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It was also noted that much of the work done with patients by DSS is increasingly by
phone, email or fax, thus representing a very efficient and effective use of time,
though not easily or adequately captured in volume and time terms by current IT

systems.
3.4 Benchmarking

Some submissions considered the current Diabetes Service provided by MCH against
others. One noted that benchmarking against other NZ units would see it score
extremely well on quality and cost-effectiveness, and would be far more cost-effective
than virtually all UK centres who would typically have around three SMOs for a
similar population and similar numbers of nurses despite a lower prevalence of
diabetes.

Another noted that within New Zealand the DSS is very highly regarded both for the
quality of care it provides and also for its leadership in developing diabetes services.
The data included in the consultation document indicates MCH is not over-endowed
with diabetes professional services compared to the rest of the country, and in
general the provision of diabetes physician, nurse and dietitian specialists is well
below that recommended in any comparable country.

To abolish or greatly reduce this team would leave MCH the only mid-sized hospital
in NZ without a specialist multidisciplinary diabetes team on site — probably result in
a downgrading in the NZ hospital role delineation model as well as leaving many
unserviced patients with a high probability of extra hospital admissions and poor

patient safety.

Risk of turning MCH into the least provided major DHB in NZ; waste a set of
expertise that would be impossible to recreate within 10 years, if ever. Also major
risks to individual safety, an increase in diabetes hospital admission rates and longer
inpatient stays. Overall costs will increase while patient safety and satisfaction will

fail.
3.5 Volumes

One submission noted:

e The volumes described generally exceeding the target is hardly surprising given
the dramatic increase in diabetes prevalence over recent years

e The concept of ‘over-production’ in this context is difficult to comprehend — most
of the costs of the service are salaries and fixed; the greater the volume that can
be supported at high quality within these costs, the greater the cost effectiveness.

e Thereis consistent evidence that individual case complexity is increasing as more straightforward cases have
been transferred over recent years and now managed in the community

° é&t 15-20%, the proportion of all MCH clients seen by the centre is hardly excessive and lower than for many

istricts

e Staff appear to be already working at a very high, and probably unsustainable workload

e This is further evidenced by sequential data on medical first and subsequent
attendances held by the MoH where there has been little change in volumes over
the years 2004-2009 and only a minor change in diabetes education/nurse led
clinics. This is even more so when the number of discrete patients is considered,
and is further evidence both of greater selectivity in referral by primary care and
of selective acceptance by the Centre.

e It must be borne in mind that the frequency of admission to hospital with
diabetes as a primary diagnosis is increasing rapidly both nationally and in MCH;
any reduction in outpatient services or accessibility is almost certain to be
mirrored by a further increase in admissions and ED attendances.
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3.6  Impact on patient safety and clinical effectiveness in both primary
and secondary care settings

Many submissions identified negative impacts of reducing the DSS service, both in
general, and in relation to specific services. Some addressed the proposed reductions
in an overall sense, while others addressed each of options 1 and 2 specifically. A
number of the impacts were raised in various contexts throughout the submissions.

3.6.1  OQverall impacts

e It will impact on general practice who already have challenging workloads.

e The DSS regularly receive requests for specialist advice from the Primary sector
(GPs, CNSs, and Practice Nurses). Given that there is a shortage of GP’s in this
DHB, there are concerns as to the ability to source the level of skills and
knowledge currently available from the primary sector with the result being a
negative impact on the delivery of timely appropriate care.

e For those with diabetes — limiting access and causing longer waiting lists.

e Thelonger the waiting lists, the less seriously people will manage their condition.

o Increase in presentations at ED as there will be less availability for urgent
consultations and acute assessments — increased pressure on ED staff.

o There will be poorer health outcomes for people with diabetes who will present
with advancing complications increasing the burden on renal, ophthalmology,
vascular, dental, cardiology, orthopaedic, radiological, cancer, stroke and
neurology services to name a few.

¢ There will be reduced availability and/ or longer waiting times for patients from
other specialist services needing diabetes care such those with renal disease,
mental health, respiratory disease, cancer, wounds, haematological diseases,
people requiring support during investigative procedures requiring fasting.

o Outpatient waiting times will increase, including inter-specialty referral.

o Admissions to hospital and length of stay will increase due to patients presenting
with advancing complications in turn increasing overall costs to MDHB in the
short and long term.

o Those patients unable to afford to visit their GP regularly would continue to have
poor control of their diabetes and possibly incur long term complications.

¢ Reduced availability for any rapid response to ED and MAPU patients, and for
any inpatients requiring assessment and intervention which will result in
increased admissions and longer length of stay with subsequent increase cost to
MCH.

e If triage and phone consultation service was not available from DSS so that timely
assessment and treatment can be provided for patients who have problems with
diabetes management i.e. hyperglycaemia, hypoglycaemia, sick day management,
patients would need to see their General Practitioner (if they can get in), or they
would need to present at the Emergency Department (ie, simply cost-shifting)

e Any reduction in staffing numbers would make the workload greater and would
require a reduction in the services that could be provided.

¢ Reduction in staffing could ultimately result in losing valuable, highly qualified
staff, specifically trained to meet the high acuity of the complex diabetes patient
cohort which make up our client population.

e Any reduction in administration FTE will consequently lead to more pressure on
clinical staff to cover these duties which could lead to inefficiencies.

e Increase in costs to MCH in both the short and long term.

o Will impact on the ability of MDHB to achieve its own plans to improve diabetes
and cardiovascular services to ensure an increased percentage of people with
diabetes have satisfactory or better diabetes management.
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It was also noted that of the 1,000 plus people in the Horowhenua who are unable to
be registered with a GP, at present there are 40 with diabetes — being supported by
the CNS. Who will see these people after the review, plus all the others being
diagnosed each week?

The introduction of Primary Health Organisation (PHO) diabetes nurses has only
highlighted the need for more CNSs in diabetes rather than less. The PHO diabetes
nurses are identifying people with diabetes who have complex needs that require
more specialist input than they can provide. If these patients are identified and not
treated appropriately the long term implication of the care they may require in the
future will cost far more than the salaries of a few CNSs in Diabetes. For example, if
two diabetes patients a year were prevented from requiring dialysis treatment for
renal failure, the money saved ($120,000) would pay for the salary of one CNS,
Diabetes and still have some left over.

3.6.2 Option 1 - Impacts

Submissions were clearly in opposition to this option, eg comments included:
We are adamant that option one of the proposal is untenable

Option one is not a valid option

This option is clinically, ethically and politically untenable

Would result in substandard care for patients

Would decimate the current service

An extraordinarily reckless plan

Submissions suggested:
o This option seems counterproductive considering other initiatives within the

district annual plan such as reduction in ED wait times, early discharge, and
admission avoidance - would be a probable increase in inpatients with diabetes

« With one doctor and one specialist nurse the needs of specialist services for
inpatients and outpatients would not be able to be met.

o Loss of the centre of excellence, and would lose the very high skill level in the
group of diabetes nurses.

o This option seems to be based on the misconception that DSS provides a
significant amount of “primary level” health care — this is categorically untrue -
all patients seen are by referral and have to meet referral criteria.

e All nurse led outpatient and outreach clinics would cease as primary care do not
have the expertise to do this work

o Loss of much of the “partnership” approach to patients with consequent drop in
self-management, particularly by older people with Type 2 diabetes.

o The proposed disestablishment of the dietitian position would have a negative
impact on outcomes, as diabetes affects multiple organs and requires a multi-
disciplinary approach.

o A move from a ranking if 8 in the diabetes nurse educator/specialist scale to
equate with South Canterbury towards the bottom of the table. (MDHB has three
times the total population of Mid-Canterbury)

» Would probably result in the lowest staffed specialist diabetes service of any
similar-sized district in the Western world — would be clinically unsafe and
downgrade the hospital rating.

Another submission questions whether the primary care providers in the region
would be able to take on the extra work, with indications that they would not.
Potential therefore for an inevitable drop off in quality of care for most at-risk
patients. There is also much evidence that primary care teams need continuous, not
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one off, support and training. Disestablishing or vastly reducing the clinical and
administration staffing of the DSS will remove this possibility.

Attached, Appendix 1 is a summary of impacts on other services should Option 1 be
implemented - this is extracted from the submission from the DSS.

3.6.3 Option 2 - Impacts

Overall, submissions indicated that, albeit that Option 2 is a less “drastic” than

Option 1, any reduction in the service is not ideal. Concerns included:

o Diabetes is increasing, therefore it makes no sense to reduce the service, even by
one FTE - any reduction in clinical FTE will inevitably lead to some reduction in

clinical services.
o The savings that are currently made by the Diabetes Service in reducing hospital

admissions need to be taken into account; reducing the service is not in the
interests of the financial viability of MDHB

o A reduced Diabetes Service will also put more pressure on general practice, which
already has huge workloads.

o The whole picture needs to be taken into account when assessing the impact and
risks of this review, especially long—term implications for patients and services.

o In the context of a steadily increasing incidence of diabetes, an increase rather
than a decrease in staffing numbers would seem prudent.

 Itisimportant to recognise the financial implications of reducing secondary level
services to people with diabetes in the medium to long term. The delaying of two
patients with diabetes progressing to renal dialysis by one year leads to a saving of
approx $120,000 (and one of the services that will not be able to continue to be
covered is the joint co-operation with the renal clinic).

« The proposal does not include the unmet inpatient need, the telephone and high-
intensity support given to children, young adults, those with hypoglycaemia, renal
disease or pregnancy.

o No account is taken in the paper of increasing disease prevalence, disease
complexity or the training provided to other HCPs.

o It would reduce secondary clinical services to the local population with diabetes,
compromise the ability to improve the co-operation between primary and
secondary care, and for the future, make it harder to integrate services if the
diabetes nurse specialist skill base is diminished.

Disestablishment of 1.0 FTE CNS

Would result in reduced service provision — ie unavailability of CNS support to
inpatient services; the loss of $207,759.29 in revenue from Education and
Management PUC* (see below); length of stay will increase and quality of care will
decrease (currently saving $175 per year for overall length of stay and $595,000 for
those with a secondary diagnosis); will impact on ED 6-hour target and early
discharge via MAPU.

Alternatively if the service places priority on ED referrals, inpatient and other acute
referrals, then nurse led volumes will not be met, thereby losing up to $24,148.62 in
revenue

*The proposal (page 26) states that with 3.9 FTE CNS providing 350 nurse led clinic
volumes the service will be close to target and overproduction will not be eliminated
with no adverse revenue impact. However, this does not account for CNS work not
funded via nurse led clinic, but rather via Education and Management PUC (target
809 @ $256.81 = $207,759.29 for 2010/2011). This includes:
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o Inpatient work (currently identified as at least 0.7 FTE) servicing ED, MAPU and
all inpatient areas

o Pregnancy care aside from face to face clinic contacts — such as phone follow-up
every second day, inpatient consults, consults with Midwives and other lead
maternity carers

o Work with children and youth aside from face to face contacts such as inpatient
consults, home visits, frequent phone follow-up, crisis intervention via phone,
school visits

e Acute consults with primary health care colleagues

o The renal collaborative clinics as currently the renal service claim the FSA or

follow-up.

3.6.4 Renal Service - Impacts

Concern that reducing the capacity of DSS will adversely impact on patient safety and
clinical effectiveness within the Renal Service, significantly reducing the specialised
support required for the effective management of renal patients with diabetes, which
will lead to an increasing burden on the Renal Service. The diabetes service targeted
population groups within the Renal Service are those patients with advanced and
complex diseases, eg:

o Predialysis patients. Here expert support helps maintain kidney function thus
delaying the need for dialysis. This in turn will reduce the financial burden on the
renal service.

o Transplantation. Expert support from the diabetic service aims to maintain better
diabetic control of transplanted patients and, prevent the onset of post transplant
diabetes. Thus extending the life of the transplanted kidney and delaying the need
for dialysis. Which will undoubtedly benefit the patient and renal services.

o Dialysis patients are complex with increasing co-morbidities, a large percentage
of which have type 1 or type 2 diabetes. With expert support from DSS the renal
service are able to provide this patient group with excellent nursing/medical care.

3.6.5 Women’s Health Service - Impacts

“High Risk” Antenatal Clinic ~ includes women who either have pre-existing diabetes
or who develop diabetes during pregnancy (Gestational Diabetes). Rely heavily on
the skills and-abilities of the Diabetes Team. The nurses contact these women two to
three times per week, ensuring their blood sugar control is within required limits to
minimize harm to themselves and their babies. This input helps keep women out of
hospital and minimises the time they are hospitalised (should this be required) to
optimise their blood sugar control on the ward. It is crucial for the increasing
number of pregnant women with diabetes or who develop GDM to have the high risk
diabetic team as it currently is.

Women'’s Health requires a 0.3 FTE position — and between WH and Paeds, would
account for 1.0 FTE. With just one practitioner (Option 1) there would be no cover
for any hospital services while the practitioner was on leave. Option 2 as it is crucial
for the increasing number of pregnant women with diabetes or who develop GDM to
have the high risk diabetic team as it currently is.

This short-term approach to save money will in the long term result in deterioration
in health care provision overall and so increase costs in the future. PHO nurses have
been trained extremely well — but there will always be the group of complex diabetes
patients who requires secondary care services. There is a trend of increasing
numbers world-wide — NZ is the third to top country in the world for obesity. Option
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1 only goes to remove all the years of establishing the nurses with diabetes
knowledge, the networks in the community and with other practitioners — is short-
sighted and lacks any vision or strategic planning for the future.

WHU would struggle to provide safe and knowledgeable care to the number of
women with co-morbidities they are seeing. Remember that now Midwives are direct
entry with limited midwives having nursing background.

3.6.6 Child Health Service (CHS) - Impacts

Will adversely affect CHS ability to deliver diabetes services to children and young
adults (115, including 25 on insulin pump therapy). This requires 1.0 FTE of diabetes
nurse specialist time, and as Type 1 diabetes in NZ is increasing by 5% per year, the
requirement for diabetes nurse specialists and dietitians is likely to increase.
Management of diabetes in children and young adults, and the management of
insulin pump therapy are both specialised areas of diabetes care which require
additional skills and experience in the setting of a multidisciplinary clinic in order to
achieve good outcomes. The primary health care team do not have the necessary
training or resources to manage these patients. Option 1 will mean we can no longer
provide multidisciplinary clinics for children and youth with diabetes, and this is

unacceptable.

A further submission expands on the importance of supporting centralised services
and specialist clinics in a hospital setting, particularly for children and adolescents
with diabetes (refer Appendix 2 for references to research re the association with
tighter diabetes control and later morbidity). This is NOT a disease that can be cared
for in the community by PHOs with no or minimal experience of childhood diabetes.
This would not work even in a shared care scenario. These children need consistent
ongoing care by one team. Limited data from the United Kingdom demonstrate an
improvement in HbA1c averages of more than 10% to close to 8% with the
introduction of centralised clinics (a HbA1c of 7% will approximately double the
chance of later diabetes complications while a HbA1c of 9% will increase it 7 times).
At MCH and under the direction of Drs Warick Hunter and Nicky Pereira the average
HbA1cs of close to 8% is as good as the main centres and this is an impressive
achievement. (HbA1c test measures the amount of glycated haemaglobin in blood —
to check that diabetes is under control.)

Across New Zealand (with the apparent exception of MidCentral Health) there is a
drive to further centralise paediatric diabetes and endocrine services. The Ministry of
Health is looking at regular visits by paediatric diabetologists from Auckland,
Wellington and Christchurch to local areas. Midcentral Health showed impressive
foresight having already started this process but there is no point in visiting
specialists if there is no effective local diabetes service.

The submission urges MCH to continue to support its excellent diabetes services; it
would be a short sighted decision based on faulty logic to reduce the service currently
provided to children and adolescents.

3.6.7 Gastroenterology Service - Impacts
Currently any diabetic patients that are coming for endoscopic procedures are
referred to DSS for a diabetic management plan. This is essential due to the

requirement to have dietary restrictions and to take bowel preparation medications,
prior to these procedures, and DSS support is essential to successful outcomes.
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The patient instructions currently sent for appointments are generic and do not cater
for individual needs of diabetic patients. Support for these patients is therefore
essential to assist in ensuring diabetic patients have a safe procedure and
complications are kept to a minimum.

Concerns that diabetic patients’ care may be compromised by the proposal. If a
diabetic patient’s general condition is not optimal to have a procedure, they may have
to be rescheduled on the day. With huge demands on the waiting list already this
would not be a preferred option.

3.6.8 Hospital Palliative Care Team - Impacts

Critical areas of interface for the primary team, the hospital palliative care team and

the diabetes inpatient service in managing inpatients with palliative care needs,

minimising risks and supporting timely discharge are:

o Advice re managing diabetes at the end of life

e Managing diabetes in patient where the use of corticosteroids are indicated for
the management (often short term) of symptomatic disease, eg cerebral tumours,
cord compression, SVC and other obstructive pathologies

¢ When there is a sudden alteration in patients’ hydration and or nutritional status
impacting on their diabetes control

The reduction in the availability of the service to support the primary team to manage
these situations may result in protracted admission/avoidable complications.

3.6.9 Urology/ Continence Service - Impacts

The Urology/Continence Service has a close relationship with the CNSs from DSS,
working closely with patients who have Diabetes, are under the care of the DSS and
have Urological/Continence issues, which can be potentially damaging, eg
Neurogenic bladders, recurrent UTIs, renal impairment and other urinary symptoms
associated with diabetes.

The proposed changes will significantly reduce the specialised support required for
MCH medical and nursing staff to effectively manage patients with diabetes. They
would also compromise current patient care and potentially leave a group of
vulnerable patients inappropriately cared for.

This will lead to:

o Further urological complications

o Increased leakage of urine would have an increased demand for continence
products, which will have an impact on the current financial situation
Increased complications pre and post op from diabetes management state.
Increased risks of falls from increased frequency of toileting at night
Increased length of stay in hospital

Recurrent admissions to hospital

3.6.10 Colorectal Cancer Care & Stomal Therapy - Impacts

The Colorectal Cancer Care and Stomal Therapy Nursing Service has consistently
received prompt response to requests for specialist management of inpatients with
diabetes from the DSS.

Surgery is almost always involved in the treatment of colorectal cancer; an important

aspect in holistic management is to ensure the patient with diabetes has control of
blood sugar levels to ensure:
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e maximising wound healing
e improving tissue perfusion
e controlling infection

The proposed restructuring of the DSS will significantly reduce the specialised
support required for MCH medical and nursing staff to effectively manage patients
with diabetes. This will lead to:

o further tissue viability complications

e increased length of stay

e recurrent admissions

Management of the Colorectal Cancer groups has always required a multi-discipline
approach and careful management of the food requirement and altered insulin needs
as the surgery and oncology treatments alter and impact on the diabetic
requirements. The importance of the role of the Specialist Diabetes Nurse cannot be
overstated — they are vital to ensuring a smooth pathway of care and colorectal cancer
treatment (avoiding delays and complications) and maintaining a quality of life for
the patient.

3.6.11 Cardiac Care - Impacts

Cardiovascular disease and diabetes are inextricably linked. A huge proportion of
cardiac patients have complex diabetes — any reduction in the service will adversely
impact on cardiac patients.

3.6.12 Sexual Health Services (SHS) - Impacts

DSS is an essential service, and there may be serious consequences if it is reduced.
The SHS liaises with the Diabetes Service, mainly for three key groups of clients:

e HIV positive clients

¢ Diabetic clients who have genital warts

« Diabetic clients who have ongoing problems with recurring yeast infections.

Currently there is an effective reciprocal referral relationship for clients between DSS
and the SHS. Although there is not a large cross-over between our services compared
with some other areas, some of issues that are encountered are complex. For
example, HIV patients on antiretroviral therapy can develop insulin resistance, which
has needed specialist diabetes input. Another group of patients are diabetics who
have genital warts; it is more difficult for this group to clear the warts, with some
diabetic patients needing ongoing treatment from the SHS for many months, or even
longer. With a reduced Diabetes Service, the opportunities for support for the SHS
with diabetes-related issues would be reduced, and could negatively impact on our

clients.
3.6.13 Tissue Viability Service — Impacts

The Tissue Viability Service have consistently received prompt response to requests
for specialist management of inpatients with diabetes from the DSS. Rigid control of
blood sugar levels and holistic management of the patient with diabetes is essential
for the following outcomes:

¢ maximising wound healing

e improving tissue perfusion

¢ controlling infection
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The proposed restructuring of the DSS will significantly reduce the specialised
support required for MCH medical and nursing staff to effectively manage patients
with diabetes. This will lead to increases length of stay, recurrent admissions and
further tissue viability complications (requiring surgical debridement and/or
amputations, wound chronicity, ongoing infection) — noting:

e The risk of lower limb amputation increases by a factor of 8 once an ulcer
develops in a person with diabetes.

e At 2 years post-amputation, 36% of these patients are known to have died (2009,
Pinzur, M.S., Diabetic Foot, www.emedicine.medscape.com )

o Previous lower extremity amputation is a risk factor for ulceration and further
amputation, and is associated with a 68% mortality rate after 5 years (2003, NZ
Guidelines Group).

e 15% of people with diabetes develop lower limb ulceration.

3.6.14 Inpatient Diabetes Care - Impacts

A submission referred to the ‘Diabetes Inpatient Length of Stay’ Study, funded by a
Health Research Council grant, is currently being undertaken at Palmerston North
Hospital by DSS in conjunction with Auckland Diabetes Service and the Rotorua
Diabetes Service. The aim of the study is to improve inpatient diabetes care and
reduce the overall length of stay for patients with diabetes.

With the project half way through the intervention phase, the results observed to date
are astounding! On average the number of referrals received by DSS per month pre
project was approximately 20-30. June alone this year has identified 112 patients
with diabetes admitted as inpatients requiring input from the Specialist Diabetes
Service.

Currently 0.7 FTE is allocated to provide the inpatient service (FTE is not in addition
to current allocation of staff, it is juggled along with other aspects of service
provision). Clearly 0.7 FTE non-dedicated time to provide a high quality service is
not adequate (estimated 2.8 FTE could be allocated to diabetes inpatient services
alone) and any reduction in the overall FTE of the Diabetes Service will result in an
inability to continue the inpatient care.

Increased diabetes service provision in the inpatient setting will result in a higher
quality service, more support and education for both medical and nursing staff by
role modelling and working along side the multidisciplinary team, increased patient
satisfaction, patient outcomes and reduced length of stay.

In 2005/2006 there was a significant reduction in the average length of stay for
patients with diabetes at Palmerston North Hospital — this reduction in length of stay
coincided with increased emphasis on inpatient diabetes care in our region.

It was further noted that delayed discharge of patients with diabetes is caused by
inadequate knowledge and skill. The other delaying factor is patients being
commenced on inappropriate insulin regimens or a sliding scale being continued
inappropriately, therefore any reduction in specialist services’ ability to see inpatients
will increase LOS as well as lead to increased readmissions adversely affecting patient
outcomes. Maori and Pacific peoples have disproportionately higher levels of
diabetes and poorer health outcomes which risks negating any positive gains being
achieved in reducing diabetes in these vulnerable populations.
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3.7 Government Health Target/ Ministry of Health Requirements

A number of submissions referred to the Government’s Health Targets and Ministry

of Health requirements:

e Diabetes (with CVD) is one of the Govt’s six health targets. Submissions
questioned how MDHB proposes to meet this target given the proposed reduction
to a clearly inadequate level of specialist care, let along deal with the increasingly
epidemic status of this disease.

¢ The reconfiguration of this service is inconsistent with Ministerial objectives
including “In Good Hands”, “Better, Sooner, More Convenient” directives — this
will result in care being poorer, later and less convenient.

o With diabetics receiving less support likely to access the Emergency Department
for free treatment, this could impact negatively with the identified Ministry of
Health Target “Shorter Stays in Emergency Departments”

¢ Far from reducing services for diabetes, MCH should be heeding the Ministry of
Health’s Diabetes and Cardiovascular Disease QIP (2008) which indicates a need
to train more health workers in diabetes both at a primary and secondary care
level.

e Compliance with the Service Coverage Schedule requires for secondary care

support to be provided.

Where possible the DSS has focused on the priority areas identified in the Ministry of

Health’s QIP, eg

e Kidney disease — collaborative clinic with Diabetes CNS and Renal Physician/
team

e Inpatient care — increased dedicated time of CNS and participating as a lead DHB
in the HRC Diabetes Inpatient Length of Stay study

e Children and youth — dedicated FTE working with diabetes youth, supporting
schools to ensure a safe environment for children with Type 1 diabetes

e Continuous subcutaneous insulin pump programme for children and youth.

3.8 Staffing Resources of the Specialist Diabetes Services
3.8.1 Physician — Diabetes and Endocrine Service

Two submissions addressed the issue of a lack of distinction between the Diabetes
service and the Endocrine service in the document. The Endocrine service, although
provided by Dr P Dixon with endocrine clinics held in the Diabetes Lifestyle Centre,
this work is not supported by specialist nurses or other health professionals in the
Diabetes Lifestyle Centre. The clerical staff provide support for the clinics by acting
as receptionists and managing appointment bookings.

The listing of volumes, includes three items that are exclusively endocrinology:
CSo04005, M20002 and M2003, which should not be included in any review of the

Diabetes service.

Diabetes specialist provision (page 14). The 0.7 FTE in this table is an indication of
the total funded non general medical time of Dr P Dixon. This is a mixture of
diabetes and endocrinology, of which 0.25 is estimated to be Endocrinology and 0.45
Diabetes. At 0.45 FTE (0.27 FTE/100,000) this would place MCH 14t out of 21.
Incidentally no time seems to be allocated to Dr Dixon to train primary care
colleagues in diabetes.

With the appointment of a new endocrinologist, Dr Dixon’s FTE is reduced by approx
0.15, resulting in 0.3 FTE Diabetes. The new Endocrinologist is funded 0.5 FTE
Diabetes/Endocrinology. If he (conservatively) does 0.1FTE endocrinology, this
leaves 0.4 FTE additional for diabetes work, ie the total FTE for specialist diabetes
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work will be 0.7 FTE. This would “return” MCH to 7% in the DHB ranking for
diabetes specialist physicians (approx half the recommended establishment).

3.8.2  Specialist Diabetes Nurses

Comparisons with other DHBs should be taken with caution. Many of the larger and
mid-sized DHBs also have diabetes midwifes and paediatric nurses, who are not
counted within their ‘diabetes’ FTE’s. While not unique, Mid-Central Health at 0.45
has the most wide-ranging scope of practice possible in diabetes across the whole
spectrum of pregnancy to child to adult to old people.

The diabetes specialist nursing service accepts referrals only meeting national referral
criteria.

In the months 1 September to end of November 2009, 114 people were seen by the
MCH specialist diabetes nursing service. HbA1c levels were reduced in these patients
from a range of 0.5% to 5.0%, that is HbA1c levels changed from 7.8% to 7.15% and
13.3% to 8.3% respectively (the aim being to achieve an HbA1c below 7% - and every 1
point reduction conferring a risk reduction of up to 33% for microvascular and
macrovascular complications). In just three months, therefore, they the specialist
nurses have reduced significant cost to MCH services. Similarly, savings are achieved
through preventing hospital admissions and reducing length of stay. Length of stay
over the past years has reduced to 6.33 days (compared with 8.75 in 2007/ 2008).

The specialist nursing team are among the most expert in the country, several being
national leaders in their fields. They see complex patients who would have to see a
(more expensive and scarce) medical specialist in most other centres. To deliberately
lose them having spent so much time and money on training them defies belief,
especially when you have an enviably stable and dedicated workforce.

MCH has the only Nurse Practitioner in diabetes in New Zealand, and another nurse
about to present at Nursing Council on the Nurse Practitioner pathway. All the CNSs
within the Diabetes Service have achieved a PDRP level 4 in clinical practice, and also
have Diabetes Nurse Specialist Accreditation which is a nationally recognised
acknowledgement of expert skills and knowledge in diabetes management. Two
nurses have completed their Master of Nursing; the other four nurses are only 1-2
papers away from this qualification. Therefore why would MDHB, after this
investment in helping the nurses achieve expertise in Diabetes Nursing, think of
allowing this knowledge, skill and experience to be given to other DHBs or other
health providers when MDHB should be reaping the benefits of the considerable
investment they have made over the last few years. Once this expertise is lost to the
MidCentral region it will be difficult and could take many years to build it up again.
Meanwhile diabetes rates will continue to grow.

There is a huge growth in the prevalence of Type 2 diabetes internationally and
nationally, and it is imperative that this population group is equipped with the skills
to self-manage the disease effectively so their health is optimised, thus preventing a
future burden on the health care system. This can only be achieved by up to date,
timely interventions by knowledgeable, expert health care practitioners to prevent
and/ or halt the need for costly hospitalisation, thus preventing expensive complex
co-morbidities and complications for both the patient and the health care system. A
CNS in diabetes requires expert skills and knowledge for them to respond to people
with diabetes who have complex health care needs that require episodic care or
longer-term oversight of their diabetes management to stay well — a level beyond the
skills and expertise of primary/ generalist health care providers.
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It was suggested that there is a need to invest in increasing the diabetes workforce to
meet the needs of the predicted rise of diabetes incidence rather than looking at
decreasing existing services. One submission suggested that the Diabetes Service for
MCH is in fact too small for the increasing population needs, especially in a district
with high deprivation levels. Given the extremely high calibre of the nursing staff, it
would be appropriate to add 2 trainee nurse specialists. These have the advantage of
being both relatively cheap to employ and allow the possibility of employing on fixed
term contracts — then potentially forming the basis of improved primary care
expertise.

3.8.3 Diabetes Specialist Dietitian Service

A submission provided expanded information on this service:

o Consists of 0.8 FTE funded by the Diabetes Lifestyle Centre and 0.2FTE funded
by Spotless, Nutrition and Food Service Department, Palmerston North Hospital.

e The Spotless funded 0.2FTE (unable to be increased under current contract) is
officially Monday, but is integrated into the weekly 1 FTE. It also allows for cover
by hospital dietitians when the diabetes specialist dietitian is on leave to provide
survival education for complex diabetes inpatients, and newly diagnosed
Gestational Diabetes outpatients. There is no cover for any other outpatient
work.

o Referral area includes Palmerston North, Tararua, Horowhenua and Otaki.
Referrals are accepted from GPs, medical specialists and inpatient staff.

Service provided:

« All in/outpatients with newly diagnosed or pre-existing Type 1 diabetes,
Paediatric, and Young Adults with Type 1 and Type 2 diabetes.

o Carbohydrate Counting for suitable Type 1, and all Pump patients.

o Newly diagnosed and pre-existing Type 2 patients with significant co-

o morbidities meeting strict referral criteria. All other Type 2, whether in/
outpatient, are referred to PHO dietitians for nutrition education.

o All Pregnancy patients.

o Outreach service: Horowhenua Community Health Centre - 8 Paediatric Clinics
annually, and if spaces a limited number of adult outpatients seen on that day.
No outreach service to Dannevirke, Feilding, or Otaki due to insufficient dietitian

FTE.

Competencies Required for Specialist Diabetes Dietitian:
A mininum of 2-3 years’ training is required with extensive on site supervision from
an experienced diabetes specialist dietitian.

PHO Dietitians:

A submission described the role of the PHO dietitian (verse the specialist dietitian

role):

o Generalist dietitians, competent in the management of individuals with pre-
diabetes, newly diagnosed Type 2 diabetes, diabetes on diet control, oral
medications and those on insulin without complex issues.

o Liaise with the Specialist Diabetes Dietitian about individuals with Type 2
diabetes on insulin with complex issues and continue to receive development of
their skills in this specialised area.

« Also provide dietetic interventions for individuals at risk of developing or with
pre-existing Cardiovascular Disease, Respiratory Disease and/or Cancer and
support individuals with mental health conditions as needed.

1.120
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o Have limited experience in working with individuals who have Type 1 Diabetes,
Gestational Diabetes, who are on insulin pumps or are of child and adolescent
age. If required to provide these services in the future, would need to undergo
comprehensive training to up-skill in these areas and would require ongoing
supervision/mentoring from Dietitians who specialise in the nutritional
management of Diabetes.

One submission suggested a single dietitian is too little for this population — adding a
trainee would improve both service standards and succession issues. It was also
submitted that the retention of the dietitian role is vital for the provision of specialist
dietary advice.

3.8.4 Administration/ Clerical Resourcing

One submission suggested the ratio of administration to clinical FTE in both options
proposed in the document is unbalanced. Why in option one is there one
administrator to 2 FTE clinicians and in option two there remains one administrator
to 6.43 FTE clinicians?

A further submission suggested that benchmarking information indicated that one
FTE administration staff is required for three SMOs. The service currently has two
clinical staff equivalent to an SMO (Physician and Nurse Practitioner), and another
SMO is arriving shortly. If 1.0 FTE is required for these three alone, this would leave
the remaining 4.9 FTE CNSs and the dietitian requiring administration support for a
range of duties. If there was no administration staff for them, they would have to
undertake administration duties which is not a cost effective use of clinicians’ time.

Another submission supported reducing the clerical resourcing by 0.5 FTE, noting
the volume of patient is very low compared with other clinic receptionists; some tasks
appear to be a duplication or out of scope. That submission recommended that (for a
“busy full-time position”):

o the final position is called Clinic Receptionist/ Medical Secretary

o areview is done of the new position so that all duplication and unnecessary
tasks are removed

o this position undertake the medical typing for the new 0.5 FTE consultant due to
commence in September (this is estimated to be approximately two hours typing

per day)

o to accommodate the increased typing workload, turnaround times for clinical
typing are instigated as per the Professional Standards for Medical Secretaries, ie
three working days (based on the latest data from WinScribe the current
turnaround time seems to be 1-2 working days)

The Administration Staff of DSS provided a detailed breakdown of their duties
(appendix 3), and their submission indicated potential difficulties if there was to be
just 1.0 FTE covering the various medical secretary and clerical functions:
o Paid coverage would be required for:

o Lunch break (1 hour)

o Morning and afternoon tea (10 minutes break each)

o Attendance at Medical Secretaries’ Forum and Elective Services Forum

held on a 4 — 6 week basis (1 hour + for each)
o Core Skills Courses
o Sick Leave and Annual Leave

When temporary cover is provided often the person does not have typing and
clerical experience so backlog when regular person returns.
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e Telephone calls (eg re appointments, enquiries, information requests) may be
delayed in answering/actioning, and many people still do not like having to leave
a message on the voicemail; telephone calls can interfere with dealing with
patient at the desk requiring their next appointment.

e Winscribe and other general typing would not be kept so up-to-date as clinic work
would take preference.

o When no one is available to take calls (eg at meetings), voicemail not appropriate
if the caller is wanting urgent assistance.

e Patient notes’ filing would not be kept so up-to-date, nor culling of notes being
returned to Clinical Records for insertion in patient hospital notes.

¢ Chips data base maintenance would not be kept so up-to-date.
Some duties would require to be done by clinical staff, such as QA meter
checking/administration, requesting collation and distribution of clinical library
articles, results of clinical audits (remembering the clinical workload is already
stretched).

At present there is 1.5 DSS dedicated administration FTE, with 0.4 FTE non-diabetes
clinic work and 0.2 FTE Endocrine Research, leaving 0.9 FTE diabetes dedicated.
Medical typing for Dr Dixon’s clinics is done in another department at present. This
is a mixture of diabetes and endocrine clinic letters, and other correspondence,
reports etc which will be an assortment of diabetes, endocrine and general medical.
There is potential for this medical typing (0.4 FTE) to be accommodated in existing
1.5 FTE at DSS.

Advantage for Retaining 1.5 FTE:
o All diabetes and Endocrinology typing would be done in one place.
Saving of $ allocated to 0.4 FTE for medical typing undertaken elsewhere.
Continuity of staff
Clinical notes would be streamlined.
Clinicians would receive copies of clinic letters closer to actual clinic
appointment.
e Minimal requests for paid cover for leave (approximately 7 weeks/year in
annual/sick/professional development)
e Increased availability for patient reception
o Facetoface
o Telephone
e Increased availability to health professionals seeking advice

3.9 Education and Guidance

Submissions testified to the usefulness of educational meetings for professionals
involved in the care of patients under DSS, and a residential institution also referred
to the DSS’s prompt response when contacted for guidance.

There are cost savings made when those with diabetes and their families receive
adequate education on managing the condition — and there is such an education
programme in MDHB area, 6 hours over 3 weeks, with RNs and Dietitians

facilitating.

Concern was expressed by Practice Nurses that the ongoing education provided by
the DSS Nurse Specialists in the PHO setting would be in jeopardy if the service was
reduced.

A

Page 47 of 62 August 2010



AN

If there is a reduction in CNS hours in diabetes it will negatively impact the time and
energy that can be spent upskilling nurses at ward level, eg facilitation of the Diabetes
Link/Resource Nurse program, which involves working with ward nurses so that they
have the knowledge and skills to provide care in relation to diabetes management in

their wards and units.

Some submissions referred to the fact that that the DSS does not have the contract
with the PHO to maintain skills among primary care nurses, essential both for
standards and for integrated care between primary and secondary sectors.. While
MCH provided the original training programme for the PHO nurses in 2006, only
three of the original cohort remain, and they now train the existing PHO nurses. The
decay of knowledge is rapid when not exposed to ongoing teaching and challenge,
and it is unclear how the level of competence in primary care nurses is monitored and
maintained, especially with the significant staff turnover.

The DSS has an important role to play in offering skill training opportunities for
health professionals who want to improve their clinical practice in the field of
diabetes. To undertake this task, the DSS requires additional funding. In the long
run this would be a good investment by the Board, as it would reduce demand on
inpatient services.

3.10 Advantages of Retention of the Status Quo or Enhancement of the
Service

One submission envisaged an appropriate service reconfiguration for the increasing
population with diabetes would see a gradual enlargement of the DSS with additional
specialist nurses (trainees), additional dietetic time and the incorporation of
podiatry, currently provided elsewhere. It would have a greater role in the initial and
on-going training of PHO, practice and secondary care nursing and dietetic staff and
would continue to lead and expand national diabetes nursing expertise as envisaged
by the ‘Gorman’ initiative.

Advantages of, and factors to consider re maintaining at least the status quo were

identified as:

o The Diabetes Service Review places MidCentral District Health Board 7t in rank
for specialist physician service provider. The addition of a further
diabetologist/endocrinologist will change the ranking and should provide a more
effective specialist medical service. This will of course cost money.

o Inview of the increased medical component, it seems illogical to reduce the
nursing expertise by one. An increase in medical staffing is always accompanied
by additional expert nursing input. While the Board's resources are necessarily
limited, the retention of 5.9 nurse positions seems sensible.

o The services of a nurse practitioner with expert skills gives MDHB an edge in
clinical leadership, especially to high risk clients. With two medical specialists
absorbing her time, the loss of a nurse could seriously limit the number of nurse
outreach clinics and reduce still further any opportunities to offer skill training to
generalist staff in the community. If the Board does want to create a "seamless"”
service, then it must face the necessity of funding this education activity.

o The prevailing philosophy of the DSS is one of partnership with clients. This
results in an expectation by the client that they will be able to self-manage but
have access to advice, monitoring and intervention when required. A seamless
service would see the same approach from generalist health professionals
providing services for people with diabetes in the community. For some
generalists, this would require a real change in their relationship with clients.
The Board needs to fund training programmes to achieve this, led by key nursing
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staff from DSS.
o If the Diabetes Lifestyle Centre is to maintain or even increase its work output,
the clinical staff will continue to need at least the present level of administrative

support.

3.11  An Integrated Approach to Developing a Board-wide Diabetes
Service

A submission referred to Page 18: Next to last paragraph. “It is recognised that due
to the urgency of this MCH service review, it has not encompassed all diabetes
services provided in the region.” It is of great concern that any review of this service
is done in isolation. Although it is absolutely a secondary care service, because a
significant amount of its work is on an outpatient basis and the condition is a chronic
one, the links between primary and secondary care are critical. Any change in the
service is likely to have a major impact on primary care and, any significant changes
made in isolation, may seriously impede future links/integration or other options
that may arise in a more Board wide assessment of diabetes services.

The development of a Board-wide Diabetes service needs to be progressed, while
ensuring that the available specialist secondary care expertise is maintained and
encouraged.

Another submission addressed an integrated approach, considering that the aim of
producing a seamless, integrated service is only possible if all the health professionals
share a mutually agreed goal. That is, to provide people with diabetes living in the
Manawatu, the best possible opportunities to develop skills in self-management,
reduce the incidence of organ complications, and take an active part in economic,
social, physical and cultural activities within their communities.

In order to achieve these goals, the DSS should not only demonstrate clinical
leadership, but also promote the skills needed by health professionals to assist their
clients towards managing their own healthy lifestyle.

The submission recommends that the MDHB give serious consideration to
maintaining the DSS at its present level of staffing, and therefore funding, for 2010-
11. Over that period, the Board could closely examine the cost of providing a
"seamless integrated service" led by DSS as a centre of excellence.

3.12 Possible need for change in title from Diabetes Lifestyle Centre

Some submissions noted that the title was somewhat “anachronistic” and did not
reflect its current role and practice. Lifestyle and education for uncomplicated Type 2
diabetes are already appropriately handled within the PHOs with their own diabetes
staff. One submission suggested an alternative of “Specialist Diabetes and
Endocrinology Service” (or similar).

3.13 Potential Savings or Income Generating Opportunities for
Consideration
One submission made the following suggestions:
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e Development of a website for patients and family (and other health professionals)
to have access to resources. This would help reduce photocopying costs, and
improve access to specialist information.

o Introduce non patient contact outpatient funding for physicians and nurse
practitioners. This would make some outpatient appointments earlier, quicker
and more efficient and help reduce waiting times.

o HGV licence specialist reports. Patients on insulin require an annual specialist
report for the licensing authorities. It is not always easy to fit these patients into a
routine clinic at a convenient time. Waikato Hospital has a protocol run by the
specialist nurses where the patient has a full assessment, and are then provided
with a report. This is charged for as it is not a core service.

o That the PHO be advised, that for the appropriate skill maintenance and
advancement of PHO diabetes nurses knowledge, that appropriate training and
review should be purchased from the DSS.

o That discussions be initiated with Whanganui DHB to look at opportunities for
cooperation and efficiencies of a regional diabetes (and endocrinology) service.

3.14 Other Recommendations

The Diabetes Specialist Service recommendations include:

e Rather than reducing FTE, there is a compelling rationale for retaining the
existing 1.0 FTE Nurse Practitioner and 4.9 CNSs.

e To realise the full potential of savings in the inpatient setting, an investment in a
further 1.8 CNS FTE to optimise support to inpatient services is recommended.

o To achieve strengthening of the integration between primary and secondary
diabetes service provision (refer page 19 of the proposal), the Diabetes Specialist
Service should be funded by the PHOs to provide ongoing training for the PHO
diabetes nurses, or as their positions morph into generic case managers there will
be a need for all of the PHO nurses to receive training in diabetes care.

o With funded ongoing training and support from the nurse specialists at the DSS,
Practice Nurses (currently an untapped resource, with unrealised potential) could
provide a valuable role in improving care and health outcomes for people with
diabetes.

e Administration FTE should be retained at 1.5 FTE (0.2 continuing to be funded by
research), and transfer in the 0.4 FTE medical typing currently performed outside
the service relating to diabetes and endocrinology.

o Explore options to further improve integration between the primary/ secondary
interface to ensure seamless health care.
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APPENDIX 2

RESEARCH (Children and Adolescent Diabetes)

The goal of diabetes care is to maintain the best possible diabetes control (ie the
lowest glucose levels possible) without having glucose levels that are too low. While
the association with tighter diabetes control and later morbidity is now well
established there are two seminal papers that should be referred to. The first is the
DCCT trial published in the New England Journal of Medicine, 1993 and the second
is the long term follow up study of this cohort the EDIC study published in the New
England Journal of Medicine, 2005. Following almost 1500 type 1 diabetic
adolescents and adults the researchers randomized them into an intensive treatment
or conventional treatment group. The intensive group had good diabetes control with
a HbAuic of approximately 7% while the conventional group had less ideal control of
9%. Over the 10 years the DCCT ran, there was a 76% reduction in eye disease (and
thus risk of blindness/ visual impairment), a 50% reduction in renal disease (the
commonest cause of renal failure and need for dialysis in nephrology clinics in New
Zealand), and a 60% reduction in nerve disease. After the DCCT trial finished the
subjects were left to normal care by their physicians but were then followed up a
decade later (the EDIC study). The investigators found that there was a persistent
reduction in morbidity in those who had been part of the DCCT trial independent of
later diabetes control. Indeed they found a 42% reduction in any cardiovascular
disease event and a 57% reduction in nonfatal heart attack, stroke, or death from
cardiovascular causes. There were also ongoing reductions in eye, kidney and nerve
disease. ‘

To put the risk of complications from diabetes into context, a HbA1c of 7% will
approximately double the chance of later diabetes complications while a HbA1c of 9%
will increase it 7 times. The cost of diabetes complications is large and that is not
taking into account indirect costs such as time off work and the psychosocial
problems associated with these complications. Reduction in this cost must be a
priority and prevention by maintaining the best diabetes control possible has been
internationally endorsed as the appropriate course of action.

With regard to the care of children and adolescents with diabetes the question must
be what service provides the best diabetes control? To this end there is again an
overwhelming amount of data supporting centralised services and specialist clinics in
a hospital setting. The recommendations and evidence for this have been set out in
extensively researched documents by several organisations. Most relevant for New
Zealand are those from ISPAD (The International Society for Paediatric and
Adolescent Diabetes) and APEG (Australasian Paediatric Endocrine Group
Guidelines). Both are evidence based with ratings of the evidence. The latter
guidelines are available on http://www.apeg.org.au/ but I have included a copy of
these guidelines on my email to Dr Pereira and she can forward them to you. These
are detailed guidelines and clearly demonstrate that best care is generally only
possible in a specialist diabetes centre comprising experienced paediatrician, nurses
and dietician. Children and adolescents require greater input than adults and this
was highlighted in the DCCT trial sub analysis looking at adolescents. They require a
minimum of 3 monthly visits, access to advice regularly (on occasion daily) and
attention to non diabetes issues which can become issues within the context of having
a chronic illness.
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ADMINISTRATION STAFF

APPENDIX 3

Current Clinics held at Diabetes Lifestyle Centre

Paediatric Diabetic
month

Young Adult Clinic

New Diabetic

Thyroid Clinic

New Diabetic Clinic

Repeat Diabetic Clinic

Endocrinology Clinic

Diabetic Clinic

Diabetic Acute Clinic

Clinic Nurse Clinic

Nurse Practitioner Clinics

CNS Diabetes Clinics
(5 nurses)

Dietitian

Clinic Duties

Held 1%t and 3¢ Monday and 24 Friday of each

Dr N Pereira/CNS/Dietitian
Appointments made by DSS Administration

Held on 2nd Monday each month

Dr Dixon/Dr Pereira/CNS/Dietitian

Held also on 3t Thursday each month (Helen
Snell/Pauline Giles)

Appointments made by DSS
Administration/Youth CNS

Held Tuesday afternoon (Dr Dixon)

Held alternate Wednesday afternoons (Dr
Dixon)

'Held alternate Wednesday afternoons (Dr

Dixon)

Held Wednesday afternoons (Helen Snell — NP
Diabetes)

Held Thursday afternoons (Dr Dixon)

Held all day Friday (Dr Dixon/Helen
Snell/Registrar)

Held Thursday afternoon when Registrar
available

Tuesday morning — once monthly
Thursday afternoon — once monthly

Held Wednesday afternoon, Thursday
afternoon, Friday all day

Every day Mon - Fri

Every day Mon - Fri

e Receive patients and check off their details on Homer — address/phone
numbers/name of GP and their date of birth.

e Make follow up appointments.

e Monday am — print off clinic lists for the following week and send out reminder
cards/letters to those patients who have not confirmed their appointment.
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e Monday am — go through clinic lists for the week and telephone those patients
who have still not confirmed their appointment.

e Write up and send out laboratory form for clinic appointment for those patients
who have either not received or have lost their original form (done only for
Diabetic Clinic patients, other requests are forwarded to Clinic Nurse to action).

e Receive hospital notes on clinic patients, file in cabinet, and check prior to clinic
day that appropriate notes are available.

e Daily sorting, marking on top the clinic appointment, and distribution of lab
results.

e Assisting callers with any queries they may have re their appointment —
date/time/location of DSS/time length of appointment.

e Assisting Clinical Records staff with location of hospital notes (done mostly when
Clinic Nurse unavailable) and sometimes forwarding notes on to another
department/Ward.

Current Duties

e Clinic Reception
o Listening to voicemail messages — act1on1ng any requests by callers.
Resetting of voicemail message.
o Printing of the day s clinic lists and pulling notes
Greeting and arriving patients and visitors and seeing that they are
attended to.
Arriving patients and checking personal details.
Booking repeat appointments for Dr Dixon’s clinic patients.
Booking appointments for nurse led/dietitian patients.
Answering telephone calls and taking messages.
Triaging urgent telephone calls/queries to appropriate person.

O

C O 0 OO

¢ Administration Duties

Checking of emails sent to Diabetes Lifestyle Centre and forwarding to

appropriate clinician.

Processing referrals.

Distributing mail and faxes.

Ordering Library Articles and distributing to staff as appropriate.

Managing catalogue of magazines and journals for the service.

Supporting audits undertaken such as Hypoglycaemia Audit and Inpatient

Management Audit with providing data entry and data collation.

Ensuring stationery and patient equipment supplies are available.

o Photocopying and ensuring supplies of forms, handout material,
information sheets, etc are available.

o Data entry of patient admission and discharge information onto chips
database and keeping current client list up-to-date.

o Filing of discharged patient information and sending to Clinical Records
as appropriate.

o Ensuring maintenance of equipment — photocopier, fax machine, printers

etc and ensuring replacement supplies kept such as toners etc. Organising

repair when required.

Organising maintenance for building faults as necessary — plumbing,

o 0. 00 0O (0]

0]

O
electrician, etc.
o Maintaining Kalamazoo banking system.
o Maintaining petty cash flow ($50.00).
o Putting out laundry bag at end of week for collection of dirty teatowels.
o Collection of milk on Monday and Wednesday mornings.
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o Typing/Secretarial Duties
o Typing clinic letters from Winscribe Dictation system for 8 clinicians at

Diabetes Lifestyle Centre.
o Overload typing for other departments as required, at present Eye Clinic.
o Typing of forms, reports, and general documents.
o Taking Minutes and typing and distributing -

e Diabetes Service Team

In Team Meeting
Service Improvement Meeting
Pump Committee Meeting
In-Patient Management

¢ Patient Procedures (information gathering)

o Patients who are having a procedure and are required to fast (eg CT scan,
colonoscopy, gastroscopy, etc) are told by the relevant department to
phone DSS for advice for management of their diabetes medication.

o Need for accurate details to be taken from patient and the checking of
his/her details on Homer.

o Obtaining details on procedure - type/date/time.

o Asking patient for details on their diabetes medication/insulin doses.

o Trying to ascertain if patient does self blood glucose monitoring and
getting blood glucose results from them.

o Asking patient if they have been given any specific instructions prior to
procedure.

o As has been experienced through patient not having English as their
primary language or patient being elderly, obtaining this information can
be lengthy. ‘

o Urgent plans are then forwarded to the triage nurse for the day, and the
non-urgent plans are given to the senior nurse to sight and for insertion
into the allocation book for the weekly referral meeting.

¢ StatStrip Xpress Meters
Ensuring weekly and monthly random testing is completed for service StatStrip

Xpress meters, recording results and forwarding to the lab as appropriate.
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