SOMERSET DIABETES SERVICE

PERFORMANCE FRAMEWORK

As at 6/6/11


Overall aim: to increase the capacity and capability of the healthcare system as a whole to meet the needs of growing numbers of people with diabetes, ensuring equity of access and the highest possible standards of care 
	
	BENEFITS AND OUTCOMES

	Benefit
	Outcome indicator
	Verification

Source (data

provider)
	Frequency 
	Responsible

service(s)
see Annex A for explanation of service codes
	2008/09
	2009/10

Baseline


	Yr 1

2010/11
(Target/asp)

Actual 

	Yr 2

2011/12
Target/asp

Actual

	1. Increased capacity and capability to meet the needs of growing numbers of patients with diabetes
	Number of diabetes diagnosed


	Miquest (PCT Inf Team)


	Quarterly
	A,B,G,C,Q
	21023

 (Miquest Oct 08)


	23067
	(25500)
24369
	(28500 amended to 26000
)

	1. 
	Incidence of newly diagnosed diabetes


	Miquest (PCT Inf Team)


	Quarterly
	A,B,G,C,Q
	1640 Total

(Miquest  Oct 08)
	1909
	(2100)
1981
	(2400 amended to 2200
)

	2. 
	Average cost per patient per annum reduced
	Finance

	Annual
	All
	
	558
	(533)
tbc
	(520)

	2. Reduction in emergency admissions


	Emergency admissions for diabetic ketoacidosis and coma –rate reduced
	Hospital data

Miquest (PCT Inf Team)


	6 monthly
	All
	131

62.3

per 1000 type 1 pts

(07/08)


	122

55.2
per 1000 type 1 pts

(09/10)


	(144

62.3 

per 1000 type 1 pts)
125

54.1 per 1000 type 1 pts

(10/11)


	(<62.3 

per 1000 type 1 pts)


	
	Emergency admissions with diabetes in primary diagnosis code –rate reduced
	Hospital data

Miquest (PCT Inf Team)


	6 monthly
	All
	308

1.6

per 1000 pop
(07/08)
	369

0.7

per 1000 pop 
(09/10)


	(315
0.6 per 1000  pop 

(10/11)


	(<0.5 per 1000 pop)


	
	Emergency admissions with diabetes in secondary and tertiary codes -  rate reduced
	Hospital data

Miquest (PCT Inf Team)


	6 monthly
	All
	4318

9.3 

per 1000 pop 

(07/08)
	5018

9.3
per 1000 pop (09/10)


	(5550

10.5 per 1000 pop
(10/11))
5360

10.0 per 1000 pop
	(9.2 per 1000 pop)

	3. Reduction in lengths of stay and outpatient attendances


	Length of stay ratio for key indicators compared to non diabetic patients – rate reduced (following indicators from diabetes commissioning toolkit) 

Emergency 

· myocardial infarction

· fractured neck of femur

Elective 

· hip replacement

· by-pass grafting
	Hospital data

Miquest (PCT Inf Team)


	6 monthly
	M, G
	1.5

1.2

1.2

1.5
	1.1

1.3

1.2

1.0


	(0.9) 1.3
(1.1) 1.1
(1.1) 1.1
(1.6) 1.6
	

	
	Outpatient appointments for diabetes in Specialist Care (Level 3) reduced 


	Hospital data

Hospital Trusts
	Monthly 
	M, G
	
	TSTNFT - 3600 
YDHNFT - 2700


	(TSTNFT -2500)
Actual 3295
(YDHNFT -1700)

Actual 1959
	(TSTNFT -2800 tba with provider post audit of referral pathway)

(YDHNFT -1800 tba with provider post audit of referral pathway )



	
	Outpatient appointments in the community increased


	Service Provider data

SCH 
	Monthly 
	M, G
	
	 (DSN)

500
(Podiatry)

18545
(Dietetics)

1606
(Psychology)
	(3700
(DSN))
Actual 2754
(Podiatry)

15200
 (Dietetics)

1090

(Psychology)
	DSN – 3450 tba with provider post audit of referral pathway (Podiatry)

tbc
(Dietetics)

tbc
(Psychology)

	
	Ratio of new to follow-up outpatient appointments  in Specialist Care (Level 3) 


	Hospital data

(PCT Inf. Team)
	6 monthly
	All
	
	
	Excluding antenatal and sp nurse/diet/pods
1:5.47 (TST)
1:6.62 (YDH)
	Target to be reviewed with  providers


	Benefit
	Outcome indicator
	Verification

Source (data

provider)
	Frequency 
	Responsible service (s)

see Annex A for explanation of service codes
	2008/09
	2009/10

Baseline
	Yr 1

2010/11

(Target/asp)

Actual

	Yr 2

2011/12

(Target/asp)
Actual

	4. Patients have improved quality of life, health and well-being 


	Patients perceive improved ability to self manage
	Patient Survey


	Annual 
	All
	(Pt Survey 2006)


	
	(+3%)
tbc
	+6%



	
	Patients  perceive improved quality of life
	Patient Survey


	Annual
	All
	(Pt Survey 2006)


	
	(+3%)

tbc
	+6%

	
	Increase in patients with diabetes with HbA1c <= 7%  or 53 mmol/mol


	QOF

Miquest (PCT Inf Team)

PCT Inf.Team
	Quarterly
	A, B, C, D, E, F, G, H, I,  L, M
	New QOF target


	48.7 %* 


	(44.5% )

48.9%


	(50% )



	
	Increase in patients with diabetes with HbA1c <= 8% or 64 mmol/mol

	QOF

Miquest (PCT Inf Team)

PCT Inf.Team
	Quarterly
	A, B, C, D, E, F, G, H, I,  L, M
	New QOF target


	74.2% *

	(70.0%)
75.1%


	72% 


	
	Increase in patients with diabetes with HbA1c <= 9% or 75 mmol/mol

	QOF

Miquest (PCT Inf Team)
	Quarterly
	A, B, C, D, E, F, G, H, I,  L, M
	New QOF target


	85.9%* 

	(85.5%)
86.5%


	89% 


	
	Increase in patients with diabetes with HbA1c <= 10% or 86 mmol/mol

	QOF
Miquest (PCT Inf Team)
	Quarterly
	A, B, C, D, E, F, G, H, I,  L, M
	91.9%

 (Miquest  Oct 08) 
	91.2%*  


	(88%)  

91.3%
	94% 


	
	Increase in patients with diabetes with BP <=145/85 mmHg 


	QOF

Miquest (PCT Inf Team)


	Quarterly
	A, B, C, D, E, F, G, H, I,  L, M
	79%

(Miquest  Oct 08)
	79.2% 

	(80%) 

80.3%
	82% 



	
	Increase in patients with diabetes with BP <140/80 

mmHg
	Miquest (PCT Inf Team)
	Quarterly
	A, B, C, D, E, F, G, H, I,  L, M
	
	47.3% 


	(49.5%)

49%
	50%



	
	Increase in patients with diabetes with total cholesterol <=5 and LDL <=3 mmols per litre
	QOF

Miquest (PCT Inf Team)
	Quarterly
	A, B, C, D, E, F, G, H, I,  L, M
	83%

(Miquest  Oct 08)
	85% 

	(85.5%) 
85.3%
	86% 


	
	Increase in patients with diabetes with total cholesterol <4 and LDL <2 mmols per litre


	Miquest (PCT Inf Team)
	Quarterly
	A, B, C, D, E, F, G, H, I,  L, M
	
	47.5% 


	(48.0%)

48.3%

	48.5% 



	
	Reduction in patients with diabetes with eGFR < 60 


	Miquest (PCT Inf Team)
	Quarterly
	A, B, C, D, E, F, G, H, I,  L, M
	5587

(Miquest  Oct 08)
	6354
	(0 (number|) increase)

6180

	
	Reduction in patients with diabetes with eGFR < 30 


	Miquest (PCT Inf Team)
	Quarterly
	A, B, C, D, E, F, G, H, I,  L, M
	
	561
	(0 (number|) increase)

559

	
	Patients with diabetes with non traumatic limb amputations reduced as percentage of total diabetes population


	Miquest (PCT Inf Team)


	Quarterly
	A, B, C, D, E, F, G, H, I,  L, M
	1.4% 

All amputations (Miquest  Oct 08)
	1.5%

All amputations

(Miquest

09/10)


	(0% increase)

1.5%

	
	Patients with diabetes with non traumatic digital amputations reduced as percentage of total diabetes population


	Hospital data
	6 monthly
	A, B, C, D, E, F, G, H, I,  L, M
	
	
	(0% increase)

	
	Patients with diabetes with diabetic neuropathy reduced as percentage of total diabetes population
	Miquest (PCT Inf Team)
	Quarterly
	A, B, C, D, E, F, G, H, I,  J, L, M
	
	5.5%
	(4.5%)

5.3%
	3.5%

	
	Patients with diabetes diagnosed with sight-threatening retinopathy as percentage of total diabetes population
	Miquest (PCT Inf Team)
	Quarterly
	A, B, C, D, E, F, G, H, I,  K, L, M
	45.10%

(Public Health)
	SHA standard 45-50%

28.8%

Miquest
	MIQUEST data incorrect

Coding issue

	
	Improved outcomes for pregnancies 

Numbers and percentages

Gradual reduction in:

· Still birth

· High birth weight (over 4 kg)

· Caesarian section
	Hospital records

NHS Trusts
	6 monthly
	A, B, C, D, E, F, G, H, I,  L, M
	Determine  baseline

National baseline from 2002/03 CEMACH Report 

T1 25.8 per 1000

T2 29.2 per 1000

21%

67%


	Target tbc  or

top quartile

nationally

whichever highest
	Target tbc or

top quartile

nationally

whichever highest
	Target tbc or

top quartile

nationally

whichever highest

	
	
	
	
	
	
	
	
	

	
	Reduced years of life lost by mortality from diabetes (rate)
	Public health data (PCT Inf Team)

NOCD website

(PCT Inf Team)
	6 monthly
	A, B, C, D, E, F, G, H, I, K, L, M
	4.7

(2005-7)


	4.43

(2006-8)
	Awaiting data
	


	Benefit
	Outcome indicator
	Verification

Source (data

provider)
	Frequency 
	Responsible service (s)

see Annex A for explanation of service codes
	2008/09
	2009/10
	Yr 1

2010/11

(Target/asp)

Actual

	Yr 2

2011/12

(Target/asp)

Actual



	5. Patients are supported, informed about the risks of diabetes, are enabled to self care and have active involvement in decisions about their care and support 


	Patients provided with quality assured information about diabetes at diagnosis
	Service Provider records

Patient Survey
	Annual 
	A,D, G, I, L,M,S
	60% 

(Pt Survey 2006)
	
	(70%)

tbc
	85%

	
	Patients have been offered /taken part in structured education programme  actual /percentage) – DESMOND for Type 2 newly diagnosed

	Service Provider records

SCH
	6 monthly
	A, D,G,
	
	
	
	

	
	· Newly diagnosed within 3 months of diagnosis 

(% attended as % of newly diagnosed)

· Backlog of newly diagnosed

(Offered % cf attended as % of offered)


	
	
	
	Attended

384 – 53 (23.4% of newly diag type 2)

(Baseline)

Offered

0

Attended

0
	Attended

(557 – 71)

436

(23.1%)


	(Attended

816 – 96 c)
Actual 717

(36.2%)



	Attended
 (960)


	
	· Ongoing patients (yearly/dependent on need)

(Offered % cf attended as % of offered)


	
	
	
	Offered

0

Attended

0
	
	
	

	
	Patients have been offered /taken part in structured education programme  (actual) – DAFNE for Type 1
	
	6 monthly
	A,L,M
	08/09

Attended

40
 


	(120 pts  attending – 15courses)
Actual 101 pts
(14 courses)


	(120 pts  attending – 15 courses)
Actual 105 pts

(15 courses)
	(96 pts)


	
	Patients who are not able to access any form of structured education having support from specialist dietitian
	
	6 monthly
	I
	Offered

Attended


	1606 attendances 

(with community dietitian)
	1090 attendances 
(with community dietitian) 
	Offered

tbc

Attended

tbc

	
	Increase the number of patients with diabetes attending  the Expert Patient Programme
	Service Provider records

SCH
	6 monthly
	E
	
	Baseline to be determined
	
	

	
	Increase in number of patients with diabetes referred to physical activity/weight management programme
	Service Provider records

Miquest 
	6 monthly
	A, C,G, I
	
	Baseline to be determined
	
	

	
	Patients have a management plan jointly agreed with a healthcare professional that supports their self management, to include individual targets where appropriate for HbA1c and cholesterol

	Provider records

Patient Survey
	6 monthly

 
	A,F,G,H,I,J,M
	50%

(Pt Survey 2006)
	
	(75%
)

tbc
	80%

	
	Increase in % of patients satisfied with the overall care of their

diabetes while they are in hospital

	National Inpatient Diabetes Audit
	Annual
	M + Comm Hospitals
	Pt Survey 2009
	tbc
	IP Audit 2010

TST Score 1.4 

YDH score 1.2 

(national av 1.2)
	tba

	6. Equity of access to services
	Reduction in number of hospital admissions from care homes due to diabetes related condition
	Service provider records

SCH


	6 monthly
	A, G
	
	Baseline to be determined
	tbc

	
	Reduction in variation  between practices in % pts with  HbA1c  =< 53 mmol/mol – increase in % of practices achieving control +-5% of the Somerset mean

	Miquest
	6 monthly
	A, G
	
	Baseline to be determined
	


	Benefit
	Outcome indicator
	Verification

Source (data

provider)
	Frequency 
	Responsible service (s)

see Annex A for explanation of service codes
	Actual
	Baseline

2009/10
	Yr 1

2010/11

(Target/asp)

Actual

	Yr 2

2011/12

(Target/asp)

Actual



	
	
	
	
	
	2008/09
	
	
	

	7. Patients are offered services which are high quality, efficient and sustainable


	Complaints from people with diabetes
	Service Provider records
	6 monthly
	All
	
	Tbc  see review data from providers

	
	Patients receiving at least annual medical reviews by GP
	Patient Survey


	6 monthly
	A
	80%

(Pt Survey 2006)
	
	(90%)
	95%

	
	Patients with diabetes who are prescribed a statin
	Miquest (PCT Inf Team)
	Quarterly
	A
	
	82.2%
	(82.5%)

 82.8%


	83%

	
	Patients with diabetes attending retinopathy screening
	QOF

Miquest (PCT Inf Team)
	Quarterly
	A, K
	86%

(Miquest  Oct 08)
	91.7%  

	(95%)  
93%

See provider data


	95%  


	
	Patients with diabetes with record of presence or absence of peripheral pulses in previous 15 months 


	Miquest (PCT Inf Team)
	Quarterly
	A
	85%

(Miquest  Oct 08)
	88.8% 

	(89%)  
88.1%


	90%  


	
	Patients with diabetes with record of diabetic neuropathy testing in previous 15 months
	QOF

Miquest (PCT Inf Team)
	Quarterly
	A
	87%

(Miquest  Oct 08)
	91.5%  

	(89%) 
91.3%


	90%  


	
	Patients with diabetes for whom case finding for depression has been undertaken and assessment of severity made
	QOF

Miquest (PCT Inf Team)
	Quarterly
	A
	87%

(Miquest  Oct 08)
	92.6%  

	(92.6%)  
92.7%


	92.6%  or

top quartile

nationally

whichever highest

	
	Reduced rate of insulin related incidents in hospitals

	Provider records
	Annual
	M
	
	tbc
	tba
	tba

	8. Patients with diabetes diagnosed earlier leading to better control and reduction in complications
	Percentage difference between predicted and  actual diagnosed prevalence reduced
	York & Humberside predictive tool
	6 monthly
	A, B, G, Q
	07/08

21%

Undiagnosed 


	08/09

23%

Undiagnosed


	09/10

 (18%

Undiagnosed)
21% undiagnosed
	10/11

(10%

Undiagnosed)


	
	Reduction in percentage of patients with diabetes with HbA1c >=10% at diagnosis


	Miquest (PCT Inf Team)
	Quarterly
	A, B, C, D, E, F, G, H, I,  L, M
	
	22%
	(20%)

22%


	(15%)

	9. Care provided closer to the patient’s home or work


	Housebound patients receiving diabetes care at home increasing
	Patient Survey

Provider records

SCH
	Annual 
	All
	Determine baseline


	tbc

	3. 
	Increase in percentage of patients with diabetes receiving care from Level 2 services:

· Diabetes Specialist Nursing and Dietetics Service

· Dietetics

· Podiatry

· Psychology
	Provider records
	6 monthly
	A, G, M, 
	
	

	
	

	
	Increase in percentage of patients with diabetes receiving Specialist Care (Level 3) in clinics based outside hospital
	Provider records
	6 monthly
	M
	
	Determine baseline


	tbc

	
	24 hour helpline in place (Specialist Care – Level 3) and use increasing
	Provider records
	tbc
	M
	
	Determine baseline


	tbc

	
	12 hour helpline in place (Level 2 services) and use increasing
	Service Provider review


	From 2011/12
	G
	
	Determine baseline


	tbc


	SERVICE DELIVERABLES 

Note: Detailed service deliverables will be agreed with individual Service Providers in addition to those listed below 

	Deliverable
	Outcome indicator
	Verification

Source (data

provider)
	Frequency 
	Responsible 

service (s)

see Annex A for explanation of service codes
	2008/09
	2009/10

Baseline
	Yr 1

2010/11

(Target/asp)

Actual

	Yr 2

2011/12

(Target/asp)

Actual



	10. Care pathway in place that maximises the use of secondary care expertise to focus on complex cases/improved cost effectiveness
	Evidence of treatment in accordance with agreed protocols and procedures
	Clinical audit 

Staff survey

Service Provider review
	6 monthly
	All
	
	
	
	

	11. Improved quality assurance & clinical governance


	Quality Assurance systems

· Policies, Procedures and Protocols approved by commissioners and  operational
	Service Provider review 


	6 monthly
	All
	
	
	
	

	
	System wide clinical governance framework agreed with Commissioners  and operational within first year, to include:

· Pathway/protocol review & development

· Staff training

· Clinical and service audit

· Compliance against Standards for Better Health

· Randomised case note reviews

· Up to date risk management

· Complaints management

· Reporting of incidents and Serious Untoward Events

· Medicines management

· Equality Impact Assessment
	Service Provider review


	6 monthly
	All
	
	
	
	

	
	Annual survey of staff experience, to include reporting on:

· Continuity of care

· Communication between levels

· Use of care records

· Use of IT in delivery of service

· Attendance of relevant training programmes

· Receipt of clinical supervision

· Mentorship 

· Use of clinical protocols and pathways

· Job satisfaction
	Staff Survey
	Annual 
	All
	
	
	
	

	
	Annual survey of patient experience, to include reporting on:

· Quality of life

· Ability to self manage

· Access to educational programmes

· Written management plans agreed with healthcare professional

· Housebound patients receiving care at home

· Care provided outside hospital/locally

· Access to help-line
	Patient Survey
	Annual 
	All
	
	
	
	

	12. Provision of multi-disciplinary community team deployed effectively across PCT Area
	Demonstrate rationale for deployment of resources 

· Sufficient staff appointed with appropriate skills (see Skills for Health)

· Evidence of sufficient staff capacity to meet  demand


	Service Provider review


	6 monthly
	All


	
	
	
	


	Deliverable
	Outcome indicator
	Verification

Source (data

provider)
	Frequency 
	Responsible 

service (s)

see Annex A for explanation of service codes
	2008/09
	2009/10

Baseline
	Yr 1

2010/11

(Target/asp)

Actual

	Yr 2

2011/12

(Target/asp)

Actual



	13. Clinical leadership
	A  clinical medical lead, with responsibility for ensuring that the pathway as a whole is well coordinated, high quality and safe 
	PCT


	6 monthly
	R
	
	
	
	

	4. 
	Clinical leads for each of the service levels with responsibility for coordinating services within each level
	Service Provider review


	6 monthly
	G, M, R
	
	
	
	

	5. 
	A professional network comprising leads for all the service areas contributing to the patient pathway with responsibility for ensuring that services are integrated and delivering the overall pathway outcomes  
	PCT


	6 monthly
	All
	
	
	
	

	
	At least one GP identified in every GP practice as the GP diabetes lead
	Service Provider review


	6 monthly
	A
	
	
	
	

	
	At least one nurse identified in every GP practice as the Practice Nurse diabetes lead


	Service Provider review


	6 monthly
	A
	
	
	
	

	14. Chronic and acute disease management
	Practices implementing systematic case finding for diabetes


	Service Provider review

Audit?


	
	A


	
	
	
	

	6. 
	Compliance with prescribing formulary


	Service Provider review

(Prescribing)
	6 monthly
	A, F, G, M
	
	Baseline 

to be established
	
	

	7. 
	Waiting times


	Service Provider review


	Monthly 
	Diabetes Specialist Nurse Service (G)
	
	Routine appt 4 

Wks

Urgent appointments per individual contracts


	
	

	8. 
	
	
	Monthly
	Dietetics 

(I)
	
	
	
	

	9. 
	
	
	Monthly
	Podiatry

 (J)
	
	
	
	

	10. 
	
	
	Monthly
	Psychology (H, M)
	
	
	
	

	11. 
	
	
	Annual
	Retinopathy

(M)

	
	
	
	

	12. 
	Integrated diabetes website (per Specification)

Number of hits increasing


	Service Provider review


	6 monthly
	All
	
	
	
	

	13. 
	Support for Self Help Groups
	Service Provider review


	6 monthly
	E
	
	Minimum 4 groups supported
	
	


	Deliverable
	Outcome indicator
	Verification

Source (data

provider)
	Frequency 
	Responsible service (s)

see Annex A for explanation of service codes
	2008/09
	2009/10

Baseline
	Yr 1

2010/11

(Target/asp)

Actual

	Yr 2

2011/12

(Target/asp)

Actual



	15. Record keeping
	Comprehensive patient activity records

Protocols and evidence for maintaining medical records
	Service Provider review
	6 monthly
	All
	
	
	
	

	16. Information technology
	Increase in use of telemedicine/telecare 
	Service Provider review
	
	All
	
	
	
	

	
	Electronic personal care plan/,management plan (or paper based pending availability of electronic facility
	Service Provider review
	
	S
	
	Pilot in place Aug 2010
	(Roll-out

From Sept 2010)
	


	17. Education, training and mentorship. Professional development and staff satisfaction
	Quality assured and relevant education, training and development for all staff at all levels, focusing on both generic and specific competences


	
	
	
	
	
	
	

	14. 
	· Training & support for non specialist hospital staff
	Service provider review
	6 monthly
	M
	
	
	
	

	15. 
	· Clinical governance & mentorship support for Level 2 & 3
	Service provider review

Staff questionnaire
	
	M
	
	
	
	

	16. 
	· Training & support for Level 1 GP practices and community staff
	No of  GP practices & staff receiving training in diabetes care

Staff questionnaire
	
	 G
	
	
	
	

	
	Leadership, change and management development

· Staff have participated in leadership/change management course

· Staff satisfaction with leadership
	Staff Survey
	Annual 
	All
	
	
	
	

	
	Staff providing diabetes services report increased satisfaction with their role
	Staff Survey
	Annual
	All
	
	
	
	


	Core Service component
	Level
	Provider

	PATIENT SERVICES
	
	

	A 
	Core primary care GP Practices – agreement and implementation of core standards
	1
	GP Practices

	B
	Opportunistic case finding outside GP practices
	1
	SCH

	C
	Health promotion programmes 

( diet, physical activity, smoking) 
	2
	NHS Somerset

	D
	Structured education (Type 2) – county-wide and accessible, for existing as well as newly diagnosed patients.
	2
	SCH

	E
	Supporting self help groups such as the Expert Patient Programme
	2
	SCH

	F
	Insulin initiation (GP practices) -  Local Enhanced Service in place


	2
	SCH

GP Practices

	G
	Diabetes Specialist Nurse Service – rolled out across Somerset
	2
	SCH

	h
	Psychological support – service development
	2/3
	tbc

	i
	Dietetics – integration/expansion
	2
	SCH

	j
	Podiatry – integration/expansion 
	2
	SCH

	k
	Retinopathy – integration
	2
	SCH

	L
	Structured education (Type 1) – county-wide and accessible, for existing as well as newly diagnosed patients.
	2
	SCH

TSTNFT

	M
	Specialist care – integration + enhanced inpatient care
	3
	TSTNFT

YDHNFT

RUHNT

	INFRASTRUCTURE SERVICES
	
	

	N
	Training & support for non specialist hospital staff
	
	TSTNFTNFT

YDHNFT

RUHNT

	O
	Training and mentorship for Level 2
	
	TSTNFTNFT

YDHNFT

RUHNT

	P
	Training and support for Level 1
	
	SCH

	Q
	Identifying opportunistic case finding opportunities outside General Practices
	
	SCH

	R
	Overall pathway management – establishment of implementation infrastructure
	
	NHS Somerset/All providers

	S
	Care planning pilot
	
	NHS Somerset


SERVICE CODE DESCRIPTORS AND RELATED PROVIDERS
See section 3





Appendix SDS-C











Reducing ratios





Annual targets tbc





tba














80% offered of eligible 30% take-up over 3 years











� Amended 7/4/11


� Amended 7/4/11


� Data available does not differentiate between newly diagnosed and existing 


� NB NICE cautions against blanket approaches for reducing HbA1c which can increase mortality rather than reducing it – targets should be tailored to the individual


� Updated 9.11.10


� Indicator added February 2011


� Indicator added February 2011


� Indicator added February 2011


� Added March 2011 (part of sec care contracts)
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Note: The targets/aspirations in the above table will be reviewed on an annual basis. Additional targets may be set through individual provider contracts
* data amended May 2011 when reporting error discovered for Synergy practices

