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QiC Diabetes 2017 Entry Form
(Applicable to all entry categories except Digital)

CLOSING DATE FOR ENTRIES FRIDAY 26 MAY 2017

· Total word count of each entry (all sections) must not exceed 2,500 words
excluding supplementary materials. (The judges will be looking for each section to be completed fully.)

· Maximum entry score is 100; please see scoring grid for allocation of points 

· Please note that an initiative can be entered in one category only.  However, an entrant can submit multiple initiatives into the appropriate categories

· Please note that judges retain the right to reassign entries to an alternative category than the one to which it has been submitted, if they feel it would be more advantageous to the entry.

How to enter
1. Email your completed entry to: rjackson@pmlive.com
All entries must be emailed by 18:00hrs on Friday 26 May 2017
2. PLEASE NOTE: The judges will base their first round scores on your completed entry form ONLY. However, we do encourage you to submit supplementary materials to support your initiative, as these will be looked at and discussed on judging day, but not beforehand.
3. For further information/help with your initiative entry, please contact:       
Siobhan Thwaites: T: 01372 414247, E: sthwaites@qualityincare.org 
Raine Jackson: T: 01372 414252, E: rjackson@pmlive.com 


QiC Diabetes 2017 entry guidelines and scoring criteria
[bookmark: _GoBack](Applies to all categories except digital and technology solutions in the treatment or management of diabetes category where separate entry guidelines apply)

Welcome to Quality in Care (QiC) Diabetes 2017. 

Please read the entry guidelines carefully.

Now in its seventh year, the programme recognises, rewards and shares innovative practice that demonstrates quality in diabetes management, education and services for people with diabetes and/or their families.

We are delighted that you are sharing your innovative practice by entering QiC Diabetes 2017 with an opportunity to win one of the prestigious awards. QiC Diabetes 2017 is open for entry from Wednesday 7 March and closes on Friday 26 May 2017.

Writing an effective QiC Diabetes entry takes careful planning. You must detail your aims and objectives. Your objectives must be SMARTER – Specific, Measurable, Achievable, Relevant, Time-bound, Evaluated and Reviewed. To help you write a winning entry please download the Seven Steps to Success, which offers advice and guidance on how to make your entry stand out.

Initiatives are invited from anyone working in the diabetes arena. Whatever the area of patient care and/or diabetes service delivery, if your initiative or programme relates to diabetes in any way, you should enter. Judges are keen to review a wide spectrum of entries and to recognise the innovative practice that we know is out there.

Entries for certain categories are decided by nomination.  Submit your choice for who should win the people's award, diabetes healthcare professional of the year or outstanding educator in diabetes.

Plan your entry 
· Take a look at the categories to decide which one is most appropriate for your work. Please note that an initiative can be entered in one category only. However, an entrant can submit multiple initiatives into the appropriate categories
· We welcome initiatives and programmes that were conducted between January 2011 and December 2016
· There is no entry fee
· Total word count of each entry must not exceed 2,500 words in total or may be subject to disqualification by the judging panel. The word count of 2,500 words does not include the supplementary materials
· We encourage you to submit supplementary materials to support your initiative, as these will be reviewed on judging day, but not beforehand
· See a winning entry from last year’s programme at www.qualityincare.org/diabetes



Entry criteria

Judges will be looking for evidence of:

1	Innovation, ie making changes for improved services and outcomes, in something established, especially by introducing new methods, ideas or products; or introduce something new
2	Aims and objectives
3	Baseline data and evidence of quality improvement in terms of innovation, methods, results, effectiveness, timeliness, user feedback from people with diabetes and their families and/or carers, safety, savings and sustainability & replication (see scoring system)
4	Where possible include evidence of the patient in the development of the initiative or its evaluation. 


	Criteria
	Maximum score
	Comments

	Summary
	10
	 

	Innovation
	30
	 

	Method
	10
	 

	RESULTS
	
	Total of 30 points divided between 5 quality improvement areas

	1. Effectiveness
	10
	To include efficiency improvements

	2. Timeliness
	5
	 

	3. User feedback
	5
	 

	4. Safety
	5
	 

	5. Financial savings
	5
	 

	Sustainability and spread
	20
	How do you plan to sustain your project?
Is your project reproducible elsewhere





Entry
Please tick relevant box that applies to your entry.

	Category
	Children, young people and emerging adults (up to 25 years old)
	Adults

	Prevention and early diagnosis type 2 diabetes
	
	

	Prevention and early diagnosis specialist complications type 1 and type 2 diabetes
	
	

	Patient care pathway
	
	

	Patient-led initiatives in the treatment of diabetes
	
	

	Empowering people with diabetes
	
	

	Diabetes team initiative of the year
	
	Yes

	Diabetes collaboration initiative of the year
	
	



Section 2:  Your contact details
[bookmark: OLE_LINK1]Name:	Tony Willis	
Job title: 	Clinical Director for Diabetes 
Hospital/organisation:	NHS North West London Collaboration of CCGs
Address: 	15 Marylebone Road, London, NW1 
Email:	tony.willis@nhs.net
Daytime tel: 	07825 665018

Section 3: 	Additional contributors 
Name:	
Title: 	
Hospital/organisation: 	
Address: 	
Email: 	
Daytime tel:	


For team entries, please list additional team members to be recognised:

In addition to the listed team members below I would like to recognise all primary care teams of the CWHHE Collaborative, the working partnership between Central London, West London, Hammersmith and Fulham, Hounslow and Ealing Clinical Commissioning Groups.

Name:	Raquel Delgado
Title: 	Clinical Lead for Diabetes 
Hospital/organisation: 	NHS Hounslow CCG
Address: 	
Email: 	raquel.delgado@nhs.net
Daytime tel:	

Name:	Raj Chandok
Title: 	Clinical Lead for Diabetes 
Hospital/organisation: 	NHS Ealing CCG
Address: 	
Email: 	raj.chandok@nhs.net
Daytime tel:	

Name:	Andy Goodstone
Title: 	Clinical Lead for Diabetes 
Hospital/organisation: 	NHS Central London CCG
Address: 	
Email: 	andy.goodstone@nhs.net
Daytime tel:	

Name:	Rachael Garner
Title: 	Clinical Lead for Diabetes 
Hospital/organisation: 	NHS West London CCG
Address: 	
Email: 	rachael.garner@nhs.net
Daytime tel:	

Name:	Yasmin Razak
Title: 	Clinical Lead for Diabetes 
Hospital/organisation: 	North Clinical Learning Set, West London CCG
Address: 	
Email: 	y.razak@nhs.net
Daytime tel:	

Name:	Anne Dornhorst
Title: 	Diabetes Consultant
Hospital/organisation: 	Imperial College Hospitals NHS Trust
Address: 	
Email: 	a.dornhorst@imperial.ac.uk
Daytime tel:	

Name:	Narinder Sandhu
Title: 	Commissioning Manager for Diabetes 
Hospital/organisation: 	NHS Ealing CCG
Address: 	
Email: 	narindersandhu@nhs.net
Daytime tel:	

Name:	Howard Tingle
Title: 	Diabetes Champion 
Hospital/organisation: 	Paddington Community Development Trust
Address: 	
Email: 	howardetingle@outlook.com			
Daytime tel:	

Name:	Liz Piggott
Title: 	Diabetes Educator 
Hospital/organisation: 	Triborough Diabetes User Group
Address: 	
Email: 	ljean_pigott@hotmail.co.uk		
Daytime tel:

Name:	Jessica Simpson
Title: 	Commissioning Manager for Planner Care
Hospital/organisation: 	NHS Hammersmith and Fulham CCG
Address: 	
Email: 	jessica.simson@nw.london.nhs.uk
Daytime tel:	

Name:	Adam Foster
Title: 	Project Support Officer
Hospital/organisation: 	NHS Hammersmith and Fulham CCG
Address: 	
Email: 	adam.foster@nw.london.nhs.uk
Daytime tel:

Name:	Lesley Roberts
Title: 	Programme Director
Hospital/organisation: 	NHS North West London Collaboration of CCGs
Address: 	
Email: 	l.roberts@nhs.net
Daytime tel:

Name:	Paula Fernandes
Title: 	GP Clinical Lead for Diabetes
Hospital/organisation: 	Hammersmith and Fulham GP Federation
Address: 	
Email: 	paula.fernandes@nhs.net
Daytime tel:

Name:	Judy Downey
Title: 	Diabetes Specialist Nurse Educator
Hospital/organisation: 	Hammersmith and Fulham GP Federation
Address: 	
Email: 	mail@diabetesnet.uk
Daytime tel:


Section 4: 	Where did you hear about Quality in Care Diabetes?
Email
Section 5: Have you entered this project before, if so which year and which category? No
Section 6: 	Title of entry: 
Transforming diabetes care at scale in North West London
		(10 words MAXIMUM)

Section 7:	Brief summary of entry (10 points)

Since 2014, we have worked collaboratively across a population of 1.4 million citizens, over 70,000 patients with diabetes, 5 CCGs and 235 GP practices to commission, implement and monitor outcomes based improvements in diabetes care. 
Our key successes have been:
1. Reducing unwarranted variability: Significant improvements in achievement of the 9 key care processes, 3 NICE treatment targets (3TT), monitoring for hypoglycaemia in patients on high risk medication and care planning to emphasise collaborative creation of goals.  
1. 3088 additional patients achieving all 3 NDA treatment targets (HbA1c ≤ 58 in newly diagnosed patients, Blood pressure ≤ 140/80 and Cholesterol ≤ 5) since June 2016
1. Adjusting community diabetes contracts to focus on primary care diabetes education, virtual clinics and multidisciplinary working
1. Network based contracts based on average outcomes across populations of at least 30,000
1. Development and use of diabetes dashboards to monitor and feedback achievements, identify off target patients and promote quality improvement
1. Maximising the capabilities of the primary care IT system to standardise clinical guidance, coding and reporting
1. Production of printable care plans and invitation letters for patients
1. Introduction of digital supported self-care apps for patients 
1. Extension of an initial pilot of a diabetes psychological medicine service to provide support to patients with more significant mental health problems
The success of this work has brought together an increasing number of stakeholders from across North West London including patients and user group facilitators, public health teams, clinicians from all 4 acute hospital trusts, community teams, GP federations, commissioners and senior management teams. As a result, nearly 200 stakeholders provided input into the successful North West London STP bid for diabetes transformation funding and a further phase of diabetes transformation is being launched to integrate pathways and commissioning for multiple providers across NWL and focus further on supporting self-care for patients. (298 words)

Section 8: 	Submission statement 
(Sections A, B C and D in total to be no more than 2,200 words MAXIMUM)

A	Innovation (30 points)
What is the innovation? 
How is your work different from what has already been done?

Key elements to the innovation include:
1. Scale: although a number of commissioning groups have redesigned diabetes services, there has been no previous attempt in England to undertake a diabetes transformation programme aiming to have significant impact on such a large diabetes population.  
2. Contracting with GP federations: part of the aim with the OOHS was to begin commissioning primary care at scale, working with federations to deliver population level coverage and work on reducing variability through peer-peer interactions and network-based contracts. Basing performance-related payments on network or federation level achievement has aided this process.
3. Standardised GP IT support: we maximised the capabilities of the GP IT system (SystmOne) to the full in order to drive transformation at scale, publishing content simultaneously out to 235 GP practices. This included developing and publishing a suite of standardised clinical tools within the system:
· clinical templates meeting the opposing challenges of both allowing quick overview / data entry and providing in-depth viewing  / recording of best practice elements
· links to local diabetes guidelines
· patient searches to help practices identify off track patients or those missing key elements of care
· automated protocols to create pop-ups within the clinical system (e.g. reminders about checking for hypoglycaemic events in patients on sulphonylureas and/or insulin)
· printable care plans and care planning invitation letters co-designed with our patient user groups
4. Dashboards: supporting the quality improvement work, we developed two manual dashboard tools using data from .csv files extracted from SystmOne, imported into Excel spreadsheets and presented using pivot tables and conditional formatting:
· A monthly practice dashboard showing achievement against the contractual thresholds across the key care processes and treatment targets. Data was aggregated at practice, locality and federation level and was shared openly with all practices in the collaborative.
· A patient level dashboard, providing an overview of all patients in the practice and their achievement of treatment targets, completion of care processes and current diabetes, antihypertensive and lipid lowering therapy. This was used to help practices monitor patients for recall, identify those that needed active case management and allow more rapid case discussion with consultants during virtual clinics.
5. Whole Systems Integrated Care: we have developed an integrated data warehouse containing linked primary, community, acute and social care data, and have just introduced the first set of diabetes dashboards, allowing automation of previously manual dashboard update processes.
6. A focus on best practice: 
· since August 2015, we have adopted a target cholesterol of 4mmol/L (ideal target cholesterol of 4 was enshrined in guidance from the Joint British Societies in 2005, and latest NICE guidance recommends prescribing Atorvastatin 20mg+ in patients with QRISK ≥ 10% and aiming to achieve > 40% reduction in non-HDL cholesterol). Since April 2016, we have highlighted variability in Atorvastatin 20mg+ and increased its prescribing by 7.1% (5065 additional patients).
· from April 2017, we have introduced a tighter contractual target HbA1c (53mmol/mol) in patients diagnosed within the previous 2 years in order to encourage early intensification.
· no exception reporting: one of the key issues we were seeing with QOF was the huge variability in exception reporting rates between sometimes very similar practices which was masking the real figures.
7. Monitoring of hypoglycaemia: hypoglycaemia is a significant risk in patients on insulin and/or sulphonylureas. Hypoglycaemia symptoms aren’t frequently volunteered by patients, but many patients, particularly those on sulphonylureas, experience unreported hypoglycaemic symptoms. Recently updated American Diabetes Association/Endocrine Society guidelines http://bit.ly/ADAhypo endorse proactive monitoring of patients on these medications. We are evaluating the impact of this approach on hypoglycaemia admissions and urgent care attendances.
8. Patient empowerment: we were keen to introduce best practice around collaborative goal setting and care planning, and provision of results to patients prior to appointments. 

B	Method	(10 points)
	What did you do and how long did it take?

In 2014, diabetes clinical leads from Central London, West London, Hammersmith and Fulham, Hounslow and Ealing CCGs (CWHHE CCG Collaboration) established regular meetings to share best practice and find new ways to engage with local stakeholder groups, during which we realised we shared the same challenges including:
· poor achievement against national quality indices: CWHHE CCGs were some of the worst in London for NICE 3 treatment targets (3TT) HbA1c ≤ 58 in newly diagnosed patients, Blood pressure ≤ 140/80 and Cholesterol ≤ 4)
· wide variability in primary care delivery quality and model (and in achieving NICE 3TT) resulting from variability in organisational processes and clinical knowledge/skills. 
· siloed ways of working
· low levels of structured education uptake and completion
· little involvement of patients in decisions about their own care
· lack of unified easily accessible up-to-date guidance for clinicians
· relatively high levels of diabetes prescribing expenditure against poor outcomes

This led to the commissioning of the Diabetes CWHHE Out Of Hospital Services (OOHS). The aim was to improve care and outcomes for patients by initially addressing some of the inter-practice differences in monitoring of the 9 key care processes and achievement of NICE targets using performance related payment across GP networks against the following Key Performance Indicators:
· % of patients with record of 9 key care processes
· % of patients reaching all 3 NICE treatment targets (HbA1c ≤ 58, blood pressure ≤ 140/80, cholesterol ≤ 4)
· % of patients with record of care planning consultation (requires results shared with patient prior to appointment, collaborative goal setting and care plan development with the offer of a printed care plan to patient at the end of the consultation)
· % of patients on sulphonylureas and/or insulin who have been asked about the presence of symptoms of hypoglycaemia
· % of newly diagnosed patients referred to structured education (since 2016/7)
Achievement against targets was based on average GP network performance (population 30,000 minimum), and contracts were agreed with GP federations.

The contracts were piloted across Hounslow CCG from January-July 2015, and rolled out widely across CWHHE from August-September 2015.


C	Results 
(Total of 30 points between 6 quality improvement areas)
What did you find?
Discuss your results in terms of quality improvement considering the following
· Effectiveness & efficiency  (10 points)
Between August 2015 and March 2017, there has been significant improvement in diabetes care for over 70,000 patients across CWHHE CCGs with the following key changes:

	Indicator
	August 2015
	June 2016
	March 2017
	Increase in numbers of patients achieving target since measurement started

	Receiving 9 key care processes
	26.1%
	39.0%
	56.9%
	22,124

	HbA1c ≤ 58
	53.2%
	56.1%
	60%
	4884

	Blood pressure ≤ 140/80
	62.9%
	64.0%
	69.3%
	4597

	Cholesterol ≤ 4
	38.3%
	38.8%
	40.4%
	1508

	All NICE targets controlled (HbA1c ≤ 58, BP ≤ 140/80, Chol ≤ 4)
	Not measured
	17.9%
	20.9%
	2155

	All NICE targets controlled (HbA1c ≤ 58, BP ≤ 140/80, Chol ≤ 5)
	Not measured
	30.7%
	35.0%
	3088

	Patients on NICE recommended statin
	Not measured
	34.3%
	41.7%
	5315

	Monitoring for hypoglycaemia in patients on SU and/or insulin
	7.7%
	42.1%
	75.7%
	20,340

	Care planning and goal setting
	0.7%
	42.4%
	65.2%
	46,332

	Structured education at diagnosis
	41.4%
	42.3%
	80.5%
	2377

	Patients prescribed cost effective glucometer strips
	2.2%
	54.0%
	58.0%
	N/A




Two stand-out exemplar practices showing the greatest levels of improvement are located in areas of highest deprivation: 
· One GP working in the most deprived ward in NWL (Golborne) with low life expectancy and a large North African population managed to increase her practice’s percentage of patients achieving all NICE 3TT from 13.4% to 30.1% in 9 months. Through clinical leadership, the benefits were spread across the entire locality (15 practices, 3961 patients with diabetes, average multiple index of deprivation score 38) resulting in a 5.2% increase in patients achieving an HbA1c  58 over a 9 month period (increase from 2066 to 2330)
· Another GP based on the deprived White City estate ran virtual clinics with a community diabetes consultant where all patients with an HbA1c > 100mmol/mol were reviewed. The average HbA1c reduction for this group of patients 8 months later was 36.5 mmol/mol.

· Timeliness (5 points)
It took about 9 months from start of the contract to embed change and make an impact, particularly on the 9 key care processes, increasing care planning and establishing non-diabetic hyperglycaemia registers. In year 2, we increased the focus on achievement of the 3 treatment targets across the collaboration, with a target of moving the mean achievement at end of 16/17 to the end of 15/16 75th centile. This was achieved before the end of the contract year.

· Was the project-user centred, did you obtain user feedback? (5 points)
Diabetes users and user groups were engaged before design began and have been involved since:
· providing significant input into the design of the contract
· attending CWHHE Collaborative diabetes strategy groups
· co-designing patient invitation letters and care plans
· selection of glucometers

User feedback from a patient: 
“I have been a type II diabetic for 16 years and I really couldn’t get my head around it.  Having a consistent GP and specialist Diabetes nurse at the practice has helped my journey. I was signposted to the Xpert programme by my practice receptionist. The diabetes programme put me in a different mindset, I learnt a lot about the different foods and portion control. The staff were really nice. I feel more motivated. I now know a lot more than I did before. I can even advise my family members who have diabetes. I feel more able to make healthy choices and more upbeat about being a diabetic.”


· Safety (5 points)
Monitoring of hypoglycaemia in patients on sulphonylureas and/or insulin was introduced in order to improve safety for these patients. Initial data show a trend (though not yet significant) towards reducing hypo admissions and cost.
· Financial savings - cost effectiveness  (5 points)
An initial focus of the project was to increase the use of cost effective glucometer strips and needles. We worked closely with diabetes user groups to identify a collection of glucometer /strip combinations which were user friendly, met the required ISO standards and cost less than £10 per pack of 50 strips. We anticipate seeing cost benefits from improvements in numbers of patients supported in self-care and achieving key NICE targets.
D	Sustainability and Spread (20 points)
· How do you plan to sustain your project?  
Following the initial success in working across CWHHE CCGs, resulting in significant improvements in care and in achievement of the NICE 3 Treatment Targets, we are now collaborating on a NWL Diabetes Transformation Programme across the entire STP (8 CCGs). With nearly 200 stakeholders inputting into the NWL Diabetes Treatment and Care bid based on the work above, we were successful in winning £2.4m funding together with a 4 year investment plan from the North West London CCGs based on some key sustainability components: 
1) Informatics  
A substantial part of the improvement in diabetes care across CWHHE has been due to the widespread use of basic analytics at patient and population level, i.e. clinical reports from the GP systems and manual export into Excel spreadsheets. Whilst these approaches require some manual processes, we have seen significant improvement already in key diabetes measures. In parallel, we have been developing the Whole Systems Integrated Care database containing linked primary, community, acute and social care data, and have just introduced the first set of diabetes dashboards which have automated previously manual processes and allowed linkage of key datasets. Our aim is to embed the use of this diabetes information system across NWL and potentially across London (in conjunction with the London Diabetes Transformation Group), as well as expand the capabilities of the system to include the following: 
a) Population: 
· Comparison of actual vs estimated disease prevalence
· Identification of at risk groups of patients using prediction tools run across the entire population
b) Clinical: 
· Disease management – transparent benchmarking across providers (including GP practices) to highlight variability and drive change
· Proactive care management – identification and safety netting of newly diagnosed patients; people with out of range results; those who may have been lost to follow up; or those not actively engaging in care. 
· At-risk pathway management (e.g. diabetes foot pathway)
· Trend analysis – to understand whether care and outcomes are improving
· Intelligence gathering – understanding over time the real implications of differences in achievement of treatment targets within the population
c) Financial
· Per patient costing across the entire diabetes pathway
· Comparison of costs vs outcomes of current care
· Actuarial / Predictive modelling – analysis of cost and outcome implications if treatment was improved (e.g. if all providers improved to 95% centile for NICE 3TT)
d) Self-management
We are now working with MyWay digital health, whose team include developers of the Scottish Diabetes Information system (SCI-Diabetes) and MyDiabetesMyWay (MDMW), to link the patient-facing platform with our NWL Diabetes Information System and to extend its existing capabilities (ePHR viewing, automated decision support, upload of glucometer data and provision of diabetes information) to include:
· A socialised eLearning hub to encourage peer-peer and peer-mentor interactions (building on successes of the tri-borough diabetes mentor programme)
· Targeted communications to specific patient segments using customer relationship management (CRM) principles and tools. This allows us to use more appropriate messaging to specific patients’ groups and thereby increase engagement and response.
· Digital interactions with the wider diabetes care team (including care navigators and health coaches)

2) Commissioning
Align diabetes care pathways across NWL using value based commissioning as the vehicle for development of an integrated diabetes virtual team with common metrics and outcomes to better align with NICE recommendations and best practice

3) Share and embed best practice
Encourage and support healthcare teams by improving diabetes knowledge/expertise, networking and sharing of care. This includes sharing of best practice examples. This will also improve consistency in patient outcomes and reduce diabetes related complications within and across 8 CCGs.


· Is your project reproducible elsewhere?
Achievements were based on relatively simple outcomes based contracts and standardised use of GP IT systems across a large population.

(2140 words)



Section 9: Customer statement to support entry

Please provide at least one quote from a customer (clinician, commissioner, or person with diabetes) confirming the impact and/or effectiveness of your initiative/project. All details will be kept confidential.

Title:  			Dr 
First name: 		Noorez
Surname: 		Hirani
Job title: 		
Hospital/organisation: 	
Address: 
Email: 			
Daytime tel: 		
Relationship to entrant: 	
The out of hospital level 1 diabetes service has been instrumental in improving my patient's diabetes care. The use of the level 1 template ensures I cover all aspects of diabetes care during a routine diabetes review. Since the introduction of the most recent template, the process has become more user-friendly and intuitive for the clinician. The patient’s goals section in the template has been crucial in empowering the patient to take responsibility for their care, which is key to improving their diabetic control.
Title:  			Mr
First name: 		Peter
Surname: 		Gilbert
Job title: 		Secretary
Hospital/organisation: 	Fulham Diabetes UK Education and Support Group
Address: 
Email: 			peterhgilbert@gmail.com
Daytime tel: 		020 7736 0044
Relationship to entrant: 	Patient representative


Customer statement (to be completed by your customer)

As a patient with diabetes and also as a member of the Triborough Diabetes User Group, the prospect that patients, the public, and diverse under-served communities will be more empowered and supported by their health care professionals as they become more integrated, multidisciplinary, and eventually “One Diabetes Team” is revolutionary, and will have a huge impact on treatment targets.

I have found the improvements for better self-management achieved by the CWHHE CCG Collaborative for its patients through data sharing to stimulate competition between GP practice networks to be really impressive, and will be expanded across 8 CCGs.  
 (full statement in supporting material appendix A)
    

Section 10: Supporting materials

The judges’ core assessment of your initiative will be based on this entry form. However, we do recommend that you support your entry with relevant programme materials, as these will be made available to the judges on judging day and are often the deciding factor in shortlisting the finalists. 

Supporting materials could include: CDs, DVDs, pamphlets, booklets, reports, journal articles, evaluation documentation etc.

Supporting materials should be submitted via the following methods:

· By emailing your material, with your entry form, to: rjackson@pmlive.com
· By post, to arrive by Friday May 26, 2017 together with a copy of your entry form to: Raine Jackson, QiC Diabetes 2017, PMGroup, Mansard House, Church Road, Little Bookham, Surrey, KT23 3JG.  


Section 11: Permission for materials to be used in activities to promote QiC Diabetes

                ☐ Please tick this box if you do not wish your information and materials to be used to promote the awards


Section 12: Return of supplementary materials

☐ Please tick this box if you wish your supplementary materials to be returned to you.





Section 13: Check list
Before submitting this form, please ensure you have:

·  Entered one category per entry only 
·  Read the criteria carefully and entered the correct category – if you are unsure please contact Siobhan Thwaites, email: sthwaites@qualityincare.org or tel: 01372 414247, for advice
·  Completed your contact details in case we need more information (section 2)
·  Included additional team members involved in this initiative if applicable (section 3)
·  Listed the title of your initiative entry (10 words maximum) (section 5)
·  Completed the summary of your initiative, ensuring that it does not exceed 300 words (section 7) 
·  Completed all parts of the submission statement in not more than 2,200 words (section 8)
·  Completed the supporting statement (section 9)
·  Do NOT exceed the overall word count of 2,500 words. The judges will be looking for each section of the form to be fully filled out
·  Included any necessary supporting materials (section 10, if required)
· Please ensure that any websites/digital media you refer to in your entry can be accessed by our panel of judges, therefore include any passwords or specific links when submitting your entry and keep links open until the end of the judging day (18 July 2017).

For further information/help with your entry, please contact:

Siobhan Thwaites: T: 01372 414247, E: sthwaites@qualityincare.org
Raine Jackson: T: 01372 414252, E: rjackson@pmlive.com

ww.qualityincare.org
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This programme has been made possible with sponsorship from Sanofi.
     Sanofi has had no editorial control over any of its contents.
image1.jpeg
LN
SA NOFI| &erscuss Y




image2.jpeg
ﬁQ'iSC Diabetes

Quality in Care Programme 2017




image3.jpeg
DIABETES UK

KNOW DIABETES. FIGHT DIABETES.




image4.png




image5.png
Ah
_ABCD




image6.png
Diabetes Research &
Wellness Foundation





image7.png




image8.gif
& ENDOGRINOLOGISTS




image9.jpg




image10.png
PCDS

Primary Care Dabetes Socety




image11.jpg




