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Hunter Alliance Diabetes Integration Project:
Background

▪ HNE – higher than average T2DM prevalence & complication 
rate

▪ Variation in care

▪ Potential for improvement in rate of completion of Diabetes 
Annual Cycle of Care



Hunter Alliance Diabetes Integration Project:
Background

▪ Specialist workforce:

▪ 85% endocrinologists and diabetes educators located within 
the Newcastle area

▪ 3 FTE endocrinologists – seeing 1000 “new” patients per 
year (John Hunter Hospital)

▪ 3000 follow up appointments then generated

▪ 3 FTE private endocrinologists in Newcastle

▪ 1 FTE private endocrinologist in Tamworth

▪ Fly in fly out specialist service in Moree 1 day every 3 months

▪ 12 diabetes educators employed across HNE LHD

▪ GP workforce:

▪ 297 practices

▪ 1032 GPs



Hunter Alliance Diabetes Integration Project:
Aims

▪ Improve diabetes control

▪ Enhance patient self-management 

▪ Support appropriate prescribing and monitoring 

▪ Improve patient experience 

▪ Increase GP team diabetes knowledge and skills 

▪ Address recognised barriers to implementation of best practice 
diabetes management

▪ Reduce time taken by clinicians and patients to initiate or 
intensify treatment. 



Hunter Alliance Diabetes Integration Project:
Implementation

▪ GP patients with T2DM identified, and risk stratified, within practices. 

▪ High risk patients x 30 per practice invited to a case conference at GP 
practice.

▪ Practice Nurses collect baseline data 

▪ Rosenzweig JL et al; Use of a Disease Severity Index for Evaluation of Healthcare Costs and Management of Comorbidities of Patients with Diabetes Mellitus; The American Journal of 
Managed Care:8(11):950-8; December 2002 
[https://www.researchgate.net/publication/11031214_Use_of_a_Disease_Severity_Index_for_Evaluation_of_Healthcare_Costs_and_Management_of_Comorbidities_of_Patients_with_
Diabetes_Mellitus ]

https://www.researchgate.net/journal/1088-0224_The_American_Journal_of_Managed_Care
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Hunter Alliance Diabetes Integration Project:
Implementation

▪ Data collected populates a database which generates feedback 
reports to the practice. 



Hunter Alliance Diabetes Integration Project:
Results 

456 patients with Type 2 diabetes were seen over 14 months: 

▪ mean age 63.5 ±11.7yrs. 

▪ duration of diabetes 11 ±8yrs. 

▪ mean HbA1c 63.3 ±16.2mmol/mol (7.9%)

▪ 29% of patients with a BMI>35kg/m2 had not seen a dietitian. 

▪ 12.5% had no HbA1c level checked in the preceding 12 months 

▪ 33% had no record of testing for urine microalbuminuria



Hunter Alliance Diabetes Integration Project:
Results 

▪ During case conference, 92% had medication changes recommended 

▪ At 6 months, interim follow-up across 147 patients showed significant improvement in 
clinical parameters: 

▪ HbA1c improved from 59.3 ±14.4 mmol/mol (or 7.6%) to 54.0±12.3mmol/mol (or 
7.1%) (p=0.0006). 

▪ weight improved from 98.3 ±20.8 to 97.0 ±21.3kg (p=0.015). 

▪ total cholesterol 4.5 ±1.2 to 4.4 ±1.2mmol/l (p=0.04). 

▪ systolic BP 136 ±18 to 133 ±17mmHg (p=0.015). 
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Hunter Alliance Diabetes Integration Project:
Results 

▪ 100% of involved 
clinicians felt the 
experience was 
"satisfying or very 
satisfying". 



Hunter Alliance Diabetes Integration Project:
Results 

 37% of patients 

reported improved 

knowledge and 

confidence in diabetes 

management using the 

validated Patient 

Activation MeasureTM

(PAM). 
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Hunter Alliance Diabetes Integration Project:
Results 

GP billing

Item 743: Organise and 

coordinate a case 

conference of at least 

40 minutes.

Fee: $201.65 Benefit:

75% = $151.25 100% = 

$201.65 



Hunter Alliance Diabetes Integration Project:
What we don’t know yet 

▪ Will the entire cohort of T2DM patients in a general practice 
benefit from this model? 

▪ Will the positive outcomes to date be maintained over time?

▪ Will we start to see reduction in time taken by clinicians and 
patients to initiate or intensify treatment? 



Hunter Alliance Diabetes Integration Project:
What’s next?

▪ Develop regional diabetes registry of 290 GP practices with 60000 
patients (gradually) partnership with NPS MedicineInsight

▪ 35-40 GP practices to receive intervention per year

▪ Each practice will get 3 days intervention with 30 new patients 
(moderate to high risk)

▪ Local GP practices will also ‘take back’ their stable patients  who 
are attending JHH
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