Integrated Model of Diabetes Type 2 Patient Care

Southern Grampians & Glenelg Primary Care Partnership

Introduction

Ms Joy Dore, Practice Nurse, Hamilton Medical Clinic, Group education & client assessment WDHS

=Coordination of care for Type 2 diabetes has been shown to
improve clinical outcomes and is a priority for all Australian
governments.

=In Hamilton, a rural Victorian town of 9,400 people, the Primary
Care Partnership, Otway Division of General Practice, Western
District Health Service and General Practitioners, developed a
practice nursing role to enhance care coordination for Type 2
diabetes.

=A multidisciplinary Steering Committee oversaw the planning,
implementation and evaluation of the strategy. A Clinical Nurse Educator
from the Division worked with upskilling the Practice Nurse.

*Both process and impact evaluation was undertaken. It included

Hamilton Clinic Integrated Type 2 Diabetes
Management Pathway

documentation review of care plans, the number of patient referrals and
the proportion of local GP’s participating

=A system review involving local clinicians (GP’s, nursing and allied
health) identified barriers and enablers to coordination of care through the
practise nurse model.

Administrative
-Patient identified by diabetes register search by medical
reception, GP &/or Nurse
=Patient contacted and agreement to participate in

General Practitioner

-Attends patient & Practice Nurse appointment
-Recommendations made and documented

*GPMP completed and signed.

*Reviews & signs pathology slip

=Instructs PN of TCA requirements to be organised, if
applicable

=Other duties as indicated

diabetes program
-Patient appointment obtained
=Appointment made at planned diabetes clinic

v
Practice Nurse

*Assesses and records Diabetes Cycle of care requirements.
*Updates diabetes register information.

=Drafts General Practitioner Management Plan, Team Care
Arrangement , 45-49 health check if appropriate.

=Discusses benefits of self management & pt education & support
services/resources

=Pathology identified and organised

=Recall and reminder system - GPMP review, diabetes Service
Incentive Program cycle (SIPs) etc.

*Referrals made to external agencies on GP advice

=Over a 7 month period a Practice Nurse was employed 4 hours/wk

*45-49 Health Check - 8 new diagnosed Type 2 diabetes patients
detected

*GPMP completed (include Care Plan Review) 27 episodes

=Multidisciplinary Referral including review 44

= DSME - 1:1 or Group 26

= GP Participation Rate 60% (9)

System Review of care coordination through a PN model included : -

Barriers :-

. appointment cancellations,

. GP’s limited referral to practice nurse,

. GP’s not available and

. billing issues e.g. administrative staff not aware of Medicare
item no.s

Enablers :-

a documented pathway (pictured)

personal communication to all GPs,

GP database search and targeting eligible patients,

IT systems including templates added into clinic software and

systematic patient recall and reminders

Conclusion

The addition of a part-time nurse into a rural General
Practice was successful in facilitating and integrating
service provision and coordination of care for people
newly-diagnosed with Type 2 Diabetes. As the
method employed to enhance care coordination
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Medicare
707 (45-49 health check)
GPMP- (721)

TCA- (723)
GPMP Review- (725)

utilised services which can be rebatable through the
Medical Benefits Scheme (MBS), the model is
sustainable and is planned to continue. The practical
learnings from the development of this model will
benefit rural and regional health service providers
throughout Australia.

E- Referral

=Exercise Physiologist
*Diabetes Educator
*Dietician

=Podiatrist

=Psychologist

Recall Reminder

=Physiotherapist

*Optometrist (Ophthalmologist — pathology present)
*Community Health Programs- Better Health Self
Management, Health & Fitness Centre
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