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Country Health SA
Country Health SA > Single health network
| > 1400 acute beds
> 600 aged care beds
> 64 hospitals
> CDE/DE 33 (20 FTE)

> Allied health workforce

2 Public Hospitals
@ Community Health Services
I Country Health SA Offices
M Country Health SA Covera ge
B Metropolitan Health Services

> No employed Endo

> GP workforce

> Visiting private specialists
SA Health 2
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Inpatient Model of Care Patient Journey

ED / A&E
BG BK Chart

Hypo
Hyper
DKA
HHS
IV Infusion

SAAS

GENERAL
PRACTICE

ELECTIVE

FRONT DOOR

CHSA Diabetes
Rapid Access
Service

Pre-anaesthetic |—
plan

THEATRE

Pre admit plan

Peri-Op GLs
IV Infusion
BG Chart

Hypo
BBI

WARD
BG Chart

Hypo
BBI
IV Infusion

Transition to

discharge medication

Discharge plan

/

GP service
Medication titration
Cycle of care

HHS  Hyperglycaemia hyperosmolar State

OKA  Diabetic ketoacidosis

BG/BK Blood glucose & ketone monitoring
chart

Hypo Hypoglycaemia management protocol

Hyper Hyperglycaemia management protocol
and chart

i\ Intravenocus insulin infusion protocols

Peri-op Pre-anaesthetic medication plans
Guides - Australian Diabetes Society

BCIC  Better Care in the Community

WCC  Virtual Clinical Care project

HDU

HHS
DKA
BG Chart
Hypo
BBI
IV Infusion

Aged Care

COMMUNITY

SERVICE

Home help
Meals on wheels
Other local services

CHSA

Rapid access service

Diabetes service
BCIC

vCce

Community nursing




Inpatient audit data

% of patients at risk of hypoglycaemia

100

20

80

70

60
50

40
30

20

10

0

Audit 1 Audit 2 Audit 3 Audit 3

M hypo risk 54 48 64 65

Hypoglycaemia managment
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Blood glucose recording

B Audit 1

W Audit 2

W Audit 3

B Audit 4

% HbAlc
documented

% BG recorded BG recorded on
within 1 hr RDR chart*

% BG QID

3yrs
M no. with evidence of MO
review
24mths
™ no. where protocol
mth 7.8 followed completely
M no. where protocol
mth 4-5 started
M no. of hypos
Pre
0 10 20 30
Ketones testing & notification
3yrs
24mths
M no. Medical staff notified
mth7-8 H no. Ketones tested
mtha -5 M no. Oninsulin BG>15
Pre
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Outpatient/community audit data

100%
90% = = 140
8% 120
1 Not Recorded
H B
70% NEFN
. . HCP5 100
60% . . BFUN
50% [ Jo} 80 -
40% . . (e &0
30% . . [ [0 o
B B 40 HRMC
20% ucpr
10% . . 20 WSt
» . N :
Jan-Mar Apr-Jun Jul-Sep Oct-Dec

% Where HbA1c was provided and recorded % Distribution of hypo risk

100% 1 Not recorded or unknown 100%
90% 1 >108 mmol/mol (> 12%) 0%
80% 1 87-108 mmol/mol (10.1 - 12.0%) 80%
70% M 76 -86 mmol/mol (9.1 - 10.0%) 70%
0% W 65 -75 mmol/mol (8.1 - 9.0%) 0%

60 -64 mmol/mol (7.6 - 8.0%)
50% 50%
M 53 -58 mmol/mol (7.0 - 7.5%)
40% <53 mmol/mol (7.0%) 40%
30% 30%
20% 20%
10% 10%
0% 0%

Jan-Mar2016  Apr-Jun2016  Jul-Sep2016  Oct-Dec 2016 Jan-Mar 2016 Apr - Jun 2016 Jul - Sep 2016 Oct - Dec 2016
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M Not recorded
10 High risk
W At risk

I Nil risk




What are our challenges/concerns

Lack of a SA Health implementation plan for the National
Diabetes Strategy.

Workforce - Diabetes specialist nurse positions under
threat — interpretation of chronic disease model in
community health focuses on generalist HCPs.

Lack of specialist endocrinology specific to CHSA. Lack
of systematic approach to stratifying clinical support for
contracted GPs, eg partnerships with metropolitan health
units.

Poor support for clinical VC models — eg expectation of
using boardroom/meeting room as a clinical workplace.

SA Health s



The central team

Jane Giles Advanced Nurse Consultant — Diabetes, CHSA
Collette Hooper Nurse Practitioner — Diabetes, CHSA
Barbara Cummins Project Administration Officer (0.6FTE)

Country Health SA Diabetes Service

Go to

Email
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http://www.chsa-diabetes.org.au/
mailto:chsa-diabetes@health.sa.gov.au

Government
of South Australia

SA Health

10



