





SCHEDULE 2 – THE SERVICES
A. [bookmark: _Toc428907603]Service Specifications

	Service Specification No.
	FINAL JANUARY 2020

	Service
	‘My Diabetes Health Programme’ for adults aged 18 years and over 

	Commissioner Lead
	NHS Birmingham and Solihull CCG 

	Provider Lead
	TBC

	Period
	3 years

	Date of Review
	Annual



	1.	Population Needs

	1.1 	Background and local context
Background
Diabetes is a long-term condition caused by too much glucose in the blood.  There are two main types of diabetes, Type 1 diabetes mellitus (T1DM) and Type 2 diabetes mellitus (T2DM).  T1DM develops when the body cannot produce any insulin and usually appears in childhood or before the age of 40 years. T1DM cannot be prevented and is usually treated by daily insulin injection. Insulin is a hormone made in the pancreas and is responsible for regulating levels of glucose in the blood.  In T1DM, the immune system attacks the cells in the pancreas that make insulin.  

T2DM develops when the body does not produce sufficient insulin or the insulin that is produced does not function properly. T2DM is treated with a healthy diet and increased physical activity.  In addition, tablets and/or insulin can be required to treat T2DM. 

Approximately 10% of people with diabetes have T1DM and 90% have T2DM.  

Local Need
Diabetes prevalence across Birmingham and Solihull (BSol) Clinical Commissioning Group (CCG) is on average between 8–10%; however, within some communities where there is a specifically high south Asian and/or black and minority ethnic (BAME) population there is a prevalence of up to 13%[footnoteRef:1]. As part of the system-wide strategic objective to achieve improvement in diabetes care within Birmingham and Solihull a number of programmes are currently in development including: [1:  Diabetes prevalence in Birmingham and Solihull Wards 2017/18, Birmingham Public Health Intelligence Team (2019)] 


1. Tackling inequality, reducing variation and improving outcomes by increasing access to multidisciplinary diabetes teams (MDTs) within communities across Birmingham and Solihull.  The MDTs will support improvement in achievement of The National Institute for Health Care and Excellence (NICE)[footnoteRef:2] recommended diabetes treatment targets and care processes. [2:  Diabetes in adults Quality standard [QS6] Published date: March 2011 Last updated: August 2016] 

2. Improving early diagnosis and individualised care planning and treatment including increased access to diabetes specialist inpatient nurses.
3. Increasing access to and completion of patient education programmes to help adults with diabetes to improve their knowledge and skills and help motivate them to take control of their condition and self-manage it effectively.

This service specification will support delivery of the third proposal, to increase access to and completion of patient education programmes for adults aged 18 years and over, diagnosed with T2DM and who are registered with a GP Practice within Birmingham and Solihull.  This service specification is primarily for Providers delivering a diabetes education programme for individuals diagnosed with T2DM.  Education tailored for individuals with T1DM is outside of the scope of this service specification. 

This service specification sets out what is required locally to meet the differing needs of the diverse communities within Birmingham and Solihull.   This service specification has been developed in collaborative partnership with patients living with diabetes as well as specialist diabetes clinicians, managers and service providers.  Consensus from the all partners is that the term ‘My Diabetes Health Programme’ will replace the term ‘structured education’ to support an emphasis on self-management, personalised care planning and individual empowerment.


	2.	Outcomes

	2.1	NHS Outcomes Framework Domains & Indicators

	Domain 1
	Preventing people from dying prematurely
	Yes

	Domain 2
	Enhancing quality of life for people with long-term conditions
	Yes

	Domain 3
	Helping people to recover from episodes of ill-health or following injury
	Yes

	Domain 4
	Ensuring people have a positive experience of care
	Yes

	Domain 5
	Treating and caring for people in safe environment and protecting them from avoidable harm
	Yes

	
Domain 1: Preventing people from dying early Supporting individuals to live healthier and happier lives by providing education and skills to those with a diagnosis of T2DM to reduce/delay their risk of complications of the disease through early diagnosis and treatment. 

Domain 2: Enhanced quality of life for people with long-term conditions This service specification supports a standardised approach to improving the numbers of people receiving diabetes educational support, in particular by addressing the geographical and service variation and helping those with diabetes to understand their condition better to proactively manage their health. 

Domain 3:  Helping people to recover from episodes of ill-health or following injury There is evidence that people with diabetes experience avoidable complications while in hospital and there are higher inpatient mortality rates in those with diabetes compared with non-diabetic patients.  By empowering individuals with the knowledge, skills and support to self-manage their diabetes it is aimed that this will lead to fewer emergency admissions and readmissions in patients with diabetes.

Domain 4:  Ensuring that people have a positive experience of care The ‘My Diabetes Health Programme’ will be delivered by a competent and trained workforce in a number of community based venues to provide people with a diagnosis of T2DM and their carers/families with the knowledge, skills and support to better manage their diabetes, giving them more control and confidence to self-manage. 

Domain 5: Treating and caring for people in a safe environment and protecting them from harm Supporting individuals to better manage their diabetes will support a reduction in complications associated with the condition including development of heel/ pressure ulcers that can contribute to higher rates of lower limb amputation. 

Expected Outcomes include:
· Individuals can competently set effective personal goals to self-manage their diabetes 
· Individuals report an increased understanding of the need to attend screening appointments (annual health check, podiatry, retinopathy)
· There is improvement in glycaemic control 
· Reduced use of unscheduled care related to diabetes
· Reduced levels of emergency hospital admissions related to diabetes.





	3.	Scope

	3.1 Aims and objectives of service
The ‘My Diabetes Health Programme’ aims to support adults aged 18 years and over diagnosed with T2DM[footnoteRef:3] to improve knowledge of their condition through the provision of a diabetes education programme.  The programme will be offered to newly diagnosed adults with a diagnosis of T2DM and those who have never previously attended a diabetes education course. The ‘My Diabetes Health Programme’ will provide information on how to manage diabetes through diet, physical activity and medication (where applicable), thereby supporting a reduction in the risk of complications associated with poorly managed diabetes.   [3:  NHS England (Nov, 2018) CCG Improvement and Assessment Framework 2018/19] 


3.2 Service Description
3.2.1 The Care Pathway
The ‘My Diabetes Health Programme’ will deliver person-centred services for adults aged 18 years and over with a diagnosis of T2DM. The service will be tailored to the circumstances and cultural needs of Service Users and will be sensitive to different traditions including cultural, religious, language or literacy needs as well as those with learning difficulties or mental health illness and those with sight impairment/hearing loss. The content of the sessions will aim to empower Service Users to take a leading role in instituting and maintaining long-term behaviour change to better manage their diabetes.  

The Provider will endeavor to ensure equal access by all Service Users to reduce health inequalities and promote inclusion, tailoring the Service to support and target those with greatest need through a proportionate universalism approach and equality of access for people with protected characteristics under the Equality Act 2010.  

Access to the Service will accommodate the diverse needs of the target population in terms of availability, accessibility, customs and location.

The Provider will build relationships and work with relevant local stakeholders (including the local health economy and community sector organisations) to deliver a relevant and inclusive programme.

The Provider will ensure Service User involvement in the evaluation and improvement of the Service. 

If the Provider identifies emotional wellbeing or mental health issues the Provider will signpost the Service User to appropriate local services.

The Provider will:
· ensure that all participants are given adequate information regarding the programme content in a format which is accessible to them and supports them to develop their knowledge and skills to self-manage their condition 
· ensure that the service is accessible to those with language and communication needs, arranging access to interpreters and providing resources in alternative formats and community languages as appropriate
· make reasonable adjustments for adults with a learning disability such as providing accessible ‘easy read’ materials and engaging with the individual’s family/carer as appropriate 
· ensure that the ‘My Diabetes Health Programme’ is delivered in venues and locations that are easily accessible by the local community (including public transport links and car parking facilities) such as GP Practices, Community Halls, shops, libraries, schools, Colleges and religious buildings
· ensure that the ‘My Diabetes Health Programme’ is offered at a range of times to suit differing needs, including morning, afternoon, evening and weekends 
· provide an option for one-to-one sessions (either face-to-face or via digital) where this better meets individual need i.e. individuals who are housebound, living in nursing/residential accommodation or those who cannot tolerate the idea of group learning
· offer easy access to follow up refresher information and on-line resources
· routinely collect ‘My Diabetes Health Programme’ satisfaction questionnaires from all participants and report the findings to the Commissioner as set out within the reporting requirements 
· proactively engage with primary care networks to raise awareness of the programme within local Practices and communities and ensure that the programme is integrated with the rest of the care pathway.

The Provider will comply with any template letters or discharge communication content that the Commissioner notifies the Provider must be used.  

The Provider will ensure robust data collection mechanisms are in place to support evaluation of the Services.

The Provider will work with the local health economy to identify and implement a locally appropriate mechanism for ensuring data about a Service User is communicated to the GP Practice where the Service User is registered (using SNOMED codes where appropriate) and that such data can be integrated into GP clinical systems, ideally by direct electronic transfer. 

The Provider will work with the local health economy to ensure a monthly update on referral, uptake and completion rates, waiting list size and outcomes at locally level e.g. by individual Practice/Primary Care Network.

The Provider will inform the Commissioner of any issues related to referrals and uptake and any deviation from the expected rates. 
The Provider will notify GP Practices about progression of Service Users through the programme as agreed with the Commissioner, including Did Not Attend (DNA) and course completion. 

3.2.2 Referral and Acceptance
The Provider will develop and agree detailed referral protocols with the local health economy prior to receiving referrals into the Service.  Referrals will be generated via GP Practices and a self-referral option will be made available.

The Provider will initiate contact with each individual directly referred to them (where there is no evidence of ineligibility) within 5 operational days of receipt of referral to provide brief information on programme content and to arrange the first face-to-face appointment.  

The invitation and follow-up contact will contain accessible information about Type 2 diabetes and the ‘My Diabetes Health Programme’.  All contact made with individuals will be grounded in behavioral insight theory and evidence to support and encourage Service Users to access and complete the programme.   

The Service will commence when the Provider begins to accept referrals from the local health economy.

Referral Pathway


[image: ]


3.2.3 Training and Competencies for the Service 
There is not a requirement for health professionals to deliver this Service.  However, the Provider will ensure that the service is delivered by suitably trained and competent individuals who are trained in the delivery of behavior change.   The Provider will specify the type and level of qualification, training and/or competence to be expected.  The Provider will ensure that staff are trained to deliver the Service in line with the quality standards set out in Section 4.1. of this service specification, including NICE PH49 for both behaviour change and group based delivery. 

The Provider will ensure that all individuals involved in the delivery of the Service have sufficient and appropriate training and competencies required to deliver the actions and content of the Service and to manage confidential and sensitive personal identifiable data.  Training must be routinely monitored and updated as necessary, and suitable continued professional development strategies must be in place.  Staff must have undergone information governance training and have confidentiality clauses within their contracts of employment. 

The Provider will ensure that all staff adopt a person-centred, empathy-building approach in delivering the Service.  This includes finding ways to help Service Users make changes by understanding their beliefs, needs and preferences to support them to self-manage their diabetes and reduce their risk of associated complications.

The Provider will ensure that the Service is delivered in a way which is culturally sensitive to local populations and flexible enough to meet the diverse needs of Service Users.  Where reasonable and appropriate, the Provider will provide services in languages to suit needs of the local population.

Ideally, staff delivering the Service will reflect the diversity of the population accessing the Service.  

            
3.2.4 ‘My Diabetes Health Programme’ Course
The sessions must support behaviour change and provide information and practical tools on nutrition, behaviour change and weight management based on current national guidance set out within Section 4.1 

The course content will consider the social and psychological support required to support people to implement behaviour change. 

The Provider will tailor the course to meet the needs, goals and capabilities of Service Users, supporting Service Users to set individual goals which may include short, medium and long term dietary and physical activity goals.  

The Provider will support the Service User to undertake regular physical activity, ultimately working towards achievement of the UK Chief Medical Officer’s physical activity recommendations: https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/832868/uk-chief-medical-officers-physical-activity-guidelines.pdf

The Provider will ensure the design and delivery of the curriculum is underpinned by UK government dietary requirements detailed within the Eat Well Guide (accessible at http://www.nhs.uk/live-well/eat-well/the-eatwell-guide).  Dietary advice will reflect culinary traditions of the community.  

The Provider will utilise an evidence based behaviour change framework e.g. https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/738214/adult_weight_management_changing_behaviour_techniques.pdf

The Provider will ensure that the content of the Service is regularly reviewed and adjusted to remain up-to-date with government recommendations and new evidence.  

Each programme will deliver a minimum total of 12 hours’ education and support, including a minimum of 50% delivered face-to-face.   Each session will include:
· dietary advice in a form sensitive to the person’s needs, culture and beliefs with a personalised management plan which includes other aspects of lifestyle modification such as increasing physical activity and losing weight 
· 50% can be delivered via digital intervention dependent on individual choice
· by exception, the Provider will offer one-to-one sessions (either face-to-face or via digital) where this better meets individual need i.e. individuals who are housebound, living in nursing/residential accommodation or those who cannot tolerate the idea of group learning
· the group size will be a maximum of 20 people (including any partners/carers)
· there will be no minimum group size, an individual who wishes to continue on the programme should be allowed to do so, regardless of group size.

Sessions will be offered at a range of times, days and venues and where logistically possible in accessible locations to maximise access, particularly for those of working age, Black and Minority Ethnic (BAME) groups and more socially deprived communities. 
The Provider will ensure that family or peer support is accommodated where this would be helpful to the Service User.
The Provider will emphasise to Service Users the importance of continuing to attend their GP Practice for annual review.  The Provider will ensure that Service Users can access support and advice, post completion of the programme to encourage maintenance of improved lifestyles, signposting them to key sources of information and support e.g. the NHS and Public Health websites.

Did Not Attend (DNA)  
Where there is no response to the initial invitation, the Provider must make at least two additional attempts to contact the individual by letter, phone call, text message or email within a period of one calendar month from the date of referral.  If it has not been possible to make contact, the individual should be discharged back to their GP. 

Where contact has been established
Where contact has been established and an individual accepts an invitation to participate in the face-to-face service, the Provider must offer a choice of dates, times and appropriate venues.  The Provider must notify GPs when the individual has completed the course ideally by electronic transfer.  The discharge letter must include relevant clinical READ codes as specified by the Commissioner under the Contract. 


3.2.5 Marketing
The Provider must market and promote the service in conjunction with the local health economy, on an ongoing basis, to all key stakeholders; including, but not limited to, clinical partners and all target communities in the geographical area covered by the contract. This must include: the service’s availability; nature; and benefits, with the purpose of raising awareness and generating demand. This will include a range of innovative online and offline communication and engagement channels, giving careful consideration to accessibility requirements, in line with the specific needs of the target communities. 
In marketing the Service, the Provider must conform to any guidelines on social marketing of the Service under the contract, to ensure alignment of key messages with any wider social marketing campaigns being undertaken in relation to diabetes or health promotion generally.  This includes any branding guidelines developed by the Commissioner specifically for this Service.  

3.2.7 Links to Other Services
The Provider must ensure that links are made with existing local networks and partnerships throughout the development and delivery of the Service.   The Provider will establish an asset-based approach i.e. inviting guest speakers to the sessions such as behavioural therapists; DUK, community and religious leaders. The Provider will also signpost individuals into gyms, community activity groups, leisure and public health services, departments within Local Authorities, NHS Choices, DUK and other community services.  Including Diabetic Screening Services, Podiatrists, Opticians and other eye specialist services, etc.  

3.2.8 Population Covered 
The Programme is accessible to all eligible individuals who are registered with a GP practice within Birmingham and Solihull (BSol) CCG. The Provider will work within the geographical footprint of local Primary Care Networks (PCNs) covering populations of c30–50k, with the ability for resources to be grouped at higher populations of 100k or 250k where applicable.


3.3 Any acceptance and exclusion criteria and thresholds
Acceptance criteria
The Provider will accept the following individuals onto the Programme:
· Individuals > 18 years of age diagnosed with T2DM in the last 12 months, registered with and referred by a GP Practice within BSol CCG 
· Individuals > 18 years of age with a diagnosis of T2DM who have never previously accessed a diabetes education programme, who are registered with and are referred by a GP practice in BSol CCG and/or self-refer 

Exclusion criteria
The following individuals must be excluded from the Service:
· Individuals < 18 years of age
· Individuals who do not have a diagnosis of T2DM
· Individuals not registered with a GP Practice in BSol CCG
· Pregnant women 


3.4 Review Meetings
Quarterly review meetings between the Commissioner and the Provider in accordance with General Condition 8 of this Contract shall be conducted on behalf of the Commissioner by any person nominated by the Commissioner to act on its behalf.  

The Provider will attend monthly meetings with local lead partners (in person or via telephone) to review progress of Service delivery and address any key issues.  

3.5 Evaluation and Quality Assurance
The Provider will participate fully in any quality assurance processed defined by the Commissioner and co-operate in undertaking ad-hoc audits and reviews as requested by the Commissioner.

The Provider will ensure that a process is in place to routinely obtain Service User feedback, such as through the use of Family and Friends Test and a system is in place to consider and act on feedback. 


	4.	Applicable Service Standards

	4.1 Applicable national standards (e.g. NICE) 
[bookmark: _GoBack]The ‘My Diabetes Health Programme’ will be delivered in accordance with all relevant guidelines and publications published nationally including NICE recommendations and/or Quality Institute for Self-Management Education & Training (QISMET) Certification

· 2017: Supporting people with long term conditions; National standards local action. https://www.england.nhs.uk/five-year-forward-view/next-steps-on-the-nhs-five-year-forward-view/the-nhs-in-2017/ 
· 2016: NICE Diabetes in Adults QS6 (2011, updated 2016)
· 2015: NICE NG90 Physical activity and the environment NICE CG 43 Obesity: Guidance on the prevention of overweight and obesity in adults and children (2006 and updated 2015)
· 2014: Diabetes in BME Communities Working Group: Diabetes in BME Communities: Raising awareness, improving outcomes and sharing best practice
· 2014: NICE PH49 Behaviour change: individual approaches (2014)
· 2009: NICE CG91 Depression in adults with a chronic physical health problem: recognition and management, (2009)
· 2007: NICE PH6 Behaviour change: the principles for effective interventions (2007)
· 2001: National Service Framework for Diabetes (2001)

	5. Applicable quality requirements 


5.1	Applicable Quality Requirements (See Schedule 4A-D – standard contract)
5.2	Applicable CQUIN goals (None identified)


	6. Location of Provider Premises

	The ‘My Diabetes Health Programme’ must be offered at a range of community based premises which allows facilitation of education and self-management for individuals in group settings or 1:1 meeting by exception/patient choice.  The programme will be delivered in venues close to home for example, GP Practices, faith and community Centres, local schools and colleges.


	7.	Quality and Performance Indicators 

	It is expected that for Year 1, the data captured will form the baseline for future data requirements.

	Quality and Performance Indicator

	Threshold
	Method of measurement
	Consequence of Breach

	100% of people with diabetes and /or their accompanying partner/carer attending the ‘My Diabetes Health Programme’ are offered the opportunity to complete a patient satisfaction questionnaire
	80% completion
	Quarterly report to Commissioner
	Remedial Plan to increase uptake for the next quarter

	Data Completion
Providers will aim to complete all data fields within the agreed minimum data set 
	90%
	Commissioner audit and reconciliation - quarterly
	Remedial Plan to increase data completion agreed with Commissioner 

	100% of patients attending the ‘My Diabetes Health Programme’ have individual care plans 
	Individual care plan in place for 100% of patients attending the course
	Self-declaration
	Remedial Plan to increase uptake for the next quarter

	Waiting Times for First Appointment
Patients contact initiated within 5 working days of receipt of completed
referral form
	

100%

	
Self-declaration: Yearly Quality & Performance Report

	Action/rectification plan to be submitted to
Commissioner for agreement


	Management of Failed to Attend for First and Follow-up Appointment

1. Patients who DNA – first attempted contact within 5 working days.

2. Patients who DNA – two attempts made to contact the patient within 2 weeks 

3. Patients GP informed of DNA within 3 working days after 2nd unsuccessful attempt to contact the patient. 
	




95%




95%






95%

	
Self-declaration:



Yearly Quality & Performance Report


Yearly Quality & Performance Report



Yearly Quality & Performance Report

	




Action Plan to be
submitted to Commissioner
within mutually agreed timescales

Action Plan to be
submitted to Commissioner
within mutually agreed timescales

Action Plan to be
submitted to Commissioner
within mutually agreed timescales

	Management of Failed to complete programme

Patients who fail to complete during sessions 1 - 4 contacted within 5 working days after failure to attend
	




95%





	
Self-declaration:



Yearly Quality & Performance Report



	




Action Plan to be
submitted to Commissioner
within mutually agreed timescales


	Reduction of health risk
	Evidence of a clinical improvement on completion of programme - e.g. a reduction in:
· HbA1c (below 42mmol/mol)
· Waist measurement
· BMI
· Blood pressure

90% of patients have positive reduction in one or more of the indicators.
	Yearly report on patient experience 
	Action Plan to be
submitted to Commissioner
within mutually agreed timescales


	Reporting and
Information Sharing

Patients’ GP is
informed within
five working days on completion of programme.

	


100%





	


Yearly Quality & Performance Report




	


Action Plan to be
submitted to Commissioner
within mutually agreed timescales


	Inappropriate Referrals
 
100% of
inappropriate
referrals
returned to
referrer within 5
working days of receiving referral
	Full compliance
	Quarterly dataset provided to the Commissioner
	Action Plan

	Cancelled Appointments

% of
Appointments
cancelled by
Provider
	


5%
	

Quarterly dataset provided to the Commissioner
	
Action Plan to be
submitted to Commissioner
within mutually agreed timescales

	Audit to identify themes or areas of improvement for future development

	Complete audit
	End year summary
	Remedial Plan to provide information within the next quarter

	Strategic Data Collection System (SDCS) /Clinical Audit Platform (CAP) Data submitted  
	100% OF SDCS and CAP data submitted
	SDCS/CAP data submitted quarterly/ monthly respectively
	



Data reporting


                                                                               




	8.	Indicative Activity Plan




	Indicator
	Reporting Period/Outcome
	Format of Report
	Method of Report

	Referrals
	Quarterly 
	Total number of referrals received by source (GP, Secondary Care, Community services, other)

Total number of inappropriate referrals received, 
•	by source
•	by reason
	Quarterly  Report to Commissioners 

	Activity Report
	Monthly
	Completion Rates
· Number of individuals completed 100% of course

	Quarterly  Report to Commissioners

	Patient Experience Report
	Quarterly
	100% offered the opportunity to complete a patient satisfaction questionnaire
Y1 >60% completion
Y2 >75% completion	
	Quarterly  Report to Commissioners




	9.	FINANCE



Payment will be made on a per patient basis: 
· Full payment will be made for each patient completing a full course.  Payment will be payable at 100% completion threshold (completion means that the patient has
completed a minimum of 4 sessions)

	 
	Quarter 1
	Quarter 2
	Quarter 3
	Quarter 4

	Payments 
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My Diabetes Health Programme Data Requirements 25.03.19.xlsx
Sheet1

		My Diabetes Health Programme - Provider:

		Monthly Activity Return

		Referral/Baseline Patient information																																												Outcomes

		Local patient ID		Date of Receipt of Referral		Date of First contact to arrange first attendance		Date of First Successful contact to arrange first attendance		Method of first successful contact (TC/TxT/Email/Letter)		Number of contacts made 		Date of 1st Course Offered 		Date of 1st Course Accepted 		Face-to-Face Offer declined		Reason for F2F offer Decline 		Digital Option Offered		Digital Offer Declined 		Reason for Digital Offer declined 		Type of Appointment?		Referring practice M code		DoB		Gender 		Learning Disability Y/N		Disability  (e.g. hearing impairment/sight loss) 		Patient's Address Post Code (Letter and first 2 numbers only e.g. B13)		Ethnicity		Appropriate referral?		Care Plan completed and shared with indiviudal patient		Course Completed (Fully/Partial)		Patient discharged back to the registered GP (date)		Patient referred to other support  (NAME)		Discharge Letter READ CODED  and sent to GP (Attended/DNA'd/Completed 		Other outcomes?

		1																										e.g. Face to Face or Virtual																Y/N

		2

		3

		4

		5
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