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desirable range

Hello, just a quick reminder that
your Blood Glucose readings are
due. Please reply to this message
with BG followed by your reading

e.g. BG 7 thanks, Flo

!

IF NO RESPONSE AFTER 2
HOURS
Hi again, I've noticed that you
haven't sent in your readings
today. Please reply to this

Reading higher than
desirable range < 3
times in 3 days or met
critical % threshold

Reading lower
desirable range < 3
times in 3 days or met
critical % threshold

Thanks for your
reading, your
Blood Glucose is
within your target
range, Flo

Your blood glucose
reading is a little low
today. Please treat
your hypo with
glucose as
recommended by

Your glucose level is
higher than normal
today. Please adjust
your insulin as directed
by your Diabetes Nurse
or call your diabetes
nurse for advice, Flo

Take care, Flo

Reading outside of
desirable range > 3 times in
3 days or critical %
threshold met for 1 reading

your Diabetes Nurse.

Please CALL your
Diabetes Nurse,
your Blood Glucose
has been outside
your normal range.
Take care, Flo.






**EXAMPLE, PLEASE ADAPT FOR LOCAL USE**

DEMO EXAMPLE
DEMO (D005) Blood Glucose 3/3 day alert (+critical % alert)
Intended Use

In-between clinical contacts, to support the attainment of better and faster clinical outcomes through accentuation and reinforcement of the essential factors of a mutually agreed-upon care plan between a patient and a healthcare provider.

Purpose 
· To support the shared management plan agreed with the health care team, increasing the patient’s awareness of their condition and empowering the patient to take responsibility for their adherence to agreed treatment, improving their self-care around blood glucose testing and associated actions.
· To establish, and sustain, better habits around blood glucose testing.
· To support appropriateness of treatment with correct medication dosage as applicable.

· To actively promote and encourage sustained behaviour change.
· Reduce avoidable healthcare usage and crisis episodes, (e.g. attendance at GP surgery, Out of Hours, Walk-in Centres or A&E) resulting from a poorly controlled condition.
· Faster and sustained achievement of clinical outcomes through patient’s adherence to self-management guidance and prescribed medication.

· Based on patient reported readings, to offer advice in a proactive manner to retain the stability or improve the control of the patient’s diabetes. 

· To improve care planning through access to increased patient reported information.
· To support diabetic patients in accessing services as appropriate, via the appropriate pathway.

· To effectively reinforce patient education associated to diabetes. 

· To improve the patients’ freedom to manage their own condition with increased or decreased clinical support as required.

Setting

This protocol can be applied within any healthcare setting where a clinician is taking continuing responsibility.
Selection of patients
· Type 1 and 2 diabetic patients who could benefit from being reminded to test their blood glucose.

· Type 1 and 2 diabetic patients who could benefit from improved stability of their blood glucose.
· Type 1 and 2 diabetic patients who could benefit from support to self-manage their condition where appropriate, and of guidance of when appropriate to contact the specialist team.

Expected outcomes

1. Changes in healthcare usage:  


· Reduction in avoidable admissions to hospital or attendances at A&E; less contact at GP surgery due to symptom exacerbation, carer breakdown or increased support needs.
· Improved opportunity for the responsible clinician or team to intervene earlier in the existing pathway as required.
· Improved medication compliance. 
· To support improved care planning
2. Patient empowerment:



· Greater patient confidence and reassurance about their condition including guidance of what to do in the case of their condition worsening or support needs increasing as agreed in their management plan.
· Empowering patients to contact their responsible clinician or specialist team as appropriate if their blood glucose levels are outside of the agreed desirable range 3 times in 3 days or a single significantly high/low reading (default critical alert percentage set at 25%) indicating an increase in intervention or support is required.
· Supporting the patient’s freedom to manage his or her own condition with increased or decreased clinical support as required.
3. Improved clinical outcomes:

· Improved blood glucose control demonstrated by a reduction in patient’s HBA1c level.
· Reduction of hypoglycaemic / hyperglycaemic events by increased patient awareness of actions to take to manage their condition appropriately, as agreed in the patient’s management plan.
· Improvement in, or reduction in the likelihood of developing known co-morbidities associated with poor blood glucose control.

4. Popularity of Flo:


· Patients find Flo messages helpful and reassuring.
· Clinicians find that Flo helps to improve identification of patients who are experiencing an exacerbation of their condition (or other associated requirements that can impact on the management of their diagnosis).
5. Cost effectiveness:


· Reduced preventable face of face and telephone contact by teams as a result of improved patient self-management and awareness of their condition.

· Reduction in costs of avoidable secondary care use associated with poor blood glucose control.
· Promotion of appropriate routes of access into services as required.

· Creating capacity in the team to provide care and support at the appropriate point in the patient’s pathway based on level of need.
Success criteria

· An improvement in the stability of the patient’s blood glucose levels and reduction in HBA1c levels.
· A reduction in avoidable contacts with the team.
· An increase in patient engagement and awareness of their condition.
· A reduction in the use of non-elective secondary care admissions pre and post initiation of Flo for the patient
· Positive feedback from patients and health professionals.
Protocol

In summary:

· Patients are identified by their clinician as suitable for supported self-management of their condition and offered the opportunity to access Flo.
· Patient agrees and consents.
· Clinician / patient agree the management plan and how Flo can support this and ensure that the patient is confident in using the system.
· Patient opts into using Flo from the invite sent via text message and agrees to send in readings as requested. 
· Evaluation – capture of healthcare usage, patient experience
Patient:

· Signs the consent form, agreeing to respond to messages from Flo
· Responds to Flo when asked about their symptoms
· Completes a patient satisfaction questionnaire regarding their experience.
Clinician:

· Discusses the use of Flo with the patient to explain how it will support them to self manage their diabetes.
· Explains to the patient that feedback from them is sent to a computer, which is not monitored by a clinician continuously, and that Flo is not an emergency service and obtains the patient’s consent which states that the patient remains responsible for their own health.

· Enrols the patient on Flo by using the patient’s current mobile phone number and NHS number, then selecting the appropriate service/protocol for them.  
Interactive automated messages

Daily prompt to take and send to Flo blood glucose readings and act on the advice sent by Flo. 
DEMO EXAMPLE MESSAGE CONTENT (BELOW):
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Evaluation (optional – for team)

· Date Flo commenced
· Number of contacts initiated as prompted by Flo
· Average patient contact 6 months (or as appropriate) pre and post initiation of Flo

· Number non-elective secondary care admissions 6 months (or as appropriate) pre and post initiation of Flo
· Summary of patient feedback via questionnaire 

Additional variations:

There are many variations of use across diabetic patient cohorts and specific design of the protocol to reflect achievement of the intended aim of use is always recommended, for additional examples please see http://www.nhssimple.uk/system/app/pages/search?scope=search-site&q=diabetes . 
Examples of alternative variations include:

· 28 day focussed application for newly diagnosed Type 2 diabetic patients commencing on insulin led by Diabetes Specialist Teams. Blood glucose readings are requested 3 times daily and the protocol reinforces patient education by including bite-size messages around their newly diagnosed condition and also practical lifestyle support for its duration.
· Use within an adolescent cohort with advice around recording blood glucose levels, administering insulin and direction to check for ketones as appropriate provided.
· Combined blood glucose reading reminders and prompts to take insulin, scheduled as required for the patient throughout the day, for patients with either Type 1 or Type 2 diabetes.
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