
RESOURCES: 

• E-learning module 

on the  Fairhealth 

website 

• Top tips crib sheets 

• Audit resources 

• Eye care leaflet 

• Groundswell information 

leaflets on diabetes and 

managing it 

• QICN Homeless and Inclusion 

Health Programme clinical guidance 

resource 

• Pathway                                

project 

report 

WHAT WE FOUND — many ways to improve care in reference to: 

• Identification and clinical management of Type 3c Diabetes 

• Use of Continuous Glucose Monitoring, and adaptions to insulin re-
gimes for people with addictions 

• Identification and responses to mental health issues associated with     
diabetes e.g. eating disorders and overdose risks 

• Nutritional & food security screening, vitamin/mineral supplementation, 
& possible supervised supplementation of nutrition supplements 

• Missed retinopathy screening / missed foot checks in primary care and 
on admission to hospital and responses to both 

• Hospital discharge and other transfers of care / location 

• Self-neglect and safeguarding and the management of risk 

• Trauma informed care and language 

Examining Ways to Improve the Health Care of People Experiencing Homelessness with Diabetes 

Samantha Dorney-Smith, Nurse Research Associate; Lynne Wooff, Diabetes Specialist Nurse;  

Rebecca Lace, Advanced Clinical Practitioner 

 

To contact us re the wider project: 

Samantha.dorney-smith@ucl.ac.uk 

Bolton specific enquiries: 

lynne.wooff@boltonft.nhs.uk  

rebecca.lace@boltonft.nhs.uk 

homelessnursingteam@boltonft.nhs.uk 

Bolton project: 

• The Diabetes Service has a community site managing adult patients 25yrs + from 
across Bolton with complex diabetes conditions on an outpatient basis, taking       
referrals from GPs and the in-patient team. There was no specific part of the ser-
vice dedicated to the specific needs of the homeless person with diabetes before 
the project led by Lynne Wooff 

• The Homeless and Vulnerable Adult Team provide an outreach service supporting 
those rough sleeping, staying at the night shelter, homeless hostels,  temporary   
accommodation, as well as an in-reach service for those attending the hospital. 
Rebecca Lace has been the main contact on the team. 

 

Results of collaboration and targeted approach: 

• 64% of patients on program have completed ALL 9 diabetes care process 

• The data from small sample of patients taken for a matched period before and  
after joining the program shows reduction in ED attendances and bed stays. 

• Positive Verbal feedback from patients: 

 ‘No-one has ever cared like this’ 

 ‘ No-one has ever spent time like this / explained this’ 

• Lynne is now funded permanently to work with the HVAT team 1 day a week and 
the local approach has had significant national recognition 

WHAT WE DID—15 month national QI project, 20 nurses involved 

plus wider MDT and Expert by Experience steering group  

• Literature review (34 papers, mostly USA and Canada) 

• Review of 5 Safeguarding Adult Reviews 

• 2 open access online workshops – on challenges and best practice  

• Visits to 4 areas of good practice – Bolton, Liverpool, St Helens, 

Plymouth 

• 13 practice-based nurse led quality improvement projects across 

England and Scotland – visits to Edinburgh, Leeds and Bournemouth 

• Diabetes and inclusion health survey – 104 respondents 

• 3 Expert Patient interviews & development of video / audio content  

• 1 face to face event in London sharing the nurse led QI projects - April 

2024 

• Creation of training resources 

Face to face event in April 2024 bringing nurses running QI projects together 

Expert patient Kellie talks about her feelings when being diagnosed with diabetes: 

Lynne Wooff with the 

Bolton Homeless and 

Vulnerable Adults Team 


