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The resident population of NHS 

Somerset CCG is 541,600 and 

124,800 of these people are aged 65 

and over. In the CCG, 7.2% of 

people live in the most deprived fifth 

of areas in England.

In 2015 there were 29,656 people 

aged 17 years or older who had 

been diagnosed with diabetes and 

included in GP registers in NHS 

Somerset CCG.  This equals 6.5% of 

this age group.  In England, the 

diagnosed diabetes prevalence is 

6.4%.

At GP practice level in NHS 

Somerset CCG, the percentage of 

patients receiving all eight care 

processes ranged from 3.1% to 

78.3%.   For three treatment targets, 

the percentage ranged from 0% to 

47%.

People with diabetes are at a higher 

risk of having a heart attack or 

stroke. In this area, people with 

diabetes are 119.9% more likely than 

people without diabetes to have a 

heart attack. This is higher than the 

figure for England which is 108.6%. 

People with diabetes are also 93.7% 

more likely to have a stroke. This is 

higher than the figure for England 

where there is a 81.3% greater risk.
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People with 

diabetes whose 

last HbA1c was 

59mmol/mol or 

less

(per cent) 

58.2 60.5 58.4

- 39.2

This chapter of the cardiovascular profiles focuses on 

diabetes and is produced by the National Cardiovascular 

Intelligence Network (NCVIN). The profiles are available for 

each clinical commissioning group (CCG) in England. Each 

profile is made up of five chapters which look at risk factors, 

coronary heart disease (CHD), diabetes, kidney disease and 

stroke. This profile compares the CCG with data for England, 

and where data are available, a group of similar CCGs and 

the South West Coast strategic clinical network (SCN).
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People 

Source: Quality and Outcomes Framework (QOF) 2014/15, Copyright © 2016,  Health and Social Care Information Centre. All rights reserved.

NHS Somerset CCG

Prevalence

Variation by general practice of diabetes prevalence, 2014/15

Prevalence of diagnosed diabetes in adults aged 17 years and older, 2014/15

Prevalence is the number of people in a given population with a particular condition at a given point in 

time. The diagnosed prevalence of diabetes is calculated from the returns submitted to the Health and 

Social Care Information Centre (HSCIC) as part of the Quality and Outcomes Framework (QOF) by 

each GP practice.   No distinction is made between type 1 or type 2 diabetes.  Diagnosed prevalence 

is the number of patients aged 17 years and over who are on the practice's diabetes register on 31 

March in a given financial year. Practice returns are combined to calculate a prevalence rate for the 

local CCG. 

Data from the 2013 Health Survey for England (HSE) suggests that 2.4% of adults in England have 

undiagnosed diabetes.

In NHS Somerset CCG, the prevalence of diagnosed diabetes was 6.5% in 2014/15.  At GP practice 

level, the prevalence of diagnosed diabetes ranged from 3.3% to 8.4%. 
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The GP participation rate in NHS Somerset CCG was 38.7%.

Variation by general practice in people with diabetes achieving eight care processes, 2014/15

NHS Somerset CCG

The National Institute for Health and Care Excellence (NICE) recommends nine care processes for 

diabetes. These are five risk factors (body mass index, blood pressure, smoking, glucose levels 

(HbA1c) and cholesterol) and four tests to identify early complications (Urine Albumin Creatinine Ratio, 

serum creatinine, foot nerve and circulation examination and eye screening (held by NHSDES and not 

included in the data presented)). Controlling the risk factors helps a person with diabetes reduce his or 

her future risk of developing diabetic complications. 

Care processes and treatment targets

At GP practice level in NHS Somerset CCG, the percentage of patients meeting all three treatment 

targets ranged from 0% to 47%.  In England, it was 39.8%.

Data on the achievement of the eight care processes and three treatment targets are taken from the 

National Diabetes Audit (NDA).  Participation in the 2014/15 audit was 54.9% in England.  This has 

significantly reduced from previous years.  Participation of GP practices within CCGs was variable and 

ranged from 0% to 100%.  This may be due to the varied levels of support for participation offered to 

GP practices by CCGs following the increased level of complexity of registration and submission 

imposed by the new Information Governance "Opt in" requirements.  

Given that participation is voluntary and in many cases low, participating practices do not necessarily 

constitute a random sample of the CCG and may not be representative of the CCG.  For this reason, 

data on the achievement of eight care processes and three treatment targets are only presented by 

GP practice.  Data for type 1 and type 2 diabetes have been combined.

At GP practice level in NHS Somerset CCG, the percentage of patients receiving all eight care 

processes ranged from 3.1% to 78.3%.  In England, it was 57.5%.

Variation by general practice in people with diabetes achieving three treatment targets, 2014/15 
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Three treatment targets

People 

NHS Somerset CCG

The individual achievements of the three treatment targets are available from both the NDA and QOF 

while the achievement of all three treatment targets are only available through the NDA.  Given this 

years low participation in the NDA and variability of participation by CCG, QOF data have been used 

to present the achievement of individual treatment targets at CCG level.

Note, there are some differences in patient inclusion and duration of review period that may give rise 

to differences in the QOF and NDA data.  QOF only includes patients aged 17 years and over 

recorded with diabetes whereas the NDA includes all ages.  QOF is reported by financial year whereas 

the NDA is collected over a 15 month period.

People with diabetes aged 17 years and over whose last HbA1c (measured in the preceding 12 

months) is 59mmol/mol or less, DM007, 2014/15

People with diabetes aged 17 years and over whose last blood pressure (measured in the 

preceding 12 months) is 140/80 or less, DM003, 2014/15

People with diabetes aged 17 years and over whose last cholesterol (measured in the 

preceding 12 months) is 5mmol/L or less, DM004, 2014/15
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Foot care

Additional risk of amputations for people with diabetes, 2010/11-2012/13

National Diabetes Foot Care Audit (NDFA)

NHS Somerset CCG

People with diabetes have annual foot checks for lower limb nerve damage or impaired circulation 

which can cause foot ulcers which in turn can lead to lower limb amputations.  However, while the NDA 

has included data on annual foot checks and rates of amputations since its inception, until now, there 

has been no measurement system for the development and management of foot ulcers.  The National 

Diabetes Foot Care Audit (NDFA) commenced in 2014/15 and can provide measurements as to 

whether the NICE recommended clinical pathways are in place locally and how effective they are in 

managing foot ulcers.  For more information go to www.hscic.gov.uk/footcare.

One of the audit findings was that patients who were seen by a specialist foot care service within two 

weeks of first assessment by a professional, have higher rates of ulcer healing than those seen later.

Proportion of patients ulcer free at 12 weeks, split by time to first assessment by a specialist 

foot care service, 2014/15, England

Among people with diabetes in NHS Somerset CCG, the additional risk of a major amputation during 

the three-year follow up of the 2009/10 audit was 644.6% compared to 445.8% for England and for a 

minor amputation was 967.6% compared to 753.5 % for England.

People with diabetes aged 17 years and over who received a foot examination and risk 

classification within the preceding 12 months, DM012, 2014/15

81.5 

80.9 

80.8 

76.7 

10.9 

10.5 

10.2 

18.1 

0 10 20 30 40 50 60 70 80 90 100

England

SCN

Comparator CCGs

Local

Per cent 

Optimal management Non-optimal management Exceptions

Source: QOF 2014/15 

34.0 

43.1 

50.7 

50.9 

56.9 

0 10 20 30 40 50 60

Greater than 2 months

14 days to 2 months

3 to 13 days

Less than or equal to 2 days

Self presenting

Per cent 

445.8 

753.5 

644.6 

967.6 

0 200 400 600 800 1000 1200

Major amputation

Minor amputation

Per cent 

Local England

Source: NDA, 2012/13 

Source: National Diabetes Foot care Audit, 2014/15, Copyright © 2016,  Health and Social Care Information Centre. All rights reserved. 
  

© Crown copyright 2016 www.gov.uk/phe  | www.ncvin.org.uk

Page 5



Diabetes April 2016 

NCVIN - links to other sources of diabetes data

Diabetes foot care activity profiles: www.yhpho.org.uk/default.aspx?RID=116836
Diabetes outcome versus expenditure tool: www.yhpho.org.uk/dove

A list of references for each chapter is given in the indicator guide for the profiles.
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Mortality

Among people with diabetes in NHS Somerset CCG the risk of a stroke was 93.7% higher and the risk 

of a heart attack was 119.9% higher compared to people without diabetes during the three-year follow 

up of the 2009/10 audit.

The additional risk of mortality for people with diabetes was 50.4% in NHS Somerset CCG, for England 

the additional risk was 39.2%. 

NHS Somerset CCG

Additional risk of complications

A person with diabetes has a higher risk of cardiovascular complications (heart attack, angina, heart 

failure and stroke) and end stage kidney disease. The chart below compares the additional risk of 

complications for a person with diabetes to people without diabetes in the same CCG over a three 

year period. The figures have been adjusted to allow for the local variations in the age and sex of the 

population.   

People with diabetes rarely die as a direct result of diabetes.  Most die from complications such as 

heart disease, stroke and kidney failure.  People with diabetes are more likely to die than their peers of 

the same age and sex in the general population.  In 2013 there were an estimated 22,060 additional 

deaths in England due to diabetes.

Comparison of the additional risk of complications for people with diabetes, 2010/11-2012/13


Comparison of the additional risk of mortality in people with diabetes,  combined total from 

2009-2010, 2010-2011, 2011-2012 NDA audits
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