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Retrieving a Test ( ) Patient

Option 1 Option 2

» Within the SystmOne Home screen. » (o to the Reporting Menu.

» Bottom left of the screen is Search Features dialog box. » Go down to Miscellaneous Reports.

+ Type Test. « Then go across to Test Patients (Red T).

« Ared T with Test Patients beside it will appear. * Click on Test Patients and this will retrieve a list of Test Patients

tor th N .
. Double Click on the Red T. or the organisation in Orange

R riin. Aud tu; Link ]
eporting R . Setvp kS LWt &  adHoc Patiert List

» Alist of Test Patients for the organisation will appear in Orange. ® cogtation Repor -

AR LB EHE

. Lab Tests Oning

D Test Patient Copying Tool

T TestPatients

- 2230

[ Test

Run Report  Retrieve Patient

[ include deducted test patients
NHS Number | First Name | Middle Names | Surname v | .| DOB

T T O J A A 0 1 O O O O

Posteode Tekephone

mmugisation Target Repon
ncomplete Registratons

ncormplete Baby Registrations

'4,' Cinical Reporting

Batch Reporting
o  OOF Ingicators

QOF Tools >
Q GPES Extract Viewer

MAT DES Reports

Test Patierts

SMS Details Report

App Netification Report
FP34PD Yaccination Report
Electronic Yelow Card Search
Electronic Fraity Index Report
Equipment Report

Staff Leave Report

Waiting List Report

GPwSl Report

Record Restrictions Report
Questionnaire Export

Task Report

Unconfirmed Medication Report
Scheduled Appomments Report

Removeg Dupbcate Vaccinations Report
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Auto Consultations — Enhanced Services Template

ocation

12 Minor Surgery

13 Musculoskeletal

14 Neurology

15 Obstetrics and Gynaecology
16 Paediatrics

17 Renal and Urology

18 Respiratory including COVID
15 Sexual Health

20 Substance abuse and Alcohol
21 NWL Enhanced Services

22 Q0F

24 Public Health Contracts

NWL ES Referral Out Template

ABPM

Ankle Brachial Pressure Index (Ealing Standard)

Asthma
Aszylum Seeker Health Screening

Adtrial Fibrillation

Case Finding, Care Planning & Care Management

Chronic Kidney Dizease

CKDU

Coil Fitting for Mon-Contraception
COPD

Dementia

Diabetes Early Onzet / T2DAY
Diabetes Group Consultation
Diabetes Level 1

Diabetes Lewvel 2 - Insulin/injectable Initiation
Diabetes MDT

Diabetes REWIND

Domestic Abuse (Ealing Standard)

ECG

The Enhanced Service Templates can
be found under Auto Consultation > 21
NWL Enhanced Services.

They can also be found under the
specific headers i.e. 07 Cardiovascular
which includes ABPM, Atrial Fibrillation
and ECG.

Please ensure that they have the
orange square | beside the name of the
service to ensure you have the correct
template.
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All NWL ES Templates — Design Format

 Enhanced Service Titles: All templates have the headers on the first page/tab.

» Tabs: The majority of templates have several pages. These can be jumped to by using the tabs at the top of the
template. If some tabs are hidden by the width of the page (i.e. mental health template) then click on the > or < on
the right side of the tab line to see the other tabs.

« Highlighted blue areas mean they are Minimum Data Set (MDS) or KPI items which you need to complete for
payment in most areas. We will comment on any blue areas that are slightly different.

« MDS/KPI: You will find the MDS (Minimum Data Set) (KPI’s) for each Service either on the disclaimer page or a
page near the end of the tabs.

« Side Bar: Handy links whilst in the template. Hover over the icon for information regarding the link. Click on the
icon to take you to that link.

* Information: Click on the i in the template for more information.
« Save: Don't forget to save your patient after completing the template.

« Patient Status Alerts: Status Alerts are connected to the Data Quality Reports. If your templates are incomplete,
then it will show on the patient Home Page. The status alert will tell you what is missing and if you click on action,
this should take you straight to the appropriate template to complete the missing part of the MDS or KPI.

« Contact the Team: The disclaimer page also states how to contact the team if you have a query or feedback
regarding the template.
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Diabetes Level 1 Template
2025/26
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Diabetes Level 1 Template 2025/26

¥ WL Dt 1 5 20252 « Complete the blue areas for ES payment.

SUmMmary iew Patient Resources  Clinican Resources  Disclaimer History
Diabetes Level 1 (NWL ES 2025/26) inctudes the 9 key care Processes cort st Lorero | [T bt
2 |[doowem. | Use the BMI calculator to add the BMI.
Examinatio y d Diagnosis I'
Control 1. moF BP | mm <140/80 (< 150/90 in modisew frailty) | & || gp i
2. ;.:F ::Mc mmnu':il ﬂashrsiin modisev frailty) w V4 :; :ZM ] ; H
O oo 21| oomn] 1 Ensure that you complete either the DDS-
One non-hdl code 'ecl.i'ej :::TI;ELFZLDIesterDI ::i <3 Serum Non-HDL... § Rl : 2 on ItS own OR the GAD-Z Wlth the PHQ_
ifestyle . F Smokin - y
e " . T 72 | 2 (both needed for payment).
5. B Kg/m®  Waist circumference cm & !
Complations ) '20: L..aﬂ o : § {m Feet - Diabet . | ; . . ..
. - =5 Type in the goals and priorities and the
. ._ - ) Kidneys i . . . ..
t o o Care Plan (this will trigger the printing of
o S o ou02 P (@ umsnront | the care plan when the template is ok’d).
Hypo freq (SU/nsulin} per menth ﬁ It Hypoglycae... i
Fencs gous s rrtes 2] @ w
y Care Plannin . . . . .
;; _HEWQOF Diabetes structured education programme completed O y B8 Education g i Please nOte the QO F Icon IS h Ig h | Ig hted In
o - E Support Programmes ~ || & % Fraity view
| ef:e I «“ ?P::e:t:asgl(nnw Diabetes Account [ y I Pre-conception advice O y @l NwL T2DaY S yeIIOW- You WOUId need to Complete those
&

0OF e 07 s EALs - areas appropriate to the patient to meet
the QOF criteria for payment.
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Support Programmes

Height m Weight Kg ﬁ a Lifestyle.
BMI ) . ~ |
Attended diabetes structured education programme (XakH0) «oF
! Complications 6. QOF Left Foot Attend diabetes educ self manage ongo new diagn struct prog ({am1z) o
Q0F Right Foot Attended DAFNE diabetes structured education programme ({aMNTA) =2eF
Urine ACR Attended XPERT diabetes structured education programme (XaMTg) =oF
Remote diabetes structured education and support programme commenced (Y204f) @oF
SEFFILIAER, Diabetes structured education pragramme completed (Xax5D) =oF
Retinopathy DESMOMD structured programme completed ({aMNTC) 2eF 4
Mental Health I DAFME d_iabetes structured eduu:at_icun programme completed (XaMTB) =oF
One of DDS-2 / (GAD-2 & PHQ-Z) KPERT diabetes structured education programme completed (XaMNTD) =oF
Hypo freg (SUAnsulin} |[X-PERT First Steps diabetes selfFmanagement programme complt (£aeWH)
Patient's goals & priorities Remote diabetes structured education and support programme completed (Y205a) @oF
e.g. lose 2kg weight, feel healthier Referral to diabetes structured education programme (XakGy) =F
Care Plan Referral to online diabetes structured education programme (Y23e0) =oF
£.g. Med changes, Next review Referral to type | diabetes structured education programme (Xax49) @ !
Referral to DAFMNE diabetes structured education programme (XaMTQ) «oF W
Support Progammes OO0F |Support Programmes | - y - @ Diabetes For... -
;I;;;I;T::; B I Patient has Know Diabstes Account [ ] y I Pre-conception advice [ ] ﬁ dl MWL TZDAY u
- P PTTIT .

Please ensure you scroll through the drop down list to find more
options.

Patient has a Know Diabetes Account — Please ensure you tick this
box if the patient has confirmed they have a Know Diabetes Account.
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Diabetes View

¥ NWL Diabetes L1 ES 2025/26 X . . . .
Summary Yiew  Patient Resources  Clinican Resources  Disclaimer Support Programmes Th IS VI eW WI I I S hOW you the IaSt feW tl meS yo u
[— F - Date ¥ Selection =
» [T ?%\2024 OIE - Systolic BP reading (2469.) 120 mmHg @oF ! 03 Jul 2024 09:30 ﬁ:jtitgggteeds (\ h ave CO m p | eted parts Of th e M i n i m u m Data Set
L Q’ 03 Jul 2024  OJE- Diastolic BP reading (246A.) 80 mmHg apF :gd?;ir:s "
L B IUI:‘:‘J:I(\:2U24 Haemaoglobin Alc level - IFCC standardised (XaPbt) 54 mmol/mol @oF &Ziﬁg;me : (M D S) an d Wh at th e reS u ItS are L]
) (0:2?:2:;'- Serum cholesterol level (XE2eD) 4 mmaliL Lo

Smoking
L Q 03 Jul 2024 MNever smoked tobacco (XEDoh) QR . .
e a—— ' Diabetes 1 is over the last 15 months (by the
L Q’ 03 Jul 2024 Body mass index - observation (22K..) 31.25 Kgim* QR I N .
L B::IU\ZUZAI OJE - Right diabetic foot at moderate risk (XaleS) QoF ] end Of the fl nanCIaI year) - therefore for 25/26
L Q 0.3 Jul 2024 O/E - Left diabetic foot at low risk (Xalel) QR | St
D e ammieranne g - the date should be between 15t January 2025 to

Eyes
» 7 ':;jj‘z“;;i"“ Diabetes Distress Scale 2 item (XabAQ) 1 3 1St M arC h 202 6 .
L Q’ 03 Jul 2024 Diabetes Distress Scale 2 item (XabAQ) 1

Hypoglycaemia (in patients on SU and/or insulin)
L Q’ 03 Jul 2024 Frequency of hypoglycaemia attacks (B6A7.) 0 per month

Care Plan . . .

—
v s o Please note that QOF is for the financial year
- only.
’ Show recordings from other templates
C] Show empty recordings

Event Details Informatien Print Suspend Ok Cancel Show Incomplete Fields
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Patient Resources

| ‘," NWL Diabetes L1 ES 2025/26 x
| gurmaty view PatientResources Clinican Resources Disclaimer Support Programmes -
]
NHS Date © Selection r

| Patient Resources T, e 3

To send the link to the patient, (highlight the hyperlink below then Ctrl +C to copy, Ctrl + V to paste into SMS or i diabetes .

email) structured I f t th t b t t
- p— ! Nnrormaton that Can pe sent to
| Know Diabetes links programme |

Know Diabetes Find a programme https:/'www.knowdiabetes.org.uk/learning-zoneffind-a-programme/ (#akHO) r Pati e ntS Vi a e m ai | O r S M S

Diabetes Education https:/'www.knowdiabetes.org.ukiprofessional/diabetes-education-for-people-with-diabetes/
BAME section https:'www.knowdiabetes.org.ukiget-local/lbame!
Low carb sectionhttps:/iwww.knowdiabetes.org.uk/be-healthier/low-carb/
i Move more https:iwww.knowdiabetes.org.uk/be-healthier/move-more/
| Remission https:iwww.knowdiabetes.org.uk/know-morelachieving-type-2-remission/
Remission videoshttps:iwww.knowdiabetes.org.uk/know-more/remission-video-page/
| REWINDhttps:/'www.knowdiabetes.org.uk/for-you/programmesitype-2/diabetes-rewind-programme/
| Patient videoshttps:/'www.knowdiabetes.org.ukifor-youlget-inspired/
CDEPinfo@cdep.org.uk
Understanding blood resultshttps:/iwww.knowdiabetes.org.uk/know-morefyour-blood/
| Complicationshttps:'www.knowdiabetes.org.uk/know-moreffeet-heart-eyes-and-kidneys/ E
| Downloadable resources https:/'www.knowdiabetes.org.uk/for-you/free-resources/

i Blog https:iwww.knowdiabetes.org.uk/blog/

Type 2 Diabetes Remission Information

Remission slides:hitps:iirebrand.lyi2ZdmRemissionSlides

Remission slides (short version):https:frebrand. lyt2dmRemissionSlidesShort
| Printable patient information leaflethttps:irebrand.lyt2dmRemissionHandout

| Best other websites for Type 2 dietary information
Diet Doctor:https:iiwww.dietdoctor.com
The blood sugar diet: hitps:/thebloodsugardiet.com/
Low carb programme:https:/fwww.lowcarbprogram.com/

Type 1 Information
| elearning courses (pumps, growing up with type 1) https:fwww knowdiabetes.org.ukfor-youlelearning/
Type 1 Resources: hitps:ifwww t1resources.uk/ihome/ il

| Diabetes information in different languages
| Information in different languages

| [ show empty recordings

ﬂ Show recordings from other templates

Event Details. Information Print Suspend Ok Cancel Show Incomplete Figlds
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Clinician Resources

| ¥ NWL Diabetes L1 ES 2025/26 X
| Summary View PatientResources Clinican REsources  Disclaimer Support Programmes
]
c—F NHS Date ¥ Selection
. Clinician Resources North West Londo 03 Jul 2024 09:30  Attended
Guidelines NW London Diabetes Referral Guidelines d Diagnosis. :L?ub;iler:d

https:iwww.nwiondonich.nhs.ukiprofessionals/referral-guidelines-and-clinical-docume

® oo e | LINkS to Guidelines.

b
& i HbAlc - Dia..
NWL Diabetes Type 2 Clinical Guidelines idb {rarHD)
https:'www.nwlondonicb.nhs.uk/application/file s/4316/7352/6001/00_NHS5_NWL_Type_2_Dia
betes_Clinical_Guidelines_Dec_2022.pdf = |
|
| _ ; Links to reports and searches.
NW London Diabetes Treatment Algorithm =
hitps:i'www.nwlondonicb.nhs.ukiapplication/files/4316/7 352/6057/05_Treatment_algorit ‘
hm.pdf 1
] |
Training CDEP info@cdep.org.uk ‘4‘
| =9
| Reports | Searches Clinical Reporting = NW London ICE = NWL Enhanced Services 2025 26 > Diabetes Level 1
Clinical Reporting = NW London ICB = NWL Enhanced Services D& 2025 28 » Diabetes Lewvel 1 H’

Care Plan Printing If you have had te leave the template and didn't manage to print the care plan uze the butten below to
print it

Launch Diabetes care plan printing \

If you did not launch the care
plan when you completed the

temp/a te’ you Can CIiCk here to @ show recordings from other templates
f I’uu’l(,;I, [ Show empty recordings

Event Details Information Print Suspend Ok LCancel Show Incomplete Fields | m
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Clinical Searches and Reports
Diabetes Level 1
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Clinical Searches and Reports — Diabetes Level 1

Click on Reporting > Clinical reporting > NW London ICB > NWL Enhanced Services 2025 26 for

Payment Reports

07 Diabetes Level 1

| mXQ 1 e | GgEFE@4 0| W

Mame © C
*DL101 REGISTER:
*DL101 | REGISTER | Patients on the diabetes register
*DL102 PAYMENT 9 KEY PROCESSES
*DL102 | ACHIEVEMENT | PAYMENT | Patients receiving 9 key care processes in last 15m, Retinal Screening 27m
*DL102a | MUMERATOR | Latest BMI in last 15m
*DL102b | MUMERATOR: | Latest Hbalcin last 15m
*DL102c | MUMERATOR | Latest Blood Pressure in last 15m
*DL102d | MUMERATOR: | Latest Lipids in last 15m
*DL102e | MUMERATOR | Latest Urine ACR in last 15m
*DL102f | MUMERATOR | Latest eGFR in last 15m
*DL102g | MUMERATOR | Latest Retinal Screening in last 27m
*DL102h | NUMERATOR | Latest Right AND Left Foot risk classification in last 15m
*DL1021 | NUMERATOR: | Latest Smoking status in last 15m
*DL103 PAYMENT 3 TREATMEMT TARGETS
*DL103 | ACHIEVEMEMT | PAYMENT | HbA1c==58 or 75, BP==140/80 or 150/90, Non HDL Cholesterol ==3in last 15m
*DL103a | MUMERATOR | Latest HoA1c == 58 with no Frailty or == 75 with Frailty in last 15m
*DL103b | MUMERATOR | Latest BP reading == 140/80 with no Frailty or == 150/90 with Fraility in last 15m
*DL103c | NUMERATOR | Latest Mon HDL Cholesterol == 3in last 15m
*DL104 PAYMEMNT DIAGHOSED IN LAST 2 YEARS
*DL1040 | DEMOMIMATOR | Patients on the diabetes register diagnosed in last 2 years and aged 17-70
*DL104M | ACHIEVEMENT | PAYMEMT | Latest HoA1c==48 in last 15m
*DL105 PAYMENT MEMTAL HEALTH SCREEMING
*DL105 | ACHIEVEMEMT | PAYMENT | Mental Health Screening in last 15m
*DL108 CARE PLAMMING
*DL108M | ACHIEVEMENT | PAYMENT | Review of patient goals, Diabetes care plan AND Referred, declined or comp...
*DL108Ma | NUMERATOR | Review of patient Goals in last 18m
*DL108Mb | NUMERATOR | Care Plan Agreedin last 15m
*DL108Mc | MUMERATOR | Referral to Education programme, declined or completed in last 15m

12

DL106 15t GROUP COMNSULTATIONS
DL106aM | ACHIEVEMENT | KPI | Group Consultation including DMNAS in last 27m
DLA10EbM | ACHIEVEMENT | KPI | Group Consultation including DMNAS in last 15m
DL107 TYPE 2 DIABETES PATH TO REMISSION
DL1070 | DEMOMINATOR | KPI | Eligible for NHS T2DR Programme

DLA0YVM | ACHIEVEMEMT | KPI | Started NHS T2DR Programme

DL108 FREQUEMNCY OF HYPOGLYCAEMIA ATTACK:
DL1090 | DEMOMIMNATOR | KPI | Patients on Sulfonylureas or Insulins {in last 6m)
DL109M | ACHIEVEMEMT | KPI1 | Hypoaglycaemia Freguency in 1ast 15m

DL110 STRUCTURED EDUCATION ATTENDAMNCE
DL1100 | DEMOMIMNATOR | KPI | Patients on the diabetes register (in last 12m)

DL110M | ACHIEVEMENT | KPI | Completed or Attended Structured Education within 12m of diagnosis
DL111 2nd GROUP COMNSULTATIONS
DL111M | ACHIEVEMEMT | KPI | Second Group Consultation in last 15m
DL112 3rd GROUP CONSULTATIONS
DL112 | ACHIEVEMENT | KPI | Third Group Consultation in last 15m

DL113 EMAIL ADDRESS RECORDED
DL113 | DEMOMINATOR | KPI | Mumber of patients on the diabetes register (Email recorded)

DL114 PAYMENT ATTENDED QISMET EDUCATION PROGRAMME
DL114 | ACHIEVEMEMT | KPI | Attended QISMET approved education programme within past 5 years
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Clinical Searches and Reports — Diabetes Level 1

(Data Quality)

Click on Reporting > Clinical reporting > NW London ICB > NWL Enhanced Services DQ 2025 26

for Data Quality Reports

07 Diabetes Level 1

b [ MXa § F s
Name v

*DL104 CASE FINDING

FEBEEt O W

*DL101 | CASEFINDING | HbATC == 48 on more than one occasion and MOT on QOF diabetes register
*DL101a | CASEFINDING | HbA1Cc == 48 on one occasion or more and MOT on QOF diabetes register

*DL102 PAYMEMT 9 KEY CARE PROCESSES
*DL102 | WORK TO DO | NOT ALL 9 key care processes in 15m to end of FY, 27¥m for Retinal screening
*DL102a | WORK TO DO | NO BMI in 15m to end of FY

*DL102b | WORK TO DO | MO Latest HbA1C in 15m to end of FY

*DL102c | WORK TO DO | WO Blood Pressure in 15m to end of FY

*DL102d | WORK TO DO | MO Lipids in 15m to end of FY

*DL102e | WORK TO DO | MO Urine ACR in 15m to end of FY

*DL102f | WORK TO DO | MO eGFR in 15m to end of FY

*DL102g | WORK TQ DO | NO Retinal Screening in 27mto end of FY

*DL102h | WORK TO DO | MO Feet risk classification in 15m to end of FY

*DL1021 | WORK TO DO | MO Smoking status in 15m to end of FY

*DL102k-ES-KPI Mumerator-Diabetes L1 MOT all 9 key care processes for breakdown

*DL103 PAYMEMNT 3 TREATMEMT TARGETS

*DL103 | WORK TO DO | NOT hitting treatment targets (HoA1o/BP/Non HOL Cholesteral) in 15m to end of FY
*DL103a | WORK TQ DO | NO HbA1c == 58 or 75 in 15m to end of FY

*DL103aa | WORK TO DO | Ma Fraility | MO HbA1c == 58 in 18mto end of FY

*DL102ab | WORK TO DO | Frailty | MO HbA1Cc ==75in 15mto end of FY

*DL103b | WORK TG DO | NO BP == 140/80 or 150/90 in 15m to end of FY

*DL103ba | WORK TO DO | Mo Frailty | NO BP reading == 140/80 in 15m to end of FY

*DL102bb | WORK TO DO | Frailty | MO BP reading == 150/20 in 15mto end of FY

*DL103c | WORK TO DO | MO Mon HDL Cholesteral == 3 in 15m to end of FY

*DL103e | WORK TO DO | Mon HDL Cholesterol = 3, MOT on Atorvastatin 20mag+ and MO Atorvastatin sensitivity
*DL103f | WORK TO DO | On Simvastatin NOT on Atorvastatin 20ma+ and MO Atorvastatin sensitivity

*DL103g | WORK TO DO | Mon-HDL Chal =3 ON Simvastatin MOT on Atorvastatin 20mag+ and MO Atorvastatin sensiti...

Count

13

*DOL104 PAYMEMNT DIAGHNOSED IN LAST 2 YEARS
*OL104 | WORK TO DO | Diagnosed in last 2 years NO HbA1c == 48 in 15m to end of FY
*0L105 PAYMEMNT MEMNTAL HEALTH SCREENIMG
*DL105 | WORK TO DO | NO Mental Health Screening in 15m to end of FY
*DL10a PAYMENT CARE PLAMMIMNG
*DL108 | WORK TO DO | NO Care Plan and Referral/Started/Completed Structured Eduction Programme in 15mto e..
DL106 GROUP COMSULTATION
DL10Ga | WORK TO DO | NO Group Consultation in 27m to end of FY
DLA0GD | WORK TO DO | NO Group Consultation in 15m to end of FY
oL107 MHE T2DR:
DL107N | WORK TO DO | NOT started to NHS T2ZDR Programme in 15m to end of FY
oL109 FREQUEMNCY OF HYPOGLYCAEMIA ATTACK:
DL109 | WORK TQ DO | SU or Insulin MO Hypo monitoring in 15m to end of FY

oL110 STRUCTURED EDUCATION ATTENDANCE
DL110 | WORK TQ DO | Diagnosed in last 12m and MO structured education attendance
DL114 PAYMEMT ATTEMDAMCE QISMET PROGRAMME
DL114 | WORK TO DO | NO QISMET Education Programme in 5 years to end of FY
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Thank you for your attendance
and participation In this training
session
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