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REACHING YOUR PATIENTS IN DEEP END 
PRACTICES WITH LONG TERM CONDITIONS!

- How do ACEs impact LTCs?

- What LTCs perpetuate Inequality?

- What methods work?

- Never forget the community!
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Adverse Childhood & Community Experiences (ACEs)
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Risk factors and CVD Prevention: 
Consider your Role – Where can you help?

Behavioural 
risks

• Smoking
• Nutrition
• Physical activity 
• Alcohol 

consumption 
• Obesity

Clinical risks
• Hypertension
• Hyperlipidaemia
• Atrial Fibrillation 

(AF)
• Hyperglycaemia
• Chronic Kidney 

Disease (CKD)

Cardiovascular 

Disease

C & P Behaviour risk : the headlines
• Estimated smoking prevalence for C&P is higher than the England average: variation across PCNs liked with deprivation.
• Offer of treatment and support is significantly lower than the England – increasing trend pre Covid.
• Obesity prevalence for C&P is significantly lower than the England average with variation across PCNs.
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The more 
ACEs or 
deprived 
circumstances, 
the higher the 
risk for these 
conditions 



Ethnic inequalities in health 
and care: Ethnic disparities in 
healthcare and outcomes 
across the life course | The 
BMJ
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EXAMPLES

Obesity – better coding & support (EDI) – use of LES

Pathway to Remission – for PwD – targeted communities & individuals

Practice workload – use of data to fill clinics

Pre-Diabetes – centralised mailshot 

Diabetes 8CPs – SMS 

Diabetes Structured Education – SMS & website 

Primary & Secondary CVD prevention – SMS & website 

Use of Community Assets
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OBESITY – BETTER CODING & SUPPORT

On average a Person living with Obesity (PwO) waits 6 years before a HCP raises 
the condition with them.

Obesity diagnosis depends on ethnicity – poorly taught & known 
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www.cpics.org.uk

Consider a LES for positive change
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/
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CONSIDER SMS, LETTER & CALLS FROM PRACTICE
EG VERY LOW CALORIE DIET (PTR)



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. 

• 40% achieved remission of T2DM; 20% achieved 15kg weight loss

• But high drop out rate (mostly due to £20pw cost to patient). 

• The free NHS Pathway to Remission programme started Sept 2023 in C&P.

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.



CONSIDER CENTRALISED SMS OR LETTER MAILSHOT
EG PRE-DIABETES

C&P had poor no. of referrals to National Diabetes Prevention Programme

Had success with asking practices to send SMS mailshot – but not all practices 
participated

Centrally organised a Letter mailshot (on behalf of practices) 

Staggered these with Provider

Targeted our more deprived communities first 
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National Diabetes Prevention Programme

Mailshots started

2023: 
referral 
profile is 
735 a 
month

Jan 
2024: 
profile 
goes 
>800! 



By region – Quarter 3 (2022/23) Ratio of 
Referrals and MS1 against Type 2 population

NDPP Power BI Dashboard 

https://app.powerbi.com/groups/me/apps/6e010fd6-5597-4fb8-8cd2-268c5c4f0ae9/reports/ecb741d6-e2a6-417a-84a7-6c3322880f87/ReportSection9c83deebe498154d458c?ctid=4088bef3-a7fb-4b63-b87b-4d8eda09b28d


www.cpics.org.uk

“This project has been a game changer. 

There has been a real improvement thanks to: 
- the support to create consistent processes that 

free up clinical staff time; 
- facilitating us to come together and engage as a 

group of practices within the PCN; and 

- "training in digital tools such as Eclipse 
that give us real time information to 
identify gaps in care….It’s a more efficient 
service but the real value is in keeping patients 
healthier for longer.”

Dr Mandeep Sira 
GP & Clinical Director for Wisbech PCN 

Consider use of data to target 
your highest risk patients 

- practice & at PCN



How ECLIPSE Works



www.cpics.org.uk

CORE20PLUS5



Diabetes monitoring  - unwarranted 
variation across our  C&P PCN 8CP 

Achievement 

Eclipse
(Equality of Care Led Insights for Patient Safety & 

Engagement)

National Average – 18.2 % 

ICB Average – 18.2 %



Consider SMS from practice for a successful QIP:

Eg 8 Care Processes using Eclipse at Practice Level 

950 Patients with Diabetes at a Deep End Practice.  

April 2021: 25% delivery of 8 care processes. 

60th/84 practices in the CCG. 

Using Eclipse & Practice HCAs:

March 2022: 65% delivery of 8 care processes. 

2nd in the CCG. 



www.cpics.org.uk

Consider Centralised SMS & Website

Eg Diabetes: Structured Education 

• Feb 2020: Early Adopter Practices identified a need 
for Patient-facing app to deliver Structured 
Education.

• Collaborative work identified Grohealth.com (was 
‘Diabetes Digital Media’ ) as preferred by practices; 
MyDESMOND was alternative option. 

• COVID – significant impact on F2F education & 
delayed progress.

• Various Information Governance challenges 
(trailblazing initiative) 

• May 2023 – went live to patients

• University of Cambridge – independent evaluator 



Pegasus Patient Engagement



www.cpics.org.uk

Digital Diabetes Programme: 

Information Governance 



ECLIPSE
Cambridge & Peterborough Digital Diabetes Programme  

Primary Objective

To compare the effect of two Type 2 Diabetes e-health interventions (Gro Health and MyDESMOND) on change in 
glycated haemoglobin (HbA1c) over 12 months in adults with type 2 diabetes.

Secondary Objectives

1. To evaluate the effect of MyDESMOND and Gro Health on:

• body weight, blood pressure, lipid profile, modelled cardiovascular risk and medication use at 6 and 12 
months

• the probability of achieving clinically significant weight loss, good glycaemic control or diabetes remission at 
6 and 12 months

• psychosocial factors associated with successful weight control at 6 and 12 months. 

2. To evaluate the cost-effectiveness of MyDESMOND and Gro Health.

3. To assess the uptake of and adherence to the two programmes by the target population.

4. To explore participant and practitioner experiences of the two programmes and the extent to which these 
programmes meet their needs.



Outcomes: Digital Diabetes Programme 

11 “Deep End” GP practices consented to involvement in this programme and after matching 
for demographic differences, patients were randomised into one of the two app groups

5,321 text messages sent out

1,262 Patients 23.7% of patients indicated desire to take part and details passed to app 
companies

1,153 (91%) fully completed patients questionnaires received

630 Patients currently registered & receiving Diabetes: Structured Education via the two apps

Interim analysis due March 2024



CVDP009CHOL: Percentage of patients aged 18 and over with GP recorded CVD 
(narrow definition), 
who are currently treated with lipid lowering therapy.



ECLIPSE: DETECT – Consider Lipid Lowering Tx: SMS & Website

Cambridge and Peterborough Statin Optimisation Programme

Primary Objective

To target statin therapy for secondary & primary prevention in patient cohorts from 
deprived communities using Eclipse Population Health Tool. 

Inclusion criteria
Secondary prevention dose: 

• Those coded with ischaemic heart disease, stroke/TIA, 
peripheral arterial/vascular disease (age 25-84)

Primary prevention dose: 

• Patients with T1DM (age >=40)
• Patients with CKD (age 25-84)
• Patients with QRISK3 >10%, including T2DM (age 25-84) 

Bloods

• LFTs must be done in last 12 months and <3x upper limit 
• ALT <165 
• AST <144
• IF TFTs done in last 12 months, T4 level must be >5

Exclusion criteria:

• Currently on a statin

• Coded with:  

o statin contraindicated
o adverse reaction/allergy to statin
o statin declined in last 12 months

• Coded with chronic liver diseases and/or elevated 
liver enzyme profile

• Current pregnancy or breastfeeding



Patient engagement: text & call service



ECLIPSE: DETECT – Patient Engagement



ECLIPSE: DETECT - Starting with Deep End Practices

Initial site to be East Barnwell, following which the remaining 5 in bold will be contacted.

Deep End Practices: C&P IMD ‘Rank’ Postcodes Details

Nightingale Surgery  (formerly Dogsthorpe Medical Centre) 39.59 13* PE1  4QF

Westwood Clinic 38.33 21* PE3  7JW

Central Medical Centre 38.08 24* PE1  3BF

Welland Medical (now Nightingale) 36.83 30* PE1  4FS

Thistlemoor Medical Centre 36.07 36* PE1  3HP

Trinity Surgery 35.78 37* PE13 3UZ

Willow Tree Surgery (formerly Bushfield) 33.07 49* PE2  5RQ

Clarkson Surgery 32.82 53 PE13 3AN

Thomas Walker 29.54 85 PE1  2QP

The Grange Medical Centre 25.63 127 PE3  6HA

Old Fletton Surgery 25.25 135 PE2  8AY

Bretton Medical Practice 36.89 29 PE3  8DT

North Brink Practice 32.51 56 PE13 1JU

Boroughbury Medical Centre 30.02 76 PE1  2EJ

Parson Drove Surgery 29.77 81 PE13 4LF

Paston Health Centre 29.74 82 PE4  6DG

East Barnwell Health Centre    28.49 93 CB5  8SP Agreed as pilot site



Enabling the Patient Voice

It is essential that ALL patients are 
given an opportunity to feedback 
their experience, suggestions and 
preferences in relation to each 
intervention.

Usually CORE20PLUS groups are disproportionately 
excluded.



ENGAGE WITH 
COMMUNITY

There are the unknown patients 

Those who have not yet/recently 
sought healthcare 

Unable to engage with our 
traditional pathways 

Need to create intentional 
opportunities for relationships, 
rapport, trust & support 

Day centres; School gates; Food 
Banks; Libraries; Places of Worship; 
Supermarkets; Cultural centres
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EXAMPLES

Obesity – better coding & support (EDI) – use of LES

Pathway to Remission – for PwD – targeted communities & individuals

Practice workload – use of data to fill clinics

Pre-Diabetes – centralised mailshot 

Diabetes 8CPs – SMS 

Diabetes Structured Education – SMS & website 

Primary & Secondary CVD prevention – SMS & website 

Use of Community Assets
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