Report on the National Diabetes Transition Audit (NDTA) Quality
Improvement Collaboratives
The National Audit Quality Improvement programme aims to help services to improve care
and outcomes for people with diabetes across four of the National Diabetes Audit
workstreams. This work is being undertaken through creating Quality Improvement
Collaboratives (QICs) focused on:





Inpatient care - National Diabetes Inpatient Audit (NaDIA)
Pregnancy and pre-conception care - National Pregnancy in Diabetes Audit (NPID)
Foot care - National Diabetes Foot Care Audit (NDFA)
Transition from young peoples to adult diabetes services – National Diabetes
Transition Audit (NDTA)

(See Appendix 1 for map of QIC sites across all four audit workstreams)
Quality Improvement Collaboratives can support healthcare improvement (Schouten et al,
2008). The collaborative design features may affect the extent to which teams improve.
Those features that may be associated with greater improvement were built into the NDA
quality improvement collaboratives:








Leadership support
Teamwork
Teams that remain intact and continue to gather data
Facilitators perceived as being helpful
The sharing of improvement ideas
The use of Plan-Do-Study-Act
Interactive learning sets and conference calls.

This report details the aims, interventions tested, lessons learnt, results and conclusions of
the National Diabetes Transition Audit (NDTA) Quality Improvement Collaborative
commissioned to run from 2018-20.

National Diabetes Transition Audit

The National Diabetes Transition Audit 2011-17 demonstrated that the percentage of young
people achieving a target HbA1C of 58 mmol/mol or less fell after transition to adult care.
This overall picture hides the huge variation in the rate of people achieving their target
HbA1c level across different geographic localities in England and Wales. The National
Diabetes Transition Audit (NDTA) team is keen to support improvements in the transition
from child to adult services for people with diabetes.
The NDTA found:



The HbA1c target is more likely to be reached pre-transition compared to posttransition.
The decrease in meeting the HbA1c target is not influenced by gender, ethnicity, or
living in a deprived area.

Our consultation identified that improvement activity should focus on glucose control, as
measured by HbA1c, during the transition between services. This work was undertaken
through the creation of a National Diabetes Transition Audit Quality Improvement
Collaborative (NDTA QIC).
NHS Digital and Diabetes UK invited services in England and Wales, who wanted to set local
improvement aims related to the above aspects of care, to apply to become part of the
NDTA QIC. Each service was asked to identify a multidisciplinary team relevant to their local
improvement aim(s) including, for example, senior members of the paediatric and adult
diabetes specialist team(s) and a third team member who is able to offer a key further
contribution locally. Teams were also asked to provide evidence of support from their Trust
Chief Executive and to make a commitment to meet monthly.
32 teams applied to be part of the NDTA QIC. Selection was based upon diverse team
membership, demonstrable executive support, geographical spread and measurable aims
articulating what they wanted to improve and by how much. Twenty teams from across
England and Wales were successful in their applications to become a part of the NDTA QIC.
The teams that formed the NDTA QIC were:









The Royal Liverpool University Hospital/Alder Hey Children's NHS FT
Pennine Acute Hospitals NHS Trust
Sheffield Teaching Hospitals
Taunton and Somerset NHS FT
Guy's and St.Thomas' NHS FT
Doncaster and Bassetlaw Teaching Hospital Trust
United Lincolnshire Hospitals NHS Trust
Royal United Hospitals Bath FT














York Teaching Hospitals NHS FT
East Sussex Hospitals NHS Trust
London North West University Healthcare Trust
Manchester Foundation Trust
Imperial College Healthcare Trust
Royal London Hospital
Whipps Cross Hospital
Newham Hospital
Brighton and Sussex University Hospitals NHS Trust
Leeds Teaching Hospitals NHS Trust
University Hospital Wales
Oxford University Hospitals NHS FT

The NDTA QIC teams:







Attended a workshop (Appendix 2) to develop the skills to improve the quality of
care and outcomes, share practice and develop a tailored improvement plan to
address local needs
Took part in facilitated webinars and teleconferences
Received coaching to deliver the developed local improvement plan(s)
Shared resources such as patient information sheet, clinical systems templates and
pop-ups
Were given the opportunity to showcase improvements and share lessons at a
further workshop at the end of the first year

Each NDTA QIC team identified and tested interventions to achieve their aims of increasing
the proportion of young people maintain good glucose control during transition between
paediatric and adult diabetes services. Broadly, these interventions fell into six main types:
Improvements in the clinical experience
Examples of this include:







Patient rated experience measures carried out routinely
In-depth interviews with young people with diabetes
Making the clinical environment more accessible and inviting
Providing clinics at times that fit in with young people (including increased offer of
virtual clinics)
Increased use of technology such as Libre and DEXCOM
Increased frequency and availability of clinics

Educational approaches for young people with diabetes
Examples of this include:




Information leaflets and resources developed
Modifying structured education programmes to ensure they are appropriate for the
needs of young people
Development of peer-led groups

Development of guidelines and good practice
Examples of this include:





Standardised care pathways
Increased use of data to plan, deliver and evaluate service changes
Regular multi-disciplinary team discussions
Creation of individual care plans for transition

Collaborative working
Examples of this include:





Training and development opportunities for admin staff to follow up between
appointments, chase DNAs etc
Improving communication between paediatric and adult services including
shadowing, transition planning and regular meetings
Shared staff between paediatric and adult services
Increased links with other service such as mental health services, eating disorders
services and sexual health services

Building capacity
Examples of this include:



Successful business cases for increased staffing including youth workers, dieticians,
psychologists and psychiatrist input
Successful business cases for technology such as point of care testing

Presented below are exemplar case-studies from 14 of the 20 sites which formed the
NDTA QIC.

Case study 1: Cardiff and Vale University Health Board Young Adult Diabetes Service
Aims:





Reduce HbA1c to < 69mmol/mol in 50% of young people (16 to 25) with diabetes
attending the Young Adult Service
Reduce the DNA rates to Young Adult Clinic
Reduce the admission rate with DKA
Improve user satisfaction with the service

Interventions tested:










Collected a run chart of DNAs
Patient satisfaction survey
Altered the physical environment of the clinic
Altered the accessibility of staff: photos, rainbow lanyards, text and e mail numbers,
presence in waiting room
POC capillary testing
In reach with paediatrics
Developed support resources
Developed a structured education programme
New liaison with Eating Disorder Services

Results:
Clinic makeover




Text contact POC HbA1c

Results awaited of patient survey – analysis by patient experience team
Psychology support material developed, for example needle phobia, fear of hypos,
fear of complications. These are used as a tool to work through with the person with
diabetes




Established an MDT with Severe Eating Disorders Team for those with significant
eating disorders to plan treatment
Early referral for those with early identified eating disorders

Key lessons:




Enthusiasm exceeded data collection!
Need to collect data prospectively and harness hospital resources
Some hospital teams will only respond very slowly e.g. patient experience team, POC
team so inclusion in results of a short term project is problematic

Conclusions:




Developed new ways of working and improvements to service
Early data looks promising but follow up data is needed to see real improvement
Generated enthusiasm for continued improvements such as the new 4 module
SEREN Connect

Next steps:







Continue to collect data
Await patient survey
Start 4 module programme during transition (hopefully benefit knowledge, peer
support and familiarity with staff before moving to young adult service)
Need new clinic locations closer to patients (barrier so far)
Need more virtual clinics
Working on a plan to educate staff on eating disorders prevention and identification

Case study 2: Doncaster and Bassetlaw NHS Foundation Trust
Aims:







To improve the average HbA1c across the caseload by 10%
Completion of all 9 care processes
Reduce DNA rates by 10%
Engage the patient’s to attend all outpatient clinic appointments 16-24 years.
Engage all stakeholders to improve the service development.
Reduction in DKA admission rates for all 16-24’s by 10%

Interventions tested:















Development of a business case to improve the transition service
Development of a Gold Standard document
Work programmes or ‘Blueprints’ to outline work plan
Develop and maintain a database – evidence of care processes, DNA/CNA rates,
admissions, HbA1c’s (plus monthly average), appointments, tracking of blood results,
Type 1 and Type 2 stats, caseload numbers, contacts tracking.
Increased frequency/availability of slots in clinic
Nurse-led clinics were available alongside dietitians and psychologist
Full multi-disciplinary team (incl. dietitian & psychologist) now available
Established links with and developing referral processes to external services e.g.
smoking cessation, eating disorders, mental health, antenatal etc.
Development of educational resources
Improved access to diabetes technology
Patient satisfaction conducted and reported
Screening programme for anxiety, depression and diabetes distress
Psychologist conducted qualitative research project - patient lived experience of T1
Diabetes and transition and reported on.

Results:






Reduction in DNA/CNA rate
Improved HbA1c in patients accessing service – monthly average reduction
More HbA1c measurements taking place
Improved engagement including home downloading, attendance in clinic, text
messaging and emailing










Increase in clinic capacity is allowing service to review more young people, both
across paediatric and adult clinics
Point of care testing provides timely HbA1c results – motivational for patients
wanting to improve their diabetes management and glycaemic control
Young Adult Clinics are now fully populated
Discharged patients and patients receiving care from the G.P have been encouraged
to access secondary care and some have been referred back
Identified 13 patients which we could access Best Practice Tariff for
Patients with complex needs are being supported to access additional services
Timely screening of mental health needs and emotional wellbeing being offered
Individual psychology sessions were offered to those requiring psychological
assessment and support however unclear whether this will continue

Key lessons:




We have found it difficult as we are a pilot scheme and some uncertainty about
whether the service will continue. We have lost a nurse and there is some delay
regarding re-advertising the position
We have also found that the community diabetes team have backed off completely
so currently we are unable to support the caseload adequately

Conclusions:





We have made a lot of progress but it is going to take time to see improvements as
we have only just started gathering data. We have lost a nurse and there is a delay
in recruiting another person into the post but we have made a lot of progress in 1
year
Having a up to date data base and being able to show improvements in the service is
vital for business case and for the service to continue
We have to be aware that the data may show a dip due to current lack of resources
and loss of psychology although links and IAPT service involvement in young adult
clinics in vital at this time

Next steps:







Continue to work through the blue print
Aim to trial wicked
To get another person in post and hopefully more support for mental health
To continue to improve capacity in both young person and young adult clinics
To look at peer support and education for patients
To provide education for team on how to work with young perople re
communication skills etc.

Case study 3: Guy’s and St Thomas’ NHS Foundation Trust
Aims:




Increase the number of young people achieving HbA1c of < 58mmol/mol by 20%
from current data by 2020
Increase the number of young people seen in the joint transition clinic 14-16 to 95%
(seen by 15 years) by 2020
Increase number of people completing the Youth Empowerment Skills (YES) course
to 40% by 2020

Interventions tested:










Total redesign of the way young persons’ clinics are run - hired a new paediatric
consultant so that the team work across the age group of 14-22 years as one
adolescent team. This ensures continuity for patients and that more young people
are seen by the transition team.
Standardised care pathways according to glycaemic control
Increased the frequency of young person’s clinics
Late clinics from 4-7pm to enable young people to attend clinic after
school/college/work
Download and virtual/Tele clinics between x4 appointments per year to offer
additional support
Appoint a consultant Psychiatrists as part of the team
Start group teaching sessions that run parallel to clinic providing educations + peer
support
Community Cooking sessions for Type 2 patients

Results:










100% of young people seen in the joint transition clinic with most patient having upto 6-8 appointments before being transitioned to the young adult clinic
Major shift in F2F appointments and tele-appointments
Shorter waiting times in clinics with longer appointment slots
DNA rates reduced from 30% to 15-18% - this is only 3 months data so unclear if the
reduction can be sustained
Number of patients attending the YES programme increased
There was a statistically significant improvement in HbA1c by 7.6mM/mol after
attending YES with 49% improving the HbA1c by more than 5.5mM/mol
There was a 55% reduction in DKA admission rates in the YES cohort in the 12
months following attending YES programme - 27(pre YES) vs 12(post YES)
96 patients on the moderated Whatsapp group
YES programme engaging with ethnic minority and deprived group of patients with
54% of BME and 65% from highest IMD scores.

Key lessons:





Importance of good administrative support so that data is collected
Standardisation of clinical pathways , DNA , letter templates to improve quality of
care
Support between clinic appointments
Provide options for both face to face and non-face to face appointments

Next steps:






Review the re-designed model of working in 6 months
Collect data and compare improvements
Collect patient satisfaction and waiting time data
Review outcome from the tele/download clinics
Expand and work with London Diabetes Type1 network to roll out YES programme
across London

Case study 4: United Lincolnshire Hospitals NHS Trust
Aims:


To achieve a reduction of the HbA1c by 10 % in patients aged 16-19 who have had
the HbA1c 70 or more and increase by 10% the number of CYP with HbA1c with
HbA1c 58 or less by April 2020

Interventions tested:






Involved the stakeholders
Carried out local audit (01/04/18 - 31/04/19)
Developed and delivered patient rated experience questionnaire
Designed and delivered group clinics
Made business cases for HbA1c point of care testing, increasing dietician and
psychologist hours

Results:




Cancellations make up 46% of non-attendance - cancellation by hospital (12%) and
cancellation by patient (34%)
DNA 22%

Key lessons:






Other targets are ever present and time consuming
Emergency business can easily take over
If firefighting occurs for a while, it is hard to get back on track
Easy to push QI to the bottom of the list when pressure is off from Collaborative, and
there is no external scrutiny
Maintaining progress with QI is difficult, if drive rests with one/limited individuals.

Conclusions:




Staffing issues are currently a major problem
The QI project motivated the team to focus on diabetes transition care.
The QI helped us to realise the amount of work which we did, where we are now and
to plan our next steps.

Next steps:







To improve the communications with the adult diabetes team
Re-audit (01/04/19 – 31/03/2020)
Start a nurse-led drop in clinic
Initiate HbA1c point of care testing
Use QI methodology in a project for Skype clinic
Employ a countywide Transition nurse

Case study 5: Pennine Acute NHS Hospitals Trust
Aims:


To decrease by 50% numbers of YP with an HbA1c of ≥ 86 mmol/mol (10%) by
August 2020

Interventions tested:









Data deep dive
Team decision that holistic approach needed
Business cases for more paediatric diabetes specialist nurses and for dedicated
clinical psychology input
Change in PDSN working pattern
Standardized “Hints for high HbA1c” approach
In house admin rigor around clinic booking / DNA
Broadening team knowledge of physiology of adolescence
Updated clinic proforma including attention to mood

Results:

Key lessons:



Changes take time, tenacity, flexibility and everyone being on board
Just because you make a post it doesn’t guarantee recruitment

Next steps:




We’re trying to let the developments be organic rather than didactic whilst still being
measured (HbA1c & DNA rate)
Focus on Type 2 diabetes
Meaningful young people engagement

Case study 6: Barts Health NHS Trust
Barts Health paediatric transition service is held in three hospital sites. Some staff work
cross site but each service has site based consultants. The three sites transition services are
very different with no established outcomes.
Therefore it was decided each site would individually apply to HQIP QI, to take part in the QI
process.
Aims:




To improve clinical attendance in the paediatric transition clinic at Whipps Cross
Hospital by April 2021
Reduce time from transfer to initial appointment to the adult service below 18
weeks by December 2020
Achieve and Maintain number of young people aged 19-25years achieving an HbA1C
of <58mmol/mol by end of 2022

Interventions tested:







Collect baseline data – HbA1C and attendance rates from people transferring to
young adults in first year of Adult service over the past two years
Establish run chart on DNA rate and HbA1C rates in both 16-19 transition clinic and
young adult clinic
Establish run chart on time scale from transfer to first appointment
Review how data is collected in young adult clinic- develop a data base
Establish robust communication/monthly meetings with paediatric and adult team.
We recognise we require a ‘handover clinic’ twice a year with young adult team

Results:

Key lessons:




Have protected meeting times, stricter with contact time.
Establishing channels of communication/protected meeting times.
Maintaining and keeping QI on the agenda in all paediatric/Adult meetings/local
conferences- shout about what you are doing and eventually someone will hear you!

Conclusions:






Issues of governance discussed – PDSA cycle – MDT, psycho-social meetings
Process of transition mapped – issues identified
Monitor and map patients’ transition in the future to ensure that patients are not
lost to follow up
Monitoring baseline data to show improvement
Include ‘Ready Steady Go’ as evidence of structured education as part of the clinic
appointment

Next steps:







Trial ‘handover clinic’ in new year- patient experience survey
Trial handover document- audit via patient experience survey
Continue to develop Ready Steady Go and Hello education – run chart
Maintain monthly meetings to track progress-feedback- PDSA cycles.
Introduce Youth worker sessions with hard to reach young people under 19 years
Investigate the Youth Empowerment Skills (YES) programme

Case study 7: Oxford University Hospitals NHS Foundation Trust
Aims:




Improve mean HbA1c in Transition and 1st year of young adult clinic by 10%
Develop peer led facilitated groups
Improve access/engagement with clinic services

Interventions tested:
In transition:



Inviting all patients to group transition session as intro to transition,
Run as clinic with MDT present and participating.

In Young Adult Clinic





Contact card for Named YAC nurse to patients transferring
New mobile number/email address in YAC
Started setting up Skype Clinics (limited by Trust procedures)
Offer patient access to Trust patient portal (allows viewing of results/appointment
times and collection of questionnaire data)

Data Collection



Monitoring clinic average HbA1c across transition and YAC – looking a longitudinal
trends
Monitoring attendance

Results:
Transition to YAC data skewed by
complex cases (eating disorders and
frequent DKA)
DNA rate reduced 85% - 7.6%
8 Patients from 18-19 group now in
YAC, 7 HBa1c values- Ave HbA1c 72.5%.
Range 35-123mmol/mol
Shift in HbA1c explained by moving
complex patients

Key lessons:






Staffing and Lack of time has been a limiting factor
Engaging wider home team is essential.
It was difficult to get hold of data and complete HbA1c data is still pending
After school/work group education session was poorly attended
Group transition was a success – possibly because it was scheduled as an
appointment so parents brought along

Conclusions:




We haven’t managed to improve HbA1c across both groups, need to consider other
measures
High HbA1c skew demonstrates the need to increase Psychology within this age
group
Having available ADSN contact details appears to be increasing contacts

Next steps:
Transition:




Patient rated experience measure of transition group planned
Continue to work on developing peer led part of the session
‘recruited’ young adult clinic patient with youth work experience- plan to engage

Young adult clinic




Complete audit of HbA1c data during 1st year of YAC
Complete work on Skype clinics (progressing across the Adult diabetes dept) and
pilot with students
Work on increasing psychology access for this age group

Case study 8: Manchester University NHS Foundation Trust
Aims:


To improve the management of type 1 diabetes measured by HbA1c, by reducing the
number or 17-19 year olds attending the diabetes transfer clinic with HbA1c of 70
mmol/mol or above from 44% to 34% by April 2020

Interventions tested:

Results:

Key lessons:




Identify and engage key stakeholders using stakeholder mapping
Engage and communicate with whole team
Delegate actions




Regular updates to team using Action log
Power of patient stories

Conclusions:







We are on target to achieve our aim of reducing the number of CYP aged 17-19 with
high HbA1c
We have developed a system for data collection and are able to demonstrate
progress via QI tools
We have improved communication with paediatric and adult teams
We have presented our project at the hospital management board
We have mapped services and highlighted risks within service
We have developed a pilot plan for structured education

Next steps:




Adult team to move to new clinical area which will give opportunity to improve
environment using you’re welcome standards and patient feedback
To pilot structured education programme prior to transfer to young adult clinic
To embed Ready Steady Go concept within clinics – initial PDSA developed to
generate discussion around tool with children and young people

Case study 9: Sheffield Teaching Hospitals NHS Foundation Trust & Sheffield Children’s
NHS Foundation Trust
Aims:



Reduce the mean HbA1c of 16-20 year olds in Sheffield by 5 mmol by Feb 2020 from
current mean of 71 to 66
Increase the % of 16-20 year olds in Sheffield with HbA1c of <59 by 5%, from current
level of 28% to 33%

Interventions tested:








Increase use of Libre/DEXCOM
Promote psychology
Amend WICKED programme
Show individual progression
Provide consistent feedback to people e.g. target for time in range
Quarterly team meetings to review quarterly reports
Improve team cohesion between adult and paediatric teams

Results:

One-stop clinic
formed

Winner of Quality
in Care award

QI project
commenced

Key lessons:







Need a flexible, committed, resilient team – sometimes takes years to achieve
Data – knowing your baseline, easy to look good if you do not chase missing data
Remove barriers: drop-in clinics, hold clinics at Uni GP practices
Do not “forget” the middle ground
Success is messy, the key is small steps, tailored consultations, constant
encouragement
Communication is key – YP / parents / diabetes MDT / admin / GP

Conclusions:




With aim of reducing the mean HbA1c of 16-20 year olds in Sheffield by 5 mmol by
Feb 2020 from current mean of 71 to 66 – we are nearly there! Current mean HbA1c
is 66.8
With aim of increasing the % of 16-20 year olds in Sheffield with HbA1c of <59 by 5%,
from current level of 28% to 33% - we have exceeded the target. Currently 37.5%
meet the target HbA1c

Next steps:






Keep smiling
Keep going
Keep an open mind
Keep trying new things
Keep auditing

Case study 10: Imperial College Healthcare NHS Trust
Aims:







To reduce HbA1C in Young People (YP) with diabetes
Reduce DNA rate
Improve engagement & involvement
Co-design diabetes education programme
Develop a standardised transition pathway
Improve understanding of the transition process

Interventions tested:







Baseline data collected & analysed
Multi disciplinary team discussion
Monthly joint paediatric/adult diabetes QI meetings
2 Focus Groups
Pilot Diabetes Young Adult Service Open Evening for 14-16 year olds
Updated Diabetes Young Adult Service leaflet

Results:
Baseline data





72 YP aged 16 – 25 years in the clinic
22 % on insulin pumps
Median HbA1c 76 (range 42-142) mmol/mol
DNA rate 35%

Focus groups with 10 YP aged 16-21 years





Requested group education sessions to discuss issues e.g. alcohol
Wide knowledge gap about how transition process works
Would like people with diabetes to facilitate sessions
Mixed views re video consultations

Key lessons:






Ask young people early on for their ideas before develop service improvements
Recruitment is challenging- plenty of notice, various contact methods, reminders
Once recruited, young people are keen to be involved and express their views
Young people want to learn by experience & through peer support
Opportunity to meet other families is highly valued

Conclusions:




Steep learning curve for patients and the healthcare team
Young people’s ideas may be diverse & different from expected
Important to adapt our ideas so in line with young people’s views



Collaboration between paediatrics and adults essential- listening to each other

Next steps:







Group sessions for young people facilitated by clinic “alumni”
Open Evenings x 2 /year
Care Information Exchange
Video consultations
Promote independence: allow access to resources, results, clinic letters
Finalise Young Adult Diabetes leaflet & publish

Case study 11: Leeds Teaching Hospitals NHS Trust
Aims:





To improve the collaboration between the paediatric and adult diabetes teams
To reduce the DNA rate in the Young Adult Diabetes Service 5 %
To reduce the number of young adults being admitted with DKA
To achieve a reduction by 3 mmol/mol in HbA1c by April 2020 in patients aged 18-25

Interventions tested:










Identify and engage stakeholders
Reviewed data and patient feedback to look at what improvements could be made.
Assessed the location and accessibility of clinics and opportunity of virtual clinics.
(Software licenses for video conferencing are now in place for clinics. Need to
identify suitable patients and evaluate.)
Developing peer education and having ‘shared staff’ (including psychology) working
between paediatric and adult teams.
Joint working between paediatric and adult teams, paediatric team invited to
monthly adult meetings.
Recruited youth worker, psychologist and agreed dedicated transition/research
nurse post and project manager.
Young adult nurse will attend transition clinics, which will soon be held in the adult
section.
Placed order for a point of care testing machine.

Results:

Key lessons:



Communication is key
Setting aside time to plan the improvements we wanted to achieve




Involving young people in planning services
The need for individualised care by staff who are interested and understand the
specific needs of this age group

Conclusions:






One size does not fit all
The underlying principles of working in collaboration with the young people by the
professionals must remain at the core of transition service development
Addressing the psychosocial needs of young people can enable them to manage
their diabetes more successfully and improve their outcomes.
If they do not come to see you then you have little chance of influencing how they
behave
A Best Practice Tariff for 19-25 yr olds would really help build integrated 0-25 yr
services in line with the new NHS Long Term Plan

Next steps:


Paediatric and Adult teams to continue to meet regularly to progress with service
improvements that have been planned

Case study 12: Royal United Hospitals Bath NHS Foundation Trust
Aims:




To set up a comprehensive young person service, providing the 16-25 years old
patients with type 1 diabetes a streamline care during this period.
To improve multi-disciplinary team collaboration between paediatric and adult team.
To improve outcomes for young people with diabetes

Interventions tested:




We set up biannual MDT meeting for our transitional patients highlighting
foreseeable problems and ensuring smoother transition
Questionnaires/feedback on current service
Business plan ongoing to revamp service

Results:


Good feedback received from young people with diabtees which will be used to
inform service improvements

Key lessons:





The joint MDT between adults and paeds team works well. Youngsters feel more
comfortable transitioning.
Feedback from patients currently are quite positive. Things to work on include
structured education catered for the young persons and making waiting area more
interesting
Unfortunately slow year due to staff shortages and a complicated patient

Conclusions:



We felt rather positive about our current setting for transition service.
We want to move this forward and setup a more comprehensive service catering to
this age group.

Case study 13: Newham Hospitial- Barts Health NHS Trust
Aims:


To achieve a 20% increase in the percentage of patients who have an HBA1c of less
than 58mmol/mol at the point of transition to young adults service by April 2020.
After transition, for the HBA1c to be maintained or improved by at least 50% of
young adults who transition into the Newham Young Adults Service by April 2021.



Interventions tested:







Transition care plan ( 8/9 completed)
Cross team working and shadowing (Paediatric team shadowing DAFNE, adult nurse
and youth worker came to paediatric clinic)
Updated YADS Leaflet
Post transition questionnaire (6/9 returned)
Implementation of Ready Steady Go Hello Programme
Joint adult-paediatric Psychology support groups (STP investment)

Results:




Data from patients transferred 2017-2018
13 patients in Benchmarking data set
Aim to compare data for patients transitioning from July 2019 to July 2020 and
follow these patients through to 1 year post transition in July 2021

Benchmarking Data- Run chart 2017-2018
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Key lessons:





We realised we ARE doing a good job……..so far
We are happy with our project aims, however time and resources have been
challenging. We would like to keep up the momentum and hope to continue with
this project.
QI projects are very valuable for service development but it should be noted that
much work is often achieved out of our normal working hours i.e. at home / A/L /
help from IT geeks!

Conclusions:



HbA1c at point of transition has improved, from 28% achieving a HbA1c
<58mmol/mol to 33% during the project so far.
Unable as yet to evidence six post transition data due to either DNA and/or not
attending pathology (onsite HbA1c testing in paeds)

Next steps:
•
•
•
•
•

Organise a workshop for transition patients on self-management. Invite Young Adult
patients and Youth Worker also.
Offer Online appointments – in the process of adopting ‘Attend Anywhere’ from NHS
Scotland
Evaluate questionnaire results and make service changes where possible
Start monitoring DNA rates and look for ways to improve. Start looking at the DNA
within Consider creating transition DNA policy
Explore viability of obtaining a portable HbA1c analyser in the YAD clinic

Case study 14: York Teaching Hospital NHS Foundation Trust
Aims:



Increase by 20% 16-25 year olds under the care of hospital/acute teams with HbA1c
<58mmol/mol (7.5%) by January 2020
Reduce mean HbA1c by 10% for overall cohort of 16-25yr olds

Interventions tested:












Monthly team meetings including manager and Improvement Team
Identified who Young Adult patients were
Trialled printing out Diasend in clinic
Cohort Young Adults in 1 monthly clinic
HbA1c and meter upload to Diasend in Young Adult as well as Transition Clinic
Paediatric Support Worker books 1st Young Adult appointment following last
Transition appointment
Using Adult Support Worker to work with Young Adults with high HbA1c
Young Adult DSN makes contact prior to 1st Young Adult appointment
DAFNE now offered in Young Adult clinic
Signposting for Young Adults to psychology support
Transition Clinic feedback questionnaire

Results:






32 in Young Adult service 18-25 yr
18 in Transition 16 – 18 yr
Current mean HbA1c 75 mmol/mol (2% reduction)
11 with HbA1c <58mmol/mol
(12 at start of QI process)

Key lessons:








Regular team meetings and updates important
If an idea isn’t working – Why? Adapt? Do something different?
Involve Young People & ask their opinions
What you would do differently and what advice you would give others ?
Start early
Build an engaged team
Get support from within your extended Trust

Conclusions:





We are at the start of our journey!
Identifying who our Young Adult patients are was a key step
Don’t be afraid to try something different
If an idea isn’t working STOP try something different

Next steps:





Get feedback about VIP sheet to help review Diasend then implement
Change Transition Clinic timing in response to feedback
New Adult DSN appointed will allow current DSN to focus on Young Adults
Continue to meet to discuss QI ideas and next steps

The NDTA Quality Improvement Collaborative:
The next steps:
During the teleconferences participants requested a further face-to-face meeting where
they could get more detail about each other’s projects. During this meeting members of the
collaborative said they were keen to continue to collaborate. Diabetes UK have agreed to
pilot a 12-month teleconference based structure that mirrors the multi-site calls during the
funded collaborative. In addition, opportunities for face-to-face meetings of the QIC alumni
will be sought at future diabetes events.
The collaborative provided a structure whereby teams could work together on a common
challenge. This showed that they were willing to ask for and share resources and lessons.

There remains to opportunity to consider how similar support might be provided to those
teams that participate in the transition audit but were not able to be part of the NDTA QIC.
Lessons learnt:
Teams were selected from those that applied, it is therefore possible that those teams that
were part of the collaborative were different from those that were not. Nevertheless, a
summary of the activity of teams is provided here to enable others seeking similar
improvements to consider whether the tested interventions might be beneficial to them.
Participating teams identified a number of lessons, these included:
•









The importance of developing relationships beyond existing clinical colleagues, and
in particular, between paediatric and adult diabetes specialists and those providing
mental health care.
Aligning work to commissioner priorities was important. These priorities were not
always well understood by clinicians. Developing diabetes specialists’ understanding
of the content and development of commissioner priorities may further support
improvements in diabetes care.
Developing links between the collaborative and others involved in supporting
improvements in diabetes care may help identify further opportunities for
improvement.
Considerable work was needed to understand current performance and in particular
where to target improvements. NHS Digital were extremely helpful in supporting
members of the collaborative to understand their data. Automated data to
understand performance over time may further support improvement.
Collaborative members reduced duplication (for example, in the development of
information resources), shared resources and described important improvements.
They also shared lessons and supported each other through difficult change
management experiences. In many cases, they did this against a background of
staffing pressures. It is anticipated that providing an opportunity to collaborate in
this way is cost effective, but there is a need for a formal evaluation of the process
and outcomes of the collaborative.

For further information on this work, contact: nda@diabetes.org.uk
Acknowledgements: We would like to thank all the teams who participated in the
collaborative for their willingness to share their experience.

Appendix 1:
National Diabetes Audit
Quality Improvement Collaborative 2017-2020 sites

National Diabetes Foot Care Audit (NDFA)

National Diabetes in Pregnancy Audit (NPID)

National Diabetes Inpatient Audit (NaDIA)

National Diabetes Transition Audit (NDTA)

Appendix 2: Workshop programme

9.00 – 9.30

Registration and Tea/Coffee

9.30 – 10.00

Welcome and background

10.00 – 10.45

Setting aims and engaging others
Building upon the application and post-application support to set
measurable aims.
Patients, carers and colleagues on the team.

10.45 – 11.00
11.00 – 11.15

TEA/COFFEE
Building an executable strategy
The use and population of driver diagrams.

11.15 – 12.15

Tracking improvement and capturing plans
Reviewing data over time and developing a sustainable, local
measurement plan.

12.15 – 1.00
1.00 – 2.00

LUNCH
Analysing local practices and capturing plans
Developing process maps and using reliable design to improve care

2.00 – 3.30

PDSA & COM-B (and tea/coffee break!)
The place and development of plan-do-study-act cycles within the
model for improvement, and how they can be integrated with
behaviour change theory.

3.30 – 4.00

Driver action diagram
Extending local driver diagrams and making commitments about the
next steps.

4.00 - 4.30

Present driver diagrams and describe next steps
Learn what others are planning and have opportunity to win award!

4.30 – 4.45

Next steps for the Collaborative

