  Better diabetes and cardiovascular services

Indicator: Indicator: 

(a) increased percent of the eligible adult population will have had their CVD risk assessed in the last five years 

(b) increased percent of people with diabetes will attend free annual checks 

(c) increased percent of people with diabetes will have satisfactory or better diabetes management.

Target Champion – Sandy Dawson, Chief Advisor, Clinical Service Development    
Rationale

Chronic disease comprises the major health burden for New Zealand now and into the foreseeable future.  This group of conditions is the leading cause of morbidity in New Zealand, and disproportionately affects Māori and Pacific peoples.  As the population ages, and lifestyles change, these conditions are likely to increase significantly.  

Diabetes is important as a major and increasing cause of disability and premature death, and it is also a good indicator of the responsiveness of a health service for people in most need.  

Reporting period

To be reported quarterly
.  Quarterly for the period to end of previous quarter.

Timing of reporting should occur as follows:

· in the first quarter, DHBs should report on rates to 30 June of the previous year

· in the second quarter, DHBs should report on rates to 30 September of the previous year

· in the third quarter, DHBs should report on rates to 31 December of the previous year

· in the fourth quarter, DHBs should report on rates to 31 March of the previous year.

	Health target:
	Cardiovascular disease (CVD)

	Indicator:
	CVD Risk Assessment (CVDRA)

	Deliverables:


	The absolute percentage increase in the following indicator over the annual reporting period:

Numerator: The number of people in the eligible population who have had the laboratory blood tests (lipids and glucose or HBA1c) for assessing absolute CVD risk in the last five years.

Denominator:  The number of people in the eligible population.

The population eligible for CVDRA is as follows: 

1. Māori/Pacific & Indian subcontinent men 35-79 years of age

2. Māori/Pacific & Indian subcontinent women 45-79 years of age

3. NZ European & other men 45-79 years of age

4. NZ European & other women 55-79 years of age.
This target will be reported for Māori, Pacific, and Other ethnic groups.  DHB performance against targets will be distributed quarterly by the Ministry of Health to all DHBs.

	Commentary:
	The PHO Performance Programme includes an indicator based on CVD risk assessment, which is reported by PMS systems and forwarded to PHOs.  Aggregate (non-identifiable) data is reported by the PHO to the national PHO Performance Programme.  However, this data will not be available in a robust enough form for use in establishing targets and reporting as a national target during 2009/10.  For this reason, it has been decided to use an interim indicator for CVD based on laboratory data.  This decision is based on the assumption that whenever a CVD risk assessment is performed, the individual must have had a fasting lipid group test (FLG) and a serum glucose or HBA1c (if the person has diabetes).  The national laboratory warehouse data will be used to identify the proportion of individuals with one or more FLG, and one or more glucose or one or more HBA1c test in a five year period.

The Ministry expects that the PHO Performance Programme data will be available to use to establish targets for the 2010/11 year.


	Health  target:
	Diabetes detection and follow-up

	Indicator:
	Proportion estimated to have diabetes accessing free annual checks

	Deliverables:
	Numerator:
(Data source:  DHB)

The number of unique individuals with type I or type II diabetes on a diabetes register, whose date of their free annual check is during the reporting period (reported for Māori, Pacific, and Other ethnic groups).

Denominator: (Data Source:  the Ministry distributes this to all DHBs for DAP planning )

The expected number of unique individuals to have type I or type II diabetes, as at the start of the reporting period (reported for Māori, Pacific, and Other ethnic groups).


	Health target:
	Diabetes management

	Indicator:
	Proportion on the diabetes register who have satisfactory or better diabetes management (HBA1c = 8.0% or less)

	Deliverables:


	Numerator:
(Data source:  DHB).

The number of people with type I or type II diabetes on a diabetes register that had an HbA1c of equal to or less than 8% and at their free annual check during the reporting period (reported for Māori, Pacific, and Other ethnic groups).

Denominator:  
(Data Source: DHB).

The number of people with type I or type II diabetes on the diabetes register, whose date of their free annual check is during the reporting period (reported for Māori, Pacific, and Other ethnic groups).

	Commentary:
	This indicator will be aligned with the PHO Performance Programme in future.  

Indicators based on HBA1c are challenging to improve in communities, but remain the best predictor of diabetes complications.  This indicator has been validated in the USA as a measure of “quality-adjusted life years saved”.


� Note:  Quarterly reporting for the diabetes indicators are those detection and management measures from the annual Get Checked data.  Get Checked spreadsheets are still to be completed in full, in the third quarter.





