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1. PROJECT BACKGROUND

1.1 Context

Type 2 diabetes is a major public health concern and disproportionately affects people
from ethnic minority backgrounds. Individuals from ethnic minority groups are at
increased risk of developing diabetes at a younger age and are more likely to experience
poorer health outcomes if the condition is not identified and managed early. Early
identification of diabetes provides an opportunity for intervention to prevent and reduce
long-term complications.

1.2 Problem

A review of practice data identified that a number of ethnic minority patients aged 40
years and above had not undergone diabetes screening within the previous three years
despite belonging to a higher-risk population. This represented a missed opportunity for
early identification of diabetes and implementation of appropriate management
strategies.

1.3 Impact of the Problem

Undiagnosed diabetes can lead to delayed intervention, poorer health outcomes, and
increased risk of cardiovascular disease and other complications. Failure to engage
higher-risk populations in preventative healthcare contributes to widening health
inequalities and increased healthcare utilisation.

1.4 Project Objectives
The project aimed to:

Identify ethnic minority patients aged 40 years and above who did not have a diagnosis
of diabetes and had not undergone HbA1c testing within the previous three years.

Increase uptake of diabetes screening within this population.
Identify patients with prediabetes or previously undiagnosed diabetes.

Provide early intervention and preventative advice where appropriate.



Contribute to reducing health inequalities through targeted population health
management.

2. PEOPLE AND THEIR INVOLVEMENT

The project involved collaboration between:

GP project lead.

Practice administration team.

Practice nursing team and healthcare assistants.
Practice Patient Participation Group (PPG).
Patients identified through the screening search.

The administration team supported patient identification and communication. The
Patient Participation Group provided valuable insight into patient perceptions of
screening invitations and helped inform future communication strategies. Patients
participated through attendance for screening and engagement in follow-up
discussions.

3. APPROACH

A search of the clinical system was undertaken to identify ethnic minority patients aged
40 years and above who did not have diabetes and had not undergone HbA1c screening
within the previous three years.

A total of 62 eligible patients were identified and invited via Accurx messaging to attend
for diabetes screening.

To support patient engagement, feedback was sought from the Practice Patient
Participation Group. Discussions explored how patients perceive screening invitations
and identified opportunities to improve communication. Participants highlighted the
importance of clearly explaining why patients were being contacted, using patient-
friendly language, and promoting health initiatives through practice communication
channels to increase trust and awareness.

Patients who attended for screening underwent HbA1c testing, and results were
reviewed with appropriate follow-up arranged according to outcome.

4. BENEFITS
The project delivered a number of benefits:
Improved identification of patients at risk of developing type 2 diabetes.

Increased awareness of diabetes prevention among participating patients.



Early identification of patients with prediabetes.

Opportunity to provide timely lifestyle intervention before progression to diabetes.
Enhanced understanding of patient perspectives regarding healthcare communication.
Strengthened patient involvement in service improvement.

Contribution towards reducing health inequalities through targeted preventative
healthcare.

5. DELIVERABLES

The project delivered:

Identification of 62 eligible patients through a targeted population health search.
Screening invitations sent to all eligible patients using Accurx.

HbA1c testing completed for responding patients.

Follow-up communication for patients with normal screening results.

Dedicated telephone consultations for patients identified with prediabetes.

Lifestyle intervention advice focusing on healthy eating, physical activity, and weight
management.

Offers of referral to the NHS Diabetes Prevention Programme.

Engagement with the Practice Patient Participation Group to inform future
communication strategies.

6. OUTCOMES / IMPACT

A total of 62 patients were invited for diabetes screening.

Of these:

18 patients attended for HbA1c testing, representing a screening uptake rate of 29%.
14 patients (78%) had normal HbA1c results.

4 patients (22%) were identified as having prediabetes.

No new cases of diabetes were identified.

Patients with normal results received reassurance and advice on maintaining a healthy
lifestyle through regular physical activity, healthy eating, and weight management.



Three of the four patients identified with prediabetes participated in follow-up
telephone consultations. Discussions focused on lifestyle modification, including
healthy eating, increasing physical activity, and achieving a healthy weight. Referral to
the NHS Diabetes Prevention Programme was offered to support long-term risk
reduction. One patient could not be contacted despite attempts to do so.

Engagement with the Patient Participation Group provided valuable insight into how
patients perceive screening invitations. Feedback highlighted the importance of clear
communication, explaining the purpose of screening, and using trusted communication
channels to improve engagement.

The project demonstrated the effectiveness of targeted case-finding in identifying
patients at increased risk of diabetes and providing early preventative intervention.

7. LESSONS LEARNED

Population health searches are an effective method of identifying higher-risk patients
who may not routinely engage with preventative healthcare.

Communication is a key determinant of patient engagement with screening initiatives.

Patient and public involvement can provide valuable insights that improve healthcare
delivery.

Early identification of prediabetes creates opportunities for meaningful intervention and
prevention.

Targeted preventative approaches can support efforts to reduce health inequalities
within primary care.

8. RECOMMENDATIONS / NEXT STEPS

Repeat targeted diabetes screening searches periodically to identify patients who
remain overdue for screening.

Incorporate Patient Participation Group feedback into future invitation messages.

Consider using multiple communication methods, including SMS messaging, email,
and practice website promotion, to improve engagement.

Continue structured follow-up and preventative support for patients identified with
prediabetes.

Share learning from the project across the practice and Primary Care Network to
support wider diabetes prevention work.

Explore opportunities for future community-based health promotion activities aimed at
high-risk populations.



