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The history......

e Started April 2013 as part of the EoE Cardiovascular Strategic

Clinical Network incorporating existing Cardiac and Stroke
Networks and adding Renal as well

e Now EoE Diabetes Clinical Network
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Activity to date

Liaison with CCGs / Existing Diabetes Groups

Sub regional Diabetes Advisory Groups

— Anglia

— Essex

— Beds & Herts (MK)

Resurrected East Anglia Footcare Network (ex NHS Diabetes)
Maximise National Diabetes Audit Participation

Local Prevention Projects
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2015/16 QOF

England, 2015-16
Condition

Adtrial fibrillation
Caoranary heart disease
Cardiovascular disease (30-74)
Heart failure

Hypertension
Feripheral arterial disease
Stroke and transient ischaemic attack
Asthma
Chronic abstructive pulmanary disease
Chesity (18+)
Cancer
Chronic kidney disease (18+)
Diabetesmellitus (17+)
Falliative care
Dementia
Depression (18+)
Epilepsy (18+)
Learming disahilities
Mental health
Osteoporosis (504
Rheumatoid arthritis (16+)

NHS

East of England
Clinical Networks

Prevalence (percentages)
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National Diabetes Prevention Programme

* |dentify those at high risk of diabetes
 Refer them onto a behaviour change programme.
* Personalised help to reduce risk of Type 2 diabetes:

— education on healthy eating and lifestyle
— help to lose weight

— bespoke physical exercise programmes.
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Phased Roll out

* No demonstrator sites in EoE

* First wave:
— East and North Hertfordshire
— Norfolk and Norwich
— Essex
— Cambridge and Peterborough

e Second wave announced: BLMK
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CN Funded Local Prevention Projects

Bedford — ESTA (Eat smart, think active) Programme
Weight management groups for people who are at high risk of developing type 2 diabetes

CAM Health LCG

Identify patients at risk during health checks, at other primary care appointments and opportunistic leaflet distribution.
Then offered lifestyle change programme including tailored advice and support.

Hunts LCG

Project will reduce the number of new diabetics by identifying those patients at the highest risk of being diagnosed.
Identification is by using the Q Diabetes risk scores.

Luton CCG

Increase knowledge in at risk South Asian population. deliver key messages about diabetes, how to prevent it and what
support is available

South Norfolk CCG
Education courses for people with a learning disability and their carers in community day centres
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National Diabetes Treatment and Care
Programme

New initiative additional to, and separate from, NDPP
Priority areas: Evidence based with proven health economic value

1.
2.
3.

Improving uptake of structured education

Improving access to diabetes inpatient specialist nursing teams
Improving access to a multi-disciplinary foot team for people with
diabetic foot disease

Improving the achievement of the NICE recommended treatment
targets.
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* NICE Targets
— HbAlc <= 58 mmol/mol
— BP <=140/80
— Cholesterol < 5 mmol/I
— (Children HbA1c <=58 mmol/mol)
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National Diabetes Treatment and Care
Programme

£80m over two years

Applications due to start soon: ?details released mid-Nov
Separate application for each clinical area

Applications from CCGs or ?STP footprints



Regional Diabetes Oversight Group
CN Diabetes Steering Group
National Diabetes (S)CN

Liaison with EoE PHE
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Project Name

Project Objective

Impact

Reference(s]

Project Deliverables

Referral strategy

Waork with 8TPs to develop diabetes presentionstrategies that will
be ableto refer 500 per 100,000 population annually to an
ewidence based type 2 diabetes prevention programme.

Feduce number of patients who are
known to be NDH from developing Type 2
diabetes
Reduce wariation

FYF/NHSE National Diabetes
Presention Programme

1. Suppaort identification of approprste provider for OFF for eadh STP
footprint
2 Waork with each 8TF footprint to estableh method of identfying
appmopriate patients for referral.
3. Work with each 8TF footprint and FHE to pmduce appropriate referral
pathway.

DPPawareness

Work with areas not yet part of the DFFP to support readiness and
share lzarning from the OFF.

Incress ed number of CCGs and providers
gware of the importance ofthe national
DPP

FYF/NHSE National Diabetes
Presention Programme

1. Diabetes treatment and quality of care, and diabetes prevention
induded in 5TPs.
2. KFPIs identified and agreed.

Local DPP projects

Continue tosupport the five |ocal prevention projects through to

completion

O-er 1000 non-diabetic hypeehcae mic
targetted for referral into a local
prevention programme

Lom@l Diabetes N etwaork

1. All projects identify suitable patients for prevention progmmme.
2 All programmes able to demonstrate and report outcomes}findings

HDA participation

Enmurage all CCGs and GF practices to fully participate in the NDA.

Incress ed participation in the NDA acrmss

HSCIC Mational Diabetes

1. Highlight colletion dates to all CCGs .
2. Promote mnsistent message amund coms ent and confidentiality.
3. Highlight low partidpation to relevant CCGs.

EnE AuditfPAC
i el 4. |dentify 5ues for IT systems or training @sing barriers to
participation.
Structured 10% of newly diagnms ed people attendingstrudured education per| Inoeaed number of patients attending a FUFY/ COG IAF 1. Improve partidpation in DA to enable feedbad: on aress requiring
education yearto 2021 strudured education programme improwed access to diabetes education
1.1 rticipation in NDA t ble feedback iri
MICE freatment i o Inoemed number of patients achisving all i RS (PEII PR .nenal & Te_ChACk N are s requiring
4P4 of patients achi=ving NICE trestment tam ats NICE improved lewel of performance in rzlationto the three NICE treatment
targets three MICE treatment targets
targets.
1. Rat e awareness of STPs with foot care network
Foot care pathvay Improve capacity and pathways for foot @re through EoE diabetes | Reduced varation in access to foot care NICE 2. Share best practice aaoss network

foot care network

tregtment

w

. Encouraee learning from ares who hawve exsting WOT 5 erdices e g
MEE

Inpa tient specialist

Work with allsemndry care providers to ensure they hawe
specialist diabetes teams to &5 &5 and manage patients with

Reduced warigtion in access tospedalst

STF planning and assurance

1. Undertake stodktake of prowision of 5 ervices aooss EoE.

team diabetes and that all patients with diabetes have access tothms e inpatient process 2. Hehlght anyeaps in service provision/commissioning to CCGs
teans.
Rai T the CCG IAF the CCGs in the EoE,
als.e aw.arenfsslu = .ac.russ = = nthe EoE, 1. Raise awareness of GGG IAF and expedations within the document
proactively identifying area of wariation and poor outcomes, and . 5 .
linking poor performing CCGs with those doing bettertotry and CCGs aaoss EoE proadively improvin il Sl 6 (e bt mmeeiflnzs
CCG IAF sp P & i g K v i p. . 3 ,p & CCG IAF 2. Raise awarensss of CCG IAF and expedations within the document
undemtand what can be don differantlyto drive improwement. are for patients living with diabetes i .
. . . . with Diabetes foot care netwaork
Working with and supporting CCGs to develop plars to improve . .
2. Support partners to make links and worktogether to improve
care and outmmes.
Endorse and further develop locality based diabetes networks to 1. Undemstand local diabetes networks already establshed eg. Bss e,
enable dear communication, clinical advice and to cas @de C&F, Beds and Hers, paeds, foot @re)
Leadership national information about diabetes progress, outcomes and new Inaeased networkine and knowledee STF planning and assurance 2, Make links with chairflead for each meeting

developments and to share best pradice, insights and learning
acrms the whole pathway including prevention & identified
through the diabetes prevention programme

sharing betweenstakeholdars

process

3. Identify aress who airrenthy do not hawvean established network
4. Work with stakeholders to enmurage participation in EoE networls or
enable tham to establish their own where nesded
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NICE Treatment Targets

0D ABUBAERS, PUY INOULIES 1B815 SHN

[ar)
&
=]
b
—hd
od
[ =]
NI PUE JNSAOPIWED SHN w

8595 WOUNS 15oan SHN [P

5
FL A

D32 HIOHON 15844 SHN m

i
B0 x8ss] 19804 SHN m m

SO OOUNULSHN & | m

(=] (=]

900 puagnos si [l o
D00 WOMONWOS SHN | = @

B30 Yo|aiop SHM m m

S0 HIDHOM KON SHN

_H.

-+

930 K55 1583 LUON SHN S

o]

093 ¥8553 P SHN H
wa

922 U] SHN

8.8

F,

992 HIOUNS §5L3 pury Y msd) SHN

290 sfames SHIH SHN -

B2.2

EUEN 604 EEFENE 71 mm 1.0 m 72 T m 716 64T

0.0

5

“BINEPIOJIBH ULON PUY 1583 SHM

900 pIOJI0Y Py Ao HISeD SHN

90D enyspioipag SHN [

uwi
20 PoomjuaIg PUY UOPNSER SHN |

TiE R m 702 ReEl i 02 EER 7at Hmm 721 R eo7 MRl @0k mm

&
pugiug jo jsE3 NOS
B
-t
pueiuy =
L=}
s 1 i
B = = =
E = =+ =+
G = - -
o = =1 [=]
(3] (%] [}
a2 w
=] [=9
] = [~
=% = W
£ E E
=] =
£ g £
£S5 Dg 5
= S L o
i
§2 5
Eollgos T8
T B4 BE &g
o2 5% 24
o8 09, o8
s = =
= o=

18

PHE Public Health Profile



|AF 3 NICE Targets

NHS Castle Point and Rochford CCG
NHS Southend CCG

NHS Thurrock CCG

NHS West Norfolk CCG

NHS East and North Hertfordshire CCG
NHS West Essex CCG

NHS Ipswich and East Suffolk CCG
NHS Basildon and Brentwood CCG
NHS Herts Valleys CCG

NHS Luton CCG

NHS North Norfolk CCG

NHS West Suffolk CCG

NHS Great Yarmouth & Waveney CCG
NHS Norwich CCG

NHS South Norfolk CCG

NHS Mid Essex CCG

NHS Bedfordshire CCG

NHS Cambridgeshire and Peterborough CCG

NHS North East Essex CCG

>

46.8%
45.4%
45.2%
43.0%
42.5%
42.4%
42.3%
42.0%
41.5%
40.0%
38.4%
38.2%
37.8%
37.7%
37.6%
37.0%
36.7%
35.4%
34.9%
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Variation in ‘best and worst” CCGs

2014-2015 percentage of people with Type 2 or other diabetes achieving the All Three Treatment Targets
100

80
60
40
20

0

100
50
20
70
60

30
40
30
20
10

0

zem or (o subriss ion or syppessed
zem or o sybrhiss ion or s Uppregsed

National Diabetes Audit (NDA) 2013-2014 and 2014-2015

20



CARDIOVASCIULAR FAMILY OF DISEASES: DIABETES

Map 33: Additional risk of mortality among people in the m
National Diabetes Audit {NDA) with Type 1 and Type 2
diabetes compared with the general population by CCG East of England

Indirectly standardised rate, adjusted for age and sex, 2011—2013 Clinical Networks

Domain 1: Preventing premature mortality
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Map 35: Relative risk of major lower limb amputation
among people in the National Diabetes Audit (NDA) with
Type 1 and Type 2 diabetes compared with people without

diabetes by CCG

Indirectly standardised rate, adjusted for age and sex,
2010/11-2012/2013

Domain 1: Preventing premature mortality 4
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