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	Why is the Project needed?  

More than 7.3% of the population aged 17 and over in Wales lives with diabetes, of which around 90% have Type 2. Managing diabetes and its complications accounts for 10% of the annual NHS Wales budget i.e., £500m approximately per annum. Although Wales has the highest rate of diabetes among UK nations, until March 2021 plans for a national diabetes prevention programme (DPP) had not been established. In March 2021, WG announced funding of £1m from their Healthy Weight Healthy Wales programme to commence the rollout with inbuilt evaluation of a national DPP, led by PHW. In 2021/22 the PC Hub led the design phase of programme, determining the intervention design, delivery model and evaluation approach. In Diabetes Awareness week in June 2022, the All-Wales Diabetes Prevention Programme was officially launched. This provided funding for 2 clusters per health board area, primarily to provide a dedicated resource of healthcare support workers, supervised and trained by local dietetic leads, to deliver the brief intervention designed by PHW, based on similar pilots in Afan and North Ceredigion, evaluations of which informed the original business case to Welsh Government. Now in its implementation phase, in addition to the 14 clusters in Wales receiving central funding, several health boards are utilising a range of funds to expand provision further. 

The vision for the programme is to focus on prevention of type 2 diabetes, providing a person-centered brief intervention to people who are at increased risk of developing type 2 diabetes (HbA1c within the pre-diabetes range). 

There is an identified requirement to continue to support health boards with their delivery of the programme and with the programme evaluation. This aspect of the AWDPP is funded until the end of March 2024.

The plan is to continue the outcome evaluation of the AWDPP until 12 month follow up data is received. This will mean that the full findings of the AWDPP outcome are likely to be available in early 2025.

	Key Deliverables 2023/2024

Ongoing: 
· Continue to deliver key programme management elements including Implementation Board, AWDPP Steering Group and grant management (including 2022/2023 finance report) and review all existing programme ToRs to ensure they reflect current programme position and delivery activity
· Develop quality statements and indicators, and commence development of service spec for national rollout

Q1/ Q2

· Develop updated stakeholder communications & engagement plan
· Support non-centrally funded clusters to establish AWDPP activity
· Develop process map for prospective referral into AWDPP
· Publish Equity Toolkit
· Update AWDPP resources including AWDPP protocol, training & supervision framework and consultation manual
· Complete AWDPP elements of Diabetes Audit Plus module
· 1-year anniversary Ministerial visit to coincide with Diabetes Awareness Week

Q3
· Publish initial AWDPP process evaluation and develop plans for further process evaluation

Q3/4
· Deliver engagement events to embed learning from process evaluation



	What is the scope of the project?

This project was scoped to develop a ‘Once for Wales’ approach to providing a brief intervention to people at increased risk of developing type 2 diabetes. 
1. Wave 1 of the AWDPP has been rolled out in 14 AWDPP funded clusters across Wales in each health board with several health boards utilising a range of funds to expand provision further (either health board wide – SBUHB/ HDUHB/ Powys, CTM or to additional clusters but not the whole health board – C&V)
2. Collaboration with stakeholders including Health boards, AWDIG, DsPH, SPPC, AWDPRG, DHCW and Diabetes UK Cymru continues. 
3.Development of core standards of practice, underpinning quality statements and identified data requirements and standards to support evaluation of process, value and impact are part of the programme activity 
4. The sharing of learning and good practice is encouraged via the AWDPP networks. The first Community of practice/shared learning network event was held on the 10th February 2023 so that the delivery workforce could develop links and progress ideas for improvements and efficiency of practice in line with the six domains of healthcare quality.
	




	Interdependencies to note – 

	  
· Health boards having the appropriate designated workforce to deliver the programme.
· SAIL databank
· Availability of funding (WG)
	




	Outputs – actions or items contributing to achieving an outcome
	Outcomes – what we want or need to achieve/changes we expect to result from this work
	Link to Six Goals 
	link to PCMW 

	 Implementation of a national type 2 diabetes prevention programme 
	Programme is nationally agreed and adopted across Wales 
	

Goals 
	

Outcomes 
1,2,3,4,8,9,10,
11,12,13

	 Process, outcome and value-based evaluation of national diabetes prevention programme
	Understanding of reach/ equity, experience and effectiveness of AWDPP 
	
	

	  National monitoring tools for the AWDPP including AWDPP component of Diabetes Audit Plus module
	Activity and equity of access to/ uptake of AWDPP can be assessed 
	
	

	 AWDPP Equity Toolkit
	Understanding of how to address and improve equity of access and uptake to AWDPP
	
	

	Standards of Practice with underpinning Quality Statements
	Adoption and implementation of agreed Standards of Practice 
	
	

	 Outcome measures with data standards
	Adoption and implementation of agreed outcome measures with data standards to demonstrate successful achievement of the programme value and impact.
	
	

	 Stakeholder communication and engagement activity
	Learning from process evaluation addressed, increased stakeholder engagement and increased stakeholder awareness and understanding of programme and latest developments
	
	



AWDPP Outcomes/Goals
	Six Goals for Urgent and Emergency Care 
	

	Goal 1. Supporting people at more risk of needing urgent or emergency care
	

	Goal 2. People are told where they can get the help they need
	

	Goal 3. Other choices than hospital
	

	Goal 4. Reacting quickly in a health emergency
	

	Goal 5. People get the best care in hospital and when they leave
	

	Goal 6. Home when possible
	



Primary Care Model for Wales Outcomes - how care will be delivered locally, now & in the future, as part of a whole system approach to deliver A Healthier Wales

	Outcome 1 An informed public
	Outcome 8 Directly accessed services

	Outcome 2 Empowered communities
	Outcome 9 Integrated care for people with multiple care needs

	Outcome 3 Support for well-being, prevention & self-care
	Outcome 10 Cluster estates & facilities support multi-professional working

	Outcome 4 Local services
	Outcome 11 Cluster IT systems enable cluster communications & data sharing

	Outcome 5 Seamless working
	Outcome 12 Ease of access to community diagnostics supporting high-quality care

	Outcome 6 Safe & effective call handling, signposting & triage
	Outcome 13 Finance systems designed to drive whole-system transformative change

	Outcome 7 Quality out-of-hours care
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