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[bookmark: _Introduction][bookmark: _Toc74526742][bookmark: _Toc1677180285]Introduction
Welcome to referral toolkit developed for Bristol, North Somerset and South Gloucestershire referrers to the Healthier You NHS Diabetes Prevention Programme (NHS DPP). The purpose of this toolkit is to ensure key stakeholders have access to vital NHS DPP information in one document and support is referring patients to the programme. 
Service provider Living Well Taking Control (LWTC) will be routinely updating their website to include the latest information on the NHS DPP across STW.

[bookmark: _Toc74526744][bookmark: _Toc699061103]Background
LWTC is service provider of the NHS DPP throughout Bristol, North Somerset and South Gloucestershire LWTC is the only non-profit national provider and has been delivering the programme since its inception in 2016. To date, LWTC has supported over 40,000 service users at high risk of developing Type 2 diabetes in accessing the NHS DPP.
The aim of the programme is to reduce people’s risk of developing Type 2 diabetes across England (NHS Health Check, 2020). Eligible patients referred onto the NHS DPP are invited to participate in a 9-month intervention aimed at reducing their diabetes risk level. Patients have a choice of accessing the programme in a face-to-face peer group setting alongside participants from their community, or by 1-2-1 app-based coaching provided by our digital partner Liva Healthcare.


[bookmark: _Referral_Pathways][bookmark: _Toc74526745][bookmark: _Toc1651286653]Referral Pathways
LWTC offers several referral pathways to minimise the administrative burden on General Practice and Primary Care. 
The primary mechanism for referring to the NHS DPP is directly through the General Practice clinical system to our secure nhs.net email account: hex.ndpp.bnssg@nhs.net
	Pathway
	Name
	Description

	1
	Opportunistic referral
	When single cases have been identified by healthcare professionals during a routine consultation, review or following an NHS Health Check.


	
	Lifestyle services
	Proactive NDH risk identification by developing direct referrals with local services.


	2
	Retrospective Case Finding
	When a register of eligible patients has been identified through the Primary Care database. The provider can accommodate both single instances and bulk referrals.


	3
	Open sessions
	Targeted outreach to work with practices to encourage referral generation.

Primary care stakeholders would also be welcome to attend open sessions for their own benefit and understanding of the service offer.


	4
	Self-referral (temporary COVID-19 measure)[footnoteRef:2] [2:  At the time of composing this document, the self-referral pathway ends on 30th September 2021.] 

	Members of the public can complete an online tool which scores their diabetes risk level based upon factors including age, ethnicity, and BMI. Those eligible for the programme who are found to be at high risk can refer themselves by completing an online form.

https://www.lwtcsupport.co.uk/know-your-risk-tool
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Back to Referral Pathways

[bookmark: _Toc74526747][bookmark: _Toc258338501]Referral Eligibility Criteria
Patients must meet the following eligibility criteria to participate on the Healthier You programme:
1. Aged 18 or over; and
2. Not pregnant; and
3. ‘Non-Diabetic Hyperglycaemia’ (NDH) identified by blood test within 12 months of referral (temporary COVID-19 measure)[footnoteRef:3] ; OR has a history of Gestational Diabetes Mellitus (GDM) and normoglycaemia. [3:  At the time of composing this document, the temporary COVID measure ends March 2022.] 

Non-Diabetic Hyperglycaemia (NDH)
1. HbA1c of 42-47mmol/mol (6.0% - 6.4%), OR;
2. Fasting Plasma Glucose (FPG) of 5.5 - 6.9mmol/l
Normoglycaemia
1. HbA1c <42 mmol/mol (< 6.0%), OR;
2. FPG <5.5mmol/l
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The curriculum for the face-to-face and digital service pathways is delivered in accordance with the service aims of the NHS DPP:
· Support people to achieve a healthy body weight, having appropriate regard to achievement of UK dietary recommendations related to fibre, fruit and vegetables, oily fish, saturated fat, salt and free sugars.
· Achievement of the England Chief Medical Officer’s (CMO) physical activity recommendations and a reduction in sedentary behaviour.
· Maximise completion rates of participants, including across groups that share a protected characteristic.
Face-to-face curriculum: Delivered over 13 sessions providing 16 hours of direct contact time across 9 months, to groups of 20 (maximum). 
The digital curriculum: delivered over 18 scheduled coaching modules and sessions, with sessions delivered flexibly and unlimited access to their dedicated Health Coach asynchronously via an app. 
LWTC have a duty of care to ensure service users can sustain changes, and as such provide the app free of charge for the rest of the service user’s life. Face-to-face service users also benefit from this, as they will have access to a redacted version to monitor step count and engage with a community forum.
Both curricula are routed in behaviour change theory (COM-B Framework, Behaviour Change Taxonomy) and follows a logical pathway, ensuring all service users have the skills, knowledge and capacity to make changes. Explicit examples of Behaviour Change Techniques (Michie et al, 2013) include SMART goal setting and asking service users to use an ‘I will’ statement to reaffirm their commitment to making changes.
[bookmark: _Toc74526750][bookmark: _Toc1136598543]Self-Referrals
Service commissioner NHS England has temporarily permitted members of the public to complete an online tool which scores their diabetes risk level based upon factors including age, ethnicity, and BMI. Those found to be at high risk can refer themselves onto the NHS DPP by completing an online form. Members of the public can self-refer onto the NHS DPP by following the link below:
https://www.lwtcsupport.co.uk/know-your-risk-tool
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The LWTC NHS DPP referral form template is found embedded on the general practice clinical systems.
An updated referral form can be found here


[bookmark: _Contact_Details_for][bookmark: _Toc74526752][bookmark: _Toc462716575]Contact Details for LWTC
[bookmark: _Toc74526753][bookmark: _Toc1754392134]Our Website

Resources such as the patient leaflet will be found here.
For more information on LWTC, please visit our website:
https://www.lwtcsupport.co.uk
The website can be translated to world languages at the top right-hand corner of the screen by clicking this icon:
[image: ]
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For general enquiries, please email us at:
info@lwtcsupport.co.uk
Please send NHS DPP patient referrals to secure shared inbox:
hex.ndpp.bnssg@nhs.net
Support and engagement
	Roxanne Botha, Compliance and GP Liaison Officer 






	Email:		r.botha@lwtcsupport.co.ukMobile:	07984 444 497 	






[bookmark: _Toc74526757][bookmark: _Toc2085042767]Coding
General practice will receive coded electronic letter correspondence from LWTC once a patient comes onto the NHS DPP or is discharged from the programme[footnoteRef:4]. General practice will also receive correspondence to confirm when a patient has deferred their service intervention until the NHS DPP recommences face-to-face delivery within the local community. [4:  This includes patients who self-refer onto the NHS DPP.] 

The following codes are currently used:
	Event
	Read v2
	CTV3
	SNOWMED CT

	Non-diabetic hyperglycaemia[footnoteRef:5] [5:  Often referred to as ‘prediabetes’.] 

	C317
	XaaeP
	700449008

	Leicester Diabetes Risk Score[footnoteRef:6] [6:  The patient’s diabetes risk score used for self-referral onto the NHS DPP.] 

	
	1025601000000108

	NHS Diabetes Prevention Programme Started
	679m2
	XaeD0
	1025271000000103

	NHS Diabetes Prevention Programme Not Completed
	679m0
	XaeCw
	1025211000000108


	NHS Diabetes Prevention Programme Completed
	679m1
	XaeCz
	1025251000000107

	History of gestational diabetes mellitus
	
	
	472971004




Back to Contact Details for LWTC

[bookmark: _Toc74526758][bookmark: _Toc797473452]Promotional Resources
Please note that the links found below may periodically change. 
[bookmark: _Toc74526760][bookmark: _Toc1955601331]Patient Leaflets
Error! Hyperlink reference not valid.
Patient Leaflets can also be found in the numerous languages.




[bookmark: _Toc74526762][bookmark: _Toc1568619860]FAQs - Patients
Can service users bring someone along with them?
Service users are welcome to bring a family member or carer along with them to their group sessions. We ask service users to inform their Locality Coach of their desire to be accompanied by a family member or carer.
Who can service users speak to if they have a question?
The service user’s Locality Coach is on hand to answer questions. The Locality Coach will provide the service user with their contact details upon first contact.


[bookmark: _Toc74526763][bookmark: _Toc1706996497]FAQs - Practitioners

Is it possible to refer a service user with a learning disability to the NHS DPP?
Yes, please provide details of the learning disability and the service user’s carer as appropriate.
What clinical and wellbeing measurements will LWTC collect on service users accessing the NHS DPP?
· Height
· Weight
· Body Mass Index
· Waist circumference
· EQ-5D-5L wellbeing measure
· EQ-VAS wellbeing measure
· Recent Physical Activity Questionnaire (RPAQ)
· Step count
How will I receive information on my patient’s outcomes?
General practice will receive coded electronic letter correspondence from LWTC once a patient comes onto the NHS DPP or is discharged from the programme. The most recent weight measurement will be reported for those patients who accessed the NHS DPP.
Can Patients opt out of weight and waist measurements? 

 Whilst we do advise participants to monitor their weight to ensure they are maintaining a healthy lifestyle we do understand that not every person’s circumstances are the same and they can discuss these issues privately with their health coach.  


How long is the process between a professional referring or self-referral and the patient being contacted by a locality coach? 

We contact patients within 5 working days from their referral date. We have found that by contacting patients within a timely manner after their conversation with their healthcare professional they highly likely to become more motivated and engaged to join the Healthier You Programme. 

Can patients still self-refer? 
Patients can self-refer via the LWTC, using this link.

If patients have a risk score of 16 or higher, they will be eligible for the Healthier You Programme, and contacted by a local coach to invite them onto the programme.
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