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Conducting

Nurse Led

Diabetes Clinics
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Nurse Led Diabetes Clinics
‘Diabetes Clinics’ conducted by a suitably qualified Practice Nurse can benefit the Practice and the Patient by assisting to:
· Provide a planned and structured approach to consultations

· Provide patient education and assessment at planned intervals
· Reduce the incidence of adhoc consultations 
· ‘Manage’ the patient’s disease with timely intervention
· Increase patient satisfaction 

· Reduces the face to face time with the GP

· Increase income from MBS items 

The Practice Nurse (PN) will need to dedicate time to work on patient data management to ensure the data base is accurate, this is referred to as data cleansing and requires a whole of practice approach.

Cleansing the patient data base involves:
· Determining which patients will be defined as current, ie; if a patient has not been to the practice within a certain timeframe, make them inactive.
· Check that deceased patients do not remain as ‘current’.
· Ensure the accurate entry of patient data to minimise duplication or incorrect data entry.

The PN can assist by cross referencing the Diabetes Register with patients on hypoglycaemic agents or receiving HbA1c pathology reports.
The ‘Canning Tool’ is a useful data extraction tool and can assist in data cleansing. This Tool is available from the NSW Central West Division of General Practice free of charge.
The role of the PN in the Diabetes Clinic includes:
· Identifying diabetic patients for placement on the data base
· Operating the Register and Recall System
· Co-ordinating the care plans 

· Prompting the MBS billing

· Liaising with the GP, Practice Manager and staff to permit a coordinated approach to the clinic model to improve patient outcomes.
Equipment required for setting up a Diabetes Clinic
As per the Royal College of General Practitioners Standards in General Practice, Criterion5.2.1 there are minimum requirement for comprehensive primary care and resuscitation equipment.
In terms of what the Practice Nurse may use in the Diabetes Clinic the following is recommended:

· Blood glucose monitoring equipment 

· Disposable gloves

· Tissues

· Hand washing area

· Height measuring device

· Tape measure

· Monofilament for sensation testing\scales

· Sphygmomanometer (with small, medium & large cuffs)

· Stethoscope

· Visual acuity chart

· Urine testing strips

· Tourniquet

· Disposable syringes and needles

Some practices may also have available the following:

· Doppler Ultrasound 
· Electrocardiograph

Managing the Diabetes Register and Recall systems 
The Diabetes Register will list all the patients in the practice with a diagnosis of diabetes and list some of the clinical information entered. The register allows for the tracking of a patient’s clinical data and timely recall for ongoing care.
The Diabetes Register will indicate the name of the patient and the last recorded visit HbA1c, foot examination, height , weight, BP, lipids,  microalbumin, diabetes recall and diabetes assessment.
The Recall System can be utilised at the time of consultation to plan ahead for the next scheduled appointment and to review a patient’s attendance record.
This will allow for patients to be identified for recall and/or for repeat pathology and scheduling for a diabetes clinic visit. 
Attached is a sample Diabetes Clinic ‘recall letter’ that can be saved to MD letter writer.
Hcn Samples Database

1 New Street

Qld 4006

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

Dr. A. Practitioner

M.B.,B.S., Dip R.A.C.O.G.
2426621B
< Patients name and address>











              <  date   >
Dear <      >

Our records show that you are due to attend our Diabetes Clinic. The clinic is held <         > at the <          >  surgery. Your appointment will take between 30-60 minutes.

The Clinic Nurse will carry out various assessments such as blood pressure, weight, height, waist measurement, a blood sugar check and foot examination. A review of your current management plan will also be conducted.

If a request form for pathology tests is attached, please attend your local pathology service first thing of a morning prior to eating or drinking. Please have these tests at least one week prior to your Clinic appointment.

To make an appointment to see the Clinic Nurse, please phone the surgery on <       >  between  <          >.

On the day of your appointment, please bring your glucometer &/or a record of your recent home readings. Feel free to bring a family member or friend to your appointment.

Yours sincerely,

Dr. A. Practitioner

Diabetes Clinic – Practice Nurse Assessment
During the first visit, the Practice Nurse focuses on building a rapport with the patient, assessing the level of knowledge the patient and /or carer has of diabetes and the current management plan, and completing activities recommended in the Annual Cycle of Care.
The Practice Nurse can identify the concerns addressed by the patient and/or carer that may adversely affect patient management. This will direct where education and support can be most usefully implemented at this time.

If applicable, the Practice Nurse can discuss referral to other health professionals and allied health workers.  A General Practice Management Plan (GPMP) and Team Care Arrangement can be initiated in consultation with the GP and patient.
Overall, the initial medical goals are to prevent the complications of diabetes, to maximise the quality of life and to prevent premature death. In the short term, relieving symptoms and acute complications, while long term achievements include good glycaemic control, reducing risk factors and indentifying and treating chronic complications as they present. 
Diabetes Annual Cycle of Care
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The following may be a useful guide to the Practice Nurse conducting the Diabetes Clinic.
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Where the patient has answered NO to any of the above questions, these areas may need to be addressed.
· Discuss what the patient would like set as goals and identify what assistance/treatment is required to achieve goals.

· Inform the patient’s GP of areas that need addressing.

· Document your findings in the patients’ notes, together with any action that is taken or planned.
Developing General Practice Management Plans (GPMP)
Templates exist within the medical software of many computerised practices. Templates can be tailored to reflect a diabetic patient’s needs, goals setting and how the goals are to be achieved. 
The Practice Nurse can assist in the development or review of a GPMP in consultation with the GP. The patient must consent to the development of a GPMP, the GP and patient must discuss and agree on the content of the completed GPMP and sign the documentation.
A Medicare rebate can be claimed for the development and review of a GPMP. A summary table on page 10 indicates the Medicare item numbers that apply to the preparation and review of a GPMP.
Developing a Team Care Arrangement (TCA) 
Templates exist within the medical software of many computerised practices. A TCA is initiated where a multidisciplinary team is required to assist in the management of a patient with diabetes. The TCA must include the patient’s GP and at least two other health or care providers. A TCA allows eligible patient’s access to five subsidised Allied Health Professionals in a calendar year.
The Practice Nurse can assist in the development or review of a TCA in consultation with the GP. The patient must consent to the development of a TCA, the GP and patient must discuss and agree on the content of the completed TCA and sign the documentation.
Once a TCA is developed, an Enhanced Primary Care (EPC) form is required to be completed. The Allied Health Professionals listed on the TCA must be contacted and agree to participate in the care of the patient under a TCA prior to the Practice claiming this item number. 
Where applicable, sufficient patient information should accompany the patient when attending the Allied Health Professional referred to on the EPC form. This should include the reason for referral, the proposed care or intervention requested, a list of co-morbidities, allergies, or any circumstances that may compromise the patient during the Allied Health Professional’s management of the patient. A copy of the current EPC form is attached.
A Medicare rebate can be claimed for the development and review of a TCA as indicated below.
Summary

	
	Item No
	Min Claiming Period

	Preparation of a GP Management Plan
	721
	12 Months

	Coordination of Team Care Arrangements
	723
	12 Months

	Review of a GP Management Plan
	732
	3 Months

	Coordination of Review of Team Care Arrangements
	732
	3 Months

	Contribution to a multidisciplinary care plan or Team Care Arrangements
	729
	3 Months

	Contribution to a multidisciplinary care plan by an Aged Care Facility
	731
	3 Months
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Patient Membership and Notification
· Membership to National Diabetes Service Scheme (NDSS)

Once a patient is diagnosed with Diabetes, they are eligible for free registration to the National Diabetes Service Scheme (NDSS). Members are entitled to purchase blood glucose meters, books, lancets, special injection systems and other products at a subsidised members’ price. Members also receive a quarterly copy of ‘Conquest’.  A copy of the registration form is attached with a letter from Diabetes Australia-NSW indicating the preferred method of patient registration. For further information please contact Diabetes Australia on 1300 136 588 or www.ndss.com.au.
· Membership to Diabetes Australia – NSW (DA-NSW)
Membership to DA-NSW allows patients with diabetes to call a Diabetes Educator and dietitian for advice, access to free quarterly publications etc. Full membership costs $33.00 per year, concession $16.50 per year. A copy of the registration form is attached.
· Notification to Roads and Traffic Authority (RTA) NSW
Once a patient is diagnosed with diabetes, the patient should contact the RTA. The GP may be required to assess the patient’s ability to drive safely and provide a letter or report to the patient to take to the RTA. For further information please see the Austroads information sheet attached or contact www.austroads.com.au.
Continuing Nurse Education in Diabetes Management

Ausmed Conferences:      www.ausmed.com.au

· The Management of Adult Diabetes 
Curtin University of Technology:     www.nursingandmidwifery.curtin.edu.au
· Graduate Certificate in Diabetes Education

· Master of Diabetes Education
Heart Foundation:            http://www.gplearning.com.au/other_education/heartfoundation/index.html
· Online -  Implementing Lifestyle Change 
Royal Prince Alfred Hospital Sydney: Ph. 02 9515 5888 E: dice@email.cs.nsw.gov.au
· Diabetes Education and Management
University of Technology Sydney:    www.nmh.uts.edu.au/courses/shortcourses.html
· Diabetes Education and Management Short Course

University of Technology, Sydney:     www.nmh.uts.edu.au
· Graduate Certificate in Diabetes Education and Management
[image: image6.emf]
[image: image7.emf]
[image: image8.emf]
[image: image9.emf]
[image: image10.emf]
[image: image11.emf]
19

