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Central Australian Aboriginal Communities



3

Diabetes Education in the Remote Setting

“The shortage of GPs in rural and remote Australia has 

led to a lack of continuity in the medical supervision of 

patients with diabetes, resulting in poor outcomes...”

“…the essential ingredient for a successful nurse led 

diabetes program is the right nurse with highly developed 

clinical and chronic disease self-management support 

skills in whom patients and GPs have confidence...allows 

for the vital collaborative relationships to develop…”

The Challenge
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The Chronic Care Model

Emphasis on self-management to: 

1. Change patients from passive to active

2. To encourage health professionals to be more 

proactive in changing patient behaviour.

� With a focus on the Social Determinants of 

Health (SDoH) as a key action area. 

� Continuity of care, education and support

� Individualised delivery of education
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� There are 5 areas in which we operate:

1. Community awareness and risk factor reduction for 

the prevention of diabetes

2. Prevention and early diagnosis in high-risk groups

3. Optimal evidence-based management

4. Detection and management of complications

5. Coordinated care for people with Chronic Conditions
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Diabetes Education in Alice Springs Hospital: 

The acute care setting

� Where is the patient from?

� Reason for admission?

� Chronic disease profile

� Most recent HbA1c

� Diabetes management variance and why: 

- acute setting vs community setting

� Pathology

� Patient self-management education
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Diabetes Education in ASH
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Self-Management

A patient-centered approach

●Engaging the patient in decision making and 

management of their illness, including setting 

appropriate goals

●Using evidence based, planned care

●Improving patient self management support 

-Enlisting other health professionals and supports; 

-Better linkages with community resources;

●A team approach to managing care
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Central Australian Health Service (CAHS)
The Diabetes Multi-disciplinary team

CAHS

Alice Springs 

Hospital (NADC)

• Endocrinologist

• Diabetes CNCs

• Dietitian

• Podiatrist

Health Network 

NT
• Allied Health 

Program 

Manager

Central 

Australian 

Aboriginal 

Congress 

(CAAC)

BakerIDI
• CDE

CAHS

Remote Health
• DE

• CD Educator

• Dietitian

CAAC 

(urban)
• CD Coord

• GP 

Healthy 

Living NT 

(Diab.Aust)

• CDE

CAAC 

(remote)
• CDE

• Podiatrist
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Diabetes Education: Challenges to successes

SUCCESS CHALLENGES

NADC audits Audit feedback to outside stakeholders. With 

discussions of ‘where to and how’ 

Multidisciplinary collaboration Collaboration with relevant stakeholders for 1. 

optimal effectiveness of specialist outreach 

services; 2. Optimal evidence-based diabetes 

management; 3. Continuity of support from the 

inpatient to the outpatient setting.

SDoH identified as a key action area that 

impacts on health outcomes.

SDoH (access, food security, education, 

addiction, stress, social support/cohesion, low 

income; 

Education material, written & DVDs that is 

language and cultural specific

Cultural & language appropriate patient education 

material; e.g. pictorial vs written

Commitment of health professionals Few in number to provide optimal, ongoing 

education & support

Time poor in education delivery in the acute 

setting;

Referrals for patient follow-ups at discharge for 

remote community education and review 

Highly mobile population group; 

Diabetes educators few in the remote setting
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Diabetes Education: Challenges to successes

In summary:

�Remote Aboriginal communities have an increased 

burden of chronic disease.

�Requires more effective management to reduce the 

growing presentations of the acute management of 

chronic conditions.

�The Social Determinants of Health influence peoples 

health outcomes and self management.

�Support of self management practices while 

acknowledging the barriers.
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