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1. Research objectives  

In Autumn 2014, the Tri-Borough Public Health Team, representing the London 

Boroughs of Hammersmith & Fulham, Kensington & Chelsea and Westminster, 

commissioned Collaborate, a small independent social marketing and research 

agency, to undertake an evaluation of the KNOW Diabetes Mentoring Programme. 

The Public Health team believed it was an appropriate time to evaluate the 

effectiveness of the programme. The team requested the evaluation seek to 

evidence and answer the following key questions: 

1. Do diabetes mentors in this programme improve the health of the mentees?  

2. Does being a mentor have positive health impacts on the mentors? 

3. What are the benefits to a practice or community organisation of having 

diabetes mentors as part of the team?  

4. What are the ‘costs’ (non-financial) of delivering a diabetes mentor service in this 

way? – i.e. what are the implications for staff, programme manager and mentors 

 

A considerable amount of secondary information was gathered in addition to insight 

regarding these four key questions. More complex research instruments collated 

information on the following, additional themes: 

 Set up and induction  

 Mentee/patient profiling  

 Monitoring  

 Appetite for growth  

 Delivery models for both surgery and community settings  

 Mentor qualities and skills set  
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Mentoring story  

 

Brook Green mentor, David, met Mr H – a former bus inspector about a year ago. 

Before his retirement he was responsible for the complex and demanding role of 

managing London bus provision and timetables.  He is currently 74 years old and has 

been a patient at Brook Green Medical Centre for over 30 years. 

 

Mr H was diagnosed with Type 2 Diabetes in 1982 and like most NHS patients at the 

time did not receive any structured education in diabetes self-management.    

Over the past 20 years, his blood glucose control steadily worsened, and before long 

he found himself prescribed insulin injections as well as oral medications to manage 

his condition.  Unfortunately, and despite being prescribed insulin, his HbA1c levels 

also continued to increase.  At each diabetes review, his insulin injections were 

steadily increased.  From initially taking just a few units per day in the 1980s his 

requirement had increased at regular intervals to 64 units per day by 2013. His 

condition worsened and by 2013, his HBA1c level had increased to 135mmol/L; a 

serious threat to his long-term health.    

 

Mr H continued to experience the side effects of uncontrolled blood glucose levels; 

regular infections; on-going thirst; frequent trips to the toilet. It was at this point that 

he was referred to work with David, the surgery’s in-house diabetes mentor.   

 

David explained: “For the first time, Mr H had the time to discuss his daily routine and 

lifestyle. It was immediately apparent that he was unaware of how to eat healthily, 

nor of the importance of taking his insulin regularly.  His favourite foods and fondness 

for doughnuts and traditional rich Caribbean dinners was putting real strain on his 

ability to control his condition – even with substantial doses of insulin.  It was also 

obvious that no-one had ever explained to Mr H. what diabetes was and how to 

manage this condition.” 

 

Mr H. proved to be a keen student; he attended the Mentor sessions regularly and 

quickly began to take a close interest in improving his diet and activity levels. He 

began to keep detailed records of his blood glucose levels and often arrived at the 

clinic seeking detailed explanations for any recorded variations in his levels of 

control.    

 

At one surgery Case Review Meeting, the team discussed Mr H’s response and his 

forthcoming treatment. Mentor David updated the team on his progress to manage 

his blood glucose levels. As a result the doctor took the decision to slowly reduce Mr 

H’s insulin levels.  

 

His blood glucose levels continued to improve, despite taking less insulin, and he was 

able to continue to reduce his daily dose of insulin. In just over one year, Mr H’s 

HBA1c level had improved from 135 to 60, and his daily insulin injections had been 

reduced from 64 to 32 units. At his last diabetic review, the GP reported that he had 

also changed Mr H’s oral medication because “this would help him better to 

achieve his own health targets.”  

David reported that Mr H has become an ideal patient: “I’d never had such an avid 

learner and enthusiast for making the right changes. He had taken control of his 

condition and was actively managing his blood glucose levels.”  
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“It was evident that Mr H was feeling enormous satisfaction at this level of self-

achievement.  From playing a passive, helpless role in his care, he is now in control 

and empowered to manage his condition himself.” 

 

Mr H. commented: “David’s positive explanation of the complete package 

needed to control my diabetes, along with my perseverance, gave me 

astonishing results in just six weeks!” 
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2. Background and context 

2.1 The KNOW Diabetes Mentoring Programme 

 
The KNOW Diabetes Mentoring Programme was launched in January 2012 as a pilot 

project. The project was initiated by the local Diabetes Service User Group and a 

small number of interested GP surgeries, which run their own diabetes clinics. It has 

since developed and is currently managed centrally by the Behavioural Change 

Team, Tri-Borough Public Health, with coordination support from a local volunteer.  

 
The programme aims to compliment the diabetes care pathway by offering patients 

additional support to discuss non-clinical aspects of their condition.  

 

Mentoring provides one-to-one support to people living with diabetes (mentees) to 

help them develop effective techniques and strategies to improve their quality of 

life; this helps to increase their confidence to problem solve any day-to-day 

difficulties in coping with diabetes. Mentors can provide much-needed time and 

space as someone who understands diabetes with people struggling to manage the 

condition. 

 

Mentors are described as ‘preferably living with diabetes (Type 1 or Type 2), a carer 

of someone with diabetes or very interested in diabetes.’ They demonstrate a good 

awareness of the challenges of living with diabetes such as the emotional and social 

demands of living with the condition and are interested in supporting people with 

diabetes so they have the confidence to develop ways of coping with the demands 

of living with diabetes. 

 

Mentors: 

 Listen to patients ‘on their level’ 

 Discuss motivation and help set goals 

 Talk about the impact on friends and family  

 Signpost patients to further support and resources  

 Understand what patients are going through 

 Support patients with living a healthy lifestyle. 

 Do not give out clinical advice but refer people to appropriate health 

professionals.  

 

A mentee is someone who may be struggling with an aspect of his or her diabetes 

self-care such as diet, keeping active or how best to live with a long-term condition. 

Mentees may not fully understand or have come to terms with having diabetes and 

need time to explore the issues. Mentees can be someone with Type 1 diabetes, 

Type 2 diabetes or ‘pre diabetes’. People with Type 1 diabetes will generally been 

seen by a mentor with Type 1.  

 

Under the project, trained mentors offer bespoke one-to-one support and advice to 

local mentees. Usually, up to eight sessions are available and take place in either a 

GP surgery or community organisation, to which a mentor is affiliated. 

 

Mentoring outcomes depend upon where a mentee is on his or her diabetes’ 

journey and are set by the mentee. Goals may include helping to feel more 
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confident to manage the condition, able to self-manage better, improved sense of 

wellbeing, better adherence to their diabetes management plan and health 

improvements such as becoming more active and eating more healthily. 

 

The seven GP surgeries participating in the scheme are listed below together with an 

indication of the number and percentage of registered diabetes patients at each 

practice: 

 

 Barlby Surgery, St Charles’ Centre for Health and Wellbeing 380 (4.9) 

 Brook Green Medical Centre – 414 (3.2%) 

 The Lillie Road Surgery – 325 (4.3%) 

 North End Medical Centre – 591 (3.2%) 

 Richford Gate Medical Practice – 410 (4.1%) 

 Soho Square General Practice 166 (4.6%) 

 Victoria Medical Centre 492 (4.9%) 

 

 

And the five participating community groups are: 

 The Abbey Centre  

 Chinese National Healthy Living Centre  

 French African Welfare Association (FAWA) 

 Midaye Somali Development Network  

 Rain Trust  

 

Forty diabetes mentors have been trained since 2012 and over the past three years 

(from start of the programme until February 2015). In total 20 mentors progressed to 

mentoring and delivered at least one mentoring session to approximately 260 

people. 

 

The ‘pool’ of mentors engaged in the programme constantly changes, ebbing and 

flowing as mentors find work, retire, or re-join the programme following a period of 

absence. The following tables profile the team of mentors: 

 
 

Training and engagement of mentors 

Trained 
Currently 

mentoring 
Retired 

Dropped 

out 

14 left the scheme 

Reason for leaving 

 

40 

 

20 

 

1 

 

6 

Found 

work 

5 

Became 

pregnant 

1  

Too busy 

 

4 

Not pass 

training 

4 

 

Direct experience of diabetes Remuneration Mentoring setting 

Type 1 Type 2 
Family 

member 
Paid Volunteer GP 

Comm 

group 
Both 

3 
14 (7 never 

practiced) 
14 8 12 7 3 10 
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2.2 What do we already know from other schemes? 
 

A comprehensive literature review was undertaken in the early stages of the 

evaluation to understand more broadly the current ‘mentoring’ landscape. Over 50 

texts were reviewed from both healthcare providers and academic sources of UK-

based programmes and initiatives as well as international examples (please refer to 

the full literature review reproduced in Appendix B). Our findings tell us that: 

 

 Peer support has become increasingly popular as an innovative model of care 

for individuals with chronic conditions and that strong evidence exists linking 

social support as a protective factor in health 

 

 NICE and the World Health Organisation (WHO) endorse peer support 

interventions. NICE calls for structured programmes of education on self-

management to form a ‘cornerstone’ of the management of diabetes. WHO 

adds they are ‘especially promising for resource-constrained health systems, as 

they are much less resource-intensive than interventions requiring concerted 

health worker involvement.’ 

 

 The anticipated massive rise in the number of people with diabetes will increase 

the demand for education and support to people with diabetes. It is 

questionable whether health services have enough resources to cope with these 

demands.  

 

 The vast majority of literature describes positive effects of peer support on the 

wellbeing of patients – particularly in regard to self-reported psychological 

factors such as levels of anxiety and depression.  

 

 NICE advocates such programmes as a cost-effective way of managing 

diabetes.  

 

 A growing body of research shows that patients who help others in turn receive 

benefits for themselves leading to significant improvements in their 

understanding of their own condition, their own self-care ability and self-care 

adherence, and a reduction in negative attitudes.  

 

 With regard to the training of mentors, interactive, hands-on, and participatory 

formats are widely recommended in place of traditional classroom teaching 

methods. Communications training for mentors is essential to helping them feel 

less confused and anxious about their work.  

 

 Community-based settings, which are easily accessible (churches, community 

organisations, neighbourhood clinics) appear to be the most effective 

environment for peer support. Schemes are successful where well-developed 

community networks and strong social tires among members exist.  

 

 NICE advocates programmes of patient education for both self-reported and 

clinical outcomes. Studies typically divide the benefits of peer support into those 

which are self-reported and quantifiable. Self-reported benefits tend to include 
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emotional wellbeing and the ability to manage living with the condition. The 

predominant factor in quantifiable studies is the levels of glycated haemoglobin 

(HbA1c).  

 

 Most texts acknowledge the lack of robust evidence regarding the long-term 

sustainability of the benefits and a need for further research into the benefits of 

peer support programmes.  
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3. Evaluation methodology  

3.1 Overview 
 

There are a variety of methods that can be deployed to evaluate health care 

interventions or health promotion activity.  In partnership with the Tri-Borough Public 

Health Team, Collaborate recommended an evaluation framework (summarised in 

Diagram A below) which would maximise feedback from the multiple stakeholders 

actively involved in the Diabetes Mentoring Programme using a range of primary 

and secondary data sources.  

 

Diagram A: Overview of evaluation inputs 
 

 

3.2 Description of methodology 
 

Firstly, a comprehensive literature review of secondary data sources along with 

discussions with key people involved in developing and managing the scheme were 

undertaken.  The objective of this was for project immersion, to uncover existing 

insights and to help aid the design of the primary research tools.   

 

Secondly, Collaborate undertook an analysis of the mentors’ monitoring forms.  The 

suite of monitoring forms provided for the scheme include: 

 

 Summary form 

 PPI form 

 Empowerment form (pre-programme) 

 Empowerment form (post-programme) 

 Last day evaluation form  

 Mentoring meeting log (completed for each mentoring session) 
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These had been largely completed on paper so Collaborate provided an Excel 

template to the Tri-borough team to transfer the paper records electronically. In 

total, 229 mentees (from 9 mentors) were included in the analysis; some elements of 

the monitoring were far better completed than others. 49 forms had information 

completed under ‘main outcomes’, 9 had biometric information such as weight.  

Empowerment forms were logged for 18 cases at the beginning of the intervention 

and only 3 post programme. 

 

The research team, Tri-borough Public Health team and an in-house Public Health 

registrar proceeded to co-create a range of separate short surveys for mentors, 

mentees, healthcare professionals (HCPs) and community organisation managers.  

 

Separate surveys were preferential to having one global questionnaire as the 

wording and survey content could be carefully tailored to be appropriate for each 

stakeholder type.  Some key questions were consistent across the surveys to provide 

the ability to compare and contrast common themes e.g. set up and induction, 

impact of mentoring and mentee characteristics.  

 

Diagram B highlights the number of surveys that were collected.  Collaborate were 

not given an exhaustive list of mentees to contact directly and we were therefore 

reliant on mentors passing on contact details.  In this sense, the feedback received 

may have been inadvertently subject to some ‘selection bias’ whereby mentors only 

passed on details of their most engaged mentees.   

 

Although the total number of completed mentee surveys appears somewhat 

limited, it is important to bear in mind that this represents 10% of the estimated 

number of beneficiaries of the overall scheme.  Likewise, 5 of the 7 (71%) eligible 

surgeries participated in the evaluation and 40% of active mentors were also 

consulted.   

 

A ‘recruitment script’ and short screener questionnaire was made available to 

mentors to support with the recruitment of mentees to the evaluation. The purpose 

of the screener questionnaire (reproduced in Appendix C) was to elicit mentee 

characteristics, including age, gender, type of diabetes, length of time since formal 

diagnosis, number of mentoring sessions and location (GP or community setting) to 

enable the research team to interview a good representative mix of mentees. 

 

To maximise response rates, surveys were made available online (for self-

completion) alongside telephone interviews being offered to all respondents.   
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Diagram B: Direct feedback via surveys 
 

 

 

None of the community groups invited to participate in the evaluation completed 

the online survey. Three mail invitations were sent to five community group 

managers from Collaborate; two additional requests to participate were sent from 

the programme management team.  

 

To maximise the number of surveys that could be collected there was an extended 

fieldwork period, lasting a total of 21 weeks from the end October 2014. It drew to a 

close on 20 March 2015. 

 

Observations  

 

The research team encountered significant challenges during fieldwork, which has 

restricted the comprehensiveness of the evaluation and proper assessment of the 

programme’s impact.  The following observations are therefore pertinent to make: 
 

 We understand anecdotally that a high numbers of local patients 

(approximately 260) have benefited from at least one mentoring session. 

Unfortunately the monitoring and clinical data available to the research team 

did not reflect this.   

  

 The research team was unable to contact mentees directly.  Permissions had not 

been requested during the mentees’ initial induction onto the scheme. 

Subsequently, permission had to be obtained from individual patients (by the 

mentor) to be directly invited to participate in the evaluation. Once permission 

had been secured, a member of the research team was able to contact 

mentees directly and invite them to complete the survey. The research team 

therefore relied wholly on mentors’ availability and willingness to contact their 

mentees and provide contact details.  
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 A ‘recruitment script’ and screener questionnaire were produced to facilitate this 

process of seeking permission and to help ensure a good mix of mentees. 

Unfortunately only two practices actively used the screener questionnaire with 

most simply preferring to provide Collaborate with a list of mentee names and 

telephone numbers.  Contact details of 41 mentees were provided which meant 

that random sampling was not practical.  We therefore invited the whole pool of 

available contacts to participate in the survey; we cannot therefore comment 

on how representative the achieved sample was due to the lack of information 

provided on the wider pool of mentees.   

 

 Mentees were able to complete their survey online or via telephone interview. 

Only one mentee opted to complete the survey online.  

 

 There are challenges in accessing clinical data related to the programme swiftly. 

Financial incentives were offered to GP practices to encourage sharing of data 

however some GPs were still unable to provide data on request. 

 

 The formatting and extent of clinical data varies between practices.  

 

 Although monitoring forms were collated across 9 mentors, the 

comprehensiveness of form completion for individual mentees was very poor.  

This makes drawing conclusions from this potentially rich dataset very 

challenging. Attention needs to be given to how better quality data can be 

collected routinely moving forward.  
 

A full breakdown of the key characteristics across the Mentee surveys is in Appendix 

A.   Throughout this report, the reader will note that we have generally reported on a 

‘raw number’ basis rather than percentages.  This is due to the relatively small 

number of respondents taking part in the consultation.  Whilst we have no evidence 

to believe that the respondents are not representative, reporting on a percentage 

basis may still be misleading and could lead to misuse of statistics.  

  

Quantitative interviews  

 

In total, Collaborate was provided with the permission to make contact with 41 

mentees. Although originally conceived as a self-completion, online survey it quickly 

became apparent during the evaluation fieldwork that a more proactive, 

telephone approach would be required. This also allowed us to have a slightly more 

discursive interaction with mentees who did participate.   Up to eight attempts were 

made to telephone interview each contact. The table below summarises the 

outcomes of these attempts: 

 

Stage/status Number 

Contacts received  41 

Unable to make any contact 8 

Contacts made  33 

Declined to be surveyed 4 (2 not have diabetes, 2 not 

received mentoring) 

Survey interview undertaken by 

telephone 

28 (4 completed via interpretation 

service CITAS, 1 Cantonese; 3 

Somalian) 
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Survey undertaken by email 1 

Surveys removed due to incompletion 2 (undertaken by CITAS) 

Total surveys included in evaluation 

 

27  

 

In general, it was fairly difficult to make contact with mentees. Despite numerous 

attempts to speak with each individual, some mentees did not answer our 

telephone calls nor respond to voicemail messages. 

 

Four mentees required interpretation services to enable them to complete the 

survey. These contacts were referred to local translation and interpretation 

organisation, CITAS, which interviewed 1 mentee in Cantonese and 3 mentees in 

Somalian. Unfortunately two of these surveys were removed from the final dataset 

due to high number of incomplete answers. 

 

Two contacts, when telephoned, stated they did not have diabetes and had not 

taken part in the mentoring programme. Following further investigation it became 

apparent that some contacts had benefited from group education within the 

community rather than direct one-to-one mentoring. These people may not have 

diabetes but through education and awareness-raising of the condition by trained 

mentors, had been able to improve their understanding of diabetes and share this 

with friends and family. They also confirmed they had taken steps to adjust their 

lifestyle to help prevent themselves from developing the condition.  

 

Whilst it was inappropriate to conduct the mentee survey with these contacts, some 

of the insight gathered from our telephone conversations with them have been 

incorporated within the findings.  

 

Mentors’ focus group 

In order to provide some qualitative insights into the emerging themes from the 

completed surveys and explore some possible solutions, a focus group with 10 

existing mentors was undertaken in January 2015.  This took place on 20 January at 

Westminster City Council premises and was facilitated by our in-house researcher for 

a duration of two hours. 

 

Recruitment was undertaken by Collaborate; we invited via email both former and 

existing mentors who had completed the online mentors’ survey. Attendance was 

incentivised with a £20 High Street voucher. A number of participants informally 

stated the incentive had not influenced their decision to attend the session.  

Ten mentors attended the session in total. All ten mentors are currently mentoring 

under the KNOW Diabetes Mentoring scheme. No ‘retired’ mentors attended the 

session. The group in total had a collective mentoring experience of 15 years. 

Individual participants had varying levels of experience of mentoring under the 

scheme. The most experienced mentor has 3 years’ experience and has seen over 

140 patients. The newest members to the KNOW Mentoring team have been 

mentoring for two months and are currently mentoring their first mentees.  

 

The moderator used a topic guide, which is reproduced in Appendix C and was 

wholly discussion based. The session was digitally audio-recorded for analytical 



16| P a g e  
 

 

purposes.  The topic guide was drafted following discussions with the client and took 

into consideration the key top-level findings from the quantitative surveys. 

 

The discursive nature of a focus group discussion means that the outputs cannot be 

analysed in the same robust, systematic way that we might expect from other 

quantitative methods. The insights derived have been formulated by rudimentary 

content analysis based on the group recordings and moderator notes.  The insights 

are presented alongside the quantitative data in Section 4.   

 

In-depth interviews  

 

Following the quantitative research, a series of face-to-face in-depth interviews were 

conducted with three existing mentors. 

 

The programme management team recommended the following three mentors for 

interview based upon their diverse mentoring experience and method of operation: 

 

 David Wood           - Brook Green Medical Centre  

 Didier Ibwilakwingi-Ekom – The Lillie Road Surgery | French African Welfare 

Association (FAWA)  

 Phayza Fudlalla         – Victoria Medical Centre| The Abbey Centre  

Each mentor undertakes a different model of mentoring within their allocated 

surgery and/or community group setting. It was felt that the evaluation would 

benefit from a number of short case studies into these varying approaches. The 

operational conditions and attributes of individuals involved in the delivery of each 

model have been identified and where available the impact of each approach 

presented in Section 5. 
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4. Evaluation findings 

This section provides detailed feedback from mentors, mentees and healthcare 

professionals. The findings are structured by themes rather than by 

stakeholder/respondent type to allow comparisons where similar lines of enquiry 

were made.  For ease of reference, charts are colour coded to denote the source 

of feedback throughout (mentors: blue, mentees: green, healthcare professionals: 

orange).  

4.1 Programme awareness and induction 

 

We asked both mentees (Fig. 1) and mentors (Fig. 2) where they first heard about 

the diabetes mentoring programme.  For mentees, awareness raising appears to 

have been predominately through their nurse and their GP.  There were also two 

mentions of via the hospital amongst the ‘other category’.   

 

Figure 1: Where did you first find out about the mentoring programme? (Mentees 

n=27)  (Raw numbers shown due to limited base sizes) 

 

In contrast, mentors find out about the programme through a wider variety of 

channels.  It appears that the general practice environment is not currently being 

strongly exploited as a mechanism for recruiting mentors. We see later on that the 

GP/mentor relationship and personalities can influence the success of mentoring 

within the GP setting. With this in mind, it may be something to consider moving 

forward. We understand informally that a Brook Green GP is exploring recruitment of 

a patient to the mentoring scheme via this method.  
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Figure 2: Where did you first find out about the mentoring programme? (Mentors 

n=10)  (Raw numbers shown due to limited base sizes) 

 
 

The strength of the doctor/nurse referral route for mentees was further highlighted by 

a question which asked ‘what first attracted you to the mentoring scheme’ (Fig. 3).  

20 out of 27 mentees said that their doctor/nurse recommended it.  2 mentees said 

that someone else, such as a friend, family member or community worker, 

recommended the scheme.   Although we see later in Section 4.6 that mentees put 

a high value on meeting someone who has personally experienced diabetes, only 

one person said that this was the primary factor when first considering the scheme.   

 

Figure 3: What first attracted you to the mentoring scheme (Mentees n=27) (Raw 

numbers shown due to limited base sizes) 
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The main drivers for mentors to join the programme (Fig. 4) appear to be largely 

altruistic – wanting to help other people who have diabetes – closely followed by 

the identification that mentoring can be an opportunity to develop other 

personal/professional skills.  These perceived benefits need to be communicated 

effectively to other potential mentors in the future. 

 

Figure 4: What did you find attractive about first becoming a mentor? (Mentors n=10) 

(Raw numbers shown due to limited base sizes) 

 

Fig. 5 illustrates that both mentees and mentors confirm that the programme is/was 

explained to them appropriately and that information needs were being met.   

However, a further question (Fig 6) asked of mentees suggests that there is some 

room for improvement around how the process itself is explained at an early stage 

(just over a third of mentees strongly agreed that it was clearly explained to them).  

Some mentees felt the scheme was not fully explained by their GP or nurse, however 

on meeting their mentor, the mentor explained how the mentoring sessions would 

work. When probed, many felt this was satisfactory and that a brief description 

together with the endorsement from the GP or nurse was adequate prior to meeting 

their mentor.  
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Figure 5: Did you feel the scheme was explained to you properly (before you started 

volunteering)? (Raw numbers shown due to limited base sizes) 

 

Figure 6: Please indicate the extent to which you agree with ‘The mentoring 

programme process was clearly explained to me’ (Mentees n=15) (Raw numbers 

shown due to limited base sizes) 

 

A selection of current KNOW Diabetes promotional collateral (including posters, 

postcards, ‘How to make KNOW Diabetes Mentoring Scheme work in your practice’ 

and ‘How mentoring can help your patients’) was shared with mentors at the focus 

group.  Some mentors were unaware of the promotional material and felt they 

would benefit from having access to such materials.  One mentor explained none of 

her patients speak English so material would need to be in Somali and Arabic. Prior 

to any programme expansion it may be beneficial to revisit existing collateral with 

active mentors: 

 

 

 

22 out of 27
felt it was explained properly

10 out of 10
felt it was explained properly

MentorsMentees



21| P a g e  
 

 

 

 

 

 

 

 

 

 

During the telephone interviews with mentees, it become apparent that brand 

recognition of the KNOW Diabetes Mentoring Programme amongst patients is 

extremely low. Most respondents are unaware that mentoring is delivered as part of 

a wider programme and hold an assumption that mentoring is an element of the 

surgery offer.  Understandably, most mentees have strong recognition of their 

individual mentor. The first question in the mentee survey, ‘Can you confirm that you 

participated in the Diabetes Mentoring Scheme Programme,’ frequently required an 

additional supporting statement that mentioned the name of the patient’s mentor. It 

was only then that respondents were able to confirm that they participated in the 

scheme. 

 

Interestingly, most mentors in attendance at the focus group stated that they felt 

more a part of their GP practice rather than part of the KNOW Diabetes 

programme. One mentor stated she felt aligned to Diabetes UK thanks to using its 

collateral in her mentoring role.  

 

We wanted to explore whether feeling part of a particular programme was 

important to mentors. Most stated it would be nice to feel more part of the KNOW 

Diabetes programme however felt it more important to be generally well networked 

with other organisations working within the field, including Diabetes UK, 

Diabetes.co.uk and the Diabetes Forum. Improving brand strength may be an area 

the programme management team focuses on if the scheme is to be up-scaled. 

 

From a surgery perspective, there appears to be mixed views about the initial stages 

of the mentoring process (Fig. 7).  Just one third of GPs stated that identifying 

suitable patients for the programme and then introducing them to their mentor 

works ‘very well’; the remainder were more neutral in their feedback stating that 

these aspects of the programme work either fairly well or neither.   

 

 

 

 

 

 

 

“I’m really struggling to get access to my GP; I 
think this could help.” 
 

“Can I take this 
with me? This is 
great!” 
 “I’d like to show this to my 

GP. I don’t think he has this.” 
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Figure 7: Please rate how well the following aspects of the programme are working 

within your practice (HCP n=6) (Raw numbers shown due to limited base sizes) 

 

A deeper problem within the surgery setting emerged through discussions with 

mentors: many mentors have experienced difficulties in establishing themselves 

within their assigned practice environment. Three mentors shared experiences of 

struggling to be accepted by surgery staff and that persistence and tenacity are 

required to becoming accepted as part of the surgery team. One mentor explained 

this process took her four months. 

 

  

 

 

 

 

  

 

 

 

 

There was a real sense amongst focus group attendees that more needs to 

be done to promote mentoring and the KNOW Diabetes programme and to 

2

1

2

3

2 2

Identifying patients to engage with
mentoring

Introducing patients to mentor

Very well

Fairly well

Neither

Not well

Not very well at
all

“I’m still new to mentoring. I’m not 
truly welcomed by the GPs and the 
receptionist.” 
 

“I can’t get in the door of my 
GP. The nurse changes every 
week and the receptionist 
doesn’t help me.”  
 

“When I started I had a very tough time, a very 
tough time. I had to set up everything by myself. I 
was getting asked to leave the room, leave the 
patients. But I had to be strong. It was four 
months of being thick-skinned. It was very hard 
but now I am welcomed by the (GP) team.” 
 

“Not every GP is interested in diabetes. We need 
to meet the diabetes team in the surgery to 
promote what mentoring can do. There needs to 
be education sessions with the GPs and staff.”  
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properly embed mentors within surgeries. A number of suggestions emerged 

to support with this: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

“Mentoring is still fairly new so I don’t 
think healthcare professionals 
understand what it is.” 
 

“I attended a staff meeting with the GP, 
set up by my manager, so they know 
what mentoring is. I gave a presentation 
about my role.” 
 “There needs to be regular meetings 

with clinical staff to promote mentoring 
and discuss the results.” 
 

“We need to show that outcomes are 
improving. There needs to be more 
support from the (central programme 
management) team to get the mentor 
more integrated in the surgery.” 
 

“GPs need to promote the scheme to 
other GPs. They need to show some of 
the clinical results and the real impact 
of mentoring. That is the only way that 
GPs will listen GPs struggle to listen to 
lay people.” 
 

“Mentoring in the generic sense doesn’t 
mean much to GPs. You need to talk 
about results and they must come from 
a professional colleague.” 
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4.2 Perceived parameters around scheme 

 

Clinicians and mentors were both asked to describe the most common 

characteristics of patients involved with the programme (Fig. 8).  Patients who are 

struggling to manage their diabetes, experiencing weight issues or are 

distressed/anxious are all common characteristics according to both HCPs and 

mentors.  Beyond this there are slightly different perceptions about candidates for 

the scheme.   

 

Whilst many mentors identify many patients who are managing their diabetes 

relatively well but require some additional support, this was not a common 

characteristic identified by clinicians. Perhaps unsurprisingly, many mentors said that 

patients who find it difficult to engage with a healthcare professional were good 

candidates for the scheme (but far fewer clinicians selected this). 

 

Figure 8: Which of the following characteristics, if any, do you feel are particularly 

common amongst … patients who you refer for mentoring (HCPs n=6) / amongst 

your mentees (Mentors n=10) (Raw numbers shown due to limited base sizes) *Only 

asked of mentors 

 

 

Mentee clinical characteristics are in Section 2 

 

All GPs who participated in the survey agreed that the diabetes mentoring 

programme is a mechanism for better engagement with patients but only one half 

see it as a way of providing more time to spend on clinical management (Fig. 9). We 

see later that healthcare professionals report no practical impact on their workloads 

as a result of participating in the scheme. 
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Figure 9: In which of the following ways, if any, does mentoring compliment the 

delivery of effective diabetes care. In my view, mentoring... (HCP n=6) (Raw numbers 

shown due to limited base sizes) 
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4.3 Starting the programme and frequency of sessions 

 

Monitoring forms indicate that mentees experienced an average of 2.6 mentoring 

sessions (Fig. 10).  More detailed analysis however reveals that one half of these 

cases resulted in just one session (e.g. an induction/trial session) which masks the fact 

that an average of 4.2 sessions was more typical for patients who experienced the 

scheme more substantively.  Indeed, in 16% of cases a total of five or more sessions 

were recorded.   

 

Figure 10: Number of sessions recorded from monitoring forms (Mentee cases where 

this field was completed n=74) 

 

Mentees who completed surveys were also asked how many sessions they recalled 

participating in and these interviews captured mentees who had experienced a 

higher number of sessions.  These results show an average of 4.6 sessions across all 

respondents to the survey (this rises to an average of 5.6 sessions if we remove 

mentees who only experienced one session).   

 

 

Clinicial Data - see separate Section 2. 

Financial Costs - see separate Executive Summary. 

 

  

Average of 

2.6 sessions
50%

18%
16% 16%

One session Two-three sessions Four sessions Five or more sessions

Average of 

4.2 sessions
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Figure 11: In total, how many sessions did you have with your mentor? (Approximate 

number is fine if you cannot recall the precise number of meetings) (Mentees 

surveyed) (Mentees n=27) 

 
 

Furthermore, the results indicate some appetite for even more exposure, with 7 out 

of 27 mentees stating that they would have preferred more sessions.  The other 20 

mentees said that the number of sessions was about right for them. None said they 

would have preferred less.  

 

Figure 12: Would you have preferred more sessions / less sessions / the number was 

about right (Mentees n=27) 

 

It was apparent through our telephone interviews and from the focus group that 

some mentors to do want to limit the frequency they see patients to eight sessions. If 

6

5

3

7

6

One session Two-three sessions Four sessions Five-seven sessions Eight or more

Average of 

4.6 sessions

Average of 

5.6 sessions

Around one 
quarter 

would have preferred more 
sessions

Would have 
preferred 

more

“I have seen too men who would like more 
sessions. They were happy with our time 
and their progress, but feel there is more I 
can help with.” 
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there is a need to continue to mentor a patient, these mentors sign the patient off 

the programme and then reinstate them.  

 

Most mentors (8 out of 10) state that the 

programme has met their initial 

expectations and the verbatim quotations 

provided in Fig. 13 illustrate the justifications 

for this, based largely on the help and benefits it has provided to mentees. 

Figure 13: Has the experience has met your initial expectations? (Mentors n=10) 

 

Both mentor and mentee feedback confirms that most mentoring sessions typically 

take place in a surgery setting; relatively few interactions appear to have been 

undertaken outside the GP setting (Fig. 14).  As we see later, mentees recommend 

that future sessions should continue to be face-to-face.  This therefore leads to a 

natural question, not asked in the surveys, of whether it would be more appropriate 

to support more face-to-face meetings in neutral settings away from clinical settings. 

We will see later in Section 5 (Mentoring in practice: delivery models) that the 

Victoria Medical Centre does in fact offer face-to-face support outside of the 

clinical setting once mentor/mentee contact has been made. A number of benefits 

of this approach is clear and most patients are happy with the arrangements.  

 

 

 

 

 

 

8 out of 10
agree experience has met initial 

expectations

Mentors
Just the 

reaction of 
people I have 

helped -
wonderful

Because I could see the benefits in 
my mentees’ life, session by session

Because I helped and developed the 
patients skills to manage their diabetes

A number of people changed their 
behaviour toward food

Because I 
have gained 

new 
invaluable 

skills

“I have to complete the paperwork for 
patients who I have seen eight times 
and then sign them back onto the 
scheme.” 
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Figure 14: Where did your mentoring sessions typically take place? ) (Raw numbers) 
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4.4 Content and delivery of sessions 

 

In terms of content, mentors and mentees believe that the scheme helps patients 

most in terms of healthy eating, managing blood glucose levels and/or 

hypoglycaemia and, to a lesser extent, losing weight and being more active.   

 

Figure 15: Areas that mentoring helps most with (combined scores across mentees 

and mentors)  

 
 

Figure 16: Which areas do you feel your mentor helped you with? (Mentees n=25) / 

Which areas do you feel mentoring helps people with diabetes? (Mentors n=10) 

(Multicode question, raw numbers shown due to limited base sizes) 

 

34 
endorsements

Healthy 

eating

Managing blood 

glucose levels / 

hypoglycaemia

Losing some 

weight

28 
endorsements

22 
endorsements

Being more 

active

21 
endorsements
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Mentors believe the scheme is most effective in helping adherence to treatments 

(11 out of 15) and improving confidence in coping with diabetes.  The theme of 

adhering to treatment was debated in the mentors’ focus group. Mentors are not 

trained to give clinical advice and should refer patients to their GP for this. Mentors 

explained in the group that they regard ‘adhering to treatment’ as taking regular 

exercise, eating a balanced diet and leading a healthy lifestyle – a far more holistic 

approach to ‘treatment’: 

 

 

    

 

 

 

   

 

 

 

 

 

Mentees put clear emphasis on gaining help with healthy eating, monitoring blood 

glucose levels, managing weight levels and generally being more active.  Mentors 

also claim that the scheme is helpful in terms of signposting to other services (9 out of 

10 mentors select this) whilst slightly less mentees do not recognise this as a benefit 

(we discuss signposting in more detail later). 

 

In addition, not shown in the chart, mentors also cited the importance of: 

 

 Space to better understand what diabetes is (n=8) 

 Who to ask if they need support (n=8) 

 Specific cultural issues (n=6) 

 Being able to discuss diabetes in own language (n=8) 

 Smaller waist measurement (n=1) 

 

The dominance of healthy eating as a key part of the scheme ties in with our 

analysis of the programme monitoring forms (Figure 17).  According to this source, 

the most common themes discussed during sessions were healthy eating and weight 

management issues (62% of mentions), followed by coping with diabetes through 

general education (38%).  Advice about medication and control only accounted for 

around one fifth of cases despite treatment advice coming through more strongly in 

the surveys. As mentioned above though, this ‘contrast’ may be due to mentors’ 

interpretation of ‘treatment’ and points to a more holistic approach to supporting 

and treating patients. Mentors are trained not to give clinical advice and to refer 

patients to their GP for this. 

“I look at my patients holistically. In the clinic 

we check weight and blood pressure. Diet and 

exercise all play a part in managing these.“ 

“We always talk about 

managing their condition. 

This is done by making 

changes to their life, 

lifestyle, exercising more, 

watch their weight and 

what they eat.” 
“Treatment is so much bigger than just 

clinical treatment.“ 
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Figure 17: Themes discussed during mentoring sessions – analysis of mentoring forms 

with some completion (n=207)  

Participating surgeries were asked to rate how confident they are with their mentor 

on a range of measures (Table 1).  GPs are most confident about their mentors' 

ability to advise on physical activity and support behaviour change (4 out of 6 said 

they were very confident on both of these aspects).  In contrast, they are less 

confident around their mentors’ ability to help patients manage the key risk factors 

(controlling cholesterol, blood pressure) and to understand their patients’ needs.   

Table 1: How confident do you feel your mentor is at… (HCP n=6) (Raw numbers 

shown due to limited base sizes) 
 Very 

confident 

Confident Neither Not 

confident 

Not at all 

confident 

Advising on physical activity 4 2 - - - 

Supporting behaviour change 4 2 - - - 

Providing dietary advice 3 3 - - - 

Providing lifestyle advice 3 3 - - - 

Tailoring advice to individual 

patient circumstances  

3 1 1 1 - 

Helping patients to balance 

diet and medication 

2 3 - 1 - 

Signposting to other services 

(health and non-health) 

2 3 1 - - 

Increasing uptake of 

structured education 

2 3 1 - - 

Understanding patients’ needs 2 2 2 - - 

Helping patients manage risk 

factors (cholesterol etc) 

2 1 2 1 - 
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4.5 The mentee perspective 
 

Mentees are largely positive about their experience of the scheme, particularly in 

terms of having confidence in their mentor and their mentor having a good 

understanding of how it felt to be someone with diabetes (Table 2).  For instance, 19 

out of 27 mentees strongly agreed that they had confidence in their mentor and 18 

strongly agreed they had empathy (good understanding).   

 

Relatively speaking, there was slightly less positive endorsement around the sessions 

being useful in helping to manage diabetes (14 out of 27 strongly agreed with this).    

This relates to a similar question reported in Section 4.9, which shows an average 

score of 8 out of 10 on practical help with management. 

 

Only 3 mentees indicated that they would have still preferred to see their doctor on 

the survey (although 6 out of 15 mentees appeared to strongly agree with this on 

the monitoring forms).  11 out of 27 were ambivalent on this suggesting that many 

mentees see a different role for mentors compared with their GP/HCP. 

 

 

Table 2: Below are a number of statements relating to mentoring. Please indicate the 

extent to which you agree with each one (n=27 survey returns and n=17 monitoring 

forms).  Note that wordings have been slightly truncated for brevity 

 Strongly 

agree 

Agree Neither Disagree Strongly 

disagree 

Sessions useful in helping me 

manage diabetes (monitoring) 

11 5 1 - - 

Sessions useful in helping me 

manage diabetes (survey) 

14 10 2 - 1 

I had confidence in my 

diabetes mentor (survey) 

19 7 - - 1 

I had confidence in my 

diabetes mentor (monitoring) 

9 7 1 - - 

Mentor had good 

understanding (survey) 

18 8 - - 1 

Mentor had good 

understanding (monitoring) 

8 6 3 - - 

I could communicate 

effectively with my mentor 

(survey) 

16 9 1 - 1 

I would have preferred to 

have seen HCP (monitoring) 

6 6 4 - - 

I would have preferred to 

have seen HCP (survey) 

2 1 11 4 9 
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Mentors reported developing very strong bonds with their mentees; gaining their 

trust is paramount to a positve and successful mentoring experience:  

 

 

 

 

 

 

 

 

 

 

All mentors concurred that many mentees come to mentoring with a wide range of 

‘other’ issues either directly or indirectly related to their 

diabetes, including: 

 

 

 

Most mentors felt they are able to 

sufficiently signpost mentees to appropriate services that 

specialise in these areas. However some did report frustrations with services that 

were not responding to referals more promptly: 

 

 

 

 

 

 

  

 

All mentors, even those that are 

“Relationships and divorce.“ 

“Isolation and loneliness.” “Other medical 

conditions that 

may take priority 

over their 

diabetes.” 

Unemployment.” “Welfare 

benefits.” 

“Domestic violence.” 

“Many of my mentees are very 

anxious and have issues that are 

difficult to share with people.” 

“They (the mentees) are quite sad 

when they finish (the mentoring 

sessions). I tell them they can call me 

and I will  be there for them.” 

“One woman was very tough with me 

at the start. She very strong and she 

protect herself.  After time, I 

understood what’s happened in her 

life, her partner, her health.” 

 

“They are happy to speak 

about other things in their 

lives.” 
“Some patients sugger (from) depression, live 

alone. The GP only has 10 minutes with them. They 

don’t have friends to speak to – they open their 

hearts to us. We need to listen to them. It might 

not be directly related to diabetes but it affects 

thrur management of it.” 

“Sometimes a client might be waiting up to 

six weeks to be contacted by a referal 

service.” 

“It would be useful to have 

some additional support 

centrally to chase these 

referals, perhaps.” 
“The delay in the referal is having an impact 

on our ability to mentor if there are other 

issues underlying which are not being 

addressed.” 



35| P a g e  
 

 

currently mentoring their first mentees, reported that these additional issues make it 

especially difficult to ‘crack’ their mentees, to start to gain their trust and begin to 

develop a relationship which enables behavioural change. This indicates that 

communications training and refresher training are fundamental for mentors.  

 

Empowerment forms were completed only in 18 of cases at the beginning of the 

programme.  The results are presented below (Figure 18) and indicate that when 

mentees enter the scheme they are least confident about being able to address 

their biggest diabetes concerns (7 out of 18 do not agree they are confident with 

this) or being able to set realistic goals (6 do not agree).   

 

The biggest areas of endorsement at the initial stage were knowing to ask for 

support and knowing what keeps up motivation.   Since only three forms were 

completed post-programme we are unable to examine if these mentees’ attitudes 

changed after taking part in the intervention. 

 

 

Figure 18: Pre programme empowerment forms (n=18 mentoring forms)   
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4.6 What makes a good mentor? 

 

Mentees were asked what they particularly liked about their mentor and four key 

themes emerged (Fig. 19).  Mentees value mentors who can speak from experience, 

use appropriate language (i.e. don’t use ‘clinical speak’), make time to be with 

them and are ‘more like a friend’.  In comparison, functional factors such as being 

from the same background, speaking the same Mother Tongue and the 

setting/meeting place are of far less importance.  The direct quotations received 

also support the finding that soft or interpersonal skills are particularly valued.   

 

Figure 19: What was it about the mentor that you liked? (Mentees n=27) (Multicode 

question, raw numbers shown due to limited base sizes) 

 

 

In addition, telephone interviews highlighted a number of patients who found their 

mentoring experience to be very enjoyable; mentees stated they looked forward to 

their next session and some stated how they miss the conversation and general 

support. 

 

Surgeries were also asked what qualities they appreciate in a mentor (Fig. 20).  All 

doctors who participated in the evaluation agreed that communication skills are 

highly valued.  However, they place less importance on mentors having direct 

experience of diabetes (which is in contrast with what mentees have said they are 

looking for and the confidence that this gives them).  Moving forward, this is perhaps 

an area that healthcare professionals should be made aware of when ‘teaming up’ 

mentors and mentees. 

 

Very 
encouraging, 

he's cool, softly 
spoken 

Very easy to talk to. 
Using his own 
experiences of 

diabetes. He didn't 
get annoyed if I 

relapsed.

Very pragmatic. Not 
too touchy-feely. 

This approach 
connected with me

14

1915

16

I could relate to her 
more. She wasn't 

judging me
Use of 

language

Had time 
to spend 
with me

More like a 
friend

Knows what it 
is like

The ability to clear 
up a few points

She was an excellent listener. She wouldn't 
interrupt. She would just let me speak. The GP 
only has 10 minutes with you so it's nice to be 
able to take your time and discuss the things 

which are on my mind
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Figure 20: What qualities do you appreciate in your mentor? (HCP n=6) (Raw 

numbers shown due to limited base sizes) 
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4.7 Mechanics of the scheme - perspectives of mentors 

 

Mentors were asked a series of questions related to operational aspects of the 

scheme (Table 3).  Most positively, 8 out of 10 strongly agreed that they knew who to 

refer to with any questions relating to their role.  8 out of 10 mentors also agreed to 

some extent that mentoring had offered them good work experience and 4 went 

on to say that mentoring had actually helped them find a job.  

 

Table 3: To what extent do you agree with the following statements… (Mentors n=10)   

 Strongly 

agree 

Agree Neither Disagree Strongly 

disagree 

Knew who to go to with any 

questions relating to mentoring 

role 

8 2 - - - 

I have/had suitable 

room/space to undertake my 

role 

6 2 1 - - 

I feel/felt supported by the 

Public Health Team 

6 2 2 - - 

I feel/felt welcome at the GP 

practice/organisation 

6 1 - 1 - 

I feel/felt supported by my GP 

practice/organisation 

6 1 - 1 - 

Mentoring  has offered me a 

good work experience 

5 3 1 - - 

Able to update my GP 

practice/organisation with 

mentees/ progress  

5 2 - 1 - 

Adequate administrative 

support (IT, telephone, 

photocopying, etc) 

3 3 - 1 - 

Mentoring has helped me find 

a job 

2 2 0 - 1 

Have sometimes worried 

about giving incorrect 

information to mentees 

1 2 0 3 1 

 

The Web Improvement Support for Healthcare database (WISH) has been 

developed in collaboration by Imperial College London and Chelsea and 

Westminster Hospital.  

 

WISH is designed to enable data sharing across the team. It allows mentors to be 

able to add their activity following a standardised format. Internet access is 

required. The tool does not track individual changes but records broader activity 

levels and certain interventions and therefore overall impact.1 

 

Awareness of the WISH database is very mixed, with 6 out of 10 mentors saying they 

are aware and 4 out of 10 saying they are not aware or unsure (Fig. 21).   Even 

amongst those who are aware of WISH, usage is very mixed with only 2 stating that 

they ‘always’ use this resource.  Considering that feedback amongst those who use 

                                                           
1 Statement provided by Tri-borough Public Health Team. 
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this asset is fairly high (7.5 out of 10), additional insight is needed to better 

understand the barriers around better utilisation of this resource. 

Figure 21: Awareness, usage and attitudes towards the WISH database (Mentors 

n=10) (Raw numbers shown due to limited base sizes) 

 

6 out of 10
are aware of the WISH database

WISH 
database

Frequency of usage

7.5
out of 10 for user-

friendliness

7.5
out of 10 for usefulness
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4.8 Attitudes amongst participating surgeries 

 

Healthcare professionals were asked for feedback on the ease of embedding the 

scheme (Fig. 22) and effectiveness of the scheme in their surgery (Table 4).  Overall, 

surgeries appear lukewarm about the ease or otherwise of embedding the scheme.  

Only 1 in 6 surgeries said that the scheme was 'very easy' to embed into their surgery.    
 

Figure 22: How easy or difficult is it to embed the mentoring scheme into a GP 

practice? (HCP n=6) (Raw numbers shown due to limited base sizes) 

 

 

 

 

 

 

 

 

 

 

 

There were particularly mixed views on whether mentors attend regularly and 

reliably (3 out of 6 did not say that this was working well).  One respondent 

suggested bookable slots as a practical solution when the doctor and mentor are 

not on-site on the same day. 

 

Table 4: Please rate how well the following aspects of the programme are working 

within your practice (HCP n=6) (Raw numbers shown due to limited base sizes) 

 
 Very well Fairly well Neither Not well Not very 

well at all 

Acting on feedback from your 

mentor 

2 2 1 1 - 

Receiving proper feedback 

from your mentor 

2 2 1 1 - 

Mentor attending regularly 

and reliably 

3 -- 2 - 1 

Enabling regular engagement 

between patient and mentor 

3 2 - 1 - 

 

 

Overall the scheme has not affected GPs' workloads in a practical sense, with the 

exception of one respondent who indicated that the programme has caused their 

contact time to increase (Fig. 23). There is a suggestion here however that quality of 

the overall patient experience is now improved. 

1

3

1

1

Very 
easy

Easy

Neither

Difficult
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Figure 23: Which of the following statements do you most closely agree with? (HCP 

n=6)  (Raw numbers shown due to limited base sizes) 

 

Healthcare professionals were asked for further feedback on a range of practical 

issues connected to the mentoring scheme (Table 5). Overall, only 1-2 respondents 

indicated that these elements have been ‘very easy’ for them.  As above, this could 

perhaps indicate an overall lack of impact on daily workloads meaning that 

practical/operational issues are not high on their agenda. One surgery appears to 

be particularly struggling with providing a separate room for mentors, operational 

support and making time to meet mentors. 

 

Table 5: How easy has it been to… (HCP n=6)  (Raw numbers) 

 Very easy Easy Neither Difficult Very 

difficult 

Support your mentor when 

they needed it 

2 3 1 - - 

Make your mentor feel part of 

your team 

2 2 2 - - 

Make your mentor feel 

welcome 

1 5 - - - 

Provide a room/adequate 

space for your mentor to 

undertake their role 

1 2 2 1 - 

Provide adequate operational 

support (IT, telephone, 

photocopying, etc.) to the 

mentor  

1 2 2 1 - 

Meet with your mentor to 

discuss patients’ progress 

1 2 2 1 - 

 

0

Has reduced 
contact time 
with patients

1

Programme 
has increased 
contact time

5

Programme has 
not affected my 

workload

Still see patients at 
similar intervals -
but now they are 
better informed

Time remains the 
same but patients 

get better care 
overall
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The most recognised policy driver for the scheme is greater self-management (6 out 

of 6 respondents selected this as a key facilitator for delivering integrated care and 

other efficiencies).  In line with Fig 23, only 2 in 6 GPs indicated that the scheme is a 

way of reducing the pressure on GP time.  A further 2 General Practitioners 

suggested that the scheme helps them meeting their own surgery-level targets. 

 

Figure 24: We recognise that there are increasing pressures on primary care to 

deliver integrated services and find operational efficiencies. With this in mind, in 

which of the following ways, if any, do schemes such as the Diabetes Mentoring 

Programme facilitate this? (HCP n=6) (Raw numbers shown due to limited base sizes) 
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4.9 Overall satisfaction with the scheme 

 

Overall, both mentees and mentors are satisfied with the helpfulness of the 

programme (an average score of around 9 out of 10 in both cases). Mentors also 

rate their enjoyment with the programme highly.  To a slightly lesser extent, mentees 

are also satisfied with the extent to which it has helped them manage their diabetes 

(around 8 out of 10).  These, along with recommendations which we turn to next, are 

potentially Key Performance Indicators which could be used in future effectiveness 

monitoring of the programme. 

 

Figure 25: Overall, on a scale of 1-10… please indicate how much you think your 

mentor helped you manage your diabetes / how helpful do you feel programmes 

like this are for people with diabetes or long-term conditions?   

 

The quotes below highlight that many mentors participating in the scheme derive 

satisfaction from seeing their mentees respond positively from their help: 

 

9.3

9.1

Mentors (n=10)
Key measures out of 10

8.4

9.1

Mentees (n=27)
Key measures out of 10

Manage my 
diabetes

Overall helpfulness

The ability to help 
and seeing the 
reaction (is) so 

worthwhile

Enjoyed helping people by passing 
on my experience and knowledge 
so they can help and manage their 

diabetes and health conditions

Making positive impact on people 
lives. Seeing patients managing 

their conditions, some lost weight, 
some involved in regular physical 

activity

Helping clients 
to understand 

what is diabetes
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The importance of measuring customer advocacy (or recommendation) is now well 

established in non-health settings; many of the same principles can be applied to 

health interventions (the Friends and Family Test).  As Figure 26 illustrates, all 

participating healthcare professionals indicated that they would recommend the 

scheme to others and most mentors would also strongly recommend the 

programme.  

 

Recommendation levels amongst mentees are slightly lower with 21 out of 27 

respondents stating that they would strongly recommend having a mentor.  A similar 

question was also asked on the monitoring forms, which elicited that 14 out of 17 

mentees would recommend but we cannot be certain about the influence of the 

mentor being present.   

 

Figure 26:  Recommendation of the mentoring scheme to others (Raw numbers 

shown due to limited base sizes) 

 

6 out of 6
surgeries would recommend 

scheme to others

9 out of 10
would strongly recommend 
mentoring to someone else

MentorsHCPs

21 out of 27
would strongly recommend 

having a mentor

Mentees
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4.10 Perceived impact of scheme 

 

One of the main objectives of this evaluation is to better understand the perceived 

or real impact of the diabetes mentoring programme.  This section focuses on this 

issue in relation to overall changes, signposting, self-empowerment and clinical 

outcomes.  

Overall outcomes 

Mentors used the programme monitoring forms to record what they believed the 

main outcomes of each case to be.  The main themes are visualised in the following 

word cloud, which shows the most common phrases in the largest font (Fig. 27).  We 

see that the themes of healthy eating, exercise and medication emerge particularly 

strongly.  

 

Figure 27: Main outcomes of cases captured (Monitoring forms n=49) 

 

 

A more detailed coding of the monitoring forms was also performed and the results 

are provided in Figure 28.  Improved diet and physical activity levels dominate the 

list of outcomes.  However, we note from these comments that mentees had a 

greater awareness of these health issues as a result of their mentor; concrete 

evidence of improved, on-going behaviour was less frequent. For example, there 

were only 4 cases where the mentor had recorded a weight loss as a result of the 

behaviours described.  As we see in Fig. 29, in around one half of cases where any 

sort of outcome had been completed, only one aspect had been recorded by the 

mentor. 
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Figure 28: Coded responses of main outcomes of cases captured (Monitoring forms 

n=49) 

 

 

Figure 29: Number of outcome themes recorded for each mentee (Monitoring forms 

n=49) 

 

 

1 theme 
(54%)

2 
themes 
(23%)

3 
themes 
(23%)

Understand the 
importance of taking 
medication on time 

according to her doctor

[name} has improved her eating 
habits and has been doing more PA 

since we met. {name}  also took 
information leaflet about diabetes in 
Somali language and found it useful. 

She has also started taking her 
medication on time which she didn't 

use to take before

Encouraged mentee to eat 
healthily with less oil and 
more fish and lean meat. 
Mentee understands the 

importance of more PA and 
healthy eating
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An open question on the mentee survey highlights some more specific examples of 

how the mentoring scheme has improved their lives and changed behaviours 

(Figure 30).  Again, the most dominant theme is around diet and healthy eating.  A 

further question about longevity shows that most mentees who responded to the 

survey feel that they have managed to maintain these changes. This is particularly 

pleasing given that 5 of these respondents had their last mentoring session over 12 

months ago, which suggests long term impact. Just 2 out of 24 mentees said that 

they had only ‘partially’ been able to maintain their changes.   

 

Figure 30: Can you please give me some specific examples of how these changed 

your life? / Do you feel you have managed to maintain these changes? (Mentees 

n=15) 

 

 

Signposting 

There is limited evidence of signposting.  Analysis of the monitoring forms reveals that 

in just one fifth of cases (45 out of 207 forms) the mentor claimed to have signposted 

their mentee to another service.  Figure 31 illustrates that the X-PERT T2 course is the 

most referred to service and to a lesser extent some of the ‘taster’ sessions (e.g. 

IDSM) before X-PERT.  Earlier we saw that 9 out of 10 mentors selected signposting as 

a key benefit of the scheme to patients.  The quotations provided below highlight a 

large range of services being referred to – there may be a case here for streamlining 

the advice and providing more consistency.  

 

I lost 5kg, I watch 
what I eat, I do 
more exercise

Avoiding sugar and salt, regularly seeing the 
nurse for check ups, checking my weight 

regularly

Healthy eating, eating certain foods, salads, 
sardines, brown bread etc. And exercise - go to 

gym.

Healthier eating, I 
can advise people 

now! 

22 out of 24
feel they have managed to 

maintain these changes
{name} has taught me how to eat properly - I 

now look at packaging and make decisions 
about what to buy. I eat better, I can cook in a 

healthier way for the entire family. He changed 
my whole outlook and thinking around food 

and diet but in a totally achievable way. 

Now I have a proper diet habit and awareness 
of in-taking healthy food, so I can manage how 

to enjoy my meal, not just avoid from some 
particular food. 
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Figure 31: Information about signposting from monitoring forms / Please tell us 

which services you have been able to signpost to (Mentors n=10)  

 

Mentors would appreciate some additional support with signposting. Despite feeling 

happy signposting mentees and making referrals they would welcome the 

endorsement of services from the central management team. Some mentors were 

exchanging referral details during the focus group.  

 

 

 

  

One mentor appears to be well networked with charities working in the field of 

diabetes and regularly orders public health literature to share with her mentees. We 

believe such material is free of charge to voluntary sector organisations however GP 

surgeries are charged. 

45 out of 
207 forms 
recorded

X-PERT T2 Course (n=22)
GP (n=8)

T1 course (n=5)

Free Women exercises, 
health awareness 

sessions and 
community support 

services

Mentions from survey

Physical activities, 
counselling sessions, 

self advocacy courses. 
cook and taste sessions

Structured Education, 
Walking GroupsAbbey Community Association 

Ltd, physical activities, healthy 
cook and eat sessions, carers 
support group, social group, 

Westminster Age, 
Westminster IAPT, My Action 

Programme

Health Trainers, 
Community Champions, 
Age UK, Masbro Centre.

22%

Intro to Diabetes Self Mgt
(n=2)

Soho Healthy Living Centre 
(n=1)

“We look online ourselves 

for signposting.“ 

“Sometimes I don’t know much about 

the services and feel a little nervous 

recommending it.“ 

“We don’t have the information to give 

out. It would be nice if we had leaflets or 

a directory to refer to.” 

“It would be nice to have a 

sense that the services 

have been kind of vetted 

by the (central 

management) team so I 

am confident about the 

service.” “I don’t have the information to give out. It would 

be useful to have an updated directory of services. I 

think the (central) team is working on one.” 
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Clinical outcomes 

GPs were asked, from a prompted list, to comment on the most tangible health 

benefits of having a diabetes mentor connected with their surgery (Figure 32).  

Helping patients to be more active and helping them to lose weight were endorsed 

by all responding GPs.   However, managing blood glucose levels, improving patient 

confidence, adherence to treatment, and in particular, signposting were mentioned 

far less as health benefits.   

 

Figure 32: From the list below, what would you say are the tangible health benefits of 

having a diabetes mentor? (HCP n=6) (Raw numbers shown due to limited base 

sizes) - Note that wordings have been slightly truncated for brevity 

 
See Part 2 for clinical data 
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Impact on mentors  

One of the objectives of this evaluation is to understand whether participation in the 

scheme has also had an impact on the health and wellbeing of mentors themselves. 

9 out of 10 mentors confirmed that the programme has resulted in positive changes 

to their own life (Fig. 33).  Being more active, confident, positive and generally 

happier are the main ways that this has manifested itself.  However, only one mentor 

cites that being part of the programme has directly helped them manage their own 

diabetes more effectively.   

 

Figure 33: Do you feel being a mentor has brought about positive changes in your 

own life? (Mentors n=10) 

 

 

Figure 34 highlights some of the more specific ways that mentors said that the 

programme has changed their lives.  Most mentors state that the changes they 

have experienced are from learning from their mentees; this may be an unexpected 

by-product that could be used to attract new mentors to the programme. 

 

 

 

9 out of 10
feel being a mentor has 
brought about positive 

changes in their own life
1

2

2

3

5

6

6

6

6

Managing own diabetes

Helping you as a carer

Adhering to own treatment

Eating a better diet

Asking for support if you need
it

Feeling happier

Feeling more positive

Being more confident

Being more active

In which areas of your own life…
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Figure 34: Can you give some specific examples of how being a mentor has 

changed your life? / What do you think contributed to these changes? (Mentors 

n=10) 

 

 

Knowing 
where to 

get support

We eat healthy food, stick to portion size 
and exercise

Seeing diabetic patients empowered by 
getting information, managing their 
condition in a better way let me feel 

positive and happy. My confidence to 
support diabetic patients has increased

I feel always ready to support people 
until I make sure they know what the 
next step should be for their problem

Being able to help 
other people feel 
comfortable with 

their diagnosis

• Having a better knowledge of 
diabetes, diet and exercise  

Learning from 
your mentees

9

7• Learning from fellow 
mentors

• Closer/better relationship with 
healthcare professionals

How has 
mentoring 

changed your 
life?
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4.11 Monitoring issues 

 

Mentors were asked how frequently they use the suite of monitoring tools supplied to 

them; although 7 out of 10 mentors claim to use the monitoring forms always or 

frequently, 3 out of 10 admit to rarely or never using them.  The reasons given relate 

to tools not being fit-for-purpose for the programme (Figure 35).  The findings 

underline that the use of these tools is not suited for their current circumstances or 

the type of work they have been undertaking.   

 

Figure 35: The mentor coordinator provides a set of monitoring forms to be 

completed by mentors. How often do/did you complete the monitoring forms? 

(n=10) / Please tell us why you are/were not able to complete monitoring forms 

frequently 

 

The following suggestions were made in the mentor survey with regard to improving 

monitoring systems.  The underlying theme here is that asking patients themselves for 

evidence about ‘softer’ improvements would be more beneficial.   

 

 
 

Monitoring and recording the impact of mentoring was one theme of the focus 

group. Mentors expressed concerns about the detail of information, which is 

Irrelevant. 
Information supplied 

in other forms

Not with a 
clinic at the 

moment

The nature of my mentoring does not 
necessitate me using the forms

0

By paying attention (to) how a 
qualified mentor can help diabetic 

patients improve their lives

Asking the mentees about the 
benefit of the programme every 

two weeks

To look at soft outcome as this is more 
important than hard outcome, which 

seem to be the focus so far

Get quotes from patients. Hard outcomes 
such as better management, weight loss, 

low HBA1C to be obtained from GPs
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currently requested. Many have concerns about how time-consuming the 

monitoring system is.  

 

 

 

 

 

 

  

 

 

 

 

One half of mentors at the focus group confirmed that they have access to the 

clinical computer system SystmOne, which supports Summary Care Records. Access 

varies amongst these mentors: one mentor has full clinical access and others only 

have access to a patient’s name and appointment attendance record. Mentors 

stated that not all surgeries currently utilise SystmOne.  

 

Only one mentor actively utilises SystmOne to record their mentoring sessions. Others 

use the system to book appointments, view the reasoning for GP referral to 

mentoring and access patient appointment attendance details. Mentors in the 

group debated whether SystmOne could be utilised more to record sessions and 

impact: it was felt more needs to be understood about the limitations of SystmOne 

and the information it can record: 

 

 

 

 

 

 

 

 

“I have a lady who doesn’t want me to give out any details so 

on the paperwork I just write patient A.” 

“There was no way I was going to 

fill out the forms: there is zero 

benefit to the patient or anyone.” 

“People underestimate the amount of 

time it takes to complete the forms. It 

is very labour intensive. We need a 

much lighter touch.” 

“I struggle to fine the time to complete 

the forms. I need to concentrate on my 

patients during the sessions.” 

“There are pages and page of 

forms to complete. It is quite 

confusing.” 

“Information collected on 

SystmOne means GPs are in 

control of that information – 

Judith might struggle to access 

it.” 

“Information being requested centrally 

from GPs is just not available on 

SystmOne. The (central) team and surgery 

need to talk to each other.”   
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GPs themselves also raise some issues concerning monitoring.  Only 2 out of 6 GPs 

confirmed that they are able to monitor the impact of the work carried out by the 

mentor who works on their caseloads.  

Figure 36: Are you able to monitor the impact of the work carried out by your 

mentor? (HCP n=6) (Raw numbers shown due to limited base sizes)   

 

 

Yes

No

Don’t 
know
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4.12 Ongoing challenges and improvements sought 

 

In terms of improvements sought from the scheme, monitoring and evaluation were 

most commonly identified by participating surgeries (Fig. 37).  This ties in with the 

previous section, which highlighted that many GPs do not know how to monitor the 

impact of their mentors’ work (Fig. 36).  There is also evidence here of appetite for 

the scheme to grow; capacity building was a theme to emerge from this question 

both in terms of mentor training and their availability and allocation. Additional 

resources/payments would be welcomed (Fig. 38). 

 

Figure 37: Which elements, if any, of the current scheme do you feel should be 

improved (HCP n=6) (Raw numbers shown due to limited base sizes)   

 

Figure 38: In the future, what would make it easier to deliver a mentoring programme 

in your practice? (HCP n=6) (Raw numbers shown due to limited base sizes) 

 

Should have confidence to deliver group 
sessions; recent data extraction was extremely 
time consuming and might be better done by 

the mentor or support worker in real time

Recruitment 
criteria of 

mentor e.g. 
languages skills, 

having 
experience of 
diabetes etc. 

More mentors 
and fewer other 

demands on their 
time



56| P a g e  
 

 

We learned earlier that most mentoring sessions typically happened in a surgery 

setting and relatively few appear to have been undertaken outside the GP setting.  

Mentees recommend that future sessions should continue to be face to face (Figure 

39) although we did not ask in the questionnaire where the location of this should 

be.  One mentee suggested that the format should depend on circumstances, and 

that after the initial relationship has developed then telephone may be more 

suitable/convenient.   

 

Figure 39: Based on your experience of the scheme, would you recommend that 

interactions with a mentor take place... (Mentees n=27) (Raw numbers shown due to 

limited base sizes) 
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In summary when asked, mentors made a range of suggestions about possible 

improvements to the scheme (see Fig 40).  There were no universal themes to 

emerge apart from a re-emphasis on the importance of softer skills/counselling in 

order to gain and secure a mentee’s trust. 

 

 

Figure 40: What is/was the most challenging part of being a mentor?/ What could be 

put in place to help overcome these challenges? (Mentors n=15)  

 

 

 

 

 

Gaining the 
mentees 

confidence

Solutions

Some people don't want to 
come to find out more 

about diabetes and don't 
realise the benefit of the 

programme

Give them your best, 
trained to be 

confident and know 
about (what) you say, 
learn (as) much (as) 

you can.

Deliver many diabetes 
mentors sessions for 

the community to 
explain the benefit of 

the programme so 
they can use the 

services

Taking (the) time to go over the 
issue until the client is comfortable

22%
Challenges

Client not 
believing they  
have diabetes

Completing paper works as I 
feel I need to be focusing 
listening and  talking with 

patients
Put in place a system where we can capture the real 

amount of time we spend mentoring 

Training in 
counselling

Feeling they 
trust and  (are) 

listening (to) me
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5. Mentoring in practice: delivery models  

A series of in-depth interviews were carried out with mentors from three surgeries and 

two community groups to understand better the mentoring delivery models across 

the programme. The programme management team recommended the following 

surgeries and community organisations for interview, believing the evaluation would 

benefit from a short case study and review of each approach to highlight the critical 

success factors and challenges.  

 

GP surgeries: 

 Brook Green Medical Centre, Hammersmith and Fulham 

 Lillie Road Surgery, Hammersmith and Fulham  

 Victoria Medical Centre, Westminster 

 

Community Organisations: 

 French African Welfare Association (FAWA) 

 The Abbey Centre  

 

5.1. Brook Green Medical Centre  

 
Brook Green Medical Centre, in Hammersmith and Fulham, has participated in the 

Diabetes Mentoring Scheme since 2012. The practice currently has one diabetes 

mentor, David, who volunteers one day a week.  

 

Brook Green is regarded by some as the scheme’s most successful practice. The 

resident mentor is a fully integrated member of the surgery’s diabetes team and is 

believed to have held consultations with approximately 140 patients.  

 

Brook Green approach  

Brook Green Medical Centre currently has one diabetes mentor who volunteers 

once a week at the practice. David will see up to 12 patients one-to-one in his 

allocated consultation room. His role is to provide each patient with the knowledge, 

skills and/or support they need in order to successfully manage their diabetes. The 

inputs required vary from patient to patient. The appointments are pre-booked by 

the surgery’s administrative staff and are either direct referrals from the clinical team 

or David’s own follow-up appointments.  

 

Firstly, a patient is seen and assessed by a GP or the diabetic clinic team at their bi-

annual diabetes check. The Diabetes Clinic is scheduled for one half-day each 

week (all diabetes patients are seen for a review on a six-monthly basis following 

routine blood tests). Any appropriate medical treatment is prescribed.  In addition to 

this, if clinicians believe a patient would benefit from having more time to discuss 

how they are managing their diabetes, they refer the patient to David and book an 

appointment electronically.  The clinician outlines their reason for the referral in the 

patient’s consultation notes on SystmOne to support David in his initial consultation.  

 

David arrives at Brook Green every Thursday. He is allocated a consultation room 

and is able to log on to SystmOne to view his patient list for the day. He can see 

patients with appointments in the Diabetes Clinic that day, as well as follow up 

appointments with patients that he is already mentoring. He is able to access 



59| P a g e  
 

 

patients’ clinical notes including the reason why patients have been referred for 

mentoring. This allows David to understand why he is seeing patient X, what the main 

areas of concern are and how the patient might benefit from mentoring.  

 

David has up to 12 mentor consultations with patients during his 9-10 hour day.  He 

requests the team not to leave additional empty appointment slots (which routinely 

last 30 minutes) throughout the day, preferring to see as many patients as possible 

whilst he is in the surgery. At the end of each consultation, or as soon as possible 

thereafter, David records his consultation notes on SystmOne underneath the GPs’ 

clinical assessment.  This means the clinical team will view David’s advice and 

observations at the Case Review Meeting later that day or at the patient’s next 

appointment. 

 

At 5:00pm the diabetic team, including GP, nurse and David, holds a joint Case 

Review Meeting. This meeting lasts between 30 minutes to one hour and discusses 

each diabetic patient who has been seen in the clinic that day. The GP, nurse and 

David contribute to each patient’s assessment and discuss the diagnosis and 

recommended treatments. This may include GP referrals to other services and other 

follow up actions.  

 

The admin team will proceed to book any follow-up mentor appointments that have 

not already been booked between patients and David. 

 

This model has evolved organically over time and can largely be attributed to one 

GP’s willingness to embrace David and provide a learning, supportive environment 

with on-the-job training. Over time, David’s knowledge of diabetes, clinical 

treatments and his general confidence have grown. As a result, mutual respect has 

developed between the clinicians and David and the value of David’s input to the 

collective assessment and treatment of patients is highly recognised and respected.  

The percentage of patients who are willing to work with a mentor has grown over 

time, as David’s skills have developed and the service has become more widely 

known and respected.  

 

Clinical data emerging from Brook Green Medical Centre see Section 2 

 

A combination of circumstances and variables, some which are difficult to control, 

can be attributed to the Brook Green model. It is a model that has evolved within 

the practice over the past three years and has been summarised together with its 

contributing factors in the diagram below: 
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5.2. Lillie Road Surgery  

Didier Ibwilakwingi-Ekom works at The Lillie Road Surgery, in Hammersmith and 

Fulham, once a week. The surgery has participated in the Diabetes Mentoring 

Programme since 2013 and Didier has been the in-house mentor for 1 ½ years, taking 

over from a former mentor. 

 

Didier’s weekly mentoring session coincides with the surgery’s diabetic clinic on 

Wednesday mornings. He works a 3.5-hour shift and sees an average of three 

patients. He also uses this time to make contact with existing mentees over the 

telephone.  

 

One arrival at the surgery, Didier settles into the consultation room made available 

by the surgery and logs onto SystmOne. Didier views his pre-booked appointments; a 

combination of GP and diabetes nurse referrals as well as Didier’s own follow-up 

appointments.  

 

Via SystmOne, Didier also has access to a brief description about his patients’ 

diabetes. He can view their HbA1c level, whether they are Type 1 or Type 2, find 

contact details and see whether a patient has attended or missed appointments.  

 

In addition to the pre-booked appointments, the surgery’s GPs also bring patients 

spontaneously to see Didier. These are patients who are being seen in the diabetic 

clinic on the same day and the GP feels would benefit from mentoring. The GP visits 

Didier briefly and gives a short debrief of the reasons for the referral and potential 

focus for mentoring prior to bringing the patient to meet Didier. 

 

The outcomes of the mentoring sessions are not officially recorded for the GP. The 

GP welcomes Didier to debrief on each mentoring session: this is informal and on an 

ad-hoc basis.  

 

Didier records each mentoring session for the programme management team, plus 

completes the first and last summary sheet. He also completes the WISH database. 

Didier feels he complements the surgery’s offer to its diabetic patients by providing 

more intense support. He characterises the patients he frequently sees as: 

 

 Possibly suffering from neglect and isolation 

 English is not their first language  

 Find it difficult to build a rapport with their GP 

 

Unlike the GP who is limited to a 10-minute appointment, Didier is able to offer 

patients more time to explain diabetes and lifestyle in different ways, explore other 

underlying issues such as isolation or depression, he relates to and understands how 

to address possible cultural influences and he can converse with patients in English, 

French and other Congolese languages. 

 

Didier believes the approach is working well. He enjoys his role at Lillie Road Surgery 

and feels welcomed by the staff. He does not feel under pressure and is happy with 

how mentoring is delivered at the surgery.  
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He feels he has spare capacity to engage with more patients but uses any spare 

time at the surgery with follow-up motivational phone calls with existing mentees. 

 

One GP in particular has embraced the scheme: Didier believes this has enabled 

better integration within the team and quicker provision of essential operational 

requirements such as an available consultation room and access to SystmOne. 

 

When the surgery first joined the scheme, the GP advocate invited Didier to a 

surgery staff meeting to communicate the mentoring programme. This enabled 

Didier to be introduced to the practice’s other GPs who were positively encouraged 

to refer patients to mentoring. 

 

 

The Lillie Road model appears to operate fairly easily with the combination of a few 

essential contributing factors. This has been summarised in the diagram below:  
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The Lillie Road Surgery model 
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5.3. Victoria Medical Centre 

 
Phayza mentors for the Victoria Medical Centre in Westminster every Friday morning. 

The session coincides with the centre’s diabetic clinic.  

 

She is provided with a room close to the GP who has appointments with patients as 

part of the diabetic clinic. When the GP sees a patient who they believe will benefit 

from mentoring, the GP introduces the patient and Phayza and explains to her in the 

patient’s presence what extra support the GP feels the patient will benefit from.  

 

Phayza usually sees up to five patients during the morning’s 3-hour slot. She spends 

between 20 and 35 minutes with each referred patient and will deploy motivational 

interviewing techniques to explore the patient’s lifestyle including diet, physical 

activity, smoking and drinking habits, stress and sleep and may ask about any 

prescribed medication. She also weighs each patient, measures their height and 

calculates their BMI. 

 

This ‘taster session’ with Phayza also allows her to explain how the mentoring 

programme works and asks the patient whether they would like to join the scheme.  

 

If a patient agrees to proceed with mentoring, Phayza offers appointment slots at 

The Abbey Centre, about a 15-minute walk away. Phayza reports that the majority 

of patients who sign up to mentoring are happy to transfer to The Abbey Centre for 

mentoring sessions.  

 

The Abbey Centre is a community centre in the heart of Westminster. It offers a 

programme of health and wellbeing activities and services, support into training and 

work and delivers a volunteering and timebank scheme. 

 

Phayza can be flexible as to when the mentoring sessions take place, however 

encourages mentees to come to the centre on Wednesdays. This is because a 

number of health and wellbeing activities take place at the centre on Wednesdays, 

particularly physical activity classes, healthy cook and eat sessions and 

employability and careers support. Phayza feels in addition to the mentoring session, 

she can introduce mentees to these wider health and wellbeing activities, which 

may benefit the mentee and empower them to look at their diabetes self-

management more holistically. 

 

Back at the Victoria Medical Centre, any GP who sees a diabetic patient outside of 

the weekly clinic and who believes would benefit from mentoring can still be 

referred to Phayza. This happens frequently. The GP provides the patient with 

Phayza’s contact details and asks them to call Phayza to arrange an appointment 

at The Abbey Centre.  

 

There appears to be no system to report back to the GP on mentees’ progress. 

Phayza does have access to SystmOne to view some clinical notes. Although this 

allows her to look at any alerting issues, she feels this is unnecessary as the GP 

explains any diabetes-related health issues during the face-to-face introduction. She 

prefers to spend her time talking with the patients. The surgery provides Phayza with 

a PC in the consultation room; this enables her to complete the appropriate 
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monitoring forms for the programme management team plus upload information to 

the WISH database after her appointments.  

 

Phayza has been a mentor at the Victoria Medical Centre for over one year and has 

supported an estimated 50 mentees.  She comments that she feels well supported 

and welcomed by the practice staff. She sometimes feels overstretched however 

Phayza stresses this is due to her work ethic and would not want to change this. As a 

result, Phayza is overachieving on her targets.  

 

The model at the Victoria Medical Centre has evolved slightly over time. Previously 

Phayza sat in with the GP/nurses and patients during the patients’ GP appointments. 

Phayza did not feel this approach worked well; she felt rushed and was restricted by 

the 10-minute appointment slot. She felt patients wanted to maximise the time with 

their GP or nurse. Moving the mentoring taster session to after the GP appointment 

appears to be working well.  

 

When Phayza was first appointed to the Victoria Medical Centre a meeting took 

place between the GPs, nurses, Practice Manager, Phayza and the Central 

Programme Coordinator. Phayza feels this meeting helped to integrate her and the 

scheme well into the practice from the beginning. 

 

The Victoria Medical Centre model operates both at the surgery and within the 

community and has been summarised in the chart below:  
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Victoria Medical Centre  

 

 

 

5.4. French African Welfare Association (FAWA) 

Didier has been employed by the FAWA for four years.  FAWA enables its service 

users access to different health and social services. Through various, effective 

projects it also supports easy integration of newcomers to the UK.  
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FAWA became interested in Didier’s separate work as a Diabetes mentor and 

applied to join the scheme to offer diabetes mentoring to its beneficiaries.  

 

Didier works every Thursday on the Diabetes Mentoring Scheme for FAWA. He is 

responsible for both recruiting mentees onto the scheme and delivering mentoring 

sessions face-to-face.  Some sessions are also delivered over the telephone: this may 

be preferable for those who cannot make a physical appointment.  

 

Recruitment to the mentoring scheme in the community requires skill and can take 

time. There is an apparent stigma attached to diabetes, which inhibits people telling 

each other they have the condition: identifying people with diabetes can therefore 

be particularly hard. Didier spends significant time convincing people with diabetes 

of the need for mentoring and how it could help them.  

 

Didier’s approach to recruiting diabetic mentees from the community is through 

building relationships. He builds rapport with families who are more open to referring 

other family members or friends.  

 

He also builds on the work of the Diabetes Champions, who raise awareness of 

diabetes within the community through events and information sharing. Didier finds 

this approach very effective: he can be very proactive at events where there is a 

high possibility people with diabetes will attend. 

 

When Didier starts mentoring with a community member, he does so with no prior 

knowledge of the individual. Unlike at the GP surgery where Didier is debriefed by 

the GP and he can access some patient information, in the community Didier has to 

unpick the case himself and work hard to understand the mentee, their 

background, where they are with their diabetes and the focus for the mentoring 

sessions. He is often asked questions about treatment and medication but is clear to 

point people to their GP for clinical advice.  

 

Didier believes mentoring in the community must be driven by the needs of the 

mentee. He needs to be flexible to respond to these needs: be available for 

appointments on days and at times which suit the mentee and be able to access 

emails and make phone calls to respond promptly to mentees’ correspondence.  

 

Didier does not have use of a mobile phone for his mentoring role nor is he able to 

access emails remotely. This means he can only contact mentees or respond to 

emails when he is back in the FAWA office; this may be interpreted as a lack of 

interest and poor customer service by mentees.  

 

One area of work that Didier feels could be very successful within the community 

sphere is preventative work. He reports of meeting many people who he believes 

are at risk of developing diabetes. Didier feels he could work with more people if he 

were able to mentor people at high-risk of developing diabetes.  

 

There appears to be scope to build upon the community model delivered by FAWA. 

Additional operational requirements and a widening of scope are potentially 

needed for community mentoring to be smoother and more effective.  With this in 
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mind we have presented considerations for Community mentoring in section 6.  
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5.5. The Abbey Centre 

 
Phayza and her colleague Marufa offer mentoring sessions within the community 

through the Abbey Centre and its work.  Phayz works full time at the centre and 

Marufa 16 hours per week.  

 

The Abbey Centre is a community centre in the heart of Westminster. It offers a 

programme of health and wellbeing activities and services, support into training and 

work, and delivers a volunteering and timebank scheme. 

 

Phayza manages a health and wellbeing programme providing: 

 

 Healthy cook and eat courses  

 Weekly physical activities such as women’s aerobic and yoga sessions 

 Wellbeing arts workshops 

 Carers support  

 BME older people social group 

 Training courses   

 Afterschool club 

 

Through this wider work at the Abbey Centre Phayza and Marufa are able to build a 

rapport with centre users, particularly those from the Arabic and Bangladeshi 

communities and over time can begin to introduce these people to the Diabetes 

Mentoring Scheme.  

 

Phayza describes the process of identifying and recruiting people to the scheme as 

very time consuming and quite difficult. It is in contrast to her experience of 

mentoring at the Victoria Medical Centre (see Section 5.3) where Phayza receives a 

steady flow of patients for mentoring who are willing and eager to join the 

programme.  Without the GP endorsement, Phayza feels people within the 

community are more apprehensive about joining the scheme and do not feel their 

diabetes is an important issue.  

 

Phayza tends not to mentor many people recruited from within the community. 

However, she believes this provides an excellent learning environment for new 

mentors; it can help build their confidence and develop the skills for mentoring 

within a GP surgery setting in the future.  Marufa is currently mentoring Bangladeshi 

diabetic patients at the Abbey Centre and at a diabetic clinic at Harrow Road.  

 

Phayza believes there is a demand for group education within the community and 

has delivered the X-Pod diabetes prevention course in partnership with a dietician 

from Central London Community Healthcare NHS Trust (CLCH) at the Abbey Centre. 

This year she will deliver the Expert Patient Programme for diabetic patients from 

different backgrounds. 

 

The Abbey Centre model has been summarised in the chart below: 
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The Abbey Centre 
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6. Summary of evaluation findings   

General 
fit

Impact of 
scheme

Mentor’s 
perspective

Mentor 
qualities

What GPs 
think

Surgeries say scheme supports 
self-care and self-management

Scheme satisfaction is 
high. All would 
recommend the 
scheme and most find 
easy to embed
Scheme doesn’t affect 
GPs’ workload

Mentees appreciate mentors’: 
 Use of language
 Having more time to spend 

with them
 Being more like a friend
 Knowing what’s like to have 

diabetes (empathy)

Beneficiaries 
self-report positive 

health impacts:
 Supporting healthy 

eating



Many struggle to 
identify patients 

for mentoring 
Most not able to  

monitor impact of 
work

GPs appreciate mentors’:
 Communication skills
 Cultural awareness 
 Knowledge of local 

community resources

What does 
the 

evaluation 
tell us?

Mentors are happy 
and get enjoyment from 

role
Feel welcomed and 

supported by surgery and 
scheme management team

Scope to improve available admin support 
9 out of 10 mentors would strongly recommend mentoring

Evidence of increase in 
confidence in diabetes self-

management

GPs say patients are more active 
and lose weight 

Health impacts are sustainable -
mentees maintain the positive 

changes 

It enables better 
patient engagement 

with GPs 

Only half feel scheme helps patients 
manage their blood glucose levels

 Managing blood glucose levels/ 
hypoglycaemia

 Losing some weight 
 Increasing exercise levels
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7. Research conclusions  

 
In response 

to the initial 

questions 

posted by 

this 

evaluation, 

we are able 

to conclude: 
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8. Themes for consideration  

8.1 Is there a role for diabetes mentoring going forward? 
 

With the anticipated large rise in the number of people developing diabetes in the 

future, there will be increased demand and pressure upon the health service to 

educate and support people with diabetes. NICE calls for structured programmes of 

education on self-management to form a cornerstone of the management of 

diabetes: WHO regards such programmes as especially promising for resource-

constrained health systems.   

 

This evaluation highlights a positive impact of the KNOW Diabetes Mentoring 

Programme both in terms of self-reported outcomes and some clinical outcomes for 

its beneficiaries. Despite the number of mentee surveys being relatively low, it is 

important to bear in mind this represents 10% of the estimated number of 

beneficiaries of the overall scheme over the past three years.  5 out of 6 

participating surgeries and 40% of active mentors plus two retired mentors were also 

engaged in the evaluation.  

 

It should be reassuring to the KNOW Diabetes Mentoring Programme that the initial 

literature review highlights how many organisations across the world struggle to 

systematically demonstrate the direct benefits of peer-supported programmes.  

 

There is recognition amongst participating clinicians of the benefits of mentors and 

how mentors are developing into an essential member of the GP diabetes team, 

providing real added-value. GPs are requesting more mentors for their surgeries, with 

greater availability: there is an appetite for growth and expansion of the 

programme. 

 

Despite such positive findings, our observations indicate the need to make a number 

of adjustments to the existing programme prior to any potential scale-up, including 

more rigorous programme management, greater consistency in delivery models 

within GP surgeries and implementing a leaner system for effective monitoring. 

 

Our observations around mentoring within the community are less positive. We 

would strongly encourage exploring ways of merging surgery and community-based 

mentoring or expanding community mentoring into preventative work and with 

those at risk.  

 

Considerations: 

 

 Address monitoring issues immediately to enable the effective collation of 

evidence and demonstrate the scale of the programme’s impact.  

 Develop more rigorous programme management; implement standardised 

Service Level Agreements with delivery organisations with Key Performance 

Indicators. Arrange regular management meetings between Programme 

Management Team and surgery with regular performance reporting. 
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8.2 GP delivery model: what does a successful model look like? 
 

The study explored three delivery models currently adopted across the programme. 

Other approaches across the programme are deployed with varying levels of 

collaboration between the surgery and their allocated mentor.   

 

It would not be appropriate to recommend one delivery model; insight suggests 

some contributing factors are uncontrollable and often dependent upon the 

individuals involved. However, we feel it would be beneficial to the programme, 

support a smoother delivery and integration of the scheme within the practice 

environment and enable swifter embracement of the appointed mentor if certain 

requirements were made mandatory. Below we have identified the common inputs 

required to deliver a successful scheme within a surgery setting. 

 

We strongly recommend that new surgeries are able to provide these operational 

factors as a minimum requirement to join the scheme. Desirable attributes have also 

been identified for surgeries wanting to deliver a more enhanced and integrated 

mentoring model (similar to the Brook Green model, see Section 5.1).  

 

In addition to these requirements, surgeries must also agree to regular management 

and reporting meetings.  

Recommendations: 

 Regular and prompt reporting of results and impact back to mentors and 

surgeries should help to encourage increased awareness of the scheme and the 

value it brings to the practice and its patients.  
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There may also be scope to create a communications piece for patients to take 

away with them to explain what mentoring is, how it can help and how it works. This 

would also help to promote the scheme and support brand recognition which is 

particularly low amongst interviewed mentees. 

 

It may also be worthwhile creating a short Powerpoint presentation or some slides for 

mentors to use with practice staff at staff meetings to explain mentoring. This could 

also be used by mentors to explain mentoring to patients (if it were accessible via 

Smartphone or a handheld device).  

 

8.3 Community group delivery model 
 

The evaluation presents little evidence that ‘pure’ mentoring in the community is 

having a positive impact. The qualitative insights indicate recruitment of potential 

mentees is a real challenge, even for very experienced community workers.  This 

appears to be in stark contrast to GP settings where mentors (in surgeries where 

mentoring is working well) receive a steady flow of potential mentees from the 

surgery.  

 

Insight suggests a GP referral to mentoring adds real gravitas to the purpose and 

benefits of mentoring in diabetes self-management; there if no need to convince 

the patient of the need for mentoring as mentors feels they do within the 

community. The GP does this for the mentor in the surgery.  

 

Mentoring in the community requires a degree of trust and flexibility to be truly 

effective; engagement is very much dictated by the mentee who has to work 

autonomously. This requires mentors to be available on the days and at the times 

that suit mentees. Flexible working hours, remote email access and use of a mobile 

phone would also support more effective community mentoring.  

 

Widening the remit of community mentoring to preventative work and those at risk 

would also help with engagement. Greater collaboration with the Diabetes 

Champions would also support mentors in the community to identify possible 

mentees and engage with more local people.  

 

The effectiveness and value for money of community mentoring is questionable and 

there may be an argument to stop pure community work. Broadening surgery-led 

mentoring to be delivered within a community setting may achieve the ‘best of 

both worlds’; mentors receiving a good flow of eager patients for mentoring but, 

where possible, deliver mentoring sessions within vibrant community settings which 

allow the mentor to immerse themselves in wider health and wellbeing community 

activities.   

 

The following chart identifies the core requirements to support community 

mentoring: 
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8.4 Mentee profiling: who should be offered mentoring? 
 
It appears GPs would require some support to effectively identify potential 

candidates for mentoring from their patient list. There is also some evidence that 

mentoring could be better explained to patients by their GP. Using the insight 

gleaned from the study, it would be useful to provide GPs with patient ‘pen 

portraits,’ which highlight the common characteristics of patients suitable for 

mentoring.  Our evaluation suggests the following characteristics are most suitable:   

 

 Struggling to manage diabetes  

 Experiencing weight issues  

 Distressed/anxious  

 Have difficulty engaging with healthcare professionals  

 Socially excluded, suffering from neglect 

 English is not first language 

 Migrants, refugees, asylum seekers   

 

Mentee clinical characteristics se Report 2 

 

Some mentors do feel they have spare capacity for additional patients and would 

welcome more GP referrals. Keeping mentoring high on the agenda within the 

practice may lead to increased referrals. Regular management meetings, regular 

reporting, programme management regularly reporting back to GPs, and mentors 

and/or programme management staff periodically attending practice meetings 

may help to keep the profile of diabetes mentoring high. 
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It would be useful to remind clinicians of the existing promotional collateral that 

helps to explain mentoring and how it works. There may be scope to refresh the 

collateral and possibly include patient profiles. 

 

8.5 Mentor qualities and skills set 
 

It is essential to recruit mentors with the right skills mix. We have identified some 

essential skills and attributes to support effective mentoring both within the surgery 

and community settings. Depending on which ‘level’ of integration a surgery feels is 

appropriate, the desirable skills and attributes of mentors are suggested below:  

 

GP mentoring  

Mentor attributes: essential  

 Appetite for learning, self-starter, self-confidence  

 Reliable, punctual  

 Good communications/listening skills 

 Personality  

 Good health promotion knowledge 

 Trained in mentoring, motivational skills and behavioral change  

 

Mentor attributes: desirable, depending on mentoring model:  

 Experience of condition 

 Pervious education in diabetes self-management  

 Ability to work in busy, intense environment   

 Interest in clinical aspects of diabetes self-management  

 Familiarity with how the community operates 

 Experience of working with hard to reach people 

 Language skills  

 Cultural awareness  

 

Mentoring in the community  

Mentor attributes:   

 Trained in mentoring, motivational skills and behavioral change  

 Active listening skills 

 Good health promotion knowledge 

 Experience of working with hard to reach people 

 Familiarity with how the community operates 

 Self-starter, makes things happen 

 Cultural awareness  

 Language skills  

 Punctual, reliable 

 Personality  

 

Our insight highlights that mentoring has a positive impact upon mentors.  However, 

mentors would welcome more regular training, including refresher courses, 

particularly in counseling and softer skills, including gaining trust with mentees who 

lack confidence. 

 

Mentors also feel some apprehensive about signposting patients to external services 

they are unfamiliar with and need assurance about the information they provide 

mentees is reliable. They would welcome a regularly updated signposting document 
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(potentially online or available electronically) of relevant, endorsed local services. 

Support to follow up referrals, which some services are slow to respond to, is also 

welcomed by mentors.  

 

8.6 Monitoring systems: radical shake-up 
 

Effective monitoring is a clear challenge across the whole programme. The 

programme management team is unable to monitor the full impact of the 

programme and GPs are unable to monitor the impact of their mentors’ work. This is 

highlighted by GPs in the study as the most common area for improvement.  

 

As the literature review highlights, this is a common challenge across mentoring 

programmes globally so is not isolated to the KNOW Diabetes Mentoring 

Programme. 

 

There are mixed views as to what indicators should be gathered to demonstrate 

impact. We would, however, echo advice from NICE, which highlights collating a 

combination of both self-reported and clinical outcomes.  

 

We would suggest further consultation with mentors, GP staff and the programme 

management team, potentially via a joint workshop, to discuss monitoring in more 

detail. Mentors feel very passionately about the degree of trust, which they have 

gained from their mentees. Monitoring requirements must not jeopardise this trust 

and confidence gained by mentors; total anonymity is also an essential 

requirement. Mentors are clearly struggling to regularly complete monitoring forms. It 

appears a combination of time, motivation, appropriateness and complexity of 

forms and general access to forms/online systems are barriers that inhibit mentors 

from regular completion. 

 

A greater understanding of what surgeries can and cannot record and access with 

ease is also required. SystmOne needs to be explored further in terms of how the 

system could potentially support data collection. GPs also need to be fully consulted 

prior to developing any new, electronic systems for capturing data.  

 

The time taken during the fieldwork phase for GP practices to extract and provide 

data to the research team would indicate a complex or time consuming process for 

surgeries; this statement was unsupported by the programme management team.  

 

Additional insight to fully understand the barriers facing mentors and surgeries plus 

the requirements of the programme management team would enable more 

detailed collective discussions to help arrive at a solution for all involved.   

 

Our observations would suggest the following is considered: 

 

Considerations: 

 A radical shakeup and rethink of the existing monitoring system 

 Accessible and not overly burdensome system required  

 One system should be created avoiding placing two, three or sometimes four 

monitoring demands on mentors (GP, general monitoring forms, WISH database, 

community organsiation) 
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 A real-time system would be beneficial requiring no additional data entry back 

at the office or home at a later time for mentors nor additional inputting of data 

for the programme management team. These extra stages act as barriers to 

regular and timely reporting 

 Seek guidance from information governance and GPs as to how data can be 

collected and stored 

 Radically reduce the demographic information recorded to bare minimum 

 Radically streamline monitoring data to a small number of indicators 

 Consider reducing monitoring data to five essential self-reported and clinical 

outcomes, possibly 

o self-empowerment score 

o HbA1c level 

o weight 

o cholesterol or blood pressure 

o would mentee recommend the scheme to a friend. 

 Identify which data GPs gather and can be shared and what mentors must 

collate 

 Explore the possibility of taking the responsibility of monitoring away from 

mentors. Delegate some monitoring responsibility to programme management 

team to undertake short telephone surveys to ask mentees self-reported key 

questions. This also ensures non-bias towards mentor if undertaken by an external 

person.  

 Agree monitoring period. A regular phone call with previous beneficiaries 

possibly every six months, but for how long? 

 When enrolling patients, ensure the programme seeks permission for patients to 

be contacted as part of scheme evaluation studies. 

 

 

CONTACT: 

 

Judith Ralphs 

Senior Public Health Officer 

Triborough Public Health Department 

64 Victoria Street 

London SW1E 6QP 

E: jralphs@westminster.gov.uk  T: 020 7641 4663 

 

  

mailto:jralphs@westminster.gov.uk
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9. Appendices 

Appendix A: Responding profile of mentee survey respondents 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  Mentees 

Gender Male 14 

Female 13 

Age Less than 40 years 2 

40–49years 4 

50-59 years 3 

60-69 years 9 

70-79 years 7 

80 or older 2 

Ethnicity White British/Irish/European/Other 9 

Black/Black British 10 

Asian/Asian British 1 

Mixed/Dual Heritage 0 

Other ethnicity 2 

Type Diabetes Type 1  4 

Diabetes Type 2 23 

Treatment/advice 

currently receiving 

Special diet 6 

Balanced diet 6 

Insulin injections 6 

Medicines, tablets or pills (other 

than insulin injection) 

21 

Experienced 

symptoms of 

hypoglycemia 

Yes 10 

No 16 

Recency of last 

mentoring session 

Less than 2 months ago 10 

3-6 months 6 

7-11 months 4 

12 months or longer 7 
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Appendix B: Literature review 

Peer Support Programmes in the Treatment of 

Diabetes 

A Literature Review 

July 2014 

Contents 

1.  Introduction  

• Methodology 

• Background 

• Defining Peer Support 

• The Benefits of Peer Support 

 

2.  Do Peer Support Programmes have Benefits for Mentees?  

 • Benefits of Peer Support for Mentees 

• Measuring levels of HbA1c after Peer Support 

3.  Do Peer Support Programmes have Benefits for Mentors, the wider  

 Community, and Healthcare Systems? 

• Benefits of Peer Support for Mentors 

• Wider Social and Economic Benefits of Peer Support  

4.  What are Useful Developments in Peer Support, and What are the Barriers to 

Improvement? 

 • Technological Developments (Telephone and Internet-based   

  Peer Support) 

• Barriers 

5.  Bibliography 

Introduction  

Methodology 
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Over 50 texts were collated in this review, from a range of healthcare providers and 

peer-reviewed academic sources. Around 40% of these texts focus on UK-based 

programmes and initiatives, while the remainder look at international examples – 

particularly programmes based in the USA, with an emphasis on providing care for 

those disadvantaged and underserved sections of the population which statistically 

suffer from higher levels of Type 2 diabetes (namely: Latino, African-American and, 

increasingly, adolescents).  

This brief literature review represents an overview of the evidence contained within 

these texts, particularly concerning the following questions: 

• the benefits of peer support programmes on the individuals involved, both mentors 

and mentees: including both self-reported (namely: mood, self-efficacy, and better 

adherence to treatment) and clinical (namely: reduced levels of glucose and 

obesity) improvements; 

• the benefits of peer support programmes for the wider healthcare environment: 

including the economic value to healthcare providers and the social value to 

communities; 

• the barriers and developments facing peer support programmes today: including 

new types of technology (namely: support via text messages and email) and the 

demand for ‘culturally appropriate care’. 

This review contains a full bibliography of the cited texts, each of which can be 

located and downloaded by accessing this Dropbox link: 

https://www.dropbox.com/sh/yn3qnj5mjqi8ejr/AADt5ykv39ydAVACkJpAdD4fa  

Background 

Many texts in the literature review describe how peer support has become popular 

as an alternative to expensive ‘conventional’ clinical practices since the 1970s. 

Boothroyd and Fisher state that ‘from depression and cancer to post-myocardial 

infarction and strokes, strong evidence exists linking social support as a protective 

factor in health. Conversely, social isolation has been shown repeatedly to predict 

mortality and morbidity’ (Boothroyd and Fisher, 2010: i63; Simoni et al, 2011: 351-352). 

https://www.dropbox.com/sh/yn3qnj5mjqi8ejr/AADt5ykv39ydAVACkJpAdD4fa
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Within this context, peer support has typically been associated with community-

based education. For example, a community-based education course like the 

Stanford Arthritis Self-Management Program was developed on the premise that 

patients could learn the general principles of managing arthritis, that 

knowledgeable patients practising self-care would experience improved clinical 

state, and that that health education should be widely available and low in cost, 

because trained lay persons could effectively deliver structured health education 

(Baksi, 2010: i40). This same premise has underpinned the development of ‘Expert 

Patient’ programmes (Phillips, 2010). 

This combination of a clinical, economic, and social rationale to the development of 

peer support programmes has increasingly been used as a theoretical model with 

which healthcare providers can connect with disadvantaged, underserved, and 

vulnerable people. For example, one New York State randomized controlled trial 

comparing a peer-led asthma programme at an ‘Asthma Camp’ for adolescents 

aged 13-17 to a conventional adult-led asthma program showed that a ‘self-

management program led by peer leaders is a developmentally appropriate 

approach that can be effective in assisting adolescents with asthma in improving 

their attitudes and quality of life, particularly for males and those of low 

socioeconomic status’ (Rhee et al, 2011). 

The literature shows that these type of interventions are becoming increasingly 

popular as innovative models of care for individuals with chronic conditions, 

especially those from minority and low socioeconomic backgrounds. In one 

systematic study of three major electronic databases which comprise a range of 

medical and social science articles published between 1961 and 2013 (yielding 736 

items of unique research in total), ‘many of the paediatric studies of lay health 

worker interventions report modest positive results including reduced health care 

use, decreased symptoms, and improved parental quality of life’ (Raphael et al, 

2013: 409-410, 418). However, most texts acknowledge the lack of robust evidence 

regarding the long-term sustainability of these benefits or the cost-effectiveness of 

such programs. As such, much of this literature review involves papers written by 

experts which aim to provide evidence on the long-term value (both social and 

economic) of peer support programmes.  
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Defining Peer Support 

Some of the texts attempt to define ‘peer support’ as a clinical concept and 

practice. For example, in the systematic survey of key literature conducted by 

Raphael et al, several terms used to describe peer support practitioners are 

identified. They are: ‘lay worker, parent mentor, peer mentor, peer educator, 

community health workers, community health aids, patient advocate, patient 

facilitator, patient liaison, promotoras(es), care ambassadors, patient navigator, and 

nonprofessional’ (Raphael et al, 2013: 409). Simoni et al also provide a list of ‘those 

referencing the descriptor peer (combined with advisor, counselor, educator, 

facilitator, health advocate, helper, intervener, navigator, outreach staff worker); lay 

(combined with advisor, counselor, educator, health advisor, health worker); 

community or health (combined with advisor, educator, representative, worker); 

volunteer (combined with peer educator, health worker); as well as other titles, 

including outreach worker, patient advocate, buddy, health advocate, promotor /a 

de salud, and accompagnateur’ – a ‘growing range of titles’, they add, which 

‘reflects their interdisciplinary appeal and varied functions’ (Simoni et al, 2011: 353). 

This ‘growing range’, for Simoni et al, points ‘to peers’ function providing social, 

emotional, and instrumental support for health-related behaviour change, 

emphasizing either shared identities of peers and target populations or peers’ 

mobilization of community support networks in the service of health care initiatives’ 

(Simoni et al, 2011: 353). 

A useful summary is provided by Heisler, who defines peer support as ‘support from a 

person who has experiential knowledge of a specific behaviour or stressor and 

similar characteristics as the target population’ (Heisler, 2010 i24). 

The Benefits of Peer Support 

Whatever the exact term used to describe these peer support practitioners, the 

literature shows that trained patients are as effective in imparting knowledge to their 

peers as specialist health professionals (Baksi et al, 2008). Thus the wider research in 

peer support as a paramedical practice has been applied to the issue of diabetes 

care in the UK. NICE recognizes that the delivery of a structured programme of 

education on self-management should form a ‘cornerstone’ for the management of 

diabetes. Much of this recognition is due to the potential that peer support has for 
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reducing the logistic and financial burden on conventional healthcare providers. 

Baksi writes that ‘with the anticipated massive rise in the number of people with 

diabetes, there will be increased demands on the resources to provide education 

and support to people with diabetes. It is questionable whether health services have 

enough resources in terms of manpower, or will ever have, to cope with these 

demands. Society needs to urgently identify alternative resources; involving people 

with diabetes in the provision of education and support would seem to be the 

logical approach to the problem’ (Baksi, 2010: pi41). 

This principle has been extended globally. First, the World Health Organisation has 

endorsed peer support interventions as ‘potentially low-cost, flexible means to 

supplement formal health system support for people with diabetes’, adding that 

they are ‘especially promising for resource-constrained health systems, as they are 

much less resource-intensive than interventions requiring concentrated health 

worker involvement’. The WHO highlights the format of the Chronic Disease Self-

Management Program, which is given in 2.5-hour sessions, once a week, over six 

weeks, and includes training in managing anger, fear, and depression, as well as 

medications and diet (WHO, 2007: 13-15). This is called the Stanford Model, on which 

the Expert Patient Programme is based. 

Second, the American Academy of Family Physicians Foundation has developed 

‘Peers for Progress’ – a global initiative which promotes best practices in peer 

support for healthcare systems around the world, with the objective of connecting 

people who share experiences to provide the kind of practical, emotional, and 

ongoing support that is critical to sustained behaviour change (Boothroyd and 

Fisher, 2010; Caro and Fisher 2010: i1).  

Therefore, this literature review compares national findings in the UK with some 

international examples – particularly within the USA, and African-American and 

Latino communities. The texts have been sourced from a range of academic 

journals, but have also made use of the electronic resources provided by Peers for 

Progress, including their own project profiles and bibliographies. The Peers for 

Progress bibliography can be found as a separate file in the Dropbox folder. 
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Do Peer Support Programmes have Benefits for Mentees?  

Benefits of Peer Support for Mentees 

The vast majority of literature describes positive effects of peer support on the well-

being of patients – particularly in regards to self-reported psychological factors such 

as levels of anxiety and depression (Hawthorne et al, 2008; Rhee et al, 2011; Rearick, 

2010; Lorig et al, 2009: 650). For this reason, Baksi states that Peer Advisors in Diabetes 

are effective in the provision of one-to-one psychosocial support and advice on self-

management, and have been shown to be effective as teachers on self-

management to their peers with diabetes (Baksi, 2010). 

A quantifiable link between diabetes and depression is also proven in the literature, 

when high rates of co-morbidity of depression and diabetes have been reported. 

For example, Roy and Lloyd state that the prevalence rate of depression is more 

than three-times higher in people with Type 1 diabetes and nearly twice as high in 

people with Type 2 diabetes compared to those without (Roy and Lloyd, 2012). 

In this context, peer support has been associated with a range of positive outcomes: 

helping patients psychologically come to terms with what they have been told by 

healthcare professionals; putting into practice what they have been taught by 

healthcare professionals; and being helped with ‘navigating’ complex healthcare 

systems like the NHS (Baksi, 2010: i42). This enables them to respond in a range of 

positive ways: to manage and live with diabetes in daily life; to access social and 

emotional support, and to access clinical care (Fisher et al, 2010). 

One systematic review of 25 studies on the effect of peer support on diabetes 

patients demonstrated a range of benefits: the metabolic outcomes of peer support 

were an improvement in HbA1c, cholesterol, BMI/weight, and physical activity; the 

mental heath outcomes were an improvement in self efficacy, depression, and 

sociability (Dale et al, 2012). 

In these studies, the benefits of peer support are typically divided into those which 

are self-reported (both in terms of emotional well-being and the ability to manage 

living with the condition), and quantifiable (in terms of adherence to medical 
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programmes and self-care, and in terms of measurable factors such as diet, glucose 

levels, and weight).  

NICE therefore advocates programmes of patient education for this range of inter-

connected benefits – both in terms of self-reported improvements to lifestyle and 

psychosocial wellbeing, and in terms of clinical outcomes to factors like weight and 

blood sugar levels. NICE also advocates such programmes as a cost-effective way 

of managing diabetes.  

The ‘Diabetes in Adults Quality Standard’ issued by NICE (National Institute for Health 

and Care Excellence, 2011a) focuses on the provision of care by healthcare 

professionals, and most of the major UK patient education programmes (such as X-

PERT, DESMOND, and DAFNE) are provided by healthcare professionals. However, 

the NHS and NICE are increasingly welcoming the provision of peer support, 

particularly for hard-to-reach communities, provided that this support is based on 

proven training models and evaluation techniques (National Institute for Health and 

Care Excellence, 2011b: 18). 

Measuring levels of HbA1c after Peer Support 

The predominant factor in quantifiable studies of the benefits of peer support is the 

levels of glycated haemoglobin (HbA1c) in a patient’s blood. Nonadherence to 

diabetes treatment regimens has been proven to be linked to suboptimal 

glycaemic control, increasing morbidity, and the risk for premature mortality (Borus 

and Laffel, 2010). Thus, Caro and Fisher note, ‘people living with diabetes have 

much to offer each other is reflected in a wide range of research. A recent study of 

the determinants of medical outcomes in Type 2 diabetes demonstrated that 

patient-level factors accounted for the majority of variability in haemoglobin A1c 

(98%) while physician-related factors accounted for a very small portion of 

metabolic control’ (Caro and Fisher, 2010: i1).  

Likewise, Ghorob et al, writing about the high levels of diabetes in the Hispanic and 

Black populations of USA, point to the reductions in HbA1c for those male veterans 

who have been assigned a ‘peer coach’. This has been particularly evident with 

Latino patients helped by ‘promotores’ in schemes like ‘Project Dulce’ in San Diego  

(Ghorob et al, 2011). The ‘Sweet Talk’ scheme in Glasgow saw a 1% drop in mean 

HbA1c levels for participating teens (Borus and Laffel, 2010) – a figure which is 
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reflected by the 1% reduction in HbA1c recorded in a study of African Americans 

receiving support through a telephone ‘buddy’ system (Long et al, 2012), and a 1% 

reduction in HbA1c for a similar scheme working with American Latinos (Liebman 

and Heffernan, 2008). 

However, it should also be noted that some studies – for example, the Cochrane 

Review – did not demonstrate a significant difference in levels of HbA1c between 

peer-supported groups and their ‘conventional’ counterparts (Foster et al, 2007). In 

one randomized controlled trial in the UK, results showed that patients assigned to 

peer advisors in diabetes demonstrated identical levels of glycated haemoglobin 

following course attendance and intervention to patients assigned to specialist 

healthcare providers (Baksi et al, 2008: 1078-1079).  

Likewise, Smith et al have conducted an Irish study which shows no significant 

differences in HbA1c, systolic blood pressure, total cholesterol concentration, or 

wellbeing after a two year follow-up. As such, they argue that while group-based 

peer support is feasible in general practice settings, intervention is not effective 

when targeted at all patients with Type 2 diabetes and the results do not support the 

widespread adoption of peer support (Smith et al, 2011). This has been echoed for 

Type 1 diabetes patients in one South Korean study, which also found no significant 

improvements in HbA1c or wellbeing after a programme of peer support (Suh et al, 

2014).  

It should be noted that for both this Irish and Korean study, the authors made 

caveats as to the quality of their findings. Smith et al acknowledge that 18% of 

intended participants did not take part in the programme, and Suh et al 

acknowledge that their programme, which involved internet-based support rather 

than face-to-face mentoring, experienced problems with recruiting participants 

from their website: ‘we were unable’, they state, ‘to fulfil the planned 80 patients, 

making this study an underpowered analysis’ (Suh et al, 2014: 140). 

Much of the literature accepts that these conflicting outcomes reflect a lack of 

clear differentiation between what is self-reported and what is clinically quantifiable, 

and a need for further research into the benefits of peer support programmes for 

sufferers of diabetes. Key to this research, much of the literature agrees, is 

ascertaining the complex and potentially causal relationship between individual 
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attitudes and clinical outcomes. On this level, Heisler has provided an informative 

diagram (Heisler, 2010 i24): 

 

Do Peer Support Programmes have benefits for mentors, 

the wider community, and healthcare systems? 

Benefits of Peer Support for Mentors 

For Baksi, the ‘functions expected by mentors’ are: to provide one-to-one 

psychosocial support and reassurance; to reinforce education and advice given by 

health professionals; to assist health professionals in explaining and clarifying the 

need for treatment regimens; and to play a role in monitoring equity, accessibility, 

and quality of diabetes service (Baksi, 2010: i42). An important aspect of the positive 

outcomes of peer support, according to Rearick, is ‘the emphasis on similarity 

between the provider of and recipient of support’ (Rearick, 2010: 27).  

 

On this level, Heisler states that ‘peer mentoring may help both the patient and the 

mentor. A growing body of research shows that patients who help others in turn 

receive benefits for themselves’ (Heisler, 2010: i26). 

An example of this mutual benefit is seen in the Norfolk Diabetes Prevention Study, 

where training sessions were shown to have encouraged the peer advisors 

themselves. Sessions provided them a chance to meet with researchers and fellow 

mentors, as well as to learn more about the mentoring role, diabetes and the 
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importance of diet and exercise. The outcome for mentors was positive: they stated 

that they ‘felt part of a very worthwhile team and a genuine effort to make the 

study a success’, and, crucially, that it was ‘not only totally interesting, surprising and 

fascinating, but instrumental in prompting and motivating me into a serious change 

in my healthy eating regime’ (Norfolk Diabetes Prevention Study).  

Baksi also describes a training course for peer advisors where the objective was both 

to train people with diabetes to be effective mentors, and to assess the impact of 

the course on these individuals. He notes that the effect of this scheme on the peer 

advisors was significant improvements in their understanding of their own condition, 

their own self-care ability and self-care adherence, and a reduction in negative 

attitudes (Baksi, 2005). 

These benefits extend beyond the mentor and mentee to the wider support network, 

particularly to carers of people with diabetes and to parents of children with the 

condition. For example, Rearick states that providing peer support to parents of 

children with diabetes resulted in reduced feelings of isolation and anxiety (Rearick, 

2010: 15-16). 

However, the literature also points to sources of potential stress for those providing 

peer support. According to Tang, one of the biggest fears experienced by providers 

of peer support is providing incorrect medical information and causing harm to 

others. ‘Enthusiastic and resourceful’, he adds, ‘peer supporter trainees can 

nevertheless be overwhelmed by their initial training experiences’. Tang argues that 

strengthening communication training for mentors is essential to helping them feel 

less ‘confused’ and ‘anxious’ about their work. Specifically, he notes that as they are 

‘considered to be non-traditional or adult learners, peer supporters come into 

trainings with various levels of education. Instead of traditional classroom teaching 

methods, interactive, hands-on, and participatory formats are widely 

recommended’ (Tang, 2014). 

Heisler concurs with this, stating that for a peer support programme to be a success, 

mentors themselves ‘need opportunities for exchange, continued skill development, 

recognition and strong logistical support’ (Heisler, 2010: i26). 

Key to these ‘opportunities for exchange’ is the multidisciplinary nature of 

collaboration between mentors and healthcare professionals. This ‘irons out’ 
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established hierarchies in both the medical milieu and the socioeconomic profiles of 

mentors, making all participants in a peer support team equal members. According 

to the literature, such a multidisciplinary approach is appreciated by mentors.  

For example, one 4-year ethnography of a UK scheme described by Renedo et al 

shows that peers responded well to a non-hierarchical, multidisciplinary 

collaboration with healthcare professionals which called on participants ‘to develop 

more active ways of being patients’. Accounts of these collaborative sessions 

contain ‘narratives of hope’ about what patients and healthcare professionals 

could achieve together (Renedo et al, 2014: 4, 8). It is useful to quote Renedo et al 

at length: 

‘The programme discourse referred to patients as equal partners in healthcare 

improvement. Patient participants used this recognition as a symbolic resource to re-

think their social position as receivers of healthcare and to reposition themselves as 

active participants in their own care … Their accounts symbolically relocated 

patients (including themselves) as active change agents within the context of 

clinical encounters and healthcare self-management. This was also manifest in their 

improvement practices: patient participants embraced patient empowerment as 

one of their (unofficial) duties within their projects and used their existing 

connections with patient and community groups to try to create a demand for 

services. Interviewee A’s experience in the programme, for example, had given him 

the “confidence” to start a peer-led self-management group for people with the 

chronic condition he shared. At the time of the interview he had already submitted 

a business plan for the group to the NHS Clinical Commissioning Group to obtain 

their support for the group’s activities. Some interviewees said they became more 

active in managing their own chronic conditions’ (Renedo et al, 2014: 11). 

These findings are echoed by Sieff and Thornton, who argue that ‘we need to move 

from a healthcare service to a health support service, where the mutual desire to 

support and enable overrides the paternalistic desire to care … We need to engage 

with communities as the assets they are. Communities can bring knowledge on the 

“how” as well as “what”. They are routes to engagement; their leaders provide role 

models. This means having wider community participation over and above 

individual representation.’ (Sieff and Thornton, 2010) 
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However, some studies refer to a level of hesitation on the part of both mentors, 

mentees, and healthcare professionals with regards to a fully collaborative scheme. 

In these texts, ‘embedded hierarchical features’ are described as remaining 

between healthcare professionals and peer advisers (Renedo et al, 2014: 8). Baski et 

al have noted that peer advisors themselves often resist the use of the title ‘Expert 

Patients’, feeling that medical expertise remains the territory of clinicians (Baksi et al, 

2005: 123), and Simmons et al discuss the lack of self-confidence expressed by many 

peer advisors (Simmons et al, 2013). 

On this level, one study suggests that patients actually do better when their mentors 

demonstrate degrees of uncertainty. According to Rodgers et al, patient 

improvement in levels of glycosylated haemoglobin was associated with having a 

coach with a lower sense of self-efficacy in diabetes management, higher level of 

diabetes-related distress, and lower depression score. They conclude, ‘“better" levels 

of coach diabetes self-efficacy and distress were not helpful and, in fact, were 

associated with less improvement in patient A1C, suggesting that some coach 

uncertainty about his or her own diabetes might foster improved patient self-

management. These coach characteristics should be considered when recruiting 

peer coaches’ (Rodgers et al, 2014).  

However, Smith et al argue that peer support can have a detrimental impact on 

patients’ wellbeing if groups focused on negative experiences (Smith et al, 2011) – 

indicating, once again, that more research needs to be conducted into the effects 

of different types of mentor profile on the outcomes of peer support programmes. 

Wider Social and Economic Benefits of Peer Support  

According to Glaizer et al, the outcome of peer support programmes does not 

necessarily depend on the setting – that is, on whether interventions take place in a 

hospital, a primary care practice, or a community-based environment (Glazier et al, 

2006: 1687).  

However, much of the literature points to community-based settings as the most 

effective environment for peer support. Heisler argues that peer support programmes 

need to be held in easily accessible community-based settings (e.g. churches, 

community organizations, and neighbourhood clinics) in order to facilitate the ability 

of participants to attend, and at a variety of times in order to accommodate 
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people’s different work schedules (Heisler, 2010: i26). Heisler points to the success of 

schemes ‘where infrastructure is already in place, particularly one involving well-

developed community networks and strong social ties among members. Most 

successful community health worker programmes use a community-based, 

participatory model, in which community members and health care and other 

agencies have shared values, equity, planning and participation’ (Heisler, 2010: i26-

27).  

NICE acknowledges and encourages the unique levels of social access provided by 

peers within a community setting, stating that ‘lay and peer workers and health 

professionals should identify and encourage “community champions” (e.g. religious 

and community leaders) to promote healthy eating and physical activity’ (National 

Institute for Health and Care Excellence, 2011b: 19).  

Simmons et al describe a similar process in their study of diabetes among different 

ethnic groups (notably Samoan and Togan) in South Auckland, New Zealand. They 

note that the social hierarchy of these groups functioned through their churches; as 

such, the South Auckland Diabetes Project worked with church leaders to 

encourage participation in schemes providing support on diet and lifestyle 

(Simmons, 2013). 

 

As well as the benefits of increased social access, another advantage to 

community-based programmes is the evidence that they reduce the financial 

burden on healthcare systems. (Heisler, 2010; Lewin et al, 2005; Baksi, 2010). 

For example, the Norfolk Diabetes Prevention Study has demonstrated that recruiting 

and training peer advisors is a cost-effective strategy in comparison to employing 

salaried health care professionals (Murray, 2012). This is reflected in other countries – 

for example in Cambodia, where peer advisors are encouraged to act as part of 

the healthcare workforce at a fraction of the cost (Cambodia, 2011). 

The reduction of cost is due not only to the changing profile of a workforce, but also 

to the economic effects of reducing levels of HbA1c, weight, and wellbeing through 

peer support programmes. An extensive study of ten Latin American countries 

(Argentina, Bolivia, Brazil, Chile, Colombia, Costa Rica, Cuba, Mexico, Paraguay, 
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and Uruguay), together with the Latin American Diabetes Association (ALAD), 

demonstrated that improved levels of blood glucose and a decrease in the 

pharmacotherapy required for the control of diabetes represented a 62% decrease 

in the annual cost of treatment (Gagliardino et al, 2001). Indeed, the advantages of 

the South American model of community-based peer support has been recognised 

by the NHS – for example, in the way that some Welsh healthcare providers are 

learning from the example of Brazil (Johnson et al, 2013). 

In short, the literature outlines the benefits of peer support in terms of both social and 

economic capital. Central to these benefits, according to Diabetes UK, is the way in 

which self efficacy achieved through peer support programmes reduces the 

pressure placed on healthcare services and budgets (Diabetes UK, 2014: 4).  

What are Useful Developments in Peer Support, and What 

are the Barriers to Improvement? 

Technological Developments (Telephone and Internet-based Peer Support) 

Heisler writes that ‘to circumvent distance barriers, telephone outreach may be an 

effective and cost-efficient extension of clinic-based diabetes services and face-to-

face self-management training and support. Telephone-based care management 

allows for frequent patient contacts at a low cost and improves diabetes self-care 

and health outcomes’.  

For example, the central Norfolk Diabetes Patient Supporters group provides a non-

medical helpline for people (and their families) living with diabetes, run by volunteers 

who are living with either Type 1 or Type 2 diabetes (Norfolk and Norwich University 

Hospitals, 2014). In the words of one mentor, a 70-year old male, ‘people like me 

have experience of diabetes. I felt I could help someone else along. I've found that 

doing a lot of bending and digging in the garden can help get my blood count 

down – so I pass on advice like that. Once you've chatted with someone, you 

remember a bit about them and build a rapport. After that, the conversation just 

flows … We only spoke three or four times, but it's great to meet him now for the first 

time and to see that his excellent exercise regime has paid off!’ (BBC, 2011). 
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In this way, the Norfolk Diabetes Prevention Study aims to ascertain the extent to 

which telephone support schemes can have benefits for both mentee and mentor 

alike (Norfolk Diabetes Prevention Study). 

According to some of the literature, telephone-based sessions can be preferable to 

face-to-face meetings. Heisler argues that ‘telephone-based peer-helper 

interventions can be a satisfactory substitute for face-to-face peer interaction. In 

fact, many people prefer the relative anonymity and increased privacy of talking on 

the telephone’, adding that such ‘telephone-based peer support interventions have 

led to improvements in chronic disease outcomes’ (Heisler, 2010: i28). 

Email and internet-based interventions are also recorded in the literature as having 

beneficial outcomes. In the case of Lorig’s Chronic Disease Self-Management 

Program, where two trained peer moderators remind participants to log on and post 

on bulletin boards, levels of self-efficacy and ‘global general health’ increased 

(Lorig et al, 2006). 

Internet-based and text-based telephone programmes are described as particularly 

benefiting the young, most of whom tend to be more comfortable with new 

technologies and distance-contact than their parents. According to Borus and 

Laffel, adults demonstrate modest improvements with levels of HbA1c following such 

schemes, while significantly more teens demonstrate improvement in glycaemic 

control (Borus and Laffel, 2010: 409 – 410). In the words of Suh et al, ‘developing 

computer skills in older, computer-naive patients is a major barrier in telemedicine’ 

(Suh et al, 2014: 140). 

Examples of youth support programmes include the Sweet Talk trial in Scotland and 

the Computerized Automated Reminder Diabetes System pilot study in Boston. In the 

case of Sweet Talk, teens received daily text messages which had personalized 

prompts, as well as more general messages tailored to the participant’s insulin 

regimen. The texting service was associated with increases in self-efficacy and 

regime adherence which, when combined with intensive insulin therapy, 

represented a 1% drop in mean HbA1c levels (Borus and Laffel, 2010).  

In the case of Boston, 40 teens and young adults with T1D ware divided into two 

groups: one received text message reminders to check blood glucose levels and 

the other received email reminders. According to Borus and Laffel, users of the text 
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message reminder system requested more reminders and responded with more 

blood glucose results than users of the email reminder system. They also noted that 

‘participant interest waned considerably from month 1 to month 3, suggesting that 

teens and young adults require a highly dynamic and engaging system in order to 

sustain their interest’ (Borus and Laffel, 2010).  

A popular example of web-based resources is the American College Diabetes 

Network (http://www.collegediabetesnetwork.org), which acts as a hub where 

students with diabetes and their ‘stakeholders’ can get information and connect 

with each other. For students, the network targets aspects of campus life which can 

be impacted by diabetes, including scholarships, studying abroad, nutrition, and 

exercise. Web-based discussion boards also offer parents the opportunity to 

connect with each other, and a section for university administrators shows how they 

can implement changes on their campus to make life less challenging for students 

with diabetes.   

However, despite these reported advantages to text- and email-based programmes 

– both in terms of increased social contact and reduced economic cost – new 

technologies can also present barriers to both users and providers. For example, in 

the case of Long et al’s study of African American telephone ‘Buddy’ groups, 

mentors complained about the challenges of scheduling calls, about uninterested 

mentees, and about the risk of peers slipping into talking about non-diabetes related 

issues. These mentors thought that the telephone ‘Buddy’ programme would be 

improved by face-to-face meetings (Long et al, 2012). 

Likewise, Suh et al’s study of a peer support programme in South Korea states that 

while such technology can be a useful tool in the provision of diabetes care, and 

represents a potential solution to the issues of both workforce shortages and 

accessing hard-to-reach communities, ‘it cannot replace patient visits and direct 

interaction with providers’. Instead, they argue, ‘it can supplement between-visit 

care and reduce the time to the attainment of adequate metabolic control by 

patients’. They conclude that their 12-week internet-based mentoring programme 

for T1DM patients with inadequate glycaemic control did not prove superior to 

conventional follow-ups.  
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As such, it is suggested in the literature that a useful approach is to blend telephone- 

and email-based supports with face-to-face contact. Heisler argues that ‘one 

promising approach to improve care for diabetes and other chronic diseases is to 

combine elements of peer-led self-management support and telephone-based 

care through telephone-based peer support. In telephone-based peer interventions, 

patients receive support through regular phone calls. Sometimes, a peer or peer 

counsellor makes calls as the sole form of intervention. Other times, the telephone 

intervention is a complement to another type of intervention’ (Heisler, 2010: i27). 

Barriers 

The majority of the texts in this literature review point to the need for ‘culturally 

appropriate’ peer support. In the words of Peers for Progress, ‘promoting and 

implementing peer support in a particular region or culture has remained a 

challenge due to variations in settings (e.g., health system, community context) as 

well as help-seeking and support-giving behaviours across cultures. Therefore, it is 

pivotal to the success of a peer support program that it is culturally acceptable and 

built upon the strengths of the community and the health system.’  

For example, a community randomized control trial was conducted by Peers for 

Progress to test the feasibility of a peer support model in the Anhui Province of 

China. In this trial, it was noted that in contrast to many peer support programs, 16 of 

the 19 group leaders were men, and that participants expressed mutual support by 

fishing together (China, 2014). 

For Fisher et al, a major challenge for the international promotion of peer support is 

‘allowing for tailoring to population, culture, health system and other features of 

specific settings, while also ensuring congruence with standards for what peer 

support entails’ (Fisher et al, 2010). Peers for Progress describe this approach as 

‘’Standardization by function not content’ (Boothroyd and Fisher, 2010: i66).  

According to Long et al’s study of diabetic African-Americans, peer support 

becomes particularly culturally challenging when directed towards disadvantaged, 

vulnerable, and underserved sections of the population – people who, statistically, 

are more likely to suffer from diabetes (Long et al, 2012). Glazier et al note that when 

interventions are designed for general populations, disadvantaged groups are often 

not reached, meaning that they are not able to take full advantage of the 
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opportunities provided to them. They write, ‘socially disadvantaged groups may 

experience difficulties with language, cultural beliefs, transportation, getting time off 

work, child care, and low health literacy in addition to financial barriers to care’. As 

such, Glazier et al suggest that ‘given that these factors can influence uptake, 

interventions designed to reduce health inequalities may need to be targeted to 

specific audiences’ (Glazier et al, 2006: 1675). 

An example of such a targeted and culturally-appropriate peer support programme 

is that of a South African scheme which has acknowledged the barrier of low 

literacy in the country, and turned it into a tool for education. In this scheme, the use 

of materials to transmit health messages to people who cannot read or write is 

promoted. Comics and colourful cartoon-based pamphlets are used, as well as 

traditional songs, drawings and gestures (Pullen, 2009). 

In this respect, much of the literature highlights the need for good communication 

skills: ‘communication skills are regarded as a core competency for peer supporters 

that engage patients in chronic disease management, setting the foundation for 

many peer support activities. Effective communication skills directly enhance the 

ability of peer supporters to deliver two key functions of peer support: assisting peers 

in daily self-management, and providing social and emotional support’ (Tang, 2014; 

Wientjens, 2008). 

According to Baig et al, the structures of healthcare organisations often fail to 

include adequate systems for reaching vulnerable populations. For example, in the 

case of some disadvantaged Latino groups in the USA, schemes of peer educators 

or ‘Lay Health Advisors’ have emerged as an effective way of bridging the gap 

between their communities’ particular needs and the delivery of generic health 

services. Individuals who are similar to the target population and who are trusted 

members of the community are trained to promote a healthy lifestyle to others (Baig 

et al, 2012).  

This approach has drawn on long-standing Latino cultural norms, rather than 

imposing a generic clinical model on a community. Such programmes in the USA 

often learn from the success of similar schemes in Latin American countries like 

Guatemala, Mexico, and Brazil. Of course, the notion of a ‘cultural norm’ is 

problematic, and in each Latin American country the local circumstances will differ; 
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for example, Ayala et al note that in Bolivia, soldiers are trained as peer advisors to 

provide nutrition and childhood illness information to their communities when they 

return home following military duty (Ayala et al, 2010: 816).  

Baig et al suggest that more research needs to be conducted on the cultural 

specificities of an effective peer support programme. They argue that ‘recent 

reviews have noted little data defining which peer support models are effective in 

varying settings and populations. Most studies have used group-based interventions 

but have not explicitly investigated the preferences for different types of peer-based 

interventions by Latinos’.  They add, ‘this research gap is particularly important since 

peer-based interventions may be useful in addressing diabetes disparities, especially 

among Latinos who face many social stressors and challenges in managing their 

diabetes’ (Baig et al, 2012).  

Examples of cultural preferences among Latinos include peer-based interventions 

taking place in churches, ‘since they tend to be the focal points for many Latino 

communities and are naturally convening places for people with a common culture 

and shared experiences’ (Baig et al, 2012). This is echoed by the South Auckland 

Diabetes Project, which notes high participation in peer support programmes 

among some minority groups when they are led by church leaders (Simmons, 2010; 

Simmons, 2013). 

In the case of the Eastern Band of Cherokee Indians, who have rates of obesity and 

Type 2 diabetes which exceed the U.S. and the North Carolina general population, 

health promotion programmes have had to consider ‘sociocultural factors’ such as 

‘the importance of spirituality for balance, the essential network of extended family 

systems, and the significance of intergenerational support’. Cherokee spirituality 

reflects a complex combination of indigenous-tribal and Europeanised-Christian 

worship; thus the peer support programme held meetings with both tribal agencies 

and churches in order to target tribal employees interested in losing weight and 

improving the health of their community. In this way, it made use of specific ‘cultural 

values as strengths of the program’ (Bachar et al, 2006). 

The Cherokee programme discovered that participants preferred working in small, 

trusted groups. Likewise, Baig et al found that their Latino participants preferred to 

start a programme in group sessions, ideally within a church setting, before being 
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able to establish one-on-one sessions with someone whom they had chosen to trust. 

Many of these Latinos saw one-to-one peer interventions as a natural outgrowth of 

an initial group-based program. Participants wanted to form trusting relationships 

with peers in a group programme before choosing individual partners as telephone 

‘buddies’. Baig et al conclude, ‘peer-based diabetes interventions need to be 

culturally-tailored to specific populations to be effective. In our study, the majority of 

Latinos with diabetes and their family members preferred a group-based peer 

intervention as opposed to a lone telephone-based one-to-one program. 

Furthermore, participants agreed that the church would be a familiar and trusted 

setting for these types of interventions’. Noting that healthcare providers often do 

not accommodate these culturally-specific factors, Baig et al suggest that ‘the next 

step is to use these findings to design peer-based diabetes interventions for Latinos in 

the church setting and evaluate their impact on diabetes outcomes’ (Baig et al, 

2012). 

For a list of culturally-specific programmes, Peers for Progress have a website which 

gives details of various different projects around the world, together with resources: 

http://peersforprogress.org/tools-training/access-resources. However, they 

recognise that the widespread dissemination of peer support requires a kind of 

global approach which ‘may be at odds with designing an intervention that attends 

to the cultural and regional needs of various places and populations’.  

As such, they aim to address these challenges by strengthening the evidence base 

for peer support, with a view to defining a functional approach that can be applied 

globally while tailoring to various local contexts. This has involved a $7 million fund for 

fourteen evaluation grantees in nine different countries, to document how peer 

support may be implemented in diverse settings around the world. As well as 

examining cultures as diverse as rural Cameroon and urban San Francisco, the  

research also looks at different models of support in these contexts – from face-to-

face interactions to text messaging, and from community sites such as churches to 

health care clinics (Boothroyd and Fisher, 2010: i63, i66).  

In this respect, Peers for Progress echo a common call which is heard throughout the 

literature – that is, the widely-held belief that more research is needed to understand 

the benefits and the barriers to different types of peer support. 
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Appendix C: Questionnaire instruments  

Mentor script and screener questionnaire for ‘recruiting’ mentees 

Mentor! Many thanks for helping with the evaluation of the Mentoring Project.   

We really want to talk to your former mentees about their mentoring experiences 

and feel you are the best person to get in touch initially with them because of the 

unique mentor/mentee relationship. 

Below is a short ‘script’ that you helped design to guide you when contacting your 

mentees.  

We need you to ask a few questions and record their responses in the attached 

spreadsheet. 

We only need you to contact mentors that you are no longer mentoring as we need 

to find out how mentoring may have helped them and what changes they may 

have made.  Please do not contact people you may be currently mentoring. 

Suggested wording: 

“I was your Diabetes Mentor …… months/years ago and we met at …(location)… to 

talk about your Diabetes. 

The Mentoring scheme has now been running for two years and we really want to 

understand your thoughts on the scheme and how it may have helped you and 

others around you? 

An independent research company is supporting us with this and would really like 

you to complete a short survey – it will take about 10 minutes to complete.   

They would also like to have a more detailed conversation with a number of people.  

This will help us improve the mentoring programme in the future. 

Can I first ask you a few questions so that Penny from the research company can 

get in touch?  The work Penny is undertaking is completely confidential; she will not 

attribute any answers you provide with your name and personal details. 

 

1. Would you be happy to complete a short survey about your mentoring 

experience?  Y | N   

 

2. How would you prefer to complete the survey?  

 

online  | email-friendly  | telephone   

 

Please request email address or phone number, depending on mentee’s 

preference. Your email/phone number will not be shared with any other parties 
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and will only be used to contact you about the Mentoring project). 

 

email address: ____________________________________________________________ 

 

tel number required:  ______________________________________ 

 

3. Would you be happy to talk to Penny afterwards on the phone in more detail 

about your mentoring experience? Y | N 

 

If ‘Yes’ please request best phone number (if not requested above) 

 

phone number: ________________________________________________________ 

 

4. What is the best time of day to contact you?  

 

morning | afternoon | evening (no later than 8pm)  

 

5.  How many mentoring sessions did you have with your mentor? 

 

1 | 2 | 3 | 4 | 5 | 6 | 7 | 8+  

 

6. Where did your mentoring sessions take place:  

 

GP  |  Community organisation 

 

Please state: ____________________________________ 

 

7. Are you type 1 or type 2 Diabetic?  1 |  2 

 

8. How many years have you now been dealing with diabetes (ie. since you were 

formally diagnosed) 

 

Please state: ____________________________________ 

 

9. M | F  

 

 

Many thanks indeed for your time. Penny will be in touch over the next few weeks 

with the short survey for you to complete. 
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Healthcare professional survey  

Many thanks for agreeing to complete this short survey about the diabetes 

mentoring programme. The service has now been running for 2 years and we would 

like to find out about your experiences to help us improve the service.  

The survey is completely confidential. We will not attribute any specific answers with 

your personal details. Thank you 

1. Can you confirm your GP practice is taking part in the Diabetes Mentoring 

Programme? Y | N | Don’t know 

 

2. How long has your surgery been participating in the programme?  

 Less than 6 months 

 between 6 – 11 months 

 1 – 2 years 

 2 years +  

 Don’t know 

 

3. Which of the following characteristics, if any, do you feel are particularly 

common amongst patients who you refer for mentoring: (MULTICODE) 

 Non-English speaking/limited English 

 Cultural differences  

 Newly diagnosed 

 Obese or experiencing weight issues  

 Distressed or anxious  

 Find it difficult to talk to a healthcare professional 

 May lack confidence in the healthcare system 

 Are managing their diabetes well and would like additional support 

 Are struggling with the management of their diabetes 

 Other, please state 

______________________________________________________________ 

 

Rating the programme 

4. In which of the following ways, if any, does mentoring compliment the delivery of 

effective diabetes care.  

 

In my view, mentoring… 

 Enhances patient self-care  

 Improves effectiveness of care  

 Enables more time to spend on clinical management  

 Enables better engagement with patients  

 Improves signposting to other services  

 Increases structured education take-up  

 Other, please state 

____________________________________________________________ 
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5. Please rate how well the following aspects of the programme are working within 

your practice:  

1(Not very well at all)  ->  10 (Very well indeed) or Not applicable  

 

 Identifying patients to engage with mentoring 

 Mentor attending regularly and reliably 

 Introducing patients to your mentor 

 Enabling regular engagement between patient and mentor  

 Receiving proper feedback from your mentor  

 Acting on feedback from your mentor 

 Other, please state and rank 

___________________________________________________ 

 

6. Can you please tell us why you think any of the aspects of the programme are 

not working effectively? 

 

About your mentor:  

7. What qualities do you appreciate in your mentor? (MULTICODE) 

 Communication skills 

 Ability to speak other languages  

 Cultural awareness 

 Understanding/familiarity of the local population 

 Their own experience of diabetes   

 Knowledge of local community resources 

 Personality  

 Other, please state 

_________________________________________________________ 

 

8. On a scale of 1 – 5, how confident do you feel your mentor is at: 

 Providing dietary advice  

 Advising on physical activity 

 Helping patients to balance diet and medication  

 Helping patients to manage risk factors (control of cholesterol, blood pressure 

etc). 

 Providing lifestyle advice 

 Signposting to other services (health and non-health) 

 Increasing uptake of structured education  

 Understanding patients’ needs  

 Supporting behaviour change 

 Tailoring advice to individual patient circumstances  

 

9. Is there anything else which you feel your mentor is confident or not confident 

at?  

 

10. How would you describe your working relationship with your mentor(s)?  

Very good, good, neither, poor, very poor 
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11. [If Neither/Poor/Very poor selected} How do you think this could be improved? 

 

12. How easy has it been to: (very easy, easy, neither/or, difficult, very difficult, N/A))  

 Make your mentor feel welcome  

 Provide a room/adequate space for your mentor to undertake their role 

 Provide adequate operational support (IT, telephone, photocopying etc) to 

the mentor 

 Support your mentor when they have needed it 

 Make your mentor feel part of your team  

 Meet with your mentor to discuss patients’ progress 

 

Impact of the programme 

13. From the list below, what would you say are the actual health benefits of having 

a diabetes mentor? Please select as many as appropriate. 

 Helping patients to manage their blood glucose levels 

 Helping patients to eat healthier 

 Helping patients to be more active 

 Helping patients to lose weight 

 Helping to improve patients’ mood 

 Helping reduce anxiety and worry about diabetes 

 Helping to improve patients’ understanding of their diabetes  

 Helping to improve patients’ confidence in coping with diabetes  

 Helping patients to adhere to their treatment 

 Signposting patients to other local services (health and non-health related) 

 Offering a more tailored (non-clinical) service to your patients  

 Providing more time and support to your patients  

 Other……please state: 

___________________________________________________________ 

 

14. Are you able to monitor the impact of the work carried out by your mentor?  

Y | N | DK 

 

15. [if no} How do you think this could be improved?  

 

16. Which of the following statements do you most closely agree with? 

 The mentoring programme reduces contact time with my patients  

 The mentoring programme increases contact time  

 The mentoring programme has not affected my workload 

 Don’t know 

 

17. Why do you say that? 

 

18. We recognise that there are increasing pressures on primary care to deliver 

integrated services and find operational efficiencies.  With this in mind, in which 

of the following ways, if any, do schemes such as the Diabetes Mentoring 

Programme facilitate this? 
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 Fewer salaried staff required 

 Less pressure on GP time 

 Meeting surgery-level targets 

 Enabling greater patient self-management 

 Other, please state -

______________________________________________________________ 

 None of the above 

 

Future direction of the programme 

19. How easily would you say it is to embed the scheme into a GP practice? 

(very easy, easy, neither/or, difficult, very difficult) 

 

20. Which elements, if any, of the current scheme do you feel should be improved: 

 Recruitment criteria of mentor e.g. languages skills, having experience of 

diabetes etc. 

 Mentor training  

 Allocation of mentor to individual practice  

 Availability of mentor/s within your practice  

 Monitoring and evaluation  

 Programme management  

 Funding/payments 

 Other, please 

state_____________________________________________________________ 

 

21. Please tell us more about the improvements you would like to see…. 

 

22. In the future, what would make it easier to deliver a mentoring programme in 

your practice? 

 Managing the scheme in-house  

 Being paid to deliver the scheme 

 Having additional support to deliver the scheme 

 Other, please 

state_____________________________________________________________ 

 

23. Would you recommend the Diabetes Mentoring Scheme to other GP practices? 

Y | N  

 

I would just like to finish with a few questions about yourself. This information will be 

used to help our analysis and will not be linked to your specific responses 

24. Can you confirm your role with the GP practice? 

 GP (Partner) 

 GP (Salaried, Other) 
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 Practice nurse  

 Practice manager  

 Other (please specify) 

 

25. How long have you been located at this practice? 

 Less than six months 

 Between 6 and 11 months 

 Between 1 – 2 years  

 2- 5 years 

 6 year + 

 

26. Approximately how many diabetes patients are registered at your practice?  

 

Thank you for taking the time to complete this survey. Your answers will be very 

helpful. 

Please do send the survey link to other people in your practice who have been 

involved in the scheme. We would like them to complete the survey too. 

If you have any questions about this survey or the evalution of the Diabetes 

Mentoring Programme, please contact Judith Ralphs from the Tri-borough Public 

health Team on jralphs@westminster.gov.uk  

mailto:jralphs@westminster.gov.uk
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Mentor survey  

Many thanks for agreeing to complete this short survey about your diabetes 

mentoring experience.  

The service has now been running for two years and we would like to find out about 

your experiences to help us improve the service.  

The survey is completely confidential. We will not attribute any specific answers with 

your personal details.  

Thank you 

1. Can you confirm you have been a mentor for the Diabetes Mentoring 

Programme? 

Y | N  

 

2. Are you still actively participating in the Diabetes Mentoring Programme now?  

Y | N  

 

3. How long have you been (were you) a mentor for?  

 Less than six months  

 6 – 11 months  

 1 – 2 years  

 2 years +  

 

4. Where is (was) your mentoring activity coordinated from? 

GP practice | Community organisation | other  

If other, please specify what organisation  

 

Name of practice or organisation 

______________________________________________ 

 

Introduction to the programme 

5. How did you first find out about the mentoring programme?  

 Through your GP  

 Nurse 

 Community worker 

 Word of mouth 

 Other please state________________________________ 

 

6.  Do you feel the scheme was explained to you properly before you started 

volunteering? Y | N 

 

7. What did you find attractive about first becoming a mentor? 
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 I wanted to help other people with diabetes 

 Someone else helped me so I wanted to give something back 

 Insufficient support from healthcare professionals 

 An opportunity to develop other skills 

 Other please state________________________________ 

 

8. Would you say the experience has met your initial expectations? 

Y | mostly | partially | N 

 

9. Why is that? 

 

Rating of the programme 

10. Overall, on a scale of 1-10, how helpful do you feel programmes like this are for 

people with diabetes or long-term conditions? 

 

1 (Not very helpful)  ->  10 (Very helpful) 

10a. Which areas do you feel mentoring helps people with diabetes? Select as 

many as apply: 

 Healthy eating 

 Being more active 

 Losing some weight 

 Space to better understand what diabetes is 

 Understanding better how to manage their diabetes to prevent low blood 

glucose levels 

 Taking their tablets as prescribed 

 Specific cultural issues  

 Being able to discuss diabetes in own language 

 Smaller waist measurement  

 Mood, distress or anxiety 

 Understanding how diabetes affects them 

 Confidence in coping with diabetes  

 The importance of adhering to treatment 

 Managing the everyday care of their diabetes  

 Who to ask if they need support  

 Signposting to other services  

 Other issues, please state ____________________________________  

 

Please tell us which service you have been able to signpost to. 

11. Which of the following characteristics, if any, do you feel are particularly 

common amongst your mentees: (MULTICODE) 

 Non English speaking or limited English  

 Newly diagnosed with diabetes 

 Long-term diagnosed 
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 Experiencing weight issues 

 In need of more time to discus issues to do with managing diabetes 

 Distressed or anxious  

 Find it difficult to talk to a healthcare professional 

 May lack trust or confidence in the healthcare system overall 

 Managing their diabetes well 

 Struggling with the management of their diabetes 

 Other, please state __________________________________ 

 

12. Overall, on a scale of 1 -10, how much do you (did you) enjoy being a mentor on 

this programme? 

 

1 (Not at all)  ->  10 (Very much) 

13. What do/did you enjoy the most about mentoring?  OPEN 

 

14. What is/was the most challenging part of being a mentor? OPEN 

 

15.  What could be put in place to help overcome these challenges?   OPEN 

 

16. To what extent do you agree with the following statements: 

 

Strongly disagree – disagree – neither – agree – strongly agree - NA 

 I feel/felt welcome at the GP practice/organisation  

 I have/had suitable room/space to undertake my role 

 I receive/d adequate administrative support (IT, telephone, photocopying etc) 

 I have sometimes worried about giving incorrect information to my mentees 

 I feel/felt supported by my GP practice/organisation  

 I am able to update my GP practice/organisation with my mentees’ progress  

 I feel supported by the Public Health team  

 I know/knew who to go to if I have/had any questions relating to my mentoring 

role  

 Mentoring has offered me a good work experience  

 Mentoring has helped me find a job  

 I would recommend being a mentor to someone else 

 

Practical elements of the programme 

17. Are you aware of the WISH database?  

Y | N | DK 

17.a If yes, how often do/did you use the WISH database? 

always | frequently| sometimes | rarely | never  

18. On a scale of 1 – 10, how user-friendly do you find the WISH database? 
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(Not user-friendly at all)  -> 10 (very user friendly) 

19. On a scale of 1 – 10, how useful do you think the WISH database is? 

(Not useful at all)  ->10 (very useful) 

20. How do you think the database could be improved? 

 

21. The  mentor coordinator  provides a set of monitoring forms to be completed by 

mentors. How often do/did you complete the monitoring forms? 

always | frequently| sometimes | rarely | never  

21a. If less than frequently Please tell us why you are/were not able to complete 

monitoring forms frequently.  

22. How do you think systems for capturing the impact of the programme could be 

improved, if at all?   

OPEN 

Impact on your own life 

23. Do you have diabetes? 

Y (Type 1) |  Y (Type 2) | No 

24. Do you care for someone with diabetes at home?   

Y | N 

25. Do you feel being a mentor has brought about positive changes in your own life?  

Y | N | DK 

 

If Y or DK ask: 

26. Which areas of your own life do you feel have improved as a result of being a 

mentor? 

 Eating a better diet 

 Being more active  

 Managing your own diabetes   

 Asking for support if you need it 

 Being more confident  

 Feeling more positive  

 Feeling happier 

 Adhering to your own treatment  

 Helping you as a carer of someone with diabetes 

 Other….please state -

______________________________________________________________ 

 

27. Can you give some specific examples of how being a mentor has changed your 

life?  OPEN 

 

28. What do you think contributed to these changes? 

 Having a better knowledge of diabetes, diet and exercise 

 Repeating health messages to your mentees  

 Learning from your mentees 
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 Learning from your fellow mentors 

 Closer/better relationship with healthcare professionals  

Other….please state -

______________________________________________________________ 

I would just like to finish with a few questions about yourself.  This information will be 

used to help our analysis and will not be linked to your specific responses. 

29. M | F  

 

30. Age 

 

18-24 

25-34 

35-44 

45-54 

55-64 

65-74 

75 or older 

We will be organising a focus group for mentors shortly and would like you to join us. 

We will contact you shortly about this. Please state which days and time of day is 

best for you to attend so that as many mentors can attend.  

Monday 

Tuesday 

Wednesday 

Thursday 

Friday  

morning| afternoon | evening  

Thank you for taking the time to complete this survey. Your answers will be very 

helpful and we hope to see you at the focus group shortly.  

If you have any questions about this survey, please contact Penny on 07904 207716 

or email penny@collaborateventures.co.uk  

 

 

mailto:penny@collaborateventures.co.uk
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Mentee survey  

Many thanks for agreeing to complete this short survey about your diabetes 

mentoring experience.  

The service has now been running for two years and we would like to find out about 

your experiences to help us improve the service.  

The survey is completely confidential. We will not attribute any specific answers with 

your personal details  

Thank you.  

1) Can you confirm that you participated in the Diabetes Mentoring Scheme 

Programme?  

Y  | N  | don’t know 

 

2. In total, how many sessions did you have with your mentor?   

1 | 2 | 3 | 4 | 5 | 6 | 7 | 8+  

 

3. Would you have preferred more sessions / less sessions / the number was about 

right. 

4. Approximately how long ago was your last mentoring session: 

 less than one month  

 1-2 months  

 3-6 months  

 7-11 months 

 1 year +  

 

5. Where did you first hear about the mentoring programme?  

 Through your GP  

 Nurse 

 Community worker 

 Word of mouth 

 Other please state________________________________ 

 

6. What first attracted you to the mentoring scheme? 

 My doctor/nurse strongly recommended it 

 I liked the idea of being able to talk to someone who personally dealt with 

diabetes 

 Someone else recommended it (e.g. friend, family member or community 

worker) 

 Being able to talk to someone else about diabetes  

 I wanted to get a fresh perspective on dealing with diabetes 
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 No particular reason 

 Other (please specify) 

 

7a) Do you feel the scheme was explained to you properly before meeting your 

mentor? Y | N 

8. How do you feel the explanation of the scheme could be further improved to new 

mentees? (Open text) 

9. Overall, on a scale of 1-10, please indicate how much you think your mentor 

helped you manage your diabetes.   

1 (Not helped at all)  ->  10 (Helped a great deal) 

If overall satisfaction is 6 or above answer Qs10, 11 and 12. If 5 or below, go to Q13. 

10. Which areas do you feel your mentor helped you with? Select as many as apply  

 Healthy eating 

 Being more active 

 Losing some weight 

 Smaller waist measurement  

 Mood, stress or anxiety 

 Understanding how diabetes affects you 

 Understanding how decisions on eating and exercise influence your blood 

glucose levels each day 

 Changing your behaviour around eating and exercise to better manage your 

blood glucose levels 

 Better understanding/confidence in preventing hypoglycaemia (when blood 

glucose drops too low)? 

 Your confidence in coping with diabetes  

 The importance of adhering to treatment 

 Managing the everyday care of your diabetes  

 Who to ask if you need support  

 Signposting to other services  

 Other, please state ____________________________________ 

 

11.  If Yes to any above: Can you please give me some specific examples of how 

these changed your life? 

12. Do you feel you have managed to maintain these changes? Y | N | Partially  

13. Below are a number of statements relating to mentoring.  Please indicate the 

extent to which you agree with each one.  You may remember some of these 

questions from a previous form but we are interested in learning how you feel right 

now. 
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Strongly disagree – disagree – neither – agree – strongly agree  

 My diabetes mentor had a good understanding of how it felt to be someone 

with diabetes.  

 The sessions were useful in helping me manage my diabetes. 

 I had confidence in my mentor. 

 I would recommend having a diabetes mentor to someone else with diabetes. 

 The mentoring programme process was clearly explained to me 

 I could communicate effectively with my mentor  

 I would have preferred to have seen a health professional.  

 

14. What was it about the mentor that you liked? (please select as many answers as 

apply)  

 Use of language i.e. didn’t use ‘clinical speak’ 

 The mentor had more time to spend with me 

 The mentor was from my background 

 The mentor was more like a friend  

 The mentor spoke my mother tongue   

 The setting where I met the mentor 

 My mentor knows what it is like to deal with diabetes 

 I did not like anything about my mentor 

 Other….please state: ____________________________________ 

 

15. How could the programme be improved? (Open text) 

16. Overall, on a scale of 1-10, how helpful do you feel programme like this are for 

people with diabetes or long-term conditions? 

1 (Not very helpful)  ->  10 (Very helpful) 

17. Where did your mentoring sessions typically take place:  GP practice | 

Community organisation | Other 

18. Please name the practice or organisation: ___________________________________ 

19.  Based on your experience of the scheme, would you recommend that 

interactions with a mentor take place… face-to-face / by telephone / via email / 

via the internet? 

20. Have you ever participated in any similar scheme in the past (this may or may 

not be directly related to diabetes)?  Y…please state  (go to 21) /  N  (go to 22 

21. Can you tell me how the Diabets Mentoring Scheme compares with the ones(s) 

you just told me about?   OPEN 
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I would just like to finish with a few questions about yourself.  To re-iterate what I said 

at the beginning, this information will be used to help our analysis and will not be 

linked to your specific responses 

22. Are you Type 1 or Type 2 Diabetic?  1 |  2 

23. How old were you when you were first told by a doctor that you had diabetes? 

24. What treatment(s) or advice are you currently receiving for diabetes? 

Special diet 

Insulin injections 

Medicines, tablets or pills (other than insulin injection) 

Other (please specify) 

25. Have you ever experienced symptoms of hypoglycaemia (when blood glucose 

drops too low) in the past? Y| N |DK 

26. M | F  

27. Age 

17 or younger  

18 -20 

21-29 

30-39 

40-49 

50-59 

60-69 

70-79 

80 or older 

28. Ethnicity.  Please select: 

White British 

White Irish 

Other white 

Mixed – White/Caribbean 

Mixed – White/African  
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Mixed – White/Asian  

Other mixed  

Indian 

Pakistani 

Bangladeshi 

Other Asian 

Black British 

Black Caribbean  

Black African 

Other Black 

Chinese 

Other, please state: (free text box) 

29. We would like to talk to some people in more detail about their experiences of 

having a diabetes mentor. Would you be happy to talk to us over the phone about 

your experiences? It should take about 20 minutes of your time. Y go to Q30 | N 

(finish) 

30. Yes: First name | email address | phone number.  

Thank you for taking the time to complete this survey.  

Your answers will be very helpful to us.  
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Diabetes Mentoring Focus Group Discussion Guide  

Tuesday 20 January, 10:30 – midday  

Westminster City Hall  

Key discussion points: 

(10 mins)  

1. Dichotomy in what mentoring is. Try to understand what mentoring is.  

Difference in opinion between HCP, mentors and mentees.  

HCP: physical activity, behavioural change  

Mentors: adhering to treatment 

Mentees: Healthy eating, diet, weight loss/control.  

Try to understand more about its main objective – identify the key selling point. 

Support with the promotion of the scheme.  

 What is mentoring about?  

 What does adherence to treatment mean?  What do mentors mean when 

they say that?  

 

(25 mins) 

2. Awarenesss raising in GPs, Lack of clarity amongst mentees of scheme 

Background: Most mentees I spoke to were unaware that the mentoring sessions 

were part of a scheme. Unware they could have more sessions (1/3 of mentees 

wanted more sessions). Some indication the process could be better explained at 

start of session. 

And Mentors felt awareness-raising not particularly strong through the HCP routes. 

Points to explore: 

 Why do you think awareness-raising not as good as it could be in GPs? 

 Do you feel GP staff understand the scheme well enough to promote?  

 Why is that? What do you think would help staff understand the scheme 

more? 

 Does a ‘key person’ need to be identified in each practice to advocate the 

scheme internally? Would this help? Who should this be? Any examples here? 

 Do you explain the scheme to mentees at the start of a session – or does 

GP/nurse do this for you?  

  Do you feel confident explaining how the scheme works to your mentees?  

 Are you familiar with the KNOW Diabetes promotional collateral? (show) 

 Do you use it during your sessions 
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 How? What do you use the most. How do you feel it helps? Does it need 

improving, adding to? Are new pieces of communication required? (explore: 

description of service for mentees to take away, date of sessions?) 

 If not used, why not? 

 Who do you feel you are representing when you are delivering sessions? 

o Know Diabetes scheme 

o GP practice 

o Community organisation  

o Other? 

 Why is that? 

 

(10 mins) 

3. How patients find out about mentoring? 

Background: HCPs felt there may be room for improvement around systems for 

identifying suitable patients for the programme and then introducing them to their 

mentor.  

 Do you agree with this? Why?  

 What needs to happen to improve this? 

 How are mentoring sessions booked? When you are in the practice? When 

you are not in the practice on that day? Any good practice to share around 

‘booking systems’. 

 How does booking sessions work within the community organisations?  

 

(25mins) 

4. Monitoring and evaluation   

Background: Monitoring is a common theme mentioned by both mentors and HCPs. 

Half of mentors use the WISH database. Monitoring forms were completed at very 

different frequencies depending on mentor. Only 1/3 of HCPs feel they can monitor 

impact of scheme. Also, we’ve really struggled with finding evidence to 

demonstrate effectiveness of scheme and to help justify the investment – we need 

evidence!  

 Discuss why mentoring is so inconsistent across the scheme. 

 What are the main reasons for this? (inaccessible/difficult to log on? Time 

consuming? Not what mentoring is about? Do mentors understand 

reasons for monitoring? Too complicated? Too many forms etc. Explore 

barriers to not completing. 

 What do you feel needs to change to when it comes to monitoring? 

o Amount of monitoring? 

o Key questions? What do they think key KPIs are? (self-reported and 

clinical)  

o The way data is collected/inputted? 

 Discuss collecting data electronically, say via your Smartphone or tablet? 

App to collect data. Is automatically updated and accessed by 

programme team. Foresee benefits/disadvantages to this?  
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(10 mins) 

5. Information requirements 

Background: Mentors worried about giving out incorrect information.  

 Can you tell me a little bit more about this? 

 Themes/subject matters 

 Particularly good resources you use? 

 Potential to have links/info sheets accessible on Smartphone app/tablet. 

 Do mentees come with any ‘baggage?’ or preconceptions/misconceptions, 

which the mentors have to deal with?  What would help mentors manage 

this? 

 

(10 mins) 

6. Additional needs or training requirements 

Background: Opportunity to tell us more about any additional support you feel you 

need to be a good mentor.  

Gaining trust of mentees and motivations were identified as biggest challenges for 

mentors in survey.  

 What might help you address these points? Training, shadowing, re-fresher 

training, regular sessions to share experiences etc 

 Mentees suggested they would like more mentoring sessions. What would 

help mentors to facilitate this? How can we make them more available.  

 Anything else you want to raise/discuss? 
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