Appendix 2: Activity Report Template, 2014-15

1. Improving consistently high standards of care: 9 Care Processes and incentivising
improvement in 2 of the bottom 4 care process areas.

There is a MIQUEST query that has been trialled in 20 practices that can be used for data capture.
This will deliver all the information from the tables below.

% of people with diabetes aged 17+ with the 9 care processes recorded in previous rolling 12 month
period:

Initial %, on % at 6 months | % at 12 Designate which 2
commenceme months areas chosen for
nt improvement and

% improvement

HbA1lcb
Blood pressure

Cholesterol
Serum creatinine

Urine albumin
Foot surveillance

BMI

Smoking

Eye screening

All care processes
recorded

2. Promoting Shared care with Diabetes Nurse Specialists

Type 2 non-insulin Type 2 insulin Type 1
End Q2 End Q4 | End Q2 End EndQ2 | End Q4
Number of people with Q4

diabetes receiving shared
care: READ codes

66AQ, (66AQ): (Diabetes:
shared care programme
(Practice Nurse and DNS in
primary care),

or

9NN9 (XaJO4): Under care
of diabetes specialist nurse
(care of DNS in the
community)

8Hg4 (XaQGH ): Discharged
from care of diabetes
specialist nurse

3. Expected registers sizes are (See Appendix 3):

Number of % of practice End Final register size as
diabetes register | population with | Q4:numbers | % of practice
at Diabetes at added to population

commencement commencement | registers

People with Diabetes
aged 17+




4. Pulse Checks:

Number of annual number with arrhythmia number with AF
pulse checks (new diagnosis) (new diagnosis)

5. Quality Standards: to submit at end Q4:
1. Qualifications of Lead Practice Nurse for Diabetes and other Practice nurses with Diabetes
gualifications
2. Annual diabetes update training events and supervision attended by practice nurses
3. Practice Diabetes Action Plan for 2015-16

PMS Practices with Diabetes Care in their baseline:

Those practices with Diabetes care in their baseline budget are requested to submit the above
information



