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	20 District Health Boards



	SPECIALIST MEDICAL AND SURGICAL SERVICES -
DIABETES SERVICES - 

LOCAL DIABETES TEAM SERVICE*
TIER LEVEL THREE 

service specification

*Note: some DHBs provide an equivalent service to meet this service specification’s objectives and reporting requirements.  This service specification includes this equivalent service model.


	STATUS:  
Approved to be used for the mandatory nationwide minimum description of services to be provided.
	MANDATORY (

	Review History
	Date

	Published on NSFL 
	October 2011

	Working Group Review: of the Local Diabetes Team service specification (Dec 2003). This service specification now includes an equivalent service model to the LDT.
	October 2011

	Consideration for next Service Specification Review
	within five years


Note: Contact the Service Specification Programme Manager, National Health Board Business Unit, Ministry of Health to discuss the process and guidance available in developing new or updating and revising existing service specifications. Web site address Nationwide Service Framework Library: http://www.nsfl.health.govt.nz
SPECIALIST MEDICAL AND SURGICAL SERVICES -
DIABETES SERVICE - LOCAL DIABETES TEAM SERVICE (or an equivalent service)
TIER LEVEL THREE
SERVICE SPECIFICATION
M20020

This tier three service specification for Local Diabetes Team (LDT) Service or an equivalent service, (the Service) must be used in conjunction with the tier one Specialist Medical and Surgical Services service specification, the tier two Diabetes Services service specifications.  It is also linked to the tier two General Medicine Services, General Surgery Services, the tier two General Community and Paediatric Services service specifications and tier three Diabetes Services service specifications.
1.
Service Definition 

The Service provides advice, linkage information and analysis of diabetes data within the local DHB area.  Some DHBs do not have an LDT but provide an equivalent service to meet this service specification’s objectives and reporting requirements.  This service specification includes this equivalent service model.

The Service also prepares the interim six-monthly report and the Annual Report for their District Health Board (DHB), the diabetes health care providers and diabetes consumer support agencies for individuals with diabetes (the Individuals).  The DHBs will consider these reports when planning diabetes services for their DHB catchment.
The Service:
· provides for local involvement of key stakeholders in collaborative discussion and activity to improve services and health outcomes

· acts in an advisory capacity to ensure local involvement in ongoing diabetes service quality improvement and provides advice to the DHB on diabetes service quality improvement opportunities

· ensures efficient information sharing linkages between diabetes health care providers and diabetes support organisations
· considers and uses information from clinical diabetes data provided by diabetes service providers
· reports on service effectiveness, as assessed against service provider targets, that is provided for the community.  Prepares the interim six-month report for each DHB
· prepares the Annual Report, covering the preceding financial year for each DHB and the Ministry of Health (the Ministry), on the state of diabetes services recommending ways of improving service quality. 
2.
Service Objectives
2.1
General

The Service objectives are to:

· promote effective linkages and exchange of information between health care providers and diabetes support organisations to improve local diabetes health care services
· enable diabetes healthcare service providers and Individuals to have greater involvement in diabetes services planning, delivery and ongoing service quality improvement
· contribute in an advisory capacity, by providing information, the interim six-month report and an annual report to assist DHB staff involved in planning diabetes services within their DHB catchment. 
2.2.
Māori Health
Refer to the tier two Diabetes Services service specifications.
3.
Service Users

The Service users are the DHB staff, the diabetes health care service providers and the Individuals’ diabetes consumer support agencies.
4.
Service Components
4.1
Processes
Information Analysis
· consider and apply information from clinical diabetes data to assist with service planning and evaluation and highlight any barriers to care that reduce the utilisation or effectiveness of services that are provided
· work collaboratively to support the identification of specific problems in the co-ordination or quality of the services and suggest solutions.
Monitoring Role

· monitor the impact of diabetes upon the population and the effectiveness of the services for the Individuals collectively.
Advisory Role

· present the Annual Report to the DHB in a process / forum as agreed with the DHB

· provide advice to the DHB staff on quality improvement opportunities

· promote the effective exchange of information between healthcare providers and diabetes support organisations
· advise on the efficient linkages between diabetes health care providers. 
5.
LDT Membership or the Equivalent Service
Membership could include all or some of the following:

· diabetes nurse specialist(s), Nurse Practitioner 

· diabetes specialist(s), paediatrician(s) or physician(s) providing specialist diabetes care
· General Practitioner and/or practice nurse

· Primary Health Organisation(s), Integrated Health Networks
· dietician(s), podiatrist(s), pharmacist(s) and any other clinical representation as locally appropriate
· public health and / or health promotion service representative(s)
· representatives of individuals with diabetes in the area 
· a representative of the planning/funding section of the DHB 
· Māori representatives (including consumer representatives and providers)

· Pacific people’s representatives (including consumer and provider representatives)

· South Asian, Indo-Asian/Asian representatives (including consumer and provider representatives)
 .

6.
Exclusions
Clinical management of the Individuals.
7.
Quality Requirements

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 specifications.  

8.
Purchase Units and Reporting Requirements

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


	M20020
	Local Diabetes Teams (or an equivalent service)
	Service responsible for linkage information, analysis and reporting of data for people with diabetes within a local DHB area. 
	Service
	Service purchased in a block arrangement.
	National Non-admitted Patient Collection (NNPAC) or reporting as per contract in the Contract Management System (CMS)


The Service must comply with the requirements of national data collections where available.
8.1
Reporting
8.1.1
Annual Report 

The key output of the Service is an Annual Report covering the preceding financial year that must be provided to each DHB and the Ministry by 14 August of each year.  Refer to Appendix A.
The Annual Report will:

· be concise and focus on the Service priorities and health needs 
· include any issues that need to be addressed 
· indicate how the DHB’s and the Ministry’s health priorities are being addressed 

· review the effective linkages between diabetes healthcare services and recommend ways of improving service delivery and quality.
The Annual Report must include:

· a report on the consultation with local diabetes stakeholders including clinicians, consumers, diabetes service providers, the DHB, diabetes consumer support organisations and Māori
· a review of the management, provision of diabetes services and monitoring
 for people with diabetes, Individuals, in particular Māori and Pacific people, and other high-risk groups

· the collection of incidence, prevalence and ethnicity data of the local population

· an analysis of primary care data and other clinical information reported to the Service by diabetes service providers

· a review of the Performance Measures in the DHB’s Annual Plan, the targets for the preceding six months by ethnicity, and recommend targets for the DHB for the financial year following the report

· a review of progress toward the achievement of other targets / goals established both locally and nationally

· highlighting effective services, and identification of priorities or other issues

· recommendations for ongoing service quality improvement.
DHB providers of retinopathy screening services for individuals with diabetes must provide data quarterly to the LDT, or equivalent service, detailing the number of individuals with diabetes by ethnicity that have had a retinal screen in the previous three months.

Providers of diabetes education and care services must provide data quarterly to the LDT, or equivalent service, and an annual report.
Other providers of diabetes healthcare services must provide information to the LDT or equivalent service, in an agreed format.
The aggregated dataset for Children and Young People with Diabetes is defined in Appendix B.  Note that the Children and Young People with Diabetes service description is an Appendix to the General and Community Paediatric Services service specification.

A narrative report is also required to accompany the aggregated data to the Service about diabetes in children and young persons and must include:

· a summary of the provision of diabetes services for children and young persons, especially in relation to services provided for Māori, Pacific peoples and other high-risk groups, relating to 2.1 Service Objectives

· progress against expected volumes, matters impacting, service planning

· workforce issues

· an outline of plans for the provision of diabetes service to children and young persons in the next six to 12 months, including quality improvement initiatives.

The Annual Report and any supporting documents are tabled and discussed at a meeting of the DHB, or appropriate sub-committee, and any recommendations accepted should be included in the next Annual Plan.

8.1.2
Interim Six-monthly Report

A six-monthly interim report is provided by the Service by 14 February to each DHB and the Ministry, detailing the DHB’s progress against the Health Targets / DHB’s Annual Plan / plans for the LDT, or equivalent service.  
The interim report also includes:

· cumulative analysis and presentation of data to date, including trends and variations

· progress towards the Diabetes and CVD Health Target, the DHB’s Annual Plan and the LDT or equivalent service’s, goals 

· identification of effective and less effective services, and innovative ways to address quality improvements.
8.1.3
Quarterly Reporting 
All Primary Health Organisations (PHOs) or Health Alliances that provide free diabetes annual review services for individuals with diabetes must provide a quarterly aggregated unidentifiable dataset (refer appendix A) derived from the PHO or Health Alliance diabetes data to the DHB.  
DHBs must transfer the aggregated, unidentified data from PHOs to LDTs, or equivalent services.  This information has been collated by the DHB and contains a narrative summarising service provision, general issues and future plans for diabetes service delivery.  The LDT, or equivalent services, will review these reports and provide feedback to DHBs on their service improvements.
APPENDIX A: AGGREGATED DIABETES ANNUAL REVIEW DATA TO BE REPORTED QUARTERLY
 TO LOCAL DIABETES TEAMS, OR EQUIVALENT SERVICE, BY PRIMARY HEALTH ORGANISATIONS OR INTEGRATED HEALTH NETWORKS.
Questions to be asked:

1. Have we found everyone?

2. Have we examined everyone?

3. Are we treating to target (management)?

4. Are we achieving outcomes?

5. Are we addressing disparities / inequalities?

	
	Number receiving DAR vs. Expected prevalence (%) 
	Number receiving DAR 
	Number receiving DAR not recorded yet
	Number receiving DAR with retinal screening  in last 2 years
	Number receiving DAR with foot checks recorded in past 12 months 
	Number receiving DAR with HB1AC >8 
	Number receiving DAR and coded as smokers
	Number receiving DAR with micro-albumunia on Ace inhibitors 
	Number receiving DAR and on statins 
	Number receiving DAR and CVR recorded in the last 12 months
	Number with CVR ≥15 (of CVR recorded in the last 12 months]


	Number receiving DAR with NZ Dep Decile >5

	Māori


	
	
	
	
	
	
	
	
	
	
	
	

	Pacific Island


	
	
	
	
	
	
	
	
	
	
	
	

	Other


	
	
	
	
	
	
	
	
	
	
	
	

	South Asian


	
	
	
	
	
	
	
	
	
	
	
	


APPENDIX B: AGGREGATED DIABETES DATA FOR CHILDREN AND YOUNG PEOPLE TO BE REPORTED TO LOCAL DIABETES TEAMS BY DHBs QUARTERLY
	Data
	Maori
	Pacific
	European
	Other 

	Total number with diabetes 
	
	
	
	

	Total number with type 1 diabetes 
	
	
	
	

	Total number with type 2 diabetes
	
	
	
	

	Total number with “other” diabetes?
	
	
	
	

	Number of “new Type 1 diabetics” per annum? 
	
	
	
	

	Number of “new Type 2 diabetics” per annum? 
	
	
	
	

	HbA1c  Mean <5 years of age
	
	
	
	

	HbA1c Mean 5 to 12 years of age 
	
	
	
	

	HbA1c Mean > 12 years of age 
	
	
	
	

	Average number of visits per year < 5 years of age
	
	
	
	

	Average number of visits per year 5 to 12 years of age 
	
	
	
	

	Average number of visits per year >12 years of age 
	
	
	
	

	Number of individuals with diagnosed diabetes presenting with DKA (each admission counted as one individual) per annum?
	
	
	
	

	Number of individuals presenting with hypoglycaemia (each admission counted as one individual) per annum?
	
	
	
	

	Number eligible for retinal screening every 2 years?
	
	
	
	

	Number who have had retinal screening in last 2 years?
	
	
	
	

	Number with persistent micro-albumunia and / or on treatment per annum?
	
	
	
	


	Data
	Maori
	Pacific
	European
	Other 

	Number with Type 1 Diabetes and NZ Dep Quintile 5 per annum?
	
	
	
	

	Number with Type 2 Diabetes and NZ Dep Quintile 5 per annum?
	
	
	
	

	Number seen by a Diabetes Nurse Specialist for an Annual Review / Get Checked per annum?
	
	
	
	

	Number seen by a Dietitian per annum?
	
	
	
	

	Number seen by a Paediatrician with a special interest in diabetes per annum? 
	
	
	
	

	Number seen by a Paediatric endocrinologist per annum?
	
	
	
	

	Number seen by a Psychologist / Counsellor / Social Worker per annum?
	
	
	
	

	Number seen by ‘other services’ other than a diabetes related clinician per annum?
	
	
	
	

	Number registered with the national database
	
	
	
	


� There may be some areas in the country with very low Pacific populations where this representation may not be possible / appropriate.


� There may be some areas in the country with very low Indo-Asian/Asian populations where this representation may not be possible / appropriate.


�  Monitoring includes HbA1C, delivery volumes, Health Targets etc.


� Data for claims paid in that quarter
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