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SPECIALIST MEDICAL AND SURGICAL SERVICES -
DIABETES SERVICES – DIABETES RETINAL SCREENING SERVICE
TIER LEVEL THREE
SERVICE SPECIFICATION
M20007
This tier three service specification for the Diabetes Retinal Screening Service, (the Service) must be used in conjunction with the tier two Diabetes Services service specification, the tier one Specialist Medical and Surgical service specification and, where age appropriate, the tier one Services for Children and Young People service specification.
Background

Diabetic retinopathy (DR)
 can be detected by systematic retinal screening, and significant retinopathy can be treated (eg, with laser) to reduce the risks of progression to sight threatening retinopathy and blindness.  It is not yet possible to monitor the impact of DR on blindness or vision loss nationally, but extrapolation from overseas studies suggests that 70 people become blind in New Zealand each year as a result of diabetes.

The burden of reduced sight, which often affects individuals with diabetes of working age, is significant.  Not only in terms of financial hardship and lost opportunity, but also psychosocial and quality of life measures.

1.
Service Definition

The purpose of the Service is to:

· provide retinal screening for individuals with diabetes (the Individuals)
· ensure nationwide, equitable access to retinal screening for the Individuals

· ensure a high quality diabetes retinal screening service for the population
· ensure the outcome of the Individuals’ screens are recorded in their patient files.

2.
Exclusions

People who do not have a confirmed clinical diagnosis of diabetes.

Note: gestational diabetes lasts the length of a pregnancy - these women will not develop diabetic retinopathy within 9 months and do not meet the service entry criteria.
3.
Service Objectives
3.1
General

The objectives of the Service are to:

· ensure each Individual:

· has received a retinal screen during the preceding 24 months or as recommended from their last retinal screening examination
 and data is transferred both to the primary health care provider they are enrolled with, and their District Health Board (DHB) 
· is referred into specialist care if required
· provide information to the Local Diabetes Team (LDT) or an equivalent service, for review and analysis that will contribute to the quality improvement of diabetes retinal screening services 

· encourage the Individual’s self management
 of their diabetes with the support of their families and whānau (where desired), and in partnership with health professionals and community resources

· decrease the barriers to accessing high quality care for Māori, Pacific people and other high risk groups, such as those in rural areas, or the older adult.
3.2
Māori Health 

Refer to the tier two Diabetes Services service specification.

4.
Service Users

All eligible Individuals with a known diagnosis of type 1 or type 2 diabetes or other specific types of diabetes, who have chosen to participate in retinal screening.

5.
Access

5.1
Entry Criteria

All Individuals with a confirmed clinical diagnosis of diabetes. 
5.2
Exit Criteria
The Service must ensure that Individuals participating in retinal screening are referred, if required, to a specialist ophthalmology service for further investigation and / or treatment, as per the National Diabetes Retinal Screening Grading System and Referral Guidelines (2006)
 (“the Guidelines”).

Reasons for exiting the Service may include, but are not limited to:

· declining retinal screening 
· transfer to another retinal screening provider
· transfer to a hospital ophthalmology service for ongoing management
· transfer to a private provider for ongoing management

· death.
The reason for exiting the Service is recorded in the Individual’s record and the Patient Management System.  
Note, that in certain situations Individuals may choose to receive the majority of their care within the private sector.  Individuals in this situation remain eligible to receive the Service.  

6.
Service Components

6.1.
Processes

The Individuals must be offered a booked retinal screening appointment within six weeks of receipt of referral, and an appointment within a maximum of three months, unless they choose not to participate.  The referrer should be notified if the appointment is not booked within three months.
The Individuals must be referred for further investigation and / or treatment as per the Guidelines 
.
The results of the screening examination, any referral to a specialist, and the date of the next screening examination, must be documented and offered to the Individual.  A copy is sent to their General Practitioner (GP) within four weeks of the screening examination. 

An electronic database must be maintained for the Individuals participating in retinal screening.  The information must be recorded as specified in Appendix A.  Summary information must be reported as specified in Appendix B.

If the Individual fails to attend a screening examination the referrer is notified and the individual contacted and offered another appointment within three months.  If contact is not successful, or if the Individual fails to attend the second appointment without a reasonable explanation, then their GP and referrer is advised within two weeks. 

The Service must include provision for referral, follow-up or treatment of Individuals for whom retinal screening is not practicable due to other ocular or non ocular pathology.
Retinal screening services provide education, feedback and referral to a specialist service for Individuals to support self-management of their diabetes.  If they have concerns about knowledge of their diabetes or understanding deficits, for example, Individuals should be encouraged to view, their photographs and to be provided with an explanation and educated about diabetes and the impact on eye health at the time of retinal screening.

6.2.
Settings
The Service may be based in the community or DHB clinics.  It is anticipated that staff may work with individuals, families, whānau, iwi, and other members of the community in marae, and other community settings as appropriate. 

6.3
Service Levels

6.3.1
Staff Requirements

The Guidelines explain the role and requirements of the designated ophthalmologist.

There must be a designated / lead ophthalmologist appointed for each DHB retinal screening service.  The designated ophthalmologist is responsible for the:

· internal quality assurance programme for retinal screening 

· integration of screening and diagnosis/treatment services.

The designated ophthalmologist must be medically qualified, and on the vocational register of the New Zealand Medical Council (NZMC) as an ophthalmologist, and preferably a sub-speciality or interest in medical retina. 

The designated ophthalmologist, must be satisfied that graders have completed training in accordance with the Guideline requirements for primary and secondary graders or have, in their professional opinion, adequate training and / or qualifications.  The designated ophthalmologist must ensure quality assurance activities, including peer review, are undertaken to maintain high standards.

6.3.2
Level of Grader

The level of Grader required represents the minimum level of expertise for each grade of retinopathy.  
These levels are as follows:

· Primary Grader could fulfil the grading role at levels R0, R1, M0, M1

· Secondary Grader could fulfil the grading role at all levels of retinopathy.

6.3.3
Primary Grader

Primary Graders are as follows: 

· Ophthalmologists (vocationally registered with the NZMC)
· Optometrists (vocationally registered by the Optometrist Board) familiar with the Guidelines and diabetic retinopathy grading used.

· Non-Ophthalmic medical practitioners and other allied health professionals such as nurses, medical photographers, ophthalmic technologists, who have: 

· worked in a systematic DR screening programme under the supervision of a Designated Ophthalmologist for a period of not less than 12 months, and had their work peer reviewed and participated in audit during that period

· undergone audit by the Designated Ophthalmologist or person appointed by the Designated Ophthalmologist, which may involve the grading of a minimum number of screens per year
· been approved and credentialed by their Designated Ophthalmologist.
6.3.4
Secondary Grader 

Secondary Graders are:

· Ophthalmologists (vocationally registered with the NZMC and familiar with the Guidelines and diabetic retinopathy grading used

· Optometrists who are vocationally registered by the Optometrists Board and familiar with the Guidelines and diabetic retinopathy grading used)
· Non-Ophthalmic medical practitioners and other allied health professionals such as nurses, medical photographers, ophthalmic technologists, who have been approved and credentialed by their designated ophthalmologist.
6.4.
Equipment

Retinal screening service providers are required to use a digital retinal screening camera that enables the production of both appropriate and satisfactory images as per the Guidelines. 

7.
Service Linkages

Refer to the tier two Diabetes Services service specification.  Linkages include, but are not limited to the following:
	Service Provider
	Nature of Linkage
	Accountabilities

	General Practitioner (GP) Nurse Practitioner and other primary health practitioners
	Free annual check and ongoing management 
	Assessment, treatment and intervention that supports seamless service delivery and continuity of care

	Diabetes Nurse Specialist
/ community nurses
	Referral and consultation
	Assessment, treatment and intervention that supports seamless service delivery and continuity of care.


8.
Quality Requirements

8.1
General

The Service must comply with the Provider Quality Standards described in the Operational Policy Framework or, as applicable, Crown Funding Agreement Variations, contracts or service level agreements. 
Refer to the tier two Diabetes Services service specification.  

8.2
Acceptability

Retinal screening providers shall implement the National Diabetes Retinal Screening Grading System and Referral Guidelines (2006) (the Guidelines). 

The interval between retinal screening and referral onto diagnosis and treatment, in accordance with the Guidelines
, should reflect the severity of retinopathy and the risk of progression.  

It is recommended that quality assurance, where possible, be undertaken by a ’grading team‘.  This team is made up of the Secondary Grader(s) and / or a designated ophthalmologist and the Primary Grader(s).  This provides an opportunity for review of procedures, undertaking training, establishing agreed standards, peer review and ensures collaborative reading outcomes and communication with patients and other providers.  
It is anticipated that in geographically isolated areas or those with small populations, participants will engage in peer review with other screening providers.  
8.3
Effectiveness

Retinal screening providers are required to ensure measures are in place to monitor retinal screening outcomes, including the identification of false positives, data collection relating to clinic appointments and treatment, and feedback to the DHB of any assessment on the level of diabetic retinopathy.
9.
Purchase Units and Reporting Requirements

9.1
Purchase Units are defined in the joint DHB and Ministry’s Nationwide Service Framework Purchase Unit Data Dictionary. The following Purchase Unit applies to this Service:

	PU Code
	PU Description
	PU Definition
	Unit of Measure
	Unit of Measure Definition
	National collections / payment systems

	M20007
	Diabetes - Fundus Screening
	A procedure for the purpose of fundus screening as part of a diabetic retinopathy programme. This includes the taking of photographs and the consultant examination and interpretation of the photographs.
	Procedure 
	An individual operative / diagnostic / assessment procedure.
	National Non Admitted Patient Collection (NNPAC) or Contract Management System (CMS) (as per contract)


The Service must comply with the requirements of national data collections where available.  
9.2
Reporting Requirements

The Service providers will collect data electronically as defined in the minimum dataset in Appendix A.  The information will contribute to monitoring and reporting on the ongoing development and efficacy of the services.  This will include assessments of service delivery and the impact the retinal screening service has in achieving its goals, objectives, and functions.
	Reporting by PHO
	Reporting DHB
	Reporting to LDT or equivalent service
Frequency 
	Reporting to LDT or equivalent service
Date

	Reporting is provided under the PHO contract 
	Purchase Unit data reporting via NNPAC 

Refer to Appendix A and B.
	Annually 
	by 20th July


9.3
District Health Board Information provided to Local Diabetes Team (LDT) or equivalent service
The DHB must provide a summary of annual retinal screening results to the Local Diabetes Team (or their equivalent service) as locally agreed by the DHB by the 20th July each year.  This will enable LDT or the equivalent service to analyse population health information and recommend strategies to DHBs on how to improve the quality of their diabetes retinal screening services.  

The aggregated dataset is defined in Appendix B.  


A narrative report is also required to accompany the aggregated retinal screening data and must include:

· a summary of the provision of diabetes retinal screening services for the enrolled population, especially in relation to services provided for Māori, Pacific peoples and other high-risk groups

· exception reporting ie, progress against expected volumes, matters impacting, service planning

· workforce issues

· an outline of plans for the provision of diabetes retinal screening services in the next six to 12 months, including quality improvement and service development initiatives.  

APPENDIX A: DIABETic retinal screening MINIMUM dataset 

These items should be recorded in the DHB database

1.
Patient Data  
1.1
DHB of service 
	Definition:
	Code for DHB 

	Requirement:
	Required


1.2
NameTitle
	Definition:
	Title is an honorific form of address preceding a name, used when addressing a person.  This may include Mr, Miss, Master etc.  

	Requirement:
	Required


1.3
GivenName
	Definition:
	The individual’s GIVEN identifying name

	Requirement:
	Required


1.4
MiddleNames
	Definition:
	The individual’s second and further given names or initials there of

	Requirement:
	Optional 


1.5
Surname
	Definition:
	The individual’s Family Name as distinguished from her/his given and second and subsequent name(s)

	Requirement:
	Required


1.6
Consultant 
	Definition:
	Full Name 

	Requirement:
	Required 


1.7
General Practitioner 
	Definition:
	Full Name 

	Address 
	Practice Address

	Contact Number 
	Day time 

	Requirement:
	Required 


2.
Patient Identification Type Element

2.1
Patient External ID
	Definition:
	This must be a valid NZHIS HCU number (NHI)

	Requirement:
	Required


2.2
Date of Birth
	Definition:
	Used to confirm ID, and calculate age

	Requirement:
	Required


2.3
Gender
	Definition:
	Gender

	Requirement:
	Required

	Verification rules:
	"F" = Female

"M" = Male


2.4
PHO Registration Status
	Definition:
	Patient's current enrolment status with the PHO at the time of the retinal screen

	Requirement:
	Optional

	Verification rules:
	"E" = Enrolled

"R" =Registered

"C" =Casual


2.5
PHO ID
	Definition:
	PerOrg ID.

	Requirement:
	Optional

	Verification rules:
	6 digit PerOrg number

If patient is not enrolled at PHO themselves, please default the PHOID the practice is part of.


2.6
Education and Management

	Definition:
	Diabetes 'Education & Management Provider'

	Requirement:
	Required

	Verification rules:
	0= GP Team

1=Specialist Clinic

2= Community Diabetes Clinic
3=PHO

4=Other 

5=Not known




2.7
Prioritised Ethnicity
	Definition:
	Recording ethnicity. If only one ethnicity code is provided it should be prioritised ethnicity. Ethnicity must be provided to 2 digits, with 5 digit ethnicity recorded.

	Requirement:
	Required

	Verification rules:
	11=New Zealand European/Pakeha

12=Other European

21=New Zealand Maori

31=Samoan

32=Cook Island Maori

33=Tongan

34=Niuean

35=Tokelauan

36=Fijian

37=Other Pacific Islands (not listed)

30=Pacific Island not further defined

43=Indian

43112=Fijian Indian

441=Sri Lankan

44414=Pakistani

44412=Bangladeshi

44411=Afghani

44413=Nepalese

44415=Tibetan

42=Chinese

442=Japanese

443=Korean

41=Southeast Asian

40=Asian not further defined

51=Middle Eastern

52=Latin American / Hispanic

53=African

54=Other

10=European Not Further Defined

44=Other Asian (Code 44)

444=Other Asian (Code 444)


2.8
Ethnicity 2
	Definition:
	As above

	Requirement:
	Optional


2.9
Ethnicity 3
	Definition:
	As above

	Requirement:
	Optional


2.10
Geo Code
	Definition:
	Geographical Code for the meshblock of the patient’s usual residential address, in the format defined by Statistics New Zealand 

	Requirement:
	Required


2.11
Deprivation Quintile
	Definition:
	Deprivation Quintile for geocoded meshblock of patient at time of retinal screening 

	Requirement:
	Required


3.
Diabetes Clinical Data Element

3.1
Type Of Diabetes
	Definition:
	Type of Diabetes

	Requirement:
	Required

	Verification rules:
	0 = No diabetes

1 = Type 1

2 = Type 2 (incl type 2 on insulin)

3 = Type unknown

4 = Other known type




3.2
Year Of Diabetes Diagnosis
	Definition:
	Date as Year, if unknown 

	Requirement:
	Required




3.3
HbA1c
	Definition:
	HbA1c reading. 
Expressed to one decimal place (%) or Expressed as mmol/mol 

	Requirement:
	Required




3.4
HbA1c Date
	Definition:
	Date of last HbA1c reading

	Requirement:
	Required 



3.5
Previous Blood Pressure 
	Definition:
	Previous Blood Pressure 

	Requirement:
	Optional


3.6
Total Cholesterol
	Definition:
	Cholesterol reading

	Requirement:
	Optional


3.7
Pregnancy
	Definition:
	Pregnant 

	Requirement:
	Required

	
	0=No

1=Yes


3.8
Gestation 

	Definition:
	Gestation 

	Requirement:
	Required

	
	Number of weeks, if known


3.9
Smoking History
	Definition:
	Is the individual a smoker?

	Requirement:
	Required

	Verification rules:
	0 = No

1= Yes 


3.10
Dyslipidemia 
	Definition:
	Is Dyslipidemia present? 

	Requirement:
	Optional 

	Verification rules:
	0= No
1=Yes
2=Unknown


3.11
Treatment of Dyslipidemia 
	Definition:
	If Dyslipidemia present is it treated?

	Requirement:
	Optional 

	Verification rules:
	0=Not treated 

1=Yes, treated 
2=Unknown


3.12
Established Renal Disease
	Definition:
	Is there established renal disease?

	Requirement:
	Optional 

	Verification rules:
	0=No nephropathy

1=Confirmed microalbuminuria

2=Overt diabetic nephropathy

3=Non diabetic nephropathy

4=Not established / not known (default)


3.13
Other Cardiovascular Disease 

	Definition:
	Is there any other cardiovascular disease ?

	Requirement:
	Optional 

	Verification rules:
	0=No 
1=Yes

2=Unknown


3.14
Treatment of Other Cardiovascular Disease 
	Definition:
	If cardiovascular disease is present is it treated?

	Requirement:
	Optional 

	Verification rules:
	0=Not treated 

1=Yes, treated 
2=Unknown



3.15
Cerebralvascular Disease 

	Definition:
	Is Cerebral vascular disease present?

	Requirement:
	Optional 

	Verification rules:
	0=No 
1=Yes

2=Unknown


3.16
Treatment of Cerebralvascular Disease 
	Definition:
	If cerebral vascular disease is present is it treated?

	Requirement:
	Optional

	Verification rules:
	0=Not treated 

1=Yes, treated 
2=Unknown


3.17
Peripheral Vascular Disease 
	Definition:
	Is Peripheral vascular disease present?

	Requirement:
	Optional

	Verification rules:
	0=No 
1=Yes

2=Unknown


3.18
Treatment of Peripheral Vascular Disease 
	Definition:
	If peripheral vascular disease is present, is it treated?

	Requirement:
	Optional

	Verification rules:
	0=Not treated 

1=Yes, treated 
2=Unknown



4. Retinal Screening 
4.1
Date of Enrollment in this service
	Definition:
	Year enrolled for Retinal Screening?

	Requirement:
	Optional 


4.2
Date of this Retinal Screen 

	Definition:
	Date of attendance for this Retinal Screening? 

	Requirement:
	Required

DDMMYYYY


4.3
Did not attend (DNA)

	Definition:
	Patient did not attend (DNA)?

	Requirement:
	Required

	Verification rules:
	0=No

1=Yes 


4.4
Name / ID of the Photographer 

	Definition:
	Name or ID of Photographer

	Requirement:
	Required

	Verification rules:
	Name / ID




4.5
Name / ID of the Grader of screening Images 

	Definition:
	Name or ID of Grader

	Requirement:
	Required

	Verification rules:
	Name / ID




4.6
Name / ID of Additional Grader of screening Images 

	Definition:
	Name or ID of Additional Grader

	Requirement:
	Optional 

	Verification rules:
	Name / ID




4.7
Location Screening Undertaken 

	Definition:
	Location Screening Undertaken 

	Requirement:
	Required 

	Verification rules:
	0=Community based screening
1=Hospital based screening 

 


4.8
Screening Method 
	Definition:
	Screening Method utilised?

	Requirement:
	Required 

	Verification rules:
	0= Photographic

1= Clinical 
2= Photographic and Clinical 


4.9
Mydriatic Used?
	Definition:
	Mydriatic Used?

	Requirement:
	Required 

	Verification rules:
	0=No

1=Yes 
2= Unknown


4.10
Visual Acuity Test Right Eye - Unaided / Glasses / Corrected 
	Definition:
	Visual Acuity Test – Unaided / Corrected Right Eye 

	Requirement:
	Required 


4.11
Visual Acuity Test  Left Eye - Unaided / Glasses / Corrected
	Definition:
	Visual Acuity Test – Unaided / Corrected Left Eye

	Requirement:
	Required 


4.12
Visual Acuity Test Pin Hole Right Eye
	Definition:
	Corrected / pin-hole

	Requirement:
	Required 


4.13
Visual Acuity Test Pin Hole Left Eye 
	Definition:
	Corrected / pin-hole

	Requirement:
	Required


Development of Quality 

4.14
Retinopathy Worst Eye
	Definition:
	Retinopathy result for Worst Eye.

	Requirement:
	Required

	Verification rules:
	R0 = None

R1 = Minimal (< 5 microaneurysms or dot haemorrhages)
R2 = Mild      (> 4 microaneurysms and dot haemorrhages. Exudates > 2DD from centre of macula)
R3 = Moderate (Any features of Mild.  Blot or larger haemorrhages.  Up to 1 Quadrant of Venous Beading)
R4 = Severe  (One or more of: definite IRMA, 2 quadrants or more of venous beading, or 4 quadrants of blot or larger haemorrhages)
R5 = Proliferative (One or more of: Neovascularisation, Sub Hyaloid or Vitreous Haemorrhage, Traction Retinal Detachment or Retinal Gliosis)
RT = Stable treated retinopathy

PO = Pregnant no retinopathy or macular disease

P1 = Pregnant minimal retinopathy, no macular disease

P2 = Pregnant more than minimal retinopathy and/or macular disease




4.15
Clarity Fields / Image Quality 
	Definition:
	Clarity fields / Image quality 

	Requirement:
	Required

	Verification rules:
	0=Aequate 

1=Inadequate 


4.16
Maculopathy Worst Eye
	Definition:
	Maculopathy result for worst eye

	Requirement:
	Required 

	Verification rules:
	M0 = None

M1 = Minimal

M2 = Mild          (Microaneurysms and haemorrhages within 1DD) 

M3 = Mild+        (Exudates and or thickening within 2DD but > 1DD)
M4 = Moderate  (Exudates or retinal thickening within 1DD)
M5 = Severe     (Exudates or retinal thickening involving the foveola)
MT = Stable, treated macular disease


5.
Visit Outcome

5.1
Date Exited from Retinal Screening in this Service 

	Definition:
	Date of Exiting from this retinal screening service? 

	Requirement:
	Required

DDMMYYYY


5.2
Referred to Secondary Services 
	Definition:
	Referred to Secondary Services

	Requirement:
	Required 

	Verification Rules 
	0=No

1=Yes



5.3
Reason for Exiting From Retinal Screening in this Service 
	Definition:
	Reason for exiting from this DHB retinal screening service?

	Requirement:
	Required 

	
	1=Grade R3 or worse

2= Grade M2 or worse
3= Media lens opacities
4= Other ocular pathology
5= Not contactable 
6= Unsuitable for Screening
7= Moved out of catchment area 
8= Declined retinal screening 

9= Gone private 

10=Not diabetic 
11=Death

12=Other 

13=Unknown




5.4
Recall Period for Next Screening
	Definition:
	Recall Period for Next Screening

	Requirement:
	Required 

	Verification Rules 
	0=Every 6 months 

1=Every 9 months 

2=Every 12 months 

3=Every 18 months

4=Every 2 years




APPENDIX B: AGGREGATED DIABETES RETINAL SCREENING DATA TO BE REPORTED BY DHBs TO LOCAL DIABETES TEAMS ANNUALLY

	Data Required 
	Maori
	Pacific
	Other 
	South Asian

	Number within the DHB who are eligible for a retinal screen 
	
	
	
	

	Number receiving retinal screening in the last year
	
	
	
	

	Number receiving retinal screening in the last 2 years
	
	
	
	

	Number who received a retinal screen with 3 months of referral
	
	
	
	

	% of DNAs 
	
	
	
	

	Number with NZ Dep Quintile >5
	
	
	
	

	Retinopathy result for Worst Eye: R0 = None
	
	
	
	

	Retinopathy result for Worst Eye: R1 = Minimal
	
	
	
	

	Retinopathy result for Worst Eye: R2 = Mild
	
	
	
	

	Retinopathy result for Worst Eye: R3 = Moderate
	
	
	
	

	Retinopathy result for Worst Eye: R4 = Severe
	
	
	
	

	Retinopathy result for Worst Eye: R5 = Proliferative
	
	
	
	

	Retinopathy result for Worst Eye: RT = Stable treated retinopathy
	
	
	
	

	Maculopathy result for worst eye: M0 = None
	
	
	
	

	Maculopathy result for worst eye: M1 = Minimal
	
	
	
	

	Maculopathy result for worst eye: M2 = Mild
	
	
	
	

	Maculopathy result for worst eye: M3 = Mild
	
	
	
	

	Maculopathy result for worst eye : M4 = Moderate
	
	
	
	

	Maculopathy result for worst eye: M5 = Severe
	
	
	
	

	Maculopathy result for worst eye: MT = Stable
	
	
	
	

	Number exited for retinopathy-R3, or worse 
	
	
	
	

	Number exited for poor image quality
	
	
	
	

	Number exited for 

media opacities 
	
	
	
	

	Number exited as 

unsuitable for Screening
	
	
	
	

	Number exited for
maculopathy M2 or worse
	
	
	
	

	Number exited as
other ocular pathology 
	
	
	
	

	Number exited for other
	
	
	
	


� Ministry of Health Diabetes and Cardiovascular Disease Quality Improvement Plan, 2008.  pp 27-28


� The frequency is every 2 years for a retinal screen, guidelines recommend the frequency being based on the Individual’s grading / results.


� Individuals with long term conditions having greater control in looking after themselves.


� National Health Committee. 2007. Meeting the needs of people with Chronic Conditions: Hapai te Whanau mo ake ake tonu. Wellington: Ministry of Health.


� Ministry of Health.  The National Diabetes Retinal Screening Grading System and Referral Guidelines (2006).


�Ibid pp 8-9


� Refer HPCA ACT http://www.legislation.govt.nz/act/public/2003/0048/latest/DLM203312.html


�  See � HYPERLINK http://www.nzgg.org.nz ��http://www.nzgg.org.nz�
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