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This document sets out the specification for the improvement of the diabetes pathway in Barnet.  
It incorporates the previous Diabetes Prevention LCS. 
 

Service  Diabetes Improvement LCS 

Commissioner Lead  Primary Care (Barnet Borough) 

Provider Lead  General Practice  

Period  1 April 2022 – 31 March 2023 

Date of Review  March 2023 

 

1 Population Needs  

1.1 National/local context 

 Prevalence of diabetes in Barnet - According to QOF the number of people 17yrs+ diagnosed 
with diabetes was 22,229 in 2018/19, giving a prevalence of 6.6%. This compares to prevalence 
of 7.6% in the comparator group of CCGs (Barnet Directorate ranks 9 out of 11 CCGs). 
Prevalence is 6.1% for NCL STP and 6.6% for London. It is estimated that the actual number of 
people with diabetes (diagnosed and undiagnosed) in Barnet is 30,140 in 2020, giving an 
underlying prevalence of 8.8% (PHE). The actual prevalence is expected to increase over the 
next ten years to 10%, with an increase of approximately 650 new individuals with T2 diabetes 
per year. There are 12,500 identified pre-diabetics in Barnet with a total prevalence of 34,084 
adults (16yrs+) in 2015. 
 
Outcomes and costs related to diabetes care – The NHS spends over £12 billion on diabetes 
care annually, the majority of which is attributed to inpatient management of complications, 
whilst the minority is attributed to medications. In Barnet, diabetes consumes 10% of the CCG 
direct budget, with an acute spend of £24 million per year that is largely related to emergency 
admissions for cardiovascular, renal and foot complications. Barnet Directorate type 2 diabetes 
secondary care costs (per person with diabetes) are higher than that of NCL and the risk of a 
heart attack or stroke (macrovascular complications) in person with diabetes living in Barnet is 
higher than that of the average person with diabetes in England (15% greater risk for heart 
attack and 25% greater risk for stroke) (PHE). Whilst control of HbA1c levels can help reduce 
microvascular complications, the reduction of macrovascular complications has traditionally 
relied on management of blood pressure and cholesterol. However, in addition to meeting 
treatment targets for HbA1c, cholesterol and blood pressure; newer anti-diabetic agents (SGLT-
2 inhibitors and GLP-1 analogues) can independently reduce macrovascular complication risk. 
Although diabetes medications account for 15% of Barnet Directorate prescribing budget, the 
appropriate use of beneficial medicines, would help reduce the larger burden and cost of 
complications. 

1.2 Rationale 

 The specification targets improvement on three elements of the diabetes care pathway:  
1. Prediabetes identification 
2. Three Treatment Target performance 
3. Medication optimisation 

1.2.1 Case finding and referral for patients with pre-diabetes 

 This part of the LCS has been developed to initiate prevention of diabetes in General Practice 
and facilitate the number and quality of referrals made to the National Diabetes Prevention 
Programme. Patients will be invited to the surgery for a brief intervention. The practice may wish 
to use text messaging or any other means to communicate with patients throughout this scheme. 
The patient will have their blood glucose or HbA1c tested (where necessary) and will be 
assessed for their motivation to participate in the programme. They will be offered support and 
signposted to relevant services in the borough. Suitable to their level of motivation, a patient who 
is assessed as being eligible for the NDPP will be referred into the programme. 
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In January 2019 Barnet Directorate conducted a search of patients with non-diabetic 
hyperglycaemia in the previous 12 months, which identified 10,757 patients. These patients had 
a blood test within the 12 months before the search date.  
 
Early programme outcomes 
A recently published article in Diabetes Care has demonstrated benefits in terms of both weight 
loss and HBA1C reduction. In Barnet data shows that 76% of participants had lost weight, 
with an average weight loss of 2.9kg within nine months from initial assessment.  
 
National Diabetes Prevention Programme (NDPP) 
The NDPP is a high-profile national initiative being led by NHS England. The service supports 
patients with non-diabetic hyperglycaemia (pre-diabetes) to prevent the onset of diabetes. The 
behavioural intervention will be delivered to patients over a minimum of nine months. 
Independent Clinical Services (ICS) has been contracted to work with the local commissioners to 
deliver the NDPP service across North Central London until July 2023, with the option of local 
sub-commissioning or partnership working. Capacity in the programme has increased for Barnet 
in 2019 and 2020.  
 
NDPP Populations covered  
Adult patients with non-diabetic hyperglycaemia (pre-diabetes) who are registered with a GP 
practice in Barnet and who currently meet the NDPP eligibility criteria. Inclusion and exclusion 
criteria are outlined below. 

NDPP acceptance and exclusion criteria and thresholds: 
 
Inclusion criteria: 

• 18 years or over 

• Not pregnant 

• Have ‘non-diabetic hyperglycaemia’, defined as having an HbA1c of 42 – 47 mmol/mol 
(6.0 – 6.4%) or an FPG of 5.5 – 6.9 mmol/l 

• Blood test result within the 24 months prior to referral 
Exclusion criteria: 

• Blood results confirming a diagnosis of Type 2 diabetes 

• Normal blood glucose reading on referral to the service 

• Individuals aged under 18 years 

• Pregnant women 

1.2.2 Barnet Performance on the Three Treatment Targets 

 The risk of developing diabetic complications can be minimised by maintaining NICE 
recommended treatment targets for HbA1c (glucose control), blood pressure and serum 
cholesterol. Barnet Directorate is currently rated “requires improvement” by NHS England for 
diabetes outcomes. There is an opportunity to improve performance to match the performance of 
comparator CCGs (e.g. Enfield Directorate). In addition, there is significant variation between GP 
practices on performance against the Three Treatment Targets. 
 
The NICE treatment targets are:  

• Blood Pressure <=140/80 mmHg  

• Cholesterol < 5mmol/l  

• HbA1c <=58mmol/mol (7.5%)  
In 2018/19 the number of people with T2 Diabetes that achieved all three NICE treatment targets 
was 44%. This was a significant improvement on the previous year. On the 2018/19 results 
Barnet Directorate ranks 3/5 across NCL Directorates and 13/44 CCGs in London. Within the 
comparator group of CCGs, Barnet Directorate ranks 6/11, with the highest performance 
recorded in Enfield Directorate (50.2%).  
 

https://care.diabetesjournals.org/content/early/2019/11/11/dc19-1425
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The table below shows the performance across the three treatment targets in NCL (National 
Diabetes Audit): 
 

3TT % Barnet Camden Enfield Haringey Islington 

2015/16 42 44 41 34 38 

2016/17 41 43 40 38 41 

2017/18 38 47 40 39 42 

2018/19 44 51 50 43 43 

Change17/18-18/19  +6 +4 +10 +4 +1 

 
The chart below shows performance on the three treatment targets across comparator CCGs 
(National Diabetes Audit): 
 

 
 
There is considerable variation in the results between GP practices on the three treatment 
targets. The highest performance was 60% and the lowest performance was 24%, a range of 36 
percentage points. This means that once patients are diagnosed with diabetes, how well the 
condition is managed varies from one practice to the next. Diabetes not being controlled will in 
turn lead to complications which can include; unplanned hospital admissions, amputations and 
early death. Each additional patient that meets the three treatment targets is expected to reduce 
downstream costs by £1,256 over ten years (Keng et al. 2019). 
 
The investment will support the development of improved processes in primary care including 
increased clinical input and more robust recall systems.  
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The chart below shows GP practice level performance on the Three Treatment Targets in 
2018/19 (National Diabetes Audit): 

 
The chart below shows the absolute numbers not meeting the 3T target per GP practice 
(National Diabetes Audit 2018/19): 
 

 

1.2.3 Medicines optimisation for people with T2 diabetes 

 This part of the LCS will help practices achieve improved HbA1c target attainment and better 
patient outcomes, by addressing two aspects of T2 diabetes management: 

• Reviewing the glucose-lowering efficacy of anti-diabetic agents currently prescribed 

• Where appropriate, prescribing alternative anti-diabetic agents, with effective glucose-
lowering and additional cardiovascular benefits. 

 
Data from Barnet GP practices has identified that up to 59% prescribed a DPP-4 inhibitor have 
an ineffective glucose-lowering response to the medication (i.e. HbA1c reduction of less than 5.5 
mmol/mol reduction in 6 months). Identification of such patients will allow clinicians to de-
prescribe appropriately, reducing medication wastage (approximately £275,000 saving per year 
in Barnet). The use of efficacious medications is important in reducing the complications of 
diabetes. The cost of managing such complications once established, accounts for the majority 
of NHS spend on diabetes compared to that of medications.  
 
However, before considering alternative medications in such patients, current diabetes guidance 
promotes the use of frailty assessment and setting an individualised HbA1c target for patients. 
Such best practice will help avoid inappropriate glucose-lowering in those patients at risk of 
hypoglycaemia and its consequences. Sulphonylurea (e.g. Gliclazide) and Meglitinide (e.g. 
Repaglinide) agents are known to increase the risk hypoglycaemia, and should be avoided in 
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such circumstances. In patients who are not frail but not achieving their individualised HbA1c 
target, consider the use of alternative medications that have greater glucose-lowering efficacy, 
with low hypoglycaemia risk, e.g. SGLT-2 inhibitors (and GLP-1 receptor agonists). 
 
These medications have the additional benefit of reducing the risk of secondary cardio-renal 
complications in those with established Cardiovascular disease, Heart Failure and Chronic 
Kidney Disease. By lowering the risk of such events, these medications help reduce the impact 
of morbidity & mortality on patients and the local health service. If 25% of patients in Barnet 
currently using a DPP-4 inhibitor were switched to use a SGLT-2 inhibitor, the above benefits 
would result in savings that help offset any additional acquisition cost within 1 year, and result in 
a 5-year saving of £440,270. 
 
Such benefits are in addition to those of achieving good glucose control and reduction in 
microvascular complications described earlier. 

2 Outcomes 

2.1 NHS Outcomes Framework Domains & Indicators 

 Domain 1 Preventing people from dying prematurely  

Domain 2 Enhancing quality of life for people with long-term conditions  

Domain 3 Helping people to recover from episodes of ill-health or following injury  

Domain 4 Ensuring people have a positive experience of care  

Domain 5 Treating and caring for people in safe environment and protecting them 

from avoidable harm 

 

 

2.2 Local defined outcomes 

 • Increased early detection of non-diabetic hyperglycaemia  

• Reduction in the number of patients who would otherwise go on to develop T2 diabetes  

• Improved self-management 

• Better T2 diabetes management and reduced complications  

• Reduced risk of micro and macro vascular complications 

• Reduced variation in outcomes between GP practices  

3 Scope 

3.1 Strategic aims 

 1. To increase the number of people identified to be at risk of developing diabetes and help 
them make lifestyle changes and stop them from becoming diabetic 

2. To improve the outcomes for people with T2 diabetes, including the recommended three 
treatment target and to reduce the number of unplanned admissions arising from 
complications of diabetes 

3. To improve ownership within primary care for the management of T2 diabetes and 
improvements in outcomes for people with diabetes and pre-diabetes 

 

3.2 Eligibility 

 Essential requirements:  In order to take part in this Locally Commissioned Service GP practices 
must be able to evidence that at least one member of practice staff has attended the MERIT 
course training between April 2018 and March 2021 or has attended the pan-Barnet education 
events on Diabetes held during 2020/21. 
 
Under this specification the following service elements will need to be undertaken:  
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3.3 Service Description 

3.3.1 Pre-Diabetes Identification 

 The service will increase prevention and generate high quality referrals to the NDPP service.  

• The GPIT team will carry out central searches which will appear on the practice systems  

• The practice will invite people with an HbA1C test indicative of prediabetes in the 
previous 12 months. They can use text messaging; telephone; or letter for the invitation 

• When the patient attends the appointment, the clinician in the practice will assess their 
motivation and readiness to change according to the protocol (Appendix 1). They will 
provide advice and signposting to local services in the borough where applicable 

• Suitable to their level of motivation, a patient who is assessed as being eligible for the 
NDPP will be referred into the programme (Appendix 2) 

• The practice will create internal systems to ensure the pre-diabetic population are 
encouraged to have annual HBa1C testing in line with national guidelines 

• The practice codes the outcomes of all pre-diabetes patients from invitation to referral 
using the EMIS template.  

 
Practices will be paid per brief intervention completed. This must be completed by a face-to-face 
by a clinician (e.g. nurse or healthcare assistant) or may be completed by a GP over the 
telephone.   

3.3.2 Three Treatment Targets 

 Practices will need to undertake the necessary testing and apply the read codes as indicated in 

order to be paid for these services. Practices are expected to provide patients on the diabetes 

register with an annual review. Information from reviews undertaken in secondary care should be 

recorded on the practice system and will contribute towards the achievement of the target 

payment.  

 

Practices will ensure that all areas within the National Diabetes Audit are considered when 

providing care for patients with type 2 diabetes, including the eight NICE recommended care 

processes 

 

Practices will ensure that the three NICE treatment targets are monitored and controlled: 

o Blood Pressure <=140/80 mmHg  
o Cholesterol < 5mmol/l  
o HbA1c <=58mmol/mol (7.5%)  

 

These tests should be undertaken before the annual review in order that they can be discussed 
at the annual review.  Note that in certain cohorts (e.g. frailty) the thresholds for blood pressure 
and HbA1c vary and should be treated as per the North Central London joint formulary guidance. 
 

The table below lists the codes to be used for measuring performance: 

Parameter SNOMED CT Code 

Serum Cholesterol 1005671000000105 

Hba1c level - IFCC Standardised 999791000000106 

O/E - blood pressure reading 163020007 
 

3.3.3 Medication Optimisation 

 This aspect of the service will facilitate greater HbA1c target attainment as recommended above. 

This can be achieved by discontinuation of DPP-4 inhibitor use where ineffective, and initiation of 

alternative agents that promote glucose reduction whilst reducing the likelihood of cardiovascular 

and renal disease in at-risk patients with type 2 diabetes. 
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Practices will be required to analyse DPP-4 inhibitor prescribing in patients with uncontrolled 

HbA1c, and undertake a focused medication review. It is open to practices to decide whether to 

provide this service at a practice level or to request the Barnet Federation to provide on their 

behalf. 

 
Service description: 

• Practices will be provided with an EMIS search report of patients with Type 2 Diabetes 

and HbA1c level above 58 mmol/mol, who are prescribed a DPP-4 inhibitor. 

• Practices are asked to identify patients who have not achieved HbA1c reduction of 5.5 

mmol/mol in 6-12 months after initiation of DPP-4 inhibitor (baseline levels of HbA1c will 

be taken as up to 6 months prior to DPP-4 inhibitor initiation). Practices are required to 

discontinue DPP-4 inhibitor prescribing if ineffective. 

• Practices are required to confirm the frailty status of all patients on the EMIS search 

report, and determine their individualised HbA1c target. 

• In patients not achieving their individualised HbA1c target, practices will consider 

initiation of an alternative anti-diabetic class of agent, with due consideration of glucose-

lowering efficacy, and risk of hypoglycaemia and weight gain. 

• In patients with established atherosclerotic cardiovascular disease, heart failure or 

microalbuminuria; practices are required to consider the use of anti-diabetic agents with 

evidence for secondary event prevention (SGLT-2 inhibitors: Canagliflozin, Dapagliflozin 

and Empagliflozin; and GLP-1 analogues: Semaglutide, Dulaglutide, Liraglutide - due to 

its greater efficacy in lowering HbA1c and weight loss, semaglutide is now the GLP-

1anaogue of choice in most instances (see NCL fact sheet and Barnet Scriptswitch 

comments) 

• Patients initiated on a new medication, will have HbA1c levels repeated in 3 to 6 months’ 

time, to assess response. 

 
Population covered: 
 
All type 2 diabetes patients with a latest HbA1c level above 58 mmol/mol, and an active 
prescription for a DPP-4 inhibitor (Alogliptin, Linagliptin, Saxagliptin, Sitagliptin, Vildagliptin) plus 
registered with a Barnet GP. The search date will be 1 April 2019 to ensure DPP-4 inhibitor 
reviews carried out in the previous 12 months are acknowledged.  
Exclusions: 

• Patients with type 1 diabetes or LADA or HbA1c > 80 mmol/mol or currently using insulin 
therapy 

• Patients with a history of lower limb amputation or diabetic ketoacidosis or eGFR <60 

• Patients with a BMI <22.5 kg/m2 or a personal or family history of thyroid cancer or 
MENII syndrome 

• Patients using DPP-4 inhibitor therapy for less than 6 months 
 
 
Medication Optimisation Target: 
 
Practices will be paid for DPP-4 inhibitor discontinuation and initiation of anti-diabetic agent of 
cardio-renal benefit in at least of 25% of cases identified by the EMIS search. 

3.4 Monitoring and evaluation and payment of the service 
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 Patients who register at a practice between 1 February 2022 and 31 March 2022 with diabetes 
will be excluded from the treatment and management searches as practices may not have had 
an opportunity to provide the necessary care before the end of the financial year. 
 

Task Method of reporting Payment and 
payment trigger 

Payment 
Frequency 

1. Diabetes 
Prevention 
Programme - 
Practices will 
receive a 
payment for 
each brief 
intervention.  

 
 

Monthly extraction of data 
from the practices and data 
provided from the provider 
by the CCG will include:  
 

• Number of invitations to 
the brief intervention 
(practice)  

• Number of interventions 
carried out (practice)  

• Number of referrals to 
services/ NHS DPP  

 
Practices must use the 
template for the purpose of 
monitoring and payments.  
 
 

Completing the brief 
intervention, completion 
of template to indicate 
attendance of brief 
intervention 
 
£12.50 per brief 
intervention 
 

Quarterly 
payments 

2. Three 
Treatment 
Targets – 
Payment 
where patients 
have had all 
three 
treatment 
targets met 
and read 
coded in their 
notes capped. 

 

EMIS practices’ data will be 
extracted using Search and 
Report  

In order to be eligible 
for payment practices 
will have to meet a 
minimum threshold of 
33% of T2 diabetics 
meeting all three 
treatment targets.  
 
Practices that reach 
33% will receive £30 
per patient above this 
threshold that meets 
the three treatment 
targets.  
 
Payments will be 
capped at the 
maximum threshold of 
60%. This is to avoid 
inappropriate target 
attainment in certain 
risk groups (e.g. severe 
frailty), who would 
benefit from 
individualisation of their 
treatment targets. 
 

Annual 
Payment to be 
made in Q1 
22/23 

3. Medication 
Optimisation – 
It is expected 
that improved 

EMIS practices’ data will be 
extracted using Search and 
Report 

DPP-4 inhibitor 
discontinuation and 
initiation of anti-diabetic 
agent of known cardio-

Annual 
Payment to be 
made in Q1 
22/23 
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medicine 
optimisation 
will support 
the three 
treatment 
target above.  

 
 

renal benefit in at least 
25% of cases identified 
by EMIS search.  
 
Practices that meet this 
target by 31 March 
2022 will receive an 
additional £5 per 
patient above the 33% 
threshold (i.e. a total of 
£35 per patient) 

 

3.5 Populations covered 

 • This service is available to appropriate patients registered with a Barnet GP practice 

3.5.1 Any acceptance and exclusion criteria and thresholds 

 • Criteria for eligible patients is laid out within the specification. 

• Provision is made within this specification for practices to ensure that vulnerable groups 
are included. 

3.5.2 Interdependence with other services/providers 

 • The provider shall support an integrated approach within the primary care setting. 

• Ensuring patient records and information are transferred appropriately to support 
seamless patient care.  

• The provider will ensure that effective clear communication is maintained with all relevant 
agencies/healthcare providers to support the on-going management of patient care. 

4 Applicable Service Standards 

4.1 Applicable national standards (e.g. NICE) 

 https://www.nice.org.uk/Guidance/NG28 
 
Managing frailty and associated comorbidities in older adults with diabetes: Position Statement 
on behalf of the Association of British Clinical Diabetologists (ABCD) 

4.2 Applicable standards set out in Guidance and/or issued by a competent body (e.g. Royal 
Colleges) 

 The practice will comply with the Department of Health and Royal College of General 
Practitioners regulations and guidelines. 

4.3 Applicable local standards 

 Practices will be required to follow the relevant referral pathways and prescribing guidelines. 

5 Location of Provider Premises 

 The Provider’s Premises are located at:  
The service location will be in GP practices that are within the boundaries of London Borough of 
Barnet. 

 
 
 
Appendix 1 Protocol 
 

https://www.nice.org.uk/Guidance/NG28
https://abcd.care/sites/abcd.care/files/site_uploads/Resources/Position-Papers/ABCD-Position-Paper-Frailty.pdf
https://abcd.care/sites/abcd.care/files/site_uploads/Resources/Position-Papers/ABCD-Position-Paper-Frailty.pdf
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Appendix 2 
 
Pre-Diabetes Patient Information Sheet 
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What is Diabetes?  

• Diabetes comes in two Types (Type 1 and Type 2). 

• Type 2 diabetes is more common and is likely to develop as one gets older. Around 3 out of every 
100 people develop it. 

• People with Type 2 diabetes have something called ‘insulin resistance’. This means that their body 
does not respond normally to insulin (a hormone produced by the pancreas gland). Insulin controls 
the level of sugar (glucose) in your blood. Over time, high blood sugar damages your blood vessels 
and your heart. 

• Diabetes becomes harder to control as time goes on and often requires tablets and later, injected 
insulin. 

• What is pre-diabetes? 

• Pre-diabetes is a serious condition with a high risk of progressing to diabetes and heart disease. 

• The good news is that these risks are often preventable. 

• To prevent progression, patients need to make lifestyle changes in terms of healthier eating (losing 
weight) and increased physical activity. 

• Research shows us that, within the next ten years, up to half of people at ‘high risk’ of developing 
Type 2 diabetes will go on to develop it. 

 

 

Being more active 
Aim for 30 minutes of activity at least 5 days per week (this should be something that makes 
you breathe faster or your heart beat faster). Try 20 minutes on 3 days per week in the first 
month. 

 

Losing weight  
Aim for 5% weight loss over several months. Try to lose 5 pounds or 2.5kg in 23 months at 
first. Be realistic about your target weight, and do it in gradual steps. 

 

Healthy eating 
Replace fat (especially saturated fat) with healthier options. Build up to 5 portions of fruit and 
vegetables each day over some months. 

 

Stop smoking  
Start by seeking professional advice and make a clear plan before setting a firm date to stop. 

 

Drink wisely  
The alcohol limit for men and women is the same. Both should not regularly drink more than 
14 units per week. 

 
 
 
 
 
 
 
 
 
 
 
Readiness to change worksheet 
 

Name  

Date  

What do you think you can you do to reduce your risk of pre-diabetes? 
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On a scale of 1-10, how important is it to you to make these changes? 

Not Ready to change Unsure Ready Trying to change 

1 2 3 4 5 6 7 8 9 10 
 

On a scale of 1-10, how confident are you that you could make these changes? 

Not Ready to change Unsure Ready Trying to change 

1 2 3 4 5 6 7 8 9 10 
 

On a scale of 1-10, how ready are you to start making these changes? 

Not Ready to change Unsure Ready Trying to change 

1 2 3 4 5 6 7 8 9 10 
 

Cycle of Change 

 

What actions and next steps shall we take that could help you move round the cycle of change? 

 

When you refer a patient to the NDPP, let them know that these spaces are very limited and 
therefore if they do decide to not attend to inform you so that we can send another person in their 
place. 

 

 

Pre-
contemplation

Contemplation

Preparation

Action

Maintenance


