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DIABETES SERVICES -

DIABETES EDUCATION AND MANAGEMENT
TIER LEVEL THREE
SERVICE SPECIFICATION
M20006
This Tier three Diabetes Education and Management Service Specification is linked to the Tier Two Diabetes Service Specification.

The impact of diabetes in New Zealand is significant and will become more so as the prevalence of type 2 diabetes increases.  The prevalence of known diabetes across the population of New Zealand is currently estimated at around 3%.  Within the population however the prevalence of diabetes in Maori and Pacific population is around three times higher than among other New Zealanders.

Reducing the incidence and impact of diabetes is one of the thirteen New Zealand Health Strategy immediate action priority objectives for population health.  Diabetes is also one of eight Maori Health Gain priority areas.  

1.
Definition 

This service specification is for education and management services for people with diabetes.  The term ‘education and management’ refers to programmes that provide the skills necessary for people with diabetes to support lifestyle change and self-management of their diabetes.   

Diabetes is a chronic disease where the person with diabetes must become a co-partner in the education and management process.  The emphasis must be on a relationship in which health professionals and people with diabetes are genuine partners seeking together the best solutions to each person’s care.

The service must especially target Maori, Pacific people, and other high-risk population groups.  

Primary or secondary providers can provide this service.

2.
Service Objectives

2.1.
General

The objective of this service is to allow for broad and innovative approaches to diabetes education and management.  Education and management services may be provided by a range of health care workers including:

· diabetes nurse educators and specialists/other nurses

· expert patients

· community health workers

· kaiawhina 

· dietitians 

· podiatrists

· paediatricians / diabetologists or specialist physicians.

Good practice suggests that a structured education programme is tailored to the individual taking account of age, social circumstances, disability, ethnic and cultural influences.

For adolescents a joint partnership between the paediatric and adult teams and primary care is necessary to increase the management of their diabetes as they grow up and leave home.

Education and management services must support, and be co-ordinated with the treatment plan agreed by the person with diabetes and their GP / nurse as part of their free Annual Review (COGP0006).

Education and management services are required to participate in Local Diabetes Teams (LDTs) or an equivalent service, share information and help identify opportunities for service quality improvement (See appendix B for information that must be reported to the LDT or an equivalent service).

The service must co-operate with the Local Diabetes Team or an equivalent service and work with other providers to target people with diabetes who are not accessing existing education and management services.
2.2.
Maori Health

Maori levels of knowledge and understanding of diabetes are influenced by a variety of factors including gender, residential location and the contact and relationships that people have with their primary and secondary health care providers. Diabetes tends to be described holistically by Maori, therefore whanaungatanga or the understanding of ‘how’ Maori form relationships and make connections with people is vital to achieving health gain for Maori.

Education and management services will be provided in a way that will contribute to the objectives of He Korowai Oranga - the Maori Health Strategy as referred to in the New Zealand Health Strategy.  In particular, to increase access to quality and effective services that improve Maori health and reduce inequalities between Maori and non-Maori.

2.3
Pacific Health

Diabetes education and management services will enhance current Pacific initiatives through health education, promotion and intervention in order to improve access to services and reduce the incidence and impact of diabetes in Pacific communities within New Zealand.  Services will align to the objectives of the Pacific Health and Disability Action Plan 2002, the key framework to improving the health of Pacific peoples.  

Pacific populations are amongst the highest risk groups for diabetes and Healthcare Providers must acknowledge the cultural values and beliefs and the involvement of the family and the community, to ensure the effectiveness of services for Pacific peoples.

3.
Service users

This service is for all people with diabetes, including type 1, type 2 and gestational.  The need for education and management services should be assessed when clinically indicated, and annually as part of the Free Annual Review (COGP0006).

4.
Access

4.1.
Entry and exit criteria

Entry criteria: 

People with diabetes must be referred into education and management services by primary care teams or specialists (who should notify the primary care team of the referral).  Self-referral is not intended, however if this does occur as first point of contact then the person needs to be referred for specialist assessment.

Exit criteria: 

Conclusion of the education and management programme.  

4.2.
Time

On referral into the service people with diabetes should be offered an education and management programme within three months.  If on-going demand for education and management services cannot be met, referrals should be prioritised to ensure patients with the greatest need are seen within the resources available. 

5.
Service Components

5.1.
Processes
Education and management services may be provided by a variety of health workers using a range of methods.  Programmes should be developed to best meet the needs of the target group.  Programmes may be one on one, or in groups (Appendix C).  Education and management services should include programmes for:

· People referred after initial diagnosis of type 2 diabetes

· People with type 2 diabetes starting insulin injections

· People with poor diabetic control

· People with type 1 diabetes

· Nutrition advice and foot care advice (not otherwise provided in dietician and podiatry purchase units)

· Support for people with gestational diabetes

· Specific clinical indications on referral by primary or secondary providers

· Psychological support in growing up with diabetes particularly during adolescence

Providers of education and management services could consider providing support to other diabetes health professionals.  For example, hospital clinicians may offer telephone advice, training for primary care teams, recommendations about guidelines and clinical pathways. 

An electronic database must be maintained with a register of people with diabetes enrolled in the education and management programme. The information should be recorded as specified in appendix A.  Summary information must be reported to the Local Diabetes Team or equivalent service (see appendix B).

The education and management service provider should have a system for contacting people who fail to attend the programme, and notifying their primary health care provider.

5.2.
Settings

The service may be delivered through outpatient clinics/community sites / marae or in other settings as are appropriate to achieve the best possible health outcomes for people with diabetes and to achieve maximum coverage of the population being serviced.  

Some children and young people’s services may be best delivered in their homes.

Considerations in determining the setting should include (but not be limited to) issues such as:

· cultural appropriateness

· accessibility 

· most effective/efficient use of resources.  

Education and management services may provide provision for distance learning.

It is particularly important to reach individuals and groups who have difficulty in gaining access to services:

· people living in a rural location

· people whose ethnicity, culture or language may present barriers

· people who might not see themselves as able to be partners in their own care

5.3. Facilities

Depending on the type of programme being delivered, a range of facilities may be appropriate.

6.
Service linkages

The service must provide the information listed in Appendix B to the LDT or equivalent service to enable it to monitor the operation and integration of diabetes services in the DHB region, and develop recommendations for improvement.  

In addition to the LDT, the service must maintain effective linkages with the following groups:

	Linked providers
	Nature of linkage
	Accountabilities associated with linkages

	· Diabetes consumer support organisations
	Achieving a continuum of care
	

	· Allied health professionals
	Achieving continuum of care
	

	· Local Diabetes Team or an equivalent service
	Supply of information
	Annual Report

	· Maori primary and community care services

· Te Roopu Mate Huka

· Maori Disease State Management Nurses
	Meet treaty of Waitangi obligations

Care is culturally appropriate
	

	· Pacific health care providers
	Care is culturally appropriate
	

	· National Diabetes Working Group

· Diabetes NZ

· Diabetes Youth
	Achieving a continuum of care
	

	· Primary care Organisations (PHOs)
	Provide information for LDT or equivalent service report

Achieving a continuum of care
	

	· DHB diabetes services
	Achieving a continuum of care
	

	· Retinal screening services
	Achieving a continuum of care
	


7.
Exclusions
Refer to the Tier two Diabetes Services service specifications. 

8.
Quality requirements

General quality requirements for diabetes services are set out in the Tier Two Diabetes Services Service Specification.
8.1. Service specific requirements

If providers are providing training for primary care nurses to provide diabetes education and management services, they should be trained in accordance with the Primary Health Care Diabetes Nursing training specification.

9.
Reporting Requirements

9.1
Purchase Codes

M20006 is the purchase code as defined in the Ministry of Health Purchase Unit Data Dictionary applying to Diabetes education and management. 
The service must keep monthly performance data, which must be collated and reported to Sector Services, Dunedin six monthly.  

9.2
Information reporting requirement

The service must keep monthly performance data.  

Quarterly, the total number of cases should be reported by ethnicity for each month in the quarter.
Appendix A shows a schematic illustration of diabetes information flow.
9.3.
Reporting to Local Diabetes Teams (or equivalent service)
Local Diabetes Teams or an equivalent service may choose to analyse or present extra information differently, but the core information must be provided as specified in Appendix A and B below.

The aggregated information that must be provided annually to LDTs or equivalent service is due by the 20 July and is listed in Appendix B.  The LDT or equivalent service may choose to analyse or present extra information differently but the core information must be provided. 

	Tier three Service Specifications 
	Reporting by PHO
	Reporting by DHB


	Reporting to LDT or equivalent service Frequency 
	Reporting to LDT or equivalent service 
Date

	Diabetes Care and Education
	N/A
	Purchase Unit data reporting via National Non Admitted Patient Collection (NNPAC) 

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




The Annual Report to the LDT or equivalent service is also due by 20 July and must include:

· general issues / highlights and concerns 

· the professional resources required by full time equivalent staff or total funding (whichever is more convenient) for clinical nurse specialists or other nurses meeting nationally-approved accreditation standards, podiatrists, dietitians and allied or non clinical staff supporting the service 

· training needs analysis and planning undertaken to meet ongoing staff training need

· a review of the provision of diabetes care and / or education services

· outcome measures of services delivered 

· report on utilisation of diabetes care and / or education services by Māori and Pacific individuals and families

· the information required in Appendix B

· provision of an annual outline of plans / intentions for the coming year, aimed at addressing the opportunities and concerns identified

· a report on linkages with other services that support the Service being delivered. 

10
Additional Clauses

10.1
Confidentiality

This service must comply with the confidentiality provisions set out in legislation and relevant codes, including the Health Information Privacy Code.

Appendix A: Data Collection

These items should be recorded in the patient management system in primary and specialist services 

	Field


	

	NHI


	

	Gender


	

	Surname


	

	First names


	

	Residential Address


	

	Domicile Code


	

	Contact phone(s)


	

	Date of birth


	

	Ethnicity 


	

	Type of diabetes


	

	Year diabetes diagnosed


	

	General Practitioner


	

	Type of diabetes care and education service delivered 


	

	Date person enrolled in care and education episode / programme 


	

	Date person exited care and education episode / program 


	


Appendix B:
AGGREGATED DATA REPORTED ANNUALLY TO LOCAL DIABETES TEAMS

	Primary health care service/specialist service/community based non clinical service 
	Number of individuals for whom Care and Education and management programmes were provided in the last year
	Number of individuals who completed Care and Education and management programmes completed by the individual in the last year

	Maori


	
	

	Pacific Island


	
	

	NZ European


	
	

	Others


	
	

	Not stated


	
	


Appendix C:
Example of small group course for type 2 diabetes

Small Group Course

Average number of people on course
8 
Session One
Welcome/self management priorities

Number of sessions in a course
6
Session Two
Nutrition/supermarket tour

Duration of each session in hours
2
Session Three
Physical activities

Duration of course in hours

12
Session Four
Footcare, skin care, eye screening






Session Five
Medicines, glucose self testing, other tests






Session Six
Final Qs and As, course evaluation, awards

APPENDIX D: Schematic illustration of Diabetes Information Flow


Person with diabetes





Free Annual Check


With GP and/or trained primary care nurse.


Review treatment against guidelines


Undertake any outstanding tests


Agree a treatment plan for the year


Refer to other services if required


Pass data to Primary Health Organisation





Primary Care Organisation


Maintain register of data from free annual checks


Promote quality improvement


Provide feedback to GP practices


Report aggregated diabetes data to Local Diabetes Team





Local Diabetes Team or equivalent service


Clinical and consumer representation


Combines information from all PCOs in DHB area


Collect information from specialist services


Analyse information and develop recommendations for service improvements


Prepare and annual report and provide it to DHB and MoH





District Health Board


Health needs assessment, including consideration of Local Diabetes Team report recommendations when planning diabetes services


Include diabetes in annual plan


Communicate with DHB population





Diabetes retinopathy eye screening


Provide feedback to referring practice


Provide information to Local Diabetes Team





Hospital and non-hospital based specialist services


Provide feedback to referring practice


Provide information to Local Diabetes Team
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