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supported to stay
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Self care and looking
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1 Population Needs
1.1     National Context and Evidence Base
On 20th December 2013, NHS England published planning guidance, which set out its proposals for how the NHS budget is invested in order to secure sustainable models of care over the next five years. The guidance included a requirement for NHS Commissioners to work together to co-design a five year strategy (Five Year Forward View) on a wider health and social care economy footprint, that sets out a clear plan on how Commissioners, Local Authorities and NHS Providers will work together to deliver services over the next five years within financial constraints.

Diabetes Care is one of the major challenges facing the NHS.  In the coming years and the quality of care provision varies throughout the country and is a major cause of premature mortality with at least 22,000 avoidable deaths each year. There are 3.2 million people who have been diagnosed with diabetes in the UK (2013) and it is estimated that 5 million people will have diabetes by 2025.

Due to the increasing obesity levels in the UK it is expected that the incidence of Type 2 Diabetes Mellitus (T2DM) (which accounts for approximately 90% of diabetes in the UK) will increase and as a result it is estimated that the number of people with diabetes in the UK will rise to 4.6 million by 2030. This makes it the long term condition with the fastest rising prevalence. If diabetes is not managed properly it can lead to serious life-threatening and life-limiting complications, such as blindness and stroke. 

The NHS needs to focus on prevention and rise to the challenge of multi-morbidity through proactive and comprehensive disease management, placing the individual firmly in the centre of their care. This sort of effective management of individuals will impact positively on indicators across the five domains of the NHS Outcomes Framework.

The Five Year Forward View (FYFV) identifies the traditional divides between primary care, community services and hospitals as an increasing barrier to the personalised and coordinated health services that patients need and highlights the need to dissolve these barriers.  In particular this is recognised as crucial in the management of long term conditions, such as diabetes “caring for these needs requires a partnership with patients over the long term rather than providing single, unconnected episodes of care.” (FYFV, 2014 Pg16).  The focus for the NHS is now to develop new models of care to support this direction of care to manage systems or networks of care and to ensure that services are integrated around the patient.
1.2 Local Context and Evidence Base
Local Demographics

Airedale, Wharfedale and Craven CCG (AWC CCG) is responsible for commissioning healthcare across a demographic consisting of urban, rural and remote-rural areas. The 156,000 patient population is one of the most diverse nationally with significant health inequalities across different areas.
The following is a summary of the key characteristics of the local population:

· 16 member practices

· 156,000+ patients with 1% annual growth in total population  

· 14% is estimated to be South East Asian  

· 19.9% of population aged 65+ and 30% forecast to be 65+ by 2021

· 78.3 / 82.3 year life expectancy for males / females

· Approximately two thirds of the population live in the Bradford Local Authority (LA) boundary and one third in the North Yorkshire Local Authority boundary

· Top causes of death: cardiovascular, respiratory disease & cancer

· People with LTCs now account for approximately: 50% of all GP appointments; 64% of all outpatient appointments; and over 70% of all inpatient bed days

· Locally 23,285 people have been identified with hypertension, 8,884 with diabetes and 6,342 with coronary heart disease. The actual number of people who have these conditions is likely to be higher than recorded

· 15% of patients with diabetes have poorly controlled blood pressure, resulting in potentially avoidable hospital admissions

· 9% of the population aged 16+ is registered as obese
Commissioning for Value

The Commissioning for Value work programme began in 2013/14 in response to requests from CCG’s for support in identifying opportunities for change with most impact to improve healthcare for populations; to improve the value that patients receive from their healthcare and to improve the value that populations receive from their investment in their local health system (Commissioning for Value: Where to look January 2016).
 The January 2016 Commissioning for Value pack for NHS AWC CCG identifies endocrine and the diabetes pathway as a priority programme.  In respect of the diabetes pathway the pack highlights areas of non-elective spend and risk of MI, heart failure and stroke as worse than our comparable CCG’s, with risk of MI at almost 60% difference from our peer group of 10 similar CCGs.

Service Review and Current Service Delivery Arrangements

A review of the Diabetes Services across Airedale, Wharfedale and Craven in 2013 highlighted a number of issues within the services. A lack of outcomes measured, poor health outcomes for patients with diabetes, fragmented system of care for diabetes, rise of total cost for services and complicated payment mechanisms were all marked as potential areas for improvement. The fragmentation of the current system of care for diabetes patients was also highlighted with over 11 different service lines and contracting arrangements with a variety of different providers.  The complex and disparate nature of the local health care landscape for patients and health professionals alike to navigate was also highlighted as a concern through engagement work undertaken with patients and professionals as part of the review.  The current delivery of services across numerous organisations without clear lines of accountability at patient level highlights some of the traditional divides between primary, secondary and community care that the FYFV advocates moving away from in order to support the development and delivery of personalised and coordinated care.

In particular the different way in which services are organised and delivered across the localities of Airedale, Wharfedale and Craven is one of the key drivers to redesign services locally to ensure that all patients have equitable access to services and to improve the quality of care and outcomes for all individuals. 

Figure 1 below shows the current arrangements of local services for patients with diabetes across NHS AWC CCG.  
Figure 1 The following figure reflects the fragmentation of current service delivery
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Commissioning for Outcomes

In order to address the areas for improvement as highlighted in the review and in the context of local and national drivers the aim of the CCG is commission an outcomes focused model of care for enhanced diabetes and specialist podiatry that will deliver:

· Desired health outcomes for patients with diabetes and patients in need of specialist podiatry
· Enable integration of the system of care for patients with diabetes

· A sustainable Model that encourages innovation and maximizes value for money 

In response to an analysis of the current and future state of the health and care economy of Bradford District and Craven and the specific local challenges faced, local health economy partners have set the following 5 year vision and development of the service model for enhanced diabetes is in line with this:

“To create a sustainable health care care economy that support people to be healthly, well and independent”.

This vision is supported by the Better for Bradford, Airedale, Wharfedale and Craven: Right Care, Right Place, First Time (2014) agreement, that sets out an inter-agency agreement to deliver integrated care services in Bradford, Airedale, Wharfedale and Craven by 2016 and the Right Care Vision (2014) which “aims to make health and care services work in partnership to provide care that is wrapped around patients’ needs and help them to feel empowered, active and safe”.

In additional NHS AWC CCG has developed a New Models of Care (NMoC) Programme to translate these aspirations into action and its aim is to commission models of care that will address physical, psychological and social needs to:

· Reduce reliance on reactive emergency and urgent care through more planned and proactive and integrated model of services 

· Change the mind-set of professionals to promote active participation in health and wellbeing of the individual
· Change the mind-set of the public so they become an active participant in their health and care

· Deliver the pledges as set out in the NHS Constitution

Self care and self management, providing better support at home, earlier treatment in the community through an integrated and enhanced service will help prevent complications and people needing emergency care in hospital.

The model for enhanced diabetes and specialist podiatry service aims to fulfil these ambitions by removing existing service fragmentation with a focus on delivering seamless personalised, holistic care for the individual through an integrated. 

This specification describes an outcomes based model of care which will allow providers freedom and flexibility to apply their expertise and knowledge to ensure individuals receive appropriate high quality care through a new ‘offer’ ensuring the desired outcomes are met.

Whilst an outcomes based specification, for avoidance of doubt, the provider will be responsible for all the necessary care to manage diabetes and deliver the outcomes in this specification. This includes prevention, supporting self care and self management, foot care, dietetic and psychological  support, extending to specialist care and advice where needed.

Acknowledging the range of expertise required to deliver the CCG’s vision for the new service model it is likely that new contracting models will need to be utilised.  This will ensure that accountability for the whole of a patients care is clearly defined and managed through one contract between the provider and the commissioner.  The new contracting models offer a number of options for provider organisations to come together in order to deliver the contract for e.g. sub-contracting or prime vendor arrangements.  
An example of how the services may be organised in order to fulfil this vision and deliver the outcomes is provided below in Figure 2.  

It is recognised however that the ambition and scope of the service model is limited at this point in time due to current commissioning arrangements. This means that primary care diabetes care and retinal screening are out of scope for this service as they are currently commissioned by NHS England and not the CCG.  

However the principle of integrating services as much as possible in order to provide a comprehensive and coordinated response to patients needs remains at the heart of this service model, the provider will therefore be required to work closely with primary care and retinal screening providers to improve patients experience and deliver where possible ‘one stop’ shop’ type of service. This is in line with the direction of travel of the CCG towards the development of an Accountable Care Organisation/System.  As such the expectation is that as the system continues to develop the provider of this service will need to be willing to engage in dialogue with the CCG regarding the scope and accountability of the services. For instance the possible inclusion of primary care diabetes services.  The nature and timing of this dialogue will be determined by the development of local commissioning plans and ACO discussions.

Specialist Podiatry and Foot Care
In order to provide an integrated model of enhanced diabetes care, which has provider accountability for delivery of outcomes and a holistic care model the inclusion of robust foot care arrangements and specialist podiatry is critical.  
Prior to commisisoning this service block contract arrangements were in place which included; specialist podiatry; arrangements for foot care, including annual foot checks for patients with diabetes; access to rapid foot care clincis and clear pathways for escalation. By including specialist podiatry and the appropriate foot care and foot management arrangements for patients with diabetes in the enhanced diabetes service the risk of isolating specialist podiatry for non-diabetic patients was recognised.  To address this, maintain a full range of skills and competencies and to promote sustainability as a whole service model the decision to include specialist podiatry for diabetic and non diabetic patients together as part of this service model has been taken.  
To deliver the requirements of this specification it is expected that the provider ensures high quality care delivery through a varied skill mix of health care professionals with the relevant skills and compentencies to deliver robust foot care and foot management services for diabetic and non diabetic paitients. The provider is expected to adopt up to date quality standards and take account of clinical guidance such as  (NICE). Evidence based high quality care will be included in the whole service approach for the enhanced diabetes and specialist podiatry service.

Enhanced and Integrated Diabetes Service and Specialist Podiatry: Example Model of Care: 

Figure 2 below provides an example of a model of care.  This is not intended as a comprehensive list of services or health care professional roles required to deliver the service but sets out an innovative model of care.  As an outcomes based service model the expectation is that the provider will determine the arrangements that need to be put in place to meet individual patient needs and deliver the service outcomes that the single provider will be held accountable for. This will include the skill mix of health care professionals required to deliver care to ensure best outcomes for individuals as well as how services will be coordinated and accessible to patients. 

Figure 2 
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Outcomes

2.1 National Outcomes

NHS Outcomes Framework

	Domain
	Outcome
	Contribution

	1
	Preventing people from dying prematurely


	(

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


	(

	3
	Helping people to recover from episodes of ill health or following injury 
	(

	4
	Ensuring that people have a positive experience of care 


	(

	5
	Treating and caring for people in a safe environment and protecting them from avoidable harm
	(


2.2 Local Defined Outcomes

Our overall intent is to clearly demonstrate delivery of improved experience and outcomes for individuals, reducing risk of complication.

Delivery of this model of enhanced, integrated care for diabetic patients will contribute to achievement of the CCG outcomes framework which can be found in full at Appendix A. 
The table below outlines the outcomes from the CCG framework that directly relate to this service and the key performance indicators (KPIs) that will be used to monitor and measure performance against these.  Payment of the quality premium is dependent on delivery of improved outcomes determined by achievement of the KPI’s. 
Our approach to defining and measuring outcomes is through adoption of the ‘Achievable Benchmarks of Care’ methodology.
Achievable Benchmarks of Care (ABC)

The ability to benchmark performance is generally considered to be an important tool for quality improvement. The ABC methodology provides an objective, reproducible and attainable ABC by measuring and analysing performance on process of care indicators (Weissman, NW, Allison,JJ and Kiefe, Cl et al, 1999). This approach uses local data to define a level of excellent, attainable performance based on measured performance by a group of providers. 

The ABC methodology is based on the following premises:

· Benchmarks should represent a level of excellence

· Benchmarks should be demonstrably attainable

· Providers with high performance should be selected from among all providers in a predefined way using reliable data

· All providers with high performance levels should contribute to the benchmark level

· Providers with high performance levels but small numbers of cases should not unduly influence the level of the benchmark

It is our intention to move from measuring proxy outcomes for diabetes to hard outcomes as appropriate over the time of the contract. For instance after 3 years it will be possible to measure service via use of hard outcomes data such as minor and major amputation rates.  As the service continues and via contracting monitoring meetings these developments will be discussed with the provider. However it is our expectation that a move towards monitoring at both proxy and hard outcomes level will form part of this service as appropriate over the time of the contract award.  Achievement of the quality payment element will be informed by this approach.

Using the most up to date QoF data available for our diabetes patients, (March 2016) a baseline has been set and used to calculate thresholds for achievement of KPI’s.  Delivery of the KPIs will support improvement in quality and outcomes achieved over time. The baseline has been established using data from all adult patients currently on the diabetic register across AWC CCG and the quality thresholds or targets for achievement have been set from this baseline position using the Achievable Benchmarks for Care (ABC) methodology.  Although it is acknowledged that not all of these patients should or will be referred and managed within this service the baseline and targets have been set in this way in recognition of the responsibility of the provider of enhanced diabetes and specialist podiatry service to work with and support primary care to improve the outcomes for all individuals with diabetes.   
To ensure overall outcomes for all diabetic patients are improved the provider will play a critical role in supporting improved care delivery in primary care through advice, support and education. This can also be achieved by the provider by ensuring that appropriate referrals are made to the enhanced service for patients who are not able to be managed effectively and appropriately by primary care teams.

In view of this approach it is also anticipated that the provider will put appropriate arrangements in place to review  individuals transferred to the service by the previous providers and where clinically indicated discuss and agree with the practice, discharge back to primary care team, providing advice support and education where necessary to enable the primary care team to manage the care needs of these individuals. 

In order to achieve this, the provider must have robust systems and processes in place to ensure access to relevant patients’ records and the ability to update and share information to support and report on the achievement of the outcomes. 
Performance against the agreed thresholds for the KPI’s will be assessed and it is only on achievement of these indicators that the 10% quality incentive will be payable.  Further details regarding payment, quality and reporting requirements are included in relevant schedules, 3, 4 &, 6 of the NHS Standard Contract documentation. 
2.3 Service Level Outcomes which contribute to the delivery of the CCG Outcomes Framework

	Service Outcome: that people with diabetes and specialist podiatry needs in AWC live longer, healthier, happier lives

	CCG outcomes framework
	KPI’s
	Measure ( including Achievable Benchmarks of Care, ABC )
	Reporting mechanism/ Comments

	Outcomes for individuals and carers
	Living better for longer: I know how to prevent ill health and when I have needs they are met enabling me to live a long and healthy life.
	Improved health outcomes
	Blood pressure control (ABC)
	Thresholds and quality standards for clinical outcomes are detailed in Schedule 4. 

	
	
	
	Glucose control (ABC)
	

	
	
	
	Hyperlipidemia control (ABC)
	

	
	
	
	Foot care  major/minor amputations 
	Agree baseline and continue to monitor rates over the length of the contract.

	
	
	Informed and engaged patients and health care professionals
	Health care professionals (HCP)who are involved with diabetes care including HCP in general practice have access to support and advice from the enhanced diabetes service team.
	Survey/ feedback from general practice.

	
	
	
	Patients have timely and appropriate access to support, advice and education about their condition
	Patient survey

	
	Living at home: I will only go into hospital if I cannot receive my care safely in the community
	Informed and engaged patients and healthcare professionals
	Achievement of ABC clinical outcomes
	Thresholds and quality standards for clinical outcomes are detailed in Schedule 4.

	
	
	
	Patient/carer survey results
	

	
	Healthier lives: I am motivated and supported to stay well, be healthier and make positive lifestyle choices.
	Patients/caregiver experience of care received
	Patient /carer survey results
	

	
	Self care and looking after myself: I have knowledge and easy access to information which gives me the confidence to care for myself.
	
	
	

	
	Experience: My main carer and I have a positive experience of care
	
	
	

	
	Getting better: After being in hospital, I will be supported to get home, to get well and to stay in my own home wherever possible.
	Improved health outcomes
	
	

	The way that care and support is delivered
	Dignity & respect: people are involved in decision making and are treated with respect
	Patients/caregiver experience of care received
	Patient/carer survey results
	

	
	Care provision: People receive care that is coordinated, planned and anticipates their needs
	
	
	

	
	Access to care: people can access care, support and information in a timely manner and based on need
	
	
	

	
	Choice: people know what choices are available to them locally and who to contract when they need help.
	
	
	

	
	Assessment of needs: all my needs are taken into account (physical, psychological and social).
	
	
	

	
	Personalised care: People are supported in setting their own goals and receive care that is personalised to their needs.
	
	
	

	Who provides the care and support
	Workforce behaviour and leadership: Everyone involved in care actively promotes participation in the health and wellbeing of the individual and ‘make every contact count’.
	Patients/caregiver experience of care received 
	Patient/carer survey results
	

	
	Workforce resilience: The workforce is resilient to increasing demand and pressures.
	Staff survey
	Clinical outcomes (ABC)
	

	
	Efficiency: Resources and infrastructure are optimised and used in the most efficient manner to maximise outcome for individuals
	Delivers all outcomes within financial envelope
	Contract monitoring mechanisms and progress against benefits realization plan.
	


3 Scope

2.4 Aims and Objectives of the Service

Key Objective:

To provide an integrated comprehensive patient-centered service to meet all their needs, improve health outcomes, reduce risks and rate of complications and deliver the specified outcomes.
Key aims of the service are to:
· Deliver a new model of high quality enhanced diabetes care which improves experience and outcomes for individuals 

· Ensure that accountability for overall care and delivery of outcomes is determined and managed through new contract arrangements

· Reduce risks of diabetes complication and subsequently reduce the number of non-elective admissions for diabetes complications

· Provide an accessible service with one single point of contact for HCP’s and patients and take responsibility for assessment and care coordination

· To ensure specialist input where necessary to assess and manage care and deliver outcomes.  This includes initiation and optimisation of treatment for any patient that requires injectable therapies including GLP1 
· Adopt high impact innovative approach to care delivery including use of technology
· Provide structured education programme which includes self-management and prevention advice for any newly diagnosed patients with diabetes 

· Provide advice, education and support to other health care professionals, patients and carers to ensure patients are appropriately managed by GPs, and patients and carers are equipped with knowledge and skills to manage their diabetes  

· Ensure collaboration with primary care teams and educational support is provided to primary care to ensure optimisation of treatment and a fully integrated approach to care

· Provide advice and feedback to GPs regarding medicine management to maximise clinical and cost effectiveness and to support use of the local formulary 

· Assess risk and manage the foot care needs beyond scope of AQP contract for all relevant and appropriate conditions both diabetic and non-diabetic 

· Provide foot care and foot checks for ALL patients with diabetes 

· Provide Rapid access foot ulcer clinics 
· Provide Foot protection clinics

· Develop a good relationship with all interdependent services, improve sign posting and referral to any other service required by patients

· Reduce health inequality by using innovative approaches to engage with hard to reach groups and patients 
· To minimise Do Not Attend (DNA) rates

· Provide care in the community, closer to patients’ homes that meet patients’ preferences and expectations
· Provide a service that complies with NHS constitution and patients’ right to have a choice of provider

2.5 Service Description and Pathway
It is important to note that an outcomes focused approach has been adopted for the development of this specification.  Therefore its content is intended as a guide for providers about the types of service elements that may be put in place.  The provider as clinical experts should focus on providing services as necessary to deliver the specified outcomes and high quality of care for patients.
Supporting Information
Key to delivering this service will be providers ability to provide integrated, high quality, evidenced based, flexible, resilient, pro-active, person centered services in the community which meet the needs of individuals with diabetes which cannot be met by provision of core primary medical care services.

Core primary medical care will still be responsible for diabetes management and achieving the relevant Quality and Outcomes Framework (QoF) targets for their diabetic population. 

This service is for those patients in AWC who are diagnosed with diabetes that can no longer be managed appropriately by general practice.  This is because these patients have more complex needs, for instance their diabetes is unstable and the general practice has determined that the patient requires input from the enhanced diabetes service.   

For the avoidance of doubt this specification is for providing services over and above those diabetes services that form part of general practice in accordance with GMS and PMS contracts.  However in order to provide an integrated holistic approach to care there is an expectation that the service provider will work closely with the general practice to provide on-going support, advice and education as necessary whilst also ensuring any transition and continued shared care arrangements between general practice and the enhanced service is seamless and fully integrated from the patients perspective. 

The service will provide holistic care to address a wide spectrum of health care needs for people with diabetes or at risk of diabetes by both supporting general practice to deliver high quality care within primary care and providing enhanced diabetes care for more complex patients with diabetes which can no longer be managed by general practice.  

This should include support to general practice with the prevention agenda and health and lifestyle advice that will contribute towards improving the health outcomes and quality of life for patients and carers who are also at risk of developing diabetes.

To provide comprehensive care the service will require a team of health care professionals that will meet the service users’ psychological and health needs. 

The service should also aim to use innovative and transformational approaches to adapt to the changing needs of patients, as well as, a continuous quality improvement approach aimed to improve health outcomes of patients served and experience of care delivered.

The service will deliver integrated and holistic care aimed at removing any barriers and fragmentations from the system of care for patients with diabetes, simplify and improve access to coordinated care for patients and carers. 

The integrated approach will allow the Provider(s) to use multiple tools to improve health of the population of patients that they manage and take responsibility and accountability for the health of that population. In addition to meeting patient’s needs the service is required to provide education, feedback, peer support and advice to clinicians in primary care to enable high quality care provision to diabetic patients being managed by primary care. 

To deliver the aims and objectives the Provider(s) is required to explore new ways of multi-disciplinary and flexible working which complement delivery of the new modes of care.

The service will work in partnership and collaboration with statutory, voluntary and health provider(s) empowering service users and their families to have choice and control over their care. 

The service will be flexible and responsive, adapting to the individual needs of the service user in terms of their circumstances, managing expectations and providing clear priorities.

Workforce
In order to achieve the outcomes specified within this specification the Provider(s) will need to resource and develop an appropriately skilled and knowledgeable workforce.  This workforce will need to be able to proactively deliver a range of evidence-based care and support to individuals with diabetes within a multi-disciplinary environment. This may involve development of new roles.
The Provider(s) will need to anticipate the numbers and capabilities of the workforce needed to meet the demands, deliver the outcomes and to maintain the key performance indicators at all times.  

The expectation is that the workforce will include as a minimum the following roles; Consultant, podiatrist, Diabetic Specialist Nurse (DSN) and dietician.
Location 
The integrated comprehensive service for patients with diabetes shall be delivered in settings appropriate to local communities providing care closer to home for patients across AWC localities.  

The Provider(s) will take responsibility for care coordination, assessment and ensure that patients are seen by all relevant health care professionals. 

The service needs to meet needs of local patients and GP practices; this should include One Stop Shop appointments, reducing the need for patients with diabetes requiring multiple appointments wherever possible. 

Services for black, Asian and ethnic minority groups should be culturally appropriate and delivered in settings appropriate to the local communities for instance in community settings such as mosques and establishment of female only clinics.

Training and Education of Staff
The Provider(s) should support on-going training and education to ensure staff skill sets are maintained and developed as appropriate. 

All staff should have registration with relevant bodies/ colleges for their profession and have good standing with that body. All specialists must have appropriate training and fulfil all requirements dictated by national rules for that specialty. 

The Provider(s) shall ensure that the following specific service elements are provided:

Specialist Podiatry 
The provider is expected to deliver usual specialist podiatry services to meet podiatric need for patients both diabetic and non-diabetic with foot care needs that are not covered by core podiatry services currently commissioned across Airedale, Wharfedale and Craven CCG via Any Qualified Provider (AQP) podiatry services arrangements (AQP focus on adults and children with low and medium levels of foot health need). In particular this should include but is not limited to the assessment and management of foot problems in the following areas:

· Diabetes

· Biomechanics/musculoskeletal work, including in-house prescription and manufactures of orthotic devices
· Podopaediatrics
· Rheumatology

· Wound management and ulcer care

· Peripheral vascular disease

· Patients with long term conditions
To deliver the outcomes the provider will need to give consideration to how appropriate patients will have access to specialist podiatric multi-disciplinary teams, including access to orthotist and vascular consultant input if indicated, determined by clinical need.  Foot care needs with be assessed and those identified at risk appropriate care plans will be put in place and delivered to ensure that outcomes for the individual are optomised with input from relevant experts and specialists as appropriate to meet patient’s needs.

There is an expectation that the service should be structured where possible working with other providers to minimise the number of appointments patients need to attend to manage their diabetes and consideration should be given to co-location of clinics wherever possible.  In addition utilising skill mix in different ways to maximise resources and provide education and advice to other health care professionals who will be part of the enhanced diabetes and specialist podiatry service.

The service should be provided by appropriately qualified health care professionals and qualified and registered podiatrists and compliance with most recent guidance.
The frequency and level of care given to a patient will depend on the severity of symptoms and clinical status of the patient.

Foot Care and Foot Checks for ALL Patients with Diabetes
The provider is responsible foot checks and escalation to Foot Protection and Rapid Access Clinics when required. The Provider(s) is responsibility for an annual recall system for checks. 

In addition to annual diabetes foot checks the Provider(s) is responsible for:

· Joint treatment / care planning with individual patients, allied with the delivery of appropriate self-care education

· Rapid access foot ulcer services for patients with acute or chronic foot ulceration with access to vascular and orthotic support as defined in NICE guidance

· Resolution of foot pathologies as efficiently and effectively as possible working towards patient discharge where possible
The services will also be available for all patients registerd with a GP practice whitn the NHS AWC CCG footprint who have an enhanced podiatric need including childrens specialist podiatry. 
Management of Patients that require referral to Enhanced Diabetes and Specialist Podiatry Service
General practice is responsible for providing diabetes services in accordance with GMS and PMS contracts. In order to provide an integrated holistic approach to care for patients with diabetes the service provider is expected to work closely with general practice to ensure that there is shared understanding of referral criteria and to provide support, advice and education as necessary to deliver a seamless transition between primary care and the enhanced service.
Individuals that cannot be managed by general practice and require management or input from the enhanced diabetes and specialist podiatry care team will be referred into the service. Where necessary and clinically indicated the provider is responsible, as part of enhanced care delivery for input from relevant specialists in diabetes care.
The Enhanced care diabetes service input should include but is not limited to the following:

· Management by a diabetes consultant if clinically required
· Input from a specialist to manage any patient that uses or requires an insulin pump
· Prescribing advice and or action as clinically appropriate regarding the initiation of insulin and stabilisation of patients and reduction of any risk factors of diabetes complication 

· Education of primary care clinicians. The aim of the education is to improve health outcomes for patients that can be managed by clinicians in GP practices
· Provide feedback and peer support for GPs to ensure that cost effective and clinically effective medications are prescribed

Psychological support
This service will provide psychological support to address psychological needs of diabetic patients. For newly diagnosed patients psychological needs are screened and supported on an on-going basis according to need.

Dietetics

Specialist dietetics will provide dietary advice and management for all patients with diabetes and at risk of diabetes. 

Health Promotion and Self-Management Programme
Appropriate health care professionals will provide health promotion and education for newly diagnosed patients with diabetes, to equip them with knowledge and skills to better manage their conditions. 

Life Style and Pharmacological Interventions to Prevent Diabetes

Support general practice with the prevention agenda and health and lifestyle advice that will contribute towards improving the health outcomes and quality of life for patients and carers who are also at risk of developing diabetes.  

Maximise opportunities either directly via  care provision of enhanced service or via support of general practice to provide medication reviews and health and lifestyle advice, ensuring patients and their families/carers are confident to manage their conditions including sign posting to other local services.

Simplify access and care coordination 

Patients will be referred to the service using Single Point of Access, this means only one phone number and referral process for all elements of the service. The Provider(s) will assess the patients’ health and physiological needs and assign appropriate health care professionals to manage it. 

Similarly, access will be simplified for patients with a single phone number/email/fax etc. where patients can access all elements of the service. 

Health IT (wording to be checked)
The Provider(s) shall ensure that:

· There is a robust information technology infrastructure in place to allow for: 

· Access to patients records for each member of the integrated team

· IT system must be used to extract all the information required for Quality Outcomes incentives and to fulfil quality and reporting requirements outlined in Schedule 4 and 6 of the NHS Standard Contract
· The Provider(s) has a system to assess patients and ensure that patients are seen by relevant health care professionals
Retinopathy Screening

Provider(s) will ensure seamless integration with the Retinopathy Screening Service and where appropriate provide a clinic on the same day/location to reduce the number of appointments required. 

Outcomes Improvement 

Provider(s) will ensure that quality indicators are met. This will be incentivised by quality outcomes incentives scheme that will replace CQUIN. 

Choice 

The Provider(s) will use and fulfil all the requirements included in the NHS constitution. 

If a patient requires expert input from a consultant the individual must be offered a choice of accessing this level of expertise through the service model commissioned or onward referral to an acute provider.  Should the patient choose an acute provider, their ongoing care will be transferred to that provider.

A question about the offer of choice will be included in the patient experience questionnaires.
Home Visits:
Where the needs of the individual, in the opinion of the registered GP or responsible clinician mean they are not suitable for travel whether through friends/family or patient transport services to clinics the provider will also provide domiciliary visits for housebound people only (residential/nursing homes or patient’s own home). The provider is responsible for providing transport if the individual requires this, or provide care through home visit if the provider prefers.
Payment Model - Outpatient Appointments  

The payment model of capitation block contract is an alternative to payment by results (PBR).  This payment model is intended to encourage integration, reward outcomes improvement, and efficiency generation. 

The model will be capitation block contract based and takes into account the cost of provision of consultant expertise previously provided through outpatient’s appointments in the total value of the contract.

In view of this the Provider(s) is required to ensure arrangements are in place for the cost incurred for any patients that choose an alternative provider for expert consultant care to be made to the receiving provider (Diabetes Medicine -307). 
2.6 Population Covered

The service will be available to all patients aged 19 years and over with diabetes who are registered with a GP within the NHS Airedale, Wharfedale & Craven (AWC) CCG footprint.  The Provider(s) must work with providers of paediatric diabetes care and agree local pathways to ensure smooth transition from paediatric to adult services.

The services will also be available for all patients registered with a GP practice within the NHS AWC CCG footprint in need of specialist podiatric care including childrens specialist podiatry. 

Demographics:

· Airedale & Wharfedale population 156,676

· Prevalence of diabetes 6.71%

· Estimated number of undiagnosed patients 2,203 (2012)
2.7 Any acceptance and exclusion criteria
3.4.1 Referral Criteria
Referrals should be made and received via a single point of access for any patient in AWC CCG  from Primary Care, Acute and other Secondary Care providers. 

Any diabetes patients aged 19 and over from AWC CCG that can no longer be managed by general practice and require input from the enhanced diabetes service can be refererred.

All diabetic patients aged 19 and over from AWC CCG requiring annual diabetes foot checks should be referred. 

All patients registed with AWC CCG GP practice requiring specialist podiatry services.

3.4.2 Exclusion criteria
· Patients with diabetes under the age of 19

· Patients requiring In-patient care

· QoF for diabetes

· Core general medical care for patients with diabetes ( General Practice)

· Pregancy / Gestational diabetes 
· Patients with podiatry needs covered by the AQP Podiatry contract

2.8 Interdependencies with Other Services/Providers
The provider will be expected to work with and in conjunction with other healthcare professionals regarding Service Users’ diabetic and podiatric care to maintain continuity of care and continuity of information provided to Service Users. They must also ensure that, through local standards / guidance as well as national standards / guidance mechanisms, they keep abreast of any locally agreed service developments, which may impact on the way in which diabetes care is delivered.  

· All Primary and Secondary Care Clinicians

· Specialist Community Services, such as heart failure, cardiac rehabilitation

· Acute Healthcare

· Inpatient Facilities

· Social Care 

· Public Health 

· Independent sectors and Voluntary Community Services as appropriate

· Emergency transport / Ambulance services / Emergency Care Practitioner’s

· Medicines Management

· Community Pharmacists
4 Applicable Service Standards
2.9 Applicable national standards (e.g. NICE)

The service shall meet the National Standards and Regulations within the following:

· NHS constitution

· NICE 

· All standards and regualtions issued by DoH or NHS England relevent to this service 

· National Service Framework for Diabetes

· Diabetes UK 

· The National Diabetes Audit

· Diabetes UK Commissioning 

· NHS Atlas of Variation in Healthcare for Diabetes 

· NHS Action for Diabetes

· NHS Confederation 

This is intended as a non-exhaustive list.

It is  the Provider’s(s) responsibility to check and ensure that they follow care according to all relevent standards. 

2.10 Applicable standards set out in Guidance and/or issued by a competent body (e.g. Royal Colleges) 

To be a member in good standing within a recognised College or regulated body.

2.11 Applicable local standards

The Provider(s) will have a governance system to manage and learn from complaints and incidents and to meet the training and supervision needs of its staff.

The Provider(s) will ensure that the Service operates within budgetary constraints and with appropriate regards to the management of resources with due consideration to local eligibility criteria and priorities.

The Provider(s) will be compliant and up to date with all relevant local NHS policies and procedures and CQC compliant.
2.12 Governance Framework

The Provider(s) will comply with all relevant legislation and guidance to record information, in particular to comply with Data Protection acts, and comply with requirements to keep records for an appropriate period.

Clinical Governance

The provider will be required to evidence an effective system of clinical governance, and to put in place appropriate and effective arrangements for quality assurance, continuous quality improvement and risk management. There will be in place, across the Provider as a minimum:

· Evidence that the service is provided in line with the national standards and recommendations that include those issued in The Care Quality Commission and NICE (National Institute for Clinical Excellence)
· Evidence that the provider complies with guidance set out in National Patient Safety Notices and Alerts;

· Clear lines of accountability throughout the whole care pathway
· Evidence that providers comply with national information governance and data protection requirements
· Systems of risk assessment and risk reduction
· Systems for monitoring complaints
· Reporting procedures for adverse incidents and significant events
· An approach to continually monitoring and improving patient safety
2.13 Equality and Diversity

The NHS Standard Contract 2015/16 Service Conditions document lists under Section 1, Sub-Sections 13.1 to 13.4 the equality and diversity conditions relating to this service. For the purpose of this contract these conditions will provide the benchmark for equality and diversity standards in commissioning.

In addition the Provider(s) must:

· Implement EDS2:

· NHS EDS2

· The main purpose of the EDS2 is, and remains, to help local NHS organisations, in discussion with local partners including local populations, to review and improve their performance for people with characteristics protected by the Equality Act 2010. By using the EDS2, NHS organisations can also be helped to deliver on the Public Sector Equality Duty
· Implement the National Workforce Race Equality Standard and submit an annual report to the Co-ordinating Commissioner on its progress in implementing the Standard

· Workforce Race equality Standard

· All organisations which provide NHS funded healthcare services (other than primary care) are subject to the requirements of the NHS Standard Contract in respect of the Standard except for “small providers”. The Standard therefore applies to all NHS providers and any non NHS providers (including voluntary and private sector) subject to the NHS Standard Contract except for “Small providers” who are defined.
2.14 Data Protection and Information Governance

Provider(s) shall comply with the Data Protection Act and Information Governance Legislation and provide evidence of compliance to Commissioners. The Providers must be able to provide evidence of IGSoC compliance. They must provide evidence that staff training includes familiarisation with these policies and that the policies have been implemented and are regularly monitored, and that any information exchanged is in line with Information Governance policies.
2.15 Freedom of Information

The Commissioner is committed to meeting the statutory requirements of the Freedom of Information (FOI) Act and has adopted the Information Commissioners Office’s (ICO) model Publication Scheme. The Provider(s) should supply all relevant data to ensure the Commissioners can submit the information in line with the ICOs Definition Document for Health Bodies in England.

5 Applicable Quality Requirements and CQUIN Goals

2.16 Applicable Quality Requirements (See Schedule 4A-D)

CQUIN will not be applied in this contract however local incentive schemes will be applied. 

The quality outcomes incentive will be applied in this contract. 

During the first year 10% of the total value of the contract will be assigned to incentivise quality improvement with a potential to increase to 30% in the duration of this contract. Quality markers and requirements are listed in Schedule 4C. 

The payment will be based on data submitted by the Provider(s). If the Provider(s) does not submit the required information as laid out in Schedules 4 and 6 appropriate mechanisms will be applied and payment may be withheld.

2.17 Applicable CQUIN goals (See Schedule 4E)

There are no nationally applicable CQUINs for diabetes.
3 Location of Provider Premises

Localised patient access to the service should be available across AWC CCG, with a minimum of 3 premises in the following geographical areas Airedale, Wharfedale and Craven.
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