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[bookmark: _Toc146807193]Diabetes Prevention Programme (DPP) Background and Strategic Context

Type 2 diabetes mellitus (T2DM) is one of the most common long term health conditions in Northern Ireland (NI), associated with significant morbidity, mortality and healthcare costs. The prevalence continues to increase, and the Health and Social Care Board (HSCB) estimate that by 2027 there will be a further 45,000 cases of Type 2 patients across NI.
In 2018 there were 24,517 patients already on GP registers with raised blood sugar levels as specified in NICE Public Health Guideline 38, these patients are said to be ‘Pre-Diabetic’. The true prevalence of Pre-Diabetes is likely to be much higher as many people will not yet have been identified by their GP.
The risk of developing T2DM is strongly linked to modifiable health behaviours, in particular diet and weight. While it is recognised that there is a need for wider population level interventions throughout the life course to reduce the incidence of Type 2 Diabetes, there is clear evidence that intensive behaviour change intervention in individuals who are particularly high risk, based on risk assessment score and blood tests, is effective in preventing or delaying progression to T2DM. Prior to DPP, there was no regional approach to identifying individuals at high risk, and no lifestyle intervention programme in place that met the recommendations made by NICE. The establishment of a regional service to identify high risk individuals and offer referral to an evidence based lifestyle intervention programme was both in line with national best practice guidance, and the current strategic direction for HSC in Northern Ireland. Two key elements of this regional service are:
1. Identification of individuals at high risk through primary care
2. Provision of an evidence based behaviour change programme 

[bookmark: _Toc144372440][bookmark: _Toc146807194]Programme for Government 2016 – 2021

The Draft Programme for Government (PfG) for 2016 – 2021 adopts a new, outcomes-based approach which focuses on the major societal outcomes that the Executive wants to achieve and provides a basis for all sectors to contribute to the development of plans and actions. As part of this approach, key outcomes and indicators have been identified. Outcome four is that ‘We enjoy long, healthy, active lives’, which is focused on keeping people healthy and preventing them from needing health interventions. Indicators include an increase in healthy life expectancy and a reduction in preventable deaths. Diabetes UK estimates that the life expectancy of someone with Type 2 diabetes is likely to be reduced, as a result of the condition, by up to 10 years. Those living with the condition are at risk of diabetic complications including heart disease, stroke, kidney disease (nephropathy), eye disease (retinopathy) and nerve damage (neuropathy), which raises the risk of amputation. It is clear that early intervention to reduce the risk of progression to T2DM has a major role to play in maximising the healthy life expectancy of our population. 

[bookmark: _Toc144372441][bookmark: _Toc146807195]Delivering Together

The recommendations of an expert panel tasked with producing proposals to remodel health and social care in Northern Ireland were published in a report entitled Systems, not Structures: Changing Health and Social Care. This emphasised a need for a move away from hospital centred care to an integrated primary and community health and social care delivery model. Early identification of people at high risk of diabetes in primary care and delivery of behaviour change interventions within the community setting is an example of a move to this approach. In Health and Wellbeing 2026: Delivering Together, the former Health Minister Michelle O’Neill set out her response to the expert panel recommendations and her commitment to tackling the issues faced in health and social care in Northern Ireland. There is a clearly defined approach to achieving better outcomes for individuals and populations and transformation of the Health and Social Care system. The key elements of this approach are:
· Partnership working, including the co-production and co-design of services
· Focus on continuously improving the quality and safety of care
· Investing in staff
· Leadership and culture
· E-Health and technology in care 

The opportunities for partnership working in the area of diabetes prevention are huge, with the potential to work with local councils and community planning partnerships in the delivery of behaviour change programmes and to link with existing work to support individuals to make healthy changes, for example Park Runs, Couch to 5k and Everybody Active Activities. Involvement of potential service users will be a key element in both the design and the delivery of the programme. 

[bookmark: _Toc144372442][bookmark: _Toc146807196]Diabetes Strategic Framework

The Diabetes Strategic Framework for Northern Ireland embodied the ethos of ‘Delivering Together’ and recognised the need for a fresh, coherent and sustainable approach to prevention, early intervention and to the design and delivery of services for diabetes. Identification of and intervention of individuals at high risk is strongly supported by theme 3 of the strategic framework: Prevention, Early Detection and Delaying Complications. 
[bookmark: _Toc146807197]Project Need

NICE Public Health Guideline 38 recommends that people confirmed as being at high risk of developing Type 2 Diabetes are offered referral to a local, evidence-based, quality-assured intensive lifestyle change programme. This recommendation is based on evidence from an economic model which showed that lifestyle-change programmes are cost effective for all people at high risk of diabetes and that in most subgroups, lifestyle-change programmes are more clinically and cost effective than metformin or ordinary care. A 2007 systematic review and meta-analysis of randomised control trials (RCTs) demonstrated that lifestyle and pharmacological interventions can halve the risk of T2DM in people with impaired glucose tolerance. A further rapid review commissioned in 2015 concluded that diabetes prevention programmes in real life settings can reduce incidence of T2DM by 26% compared with those receiving usual care.
NICE defines ‘high risk’ as individuals who have been identified as being at high risk of T2DM based on a validated risk score, and have had the risk confirmed by blood testing i.e. fasting plasma glucose of 5.5–6.9 mmol/l or an HbA1c level of 42–47 mmol/mol [6.0–6.4%. Individuals within this range are described as having non-diabetic hyperglycaemia, also known as pre-diabetes or impaired glucose regulation. As well as being at high risk of developing T2DM, these individuals are also at increased risk of other cardiovascular conditions.
An analysis based on blood sampling adults in the Health Survey England, estimated that 5 million (11.4%) of adults aged 16 or over have HbA1c levels in the non-diabetic hyperglycaemia range, with prevalence ranging from 8.5% to 14.0% between local authorities . Information on the prevalence of undiagnosed individuals in Northern Ireland is not available and the pattern may vary with England due to difference in risk factor distribution, particularly proportion of BME individuals. However, applying the lowest estimate for England (8.5%) there could be at least 125,000 adults with non-diabetic hyperglycaemia in the NI population of adults aged 16 years and over. The delivery of an NI Diabetes Prevention Programme could reduce the risk of progression to Type 2 Diabetes for these individuals by up to 60%.

[bookmark: _Toc146807198]Diabetes Prevention Project Funding

Funding for the Diabetes Prevention Programme came through the Department of Health’s Transformation Programme (2018-2021) The project was overseen by PHA and managed operationally through all 5 Trusts. 
PHA commissioned the DPP licence from Momenta, who developed the programme. Almost one million people have been referred to the programme in England since it was first launched in 2016, with participants who complete achieving an average weight loss of 3.3kg.
Since then, the NHS Long Term Plan expanded access so that up to 200,000 people a year will benefit as part of radical NHS action to tackle rising obesity rates and to prevent type 2 diabetes.

[bookmark: _Toc146807199]Project description 

DPP is an evidence based, 9 month lifestyle programme promoting behaviour change to delay or prevent Type 2 diabetes. The programme is NICE compliant, based around PH38.
It is for adults who are:
· Defined by a blood test (HbA1c) between 42-47 mmol/mol as having pre-diabetes. These adults are referred by primary care practices through CCG
· Willing to take part in group based sessions
The programme involves 18 sessions exploring a range of topics related to preventing Type 2 diabetes. Session frequency decreases over the 18 sessions: 6 weekly, 6 fortnightly and 6 monthly. Through goal setting, DPP aims to support participants to:
· Reduce their HbA1c levels
· Lose weight (where appropriate)

[bookmark: _Toc146807200]How is DPP different to other programmes? 

Historically weight management/ health and wellbeing programmes have focused on didactic approaches to providing health information, which can provide rapid results in terms of weight loss but the results are often unsustainable.
Instead of ‘telling  patients what to do’ the DPP team uses a health coaching approach to engage, encourage and support patients to make their own lifestyle change decisions. DPP focuses strongly on motivation over a period of 9 months.
Participants receive support to develop healthy habits in welcoming and motivating groups of up to 25 people and are encouraged to bring a friend or family member for support. Programmes are delivered in community venues and also via zoom by specialist health coaches.


[bookmark: _Toc146807201]DPP Team in the NHSCT

· X1 WTE Band 7 DPP Manager
· X4 WTE Band 4 Health Coaches
· X1 WTE Band 3 Programme Support Officer


[bookmark: _Toc146807202]Challenges to date

The DPP service has been rolled out successfully in the Northern Health and Social Care Trust but it has had its challenges. It has been difficult to retain staff due to short term funding. This has become increasingly challenging since the end of Transformation funding.
Due to the popularity of DPP within primary care, there is currently a waiting list of 711 patients. The longer patients are on the waiting list the more likely they are to progress to Type 2 diabetes.  
As the programme has a 9 month commitment built in for each new referral, the funding uncertainty has required the NHSCT to fund ‘at risk’ during the year pending confirmation of non-recurrent funding, resulting in uncertainty for both participants and staff.
DPP was developed as a face to face programme in local communities but with the onset of the Covid 19 pandemic, all programmes/groups had to stop temporarily while the DPP team adjusted to online delivery. This was done quickly however some older participants were reluctant to use zoom and decided not to continue. Currently online delivery works very well as it saves participants travel time and expenses. Online delivery has not affected the overall outcomes of the programme, in fact, they are better and operationally more groups can be set up as coaches do not need to travel to community venues. To meet the needs of participants who do not like online groups, they can avail of in person groups again in various locations throughout the NHSCT. 
Almost all GP practices in the NHSCT refer in to DPP because of its popularity and success rates. However quite often patients are referred to the service without them knowing that their blood sugar levels are raised and they have not been informed that DPP is a 9 month programme, which requires commitment in terms of time and motivation. There is therefore a high drop off rate from referral to enrolment on the programme. This has been overcome by fine tuning the initial ‘coaching call’ that we use when we make first contact with the patient.


[bookmark: _Toc146807203]DPP Outcomes

An OBA report card from the commencement of programmes 2019- current has been included in this report, see Appendix 1. However to highlight the overwhelmingly positive outcomes of DPP in terms of HbA1c reduction and weight loss please see information below.

[bookmark: _Toc144372450][bookmark: _Toc146807204]Locality 

DPP NI have had 944 completers in total within 71 groups from April 2019 – September 2023





[bookmark: _Toc144372451]Note 200-300 participants for each locality to date.

[bookmark: _Toc146807205]HbA1c


 81% have reduced their HbA1c score and over half are no longer pre-diabetic

[bookmark: _Toc144372452][bookmark: _Toc146807206]
Weight


689 participants have lost weight from attending DPP NI; with a total weight loss of:  3024Kgs/ 476 Stones


 
74% of participants lost weight
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As the above outcomes demonstrate, DPP is unequivocally effective in supporting people to reduce their blood sugar levels and lose weight. DPP is about achieving lasting change to habits developed over many years. This means that there should be further improvement from those who have reduced HbA1C but not yet out of risk. The aim of the programme isn’t simply deferral of diabetes but embedding a lifestyle change with healthy habits which should keep people out of risk. 
Additionally as part of the evaluation process in the NHSCT, participants have highlighted how DPP has helped them in other aspects of their physical and mental health. Participants with long term health issues such as breathing difficulties and mobility issues have commented that DPP has helped to ease symptoms. The support offered by the Health Coaches has been seen to be unique, they motivate and stay in close contact with the participants to offer support for the whole 9 month period of the programme. Through health coaching people become both health literate and motivated to maintain their own wellbeing. 
Lastly, using the successful Health Coaching model, the DPP team hope to pilot a Weight Management Programme early 2024, many long term health conditions/chronic diseases could be avoided using this model. 
These are a snapshot of  comments from participants:
“The aspects of the programme which I found good were the differences between hunger and cravings and the tips for resisting the cravings, and also the tips on dealing with external and internal triggers which affect my eating pattern behaviour”
“Without attending these sessions I wouldn’t have known what steps I had to take to reduce the chances of me becoming diabetic….this programme should be made available to other people who are pre diabetic. The only way to do that is to ensure the funding is in place to make this programme available to everyone.”
“I found the course very useful and have decided to share the information with others in our community by organising a series of talks with a local pharmacist who is very keen to assist with this topic.”
“In the middle I had a dip in my motivation but ****** helped me get through it and back on track. The sessions and the way ****** was able to help us all understand the long term effects of diabetes and the need to make changes to avoid this. ****** was fantastic, this programme must continue to save NHS  money in long term. A modest short term investment in these courses must save NHS large amounts in the long term”
“Just had to text and let you know I had my HbA1c checked this week and I am down from 45 to 40. So happy about that.”

“Had to share some good news I am moving down the scales again I am under 95kg for the first time this millennium! I can feel the benefits of the weight loss in walking, breathing easier and BP down 5 pts. Thank you for all your help and encouragement.”

“I have reached my 15 % weight loss. Steps this week are 204161 I think that’s the highest total in a week in the 5 years I’ve had a fit bit. My husband got his 10% off today and is overjoyed!”

“I feel so much better, it has improved my wellbeing” 
“I have more confidence now. Covid affected us more than we thought.” 
“One of the important take aways for me from the course was to identify a between meals snack which is healthier than would otherwise have been. This is a behavioural aspect which for me is what the programme is about.”
“Just thought I’d let you know that my weight has remained steady and I’m still doing my daily steps (most days) but best of all my HbA1c was 45 about a year ago and a recent blood test came back as 40 so very pleased about that”
“You won’t believe this, but last night, I lay in bed and closed my eyes. I concentrated on my breathing and focused on your routine. Before I got to my toes I was sound asleep and had the best night’s sleep for years!I woke up this morning and couldn’t believe how relaxed I felt. It might be a coincidence, but I’ll be following the same routine tonight, and, hopefully, from now on - fingers crossed! Thank you for your continued support.”
“I totally love the zoom classes i maybe don’t say much but I have learnt so much that I hadn’t a clue about before. My life before this had fallen down a rabbit hole I don’t think I moved due too pain not even to get a pain killer in the year b4 I collapsed. I knew I had to make changes but cudnt see the way forward dpp and you have helped me so so much”. 

“I never knew I was pre-diabetic until told, but had severely limiting knee pain.  I hope I’m becoming less pre-diabetic, but my knee is transformed! Thanks.” 
“I am very pleased. Thank you for the guidance that DPP has provided and I know this is a practise for life, not just to hit a target”. 





[bookmark: _Toc146807208]Diabetes Prevention Programme (NHSCT) - Case for funding

According to the DoH (2022) there were 108,223 GP patients recorded on the Diabetes Mellitus register in Northern Ireland, of which the NHSCT has the highest raw prevalence per 1000 as of March 2022.

The number of people living with diabetes continues to rise, as are the costs for treating it and its complications.

Costs of Treating Diabetes in the UK

The cost of diabetes to the NHS is over £1.5m an hour or 10% of the NHS budget for England and Wales. This equates to over £25,000 being spent on diabetes every minute.
In total, an estimated £14 billion pounds is spent a year on treating diabetes and its complications, with the cost of treating complications representing the much higher cost, Diabetes UK (2022)

It is difficult to find costs of treating diabetes and its complications per patient but a report by the London School of Economics (2012) estimates that inpatient care, to treat short and long term complications of diabetes, is estimated at between £1,800 and £2,500 per patient per annum
This compares with outpatient costs, which include the cost of medications and monitoring supplies, estimated at between £300 and £370 per patient per annum.

These statistics do not take into account the costs of absenteeism, early retirement and social benefits to the government. Also costs for treating Diabetes and its complications have risen by 56%, Diabetes UK

The Case for Prevention of Type 2 Diabetes

Of course, the best way to reduce the cost of diabetes is to prevent Type 2 diabetes in the first place. We know that 70-80% of cases of Type 2 diabetes can be prevented, Diabetes UK.
According to research funded by the National Institute for Health Research (2022) ‘Thousands of people have been spared Type 2 diabetes thanks to the world leading NHS Diabetes Prevention Programme (NHS DPP)’ NHS DPP is an evidence based, NICE PH38 compliant programme.




[bookmark: _Toc146807209]Costs of Prevention vs Treatment of Type 2 diabetes in the NHSCT

To date DPP within the NHSCT has been funded by the PHA, with 811 participants completing the programme (March 2023 figures), 81% of whom have reduced their HbA1c within 1 year of completion, 52% are no longer pre-diabetic. As mentioned above it is evident that most participants have achieved many other positive health outcomes such as losing weight, reducing blood pressure and cholesterol levels and in general feeling better about themselves and their health.

	
DPP (cost for running the service over 4 years) based on 811 completers from April 2019- March 2023

	Treatment of Diabetes and its complications over 4 years (based on 2012 costings) for 811 patients

	£716,682
	£8,061,340


	
Current annual cost of DPP in the NHSCT


	£179,170




As the above table shows not only does DPP offer huge benefits to health but has proven that if permanently funded could save the NHSCT massive amounts of money and resources.






[bookmark: _Toc146807210]Conclusion

There is no doubt that the Diabetes Prevention Programme works. There are few Health and Wellbeing initiatives that can demonstrate defined, measurable outcomes such as blood results and weight loss. This is evidenced further by the NHS Long Term Plan’s commitment to fund the programme in England based on its success over the last 7 years. The Health Coaching model used in DPP has supported participants to make meaningful, long lasting behaviour changes. 
Whilst the above evaluation pertains to the NHSCT, all Trusts have had similar results and are keen to move forward and progress this very valuable programme and health coaching model. 
In summary within the NHSCT:
	
Number of Completers

	
HbA1c Reduction 1 year later
	
Weight loss 1 year later

	
944

	
81%
	
74%
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Diabetes Prevention Programme NI 

(DPP NI)



Completed Groups 

April 2019 – September 2023









The Diabetes Prevention Programme, Northern Ireland [DPPNI] (Northern Trust) have completed 71 groups from April 2019 – September 2023

944 Completers in total















Overview

200-300 for each locality to date





Groups by Locality



Antrim/Ballymena	Causeway	East Antrim	Mid-Ulster	15	17	19	20	





Participants by Locality



Antrim/Ballymena	Causeway	East Antrim	Mid-Ulster	201	205	286	252	







Demographic of the groups







Gender





Male	Female	399	545	



Age







20-29	30-39	40-49	50-59	60-69	70-79	80+	2E-3	0.02	0.06	0.22	0.34	0.31	0.04	





Participants are referred to the programme when their HbA1c is between 42 – 47 mol/mmol 

At the end of the nine month programme this blood test is repeated.



HbA1c







761 participants tested so far

81% have reduced their HbA1c score.





52% of Participants who have reduced their HbA1c are no longer Pre-Diabetic





NHSCT Overall HbA1c Results



Increased	No Update	No Change	Reduced	85	183	62	614	





Weight

One of the most effective ways of reducing your chance of getting Type 2 Diabetes is to lose weight.

Weight is also measured throughout the programme in kg. Participants can decide if they wish to lose weight and if it is appropriate (Some did not need to lose weight). 

						

Bronze target – 3% loss		35% achieved Bronze

Silver target – 5% loss			70% achieved Silver

Gold target - 10% loss			31% achieved Gold

		(of those who completed the evaluations & targets)

















Total Weight loss = 3024Kgs (476 Stones)



698 participants have lost weight from attending DPP NI







Sales	


Lost weight	74	26	













Average weight loss





3.3kg





Highest weight loss in one participant





73kg (47%)





Average % weight loss





4%





Key Behaviours & Targets

1520

3717

2839

Bronze healthy lifestyle targets reached

Silver healthy lifestyle targets reached

Gold healthy lifestyle targets reached



There are 14 behavioural targets for participants to work on throughout the programme. 







Retention rate



78%









1207 participants enrolled





944 participants completed the programme





0.78	0.22	
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