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	Purpose of the Report
	· To describe the progress to date of the Diabetes Prevention Programme within SBUHB.
· To demonstrate close alignment between Public Health and Primary & Community Care within Swansea Bay University Health Board through this committee, increasing awareness of what already exists, identifying potential gaps and providing a steer to maximise the success of these approaches.


	Key Issues



	· Diabetes Prevention Programme is established in all 8 clusters.
· Women with previous Gestational Diabetes have been invited to the programme since April 2025. 
· National Evaluation of Programme was published in June 2025.
· Ongoing activities are in place to increase uptake alongside SBUHB communications team.
· Funding has been allocated from Public Health Wales to support ongoing delivery in 2 clusters for the financial year 2025/26 
Future funding allocation from Public Health Wales (PHW) and the Strategic Programme for Primary Care (SPPC) is unclear beyond March 2026.


	Specific Action Required 
(please choose one only)
	Information
	Discussion
	Assurance
	Approval

	
	☒	☐	☒	☐
	Recommendations

	Members are asked to:
· RECIEVE information on the progress of the SBUHB Diabetes Prevention Programme, be ASSURED of efficient and effective implementation and be alert to risks, including the financial risk post March 2026. The implications of this could mean that financial support for 5 Clusters service provision would be lacking.




Diabetes Prevention Programme

1. INTRODUCTION

The current report describes the progress to date of the Diabetes Prevention Programme in SBUHB. The programme is funded via 3 funding streams 
· All Wales Diabetes Prevention (AWDPP) programme, Public Health Wales– 2 clusters 
· Strategic Programme for Primary Care (SPPC) -3 clusters
· Health Board Funded Business Case -3 clusters 

The report describes the performance data for the programme for period until end June 2025. The next steps for the programme alongside risks to delivery are described. 


2. BACKGROUND

The Diabetes Prevention Programme in SBUHB has been commissioned for delivery across 5 clusters via funding from Public Health Wales (PHW) and the Strategic Programme for Primary Care (SPPC).  Additional funding has been identified to expand the programme across the Health Board from a successful business case which was agreed in 2022.

The SBUHB Diabetes Prevention Steering Group has continued to meet regularly and feedback is provided on a regular basis to the re-established Diabetes Planning and Delivery Group.  

The Diabetes Prevention programme is designed to reduce the number of people developing Diabetes and living with the impacts of Diabetes. It aligns with a number of national and Health Board strategic objectives, particularly the Tackling Diabetes Together Programme (2023) and the Swansea Bay Population Health Strategy (2023).    

2.1 Update to Programme Delivery 

The programme is currently being delivered across all 8 Health Board clusters. The service is working to engage the remaining 2 practices who are not currently part of the programme due to the lack of practice capacity. This has been escalated to the cluster leads. 

Recall to the programme is now taking place in all 8 clusters following the phased roll out process. 

The programme continues to maintain close alignment to the All Wales Diabetes Prevention Programme (AWDPP) model although the SBUHB service has used an administration and clerical post to increase efficiency and manage the administration burden. 

2.2 Performance

The activity data since the programme commenced in September 2022 are shown in Appendix 1.

In total 9495 people have been identified as suitable for the intervention since the project commencement, with 5344 accepting a first appointment. 

4811 people have attended a first appointment from September 2022 to 30th June 2025.  Appointments are delivered face to face or virtually with most people opting for face-to-face attendance. The attendance rate for those who accept an appointment has gradually increased and is currently 90% overall. 

2977 people have been invited to attend a review consultation since September 2023 to end June 2025 with 760 people attending.  Uptake and attendance to review appointments is generally lower than initial assessment. People whose HbA1C has improved are less likely to accept a review appointment.

2.3 Post Gestational Diabetes 

From March 2025 the brief intervention has been offered to women with previous Gestational Diabetes. Referrals are received directly from the Diabetes Specialist Midwife. To date 73 women have been eligible for the intervention and invited to the programme. 

Uptake in this group is currently low with only 7 people accepting the invite. Following an initial process review, a further recall letter has been implemented to facilitate uptake. Additionally, the team are working with colleagues nationally to explore the most effective way to facilitate attendance in this group of patients. An All-Wales Gestational Diabetes Pathway is currently being developed and is expected to be published in November 2025. 

This will link with digital offers provided in practice via the My Desmond Baby Steps Programme. 

2.5 Local Evaluation 

Local evaluation of change in HbA1C after 12 months is collected on a monthly basis. Results for the period until June 2025 are shown in Table 1 and Graph 1. 

[bookmark: _Hlk202792716]Table 1 : Change in HbA1c of those patients who ATTENDED an AWDPP appointment following 12 months (2046 people) 
	Description 
	Hba1C Range 
	Percentage 
	Number 

	Moved to normal range  
	Hba1c< 41
	28%
	587

	Remains in Pre Diabetes range 
	Hba1c 42-47 
	61%
	1229

	Diagnosed with Diabetes 
	Hba1c>48
	11%
	230




Graph 1; Change in HbA1c of those patients who ATTENDED an AWDPP appointment following 12 months (2046 people)
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This data has been compared for the people who have attended the intervention against those who have been invited but do not accept an appointment (table 2 and graph 2). 

15% of people develop Diabetes after 12 months in the cohort who are invited but do not attend an appointment This compares to 11% in the cohort who attend the initial appointment. 

Table2: Change in HbA1c of those patients who receive an invite but DID NOT ATTEND an AWDPP appointment following 12 months (1179 people) 

	Description 
	Hba1C Range 
	Percentage 
	Number 

	Moved to normal range  
	Hba1c< 41
	26%
	310

	Remains in Pre Diabetes range 
	Hba1c 42-47 
	59%
	708

	Diagnosed with Diabetes 
	Hba1c>48
	15%
	161




Graph 2: Change in HbA1c of those patients who receive an invite but DID NOT ATTEND an AWDPP appointment following 12 months (1179 people)
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2.6 National Evaluation 

National evaluation was undertaken by Public Health Wales in collaboration with Swansea University’s Diabetes Research Group. The initial data presentation was published in June 2025. The presentation outlined the key results with the full report expected to be released by Public Health Wales later in 2025. 
 
The outcome evaluation used a Non-Randomised Stepped Wedge Trial. The evaluation includes the use of a comparison group, made up of those who would have been eligible for the AWDPP prior to its start, but did not receive the intervention. Comparison group of people with prediabetes identified before each practice began the programme 

The results of the Evaluation are shown in Appendix 2. 

In Summary the results showed that:

· Overall, average blood glucose levels at 12 months were lower by 1.1mmol/mol in the group offered the intervention compared to the comparison group, with some differences (improvement) seen over time.

· The group offered AWDPP was 1.6 times more likely to remain living with prediabetic blood glucose levels than the comparison group, i.e. did not go on to develop diabetes.

· Those who were offered the AWDPP were less likely to progress to diabetic blood glucose levels.  The probability of people reaching diabetic levels was 23% lower in the group offered AWDPP (confidence intervals -0.38,-0.07).

· The comparison group was 6.5 times more likely to progress to living with diabetic blood glucose levels than the group offered AWDPP  

· There is currently insufficient evidence, until further numbers go through the programme, to demonstrate that those who were offered the AWDPP were more likely to revert to having a normal blood glucose level.

The evaluation demonstrates the AWDPP was effective in reducing progression to diabetic blood glucose levels, suggesting that a brief intervention targeting modest health behaviour changes had a positive impact on this clinical indicator.

Although the report demonstrated early signs of effectiveness ongoing and longer-term evaluation will be required.

The Public Health Wales Health Economy Team are currently looking at the return on investment as part of the ongoing review of the programme. 

2.7 Actions to Improve Uptake 

The local evaluation has shown that uptake for initial appointments remains around 57% since the programme commenced.  

Since the last report the service has worked alongside the SBUHB communication department to showcase a patient story which was published on 29.05.25 and promoted on all social media platforms (see Appendix 3).  

The reach of story showed Facebook: 49,781 reach, 6,617 engagements. Twitter: 1,508 impressions, 175 engagements. On Facebook, a common theme within the comments was praise for the service.

The patient story was subsequently covered on National TV Media (BBC and ITV) during Diabetes Week and by Swansea Bay News. The main focus of the communications programme has been to promote uptake and encourage patients to book an appointment. 

[bookmark: _Int_HKbJpoXb]Non- response letters are now being sent out to people who have not previously booked an appointment and this has shown an initial impact on engaging people to attend. 

The Diabetes Prevention Programme has also continued to support Cluster Well Being Events including those in Upper Valleys, Penderi and Afan with the aim to increase awareness (see Appendix 4).


2.8 Prospective Referral 

The use of a prospective referral process was introduced during 2024 to improve timeliness of appointments. This model allows patients to be referred on diagnosis of Pre Diabetes alongside as well as the original search-based model which continues 3 monthly in every practice. This joint approach to delivery ensures that patients are correctly identified but reduces practice workload whilst also helping to promote positive messaging to patients about attendance.

The National Programme Lead has undertaken a Quality Improvement Project focussing on increasing the use of the prospective referral model with the initial work being undertaken in SBUHB. Her report is expected during Q2 but initial feedback has shown promise, with evidence of the programme being well received within primary care in SBUHB- see Appendix 5. 

Previous attendance at Primary Care Diabetes Updates sessions has been used to promote awareness of the prospective referral model.

A National Patient Related Experience Measure (PREM) demonstrates the positive evaluation of the programme by service users. 233 from people SBUHB have submitted a response:
 
· 99% of patients felt they were “ALWAYS” listened to during their appointment 
· 99% of patients felt, the content of the consultation was explained in a way that they could “ALWAYS” understand  
· 93% Patients rated the overall experience of attending the appointment as “VERY GOOD”  

The PREM also demonstrates increases in confidence and motivation to change for people who attend appointments. 


2.9 Future Funding 

The current funding model in SBUHB of the DPP is included in the 2025/26 annual plan. The future allocations from Public Health Wales and the Strategic Programme for Primary Care remain uncertain at this point posing a financial, performance and service equity risk. There are indications that spread and scale of the Diabetes Prevention Programme across Wales will be become an expectation from Welsh Government, but the current continuation of central investment element is unknown. 

2.9.1 Future Developments 
[bookmark: _Hlk191563669] 
2.9.2 Change to HbA1C Reporting 

National changes in HbA1c reporting are expected to be implemented in SBUHB in July 2025. This will see HbA1C in the Pre-Diabetes range reported as abnormal rather than as normal. It is expected that this change will prompt a positive action on behalf of primary care and will result in an increase the number of prospective referrals to the programme. Additionally, it will help with messaging to patients around the need to attend an appointment.  


3. GOVERNANCE AND RISK ISSUES

Governance of the Diabetes Prevention Service is via the Nutrition and Dietetic Service. Monitoring of delivery data, operational issues and concerns is via the SBUHB implementation group to meet the requirements of the AWDPP agreement. Risk and issues log are maintained and reviewed within each of the Implementation Group meetings. Feedback is provided to the National Programme Board on a Quarterly basis and via the Strategic Programme for Primary Care on a 6-monthly basis. 

Progress is provided to the Primary Community and Therapies Group (PCTG) business meeting as part of the group’s business cycle and to the Diabetes Planning and Delivery Group.


The cessation of development of the Audit Plus module by the national programme team has impacted on the ability of SBUHB to capture the required outcomes of the programme. The Audit Plus template/module would enable the extraction of programme level data but the template was not completed because of plans to withdraw Audit Plus and secure a replacement led by DHCW. It is not possible to pull information out of the GP records without the Audit Plus template – the practices would therefore need to pull their own individual data but this would then introduce challenges when attempting to combine the data.

Staff risks and Issues 

In keeping with many screening based programmes, the programme continues to have turnover in the Band 3 workforce. A recent vacancy has been appointed, but a further post holder is due to leave the service at the end of July 2025. In total 6 support workers have left the programme since 2024.  The reasons for leaving have been reviewed and career progression to either band 4 or registrant training places is the main reason for leaving. Staff turnover creates additional training demands on the lead dietitian and impacts the stability of the service. 

Similar turnover is seen across all areas of Wales. Benchmarking against other Health Boards has shown that Band 4 Assistant Practitioner roles have been utilised to expand the service offer but also to increase workforce stability. A review of the current staffing structure is taking place considering the current vacancy and additional maternity leave. 

Capacity in the DPP programme during Quarter 1 has been impacted by long term and short-term sickness and maternity leave. The service has delivered a centralised service model in 2 localities to maintain efficiency and to ensure that clinic spaces are fully utilised and can be covered in the event of sickness. Despite the reduction in capacity the programme has been able to maintain activity levels at a similar level to 24/25. 


4.  FINANCIAL IMPLICATIONS

The programme is currently being delivered within its allocated budget. Submissions to PHW are made on a quarterly basis as agreed within the allocation agreement.  A transfer of costs to reflect the impact on phlebotomy and laboratory testing services is made from the programme costs (as per the allocation) to support increases in blood testing.

There has been ongoing uncertainty around future funding allocations, with a current allocation from Public Health Wales for 2 clusters until the end of March 2026 and future allocation from Strategic Programme for Primary Care (SPPC) remaining uncertain after March 2026. Both the Public Health Wales funding and SPPC funding uncertainty poses a financial risk to SBUHB where posts have been recruited on a recurrent basis. A local business case was agreed in 2022 but is likely to impacted by the Health Board Recovery and Sustainability Programme. Any reduction in funding will reduce the capacity of the programme and the timeliness of appointments. It also impacts on future staffing models and recruitment of vacant posts. 

Funding for ongoing access to Digital Resources such as the “my Desmond App” is required locally on a recurrent basis from April 2026 as this has been previously funded by the Diabetes Network on an All Wales Basis. This digital resource is used for both Diabetes Prevention, Type 2 Structured Education and Post Gestational Diabetes. 


5. RECOMMENDATION

Members are asked to:
· RECIEVE information on the progress of the SBUHB Diabetes Prevention Programme, be ASSURED of efficient and effective implementation and be alert to risks, including the financial risk post March 2026. The implications of this could mean that financial support for 5 Clusters service provision would be lacking.


	Governance and Assurance


	Link to Enabling Objectives
(please choose)
	Supporting better health and wellbeing by actively promoting and empowering people to live well in resilient communities

	
	Partnerships for Improving Health and Wellbeing
	☒
	
	Co-Production and Health Literacy
	☒
	
	Digitally Enabled Health and Wellbeing
	☐
	
	Deliver better care through excellent health and care services achieving the outcomes that matter most to people 

	
	Best Value Outcomes and High Quality Care
	☒
	
	Partnerships for Care
	☒
	
	Excellent Staff
	☐
	
	Digitally Enabled Care
	☐
	
	Outstanding Research, Innovation, Education and Learning
	☐
	Health and Care Standards

	(please choose)
	Staying Healthy
	☒
	
	Safe Care
	☐
	
	Effective  Care
	☒
	
	Dignified Care
	☒
	
	Timely Care
	☒
	
	Individual Care
	☒
	
	Staff and Resources
	☐
	Quality, Safety and Patient Experience

	It is expected that the Diabetes Prevention Programe in SBUHB will provide an improved patient experience for people with Pre Diabetes. A pan-cluster delivery model ensures equity of access for all people in SBUHB. The outcomes have been captured for 2 clusters feeding into the national AWDPP dataset.
Quality assurance and the enhanced skills of the Healthcare Support Worker (HCSW) in the delivery of patient centred goal setting conversations is a key component of the programme.
Local outcomes in relation to HbA1c change are captured and are showing positive results although these numbers are still relatively small. The national evaluation has demonstrated positive impact. 
A Patient Related Experience Measure has been implemented since December 2023.


	Financial Implications

	The financial implications are described above.
Funding for a further year has been agreed from PHW for the financial year 25/26. Funding from SPPC continues for 25/26 
Health Board funding was agreed in 2022 to facilitate a pan cluster delivery model. 
Identification of funding for my Desmond App is required from April 2026.


	Legal Implications (including equality and diversity assessment)

	Evaluation of uptake and equity implications has commenced in the City Cluster utilising draft equity toolkit developed by the National Programme Board.   


	Staffing Implications

	The staffing risks are described above. Retention of staff has been added to the programme risk log. Staff are currently employed on permanent contracts. 

	Long Term Implications (including the impact of the Well-being of Future Generations (Wales) Act 2015)

	· Long Term - Public Health and improved outcomes are anticipated within the programme.
· Prevention – The programme will see a reduction in people diagnosed with Type 2 Diabetes and will utilise behavioral change approaches to increase access to lifestyle interventions.
· Integration – Working across Wales within the AWDPP framework and with academic partners to evaluate the programme.
· Collaboration - Collaborative working across clusters and partners including National Exercise referral scheme.
· Involvement – Clear pathways ensure patient centered care.

	Report History
	None

	Appendices
	Appendix 1: Performance Data
Appendix 2: National Evaluation
[bookmark: _Hlk206152429]Appendix 3: SBUHB Communications
Appendix 4: Cluster based Activities 
Appendix 5: Feedback from Practice Survey (QI project)
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