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Diabetes Alliance 2014

• An Alliance of Hunter New England Health (HNE) Health District and HNE Central Coast 
Primary Health Network (HNECCPHN) 

• 1million population, 130 000 sqkm, around 100,000 people with diabetes, 8000 type 1 
diabetes, 4 FTE Staff specialists in Endocrinology

• 306 GP surgeries, 1092 individual GPs
• High incidence of avoidable admissions, long waitlist to see specialist teams, mixed quality 

referrals

Our Vision
• Enable GP practices to deliver high quality clinical care for majority of 

patients with T2DM in a space patients are familiar with

• Improve timely access to those who would  benefit the most from tertiary 
services



Diabetes  
Performance 

feedback

• GP Practice based 
Performance appraisal 
based on PENCAT, delivered 
by Endocrinologist in the 
practice 

• Bench mark against local –
regional and desired 
standards

GP practice capacity 
building intervention

• Specialist teams in primary 
care

• ½ day/GP of intensive case 
conference style 
consultations with patients 
and GPs and practice nurses

• 1 day learning consolidation 
clinic 6 months after initial 
clinic

Masterclasses

• Diabetes Masterclasses 
across the regions

• 3 part series, each 3hrs 
duration

• Practice Nurse 
Masterclasses

120 / 314 practices in aggregate 
registry

129 / 306 participated in case 
conferencing

38 sessions

95 / 306 practices 
(Change in way practices upload 
to DOH via PHN)

474 GPs/1092, 120/700 PNs and 
2364 case-conferences

758/1092 GPs, 571/700 PNs
and 171 Allied health clinicians

Care Component of the Diabetes Alliance 



Clinical audit

• ‘A quality improvement process that seeks to 
improve patient care and outcomes through 
systematic review of care against explicit criteria 
and the implementation of change’

• Florence Nightingale conducted systematic audit 
1853-55 and improved mortality from 40 to 2% by 
improving hygiene in hospitals

• Regular audit helps us to reflect our own practices 
and provide an opportunity to improve clinical 
care

• Audit data should be used to improve quality in 
health care with appropriate changes and be 
reaudited 



PENCAT diabetes audit and performance appraisal

Whole practice data is extracted via PEN tool

Active patients (as per RACGP definitions) with Type 2 Diabetes are presented

Report is deidentified and confidentiality is strictly maintained

Performance appraisal delivered over lunch time in the GP practice by visiting Endocrinologist

GP staff agree on quality improvement aspects over the next 12 months

Primary Care Improvement Officer from PHN assists further in quality improvement

Practice has the ability to reidentify patients within the practice for clinical purpose







Reflection and discussion

• Our diabetes prevalence is 12%, practice diabetes 
prevalence range from 4 to 13.6%

• How do you screen for type 2 diabetes in your 
practice? Annual HbA1c, fasting BGL, OGTT?

• Indigenous and high risk population screening
• Demographics: women with child bearing age and 

role of contraception, pre pregnancy optimisation



Reflection and discussion

• Importance of accurate data recording
• Most places record weight but not height which 

means BMI not recorded
• Waist circumference
• Consider obese patients management (GLP1-1 

analogues, bariatric intervention, VLED, dietitian 
referrals

• Consider slim patients with type 2 diabetes, is this 
really type 2 diabetes? What about LADA (slow 
type 1), pancreatitis related diabetes, atypical 
forms of DM



Reflection and discussion

• Consider process measures
• Contrary to perception HbA1c is under tested in 

our diabetes population, HbA1c should be tested 
at least 2 times a year 

• 20- 30% of patients do not get even a single 
HbA1c in a year

• Urine ACR is vital for kidney health, data shows 
only 50% are getting tested annually

• Do not insist on fasting blood tests for monitoring; 
patients are likely to keep postponing, if they 
haven’t had any test, walk them to lab! Get it 
done then and there!!!

• Eye and foot exams are poorly recorded are tested
• Do not suffer from clinical inertia – Test and Act 

promptly



Reflection and discussion

• Consider recalling those who haven’t had HbA1c 
done

• Consider recalling those with HbA1c>8% and 
escalate treatment where appropriate

• Did you know 5yrs survival after diabetes 
amputation is worse than metastatic breast 
cancer?

• All the data shows early and optimal therapy for 
diabetes saves lives and complications



Reflection and discussion

• Typically <30% of our type 2 diabetes population 
achieve target BP

• Patients and clinicians tend to ignore high BP reading 
stating it is the white coat! 

• If you are in doubt, organise 24hr amb BP recording
• ACEi/ARB should be used as first line in Diabetes 

population
• Taking all BP medications at night seem to save more 

lives (reference Hygia Chronotherapy trial)
• Microalbuminuria even mild is an indicator of CKD, 

commence ACEI/ARB and SGLT2i, GLP1 to slow down 
the progress



Reflection and discussion

• Most patients with type 2 Diabetes benefit from 
statin therapy

• Despite overwhelming evidence statins are 
underused in diabetes

• Often sub therapeutic dose such as rosuvastatin 
5mg used which fails to achieve the desired 
outcomes



Reflection and discussion

• ACEi/ARB to be used as first line
• Do not combine ACEi and ARB
• If patients are on monotherapy with diuretic/ Ca 

channel blocker consider switching to ACEi/ARB or 
add on



Reflection and discussion

• Statins are the first line therapy
• Fibrate are not used for CV risk reduction
• Fibrate may reduce severe retinopathy
• Fibrates are effective in lowering triglycerides and 

the risk of acute pancreatitis (typically when 
triglyceride>10mmol/l)

• If combing statin and fibrate, monitor CK , GFR and 
LFT

Reflection and discussion

• Do you use absolute CV risk engine?
• It is a great educational tool to demonstrate how to 

reduce CV risk



Reflection and discussion

• Refer to ADS/RACGP guideline
• Use SGLT2i and or GLP1 analogue where possible
• Insulin therapy may still be needed in progressive 

diabetes despite the use of  newer medications



Reflection and discussion

• MBS items
• Assist in initiating discussions with the team 

about utilising MBS and maximising billings for 
the business support outcomes and best clinical 
practice according to RACGP guidelines

• Diabetes SIP has been removed but not the item 
number to bill for cycle of care eg.2518, 2522, 
2526

• MBS Item numbers support patient assessment, 
goals, implementation, review and monitoring 
all vital to supporting our patients with diabetes.

• The PHN PCIOs are able to support the teams in 
practice with education and data extraction 









Thank you


