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Summary of key points 

This two page summary covers the key points within the guidance and includes the 

example approach to prioritisation of reviews. Each point in explored in greater 

detail with supporting advice, information and rationale in the main document. 

 The COVID-19 pandemic has required healthcare services to adapt their approaches 
to care delivery, with remote consultations becoming the default where applicable. It 
has brought a number of challenges regarding clinical capacity and the management of 
ongoing care needs alongside the risks associated with face-to-face contact 

 Reviews should follow a two-stage process; the first part is focused on any necessary 
elements requiring face-to-face contact (such as venous blood testing and complete 
foot checks) and may be omitted on a case-by-case basis after discussion of risks and 
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If capacity for routine reviews is limited and prioritisation is necessary, various possible 
approaches could be used. These may take into account both risk of mortality with COVID-
19 and the risks of diabetes-related complications. There is no single ócorrect approachô for 
prioritisation and the following should be considered:  

1. Feasibility (ease of searching clinical systems vs individually assessing records)  

2. Complexity (the variety of factors to consider in stratification) 

3. Utility (strata should be appropriately sized to be practically useful) 

4. Effect on inequalities and possible mitigations 

5. Possible unintended consequences and any groups needing additional consideration 

One approach for prioritisation is stratifying into RED, AMBER and GREEN on the basis of 
last recorded HbA1c, blood pressure and lipid management status, while taking into 
account significant co-morbidities (such as CKD and CVD) or significant complications of 
diabetes as well as missed reviews. In the following example, the thresholds between 
GREEN and AMBER reflect the treatment targets for diabetes, as used by the NDA and 
the Quality Outcomes Framework (QOF). Statin use is binary while HbA1c and blood 
pressure are continuous variables; the threshold between AMBER and RED for blood 
pressure in the example is informed by the NICE definition of stage 2 hypertension 
(160/100 ï 180/120), however no such stages are defined for HbA1c. 
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1. Venous blood tests should take place at COVID-minimal sites, avoiding acute hospital 
sites. If possible, all required face-to-face checks should be performed at the same visit  

2. If one blood test is required, such as renal function, then it is sensible to also request 
all other clinically-indicated blood tests at the same time (such as HbA1c and lipids) 

3. When evaluating the need for renal function testing, consider: 
a. time since last test 
b. values and trend of previous readings 
c. any intervening acute events (such as hospital admissions) 
d. any intervening new medications (such as diuretics) 
e. overall risk of complications (i.e. long duration of suboptimal glycaemic control) 
f. presence of known diabetes complications (if so, then high risk of nephropathy)  

4. When evaluating the need for HbA1c testing, consider: 
a. time since last test 
b. values and trend of previous readings 
c. changes in treatment since last measurement 
d. any evidence suggesting hyperglycaemia or hypoglycaemia (such as symptoms 
noted in the clinical record, OOH / A&E attendances, ambulance service reports) 

e. data from capillary blood glucose testing (if applicable) 

5. If only HbA1c may be needed, consider whether the patient already checks CBG 
readings and if these could provide enough information to guide treatment (if available 
and sufficiently detailed) 

6. There is generally little value in arranging a blood test solely to check lipids ï use the 
last recorded values if assessing QRISK  

7. If it is deemed that a review could reasonably take place without venous blood tests, 
but the person with diabetes requests that blood tests are arranged, these should not 
be denied as long as such tests would have been conducted under ordinary 
circumstances and the additional risks and measures applicable during the COVID-19 
pandemic are explained 
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Whether accepting or declining an in-person foot check, consider signposting the person 
with diabetes and their carers to online videos showing them how to thoroughly check their 
feet. Emphasise the importance of urgently reporting any cuts, blisters, wounds, signs of 






