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Housekeeping

www.cpics.org.uk

To make the most of our time, we’ll be using our 5 house rules:

1. We will be using chat to hear from you today. We are really keen to hear your views & queries.

2. We’re asking everyone to stay on mute. If we have a chance for verbal contributions, please let
us know via chat & we will let you know when it’s time to unmute.

3. We still want your views after the meeting! If you have further comments to make, please
contact cpicb.communityltc@nhs.net

4. Whenever possible, please do have your video on – although virtual sessions are often
convenient, we miss out on making connections with you & would be great to ‘meet you’ here!

5. Please let us know who you are via chat - eg Full name, Practice or PCN that you are 
representing, & role.

http://www.cpics.org.uk/
mailto:cpicb.communityltc@nhs.net


Agenda

www.cpics.org.uk

No Item Time Lead

1. Welcome and introductions 1.00pm – 1.05pm Dr Jessica Randall-Carrick

2. Medicines update

• Diabetes Technology

• GLP-1 and Obesity

• Medication shortages

• Blood glucose strips 

• Breakout rooms North vs South

1.05pm – 1.5pm Stephanie Ransom/ Ellie Gurnell

3. Diabetes LES Summary & Implications for Practices

• Weight Management

• Dietary Sheets

• Very Low Calorie Diet

• Eclipse

• Metformin & B12

• Virtual Clinic Reviews (VCRs)

2.05pm – 2.35pm Dr Jessica Randall-Carrick

4. T2DR (formally LCD) Programme - OVIVA 2.35pm – 2.45pm Karen Miller

5.

6. Close

• Date of next meeting: Wednesday 13th September 2023, 1.00pm – 3.00pm

2.55pm – 3.00pm Dr Jessica Randall-Carrick

http://www.cpics.org.uk/
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Eclipse
 - Data
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Eclipse Summary June - 23
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8CPs in QoF 

Year 

June 2023
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3TT’s as of June - 2023



3TTs

June 2023



Medicines update & 
Learning

www.cpics.org.uk

Stephanie Ransom/ Dr Ellie Gurnell 

• Diabetes Technology

• GLP-1 and Obesity

• Medication shortages

• Blood glucose strips 

http://www.cpics.org.uk/
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Insulin Biosimilars
✓ Trurapi
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A biosimilar product is considered to be interchangeable with their 

Reference Product, which means a prescriber can choose the 

biosimilar medicine over the Reference Product (or vice versa) and 

expect to achieve the same therapeutic effect. 

Likewise, a biosimilar product is considered to be interchangeable with 

another biosimilar to the same Reference Product.

All biological medicines, including biosimilars, should be prescribed 

by brand name.
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Trurapi is a biosimilar of NovoRapid (Insulin Aspart 

100units/mL

✓ Interchangeable

✓Must be prescribed by brand

✓Cost effective to the NHS

❖Not interchangeable with Fiasp

✓ System implementation

✓ Patients advised of the change and the new 

packaging

✓ Patient materials available

✓ Sufficient stock of Trurapi available to meet local 

need



www.cpics.org.uk
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How to report and 
find information on 
Medication 
Shortages
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Contact the system wide 
shortage group, when you 

become aware of a 
possible medicine shortage

Current shortage 
information and advice on 
alternatives can be found 

here

Cambridgeshire and Peterborough Formulary 

cambridgeshireandpeterboroughformulary.nhs.uk 
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Blood Glucose and 
Ketone Meter 
Testing Strips & 
Lancets
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Blood glucose and ketone meters, 

testing strips
National commissioning recommendations

✓ Manufacturers available to support practices 

with a review and switch programme

✓ Optimise quantity of strips

✓ Optimise choice of meter

✓ Dispensing discounts available

https://www.england.nhs.uk/publication/commissioning-recommendations-blood-glucose-and-ketone-meters-testing-strips-and-lancets/
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Lancets

National commissioning recommendations

✓ Lancets which are suitable for the majority of 

people, and which are suitable for people that 

require additional functionality.

https://www.england.nhs.uk/publication/commissioning-recommendations-blood-glucose-and-ketone-meters-testing-strips-and-lancets/


www.cpics.org.uk
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Continuous Glucose 
Monitoring – offer 
to all Type 1’s and 
some Type 2’s.
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CGM Local Position November 22
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PowerPoint slide header and copy template

Which CGM can be prescribed on a FP10   

✓Both devices consist of a subcutaneous glucose-sensing electrode which sends 
interstitial glucose levels to a paired receiver and/or insulin pump via a transmitter. 

✓All systems provide: 
✓ current interstitial fluid glucose 
✓ glucose history over the preceding hours, days and weeks

Freestyle Libre 2 
scan or 

‘flash’ the sensor 
with smartphone

 or receiver

Dexcom One
Automatically 

every five minutes to 
smartphone or receiver
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Freestyle Libre 2 
scan or 

‘flash’ the sensor 
with smartphone

 or receiver

How to use Dexcom One and Freestyle Libre 2? 

Freestyle Libre 2 – YouTube 

Getting Started with the FreeStyle Libre 2 system – YouTube

Freestyle UK & Ireland - YouTube

Dexcom One
Automatically 

every five minutes to 
smartphone or receiver

Dexcom One - YouTube

Dexcom One Getting Started mmol – YouTube

Dexcom One Receiver Video - YouTube

Dexcom UK and Ireland – YouTube

Association of British Clinical Diabetologist resources: https://abcd.care/dtn/resources

https://www.youtube.com/watch?v=w6NCuECdlm0&list=PLcxxXajQFnx63ijtQp8XG8K0rAV5HcgCP&index=13
https://www.youtube.com/watch?v=w6NCuECdlm0&list=PLcxxXajQFnx63ijtQp8XG8K0rAV5HcgCP&index=13
https://www.youtube.com/c/FreeStyleUKIreland
https://www.youtube.com/watch?v=bBnnPERVbiI
https://www.youtube.com/watch?v=ipzBX6Hn0XA
https://www.youtube.com/c/DexcomUKandIreland/videos
https://www.youtube.com/watch?v=ipzBX6Hn0XA
https://www.youtube.com/watch?v=giMiBsseA4s
https://www.youtube.com/c/DexcomUKandIreland/videos
https://abcd.care/dtn/resources
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Thank you!

✓ All practices have increased 

their prescribing of Freestyle 

Libre 2 sensors or Dexcom 

One sensors

Prescribing of continuous 

glucose monitoring sensors by 

practices in NHS 

CAMBRIDGESHIRE AND 

PETERBOROUGH | 

OpenPrescribing

https://openprescribing.net/sicbl/06H/cgm_sensors/
https://openprescribing.net/sicbl/06H/cgm_sensors/
https://openprescribing.net/sicbl/06H/cgm_sensors/
https://openprescribing.net/sicbl/06H/cgm_sensors/
https://openprescribing.net/sicbl/06H/cgm_sensors/
https://openprescribing.net/sicbl/06H/cgm_sensors/
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October 22 (2nd 
percentile) 3602 

sensors prescribed

March 23 (29th 
percentile) 6949 

sensors prescribed
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Implementation Tips
✓ Appointment not always needed, many patients in other areas have self-started once they have 

collected the starter kit

✓ Links to patient resources from manufacturers can be sent by the practice to the patient via AccuRx 

messages.

✓ Helplines available to support patients (Dexcom 0800 031 5761 ; FreeStyle Libre  0800 170 1177)

✓ Patient Resources are available for both Freestyle Libre 2 and Dexcom One:

✓ Freestyle Libre: Tutorials & Downloads | Freestyle Libre | Abbott

✓ Dexcom One: UK Dexcom ONE Glucose Monitor for Type 1 - Type 2 Diabetes | Dexcom

✓ Remember to adjust their blood glucose test strip quantities

✓ Some patients will require specific CGM via their diabetes team – remember to stop the CGM on 

FP10. This will be in the specialist communication to the practice.

https://www.freestyle.abbott/uk-en/support/tutorialsanddownloads.html
https://www.dexcom.com/en-gb/dexcom-one-cgm-system#more


Together

Safe

Kind

Excellent

Presentation 
title – style 2

Ellie Gurnell

Consultant diabetologist

Diabetes: LES

Quick Update

CUH, 2023
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DM LES

Update: Contents:

Overview of the landscape

SGLT-2i

DM LES, June 23

Planning to Cover:

Shortages/ Biosimilars

What is coming?
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Shortages:
GLP-1

Ozempic (Semaglutide) – resupply Jan 2024

Existing Patients
Counselling & Switch

Medicine Frequency of 

administration

Equivalent Dose3

Injectable 

Semaglutide 

(Ozempic®)

Once weekly N/A 0.25mg 0.5mg 1mg

First option: 

Oral 

Semaglutide 

(Rybelsus®) 

Once daily 3mg 7mg 14mg 14mg**

Second option: 

Injectable 

Liraglutide 

(Victoza®)

Once daily 0.6mg 1.2mg 1.8mg 1.8mg**

**Please note this is the highest licensed dose but is less potent than the maximum dose of Ozempic ® 1mg weekly

DM LES, June 23
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DM LES

Shortages:

DM LES, June 23
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DM LES

Shortages:

DM LES, June 23
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DM LES

Shortages:

DM LES, June 23
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DM LES

Shortages:

DM LES, June 23

GLP-1’s should only be prescribed for their licensed indication 

Avoid initiating people with type 2 diabetes on GLP-1 for the duration of the 

GLP1 national shortage 

 

 Actions Required 

When is a GLP-1 normally recommended? 

Failure of triple therapy which includes metformin 

With caveats: 

• a BMI of 35 kg/m2 or above (adjusted for ethnicity) and who also have 

specific psychological or medical problems associated with obesity; 

• a BMI lower than 35 kg/m2 and for whom insulin therapy would have 

significant occupational implications or if the weight loss associated with GLP-1 

would benefit other significant obesity-related comorbidities. 



37

DM LES

Shortages:

DM LES, June 23

Review the need for prescribing a GLP-1and stop treatment if no longer required 
due to not achieving desired clinical effect as per NICE CG28. 

 Actions Required 

When should a GLP-1 normally be withdrawn? 

6 month review, only continue if there has been a beneficial metabolic response 
ie HbA1c reduction (a reduction of at least 11 mmol/mol [1.0%] 

plus  weight loss of at least 3% of initial body-weight 
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DM LES

Shortages:

DM LES, June 23

Avoid switching between brands of GLP-1 RAs, including between injectable and 
oral forms. 

Where a higher dose preparation of GLP-1 RA is not available, do not substitute by 
doubling up a lower dose preparation. 
 

 Actions Required 

Ok?

But what do I do with the patient in front of me?
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DM LES

Shortages:

DM LES, June 23

Where GLP-1 therapy is not available, proactively identify patients established on the 
affected preparation and consider prioritising for review based on the criteria below. 
 
 

 Actions Required 
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Shortages:

DM LES, June 23

Problems: Insulin is not the right drug for some 

Actions Required – insulin for all 

Diabetes Care. 2022;45(11):2753-2786. doi:10.2337/dci22-0034
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Shortages:

DM LES, June 23

Problems: Insulin is not the right drug for some 

Actions Required 
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DM LES

Shortages:

DM LES, June 23

Actions Required 



43

DM LES

Shortages:

DM LES, June 23

Actions Required 

Problems: Insulin and GLP-1 is deemed to require secondary care

Insulin should only be prescribed in combination with a GLP-1 under specialist care 

advice and with ongoing support from a consultant-led multidisciplinary team.

Institutional Memory – when GLP-1 back in supply.

No cavalry is coming.
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Shortages:
Insulin Degludec (Tresiba)

Insulin Degludec (Tresiba®)– resupply Jan 2024

Shortage of 
Tresiba (insulin degludec) FlexTouch 100units/ml solution for injection 3ml pre-filled pens 

NO Shortage of 
Tresiba (insulin degludec) FlexTouch 200units/ml solution for injection 3ml pre-filled pens 
Tresiba Penfill® 3ml cartridges 
 

Actions
Do not initiate any new patients on Tresiba (insulin degludec) FlexTouch 

Alternatives

DM LES, June 23
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DM LES

Shortages:
Insulin Degludec (Tresiba)

Insulin Degludec (Tresiba®)– resupply Jan 2024

Existing Patients
Counselling & Switch

Tresiba Penfill® 3ml cartridges 
PLUS NovoPen®6 (£26.86)

(NovoPen Echo Plus – 0.5 units)

Tresiba (insulin degludec) FlexTouch 200units/ml solution for injection 3ml pre-filled pens?? 

DM LES, June 23
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DM LES

Shortages:
GlucGen Hypokit (Glucagon)

GlucaGen® 1mg powder for injection kit will be unavailable from mid-June 2023 until to mid-July 

Alternative: Ogluo® 0.5mg and 1mg pre-filled auto-injector pens
(£73 vs £11.52)

999 response times

DM LES, June 23
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Biosimilars:
TruRapi

Insulin Novorapid ® Flexpen– resupply Nov 22

Insulin Aspart Trurapi, Sanofi – Solostar device

Current Prescribing in Primary Care 

DM LES, June 23
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Biosimilars:
TruRapi - Cost Comparison 

Implementation

(Not Fiasp®)

DM LES, June 23
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On the horizon:

Libre 2 conversion to rtCGM

Libre 3 exists
Abbott launching App in UK

Omnipod 5 (Insulet)

NICE TA: Hybrid closed loop systems for managing blood glucose 
levels in type 1 diabetes

Young type 2, aged 18-40

DM LES, June 23



50

DM LES

Your CUH

Team:

Ellie Gurnell    Anna Stears
eleanor.gurnell1@nhs.net   anna.stears1@nhs.net
Prepregnancy, Pregnancy, Young adults  SIRS – Severe Insulin Resistance Service
Advice and Guidance, Choose and Book Type 2 

Vishakha Bansiya    Amanda Adler
vishakha.bansiya1@nhs.net   a.adler@nhs.net
Type 1 clinic, pregnancy   General diabetes Clinic
In patient work    Papworth Cystic Fibrosis

Latika Sibal    Tony Coll
l.sibal@nhs.net    anthony.coll1@nhs.net
Type 1 and Type 2    Foot Service
Foot clinic
Virtual Clinic    Mark Evans
     mark.evans27@nhs.net
Sam Jerram    Type 1 
samuel.jerram1@nhs.net
Type 1 and Type 2    Kyla Lavender
Foot clinic    makylah.lavender1@nhs.net
Clinical Lead    Lead DSN

Helen Brown
helen.brown97@nhs.net
Lead Dietician

DM LES, June 23

mailto:eleanor.gurnell1@nhs.net
mailto:anna.stears1@nhs.net
mailto:vishakha.bansiya1@nhs.net
mailto:a.adler@nhs.net
mailto:l.sibal@nhs.net
mailto:anthony.coll1@nhs.net
mailto:mark.evans27@nhs.net
mailto:samuel.jerram1@nhs.net
mailto:makylah.lavender1@nhs.net
mailto:helen.brown97@nhs.net


Diabetes LES Summary & 

Implications for Practices

www.cpics.org.uk

Dr Jessica Randall-Carrick 

http://www.cpics.org.uk/
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Across Practice Population:
Patients who are Overweight 

or Obese 1. If BMI recorded within the last 3 years and is raised (ethnic-specific) offer weight management services. 

2. For those patients from a Black or Asian ethnicity – a BMI of 23+ = overweight; a BMI of 25+ = obese 

If no BMI recorded, then ensure that within the last three years there is a weight measurement and aspire to establish 

the BMI of at least 75% of practice population & if overweight or living with obesity, please offer Weight Management 

information 

3. For those patients from a White background: a BMI of 25+ = overweight; a BMI of 30+ = Obese 

If no BMI recorded, then ensure that within the last three years there is a weight measurement and aspire to establish 

the BMI of at least 50% of practice population & if overweight or living with obesity, please record and offer Weight 

Management information. 

4. For those patients with no ethnicity recorded, for example ‘ethnicity unspecified’ or ‘ethnicity not recorded’ practices 

should contact patients (eg using AccuRX florey or alternative) to aspire to establish accurate ethnicity reporting for at 

least 98% of practice population. 

Eclipse 

1. Practices are reminded that Eclipse is now updated automatically and is an excellent tool to support and facilitate the 

improvement of the care of their DM patients 

http://www.cpics.org.uk/


Ethnic inequalities in health 

and care: Ethnic disparities 

in healthcare and 

outcomes across the life 

course | The BMJ

https://www.bmj.com/content/381/bmj.p1281/infographic
https://www.bmj.com/content/381/bmj.p1281/infographic
https://www.bmj.com/content/381/bmj.p1281/infographic
https://www.bmj.com/content/381/bmj.p1281/infographic
https://www.bmj.com/content/381/bmj.p1281/infographic
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Obesity Referral Criteria

www.cpics.org.uk

http://www.cpics.org.uk/








Weight Management

www.cpics.org.uk

Referrals: 

• Tier 2 – patients can self-refer OR practice can refer

• Tier3 & Tier 4  - MUST be practice referrals

• DWMP - MUST be practice referrals

• NB: Tier 4

• Approx. 30-35% of T3 patients are referred to T4 Bariatric Services

• T4 patients currently referred to Luton & Dunstable, UCL and more complex to Portsmouth

• CUH & NWAFT are preparing a proposal for a local T4 Bariatric Surgery service, to commence 1 April 2023

• In 21/22, 41 patients had bariatric surgery. The average cost per patient is £8,441 (including outpatient pre & post op 
appointments)

• 85% were female, age range 25 – 69 years.

• Future: (10-15yrs) Possibly GLP-1s & other pharmaceuticals, rather than surgery?

http://www.cpics.org.uk/


www.cpics.org.uk

Digital Wt Mx code (DWMP) = £11.50 Tier 1, 2,3 & 4 codes – national 

monies £11.50 if eligible; LES 

requirement

http://www.cpics.org.uk/


NHS Digital Weight Management (DWMP)

• Referral Criteria:
• Age 18+, BMI >30 or more (adjusted to ≥27.5 for people from black, Asian and 

ethnic minority backgrounds)

• AND have a diagnosis of diabetes (type 1 or type 2), and/or hypertension

• Exclusions:
• Recorded as having moderate or severe frailty

• Is pregnant

• Has an active eating disorder

• Has had bariatric surgery in the last two years
For people aged over 80 years old, the referrer will need to confirm on the referral form that a 
weight management programme is considered likely to pose greater benefit than harm



NHS Digital Weight Management (DWMP) 
Next Steps:
• Recommendation to run patient eligibility report rather than rely on 

opportunistic referrals
• ERS referral: search for postcode ST4 4LX (over 100 miles radius)

Service Name: NHS Digital Weight Management Programme –NHS England Version 2

Resource:
• Template reports, letters and referral forms on GP system
• Webinar – provides overview of the Digital Weight Management 

Programme (DWMP) and details improvement actions in the East of 
England Region 

• For more information on referring into the Digital Weight Management 
Programme please visit: https://www.england.nhs.uk/digital-weight-
management/ 

https://nhsengland.sharepoint.com/:v:/r/sites/EoE1/HCPH/Res%20Lib/Workstreams/LTP%20Prevention/Programmes/Weight%20Management/Obesity/DWMP/Webinar%2031st%20Jan%202023/East%20of%20England%20NHS%20Digital%20Weight%20Management%20Programme_%20Re-Launch%20Webinar-20230131_100413-Meeting%20Recording.mp4?csf=1&web=1&e=c6LFsB
https://www.england.nhs.uk/digital-weight-management/
https://www.england.nhs.uk/digital-weight-management/


Weight Management & Enhanced Services Codes
Coding

Digital Weight Management

There are 3 codes you can use from the template –

• Referral to weight management service offered 

XaXR5

• Referral to weight management service declined 

XaQUp

• Referral to weight management programme XaJSu

Weight Management ES

The specification only lists one code that should be 

used for this service to qualify for payment.

• Referral to weight management service Y2e63 which 

is now mapped to SNOMED code 

1326201000000101

NDPP

For those with non-diabetic hyperglycaemia

• 1025321000000109 Referral to National Health 

Service Diabetes Prevention Programme 

(procedure)

www.cpics.org.uk

http://www.cpics.org.uk/


NAFLD 

● Please code ‘Fatty liver’ until consult

● Consultation: 

○ Alcohol (in which case code ‘alcoholic liver disease’ 

○ Consent for BBV screening (Hepatitis C causes fatty liver)

• Ensure & calculate LFTs & FIB-4 score (?NASH;  ?fibrosis – needs 

referral)

• Advise weight loss 

• NICE says: Annual review – weight; LFTs; FIB-4 score … 

Pragmatic approach – if you see it coded & doing routine / annual / additional bloods – add 

on LFT + FBC + AST & DEFG  (HbA1c) ☺







www.cpics.org.uk

Non-Diabetic 

Hyperglycaemia (NDH, 

or Pre-diabetes or 

borderline diabetes) 

1. Ensure all ALL patients who have had a raised HbA1c of 42-47mmol/mol (but 

who are not pregnant nor with a diagnosis of diabetes) in the last 24 months are 

coded as ‘pre-diabetes’ 

Other coding is inadequate & causes challenges for those taking a population-

health approach 

2. Offer annually patients with pre-diabetes (NDH) or those with a history of 

gestational diabetes HbA1c blood test & referral to National Diabetes Prevention 

Programme (NDPP) 

3. Record when a patient has been invited/ attended / declined/non-responder to 

complete NDPP structured education 

Diagnosed Disease

http://www.cpics.org.uk/


Pre-Diabetes or NDH
Or code: 

Non-diabetic 

Hyperglycaemia



Pre-Diabetes (Non-Diabetic Hyperglycaemia)

Talk about their weight (BMI; ethnicity; previous weight Hx; waist 

circumference)

Offer NDPP – sell it! Avg is almost 5kg weight loss!

Pt needs: a) NHS no. (b) HbA1c result & date  (c) NDPP phone 

no. 
(don’t know enough about NDPP – we can ask the Provider Reed Wellbeing to come to one 

of Clinical Meetings?)

Encourage weight loss (5-10kg) 

Plan follow-up appt



www.cpics.org.uk

Referring patients into the NDPP

An eligible patient knows their:
NHS number, 
HbA1c result and date
and can self refer to Reed Wellbeing by calling 0800 092 1191

The Diabetes UK Know Your Risk score: individuals with a risk score of ‘moderate’ (between 16 – 
24) or ‘high’ (between 25 – 47) will continue to be signposted to their GP surgery for HbA1c blood 
test & assessment of eligibility into the programme.  
All completers of the tool will have access to supporting resources from Diabetes UK and the 
NHS.



Reed Company Confidential

73 Reed Wellbeing

GP referral cards Know your risk poster 
Displayed across the venues we deliver and we 
have started bringing them into surgeries across 
Cambridge and Peterborough.

Referral Options



Gestational Diabetes

Affects 10 - 20% of pregnancies → the most common medical condition to affect pregnant women. 
If untreated during pregnancy it can led to poor maternal and neonatal outcomes. 

In 2021:  a feasibility study was undertaken by the audit team at NHS England to see if it was possible to collect 
data on women with GDM relating to the care and outcomes for mothers and babies.  
This has led to the development of a new (June 2023)  GDM Audit - National Gestational Diabetes Audit - NHS 
Digital 
→ enable NHSE to collect data; understand the performance of maternity services; and develop 
recommendations that will serve this group of patients more effectively.

Hospital Maternity Services: will now mandatory log all incidents of GDM through the Maternity Services Data 
Set (MSDS). To do this use SNOMED code 11687002 (Gestational diabetes mellitus (disorder) and put it in 
the MSD106 Diagnosis (Pregnancy) table.

GP Practices: Need to ensure robust coding of such letters/ information on patient record ‘Major Active 
Problem’

Reed Wellbeing  74

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdigital.nhs.uk%2Fdata-and-information%2Fclinical-audits-and-registries%2Fgestational-diabetes-audit&data=05%7C01%7Cjessica.randall-carrick%40nhs.net%7C1f13c3d6a0d84905dcd608db77c2595c%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638235448825124854%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=WjOfpOhOVpVNnaKnWznY%2F%2FOBB3l3nsgbaV9SO2sBfSQ%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdigital.nhs.uk%2Fdata-and-information%2Fclinical-audits-and-registries%2Fgestational-diabetes-audit&data=05%7C01%7Cjessica.randall-carrick%40nhs.net%7C1f13c3d6a0d84905dcd608db77c2595c%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638235448825124854%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=WjOfpOhOVpVNnaKnWznY%2F%2FOBB3l3nsgbaV9SO2sBfSQ%3D&reserved=0


GDM Mailshot campaign 2023

NB >6000 

patients 

already 

coded with 

Hx of GDM

Only 3000 

have had a 

HbA1c in last 

12 months.
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Participant Outcomes

• 2023: received 2809 referrals, 298 of those 
are GDM patients = ~562 a month 

• 1368 patients from Cambridgeshire and 
Peterborough have attended a programme 
since Jan 2023.

• Since Dec 2020 (the start of 
the contract): 1,959 participants have 
completed the 9 month programme.

Reported outcomes
• Increased physical activity
• More energy
• Sleeping better
• Reduced other health problems such as 

blood pressure , joint problems
• Improved mental health
• Normal HbA1c Reading

 

76 Reed Wellbeing  

Please take pre-diabetes seriously; 

code it, even historic HbAc1 as Pre-DM or NDH & offer patients advice & referral. 

T2DM is a significant condition, associated with premature morbidity & mortality.



www.cpics.org.uk

National Diabetes Prevention Programme

Mailshots started

2023: 

referral 

profile is 

735 a 

month

Jan 

2024: 

profile 

goes 

>800! 



Reed Company Confidential

GDM Mailout

- 2757 letters have now been sent to patients with previous GDM. As a result, 298 people have called in and booked onto either our 
tailored remote course, a face to face programme or the digital option.

Physical Activity Pilot

- Working with the living sport team to provide physical activity within two of our programmes.

- Participants will have the option to opt-in to these programmes and the health benefits of incorporating physical activity will be 
monitored throughout.

- Engagement Events.

As always, we would love to come to any team meetings/engagement events online or in the local area where we can promote NDPP and 
answer any questions about the service.

Updates

78 Reed Wellbeing
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79 Reed Wellbeing

Email: hayley.cottam@reedwellbeing.org.uk

Website: https://reedwellbeing.com

One of our current groups enjoying their session 

8 of the course. The are displaying their, 

thoughts about the programme, on the flip chart.
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Month PCN

Jan/Feb Huntingdon, St Ives, St Neots, South 
Fenland, Fenland, Bretton Park & 
Hampton, Peterborough & East, A1 
Network, Peterborough Partnerships, 
South Peterborough

March Central Thistlemoor & Thorpe

April BMC Paston

May Granta 

June Cambridge North Villages
Cantab, Meridian

July Cam Medical
Cambridge City 4
Cambridge City

Sept/Oct Ely North, Ely South
Wisbech

Proposed Mailshot Campaign: Pre-DM – Jan 2024

Mailshot Letters 
– Proposed 2024

In Jan 2024 
National referral 
target increases 
to: >800 / month 
(!)

NB: This will go to all 

patients coded with Pre-

Diabetes or NDH 

AND 

Have a HbA1c in past 12 

months

ACTION for Practices: 

please can you consider 

QIP & achieve this?
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Type 2 Diabetes 

1. Continue to offer structured education & weight management advice 

2. For those patients given a foot examination, please inform patient of their risk of foot disease. There are Patient Information 

leaflets embedded Clinical Support Tool (CST) (or use equivalent) 

3. Using Eclipse, aspire towards achieving at least the national average (41.7%) of 8 Care Processes (CP) level 

4. Using Eclipse to identify and prioritise care to those patients with ‘Red’ level indicators: BP >160/100 mmHg, HbA1c >86 

mmol/mol, total cholesterol >7 mmol/l 

5. Using Eclipse, aspire towards achieving at least national average (27.9%) of the 3 Treatment Targets. 

6. Record when a patient has been invited/ attended / declined/non-responder to complete structured education 

7. Use CST (or equivalent) embedded dietary sheets 

Type 1 Diabetes 

1. For those patients given a foot examination, please inform patient of their risk of foot disease and give patient embedded 

CST (or equivalent) leaflets (via SMS or printed) 

2. Utilising Eclipse work to aspire towards achieving the national average 8 Care Processes (CP) level 
3. Using Eclipse to identify and prioritise care to those patients with ‘Red’ level indicators: BP >160/100 mmHg, 
HbA1c>86mmol/l, total cholesterol > 7mmol/l. 
4. Using Eclipse work to aspire towards achieving at least national average of the 3 Treatment Targets. 

Offer urgent clinical review, to include foot examination due to CVD risk. 
5. Record when a patient has been invited/ attended / declined/non responder to complete structured education. 
 

Diagnosed Disease

http://www.cpics.org.uk/
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Dietary Sheets

https://www.cpft.nhs.uk/search/service/nutrition-dietetics-89

www.cpics.org.uk

https://www.cpft.nhs.uk/search/service/nutrition-dietetics-89
http://www.cpics.org.uk/


Ardens Diabetic Foot Screening

www.cpics.org.uk

http://www.cpics.org.uk/




Dopplers

Every Practice should have access to ABPI

Every Federation given equipment

Place/ICB Action: to establish current provision.



www.cpics.org.uk

http://www.cpics.org.uk/


Structured Education

www.cpics.org.uk

Structured Education Available

Pre Diabetes Type 1 Type 2

NDPP DAFNE DESMOND

PDAC myDESMOND

BERTIE online Healthy Living

MyTYPE1 Diabetes

http://www.cpics.org.uk/


Structured Education - CST

Type 1 Type 2

www.cpics.org.uk

http://www.cpics.org.uk/
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Pre-Diabetes Arden’s Template

http://www.cpics.org.uk/


www.cpics.org.uk

Digital Diabetes 

Programme Evaluation
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Early Adopter programmes requested a 

Patient-facing app for Structured 

Education. 

Two Providers identified (Gro Health & 

MyDESMOND) 

2000 ‘licences’ available. 

>5000 patients have had their 1st SMS.

So far 14% of those offered & have signed 

up!

 

90% of these have completed the 

questionnaire assessing wellbeing, their 

knowledge, skills & attitude towards self-

care and diabetes.  

Formal review – Uni of Cambridge at 6m & 

12m



8CP Achievement by Practice - <20% March 23

www.cpics.org.uk

Those practices with 8CP lowest quartile as recorded on Eclipse in March 2023 

and those who had 3TT achievement of <22% will have a virtual ‘visit’ to discuss 

any specific challenges they are experiencing and the options of support 

available. 

These supportive visits are also available on request to all other practices. 

The intention is that these visits are scheduled as soon as practically possible. 

http://www.cpics.org.uk/


Practices that appear on both lists

1 Botolph Bridge Community Health Centre
Malling Health, relatively new providers for 
practice

2 Great Staughton Surgery
give them the option to be supported by the 
Diabetes team to improve their position and 
outcome for their patients.  

3 Jenner Healthcare
4 Nene Valley and Hodgson Medical Practice
5 North Brink Practice
6 Orchard Surgery

7 Park Medical Centre Please do not contact at the moment

8 Parson Drove Surgery
Happy for contact to be made but are also 
receiving support from Meds optimisation and 
we will be making contact regarding E-Dec

9 Riverport Medical Practice

10 Roysia Surgery
Malling Health, relatively new providers for 
practice

11 Waterbeach Surgery
Malling Health, relatively new providers for 
practice

12 Willingham Medical Practice

13 Willow Tree Surgery
Malling Health, relatively new providers for 
practice

These are the practices 

we will be reaching out 

to – supportive visits to 

share learning from 

working with Early 

Adopters

& 

Early Implementers

The highlighted 

practices are Malling

Health & have already  

scheduled 

appointment.



www.cpics.org.uk

PRACTICE STRUCTURES

National Diabetes Audit 

1. Continue practice participation 

Practice or PCN Diabetes Lead 

1. Depending on size of Diabetes population, practices may decide to have individual named practice leads 

and/or PCN Diabetes Lead 

2. Practice or PCN Diabetes Lead to attend two 2-hour ICS-wide Diabetes meetings and cascade key 

messages to their respective Practice Diabetes Leads. Meetings dates to be circulated in due course. These 

sessions will be available as a recording, however attendance at practice/PCN level is mandatory. 

3. Practice or PCN Diabetes Lead is responsible for disseminating information from ICB to local clinicians 

4. Practice or PCN Diabetes Lead to support staff to be competent to fulfil their particular role in Diabetes 

care and Management. 

5. Practice or PCN Diabetes Lead will inform ICB of their Diabetes - accredited staff at year end. 

Engage in Virtual Clinic Reviews 

with your named Endocrine 

Consultant 

These are now optional and remain good opportunities to support the care and management of targeted 

patients. The aim is to bring a few patients, or themes, to discuss as an MDT with the Endocrinologist, 

Dietician & DSN – both for personal CPD and improved care of patients. 

Virtual Clinic Reviews - can be held at either Practice or PCN level depending on number of patients with 

diabetes. There should be practice representation at any PCN level meeting to ensure agreed clinical action 

is taken and learning disseminated. 

http://www.cpics.org.uk/


VCR’s

www.cpics.org.uk

A VCR brings the benefits of a specialist Diabetes Multi-disciplinary team (MDT) to you via 

telephone or video conferencing.

The MDT consists of Consultant Diabetologist, Diabetes Specialist Nurse and a Diabetes Specialist

Dietician.

The MDT can support you with the following –

• Management of specific individuals and complex cases from your Practice

• How to support your patients living with Diabetes to manage their own condition

• Upskilling and developing yourself and/or colleagues by discussing best practice and the various 

treatment options.

• Understanding the wide range of community and specialist services available to your patients

• A combination of the above.

We recommend booking VCR’s on a regular basis to help you with the ongoing management of your

caseload and to stay up to date with the latest treatments and best practice.

http://www.cpics.org.uk/


North - How do I book a VCR
1. Please send all VCR requests through to – cpicb.communityltc@nhs.net

The following information is required -

• GP Surgery

• Contact Name and Number

• Preferred date & time slot

2. Requests will be confirmed upon receipt of an MS Teams Invitation.

Should your preferred time slot be unavailable, the team will advise as to alternatives.

Current Availability

Note - Updated Consultant Availability will be sent out to all Practices on a quarterly basis.

www.cpics.org.uk

Diabetologist Availability

Dr Ashwini Swamy Tuesdays 1-3pm
Dr Sidrah Khan Tuesdays 3-5pm

mailto:cpicb.communityltc@nhs.net
http://www.cpics.org.uk/


South - How do I book a VCR

www.cpics.org.uk

VCR’s with Dr Latika Sibal

Usually 1st and 2nd Tues PM Month 

Or 1st and 2nd Weds AM Month

To organise please contact : DiabetesVCRs@cpft.nhs.uk

Any topic of your choice..

http://www.cpics.org.uk/
mailto:DiabetesVCRs@cpft.nhs.uk
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REPORTING 

The following information will be monitored by the ICB: 

Achievement for the majority of indicators will be monitored remotely via ECLIPSE. 

There is no requirement to submit information to the ICB. 

The following information will be extracted remotely by our Primary Care 

Information Team: 

1. The number of patients on the Non-Diabetic Hyperglycaemia (NDH) register – 

baseline & year end 

2. The number of patients on the Obesity register - baseline & year end 

http://www.cpics.org.uk/


Metformin & B12



Metformin & B12

www.cpics.org.uk

Metformin and reduced vitamin B12 levels: new advice for monitoring patients at risk

• Decreased vitamin B12 levels, or vitamin B12 deficiency, is now considered to be a common side 

effect in patients on metformin treatment, especially in those receiving a higher dose or longer 

treatment duration and in those with existing risk factors.

• Therefore the advise is to check vitamin B12 serum levels in patients being treated with 

metformin who have symptoms suggestive of vitamin B12 deficiency. It is also advised that 

periodic monitoring for patients with risk factors for vitamin B12 deficiency should be 

considered.

Metformin and reduced vitamin B12 levels: new advice for monitoring patients at risk - GOV.UK (www.gov.uk)

http://www.cpics.org.uk/
https://www.gov.uk/drug-safety-update/metformin-and-reduced-vitamin-b12-levels-new-advice-for-monitoring-patients-at-risk#%3A~%3Atext%3DAdvice%20for%20healthcare%20professionals%3A%2Cfactors%20for%20vitamin%20B12%20deficiency


Very Low Calorie Diet

www.cpics.org.uk

http://www.cpics.org.uk/


Recruitment



Key Findings

 Diabetes Remission

 Reduced HbA1c

 Reduced weight

 Number of people who achieved 15kg weight loss

TDR (n=50) FRI (n=35) WM (n=10)

Remission achieved (n) 24 (48%) 18 (51%) 4 (40%)

TDR (n=50) FRI (n=35) WM (n=10)

Reduction in HbA1c 

mmol/mol

11.9 13.2 5.8

TDR (n=50) FRI (n=35) WM (n=10)

Weight reduction (kg) 10.9 11.6 9.9

TDR (n=50) FRI (n=35) WM (n=10)

Achieved 15 kg weight 

loss n

11 (22%) 8 (23%) 2 (20%)



I couldn’t be happier. The 

programme for me has been easy 

to follow and I feel better than I 

have for years. To be able to say 

that my diabetes is in remission is 

amazing and I feel optimistic that 

I can keep it this way.

• On an individual basis, for some the programme was life changing. 

• But high drop out rate. 

• A future programme would do well to identify patients most likely to succeed, and also have 

robust structure in place to aid patient engagement. 

Mr A: Lost 17 kg, reduced HbA1c by 58 mmol/mol and 

achieved diabetes remission

Mrs B: Lost 26 kg, reduced HbA1c by 34 mmol/mol and 

achieved diabetes remission

Thank you so much, I am now no 

longer on diabetes or blood 

pressure medications. I found the 

programme difficult at times, but 

the results just show that it is 

worth it.



T2DR (formally LCD) 

Programme - OVIVA

Karen Miller



May 2023

The NHS Type 2 Diabetes Pathway to Remision 
Programme (formally LCD) delivered by Oviva



The NHS T2DR (formally LCD) 
Programme 
The NHS T2DR provided by Oviva is a type 2 diabetes behaviour change 
programme. 

Our diabetes clinicians help people with type 2 diabetes lose weight, increase 
physical activity and reduce their medication needs. 

The programme aims for participants to achieve: 

● Significant weight loss (15kg)
● Improvement in HbA1c 
● Reduction in medication needs
● Potential for diabetes remission 

“This programme has been life changing. I have lost 5 stone, and no longer am on any 
medication. I now have so much more energy and confidence!”

Larry, NHS Low Calorie Diet Programme participant



Oviva offer:

✓ Superior accessibility, patient engagement and retention 

compared to face-to-face care alone, especially in harder to 

reach groups such as ethnic minorities, men, working age.

✓ At least equivalent clinical outcomes at significantly lower per 

patient delivery costs compared to face-to-face services.

✓ 97% of our participants would recommend our services

About Oviva

Oviva is a digitally-enabled behaviour change provider. Our team of 
specialist healthcare professionals combined with our unique digital tools 
support people to improve their health and better self-manage their 
conditions.

We partner with NHS to offer 7 proven digital behaviour change 
programmes covering prediabetes, type 2 diabetes, tier 2 and 3 obesity and 
adult and paediatric nutrition.  



The NHS Low Calorie Diet Participant Journey

Patient referral

Oviva Start

Oviva Change
Oviva Sustain

End of Programme

Oviva receive the patient 
referral from GP. 

Oviva processes referral form and 
a Patient Pathway Coordinator 
will contact programme 
participant to complete their 
initial assessment.

Participants receive support from a 
clinician during 12 weeks of a total 
diet replacement diet, followed by 
six weeks of gradual and tailored 
food reintroduction.

They will receive an extended first 
session to set goals and develop a 
personalised health care plan.

Support from a clinician to establish 
new healthy habits to sustain weight 
loss and manage their diabetes. If 
participant gains weight, they can 
complete refocus with additional 
appointments with their clinician.

Final support with a clinician at 12 
months. Participants can continue to 
self-track activities and use the Oviva 
Learn resources to embed new habits. 



The NHS T2DR Programme

Referral information

• Minimum age of 18 and maximum age of 65 years old
• Minimum BMI of 27kg/m² (25kg/m2 in people of 

ethnic minority origin). 

• Duration of Type 2 Diabetes: Diagnosed with within 

the last 6 years 

• HbA1c eligibility, most recent value, which must be 

within 12 months:

- Medication, HbA1c 43-87 mmol/mol 

- No medication, HbA1c 48-87 mmol/mol

• Patients must have attended for monitoring and diabetes 

review when last offered, including retinal screening, and 

must commit to continuing even if remission is achieved.

Inclusion criteria Exclusion criteria 

● Current insulin use

● Pregnant, planning pregnancy within 6 months, 

breastfeeding

● Significant physical comorbidities such as active 

cancer, heart attack/stroke, severe heart 

failure

● Other less obvious exclusions are, active 

substance use disorder, active eating disorder, 

porphyria, untreated proliferative retinopathy

● The patient has been discharged from the 

programme in the last 12 months

● Health professional assessment that the person 

is unable to understand or meet the demands 

of the treatment programme and/or 

monitoring requirements.



How GP practices can refer patients onto
the programme

Step 1

Step 2

Step 3

Step 4

Identify eligible patients
Run the search or use the consultation checklist to check the patient is eligible

Invite eligible patients to express interest in the programme and complete referral form
Give patients a copy of the flyer provided by Oviva

Confirm the patient’s suitability and motivation 
Use the FAQs to answer questions about the programme

Discuss and agree required medication adjustments with the patient
Read the ‘Required Medication adjustments’ section on the referral form

 

Ensure the referral form is fully complete before sending it to ovivauk.T2DR@nhs.net 

mailto:ovivauk.T2DR@nhs.net


Referral Form



T2DR provider role supporting patients

● Attempt contact with patients referred within 5 working days to provide further information about the 
service and arrange an Individual Assessment

● Confirm medication changes with patient from the referrer instructions

● Perform/arrange for monitoring of capillary blood glucose and blood pressure and weight 

● Identify where capillary blood glucose and blood pressure fall outside of specified parameters and 
communicate appropriately with GP practice for further action

● Initial contact for patients experiencing a concurrent or adverse event which is not considered an 
emergency

● Appropriate triage and respond to adverse events - including signposting the patient to the GP practice 
or to other services. 

● Provide information on ordering the free fibre supplements and ongoing supply as necessary

● Optimise uptake and retention on the programme 



GP role in supporting patients 

The Oviva Medications and Monitoring protocol outlines the role, responsibilities and guidance for 
Oviva delivery staff and primary care colleagues. 

Primary care responsibilities are as follows:  

1. To ensure all relevant staff at the practice have read and understood the protocol before 
referring patients

2. To ensure patients who are referred are eligible (as per criteria) and informed (T2DR is not for 

everyone)

3. Carry out 6 and 12 month reviews to measure HbA1c and review medications, and share the 

results with Oviva

4. To make telephone calls/appointments available within 2 weeks of request to review patient 

case and change medications in case of an adverse event

5. Establish a clear channel of communication via NHSmail



Switzerland Additional location
Oviva AG
Sihlstrasse 37
8001 Zürich

Headquarter
Oviva AG 
Zürcherstrasse 64
8852 Altendorf

Germany Additional location
Oviva AG
Büro Berlin
TBD

Headquarter
Oviva AG
Dortustrasse 48
14467 Potsdam

France Headquarter
Oviva S.A.
71 rue Desnouettes
75015 Paris

UK Additional location
Oviva Ltd.
Suite 4
46 Park Place
Leeds, LS1 2RY

Headquarter
Oviva Ltd.
Runway East
20 St Thomas Street
London, SE1 9RS

116

Thank you!

Please contact ovivauk.T2DR@nhs.net if you have any questions

mailto:ovivauk.T2DR@nhs.net


Close

Date of next meeting:

Wednesday 13th September 2023 - 1pm-3pm
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