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The Current Problem in QueenslandThe Current Problem in Queensland

Less then 35% of patients with diabetes mellitus 
are reaching treatment targets resulting in 

increased morbidity, mortality and therefore 
increased burden on the health system



Copyright © 2005 Accenture  All 
Rights Reserved.

2

……leading to increased demands on leading to increased demands on 
hospitals hospitals 

• Diabetes-related hospitalisations increased 
by 20% between 2000-01 and 2003-04, and 
the average length of stay for someone with 
diabetes was more than three times the 
overall average length of stay.

– Most common cause for renal dialysis

– 2/3 of patients in the coronary care ward have 
pre-diabetes or diabetes

AIHW 2006
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Why are we not reaching targetsWhy are we not reaching targets……

• Inadequate resources
– Doctors, educators, dietitian, podiatry, psychology
– Traditional model of care

• Inadequate tools
– Chronic disease with no cure
– Medication increases the risk of hypoglycaemia

• “Inadequate” patients
– Adherance
– Lack of self-management
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Inadequate resourcesInadequate resources……
• Inadequate public hospital staffing levels for 

diabetes with long waiting lists eg. PAH
– Cat 2 patient waits 6 months for review
– Cat 3 – over 12 months
– Old patient review – 30 weeks 

• Inequitable access and access block to specialist 
services across the state. 
– No endocrinologist between Sunshine Coast and 

Townsville

• Need to double number of endocrinologists to see 
each patient with T2DM once a year. 
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……and the chances of that happening areand the chances of that happening are……
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We have to be innovativeWe have to be innovative……

• The current model of a specialist clinic 
reviewing a patient with diabetes every 3-6 
months and not returning care back to the GP 
needs to be reconsidered
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Current Model of Care for T2DM at PAHCurrent Model of Care for T2DM at PAH

Dietitian

Podiatry Psychologist

Educator

GP

Endocrinologist

• Removing focus of care 
away from GP

• Specialist centre holds onto 
patient – why?
– For junior staff safest option is 

to arrange review
– To date no particular 

consultant responsible for a 
patient – now changed

– Patients have confidence in 
specialist 

– Specialists lack confidence in 
GP
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• Little evidence that chronic disease managed by 
specialists is superior to management in primary 
care.
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Primary Care CoordinatorPrimary Care Coordinator
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The solution The solution –– a new model of carea new model of care

• A new model of care that is 
scalable and incorporates: 
– continuity of care across 

primary & tertiary sectors
– a one-stop shop under the 

direction of a care coordinator 
– chronic disease care planning 
– systematic chronic disease 

management approach by the 
multidisciplinary team 

– Encourage self-management
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Inala Chronic Disease Management Service

the overall aim is:

to improve the quality of life for people with type II diabetes, living in the Inala catchment area, by 
building the capacity of the primary care sector and providing localised care via a multi-disciplinary 
acute and community sector partnership

Inala CHC 
G/Practice

PAH

UQ
Information Technology / Communications & HR

Key Performance Reporting and Management

Project and Change Management

Referral Assessment Treatment Review

Shared Approach Patient Centred Service Redesign



Copyright © 2005 Accenture  All 
Rights Reserved.

13

Methods: The InterventionMethods: The Intervention……
• Where

– Inala community health centre
– Local, easy access and parking

• Patients
– Any patients from Inala area who have been referred to PAH 

Diabetes and Endocrine outpatients. (250 patients identified) 
– Eventually would aim for direct referrals to the ICDMS
– (Exclude Transplant patients, ESRF, pregnant)

• Staff
– Specialist, Clinical Fellows and GP’s, Allied Health (CNC, Dietician, 

Diabetic Educator, Psychologist, Podiatrist from Acute and 
Community settings)
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InterventionIntervention……

• Process
– CNC case manager assesses patient with a screening 

tool
– Determines and arranges review with appropriate 

members of the team depending on need 

lifestyle Self 
management Weight 

loss
Psychology Blood 

pressure
Glucose Lipids Renal Foot 

care
Retinal 

screening
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InterventionIntervention……

• Patient lifestyle and self management programs 
incorporating patient goal
– Group sessions or individual - right  program, right 

patient, right time, right place
– Address lifestyle and weight loss
– Infrastructure & self management programs are 

already well established in Brisbane South 
Community Health service. 
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InterventionIntervention……

• Doctor review
– Seen by up-skilled GP “clinical fellow” under 

supervision of specialist on a clinic day when 
allied health also in attendance

– Following an assessment proforma
– Rapid turn-around
– Aim of returning care back to usual GP (who will 

participate in education programme)
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InterventionIntervention

Doctor Training
• 8 week programme

– Adopt protocols for management of lipids, 
hypertension, blood sugar and renal disease with 
evidence-based guidelines for referral

– Observe specialist
– Co-consult with specialist on their own patients
– Case conference and care planning – directly or 

phone, email
• Lunch and learn
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InterventionIntervention……

• Other Training
– Case conferencing and care planning 
– Establishment of a GP training registrar position 

at Inala focusing on chronic disease management
– Provision of training research and work 

experience opportunities to under-graduates and 
post-graduates; Medical, Nursing (Nurse 
Practitioners) and Allied Health

– Close liaison and training of GP practice nurses
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InterventionIntervention……

• Retinal screening 
– Clinical Fellows x 2 (both Inala GPs) trained to read all ICDMS retinal 

photos (taken by Co-ordinator)
– PAH ophthalmologist review via Email on all images for 12 /12, 

allowing appropriate quality control and partnership with PAH
– Separate UQ/QH/RANZCO research pilot state-wide

• Foot care – high risk foot
– Utilise the team - Up-skilled community podiatrist, endocrinologist, 

Clinical Fellow
– Link in with hospital in the home, PAH wound review
– Easier access than to PAH
– Prevent admissions and reduce length of stay
– Using state protocol via another Innovation project
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CommunicationCommunication
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InterventionIntervention……

• Innovative use of Information Technology
– Use an electronic patient record that links with 

the Tertiary hospital and provides a database 
for research – Evici/Extensia/Practix

– Future possibilities
• E-referrals to PAH
• Direct Patient contact electronically
• Virtual consulting, Web-cam consultations
• Tele-consulting
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InalaInala Chronic Disease Management Chronic Disease Management 
Service Service -- CommunicationCommunication

Patient

ICDMS Hospital

GP

Practix/Medical Director

Extensia

EviciPractix

PathologyPharmacy
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AssessmentAssessment……

• Research
– Patients and GP’s will be assessed 
– Comprehensive research program using the 

expertise of the PAH and University of 
Queensland

– Allow proper assessment of interventions 
– Once assessed and determined to work then roll 

out to other centres
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Expected BenefitsExpected Benefits……

• Patient
– Improved quality of care reaching targets
– Easier access to care and improved attendance
– One-stop shop
– Fewer complications necessitating 

hospitalisation

• Workforce redesign
– Skill transfer between primary and tertiary 

teams
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WhatWhat’’s different ?s different ?

• Uniform approach to active patient involvement
• Joint approach to improving access to evidence-

based care for complex patients
• Culture
• GP buy-in / involvement / training
• Increased skilling and capacity for primary care
• Sustainability focus and capacity to deal with much 

greater demand
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ChallengesChallenges
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ChallengesChallenges

• Re-modelling 2 very separate systems and approaches to 
intersect

• Focus on long term sustainability and applicability to other 
settings

• Relationship building and understanding across sectors
• Ability to cope with potential increased demand 
• Information systems - shared models and information
• Engaging local GPs – “gatekeepers into the system”
• Navigating the MBS Schedule to avoid duplication
• Administrative “red tape” - particularly involving PAH
• Culture change, territory, history
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FundingFunding

• Innovative Funding
– Q Health

• CPIC and Diabetes Network

– Currently non-recurrent but if demonstrated to work 
would hope to receive recurrent funding and extend to 
other community centers around the State. 

– Applicability to other chronic diseases eg CKD, Asthma



Copyright © 2005 Accenture  All 
Rights Reserved.

29

Where are we at?Where are we at?

• 7 GPs participating in GP training
• Allied health recruited
• Seeing patients for 3 weeks
• Overwhelming impression is that patients prefer it
• Some significant clinical improvements already
• GPs applying knowledge to own patients
• Discharging patients who did not need to be seen at 

PAH
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Progress to DateProgress to Date

Source of referral IPC PAH

Total = 28 14 14

Discharge 9 5

Review 5 9

Insulin 
Stabilization

5 5
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PeoplePeople

• Deb Askew
• Jenny Doust
• Claire Jackson
• Clare Maher
• Pat Matthews
• Deb Miller
• John Prins
• Ian Scott
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A Family,            Fernando 
Botero, 1996          
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Diabetes is an epidemicDiabetes is an epidemic……
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1% 
reduction 
in HbA1c

= 37% 21% 21% 14%

reduction in 
microvascular 
complications 

reduction 
in diabetes-

related deaths 

reduction in 
any diabetes-

related 
endpoint 

reduction 
in myocardial 

infarction 

Stratton 2000

Observational study of UKPDS data

Lower Lower HbHbA1c decreases complicationsA1c decreases complications……
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But we are not achieving targetsBut we are not achieving targets……

Fremantle Study: Trigger points for initiation of therapy

Davis T et al. MJA 2006; 184:325-328
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PAH: PAH: DiabDiab and Endo Waiting Listand Endo Waiting List

Waiting Lists - Total

158

322

568

428

0

100

200

300

400

500

600

2005 july 2006 July 2007 Jan 2007 March

Time

Nu
m

be
r



Copyright © 2005 Accenture  All 
Rights Reserved.

37

……and it is expected to get worseand it is expected to get worse……

Brisbane Projected Population Growth 
2006 to 2026
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Source: Queensland Government Population Projections, 2006

Different 
models
of care will be
required into 
the future

28% increase in population over the next 20 years

http://www.oesr.qld.gov.au/queensland_by_theme/demography/population/index.shtmlSource: Health Determinants Queensland 2004, Chapter 6
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Issues with delivery of careIssues with delivery of care……nownow

• Fragmented services with a disconnect between 
primary and secondary health care services 

• Organisational rather than patient focus

• Increasing numbers of patients waiting specialist 
outpatient clinic appointments 

• Access for indigenous and poorer clients sub-optimal 
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Issues (2)Issues (2)……

• Funding & focus is on acute care services with little 
prevention, health promotion, ‘wellness’ focus

• Increasing numbers of Patients with complex co-
morbidities which require multiple specialist referrals 
and therefore a system of coordinated health care 
interventions 

• Increasing number of Frequent and Avoidable 
presentations to ED with subsequent admissions
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• postgraduate education seemed to improve the 
process of care when combined with other 
professional interventions. 

• interventions targeting arrangements for follow-up 
also improved process measures. This was achieved 
by central computerized tracking systems or by 
nurses who regularly contacted patients. 
– This intervention may also decrease the number of 

patients lost to follow-up, which is particularly important 
because loss to follow-up is associated with an increased 
risk of diabetic complications (68).
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• In particular, combining patient education, a 
nurse, or both with arrangements for follow-up 
or multiple professional interventions led to 
improvements in patient outcomes as well as 
the process of care.



Copyright © 2005 Accenture  All 
Rights Reserved.

43

GovernanceGovernance

Information Technology / Communications & HR

Key Performance Reporting and Management

Project and Change Management

Referral Assessment Treatment Maintenance

Shared Approach Patient Centred Service Redesign

Operational Committee

•University Qld
•Princess Alexandra Hosp
•BSCHS
•CPIC - Diabetes Network 
•Division GP”s

Board of Management

Inala CDM Service 
•Quality and Safety – Adverse
Event Committee

•Clinical Audits

•Clinical Protocol driven
care pathways

•Case Conferencing

Clinical Governance Corporate Governance

Governance
& Reporting

Measures & 
Tools

Behaviours 
& Culture

Governance
& Reporting

Measures & 
Tools

Behaviours 
& Culture

Shared Accountability Performance Management Framework

Inala Chronic Disease Management Service

Shared Vision To improve the health related quality of life for people with diabetes, living in the Inala 
catchment area, by providing localised care via a multi-disciplinary acute and community 
sector partnership
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catchment area, by providing localised care via a multi-disciplinary acute and community 
sector partnership
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The ModelThe Model……how will it work?how will it work?

Eligible pts referred to PAH 
Endocrinology OPD

review

treatment

assess
ment

referral
In

ala
Ch
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lifestyle lipids Foot  care Blood 
glucose 

Weight lossBlood 
pressure

Retinopathy 
screening

psychologist Patient self 
management

ICDMS Step 1 ICDMS Coordinator screens as per screening protocol and organises appropriate referrals at ICDMS 
Diabetes Clinic Day

If existing GPMP, ICDMS Coordinator reviews this and expands for GP to claim TCA item number (723).  If no GPMP, ICDMS 
Coordinator commences process for GP to claim GMPM item number (721)

ICDMS Step 3 Review relevant outcomes (as per patient’s individual management plan, and at minimum, as 
required for the “Annual Cycle of Care” .

Repeat screening & discharge or initiate new cycle of care as appropriate

Renal

ICDMS Step 2 treatment as per outcome of CNC triage (predom at “Diabetes Clinic Day” ± patient’s own GP attendance at 
Clinic Day) 

PAH Specialist OPD

Excepting:
• Surgical intervention
• Bed rest
• Non participating GPs

Inala CHC 
General  Practice

Inala Indigenous 
Health Service

Other Inala GPs
dependent on 
agreement 
to participate
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InterventionIntervention……

• Integrated clinical protocols for management of 
lipids, hypertension, blood sugar and renal disease 
with evidence-based guidelines for referral.

• Direct liaison with specialist (Endocrinologist) in the 
form of:
– Co-consulting

• Initially with clinical fellow and long term other GPs
– Case-conferencing at end of clinic
– After direct contact - case-conferencing via phone, email
– Not just an outreach clinic – much closer GP liaison and 

active participation by local GPs building throughout the 
project 
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EvaluationEvaluation

GP practices wishing to 
participate in education 
component of ICDMS 

GP practices choosing not to 
participate in education 
component of ICDMS  

12/12 wait-list for 
upskilling

(≈ 4 practices)

Cluster 
Randomisation

Pts managed at ICDMS. GP can 
endorse care plan but not share 

care.

Pts from GP practices willing for patients to 
be treated at the ICDMS

Evaluation – clinical indicators and patient satisfaction/QOL Evaluation - routinely collected 
clinical data

Patients of GPs in Inala catchment area referred to PAH endocrinology 
outpatients clinic 

Intervention practices: 
GP Lunch & Learn; protocols 

provided, endocrinologist available for 
teleconferencing 

Pts from GP practices preferring for patients 
to receive care at PAH

Pts cared for at PAH 
endocrinology outpatients clinic

Pts from GPs in LAHSD referred to PAH 
endocrinology outpatient’s clinic

Pts managed at ICDMS & shared 
care arrangement between GP & 

ICDMS
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EvaluationEvaluation

• Treatment targets
– HbA1c, Blood pressure, Lipids, Weight

• Principles of best practice management
– Number of patients on aspirin, on statin if abnormal 

lipids, on ACE-/AIIRB if microalbuminuria, have had 
appropriate foot and eye screening

• Access
– Attendance, time to appointment, service and activity 

mix
– Number of patients waiting SOPD



Copyright © 2005 Accenture  All 
Rights Reserved.

48

Evaluation (cont)Evaluation (cont)……
• Effectiveness

– Number of hospital admissions
– Average length of stay
– Acute total bed days 
– Number of attendances to General Practitioner
– Changes in service delivery model (clinical and business)

• Efficiency
– Time, costs, deliverables, outputs

• Satisfaction
– Patient and Health Professional

• Workforce
– Training & advanced skills, team building, retention

• Research Funding and Publications



Copyright © 2005 Accenture  All 
Rights Reserved.

49

GovernanceGovernance

Information Technology / Communications & HR

Key Performance Reporting and Management
Project and Change Management

Referral Assessment Treatment Maintenance

Shared Approach Patient Centred Service Redesign

•University Qld
•Princess Alexandra Hosp 
•BSCHS
•Division GP’s

Quality and Safety –
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Case Conferencing
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Clinical Governance Corporate Governance
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Measures & 
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Inala Chronic Disease Management Service

Shared Vision To improve the health related quality of life for people with diabetes, living in the Inala catchment area, by 
providing localised care via a multi-disciplinary acute and community sector partnership

Community  Governance
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Adaptable Adaptable –– Other initiativesOther initiatives

• Mt Isa/Cloncurry

• Burke Street

• Telephone Link Communication – computer 
based programme to coach and support 
patients with diabetes to adhere to lifestyle 
changes, glucose monitoring and medication. 

• Dr Brian Oldenberg
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Diabetes is an epidemicDiabetes is an epidemic……

Prevalence (%) of diabetes by age in Australia 
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Close to 1 million Australians now have diabetes
AusDiab study 2001
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and the incidence of Diabetes isand the incidence of Diabetes is……

275 Australian adults develop diabetes every day

Ausdiab 2005.  http://www.diabetes.com.au/pdf/AUSDIAB_Report_Final.pdf
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STENO2 STENO2 -- Treating the whole patientTreating the whole patient……

4.5

0.17

P. Gaede, P. Verdel, N. Larsen, et al. N Engl J Med. 2003;348:383-393



Copyright © 2005 Accenture  All 
Rights Reserved.

55

(STENO2)(STENO2)……reduces complicationsreduces complications

N=160 
Follow up 7.8 years NNT  / 10 years

Nephropathy 4.1

Retinopathy 4.8

Neuropathy 3.3

Death due to CVD 3.8

N Engl J Med 2003; 348(5): 383-93
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LetLet’’s do the s do the ““mathmath”…”…

• Estimated population in PAH catchment is 940,654
– Prevalence of diabetes is 7.5% - ie 70,549
– 210,901 aged between 50 and 75 with an incidence of 

diabetes per year of 1.5% ie 3163 new patients per year. 
– ie 73,712 patients needing review

• If a patient with T2DM was to be reviewed by an 
endocrinologist at least once a year
– …and if the endocrinologist sees a patient every half hour 

and works 40 hours a  week, 52 weeks a year then would 
require 17 fulltime endocrinologists


