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ProjectMission

To identify andaddress health inequalities amonghigh-riskdiabetic patients

who DNA’d their review appointments ,screeningandeducation

programmes.  Supportwithengagement withservices toprevent

deterioration of diabetes relatedhealth and wellbeing.Thehigh-riskpatients

will include thosewhoare frail, housebound, havementalhealth conditions,

comorbidities andpolypharmacywhohavea diabetes diagnosis.



Rationale

There are a certain groups of patients who do not engage with health 

services. They received numerous letters encouraging them as part of the 

practice recall, but year on year they fail to engage with their practice.

Unfortunately, these patients usually end up with a long term 

complication of their poorly controlled diabetes .

To prevent this it is important that we look to reduce the barriers patients 

face.



TheWarringtonapproach

Wedeveloped a local programtoaddresshealth inequalities amonghigh risk 

diabetic patientswhodo not engagewithservices.

Theservicewasdivided into twoarms:

Homevisit andactive intervention 

for thosewhodo notengagewith 

services.

Support forpatientswhoDNA 

their screeningandeducational 

programme

&

Thecohort targetedwerediabetic patientswhoare frail, housebound,havea 

mentalhealth condition orother comorbidities.



Partners&Stakeholders

The project was a collaboration of 4PCNs in Warrington, covering a total of

20practices and 160,000 patients.

Project oversight and delivery by the GP Federation, QuayHealthcareCIC.

We also worked with our Equiptment and Technology provider, Roche, to 

deliver the COBAS 101 Point of Care Testing HBA1c and Lipid Testing.



Project Roll Out

The project startedwithone 

practice, and was then scaled up 

within the PCN. Once happywith 

the process, the project was then 

rolled out to the other threePCNs 

in the area.

Initial Engagement

Meeting with individual primary care

networks to discuss the project and

howuseful itwouldbe

Meeting withpractice 

nurses/diabetic leads to introduce 

the project

Meeting withCare Coordinators 

Meeting withParamedics



Training and development

Point of care testing,useof equiptment (COBAS101device) 

Basic foot checks – training deliveredbyBridgewaterCommunity 

FT Podiatrist



Steps involved

1
Identification of at risk groups especially linked

to inequalities.

2
Communication with the at riskgroupswith

user friendly means and looking for barriers.

3
Incorporating technology and equipment

4
Active engagement with these groups bymaking 

arrangements for people to go out to see them 

within their environment ,liaising with their practices

and

5
Supporting GP practices byworkingwithQuay to 

help review the difficult to reach patients that

have been identified



Who wasinvolved?

Practice 

Nurses
Paramedics

Care 

Coordinators
Admin 

support

Proactively contacting patients 

andarrangingdate for visit

Validating data and 

encouragingpatients to takeup 

serviceoffer

Visiting patients to do the 

screening and healthcheck. 

BP,Weight&Smokingchecked 

too.Completion of diabetic

template. Taskpractice diabetic 

nurse

Lisaewith patients to complete

diatbetic review



Utilising Care Coordinators

Identification
Liaisingwith theGP leadand thepractice nurseswithineach 

surgerywhospecialise indiabetes, to access a diabetes

dashboard, or a program of their choice to identify the 

patients .

Validation

Reviewpatients records andexclude patients that are

no longerappropriate to contact

Engagement
Contacting patientsand supporting patients to engage with services,by 

helping to arrangenewappointments thathadbeen missedand 

supporting access to education programme



Limitations

• COVID–Theparamedic servicewasreassigned in its entirety to theCOVIDclinics 

and thehomevisit of high riskpatientswhichmeant theprogramwasnotoperational

then.Thecare coordinatorswerereassigned tohelp with the vaccination hubs

•Practice engagement–Inspiteof repeatedmessagessomepractices did

not engagewith the serviceor sent limited information

•Patient engagement–Theseareagroupwhicharevery difficult tomotivateand 

havetobe repeatedly called to engage

•Access to services -No housebound retinopathyservice, closest offer nearby 

optician

•Staff retention - Town-widechallenges in recruitingand retaining care

coordinators initially.



111patientsreviewed

4PCNsengaged

Uptake

Male:52.7%Female:47.2%

48%of patients seen 

wereover80 yearsold



Feedback

"Programmeworksreallywell,helpful service,quick turnaround fromreferring 

patient to being seen"

Ongoing patient feedback .



Changestodaytodaypractice

Paramedic team nowdeliveringhouseboundchronic disease reviews

Programmehasbecomebusinessasusual,practices continue to refer into the 

paramedic teamfor screening

CareCoordinators to continue motivatingpatients to get involved in 

screeningprocess andsupport appointmentbooking for those whoare 

struggling



Thankyou

For further information, 

please contact 

abrahamjoseph@nhs.net

mailto:abrahamjoseph@nhs.net

