership, 2017) found that two thirds of women with a
risk factor for developing diabetes in pregnancy were not offered testing, which could have
identified the need for treatment and potentially a different outcome.
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According to the Office for National Statistics, 2016, there were 2,895 stillbirths in England
and 165 in Wales. The National Records of Scotland, 2014, reported 228 stillbirths in
Scotland and the Registrar General Annual Report, 2015, reported 76 stillbirths in Northern
Ireland, see Table 1.
Live births and stillbirths by area of usual residence of mother
Area of usual residence
ENGLAND
North East
North West
Yorkshire and The Humber
East Midlands
West Midlands
East
London
South East
South West
Source: Office for National Statistics (ONS),
2016
WALES
Source: Office for National Statistics (ONS),
2016
SCOTLAND
National records of Scotland, 2014
NORTHERN IRELAND
Registrar General Annual Report, 2015

Live births
663,157
28,574
86,069
63,823
53,299
71,041
72,250
128,803
101,982
57,316

Stillbirths per 1,000
Stillbirths live births
2,895
4.4
104
3.6
363
4.2
325
5.1
238
4.5
326
4.6
298
4.1
636
4.9
407
4.0
198
3.5

32,936

165

5.0

56725

228

4.0

24215

76

3.1

Table 1 - Live births and stillbirths in the UK

The NHS Atlas of Variation, 2015 (Public Health England et al, 2016), suggests that 5% of
stillbirths are related to maternal disease (mostly diabetes). Using the statistics above this
would equate to up to 145 babies in England, 8 babies in Wales, 11 babies in Scotland and 4
babies in Northern Ireland.

2.4 NHS requirements
The NHS has been tasked with achieving a number of targets that are relevant to those
providing health services to pregnant women with diabetes. This includes reducing the
number of stillbirths, reducing variation in care, and improving safety, increased
personalisation, better experience and choice.
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2.4.1 Reducing the number of stillbirths
In November 2015, the Secretary of State for Health announced a national ambition to halve
the rates of stillbirths by 2030, with a 20% reduction by 2020. (NHS England, 2015)
This target remains a priority for NHS England, NHS Trusts and CCGs where it is reiterated in
a number of documents including:
1. Government mandate to NHS England, 2017/18
2. Next Steps on the NHS Five Year Forward View, March 2017
3. NHS Operational Planning and Contracting Guidance, 2017-2019, NHSE, NHSI,
September 2016
4. CCG outcome indicator set, 2017/18
5. Saving Babies’ Lives: A care bundle for reducing stillbirth, 2016
Provider Trusts are encouraged to adhere to the NICE guidance on diabetes in pregnancy as
part of their strategy to achieve this target. (NHS England, 2016)

2.4.2 Reducing variation in care
Reduction in unwarranted variation in care across the NHS is a priority across a number of
areas including diabetes. The Next Steps on the NHS Five Year Forward View, March 2017,
NHS Operational Planning and Contracting Guidance, 2017-2019, NHSE, NHSI, September
2016, and the Government Mandate to NHS England, 2017-18, all set out the need for a
step change in the NHS in preventing ill health and supporting people to live healthier lives.
By 2020 there must be a measurable reduction in variation in the management and care for
people with diabetes, including improving the achievement of the NICE recommended
treatment targets whilst driving down variation between CCGs.

2.4.3 Improving safety, personalisation, experience and choice
Implementing Better Births, March 2017, states that, “The vision is clear: we should work
together across organisational boundaries in larger place-based systems to provide a service
that is kind, professional and safe, offering women informed choice and a better experience
by personalising their care.” (NHS England, 2017)
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2.5 The role of midwives
Midwives are the key professionals in all pregnancies and are in an ideal position to build
trusting relationships with pregnant women with diabetes. When care is specifically
designed and delivered to meet the complex needs of women who have or who may
develop diabetes, these women and their babies benefit from significantly improved
outcomes (NHS Diabetes, Royal College Midwives, 2010).
The extent of midwives’ involvement with pregnant women who also have diabetes will
depend on their role; from screening and identification of GDM to the more complex areas
such as insulin initiation and titration and working closely with the DST.
As a complex medical condition, midwives should not be expected to be experts in diabetes,
however as the incidence of diabetes grows, it is important that all midwives have a
minimum level of competency and confidence in their understanding and management of
the condition.
In some maternity units there is the potential for individual midwives to enhance and
extend their knowledge by becoming a lead midwife for diabetes. Several job titles are used
within the NHS to describe the role of a lead midwife for diabetes, as there is no nationally
defined standard. Titles include Diabetes Specialist Midwife (DSM) and midwife with a
special interest in diabetes, however for the purpose of this report we shall use the term
Diabetes Lead Midwife (DLM). In section 4 of this paper ‘Findings’, the term Diabetes
Specialist Midwife (DSM) or similar is used as this was used in the Freedom of Information
Request and midwife survey.
Midwives developing areas of specialist interest and skill has been welcomed by The Royal
College of Midwives (RCM), which affirmed that this is an important part of providing a
service response to the increasingly diverse needs of all communities within the population.
(NHS Diabetes, Royal College Midwives, 2010) However, although DLMs can play a crucial
role in the day-to-day support of pregnant women with diabetes (NHS Diabetes, Royal
College Midwives, 2010) they are not always available and even when they are, they are not
always sufficiently trained in important aspects of diabetes care in pregnancy and may not
have capacity to support all women (Todd, 2017).
NG28 (NICE, 2015) highlights the education criteria for insulin initiation and the NICE QS6
(NICE, 2011) focuses on the importance of training when initiating insulin. It is not known
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how many midwives have sufficient competence to initiate insulin treatment and to advise
about adjusting insulin doses.
One of the reasons why midwives do not have a more active role in the management of
diabetes before, during and after pregnancy, may be that there is limited suitable,
endorsed/ accredited training available. This could mean that pregnant women miss out on
an opportunity to have their diabetes care provided by the professional who knows them
best, nearest their home.
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3 Methodology
A Working Group was established to support the DCT in examining the need for a diabetes
in pregnancy education programme for midwives. This would take the form of an education
needs analysis. The Working Group, comprising a patient representative and experts in the
fields of Diabetes Mellitus, Obstetrics, Midwifery, Education, Research and Project
Management, advised on the process, which included a Freedom of Information Request
and a survey. The Working Group advised on the questions to be asked in the FOI request
and the survey, promoted the uptake of the survey in their local areas and supported the
analysis and interpretation of the responses. Details of the Working Group members can be
found on page on page iv.

3.1 Freedom of information requests
A Freedom of Information request was drafted and issued by email or via Trust websites, to
all 130 NHS Trusts in England with a Midwifery Unit between 15 th May 2017 and 23rd June
2017. One of the main aims of the FOI request was to identify the Trusts’ DSM or the
person responsible for diabetes services in the Trust, so that a survey could be sent directly
to them.

3.2 Midwife survey
3.2.1 Survey design and testing
The survey questions were initially based on a previous study undertaken with mental
health nurses investigating their diabetes training needs (Nash, 2014) (Nash, 2017). The
questions were further developed by the working group and by looking at the responses to
the Freedom of Information request. The final questionnaire wording was agreed after
testing the questions with nine midwives, in three different NHS Trusts including three
DSMs, to ensure that the questions were clear, unambiguous and that the content was
appropriate.
The survey was aimed at practicing midwives. It was designed in seven sections and
comprised 33 questions:
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1. Information about the responder, e.g. grade, length of service, management
responsibilities
2. Role in managing diabetes in pregnancy
3. Expertise and training needs in:


diabetes treatment and medicines management



general diabetes management



gestational diabetes management



other areas of diabetes management

4. Support given by the Diabetes Specialist Team
5. Benefits to women with diabetes, midwives and NHS Trusts of midwives taking an
active role in diabetes management in pregnancy
6. Work location
7. Contact details for those interested in being involved in further research or design of
a course and contact details for a prize draw.

3.2.2 Survey launch
The survey was uploaded to Survey Monkey and a link was sent out by The RCM to all
approximately 30,000 active members on their register and to all DSMs identified through
the FOI request. The survey was issued between 31st July 2017 and 4th August 2017 and
reminders were sent out on 11th September 2017. Seven weeks were allowed for
completion, with the survey closing on 25th September 2017.

3.2.3 Survey limitations
A number of limitations to carrying out the survey in this way are recognised, including that
there may be duplicates in entries and that the respondents are self-selecting and may
therefore bring a certain level of bias.
There were also a few technical issues immediately after the launch of this survey which
resulted in difficulties in progressing beyond questions 28 and 33 for some respondents.
This may have resulted in fewer completed survey responses from those who could not
progress beyond these questions until these issues were fully resolved on 18th August 2017.
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4 Findings
4.1 NHS Trust freedom of information request
Responses were received from 110 of the 130 NHS Trusts with Midwifery Units between 18
May 2017 and 2 October 2017. Please refer to Appendix 1 for the full set of FOI questions.

4.1.1 Summary of responses
We asked NHS Trusts in relation to the management of pregnant women, whether they
had a joint clinic, whether they have specific competencies in place with training to
ensure these and whether midwives are involved in diabetic medication.



All NHS Trusts had a joint clinic for the management of pregnant women with
diabetes. These clinics have the following representation:
Consultant Obstetrician

99%

Consultant Diabetologist

97%

Diabetes Specialist Nurse

91%

Diabetes Lead Midwife

76%

Diabetes Specialist Dietician

79%

Table 2: Freedom of Information request – Joint clinics

Others included: Link Midwives, Health Care Assistants, Sonographers, Registrars.


Just under two thirds of Trusts (61%) have training in place to ensure competencies
in provision of care to pregnant women with diabetes. Many Trusts provided further
details of the competencies that they are working towards.



Many Trusts provided details of the internal training they provide and details on the
courses that their DSMs had attended. These included nursing modules on diabetes
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and non-medical prescribing courses. Only one stand-alone course was identified in
the FOI responses which was specific to diabetes in pregnancy, and this is provided
by Warwick Medical School.


Half of the NHS Trusts have midwives involved in the management of oral diabetes
medication, 44% in insulin initiation and 51% in insulin titration.



Three quarters of NHS Trusts have at least one DSM or similar (diabetes specialist
midwife, midwife with a special interest in diabetes, link diabetes midwife)

We asked NHS Trusts for the contact details of their diabetes specialist midwife or the
midwife responsible for the overall care of pregnant women with diabetes.



Four fifths (83%) of Trusts provided a named contact for their DSM or midwife with
overall responsibility for the care of pregnant women with diabetes. The remainder
did not provide any details or refused, citing that names and contact details of staff
constitute personal data as defined within the Data Protection Act 1998 and as such
are exempt from provision under Section 40(2) of the Freedom of Information Act
2000.
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4.2 Midwife survey responses
Following data validation, there were 698 completed responses to the survey which were
eligible for inclusion. Not everyone completed every question in the survey, which is why
the total count for each question does not always reach 698. Please refer to Appendix 2 for
the full set of survey questions.

4.2.1 Findings
4.2.1.1 Information about the midwives surveyed
We asked how long the midwives had been qualified as a midwife, whether they had
trained as a nurse prior to becoming a midwife, their grade, their areas of work and
additional responsibilities they may have.


Around half of the midwives had been qualified for over 15 years (49%) (Q1). See
Figure 1. Eighty (11%) were DSMs; The proportion of DSMs increases with time since
qualification. Those who would like to become a DSM (74 midwives, 11%) had been
qualified for a shorter period than those who are already DSMs. (Q1/Q7). A high
proportion (62%) of the midwives with more than 15 years’ service do not want to
become a DSM (Q1/Q7).



A similar number had previously trained as a nurse prior to becoming a midwife as
those who had entered midwifery without previous nurse training (Q2). See Figure 2.
Those who had been qualified longer as a midwife were more likely to have trained
as a nurse first (Q1/Q2). Twice as many DSMs trained as a nurse prior to becoming a
midwife than those who did not train as a nurse (Q2/Q7). Nearly one third of the
midwives who trained as a nurse prior to becoming a midwife do not want to
become a DSM (Q2/Q7).



The grade of the midwives ranged from band 5 to band 8d with 65% employed at
band 6 and 24% at band 7. Only 3% of respondents were band 8a-d (Q3). See Figure
3. Over half of the DSMs (54%) are band 7 with 43% being band 6, the remainder
being band 8. Those wanting to become DSMs and those wanting to know more
about diabetes in pregnancy were most likely to be band 6 (74% and 70%
respectively) (Q3/Q7) see Figure 4.
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Just over a third of the midwives (36%) work in the labour ward and birth centre.
Another area commonly mentioned was the postnatal ward. Nearly half of the
midwives (44%), work in more than one area, with 18% working across three or
more areas (Q4). See Figure 5and Figure 6. Midwives who are DSMs are
proportionally more likely to be working in the antenatal clinic, antenatal ward and
labour ward and are less likely to be working in the community than those who are
not DSMs (Q4/Q7). See Figure 7. Additional responsibilities were evenly spread
across the range, with a smaller number having additional responsibility for finance/
budget management and a larger proportion having responsibility for teaching/
training. See Figure 8. Just over one third (37%) of the midwives have no additional
responsibilities, 26% one additional responsibility, 18% two additional
responsibilities and 24% three or more additional responsibilities (Q5).



A smaller proportion of midwives who are DSMs said that they had no additional
responsibilities (2%) compared with the other midwives (22%). Compared with other
midwives, DSMs had proportionally more responsibility in audit and quality
improvement and a slightly increased focus on safety and teaching / education.
(Q5/Q7). See Figure 9. Midwives were more likely to have additional responsibilities
as they progressed up the grading scale and as their length of service as a midwife
increased (Q5/Q1/Q3).



Other responsibilities included amongst others: mentoring students, taking a role
associated with The RCM, research, breastfeeding and safeguarding.

Q1: How many years have you been
qualified as a midwife?
0

140

15+ years

280

49%

420

560

Q2: Did you train as a nurse prior
to becoming a midwife?
700

0

420

560

700

52%

80%

100%

361

13% 91

5-9 years

16% 113

0-4 years

22%

yes

0%
Figure 1: Question 1

13

280

340
no

10-14 years

140

20%

48%

334

153
40%

60%

80%

100%

0%

20%

Figure 2: Question 2

40%

60%

Q3: Which band are you employed
at?
0

Band 8 a-d

140

280

420

560

700

3% 21

Band 7

24%

Band 6

65%

Band 5

8%
0%

Q2 Q3 Analysis - Trained as a
nurse prior to becomming a
midwife/ band
Band 8 a-d

167

81%

Band 7

69%

Band 6

452

19%
31%

43%

57%

Band 5 13%

53
20%

40%

60%

80%

0%

100%

87%
20%

40%
yes

Figure 3: Question 3

60%

80% 100%

no

Figure 4: Questions 2 and 3

Q4: Which areas do you work in?
0

100 200 300 400 500

Labour ward and birth
centre

36%

348

Community

21%

205

Antenatal ward

21%

203

Antenatal Clinic

17%

Education and research

Q4: Which areas do you work in?
Numbers working in 1, 2 and 3 or
more areas
1 area

56%

2 areas

26%

164

6%

3+ areas

55

0% 10% 20% 30% 40% 50%

18%
0%

Figure 5: Question 4

20%

40%

60%

Figure 6: Question 4

Which areas do you work in? Q4/Q7
Antenatal Clinic

35%

Education and research

18%

Antenatal ward
Labour ward and birth centre

65%
82%

14%

86%

7%

93%

Community 3%
0%

97%
10%

20%

30%

Yes, I am a DSM or similar
Figure 7: Questions 4 and 7

14

40%

50%

60%

No, I am not DSM

70%

80%

90%

100%

Q5: Additional responsibilities do you have in your role as a midwife?
0

50

100

150

Teaching/ training

200

250

300

21%

Audit

304

12%

Staff management

173

10%

149

Safety

9%

134

Quality improvement

9%

133

Other

8%

Risk

116

8%

Finance/ budget management

3%

350

110

50

No additional responsibilities

18%
0%

5%

263

10%

15%

20%

25%

Figure 8: Question 5

Q7 Q5 Analysis: What additional responsibilities do you have in your role as
a midwife
Quality improvement

29%

71%

Risk

22%

78%

Safety

22%

78%

Teaching/ training

20%

80%

Staff management

18%

82%

Other (please specify)

16%

84%

Finance/ budget management

10%

90%

I do not have any additional responsibilities 3%
0%

97%
10%

20%

Yes, I am a DSM or similar
Figure 9: Questions 7 and 5

15

30%

40%

50%

60%

No, I am not a DSM or similar

70%

80%

90%

100%

4.2.1.2 Midwives’ role in managing diabetes in pregnancy
We asked what level of service midwives currently provide to pregnant women with
diabetes, whether they are a Diabetes Specialist Midwife or would like to be and
whether they had undertaken a university course which included diabetes in


Two thirds of the midwives provided both high risk and low risk care (Q6). See Figure
10. DSMs and those wanting to be DSMs were more likely to be providing high risk
and low risk care. Those who do not want to be DSMs were more likely to be
providing low risk care or no care to women with diabetes (Q6/Q7). Midwives
providing high and low risk care decreased with length of time since qualification and
with increased grading (Q6/Q1/ Q3)



Eighty (11%) of the 698 midwives were DSMs or similar and a further 11% of
respondents would like to become a DSM. Over half (54%) were not DSMs but
would like to know more about diabetes management in pregnancy (Q7). See Figure
11.



Approximately 60% of the midwives had not undertaken a university course which
included diabetes in pregnancy. Forty percent had undertaken such a course with 5%
of these having undertaken more than one course often at a variety of universities.
(Q8) See Figure 12.



The most commonly mentioned university was Warwick University followed by Kings
College London. Warwick and Cardiff were the only universities cited that had
offered specific stand-alone ‘diabetes in pregnancy’ courses. Please refer to
Appendix 3 for further details.



The proportion of midwives with Masters qualifications and other University
accredited courses or modules, increased with the number of years qualified as a
midwife. The proportion of midwives with degrees decreased with the number of
years qualified as a midwife (Q8 Q1). See Figure 13. This may be due to degree
qualifications not previously being required to practice midwifery.



Those midwives who are DSMs, or would like to be, were more likely to have
undertaken a university course which included diabetes in pregnancy. Those who do
not wish to be a DSM were less likely to have undertaken such a university course
(Q8/Q7). See Figure 14.
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A total of 23 midwives (3%) included diabetes medications as part of their prescribing
practice see Figure 15. This included thirteen DSMs, six midwives who would like more
knowledge about diabetes management in pregnancy, one midwife who would like to
become a DSM and three who do not wish to be a DSM. See Figure 16. Fifty-three
DSMs were not prescribers.

Q6: At what level do you currently
provide care to pregnant women
with diabetes?
0

Q7: Count of Are you currently or would
like to become a Diabetes Specialist
Midwife, Link Midwife, High Risk

140 280 420 560 700

Midwife, Midwife with a special interest in diabetes
or similar?

0
I do not currently provide
care to pregnant women
with diabetes

9% 64

Providing low risk care
only

17% 120

Providing high risk and low
risk care

Yes, I am a DSM or similar

11% 80

No, I am not a DSM or similar, but I
would like to be

11% 74

No, I am not a DSM or similar, but I
would like more knowledge about
diabetes management in pregnancy

66%

Figure 10: Question 6
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Q8: Have you completed a
university course that includes
diabetes management in
pregnancy?

Q1 Q8 Analysis: Number of years
qualified by university course
15+ years 3%
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Other university
accredited course or…
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200
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11%

12%
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7%

1%

5%

10%
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Masters Level qualification

10-14 years 1%
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Degree Level qualification
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200
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not wish to be
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Figure 12: Question 8
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2%
diabetes management in pregnancy
No, I am not DSM, and do not wish to be 1%
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22%

34%

38%

16%

34%
20%

33%
41%
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7%

72%
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Figure 14: Questions 7 and 8

Q9: Are diabetes medications in
pregnancy part of your current scope
of prescribing practice?
0
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N/A I am not a
prescriber

280

420
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Figure 15 : Question 9
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95%
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about diabetes management in…

96%

No, I am not DSM or similar, and
do not wish to be

5%

95%

0%

50%
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Figure 16: Questions 7 and 9

4.2.1.3 Midwives’ expertise and training needs:
We asked about competency levels, training needs and training undertaken in a
range of activities categorised into the following areas:
- Diabetes treatment and medicines management
- General diabetes management
- Gestational diabetes management
- Other areas of diabetes management in pregnancy
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100%

4.2.1.3.1 Summary of quantitative data


The percentage of midwives who had accessed at least one form of training (on the
ward or in clinic from colleagues, via in-house statutory training, via self-directed
learning, via e-learning module, on a study day or short course, on a university
accredited course or as part of student midwifery training) in the areas identified
ranged from just under one quarter (JBDS Guidance) to 91% (Monitoring babies'
glucose levels after birth). Just under one third (30%) had accessed insulin initiation
training and just over one third (36%) insulin titration training. (Q11, Q14, Q17, Q20)
See Figure 17



The most commonly cited form of learning was ‘on the ward or in clinic from my
colleagues’ at 31% followed by ‘as part of my midwifery training’ (24%). The least
cited ways of learning were ‘via e-learning’ and ‘on a university accredited course’
both 5% followed by ‘on a study day or short course’ at 8%. See Figure 18.



The percentage of midwives who were competent in a range of activities identified
ranged from 15% (insulin initiation) to 56% (Managing variable rate intravenous
insulin infusion (VRIII) in pregnancy and delivery). (Q10) See Figure 19.



The percentage of midwives who rated their knowledge as ‘excellent’ or ‘very good’
ranged from 6% (Joint British Diabetes Societies (JBDS): guidance on diabetes
management during pregnancy, labour and birth) to 52% (Monitoring babies'
glucose levels after birth) increasing from 18% to 84%, respectively when including
‘good.’ (Q13,16,19) See Figure 20.



There was a strong desire for formal accredited training among the midwives. The
percentage of midwives who said that they would like training ranged from 71%
(insulin initiation) to 88% (Medical aspects of glucose metabolism during pregnancy
and the postnatal period). (Q12, Q15, Q18, Q21). See Figure 21.



Figure 22, Figure 23 and Figure 24 plot previous training, competence and desire for
training against each other. They show that previous training and level of
competence do not appear to impact significantly on the midwives’ desire for
training. These graphs may be useful in helping to prioritise training subjects.



Midwives who would like to become DSMs and those who want to know more about
diabetes were the groups who said ‘yes’ most often to training. See Figure 25 and
Figure 26. Midwives who are not DSMs and do not wish to be, were less likely to
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want training than other midwives, but this still ranges from 45%-71%. See Figure 27.
The current DSMs had a slightly different focus on what training they would like,
which could be characterised as more specialist and less ‘routine’. See Figure 28.
4.2.1.3.2 Why some midwives do not want training
There were many different reasons given for not wanting training. These included themes
around:
 not working with women who had diabetes
 career stage
 already having had training.
The midwives who had little contact with women who had diabetes described that this
group of women were not part of their role responsibility therefore the training was
unnecessary. For some the sentiment was quite strong that they did not want this
responsibility and that there were specialists who should have this role. A few midwives
described where they were in their career path and that either they were quite newly
qualified so were just establishing where they may want their career to go or they were
close to retirement and so did not want to acquire new skills. Another reason given for not
wanting training was that the midwife already felt that she had the required skills and
knowledge. A further concern expressed by the midwives was that if they gained this new
knowledge they would then have to stay up-to-date with it and this may be challenging in
terms of access to ongoing suitable training.
“I feel I already have a good knowledge base of
those subjects. However, would never say no to
a refresher!” (15+ years, nurse trained, DSM, ID 418)

“I don't work clinically and
provision for preconception care is
non existent for midwives” (15+

years, not nurse trained, do not want to be
a DSM, ID 637)

“I want to be a midwife, not a
doctor. I do not believe it is
sensible, practical, or possible for all
midwives to become competent in
prescribing and managing
medication.” (15+ years, nurse trained, do
not want to be a DSM, ID 445)

“I work on the community. I'm nearing
retirement. I'm not clever enough for accredited
training!!” (15+ years, nurse trained, would like more
knowledge, ID 40))

“We have an excellent Diabetes Specialist Midwife where I work who sees all women with
Diabetes or Gestational Diabetes. This is great for the women but sometimes it means that
the rest of us Midwives just rely on her to know everything and our knowledge is lacking!
Diabetes is a very specialist area and so we would need regular training to keep updated.
Sometimes I feel embarrassed that the patients know more than me!” (15+ years, not nurse
20
trained, would like more knowledge, ID 664)

4.2.1.3.3 Other comments around training
Throughout the survey, the midwives had several opportunities to make comments about
training. These comments grouped into several themes:


Structure of the Trust / hospital where they worked



Increased incidence of women with diabetes



Where, when and how their training had been received

The structure of where the midwife worked could impact on either their desire to receive
training or the reason why they did not want further training. Those who had some contact
with women with diabetes were often acutely aware of their lack of knowledge around this
area and this seemed to cause many of them discomfort. For others, especially those in the
community, they had little contact with women with diabetes and often would not see the
woman again following the initial visit until after the birth. Those who did have some
contact sometimes referred to the guidelines, protocols or policies in place which helped
guide them when they were in a clinical situation with a woman who was diabetic and
pregnant.
“The team are busy, short staffed and pressured. But
historically some specialist roles inflate egos and
result in patronising or critical responses to colleagues
who need 'expert' advice. This compounds the fear
often experienced by midwives who are caring for
women with diabetes.” (15+ years, nurse trained, do not
want to be a DSM, ID 367)

“Care plans, SOPS are in
place but midwives as a
whole shun away from
diabetes care in
pregnancy.” (15+ years,
nurse trained, DSM, ID 505)

There were comments made throughout the survey about the increased number of women
with diabetes who were becoming pregnant and the rising number of women receiving a
diagnosis of gestational diabetes. This information was often provided in an anecdotal form
but is backed up by statistics. The desire for more knowledge was sometimes coupled with
the statement regarding increased need due to rising numbers.
“I do find that we are seeing far more women with diabetes now, type 1, 2 & GDM due to
rising levels of obesity pre pregnancy and improving fertility treatments so it is imperative that
we are able to care for them competently.” (5-9 years, nurse trained, would like to be a DSM, ID 50)

21

Midwives described how they had gained their knowledge about diabetes and pregnancy,
this fell into several areas. For some this was through their nurse training which was often
many years ago and several commented that they felt they needed updates. Others had
learned on the job, this included learning from other health professionals as well as from
the pregnant women themselves. Some midwives had received more formal training in this
area including university courses. The fourth main area of skill acquisition was through
personal experience of having diabetes or having a close family member with Type 1
diabetes.

“I am aware of all of these as I have
Type 1 Diabetes but otherwise
would not have been aware.” (0-4
years, not nurse trained, would like to be a
DSM, ID 68)

“Some of my knowledge was gained
during my RGN training, which the
majority of midwives lack.” (15+ years,
nurse trained, DSM, ID 240)

“my knowledge has been gained from working with Diabetes Nurse Specialists, attending
Study Days and working closely with Endocrine Consultant. I have never had formal training
in most of the above but have gained knowledge through experience. Again I have not
formally had training but have attended study days and learnt within my role as well as
having prior knowledge as a nurse. I have learned most as my role has evolved.” (15+ years,
nurse trained, DSM, ID 687)

4.2.1.3.4 Insulin initiation and titration
The data collected from the survey gives a wealth of information and can be interrogated in
more detail to inform the design of any training programme. At this stage the WG decided
to look in more detail at the characteristics of those who would like formal training in insulin
initiation and titration. The findings were:


In relation to insulin initiation: 15 midwives said they were – competent (Q10), had
received training in insulin initiation (of any sort) (Q11), and were not prescribers
(Q9)



In relation to insulin titration: 17 respondents said they were – competent
(Q10), had received training in insulin titration (of any sort) (Q11), and were not
prescribers (Q9)
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Of the DSMs, 79% wanted training in insulin initiation; 92% of midwives who wanted
to be a DSM wanted training in insulin initiation. (Q12/ Q7)



Of those who have Masters, Degree and University accredited training that includes
diabetes management in pregnancy, 77% would like training in insulin initiation; 79%
in titration. (Q12/ Q8)



Of those who have diabetes medications as part of their prescribing practice, 59%
want training in insulin initiation and titration. (Q12/ Q9)



Of those who rated themselves as ‘competent’, 75% would like training in insulin
initiation, 78% would like training in insulin titration. (Q12/ Q10)



Of those who rated themselves as ‘not competent’, 70% would like training in insulin
initiation, 73% would like training in insulin titration. (Q12/ Q10)
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Q11, Q14, Q17, Q20: Have you had any training in the following
areas?
Monitoring babies' glucose levels after birth

91%

9%

Screening for gestational diabetes

92%

8%

Risks and complications of diabetes during pregnancy, labour and birth

90%

10%

Importance of breast feeding for mother and baby

89%

11%

Understanding of different types of diabetes

89%

11%

Diagnosis including the importance and understanding of the Glucose
Tolerance Test

88%

12%

Causes and physiology of gestational diabetes

86%

14%

83%

Management of hypos

17%

78%

22%

Dietary advice for gestational diabetes

76%

24%

NICE guidance on diabetes management during pregnancy, labour and
birth

75%

25%

Awareness of diabetic ketoacidosis

Monitoring of gestational diabetes

72%

28%

Gestational diabetes prevention

72%

28%

Medical aspects of glucose metabolism during pregnancy and postnatal
period

71%

29%

Inpatient management of diabetes during pregnancy (excluding birth)

70%

30%

Managing variable rate intravenous insulin infusion (VRIII) in pregnancy
and delivery

67%

33%

Management of gestational diabetes - including types of insulin

66%

34%

Management of glucose levels after steroid treatment in women with
diabetes

60%

40%

58%

42%

Educating women on the future risk of GDM and Type 2 Diabetes

55%

45%

Awareness of the psychological effect that diabetes can have on pregnant
women

55%

45%

Blood ketone testing

49%

Management of oral diabetes medication

51%

Conducting an antenatal review appointment with an insulin user

45%

55%

Initiation of treatment, including diet, for high glucose levels

43%

57%

Future pregnancy planning

42%

58%

Providing pre-conception advice for women with diabetes

42%

58%

Postnatal assessment including insulin management and long-term
diabetes status

42%

58%

36%

Insulin titration

64%

Understanding the legal aspects of driving (insulin use and hypos)

32%

68%

Insulin initiation

30%

70%

Joint British Diabetes Societies (JBDS) guidance on diabetes management
during pregnancy, labour and birth

23%

77%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
yes
Figure 17: Questions 11, 14, 17 and 20
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Q11, Q14, Q17, Q20 - Ways of learning
On the ward or in clinic from my colleagues

31%

As part of my student midwifery training

24%

Via in-house statutory training

14%

Via self directed learning

13%

On a study day or short course

8%

On a university accredited course

5%

Via an e-learning module

5%
0%

5%

10%

15%

20%

25%

30%

35%

40%

45%

50%

Figure 18: Questions 11, 14, 17 and 20

Q10: How would you rate your competence in the following
areas of diabetes treatment, medicines management and diet in
pregnancy?
Managing variable rate intravenous insulin infusion (VRIII)
in pregnancy and delivery

56%

44%

Inpatient management of diabetes during pregnancy
(excluding birth)

55%

45%

Management of glucose levels after steroid treatment in
women with diabetes

51%

Management of oral diabetes medication

49%

35%

65%

Initiation of treatment, including diet, for high glucose
levels

27%

73%

Conducting regular antenatal review appointments with
an insulin user

27%

73%

Postnatal assessment including insulin management and
long-term diabetes status

26%

74%

Insulin titration

19%

Insulin initiation

15%

81%
85%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
competent
Figure 19: Question 10
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not competent

Q13, Q16, Q19: How would you rate your expertise/ knowledge
in the following areas?
52%

Monitoring babies' glucose levels after birth
Importance of breast feeding for mother and baby

49%

Screening for gestational diabetes

47%

Diagnosis including importance and understanding of the Glucose
Tolerance Test

32%
34%

31%

Management of hypos

31%

18%

34%

34%

Risks and complications of diabetes during pregnancy, labour and
birth

17%

35%

44%

Understanding of different types of diabetes

16%

23%

38%

29%

41%

28%

33%

36%

Monitoring of gestational diabetes - including teaching women to
self test blood glucose levels

27%

28%

44%

Dietary advice for gestational diabetes

27%

31%

42%

Gestational diabetes prevention

25%

Educating women on the future risk of GDM and Type 2 Diabetes

24%

NICE guidance on diabetes management during pregnancy,
labour and birth

23%

32%

45%

Causes and physiology of gestational diabetes

22%

33%

45%

Awareness of diabetic ketoacidosis

21%

32%

47%

37%

37%

24%

53%

Blood ketone testing

17%

Future pregnancy planning

17%

Management of gestational diabetes - including types of insulin

16%

Understanding the legal aspects of driving (insulin use and hypos)

15%

Awareness of the psychological effect that diabetes can have on
pregnant women

14%

23%

63%

Medical aspects of glucose metabolism during pregnancy and
postnatal period

14%

25%

60%

Providing pre-conception advice for women with diabetes
Joint British Diabetes Societies (JBDS) guidance on diabetes
management during pregnancy, labour and birth.

9%

26%

57%

21%

62%

19%
12%

64%
73%

15%

77%

6% 12%

82%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
excellent/ very good
Figure 20: Questions 13, 16 and 19

26

good
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Q12, Q15, Q18, Q21: Would you like formal (accredited) training
in the following areas?
Medical aspects of glucose metabolism during pregnancy and the postnatal period

88%

12%

Gestational diabetes prevention

88%

12%

Awareness of the psychological effect that diabetes can have on pregnant womens

88%

12%

Management of gestational diabetes - including types of insulin

88%

12%

Educating women on the future risk of GDM and Type 2 Diabetes

88%

12%

Causes and physiology of gestational diabetes

88%

12%

Dietary advice for gestational diabetes

88%

12%

Future pregnancy planning

87%

13%

Awareness of diabetic ketoacidosis

87%

13%

Risks and complications of diabetes during pregnancy, labour and birth

87%

13%

Joint British Diabetes Societies (JBDS) guidance on diabetes management during
pregnancy, labour and birth.

86%

14%

Monitoring of gestational diabetes - including teaching women to self test blood glucose
levels

86%

14%

Management of hypos

86%

14%

Understanding the legal aspects of driving (insulin use and hypos)

85%

15%

Diagnosis including the importance and understanding of the Glucose Tolerance Test

85%

15%

Screening for gestational diabetes

85%

15%

Understanding different types of diabetes

85%

15%

Importance of breast feeding for mother and baby

84%

16%

Blood ketone testing

84%

16%

NICE guidance on diabetes management during pregnancy, labour and birth

84%

16%

Providing pre-conception advice for women with diabetes

83%

17%

Monitoring babies' glucose levels after birth

84%

16%

Postnatal assessment including insulin managment and long-term diabetes status

83%

17%

Management of oral diabetes medication

79%

21%

Management of glucose levels after steroid treatment for a woman with diabetes

79%

21%

Inpatient management of diabetes during pregnancy (excluding birth)

78%

22%

Initiation of treatment, including diet, for high glucose levels

78%

22%

Managing variable rate intravenous insulin infusion (VRIII) in pregnancy and delivery

77%

23%

Conducting an antenatal review appointment with an insulin user

74%

26%

Insulin titration

74%

26%

71%

Insulin initiation

29%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
yes
Figure 21: Questions 12, 15, 18 and 21
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Comparison: previous training, competency and would like
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Figure 22: Questions 10, 11, 12
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Figure 23: Questions 13-21
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Figure 24: Questions 13-21
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Figure 25: Questions 7, 12, 15, 18, 20 would like to be
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Figure 26: Questions 7, 12, 15, 18, 20 want to know
more
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Figure 27: Questions 7, 12, 15, 18, 20 do not wish to be
DSMs

31

20%

74%

52%

45%

80%

Insulin titration

Diagnosis including the importance
and understanding of the Glucose…

46%

Understanding different types of
diabetes

NICE guidance on diabetes
management during pregnancy,…

Awareness of the psychological
effect that diabetes can have on…

no

Figure 28: Questions current DSMs 7, 12, 15, 18, 20

4.2.1.4 Support given by the Diabetes Specialist Team (DST) to midwives
We asked about the support the midwives receive from their local Diabetes Specialist
Team (DST) and the training that the DST provides, whether there is a MultiDisciplinary Meeting (MDM) and who the midwives would go to for advice about a
pregnant woman with diabetes.



Seventy percent of the midwives found it easy or very easy to obtain advice from the
DST (Q22). See Figure 29. However, 10% reported that it was ‘difficult’ or ‘very
difficult’ to obtain advice, including 8% of the DSMs finding it ‘difficult’ (Q22/Q7).
Whether the midwives were previously nurses, the length of time since qualification
and grade do not appear to have much influence on this (Q22/ Q1/ Q2/ Q3).



There was a wide variation across the midwives as to how easy or difficult it was to
obtain advice. Those who considered themselves to be part of the diabetes team
often had easier access to advice. The main barriers seemed to be availability with
midwives stating that the advice was generally easy to obtain within ‘office hours’,
Monday to Friday but that beyond these times it could be challenging. There were
some midwives however, who mentioned that some colleagues provided mobile
phone numbers for out of hours advice. There was also a lack of consistency across
the Trusts in terms of how approachable the person / team was for getting advice,
with some midwives giving high praise to those from whom they sought advice,
whilst others lamented how unapproachable some of their colleagues were and that
some seemed to be reluctant to share knowledge or were condescending when
asked for advice by the midwife.

“But not out of hours, very difficult
then and both obstetricians and
the medical team think it's not
their problem!” (10-14 years, not nurse
trained, would like to be a DSM, ID 634)



“Approachable and well known
diabetes midwife. Answers quickly
and is very knowledgeable” (15+ years,
nurse trained, would like more knowledge, ID
403)

Forty percent of the midwives reported not receiving any training from their DST
(Q23). See Figure 30. This includes 22% of DSMs (Q23/Q7). Of those who did receive
training this was mostly received on an annual basis with the training being generally
30 minutes or one hour (Q24). See Figure 31.
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Two third of the midwives reported that they could use study leave to attend the
training (Q25) See Figure 32. This increased to 71% for DSMs and 82% for those who
do not want to be DSMs but was lower for those who want to become a DSM/ want
to know more about diabetes in pregnancy (63% and 64% respectively) (Q25/Q7).



Within the survey some of the DSMs described the training which they themselves
had provided to others. There seemed to be some variation across Trusts as to the
attitude towards training with some midwives reporting positive attitudes and
support for ongoing training whilst others commented that their Trust’s approach
was negative and unsupportive with some claiming that they had been asking for
this type of training from the Trust. Some midwives described the training as
mandatory whilst others mentioned that the time and place of the training
sometimes made it difficult to access.
“This is an area I have requested a study module
on for several years by DNS and has not
happened. also suggested this at RCM study days”
(15+ years, not nurse trained, do not want to be a DSM, ID
120)

“As a DSM I provide
training for midwives and
doctors in the Trust” (15+
years, nurse trained, DSM, ID
407)



“Unless mandatory no
time available” ( 5-9 years,
not nurse trained, would like
more knowledge, ID 302)

“there has been no formal training from the
team. Midwifery practice development do
some updates but not always at appropriate
times” (15+ years, nurse trained, would like more
knowledge, ID 122))

Sixty percent of midwives knew whether their Trust has or does not have an MDM
meeting (Q26). See Figure 33; for DSMs this is 90% (Q26/Q7). A wide variety of
healthcare professionals were mentioned as attending the Multi-Disciplinary Team
meetings, which is possibly a reflection of different approaches taken across
different Trusts.



The midwives reported that they would go to a range of professionals for advice with
the most frequently cited being a DSM (26%) followed by a Consultant Obstetrician
(21%) (Q27). See Figure 34. DSMs would more often seek advice from a consultant
diabetologist / endocrinologist (27%) than other midwives would (13%) (Q27/Q7), as
would higher bands (Q27/Q3). Non-DSMs would be more likely to go to a DSM for
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advice (28%) and DSMs would be less likely to go to a midwife colleague (3%) than
non-DSMs (12%) (Q27/Q7).

Q22: How easy is it to obtain advice
from the Diabetes Specialist Team?
0

Q23: Do you receive training from
members of your local Diabetes
Specialist Team?
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Figure 29: Question 22

12% 83
4% 26
12% 82
26%

181

1% 7
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Q27: Who would you go to for advice (Q7 Q27)
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Figure 34: Question 27
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4.2.1.5 Benefits to women with diabetes, midwives and NHS Trusts, of
midwives taking an active role in diabetes management in pregnancy
We asked about the benefits of midwives taking an active role in diabetes
management in pregnancy to women with diabetes, to midwives and to NHS Trusts.
We also asked for any other comments on managing the care of pregnant women with
diabetes and receiving training in this aspect of care.

4.2.1.5.1 Quantitative data


The midwives’ responses show how important they believe it is to have a DSM or
similar taking an active role in diabetes management, to pregnant women with
diabetes, midwives and NHS Trusts. For each benefit identified, over 85% said that
that benefit was ‘quite important’ or ‘very important’. The benefits to NHS Trusts
were ranked slightly lower than benefits to pregnant women and midwives. See
Figure 35, Figure 36 and Figure 37.

Q29: What is the importance to pregnant women of having a
Diabetes Specialist Midwife or similar taking an active role in
diabetes management?
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Figure 35: Question 29
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Q30: What is the importance to midwives of having a Diabetes
Specialist Midwife or similar taking an active role in diabetes
management?
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Figure 36: Question 30

Q31: What is the importance to NHS Trusts of having a Diabetes
Specialsit Midwife or similar taking an active role in diabetes
management?
Providing a high standard of care
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Figure 37: Question 31
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4.2.1.5.2 Other comments:
Most of the midwives in the survey provided some free text comments when asked what
they considered the advantages to women were of having a DSM. There were several
themes arising from these comments. See Table 3.
Key themes: Advantages to pregnant women of having DSMs
Advantages directly for the woman

Advantages to the midwife /
system

Patient experience and care

Benefits of skill improvement

Relationship with the midwife /
health care professional

Better use of resources

Clinical experience
Woman’s self-knowledge
Table 3: Key themes: advantages to pregnant women of having DSMs



Patient experience and care

Midwives felt women deserved to have the best care possible. Comments indicated that
currently this was not the experience of all women. Women were described as having a
poor experience if they had inconsistent advice or not up to date advice. The comments
made by the midwives suggested quite strongly that they believed the woman’s experience
would be improved if the midwives they had contact with were more knowledgeable. This
focussed on the advice being well-informed and more consistent. Midwives also felt that the
women would feel more reassured and supported if their care was of a better or higher
quality and that there was more access to information. This would improve the women's
trust and confidence in their midwifes.

“Our local guidance on antenatal steroids
and blood glucose and ketone testing is so
unclear and leads to lots of confusion, this
is the main element of work with diabetic
mothers that we do on our ward, so is very
frustrating for staff and patients.” (5-9 years,
not nurse trained, would like more knowledge, ID
31)
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“You have built a rapport with the
lady and she may be more open
with you about her diet and for you
to be able to discuss how this
affects her pregnancy rather than it
being dealt with as two separate
topics.” (10-14years, nurse trained, would
like more knowledge, ID 15)

“They would feel less isolated. Diabetics already feel isolated, and if they are being cared for by
midwives who understand and are more knowledgeable, they would feel more confident in the
care that is being provided. It must make women feel more afraid if her midwife does not know
how to help her or understand what she is going through.” (5-9 years, not nurse trained, would like more
knowledge, ID 330)



Relationship with the midwife / health care professional

Continuity of care was also mentioned; it was believed that if the woman did not have to
see as many different healthcare professionals as she currently did, then she may be able to
have fewer appointments while at the same time receiving personalised care. The
combination of pregnancy knowledge and diabetes knowledge in one healthcare
professional was felt to be particularly advantageous to the woman, and would improve the
relationship between the woman and the healthcare professional she was mainly seeing.
“1. Women would receive consistent advice from their care providers. 2. Midwives have the
knowledge and expertise of both the physical and psychological changes/impact of pregnancy.
Having a greater understanding of diabetes and combining the two would mean women were
receiving high quality care that encompassed both.” (5-9 years, not nurse trained, DSM, ID 699)



Clinical experience

Midwives described how building their knowledge would place them in a better position to
support the woman control her diabetes better, through her diet and/or use of medications.
This would lead to more preferable outcomes for the woman and baby as there would be a
reduction in risk and prevention of illness. It was also felt that more knowledge would
contribute to the woman being referred more quickly to more expert help if that was
necessary.

“Improved care, advice & support. Improved
maternity outcome for mother / baby / family.
Improved health outcomes. Reduction of disease
associated risks” (15+ years, nurse trained, do not want
to be a DSM, ID 583)
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“Can get things in place for women
more promptly than relying on a
service only available in office hours”
(5-9 years, not nurse trained, would like
more knowledge, ID 195)



Woman’s self-knowledge

Midwives described their role as one of care and education. One theme which arose went
beyond the woman’s immediate pregnancy to future pregnancies, the woman’s future
health and the health of their family. Midwives believed that if they had the knowledge,
they could share this with the woman in and help to support her to take ownership of her
condition and make informed choices not only during the current pregnancy but before
subsequent pregnancies.

“We want women to be having the same
information and not conflicting information,
therefore they are always making informed
choices for themselves and their family.
Diabetes will most likely affect the mother
later in life and we need to ensure she
understands that also.” (10-14 years, nurse
trained, would like more knowledge, ID 665)

“Able to contribute to the education
of the woman & her family, help
reduce fear & anxiety levels, help her
share ownership of the management
of her diabetes rather than
abdicating it all to the medical
team.” (15+ years, nurse trained, would like
to be a DSM, ID 526)

Midwives also described advantages to themselves of being more competent through
increased knowledgeable which mirrored the advantages to the woman. See Table 4.
Advantages to the midwife/ System of having DSMs
Benefits of skill improvement
Being more confident
Providing better care
Providing more accurate advice
Helping manage the condition better
Giving better support
Table 4: Advantages to the Midwife/ System of having DSMs

“Midwives will be more confident
and competent in the care they
provide, women are less likely to
receive inaccurate or incorrect advice
and care/advice will be consistent” (59 years, not nurse trained, would like more
knowledge, ID 565)
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“Diabetes is on the increase. We have
a duty of care so need to increase
and expand our knowledge to
provide safe effective care to these
high risk clientelle” (15+ years, nurse
trained, would like more knowledge, ID 288)



Better use of resources

There were a few comments where the midwife suggested they would have higher job
satisfaction through increased knowledge. There was an indication that having pregnancy
care and diabetes care combined would lead to a better use of resources; this would of
course be Trust dependent as there was such a variety of ways in which different Trusts
supported women with diabetes who were pregnant.
“It seems incredibly variable nationwide between units as to what different trusts provide
for DSM care - there is a definite inequity around banding, caseload numbers and training
opportunities between different trusts.” (15+ years, not nurse trained, DSM, ID 621)



Less supportive comments

There were some comments made in the survey which were less supportive of all midwives
having more knowledge about diabetes care. These midwives felt that caring for women
with diabetes was a specialist role and should only be undertaken by midwives who had had
the appropriate training. There seemed to be some concern that if all midwives had more
knowledge they would have more responsibility without any financial reward, and some
indicated that they did not want this extra responsibility. There was some recognition that
there was an increasing number of specialist areas and it was not possible for every midwife
to be a specialist in all areas.

“it is unrealistic to expect all
midwives to be experts in
everything, whatever anybody
says, and in this case there is a
good reason to have a specialist
team which concentrates
interdisciplinary knowledge and
expertise in this area.” (5-9 years,
not nurse trained, do not want to be a
DSM, ID 508)

“The increasing number of women with both
gestational diabetes and type 2 diabetes is
putting a massive strain on maternity
services. Appropriate high quality training is
required for midwives. My concern would be
an attempt by the NHS to do diabetes care on
the cheap by giving midwives inappropriate
responsibility for insulin starts and titration
that is way beyond their role.” (15+ years, nurse
trained, would like more knowledge, ID 71)

“Diabetes is a serious medical condition. It must not be normalised by every midwife being
able to provide all aspects of care for this extremely high risk patient. Specialist input is
required. Additionally whilst it is good for the patient to have continuity of care, diabetes
management should be seen as an extended role for the midwife, remunerated and
recognised appropriately and not become the norm for midwives to manage this patient.”
(10-14 years, not nurse trained, would like more knowledge, ID 113)
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4.2.1.6 Midwives’ work location
We asked where the midwives work.


Figure 38 below shows where those midwives who completed the questionnaire
work.

Q33: Where do you work?
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Figure 38: Question 33

4.2.1.7 Contact details for those interested in being involved in further
research or design of a course and contact details for prize draw
We asked whether the midwives were willing to be contacted for further research or to
support the development of a training course and whether they wished to take part in
the prize draw.



Contact details were provided by 268 (37%) of the midwives in order to take part in
further research / development of training.



Nearly three quarters (490 - 70%) of the midwives provided contact details for the
prize draw to win a £100 Amazon gift voucher.
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4.2.2 Discussion
The survey was completed by 698 respondents. Although a self-selected group, responses
came from a good cross section of midwives, bands, length of service as a midwife, DSMs
and non-DSMs, working area and additional responsibilities.
Midwives reported being supported by a range of professionals who they appeared happy
to contact for advice. Although it is a little concerning that a small proportion of them
reported that it was ‘difficult’ or ‘very difficult’ to obtain advice - this may be a ‘system’
problem rather than a training issue.
It is evident from the responses that midwives are very interested in knowing more about
diabetes in pregnancy. The responses indicated a strong desire for formal accredited
training among the midwives. Although the majority of midwives reported receiving annual
training from the DSTs, this training is generally quite short, lasting up to an hour.
Midwives who would like to become DSMs and those who want to know more about
diabetes were the groups which said ‘yes’ most often to training. The current DSMs had a
slightly different focus on what training they would like compared with non-DSMs and this
tended to be at the more specialist end of the spectrum.
Only 23 midwives (3%) included diabetes medications as part of their prescribing practice of
which thirteen are DSMs, this leaves fifty-three DSMs who were not prescribers. It would
be beneficial to understand in more detail the benefits of midwifes being able to prescribe
and how midwives obtain prescribing status, in order to decide if this would be an essential
element of a training programme.
The availability of study leave for training was lower for those wanting to become a DSM
and those who want to know more about diabetes in pregnancy. How to enable midwives
to access the training programme will need to be considered in any future design stage.
The midwives’ responses show how important they believe it is to have a DSM or similar
taking an active role in diabetes management particularly for pregnant women with
diabetes, but also for midwives and NHS Trusts.
Forty percent of midwives reported having attended a university course that includes
diabetes in pregnancy. The most commonly cited university attended was Warwick.
Warwick and Cardiff were the only universities cited that had offered specific stand-alone
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‘diabetes in pregnancy’ courses. It would be helpful to understand more about these
courses and other courses in terms of curriculum, cost and location etc.
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5 Conclusion
The prevalence of both Type 1 and Type 2 diabetes has increased in recent years as has the
incidence of gestational diabetes. Diabetes in pregnancy is associated with significant risks
to the woman and to the developing foetus including: maternal hypoglycaemia and
ketoacidosis and stillbirth, congenital malformations and macrosomia.
Midwives play a pivotal role in the care of pregnant women with diabetes from preconception to antenatal care with support from the Diabetes Specialist Team. Midwives are
in the ideal position to support pregnant women with diabetes, to ensure they are on the
correct pathway of care at the right time and to empower the women to self-care and
manage the risks associated with diabetes in pregnancy.
The recent National Pregnancy in Diabetes Audit, 2016 (NHS Digital, 2017) however,
demonstrates that there is a significant inter-service variation and there continues to be a
lack of progress with delivering care in line the NICE Guideline NG3. Complication rates and
the number of poorer outcomes are therefore higher than might otherwise be anticipated.
This can be seen in the findings of the MBRRACE-UK Perinatal Confidential Enquiry into
stillbirths, 2015, which found that screening for gestational diabetes was not offered to two
thirds of women with a risk factor for developing diabetes in pregnancy and subsequently
had a stillbirth. If the NHS is going to achieve the ambitious government target of halving
the rates of stillbirths by 2030, with a 20% reduction by 2020, then improving the care of
patients with pre-existing diabetes and those at risk of developing diabetes during
pregnancy should be an area of focus.
Ensuring that all midwives have an appropriate level of training in diabetes may be one of a
number of actions needed to support the reduction in still births, complication rates and
poor outcomes.
The survey responses confirm that midwives are well supported by the DST and their DSM
colleagues. They report higher competency levels where they have had access to training.
However, regardless of previous training and competency rating, there is a strong desire for
training across all the areas of diabetes care.
Consideration will need to be given to the detail of course content and competency, but
initial conclusions are that it could be divided into a programme of three levels rather than
the two originally hypothesised as set out in Figure 39 below:
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Figure 39: Training Levels

Each of these may require a different approach to provision, with Level 1 potentially offered
as a set of endorsed e-learning modules, Level 2 training potentially offered as a mix of faceto-face course and e-learning and Level 3 being university accredited requiring attendance
and a local mentor/ supervisor. The DCT should work with The RCM to ensure that all
courses fulfil the requirements for RCM endorsement/ accreditation.
Each level of training could be provided by a different education provider - the DCT, The
RCM, existing training organisations or universities all of which will have different benefits
and financial implications and will need to be explored in detail.
When considering how to take this forward it is important to ensure that the midwives and
their NHS Trusts will see a clear benefit / impact. It is also important to take account of the
current financial climate in the NHS and ensure that the programme is developed, provided
and funded in a way that supports NHS Trusts to enable their midwives to access it.
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6 Recommendations
1. Undertake further research arising from the results of the survey including:
a. The availability of existing diabetes in pregnancy courses. This should include
university accredited modules both stand-alone modules and those that are
part of a degree/ masters’ course as well as non-accredited courses.
b. Find out more about the process for midwives to become a non-medical
prescriber. Ascertain the benefits in midwives being able to prescribe
diabetes medications: the benefits for the midwives themselves, the mothers
and babies, the wider team/s, the Trust and in terms of outcomes.
2. Develop a competency framework for diabetes that is specific to the midwife role in
caring for women with pre-existing or gestational diabetes throughout the care
pathway from pre-conception to antenatal care. Work with RCM and TREND-UK to
ensure endorsement / accreditation.
3. Develop a specification for a midwife training programme for diabetes management
in pregnancy taking into account an appraisal of the options of potential design and
delivery methods, course content including refresher, cost appraisal, funding
options, endorsement / accreditation options, intellectual property considerations
and benefits / impact appraisal.
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Glossary / abbreviations
ABCD

Association of British Clinical Diabetologists

DCT

Diabetes Care Trust

DLM

Diabetes Lead Midwife

DSN

Diabetes Specialist Nurse

DST

Diabetes Specialist Team

FOI

Freedom of Information

GDM

Gestational Diabetes Mellitus

JBDS

Joint British Diabetes Societies

RCM

The Royal College Midwives

MDM

Multidisciplinary Meeting (also known as MDT)
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Appendix 1 – Freedom of Information
Questions
1. How many midwives does your Trust employ?
Please state number of individuals and WTEs for each grade of midwife you
employ including vacancies.
Grade/ Band

WTE

Individuals

2. How many midwives are involved in the care of pregnant women with
diabetes? Please state number of individuals and WTEs for each grade of
midwife you employ including vacancies.
Grade/ Band

WTE

Individuals

3. Is there a joint clinic for management of pregnant women with diabetes?
Y / N
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If yes, which healthcare professionals are involved?
Health Care Professional

Y/N

Consultant obstetrician
Consultant diabetologist
Diabetes Specialist Nurse
Diabetes Specialist Midwife
Diabetes specialist Dietician
Other (Please specify) …………………………………………………….
4. What competencies are those midwives caring for pregnant women with
diabetes working towards? Please describe/ attach details

5. Do you have any training in place to ensure these competencies?
Y / N
If yes, please can you provide details of the training
- What is covered in the training
- Who provides the training
- Is the training university accredited
- How many midwives attended the training in each of the last three years
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- Please provide documentation if available
Training

What is

Who

Is the training

How many

course/

covered in

provides the

university

midwives

event?

the

training?

accredited?

attended the

Y/N

training?

training?

2014/15

2015/16

2016/17

6. Are any midwives involved in
Y/N
Management of oral diabetes medication
Insulin initiation
Insulin titration

7. We would like to contact the diabetes specialist midwife or the midwife
responsible for the overall care of pregnant women with diabetes.
Please provide contact details:
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Name

…………………………………..

Title

…………………………………..

Email

……………………..……………

Phone

……………………..……………
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Appendix 2 – Full Text of Midwife Survey
Training Needs Survey
Understanding the training needs of midwives in relation to the care of pregnant women with
diabetes (Please note where diabetes is stated this includes Type 1, Type 2 and GDM unless
otherwise indicated)
Welcome to our survey - this survey is open to all qualified midwives
Thank you for participating in our survey, your feedback is important.
We would welcome responses from all qualified midwives. We would also welcome responses from
those working as a Diabetes Specialist Midwife, a midwife with a special interest in diabetes or
similar, or a midwife who would like to develop this expertise.
Please tell us more about yourself
1. How many years have you been qualified as a midwife?
0-4 years
5-9 years
10-14 years
15+ years
2. Did you train as a nurse prior to becoming a midwife?
Yes
No
3. What band are you employed at?
Band 5
Band 6
Band 7
Band 8a
Band 8b
Band 8c
Band 8d
4. Which areas do you work in? (Please tick all that apply)
Antenatal Clinic
Antenatal ward
Labour ward and birth centre
Community
Education and research
Other (please specify)
5. What additional responsibilities do you have in your role as a midwife? Please tick all that apply.
Staff management
Finance/ budget management
Quality improvement
Safety
Risk
Teaching/ training
Audit
I do not have any additional responsibilities
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Other, please specify
Please tell us more about your role in managing diabetes in pregnancy
6. At what level do you currently provide care to pregnant women with diabetes?
I do not currently provide care to pregnant women with diabetes
Providing high risk and low risk care
Providing low risk care only
Other (please specify)
7. Are you currently or would like to become a Diabetes Specialist Midwife, Link Midwife, High Risk Midwife,
Midwife with a special interest in diabetes or similar?
Yes, I am a DSM or similar
No, I am not a DSM or similar, but I would like to be
No, I am not a DSM or similar, but I would like more knowledge about diabetes management in pregnancy
No, I am not DSM or similar, and do not wish to be
8. Have you completed a university course that includes diabetes management in pregnancy?
Yes

No

Masters Level qualification
Degree Level qualification
Other university accredited course or module
If yes, please give further details including: name of
university, title of course, number of credits
Please tell us about your expertise and training need in diabetes treatment and medicines
Management
9. Are diabetes medications in pregnancy part of your current scope of prescribing practice?
Yes
No
N/A - I am not a prescriber
10. How would you rate your competence in the following areas of diabetes treatment, medicines management
and diet in pregnancy?
Competent
Conducting regular antenatal review appointments with an insulin user
Initiation of treatment, including diet, for high glucose levels
Management of oral diabetes medication
Insulin initiation
Insulin titration
Management of glucose levels after steroid treatment in women with
diabetes
Inpatient management of diabetes during pregnancy (excluding birth)
Managing variable rate intravenous insulin infusion (VRIII) in pregnancy
and delivery
Postnatal assessment including insulin management and long-term
diabetes status
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Not Competent

11. Have you had any training in the following areas? (Please all boxes that are relevant)
Yes, on
the
ward or in
clinic
from
my
colleague
s

Yes, via
inhouse
statutory
training

Yes, via
self
directed
learning

Yes, via
an
e-learning
module

Yes, on a
study day
or short
course

Yes, on a
university
accredite
d
course

Yes, as
part of
my
student
midwifery
training

Conducting an
antenatal review
appointment with an
insulin user
Initiation of
treatment, including
diet, for high glucose
levels
Management of oral
diabetes medication
Insulin initiation
Insulin titration
Management of
glucose levels after
steroid treatment in
women with diabetes
Inpatient
management of
diabetes during
pregnancy (excluding
birth)
Managing variable
rate intravenous
insulin infusion in
pregnancy and
delivery
Postnatal assessment
including insulin
management and
long-term diabetes
status
Other (please specify)
12. Would you like formal (accredited) training in the following areas:
Yes
Conducting an antenatal review appointment with an insulin user
Initiation of treatment, including diet, for high glucose levels
Management of oral diabetes medication
Insulin initiation
Insulin titration
Management of glucose levels after steroid treatment for a woman with diabetes
Inpatient management of diabetes during pregnancy (excluding birth)
Managing variable rate intravenous insulin infusion in pregnancy and delivery
Postnatal assessment including insulin management and long-term diabetes status
If you answered no to any of the above, please specify why not
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No

No

13. How would you rate your expertise/ knowledge in the following areas of general diabetes
management in pregnancy?
Excellent

Very Good

Good

Fair

Poor

NICE guidance on
diabetes management
during pregnancy,
labour and birth
Joint British Diabetes
Societies (JBDS)
guidance on diabetes
management during
pregnancy, labour and
birth.
Understanding of
different types of
diabetes
Medical aspects of
glucose metabolism
during pregnancy and
postnatal period
Blood ketone testing
Awareness of diabetic
ketoacidosis
Management of hypos
Understanding the
legal aspects of driving
(insulin use and hypos)

14. Have you had any training, as a midwife, in the following areas? (Please tick all boxes that are relevant.)
Yes, on
the ward
or in
clinic
from my
colleague
s
NICE guidance on
diabetes management
during pregnancy,
labour and birth
Joint British Diabetes
Societies (JBDS)
guidance on diabetes
management during
pregnancy, labour and
birth.
Understanding of
different types of
diabetes
Medical aspects of
glucose metabolism
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Yes, via
inhouse
statutory
training

Yes, via
self
directed
learning

Yes, via
an
e-learning
module

Yes, on a
study day
or short
course

Yes, on a
university
accredite
d
course

Yes, as
part of
my
student
midwifery
training

No

during pregnancy and
postnatal period
Blood ketone testing
Awareness of diabetic
ketoacidosis
Management of hypos
Understanding the
legal aspects of driving
(insulin use and hypos)
Other (please specify)
15. Would you like formal (accredited) training in any of the following areas?
Yes

No

NICE guidance on diabetes management during pregnancy, labour and birth
Joint British Diabetes Societies (JBDS) guidance on diabetes management during
pregnancy, labour and birth.
Understanding of different types of diabetes
Medical aspects of glucose metabolism during pregnancy and postnatal period
Blood ketone testing
Awareness of diabetic ketoacidosis
Management of hypos
Understanding the legal aspects of driving (insulin use and hypos)
If you answered no to any of the above, please specify why not
Please tell us about your expertise and training in gestational diabetes management
16. How would you rate your expertise/ knowledge in the following areas of gestational diabetes management?
Excellent

Very Good

Good

Fair

Causes and physiology of
gestational diabetes
Gestational diabetes
prevention
Screening for gestational
diabetes
Diagnosis including
importance and
understanding of the Glucose
Tolerance Test
Monitoring of gestational
diabetes - including teaching
women to self test blood
glucose levels
Management of gestational
diabetes - including types of
insulin
Dietary advice for gestational
diabetes
17. Have you had any training, as a midwife, in the following areas of gestational diabetes
management? (Please tick all boxes that are relevant)
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Poor

Yes, on
the
ward or
in
clinic
from
my
colleagu
es

Yes, via
inhouse
statutory
training

Yes, via
self
directed
learning

Yes, via
an
elearning
module

Yes, on a
study
day
or short
course

Yes, on a
universit
y
accredite
d
course

Yes, as
part of
my
student
midwifer
y
training

Causes and physiology of
gestational diabetes
Gestational diabetes
prevention
Screening for gestational
diabetes
Diagnosis including
importance and
understanding of the Glucose
Tolerance Test
Monitoring of gestational
diabetes including teaching women to
self test
blood glucose levels
Management of gestational
diabetes
- including types of insulin
Dietary advice for gestational
diabetes
Other (please specify)
18. Would you like formal (accredited) training in any of the following areas of gestational diabetes management:
Yes

No

Fair

Poor

Causes and physiology of gestational diabetes
Gestational diabetes prevention
Screening for gestational diabetes
Diagnosis including importance and understanding of the Glucose Tolerance Test
Monitoring of gestational diabetes - including teaching women to self test blood
glucose levels
Management of gestational diabetes - including types of insulin
Dietary advice for gestational diabetes
If you answered no to any of the above, please specify why not
Please tell us about your expertise and training needs
19. How would you rate your expertise/ knowledge in the following areas?
Excellent
Providing pre-conception advice for women
with diabetes
Awareness of the psychological effect that
diabetes can have on pregnant women
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Very
Good

Good

No

Risks and complications of diabetes
during pregnancy, labour and birth
Importance of breast feeding for mother and
baby
Monitoring babies' glucose levels after birth
Future pregnancy planning
Educating women on the future risk of GDM
and Type 2 Diabetes

20. Have you had any training, as a midwife, in the following areas of gestational diabetes management? (Please
tick all boxes that are relevant)
Yes, on
the
ward or in
clinic from
my
colleagues

Yes, via
inhouse
statutory
training

Yes, via
self
directed
learning

Yes, via
an
elearning
module

Yes, on a
study day
or short
course

Yes, on a
university
accredited
course

Yes, as
part of
my
student
midwifery
training

Providing preconception advice for
women with diabetes
Awareness of the
psychological
effect that diabetes can
have on pregnant
women
Risks and complications
of diabetes during
pregnancy, labour and
birth
Importance of breast
feeding for mother and
baby
Monitoring babies'
glucose levels after birth
Future pregnancy
planning
Educating women on
the future risk of GDM
and Type 2 Diabetes
Other (please specify)
21. Would you like formal (accredited) training in any of the following areas of gestational diabetes management:
Yes
Providing pre-conception advice for women with diabetes
Awareness of the psychological effect that diabetes can have on pregnant women
Risks and complications of diabetes during pregnancy, labour and birth
Importance of breast feeding for mother and baby
Monitoring babies' glucose levels after birth
Future pregnancy planning
Educating women on the future risk of GDM and Type 2 Diabetes
If you answered no to any of the above, please specify why not
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No

No

Please tell us about the support you receive from your local Diabetes Specialist Team
22. How easy is it to obtain advice from the Diabetes Specialist Team? (Consultant Obstetrician, Consultant
Endocrinologist/ Diabetologist, Specialist Diabetes Nurse, Specialist Diabetes Midwife, Specialist Diabetes
Dietician)
Very easy
Easy
Neither easy nor difficult
Difficult
Very difficult
Please provide further details
23. Do you receive training from members of your local Diabetes Specialist Team?
No
Yes - less than once a year
Yes - annually (once a year)
Yes - biannually (twice a year)
Yes - more than twice a year
Yes - on an ongoing basis
Yes - on an ad hoc basis
Other (please specify)
24. If you do receive training from your Diabetes Specialist Team, how long is this training usually?
up to 30 minutes
up to one hour
between one and two hours
half a day
one day
N/A
25. If you do receive training from the Diabetes Specialist Team, can you use study leave to attend?
Yes
No
N/A
Please comment
26. Does your Trust have a Multi Disciplinary Team Meeting (MDM/ MDT) or planning meeting where difficult
pregnancy cases including those with diabetes are discussed involving the wider health care team (including for
example paediatrics, anaesthetics)?
Yes
No
Don't know
If yes, who attends from the midwifery team?
27. Who would you go to for advice about a pregnant woman with diabetes? (Please tick all that apply)
Diabetes Specialist Midwife (or similar)
Midwife colleague
Consultant Obstetrician
Consultant Diabetologist/ Endocrinologist
Diabetes Specialist Nurse
Diabetes Specialist Dietician
Other (please specify)
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Please tell us about any benefits of midwives taking an active role in diabetes management
28. Are there advantages for pregnant women if midwives are more knowledgable about diabetes management in
pregnancy?
No
Yes, please specify
29. In your opinion, what is the importance to pregnant women of having a Diabetes Specialist Midwife or similar
taking an active role in diabetes management?
Very
Important

Quite
Important

Neither
Important
nor
unimporta
nt

Not very
important

Unimport
ant

Improved continuity of care
Lower likelihood of need for inpatient stay
before birth
Reduced stress for pregnant women
Easy access to information and support to
midwife with specialist knowledge of both
diabetes and pregnancy
Improved outcomes for babies including
fewer macrosomic babies
Improved outcomes for pregnant women
including fewer complications
Improved patient experience
Improved consistency of care

30. In your opinion, what is the importance to midwives of having a Diabetes Specialist Midwife or similar taking
an active role in diabetes management?
Very
Important

Quite
Important

Neither
Important
nor
unimporta
nt

Not very
important

Improved control of diabetes during
pregnancy and birth
Personalised care for each woman
Empowering women to control their
glucose levels
Confidence and knowledge to reassure
women
Spread knowledge of diabetes
management in pregnancy across the
midwifery team
Improved achievement of own education
goals
Improved job satisfaction
Improved links to the Diabetes Specialist
Team

31. In your opinion, what is the importance to NHS Trusts of having a Diabetes Specialist Midwife or

63

Unimporta
nt

similar taking an active role in diabetes management?
Very
Important

Quite
Important

Neither
Important
nor
unimporta
nt

Not very
important

Unimporta
nt

Reduced number of hospital admissions
Reduced hospital length of stays
Providing a high standard of care
Reduced cost for providing diabetes care
Financial benefits from reducing
complaints and litigation costs
Reduced demand on high cost care for
mother and/or baby
Improved workforce loyalty
32. Do you have any other comments you would like to share about managing pregnant women with diabetes and
receiving training in this aspect of care? (please do NOT mention any names)
No
Yes (please specify)
Please tell us about where you work
33. Where do you work?
England - North of England
England - Midlands and East of England
England - London
England - South of England
Wales
Northern Ireland
Scotland
Contact details and prize draw! Please scroll down to the bottom of the page to complete the
Survey
34. If you are interested in being contacted for further research or to support the development of a training
course, please provide your contact details below. The survey is anonymous and any contact information we
collect from you will be kept separately from your responses. If you agree to be contacted for a follow-up, you can
always decline the request when contacted.
Name
Email address
Telephone number
(optional)
35. If you would like to take part in the prize draw - to win a £100 Amazon gift voucher, please provide your
contact details below. Any contact information we collect from you to participate for the draw will be stored
separately from your answers to the survey questions, and will be deleted once the draw is complete.
Name
Email address
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Appendix 3 – University Courses
Warwick Medical School
Diabetes in Pregnancy – 20 CATs - £1210 (2017/18)
Principal aims
This module is designed to give healthcare professionals involved in the care of women with
diabetes who are pregnant, planning pregnancy or who develop diabetes during pregnancy,
the necessary knowledge and skills to be able to provide high quality care as outlined in the
National Service Framework.
Principal learning outcomes
Students will be able to: Demonstrate an advanced understanding of glucose metabolism in
the non-diabetic and diabetic pregnancy; Demonstrate critical understanding of gestational
diabetes and its diagnosis; Critically appraise the role of the health professional and person
with diabetes in planning pregnancy; Systematically analyse the evidence for tight blood
glucose control in the management of diabetes in pregnancy and reflect upon the
implications for evidence-based practice; Evaluate the evidence for obstetric management
in diabetic pregnancy and reflect upon the implications for evidence based practice;
Interpret the effects of nutrition, exercise and weight in diabetic pregnancy and understand
how this can apply to clinical practice; Explore and understand the effects of labour and
delivery on glucose metabolism and advanced evaluation of available protocols and
guidelines; Extrapolate the implications of diabetes in pregnancy to the child and the
mother with diabetes; Extrapolate the long term implications for women who develop
gestational diabetes.
Timetabled teaching activities
4 Days
Other essential notes
Intended for GPs, hospital doctors, nurse practitioners, midwives, community nurses and other
health care workers involved in the care of people with diabetes. Taught as an intensive study block,
comprising lectures and group work. The teaching and learning style is interactive, drawing on both
the expert teachers and the experience of other students.
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Assessment:
3,000 word essay
1,000 word case study to be submitted 8 weeks following the taught sessions
Module assessment:

Assessment group

Assessment name

Percentage

Assessed Course Work

30%

Assessed Course Work

70%

20 CATS (Module code: MH907-20)

A (Assessed work only)

Source: https://www2.warwick.ac.uk/fac/med/study/cpd/module_index/mh907/ accessed 0ctober
2017
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Cardiff University
Pregnancy and Diabetes - 20 M Level Credits - £1417 (2017/18)
Overview
The Pregnancy and Diabetes module is a 10-week on-line course which aims to provide
students with a thorough understanding of all aspects of diabetes in pregnancy from
preconception counselling to post-partum care; this module will provide students with a
thorough understanding of real issues within their practice. This programme includes a twoweek introduction phase where students will be able to access exclusive lectures and Cardiff
University’s extensive library facilities prior to the start of the module.
Syllabus Content


The risks of pregnancy in diabetes for the mother and baby, the reasons for the
adverse outcomes and the national audit data and guidelines for diabetes in
pregnancy



Preconception counselling to a woman with diabetes, understanding issues relating
to glycaemic control, folic acid, the interaction of pregnancy and complications of
diabetes, teratogenic medication and appropriate medication regimes



The management of pregnancy in the first trimester, the risks of hypoglycaemia and
management of this



The impact of glycaemia on miscarriage rates



Management of the second and third trimester to recognise, prevent and manage
complications and how to monitor foetal growth



Management of diabetes during different delivery methods



Postpartum care and management of diabetes during breastfeeding



The use of insulin pump therapy in pregnancy, continuous glucose monitoring in
pregnancy and use of closed loops
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The issues of type 2 diabetes in pregnancy



The classification of gestational diabetes using the different criteria and the impact
of the different criteria on the prevalence



Screening for gestational diabetes



Management gestational diabetes



Post-partum care to detect and prevent type 2 diabetes



The long-term implications of gestational diabetes for the mother and baby

Assessment
During the 10-week period, students are assessed continuously to relieve the pressure of a
final exam. Assessments are completed in a variety of formats to include weekly discussions,
coursework and a 60-minute online summative assessment.

Source: http://www.diabetesdiploma.cf.ac.uk/programmes/modules.php accessed October 2017
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