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SECTION 1: INTRODUCTION 

 
As we know, diabetes prevalence is on the increase and has become a national priority.  The NSW Health Statewide Initiative for 
diabetes management:  Integrating care for people with diabetes, builds on previous work, as NSW Health, Primary Health 
Networks and their partners strive to address this important issue and aim to improve the health outcomes and experiences of 
care for people living with diabetes.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

Source: CHESS Health Solutions 

 
The overarching goal of the statewide initiative is to support a more coordinated approach to diabetes management, to keep 
people well and out of hospital and this journey starts with you in primary care and general practice, with the quintuple aim of 
primary care at the forefront of your planning and implementation. 
 
The Statewide Initiative’s six key focus areas aim to guide coordinated and integrated care at the local level by: 
 

• Partnering with people living with diabetes. 

• Building capability of health professionals in hospital settings, primary care, community, and aged care settings to promote 
best practice. 

• Tailoring strategies for priority communities. 

• Having processes for identifying diabetes, improving referral pathways and escalation of care. 

• Sharing information and data. 

• Identified governance and leadership with a focus on partnerships. 
 
Although it is seen as a predominately affluent region, a significant proportion of the Northern Sydney Primary Health Network 
(NSPHN) population is physically inactive. There are hotspots with higher prevalence rates of obesity, cohorts with higher 
smoking rates, and areas where consumption of the recommended daily intake of fruit and vegetables is low.  There are 
identified areas of disadvantage and vulnerable populations and there is an increasing culturally and linguistically diverse 
population, increasing the health literacy divide.  There is strong evidence too, that within our PHN region, there are significant 
disparities in health outcomes and access to primary health.  These factors have immediate and long-term impacts on the health, 
and well-being of our community.   There is, therefore, great scope for proactive efforts to address this, work towards an 
improved health status for our community, and enhance health service provision to many of our residents.  

 
As indicated in the NSPHN Needs Assessment 2024-2027, the Northern Sydney PHN continues to commit to engage and consult 
with key stakeholders, identify barriers to accessing local health services, and serve the community to its fullest total capacity by 
continually assessing and monitoring the complexities of the region’s public health profile.    

https://www.health.nsw.gov.au/Value/Publications/integrating-care-for-people-with-diabetes.pdf
https://www.health.nsw.gov.au/Value/Publications/integrating-care-for-people-with-diabetes.pdf
https://www.chesshealthsolutions.com/2023/08/01/the-quintuple-aim-what-is-it-and-why-does-it-matter/
https://sydneynorthhealthnetwork.org.au/wp-content/uploads/2025/04/Northern-Sydney-PHN-Needs-Assessment-2024-2027-Website.pdf
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Preventative strategies, along with early identification and optimal management of people with diabetes, can significantly reduce 
the risk of associated complications, consequential human hardships and financial burden, both to individuals and the 
government. 
 
This guide is not intended to replace the numerous excellent existing resources readily available to health care practitioners in 
primary care, the Management of Type 2 Diabetes: A handbook for general practice being just one.  Instead, it is intended as 
supplementary material with practical tips and localised information. 
 
The aim is to encourage and support general practices within Northern Sydney to improve health outcomes for patients by 
streamlining efficient practice processes, and providing sustainable, quality improvement for General Practice. The intention is 
that practices will be able to identify measurable and achievable key indicators within their practice and provide timely, 
individualised and evidence-based optimal care and management for patients with all types of diabetes.  
 
The guide seek to work with a whole of practice approach, whereby the team work collaboratively, using the Model for 
Improvement methodology. This resonates with the philosophy behind the collaborative methodology; of people working 
together to share, learn, apply, and ultimately improve best practice to deliver better patient care. Together we can stimulate 
innovation and improvement in this area. 
 
We hope you find this guide to be a practical resource in supporting you and your team, and we look forward to your 
contribution to future editions of this work. 
 
 
 

SECTION 2: DIABETES BRIEFLY EXPLAINED  

 
Diabetes is a group of disorders and the 10th leading cause of death in Australia (Australian Institute of Health and Welfare, 
2023).   

 

Type 1 (T1D) 

Type 1 diabetes results from ß-cell destruction due to an autoimmune process usually leading to insulin deficiency.  Although this 
is considered a disease of the young, surprisingly most people with T1D are adults and as many as 42% of cases have their onset 
between 30-60 years of age.  In 2021, there were 3,000 people newly diagnosed with type 1 diabetes in Australia, equating to 12 
diagnoses per 100,000 population (Australian Institute of Health and Welfare, 2023). 
 

Type 1.5  

Type 1.5 diabetes, also called Latent autoimmune diabetes of adults (LADA), is characterized with ß-cell antibodies.  It occurs 
more commonly in adulthood as the name suggests.  These patients have a more rapid progression to requiring insulin than 
those with T2D, to control hyperglycaemia. 
 

Type 2 (T2D) 

Type 2 diabetes is the most common form of diabetes in Australia and results from a progressive insulin secretory defect on the 
background of insulin resistance.  Five per cent of adults have a diagnosis of T2D. However, this will likely underestimate of the 
true prevalence (Australian Institute of Health and Welfare, 2023).  T2D is a chronic and progressive medical condition that 
results from two significant metabolic dysfunctions: insulin resistance followed by pancreatic islet cell dysfunction, causing a 
relative insulin deficiency. These occur due to modifiable lifestyle-related risk factors interacting with non-modifiable and genetic 
risk factors.  The relative insulin deficiency leads to chronic hyperglycaemia and multiple carbohydrate, protein, and fat 
metabolism disturbances.  Additionally, almost one in six adults is affected by impaired glucose intolerance (IGT) or impaired 
fasting glucose (IFG) (The Royal Australian College of General Practitioners (RACGP) & Diabetes Australia, 2023) 
 

https://www.racgp.org.au/getattachment/010e971d-81a6-435e-90d0-8bb15eff8f7e/Management-of-type-2-diabetes-A-handbook-for-general-practice-Clinical-summary.pdf.aspx
https://www.ihi.org/resources/how-to-improve
https://www.ihi.org/resources/how-to-improve
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Type 3c  

T3cD develops secondary to pancreatic diseases, involving the exocrine and digestive functions of the pancreas. It also occurs 
following surgical removal of the pancreas. Around 5–10% of cases of diabetes in the Western world are related to pancreatic 
diseases. 

Gestational diabetes (GDM) 

Gestational diabetes is characterised by glucose intolerance of varying severity, which develops or is first recognised during 
pregnancy, usually in the second or third trimester.   More than 1 in 6 women (17.9%) who gave birth in 2020–21 were diagnosed 
with GDM.  This equates to 53,900 women (Australian Institute of Health and Welfare, 2023) and this figure seems to be on the 
rise.      

 

Incidence of Gestational Diabetes, 2011-2012 to 2021-2022 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Source: National Hospital Morbidity Database (http://aihw.gov.au) 

 
GDM is a significant health issue associated with pregnancy which has implications for the immediate and longer-term health of 
both the mother and baby. It usually resolves after the baby is born, but can often recur in later pregnancies and, among other 
adverse outcomes, increases the risk of T2D for the mother and baby in the future.  Women with a history of GDM have 
approximately a seven-fold elevated risk of future development of T2D and require life-long follow-up. 
 
Often, GDM can be managed with lifestyle modifications, including diet, exercise, and careful blood glucose monitoring. If blood 
glucose levels cannot be maintained in the optimum range, medication may be required including oral hypoglycaemic 
medications, insulin therapy, or both. 
 
Note:  A definitive diagnosis of diabetes type cannot be made until after the baby’s birth.  Hence, the initial diagnosis of GDM can 
include women with other forms of diabetes detected for the first time in pregnancy (Nankervis A, 2014). 

 

Monogenic diabetes 

Monogenic diabetes is a collection of single-gene mutation disorders that account for 1% of diabetes cases.  It usually develops 
before the age of 25 and is often non-insulin requiring.  Monogenic diabetes is often misdiagnosed as T1D or T2D. 

 

http://aihw.gov.au/
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SECTION 3: THE IMPACT OF DIABETES ON OUR LOCAL COMMUNITY IN THE 

NORTHERN SYDNEY REGION 

The burden of diabetes in Australia 

Diabetes is a national health priority! The number of people with T2D is growing, most likely the result of rising overweight and 
obesity rates, lifestyle and dietary changes, and an ageing population.  
 

• 280 Australians develop diabetes every day - that’s one person every five minutes! 

• Around 1.8 million Australians have diabetes.  This includes all types of diagnosed diabetes (1.3 million known and 
registered) as well as silent, undiagnosed T2D (up to 500,000 estimated) 

• More than 120,000 Australians have developed diabetes in the past year. 

• For every person diagnosed with diabetes there is usually a family member or carer who also ‘lives with diabetes’ every 
day in a support role. This means that an estimated 2.4 million Australians are affected by diabetes every day. 

• The total annual cost impact of diabetes in Australia estimated at $14.6 billion (Diabetes Australia, n.d.). 
 
Explore more diabetes statistics on the Australian Institute of Health and Welfare website. 
 

 
Prevalence of diabetes from linked NDSS and APEG data, 2000-2021 

 

Source: (Australian Institute of Health and Welfare, 2023) 

 

 

 

 

 

The prevalence of diabetes or high blood glucose has increased over time (2002 to 2019) in NSW for both males and females, 
with the rates for males consistently higher than those for females. Diabetes prevalence increases with age and socioeconomic 
disadvantage and is more prevalent among Aboriginal people compared with non-Aboriginal people in NSW.   
 
Within 20 years, it is predicted that the number of people in Australia with T2D may increase from an estimated 870,000 in 2014, 
to more than 2.5 million. In NSW, 11.1% of adults aged 16 years and over (12.3% of men and 10.3% of women) reported that a 

https://www.aihw.gov.au/reports/diabetes/diabetes/contents/summary
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doctor had told them that they had diabetes or high blood glucose.    
 
These statistics are likely to be underestimated as to the true prevalence of diabetes as rates are based on people who have 
received a formal medical diagnosis of diabetes.   Australian studies have also shown that many people are living with 
undiagnosed type 2 diabetes. In the 1999–2000 AusDiab Study, half of all diabetes was undiagnosed and in the 2011–12 
Australian Bureau of Statistics (ABS) Australian Health Survey, which collected blood glucose data, 20% of participating adults 
aged 18 and over had undiagnosed diabetes before the survey (ABS 2013). 
 
Another factor in the underestimation of the prevalence of type 2 diabetes is that registration with the NDSS is voluntary and is 
estimated to capture only 80–90% of people with diagnosed diabetes. People with T2D are more likely to register only if they 
need to access diabetes consumables to monitor their diabetes at home or require insulin. 

 

Diabetes prevalence in Northern Sydney Primary Health Network 

 
In January 2019 more than 30,000 NSPHN residents, equal to 3.4% of the population, 
were registered with the NDSS. Of these, 82.6% has T2D. Interestingly, although T2D is 
more often associated with older adults, in 2019, there were estimated to be 80 young 
people between the ages of 15 and 24yrs with T2D.  There is also a higher rate of T1D in 
the NSPHN region (12.6%) compared to Australia (9.2%) (NSW Health, 2017).  In 2019, 
there were an estimated 506 young people from the ages of 15-24 with T1D (Australian 
Institute of Health and Welfare, 2023).   
 
See Appendix 1: NSLHD Incidence of Type 1 and Type 2 Diabetes in Young Adults by sector 
of residence. 

 

 
 

Diabetes prevalence in adults by PHN 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: Centre for Epidemiology and Evidence. Health Stats NSW. Sydney: NSW Ministry of Health, n.d. 
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SECTION 4: DIABETES MANAGEMENT IN GENERAL PRACTICE 

 

Prevention & lifestyle management 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Health is not just the absence of disease; it is the state of physical, mental, social, and cultural wellbeing.  The National 
Preventative Health Strategy 2021 – 2030 aims to address the increasing burden of disease, reduce health inequity and increase 
our preparedness for emerging health threats.  The key to this is prevention which requires a long-term approach and a 
systematic change.  We all play a part in achieving this vision, starting at the local level in General Practice.   
 
What are the risk factors for T2D? 
 

• Age – The rate of diabetes increased with age from 10.3% for people aged 55-64 years to 14.9% for people aged 65-74 
years. Almost one in five (19.2%) people over 75 years had diabetes (Australian Bureau of Statistics 2020-2021, 2020-
2021) 

• Family history - The diabetes prevalence for individuals with a family history was more than four times higher than the 
prevalence for individuals without a family history (P < .001) (Annis AM, 2005) 

• Ethnicity - In 2020-21, people born overseas were more likely than those born in Australia to have diabetes (7.0% 
compared to 4.7%) (Australian Bureau of Statistics 2020-2021, 2020-2021)  

• Modifiable lifestyle factors; obesity, physical inactivity, smoking  

• High blood pressure 

• High triglycerides 

• Low HDL-C 

• Women with a history of GDM 

• History of heart disease, stroke, depression, polycystic ovary syndrome, acanthosis nigrans and non-alcoholic fatty liver 
disease. 

• Some medications: corticosteroids, antipsychotics. 
 
Let’s nip it in the bud!  
 
 
 
 
 
 
 
 
 
 
 
 

https://www.health.gov.au/sites/default/files/documents/2021/12/national-preventive-health-strategy-2021-2030_1.pdf
https://www.health.gov.au/sites/default/files/documents/2021/12/national-preventive-health-strategy-2021-2030_1.pdf
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Source: British Society of Lifestyle Medicine 

 

 
Early identification and optimal management of people with T2D can significantly reduce the associated risks of coronary artery 
disease, stroke, kidney failure, limb amputations and vision loss. 
 
The RACGP’s Guidelines for Preventive Activities in General Practice (9th edition) recommend assessing body mass index (BMI), 
waist circumference, diet, and physical activity in ALL adults every two years.   
Three-quarters of people with Impaired Fasting Glucose (IFG) or Impaired Glucose Tolerance (IGT) will develop T2D over their 
lifetime.  People with IFG or IGT whose glucose metabolism returns to normal, either because of interventions or spontaneously, 
have roughly half the risk of developing T2D compared with those who are persistently abnormal.   
 
People should be assessed for diabetes risk every three years from 40 years of age using the Australian Type 2 diabetes risk 
assessment tool (AUSDRISK).  
 
 
 

AUSDRISK 
 
The AUSDRISK tool is a short list of questions assessing both modifiable and non-modifiable risk factors, including age, sex, 
ethnicity, parental history of diabetes, history of high blood glucose levels, use of antihypertensive medications, smoking, 
physical inactivity, and waist circumference measures, which can assess the risk of a person developing type 2 diabetes over the 
next five years.  An AUSDRISK score of ≥12 is considered ‘high risk’ for developing T2D.     

https://www.health.gov.au/sites/default/files/the-australian-type-2-diabetes-risk-assessment-tool-ausdrisk.pdf
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Source: (The Royal Australian College of General Practitioners (RACGP) & Diabetes Australia, 2023) 
 

 
The following people are also considered at high risk, regardless of AUSDRISK score: 
 

• people aged ≥40 years who are overweight or obese.  

• people of any age with IGT or IFG. 

• people with a first-degree relative with diabetes. 

• all people with a history of a cardiovascular event (e.g., acute myocardial infarction, angina, peripheral vascular disease, or 
stroke). 

• people of high-risk ethnicity/background (e.g., Pacific Islands, Indian subcontinent). 

• women with a history of GDM.  

• women with polycystic ovary syndrome (PCOS). 

• people taking antipsychotic medication. 

• Aboriginal and/or Torres Strait Islander people. 
 
See the RACGP Red Book Guidelines for Preventive Activities in General Practice (9th edition) for further information regarding 
identifying patients at risk of developing Type 2 diabetes and what should be done. 
 

 

Your risk of developing T2D increases in correlation with the score (see table 1 below).  If 
your patient scores as ‘high risk’, they should be tested every 3 years with either a FBG or 
HbA1c.  Your practice needs to have an appropriate recall process in place to ensure these 
patients don’t fall through the net.   
 
See Appendix 2 for Screening and diagnosing T2D in asymptomatic people (RACGP). 

 

For detailed information 
as to how to conduct a Diabetes Assessment 
in Medical Director, please click here. 
 

https://www.racgp.org.au/FSDEDEV/media/documents/Clinical%20Resources/Guidelines/Red%20Book/Guidelines-for-preventive-activities-in-general-practice.pdf
https://www.medicaldirector.com/help/topics-clinical/Diabetes_Assessment.htm
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Smoking, Nutrition, Alcohol, Physical Activity (SNAP)  

 
The RACGP Smoking, Nutrition, Alcohol and Physical Activity (SNAP): A population health guide 
to behavioral risk factors in general practice, has been designed to assist GPs and practice 
staff to work with people on the lifestyle risk factors of smoking, nutrition, alcohol and 
physical activity (SNAP).  It adopts the most recent National Health and Medical Research 
Council (NHMRC) levels of evidence and grades of recommendations.  
 
General Practice is a key location to influence SNAP risk factor behaviors in adults.  
Understanding risk factors can help patients identify the lifestyle changes needed to make a 
positive difference.   Assessing a person’s readiness to change and jointly planning and 
encouraging small steps can motivate the patient to make these changes a habit.   

 

SMOKING 

 

 

 
 
 
Cigarette smoking is an independent and modifiable risk factor for T2D.  It increases insulin 
resistance and pre-natal smoking is associated with an increased risk of GDM.   In NSW, 
daily smoking prevalence is higher among people in the most disadvantaged quintile 
(17.7%) compared to those in the least disadvantaged quintile (5%) (2019) (Centre for 
Epidemiology and Evidence. Health Stats NSW. Sydney: NSW Ministry of Health, n.d.)   
Smoking is not only a risk factor for diabetes, but cardiovascular disease, cancer, and many 
other diseases; therefore, all patients who smoke should be offered advice to quit.  Health 
professionals play an essential role in supporting smoking cessation, and there is evidence 
that providing a systematic approach to smoking cessation is associated with higher levels 
of success. 

  
 
AIM: zero per day 
 
What can you do?   
 

• In-practice motivational health coaching. 

• Refer to Quitline, which provides free, accessible multi-session behavioural interventions. 

• Advise participation in online programs e.g. QuitCoach, iCanQuit) and SMS programs (eg QuitTxt). 

• Refer to an emerging group of tobacco treatment specialists coordinated by the Australasian Professional 
Society on Alcohol & other Drugs (APSAD). 

• Upskill and refer to the RACGP Supporting Smoking Cessation: A guide for health professionals. 
 
 

NUTRITION, DIET, OVERWEIGHT AND OBESITY 

 
Diet is a crucial contributor to optimum health throughout every stage of the age spectrum.  Most of the 
disease burden due to poor nutrition in Australia is associated with overeating energy-dense and relatively 
nutrient-poor foods, and eating too few micronutrient-dense foods, including vegetables, fruit and wholegrain 
cereals.  Within the NSPHN region, there is a low proportion of children and adults consuming the 
recommended intake of fruits and vegetables.   
 
In 2019-2020, 8.2% of adults and 5.3% of children had the RDI of vegetables. 
In the same period, 42.7% of adults and 64.8% of children consumed the RDI of fruits (Centre for 

Epidemiology and Evidence. Health Stats NSW. Sydney: NSW Ministry of Health, n.d.)   
 
There is also a high prevalence of overweight and obesity particularly in the Hornsby and Northern Beaches LGAs and at a lower 
geographic level (SA2) within Ryde and Hornsby LGAs.   In NSW, 66% of Aboriginal people were classified as overweight or obese, 
compared to non-Aboriginal people (56.7%) (Centre for Epidemiology and Evidence. Health Stats NSW. Sydney: NSW Ministry of 

https://www.racgp.org.au/getattachment/bb78b780-1c37-498a-8ba3-b24a1a4288d9/Smoking-nutrition-alcohol-physical-activity-SNAP.aspx
https://www.racgp.org.au/getattachment/bb78b780-1c37-498a-8ba3-b24a1a4288d9/Smoking-nutrition-alcohol-physical-activity-SNAP.aspx
https://www.cancer.nsw.gov.au/prevention-and-screening/preventing-cancer/quit-smoking/nsw-quitline
http://www.quitcoach.org.au/
http://www.icanquit.com.au/
http://www.quitcoach.org.au/QuitTextInformation.aspx
http://www.apsad.org.au/
http://www.apsad.org.au/
https://www.racgp.org.au/FSDEDEV/media/documents/Clinical%20Resources/Guidelines/Supporting-smoking-cessation.pdf
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Health, n.d.)  (2020). 
 
Waist circumference has been found to be a strong predictor of the risk of developing type 2 diabetes, especially in Aboriginal 
women. 
 
Understanding the cohorts with the highest need enables the provision of targeted local interventions. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
AIM:  
All people with T2 D will be aware of, and eat according to the Australian dietary guidelines, paying particular attention to the 
quantity and type of food.  Empower healthy eating and refer to a dietitian for further professional guidance. 
 
What can you do? 
 
Advise your patients about healthy eating using the first three principal recommendations featured in the Australian dietary 
guidelines, each of which is considered to be equally important in terms of public health outcomes; 
 

1. To achieve and maintain a healthy weight, be physically active and choose amounts of nutritious food and 
drinks to meet your energy needs.  Children and adolescents should eat sufficient nutritious foods to grow and 
develop normally. They should be physically active daily and their growth should be checked regularly.  Older 
people should eat nutritious foods and keep physically active to help maintain muscle strength and a healthy 
weight. 

2. Enjoy a wide variety of nutritious foods from these five groups every day: 
✓ Plenty of vegetables, including different types and colours, and legumes/beans 
✓ Fruit 
✓ Grain (cereal) foods, mostly wholegrain and/or high cereal fibre varieties, such as breads, cereals, rice, 

pasta, noodles, polenta, couscous, oats, quinoa, and barley 
✓ Lean meats and poultry, fish, eggs, tofu, nuts and seeds, and legumes/beans 
✓ Milk, yoghurt, cheese and/or their alternatives, mostly reduced fat (reduced fat milks are not suitable 

for children under the age of 2 years) 
✓ And drink plenty of water. 

3. Limit intake of foods containing: 

× saturated fat 

× added salt  

× added sugar  

× avoid alcohol. 
 
Individual dietary review is advised for people with difficulty managing weight, difficulty maintaining glucose levels in the target 
range, CVD risk, or if otherwise concerned. 
 
Advise a goal of 5–10% weight loss for people who are overweight or obese with T2D.  For people with BMI >35 kg/m2 and 
comorbidities, or BMI >40 kg/m2, consider facilitating more significant weight-loss measures (The Royal Australian College of 

https://www.eatforhealth.gov.au/sites/default/files/2022-09/n55_australian_dietary_guidelines.pdf
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General Practitioners (RACGP) & Diabetes Australia, 2023). 
 
Refer patients to the Australian Guide for Healthy Eating below. 
 
 

To measure waist circumference: Place a tape measure just above the belly button, 
halfway between the bottom of the ribs and the top of the hips.  Ask the patient to 
turn around.  Make sure the measure is pulled firmly but isn’t digging into the skin.  
The measurement is taken at the end of normal expiration. 

≥94 cm in males and ≥80 cm in females conveys increased risk 

≥102 cm in males and ≥88 cm in females conveys high risk. 

 

 
 

 
Note: A helpful resource Guide to Food: The Traffic Light guide to Food is a 
useful carbohydrate counting resource. 
 

 

https://trafficlightguide.com.au/site/index.php
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ALCOHOL 
 

There is a broad cultural acceptance of alcohol in the Australian population, and in our region, there 
is a higher rate of risky drinking in the Northern Beaches LGA.  In 2019-2020, NSPHN’s rate of 
alcohol-attributable hospitalisations was 741 per 100,000 compared to 503 per 100,000 for NSW 
(Sydney North Health Network, 2019-2022). 
 
People with diabetes should be particularly cautious when it comes to drinking alcohol because 
alcohol can make some of the complications of diabetes worse.   Alcohol can impact liver function, 
affect blood glucose regulation, and can interact with some medications.  Combining alcohol with 

some glucose-lowering medications can lead to a medical emergency of severe hypoglycaemia. Alcohol can cause havoc, 
especially with young people with T1D, and these people should have a good understanding of how alcohol affects them 
individually and be aware that the glucose-lowering effect of alcohol can last for up to 12 hours afterwards.  
 
Young people with T1D, those who are more likely to engage in risky behaviours in particular, should be advised to check their 
blood glucose levels regularly after consuming alcohol to make sure it is in the safe zone. Food slows down the rate at which 
alcohol is absorbed into the bloodstream so eating a meal or snacks containing carbohydrates is advised if alcohol is going to be 
consumed.   Extra snacks may be required to keep glucose levels up.   Some behaviours may be mistaken for intoxication rather 
than hypoglycaemia, so alerting others or friends that they are with is advisable.  Wearing a medic alert bracelet (or something 
similar) is recommended, and this cohort of young people, in particular, should also be reminded to always carry their glycogen 
pen with them. 
 
AIM: Advise <2 standard drinks (20g of alcohol) per day for men and women 
For women who are pregnant, planning a pregnancy or breastfeeding, not drinking alcohol is the safest option. 

 
What can you do? 
Start the conversation about alcohol consumption! 
Assess a patient’s average alcohol intake using the DrinkWise standard drinks calculator 
Be non-judgmental, realistic and informative. 
 
 
PHYSICAL ACTIVITY 
 

Many adults in the NSPHN region are not undertaking adequate physical activity.   
In 2020, 31.9% of the NSPHN population 16 years and over did not undertake adequate physical 
activity.  This increases to 49.3% for Aboriginal and Torres Strait Islander people.  Whilst the 
proportion in NSPHN has decreased over the past ten years from 41.1% in 2010 to 31.9% in 2020, a 
significant proportion continues to be below the threshold for adequate physical activity (Sydney 
North Health Network, 2019-2022).    
 
It seems there is reduced physical activity and increased sedentary behaviours compared to pre-
COVID-19 pandemic levels.  We know physical activity is a significant risk modifying factor in 
preventing or reducing overweight, obesity, and chronic disease.  There is evidence of increased 

reliance on screen-based technologies, and with this comes the associated negative impact on physical activity.   
 
Adequate physical activity for persons aged 18 to 64 years is defined as undertaking moderate intensity exercise for at least 150 
minutes per week over five separate occasions (Centre for Epidemiology and Evidence. Health Stats NSW. Sydney: NSW Ministry 
of Health, n.d.) 
 
 
 

https://drinkwise.org.au/standard-drinks-calculator/
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AIM: Children and adolescents should participate in at least 60 minutes/day of moderate-to-vigorous physical activity, plus 
muscle- and bone-strengthening activities at least three days/week.   Adults should do 150 minutes of aerobic activity, plus 2–3 
sessions of resistance exercise (to a total ≥60 minutes) per week (The Royal Australian College of General Practitioners (RACGP) 
& Diabetes Australia, 2023).  
 
So, what can we do? As a region?  As a practice?  As an individual? 
 
Continued engagement and collaboration with the community to deliver targeted interventions.  This includes collaborating with 
local councils, community groups and other service providers to identify opportunities to collaborate and build partnerships on 
new and existing programs.  These could address lifestyle risk factors across vulnerable population groups including culturally 
appropriate interventions for Aboriginal and CALD populations and more family-based interventions that facilitate participation 
from both parents and children to target physical and mental well-being.   
 
Increase and continue training for GPs and Practice nurses to equip them with the skills to deliver evidence-based lifestyle 
education to consumers. 
 
Increase the number of Health Assessments and GP Chronic Condition Management Plans in General Practice, including 
improving the uptake of the 715 Aboriginal Health Check. 
 
Refer to the numerous government exercise programs, available, and find out what is available around the corner or near your 
practice (see Health Promotion Referral Services below). 
 
Refer to an exercise physiologist. 
 
Please refer to the RACGP’s Smoking, nutrition, alcohol, physical activity (SNAP) guide for more information. 
 

Habit formation for exercise adherence 
 
 
 
 
 
 
 
 
 
 

https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/snap
https://www.diabetesqualified.com.au/habit-formation-for-exercise-adherence/?utm_campaign=20210504%20DNSW%20Diabetes%20Qualified%20Link%20Newsletter&utm_medium=email&_hsmi=270581175&_hsenc=p2ANqtz--kY9Uin0sMp5zIy6XLluAcM7TX5BHl47_Vtl77JeMHk8cvNeRyv8CI4RbU2zVaeVSC0JFc75-IdFWJS7j_CB52y8Kxng&utm_content=270581175&utm_source=hs_email
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Examples of some health promotion initiatives across the age spectrum 
 
 

 

 

Live Life Well @ School is a collaborative initiative between the NSW Ministry of Health 
and the school sectors in NSW. Live Life Well @ School is supported in NSW primary 
schools to promote healthy eating and physical activity to students. It also assists schools 
in developing whole-school strategies that support physical activity and healthy eating, 
improve the teaching of nutrition and physical education through a focus on PDHPE 
programs and fosters community partnerships that promote and support whole-school 
strategies.  

 

 

Go4Fun is a free program for NSW children aged 7 to 13 who are above a healthy 
weight, as well as their families. Run by trained health and community professionals, 
it’s a fun way to build self-esteem and learn about eating well, staying active and 
living a healthy life.  

 

 

Get Healthy® is a free program to help people over the age of 16 who live in NSW reach their 
health goals. It is done at home, at a time that suits them. The program includes six or more 
regular confidential coaching calls with a university-qualified health coach. 
A customised plan is created to help patients develop healthy habits such as eating healthily, 
getting active, reducing alcohol, reaching and maintaining a healthy weight and gaining a 
healthy weight during pregnancy.   
 

 

 

Get Healthy in Pregnancy looks after health and well-being during pregnancy and can help 
women give their babies the best start in life.  This is a free service for all pregnant women 
in NSW, offering professional phone and online-based health coaching to develop 
motivation and tools to help women stay health on the journey from pregnancy to birth 
and beyond. 

 

 

Beat It is an 8-week fitness program that involves moderate- intensity aerobic, strength and 
balance-based exercises and education sessions on healthy living.  It is aimed at people 
living with, or at risk of, diabetes or other chronic lifestyle conditions who want to increase 
their physical activity levels.  The Beat It program tailors individual exercises to specific 
needs in a friendly and supportive environment. 

 

Munch & Move is a NSW Health initiative that supports the healthy development of 
children birth to 5 years, promoting physical activity, healthy eating and reduced small 
screen time. It offers training and resources to NSW early childhood education and care 
services educators.  

 

 

Crunch&Sip® is a set time in primary schools for students to ‘refuel’ on vegetables, salad 
and fruit and ‘rehydrate’ with water. Students who are not hungry and are well-hydrated 
perform better in the classroom, show increased concentration, and are less likely to be 
irritable/disruptive.  

https://www.health.nsw.gov.au/heal/schools/Pages/llw-at-school.aspx
https://go4fun.com.au/
https://www.gethealthynsw.com.au/
https://www.gethealthynsw.com.au/healthier-you/eat-healthy/
https://www.gethealthynsw.com.au/program/get-healthy-in-pregnancy/
https://digital.diabetesaustralia.com.au/beat-it
https://healthykids.nsw.gov.au/
https://www.crunchandsip.com.au/
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Healthy and Active for Life Online is a FREE 10-week healthy lifestyle program for adults 
aged 60 years and over (Aboriginal people aged 45+). The program will help you learn how 
to make small, sustainable changes in your lifestyle to improve your health.  It covers many 
topics including healthy eating and physical activity.  Basic exercises are included and are 
suitable for beginners with no prior knowledge or exercise experience required. 

 

 Stepping On is a free, 7-week falls prevention program for adults aged 65 years and over and 
Aboriginal adults aged 45 years and over, aiming to maintain patient independence. Stepping 
On includes gentle group exercises to improve balance and educational talks from experts. 
 

 
 

PCCS provides practical support to health and wellbeing through innovative health and 
wellbeing services. As Australia’s leader in Social Prescribing, programs are developed with the 
client, carers, family and friends, optimising health, and well-being.  PCCS has a strong focus on 
community development and capacity building, effective for helping those living with long term 
injuries, chronic health conditions and serious mental ill health to practically manage their lives, 
giving them supports to bring together all their health needs.  
 

 

 

The Healthy Weight for Life™ Type 2 Diabetes program aims to improve overall diabetes 
management (e.g. blood glucose control, weight, blood pressure, cholesterol) and quality 
of life.  There is no cost for eligible members of participating health funds.  The in-home 
program is suitable for individuals with a body mass index (BMI) ≥ 28 who have type 2 
diabetes.   

 
In addition to the government initiatives and services, there is an abundance of locally run programs, services and other lifestyle 
classes, private facilities and services, some of which are also covered by Medicare with a referral.  For more health promotion 
initiatives and referral services across NSPHN, please see this link. 
 
It is important to discover what is available in the locality of your general practice to facilitate easy referrals, and easy access for 
your patients, and to foster engagement and connection in the local community, which has many other benefits too. It’s a matter 
of finding out what there is local to your Practice.  

 

 
Please remember!  Community transport providers have joined forces with SNHN to provide free community transport so 

patients can access local health and wellbeing programs and care services.  Community transport will organise return transport 
from home to eligible primary health programs and appointments.  Call 1800 035 262 for more information. 

 
 
 
 
 
 
 
 
 
 

 
 
 
 

https://www.activeandhealthy.nsw.gov.au/active-living/healthy-ageing-online-learning/
https://www.steppingon.com/
https://www.pccs.org.au/nsw/
https://healthyweightforlife.com.au/
https://www.nslhd.health.nsw.gov.au/HealthPromotion/Pages/default.aspx
https://www.cto.org.au/cto-projects/earlyintervention/
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Slowing the progression of diabetes 

 
Pre-diabetes has no signs or symptoms to the individual, so your preventative health checks are necessary.  A person will benefit 
from a sensitive conversation about their pre-diabetes and advice aiming to prevent the development of T2D.  Referral to 
resources such as this ‘Understanding pre-diabetes’ factsheet from Diabetes Australia can be helpful. 

 

Optimising diabetes management  

 
Once there is a formal diagnosis of diabetes, optimal evidence-based care and advice must be given to slow progression of the 
disease and avoid complications.  To optimise patient health outcomes, provision of care should be person-centered and 
individualised, which elicits personal preferences and beliefs, uses person-centered language, and reduces any potential barriers 
to care.  The model of care should be team-based - a partnership between the person and all the health care providers involved 
in managing their diabetes.   A shared decision-making, collaborative process ensures that the patients’ values, preferences and 
circumstances are considered.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://www.ndss.com.au/wp-content/uploads/fact-sheets/fact-sheet-understanding-pre-diabetes.pdf
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Minimum requirements for optimal diabetes management 

 Three 
monthly 

Six monthly Annually Every two 
years 

Measure weight, height, body mass index (BMI) & 
waist circumference (cm) 

 

    

Measure blood pressure     

Assess feet for complications. 

Stratify the risk of developing foot complications. 

Sensation & Circulation 

Skin condition 

Pressure areas 

Interdigital problems 

Abnormal bone architecture 

    

Review and discuss diet & physical activity.     

Review smoking status     

Review medications     

Measure HbA1c     

Review and discuss complication prevention; 

Eyes (acuity & retinopathy) 

Feet  

Kidneys 

Cardiovascular disease (CVD) 

   

 

 

 

 

 

 

Measure; 

Total cholesterol,  

Triglycerides 

High-density lipoprotein (HDL) cholesterol 

    

Heart check & ECG     

Assess for microalbuminuria     

Comprehensive eye examination (more frequently 
for those at high risk) 

    

Review sexual function     
Assessment of diabetes distress; PHQ-2 / PAID / DDS     
Dental review     
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Blood glucose monitoring 

 

 

 

 

 

 

 

 

 

 

 
Self-monitoring blood glucose (SMBG) is recommended for patients with any people with diabetes who are using insulin.  
Education should be provided regarding frequency, timing and technique.  An individualised approach should be taken for people 
not on insulin, depending on the type of glucose-lowering medications, level of glycaemic control, and risk of hypoglycaemia.  Or 
it could be a temporary opportunity to seek tighter controls. 
 
An aim of 4–7 mmol/L fasting and 5–10 mmol/L postprandial SMBG is recommended for patients with T2D who are using insulin.  
 
SMBG is recommended in pregnancy complicated by diabetes or in women with gestational diabetes.  
It is also recommended for people with hyperglycaemia arising from intercurrent illness and it may also be helpful in 
haemoglobinopathies or other conditions where HbA1c measurements may be unreliable (The Royal Australian College of 
General Practitioners (RACGP) & Diabetes Australia, 2023).  
 
There are many different types of blood glucose monitors, with varying features, including for those people with poor eyesight.  
Advancements in technology mean that other methods of monitoring blood glucose levels, including glucose monitoring systems 
like the Freestyle Libre 2 sensors, are now available. 

   
What is HbA1c? 
 
Glycated haemoglobin, haemoglobin A1c or HbA1c, is the primary biomarker used to assess long-term glucose control in people 
with diabetes. Haemoglobin is a protein in red blood cells that can bind with glucose to form HbA1c. It is directly related to blood 
glucose levels and strongly related to the development of long-term diabetes complications. Because red blood cells can live for 
up to 120 days, HbA1c indicates blood glucose over a few months. 
 
HbA1c was endorsed for the diagnosis of diabetes in 2010 by the Australian Medical Association. Diagnosis is confirmed using 
HbA1c levels ≥48 mmol/L or ≥6.5%. HbA1c targets for people living with diabetes depend on the type of diabetes, life 
expectancy, risk of hypoglycaemia and other comorbidities (Australian Institute of Health and Welfare, 2023).  
 
The aim for T2D is generally ≤ 7% (53mmols/mol), but as mentioned before, it must always be individualised. 
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Source: The RACGP - Management of type 2 diabetes: a handbook for general practice 
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Immunisation in diabetes     

 
 All patients with diabetes 

should be protected from: 

 
✓ Influenza 
✓ Diphtheria 
✓ Tetanus 
✓ Pertussis 
✓ Pneumococcus 
✓ Herpes Zoster 
✓ Hepatitis B 
✓ Covid-19 

 

Don’t forget travel 
Immunisations! 

 

 
 

Consult the Australian 
Immunisation Handbook 

for specific recommendations 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://immunisationhandbook.health.gov.au/
https://immunisationhandbook.health.gov.au/
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Coding diagnoses  

It is important to properly code a diagnosis of diabetes so that the data from the Clinical Information System captured by Primary 
Sense is accurate.  Data out is only as good as data in! The following two screenshots from Best Practice demonstrate how to 
code a diagnosis and a reason for the visit. 
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All Clinical Information Systems work similarly.  The following two screenshots demonstrate how to update uncoded Past Medical 
History items in Medical Director. 
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More about coding and its importance in quality improvement, your practice demographics, or diabetes profiles and how it 
impacts diabetes management are discussed in the Quality Improvement section of this guide. 
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Home Medicines Review 

A Domiciliary Medication Management Review (DMMR), otherwise known as a Home Medicines Review – 
MBS Item no. 900 - is intended to maximise individual benefit from a person’s medication regimen and 
prevent medication-related problems, through a team approach involving the person’s GP and preferred 
community pharmacy or accredited pharmacist.   DMMRs are targeted at people who are: 
 

• Currently taking five or more regular medications. 

• Taking more than 12 doses/day. 

• Have had significant changes made to their medication regimen in the last three months. 

• Taking medication with a narrow therapeutic index or medications requiring therapeutic monitoring. 

• Experiencing symptoms suggestive of an adverse drug reaction. 

• Displaying sub-optimal response to treatment with medicines. 

• Suspected of non-compliance or inability to manage medication-related therapeutic devices. 

• Having difficulty managing their medicines because of literacy or language difficulties, dexterity problems or impaired 
sight, confusion/dementia or other cognitive difficulties. 

• Attending several different doctors, both general practitioners and specialists; and/or 

• Recently discharged from a facility/hospital (in the last four weeks). 
 
Individuals are eligible if they are living in the community, are Medicare and/or Department of Veterans’ Affairs (DVA) 
cardholders or a person who is eligible for a Medicare card, are subject to a chronic condition and/or complex medication 
regimen and are failing to respond to treatment in the expected manner. 
 
Currently, Home Medication Reviews are underutilised. It can be claimed once in 12 months.  See this link for further 
information.   

 

Billing for diabetes care 

There are several MBS billing Item Numbers that may be considered when providing care for patients with diabetes (Appendix 3). 
 
GPs are encouraged to identify and test those at risk of diabetes, provide earlier diagnosis and effective management of people 
with established diabetes and complete an individualised care plan.  Although the MBS item numbers specifically for the Diabetes 
Annual Cycle of Care have been removed, the elements that comprise the diabetes cycle of care including six monthly blood 
pressure, BMI, foot examination and a review of diet and exercise, are still clinically relevant.  They are also included in the PIP QI 
incentives.  

 
Option 1 – Time-based consultations 
 
GPs can claim MBS item numbers 23,36 or 44 according to the time they spent with the person.  Practice nurse time cannot be 
claimed, although the MBS nurse item no. 10997 can be used if the service provided to a person with a chronic condition by a 
practice nurse or an Aboriginal and Torres Strait Islander health practitioner if: 
 
(a) the service is provided on behalf of and under the supervision of a medical practitioner; and 
(b) the person is not an admitted patient of a hospital - and 
(c) the person has a GP Chronic Condition Management Plan, - and 
(d) the service is consistent with the GP Chronic Condition Management Plan. 
 
The Practice Nurse 10997 can be claimed to a maximum of 5 services per patient in a calendar year. 

 
Option 2 - Time-based Health Assessments - 701,703,705,707 
If the follow-up service for an Indigenous person who has received a health assessment has been provided by the Practice Nurse 
and is consistent with the needs identified, the Practice Nurse item number 10987 can also be claimed, to a maximum of 10 
services per patient in a calendar year. 

 
Option 3 – GP Chronic Condition Management Plans - 965 
Review of GP Chronic Condition Management Plan - 967 

https://www9.health.gov.au/mbs/fullDisplay.cfm?type=item&q=900&qt=item#:~:text=A%20Domiciliary%20Medication%20Management%20Review%20(DMMR)%20(Item%20900),and%20preferred%20community%20pharmacy%20or
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Option 4 – Multidisciplinary Case Conferencing (time-based) – 735, 739, 743, 747, 750, 758.  The case conference for the Close 
to Home program can be claimed using item no 739 or 743. 
 
In addition to individual services, people who have type 2 diabetes may also access Medicare rebates under items 81100, 81105, 
81110, 81115, 81120, 81125, 93284, 93285 and 93286 for group allied health services (and assessments for these services).  See 
this link to MBSonline.  Item No 10951 relates to Diabetes Education Service.  
 
Point-of-care HbA1c testing for persons with diagnosed diabetes (MBS Online ) can be claimed not more than 3 times per 12 
months per patient. 
 
AskMBS is an email advice service that primarily assists health professionals, practice managers and others to understand, 
interpret and comply with MBS billing requirements.  It provides explanatory notes and associated legislation to assist them in 
billing Medicare correctly.   
 
If you have a query relating exclusively to the interpretation of the Schedule, you can email at askmbs@health.gov.au.  
 
See Australian Primary Health Care Nurses Association reference: MBS items for use in Nurse Clinics. 
 

 

HealthPathways 

 
HealthPathways has been designed and written for use during a primary care consultation.  Each pathway provides clear and 
concise guidance for assessing and managing a person with a particular symptom or condition in primary care. Pathways also 
include information about making requests or referrals to services in the local health system.  The content of the pathways has 
been developed by general practitioners, hospital clinicians, and a wide range of other health professionals, providing evidence-
informed, local management and services.  It aims to preserve clinical autonomy and individual choice. HealthPathways serves to 
reduce unwarranted variation and accelerate evidence into practice.  Put simply, this is your go-to local encyclopedia at your 
fingertips in a patient consultation!  There is a generic login and password to make it easy: 

 

Sydney North Health Pathways 
Username: healthpathways 
Password: gateway 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://www9.health.gov.au/mbs/fullDisplay.cfm?type=item&q=10951&qt=item
http://www.mbsonline.gov.au/internet/mbsonline/publishing.nsf/Content/Factsheet-HbA1c-Diabetes-2
http://www.mbsonline.gov.au/internet/mbsonline/publishing.nsf/Content/MBS-interpretation
mailto:askmbs@health.gov.au
https://www.apna.asn.au/files/DAM/8.%20Nursing%20Tools/NurseClinic/2022-Nurse-Clinic-MBS-Items-July2022.pdf
https://sydneynorth.communityhealthpathways.org/
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Urgent Diabetes Review 

GP Diabetes Hotline 

 

Local services & referral pathways 

 

Eye Care 

 
KeepSight is a new national diabetes eye screening program. It is a once-in-a-generation 
opportunity to prevent diabetes-related blindness by detecting problems early when they 
are treatable. 
Australia has world-class optometrists and ophthalmologists, but many Australians with 
diabetes lose their sight because they don't realise early enough that diabetes is affecting 

their eyes.  KeepSight will change that by making it easier for people to schedule regular diabetes eye checks. 

 

Foot Care 

 
Foot Forward is an NDSS complications prevention program funded by the Australian 
Government and delivered in partnership with Diabetes Australia and the Australian 
Diabetes Society. Foot Forward offers a range of information and educational resources 
to support health professionals in providing appropriate foot care for people with 

diabetes.  The program promotes the timely identification of foot disease risk factors by healthcare professionals and targeted 
preventative foot care intervention and management strategies to reduce the risk of diabetes-related foot disease. 

 

 

High Risk Foot Service (HRFS) 
HRFS uses a multi-disciplinary team approach to patients with complex lower limb pathologies.  The main aim of the HRFS is to 
prevent further lower limb ulceration, infection, hospital admissions and lower extremity amputations. Podiatrists with advanced 
knowledge provide high-level lower limb wound care, including complex leg and foot ulcerations, cellulitis, osteomyelitis, and 
pressure injuries.  Podiatrists perform lower limb vascular assessment and ulceration management, oedema management and 
are experienced in pulsed jet lavage and ultrasonic and larval wound debridement therapy. 
 
Please click these links for further information regarding local HRFS: 
 

• Royal North Shore Hospital High Risk Foot and Podiatry Service 

• Hornsby Hospital Podiatry and High-Risk Foot Service 

 

 

https://sydneynorth.communityhealthpathways.org/70263.htm
https://www.footforward.org.au/
https://www.nslhd.health.nsw.gov.au/Services/Pages/Podiatry-RNS.aspx
https://www.nslhd.health.nsw.gov.au/Services/Pages/PodiatryandHighRiskFootService.aspx
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Insulin initiation and stabilisation 
 
The Close to Home Program is designed to optimise diabetes treatment and care specifically for people with T2D. This is achieved 
through collaborative case conferences involving the individual, GP, Endocrinologist and Credentialled Diabetes Educator.  
It is hoped that similar programs will be rolled out across the Northern Sydney region in the future. 
    

 

 
 

Kidney health 

 

 

 

 

 

 

 

 
Diabetes is a significant risk factor for chronic kidney disease (CKD), with up to 40% of CKD being caused by diabetes.  Diabetes 
also worsens the outcomes in all stages of CKD including cardiovascular outcomes, dialysis survival, and post-transplant survival.  
Early detection therefore, is key.  Optimal blood glucose control can significantly reduce the risk of developing microalbuminuria, 
macroalbuminuria and/or overt nephropathy in people with T1D or T2D (Kidney Health Australia's Primary Care Education 
Advisory Committee (PEAK), 2020).  More detailed information can be found in the CKD Management in Primary Care Handbook 
2020.  
 

https://aus01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fsydneynorth.communityhealthpathways.org%2F70269.htm&data=05%7C02%7Cslange%40snhn.org.au%7Cedb87649886f4beea01a08dc9a71c75b%7Ca707159868af4cfa856b358a3dae3a99%7C0%7C0%7C638555060701667148%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=9DnDorabYK5YhFG7BwUtZoS1Xc4xAmh78UiUBl6Arlo%3D&reserved=0
https://kidney.org.au/uploads/resources/CKD-Management-in-Primary-Care_handbook_2020.1.pdf
https://kidney.org.au/uploads/resources/CKD-Management-in-Primary-Care_handbook_2020.1.pdf
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National Diabetes Services Scheme  
 
 

The NDSS is an Australian Government initiative, administered by Diabetes Australia.  It 
provides universal access for all Australians with diabetes to subsidised diabetes 
products, and information, education, and support services. Through the NDSS, people 
with diabetes can receive free telephone support via the National Helpline at 1800 637 
700, along with a range of diabetes information and educational resources and 
programs targeted for type 1, type 2 and gestational diabetes. 
 
All people with diabetes in your Practice should be registered with NDSS.  Click here           

for the NDSS Registration Form.  
 
My NDSS is an online portal where people can view & update their details, book education events and get a digital copy of their 
NDSS card.  
 
In addition to patient resources, the NDSS maintains a register of people with diabetes, which is mapped by prevalence and can 
be filtered by region.   In the Northern Sydney region 3.4% (35,700 / 1,056,305) of the population were registered with the NDSS 
(National Diabetes Services Scheme, 2023).  This information can identify areas with the greatest need so appropriate funding 
and infrastructure can be embedded. 

 

 

The Australian Diabetes Educators Association (ADEA) 
 

ADEA is the national body for diabetes education, management, and care in Australia.   
They are committed to providing evidence-based care - and advocating for equitable 
access.  They provide education to all people living with, at risk of or affected by 
diabetes, and health professionals too.  See Appendix 4 for an example of their 
Diabetes Care Pathway for T2D. 

 

 

 

Safe disposal of sharps 
 

Sharps include syringes, pen needles, continuous glucose monitors, lancets and needles.  
For the community’s health and safety, it is crucial to keep sharps out of our waste and 
recycling systems. Most garbage or recycling facilities have people sorting garbage by 
hand. Safe disposal of sharps reduces the risk of harm to others and the environment.  
People should be advised on how to safely dispose of sharps.  Diabetes Australia has 
many good resources regarding sharps disposal.  Click this link for more information. 

 

 

 

 

 

 

 

 

 

 

https://www.ndss.com.au/
https://www.ndss.com.au/wp-content/uploads/forms/form-ndss-registration-form.pdf
https://map.ndss.com.au/#!/
https://www.diabetesaustralia.com.au/resources/safe-sharps/?utm_campaign=20210504%20DNSW%20Diabetes%20Qualified%20Link%20Newsletter&utm_medium=email&_hsmi=266882346&_hsenc=p2ANqtz-_W-5Roa3Jy9M3rqlgwS55DTOtIHpl1zUQhzBCgVSi64vePlp4lOeFGyp2C3nsec0EQn0l04OUdPp1X_vSGms-Hsmy38Q&utm_content=266882346&utm_source=hs_email
https://www.diabetesaustralia.com.au/resources/safe-sharps/
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SECTION 5: QUALITY IMPROVEMENT 

 

What is quality improvement? 

 
The RACGP 5th Edition Standards for General Practice describes quality improvement as an activity undertaken within a general 
practice where the primary purpose is to monitor, evaluate or improve the quality of health care the practice delivers. The 
Standards encourage quality improvement so that you can identify opportunities to make changes that will improve patient 
safety and care. 
 
Quality improvement consists of systematic and continuous actions that lead to measurable improvement in healthcare services 
and the health status of targeted patient groups. 
 
 

Why do diabetes quality improvement? 
 

• Improve patient safety and care. 

• Be remunerated (via PIP QI). 

• Satisfy accreditation requirements. 
 

 
Engaging in quality improvement activities allows the practices’ GPs and other staff members to collaborate as a team to consider 
quality improvement, formalise, document, be remunerated (via PIP QI) and satisfy accreditation requirements.   
 
There are 10 Practice Incentives Program Quality Improvement Incentives (PIP QI Payments), three of which directly relate to 
diabetes and are highlighted in the list below.  The Improvement measures are not designed to assess individual general practice 
or general practitioner performance; however, they do support a regional and national understanding of chronic condition 
management in areas of high need, and future iterations will respond to emerging evidence on areas of high need.   
 
The Improvement Measures are: 
 
1. Proportion of patients with diabetes with a current HbA1c result 
2. Proportion of patients with a smoking status 
3. Proportion of patients with a weight classification 
4. Proportion of patients aged 65 and over who were immunised against influenza 
5. Proportion of patients with diabetes who were immunised against influenza 
6. Proportion of patients with COPD who were immunised against influenza 
7. Proportion of patients with an alcohol consumption status 
8. Proportion of patients with the necessary risk factors assessed to enable CVD assessment 
9. Proportion of female patients with an up-to-date cervical screening 
10. Proportion of patients with diabetes with a blood pressure result. 
 
Source: The Department of Health and Aged Care, 2021 
 
Participating in quality improvement also provides an opportunity to ‘data cleanse’, to ensure that there is precise 
documentation in the clinical information system, including patient contact and demographic information and medical and family 
history.  It encourages clinicians to code diagnoses properly.  After all, data out is only as good as data in! 
 
Quality improvement can relate to many areas of practice and achieving improvements will require the collaborative effort of the 
practice team.  All staff will most likely be impacted: reception staff for booking in patients who have been recalled, GPs and PNs 
who manage or monitor clinical direction and examine their practice data, and the Practice Manager, who should be engaged in 
data management, not only for improved clinical outcomes but in response to the requirements for PIP payments.  It is an 
opportunity to fully understand your practice data and patient demographics - and identify priority areas and areas of interest.  
Improvements might be administrative, clinical, or workforce, all facilitating more efficient and effective management and 
resulting in improved patient outcomes.   

https://www1.health.gov.au/internet/main/publishing.nsf/Content/46506AF50A4824B6CA25848600113FFF/$File/Practice-Incentives-Program-Quality-Improvement-Incentive-Guidelines.pdf
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What is the process of QI? 

 
The quality improvement process is divided into two manageable steps: 
 
THE ‘THINKING’ PART - This process allows ideas to be broken down into manageable sections that can be tested and examined 
to determine whether progress has been achieved before implementing changes on a larger scale. 
 
THE ‘DOING’ PART - made up of rapid, small, ‘Plan, Do, Study, Act’ (PDSA) cycles to test and implement change in real work 
settings. 
 
All goals need to be SMART goals –  
 

 
 
Goals should be bold but realistic, with specific intentions and a defined timeframe.  
 

Measurement is essential for quality improvement as it provides feedback on your improvement efforts. For this reason, it is 
necessary to obtain data at baseline (how the process or system is performing before a change is tested) and then at regular 
intervals, to determine if the change is leading to an improvement.  Measurement is a powerful tool for change, however, for it 
to be useful, everyone needs to know what you are measuring, how, when, and who is responsible for collecting the data.   The 
purpose of measurement is for learning, not for judgment. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Note:  Not every change is an improvement, but by making small changes you can test the change on a small scale and learn 
about the risks and benefits before implementing change more widely. Several PDSA cycles may be required to achieve 
your improvement goal. 
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The Model for Improvement Diagram 
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Getting started with diabetes QI 

 
SNHN has a strong commitment to quality improvement in primary care.  Using a data extraction tool allows a practice to analyse 
its data.  It enables the building and maintenance of disease registers, ensures you are meeting RACGP accreditation standards, 
facilitates data cleansing in practice software and participates in PIP QI. Clean data also facilitates the quality of information being 
shared with My Health Record. 
 
Practice staff will better understand the demographics and risk stratification of the patients attending the 
practice.  Understanding the practice patient population is essential to improving patient care and outcomes and maximising 
practice return on investment by ensuring MBS item numbers are claimed correctly for the care provided. 
 
 

Using Primary Sense for QI 

 
 
 
 
 
 
 
 
Primary Sense is a Primary Health Network (PHN) population health management, clinical decision support and data extraction 
tool.  Designed by GPs, data experts and researchers, Primary Sense extracts de-identified general practice data and uses 
evidence-based algorithms to provide GPs with real-time medication alerts and patient care prompts. It also offers general 
practices and Primary Health Networks (PHNs) with on-demand reporting to help with population health management). 
 
There are 5 Primary Sense reports specifically for diabetes.    Just click the ‘key word filter’ button ‘diabetes’, and they will be 
shown.  From there, double-click to view each report separately.   
 
There are other reports also relevant to diabetes.  Have fun looking through the different reports and finding out what 
information you can gain from them.   
 
Examples of Quality Improvement Initiatives (CQI) can be found in the CQI section of Primary Sense under ‘Examples.  Your 
practice can personalise the example to your specific practice needs.  Alternatively, there are blank templates for your use.   All 
QI work should be documented and can be used for future comparisons.   
 
So, let’s dive in! 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://sydneynorthhealthnetwork.org.au/programs/digital-health/my-health-record/
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The 5 reports that include diabetes information can either be searched for via the ‘keyword filter’: 
 

 
OR 

 
Via the report named ‘Diabetes Mellitus’ in the Patient Lists Reports: 

 
 

 

 
 



 

39 
 

J. Hughes, May 2024, V2 updated June 2025 

 

In the Diabetes report there are 3 tables. Information about what is included in each table can be found by clicking the blue 
rectangular box ‘Information about this table’: 
 
 
 
TABLE 1: 

 
 
 
 
 
 
TABLE 2: 
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TABLE 3: 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The CQI section in Primary Sense provides a blank template for you to write a unique quality improvement initiative for your 
practice.  Alternatively, many examples can be adapted for your practice and initiative, such as the following.  
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One other feature of Primary Sense is that once you have extracted a report, it automatically saves it into a Primary Sense 
Reports folder in your documents.  This is useful for comparison with future reports: 
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Best Practice searching capability for QI 

You can access supplied database queries from C:\Program Files\Best Practice Software\BPS\Supplied Queries. 

To use any of the four categories of supplied queries (clinical, demographic, management or visit): 

1. Select Utilities > Search from the Main menu to view the Database Search screen. 

2. Click Load query. A file explorer will open. 

3. Browse to the SQL query file you want to load and click Open. The query will be loaded into the SQL query box. 

4. Click Run Query. 

 

Examples of Best Practice Queries for diabetes: 

 

• Patients 65+ year olds with Diabetes review preventative health item not excluded 

• Patients aged between 40 and 50 with an appointment today and haven't had a Diabetes Risk Assessment performed 

• Patients over 18 and under 65 with asthma and diabetes who attended last year 

• Patients who are getting the Diabetes Risk Assessment prompt 

• Patients who have a past history of diabetes in the last 12 months 

• Patients with a HBA1c greater than or equal 7 recorded in the last 24 months 

• Patients with diabetes and a reminder for care plan due 3 months ago to 1 month ahead 

• Patients with diabetes and BMI over 30 

• Patients with diabetes that have not had a Diabetes Cycle of Care in the last 12 months 

• Patients with Diabetes Type 2 recorded in the last calendar year 

 

 

Medical Director searching capability for QI 

 

Similarly to Best Practice, Medical Director has a comprehensive search utility which produces a list of patients matching a 

complex set of user-defined search criteria.  This link takes you through the step-by-step process with screenshots to assist with 

your quality improvement activity.   

 

This link demonstrates how Diabetes can be documented to facilitate timely follow-up.  The page includes link to diabetes 

assessment and how to maintain your Diabetes Register. 

 

 

 

 

 

 

 

 

 

https://www.medicaldirector.com/help/topics-clinical/Patient_Search.htm
https://www.medicaldirector.com/help/topics-clinical/Diabetes.htm
https://www.medicaldirector.com/help/topics-clinical/Diabetes_Register_Searches.htm


 

45 
 

J. Hughes, May 2024, V2 updated June 2025 

 

So, where do you start? 

 

The following two pages provide suggestions of data you may consider valuable in extracting, ideas you may want to test, and 
processes you may want to explore.  The possibilities are endless.  It just takes one leader, a team and a gut full of enthusiasm!  
Just think of your patients and the positive effects it might have! Remember that your Primary Care Coordinator is happy to be 
called to work with you on your QI.
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Change ideas to consider 

 
 
 
The following ideas are suggestions only, with the concept adaptable across all areas of quality improvement. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
IDEA:  
Create a Diabetes Database for your practice. Identify 
patients with Pre-Diabetes, T1D, T2D & T3D.   
 
IDEA:  
Develop and maintain an effective recall and reminder 
system to facilitate streamlined, time-efficient patient care.  
 
IDEA:  
Increase and encourage the accurate coding of diagnoses to 
ensure more accurate data extraction and monitoring of 
improvements.  Data output is only as good as data input!   
 
IDEA:  
Improve patients’ knowledge in managing their diabetes 
and ensure that every patient is registered with the NDSS. 
 
IDEA:  
Ensure that patients with an AUSDRISK score of ≥12 have 

been referred to a dietitian or exercise physiologist as 
appropriate. 

 
 
IDEA:  
Capture new patients effectively and archive patients 
appropriately. 
 
IDEA:  
Create a policy for the management of patients with 
diabetes. 
 
IDEA:  
Ensure the clinical team has the skills to support individuals 
who have a diagnosis of pre-diabetes, that they have 
sufficient knowledge regarding education of lifestyle 
management.  Encourage the use of HealthPathways to aid 
clinicians in their clinical management decision-making. 
 
IDEA:  
Make clear information available for those with lower 
health literacy or language barriers and improve access to 
translating and interpreting Services. 
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Examples of questions you may want to extract from reports from Primary Sense using your practice database: 
 

The question I want to ask: Which report provides this information: 

How many coded patients with diabetes do I have in my 
practice? 
 

Characteristics of the practice patient population 
Diagnostics clusters 
Coded and indicated diagnoses. 
Diabetes Mellitus 

How many of the patients with diabetes also have a CV 
risk? 

Cardiovascular Disease Risk Factors 
 

How many uncoded patients are on medication for their 
diabetes? 

Diabetes – Patients who may need a clinical review for a 
diagnosis of diabetes. 

How many patients with diabetes have had a BP, height, 
weight, waist measurement & Hba1c recorded in the last 
six months? 

Diabetes - eligible for chronic care occasions of service 
 

How many patients with diabetes have had a flu shot? 
 

Diabetes – Patients with diabetes who may be eligible for 
chronic care occasions of service OR 
Winter Wellness 

How many patients with diabetes are over 70 years old 
and have had a pneumococcal shot? 

Winter Wellness 

Am I billing a PN item 10997 for all patients with a current 
GP CCMP? 

Pts with high complexity report 
 

How many of my patients with diabetes have had an HMR 
in the last two years? 

Pts with high complexity report 
 

How many patients 40-49 years old have had an 
AUSDRISK score done? Of those, how many score ≥12 
(High risk) 

Health Assessments 40-49yrs 

How many of our patients with diabetes have a smoking 
status recorded? 

Patients booked in with missing PIP QI measures. 

How many of my patients with diabetes have had their 
blood pressure recorded in the last six months? 

PIP QI Results 
Diabetes – Patients with diabetes who may be eligible for 
chronic care occasions of service. 

How many of our patients with Hba1c >7.0% are on 
metformin or other hypoglycaemics? 

Patients who may need a clinical review for a diagnosis of 
diabetes. 

 
 
The SNHN website, the Australian Digital Health Agency, and the Primary Sense websites all have excellent education and training 
resources that are freely available. Watch the recording of improving data quality in your practice focusing on diabetes, by the 
ADHA, here (or click the image below). 
 
 
 
 
 
 
 
 
 
 
 
Not every tool can provide every answer.  If Primary Sense cannot provide a specific subset of data you require, don’t forget, you 
can use your Clinical Information System software to obtain other statistics too.   
 
It’s essential to measure whether there has been any improvement in the delivery of care due to the QI & education programs 
initiated.  It’s important that what we are doing in primary care affects emergency department presentation and hospital 
admissions.  It’s important that GPs, PNs & Allied Health feel confident in their clinical decision-making due to continued 
professional development, and it’s essential there must be better utilization, referral, and uptake to local services.  Ultimately, is 
what we’re doing working and is it aligned with the quintuple aim of primary healthcare? 

https://sydneynorthhealthnetwork.org.au/quality-improvement-program/
https://www.digitalhealth.gov.au/
https://www.primarysense.org.au/
https://register.gotowebinar.com/recording/699635072917254658
https://register.gotowebinar.com/recording/699635072917254658
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LUMOS 

Using Lumos to track the health journey of your patients with diabetes 
 
 

Lumos securely links de-identified data from general practices to other health data 
in NSW, including hospitals, emergency departments, mortality, and others, to shine 
a light on the patient journey in NSW. This is done under strict data governance 
processes and in partnership between Primary Health Networks (PHNs) and the 
NSW Ministry of Health. Currently, over 400 General Practices in NSW are 
participating in Lumos, representing over 2 million patients. 
 
Lumos generates information and insights around the patient journey across a 
range of healthcare services outside of your practice.  It provides GPs with 
meaningful information about their patients that can help to improve care.   By 
supporting greater collaboration in health to ensure the right care is given in the 
right place at the right time, Lumos provides an evidence base to support areas of 
future investment in primary care.  
 
Lumos is relevant to QI initiatives because the effect of your work in primary care 
not only concerns your patient in your healthcare setting but influences what 

happens to them across other healthcare settings.  What you do in primary care matters! We aim to improve patient outcomes 
and reduce the likelihood of complications of diabetes, reduce ED presentation, and prevent hospital admission. 
 
See Appendix 5 for diabetes data in Lumos reports.  If you or your practice would like to be involved more with Lumos, please get 
in touch with your primary care coordinator.  
 

Sustainability in quality improvement 

 

 

 

 

 

 

 

 
According to the Centre for Sustainable Healthcare, if we are to achieve net zero, all healthcare quality improvement projects 
should consider sustainability. The overarching goal for sustainable QI is to deliver maximum health gain with a minimum 
financial cost and harmful environmental impacts, whilst adding social value at every opportunity – the triple bottom line.  This 
idea requires all primary health care professionals to be familiar with the concept and appropriately trained in this approach.    
Rather than being considered separately, sustainable QI should be embedded into all QI theories and practices (Appendix 6).  It 
fosters a response to the ethical challenges of climate change and social inequalities.  It can inspire energy, reduce waste and 
direct projects a holistically. 

 
The RACGP also has information on environmental sustainability in general practice.  It claims that by acting to minimise the 
ecological footprint they generate, general practices can actively contribute to the environment and planetary health.  The 
RACGP provides resources and information on climate change and its impact on human health, the role of GPs and practice staff 
in addressing these issues, and actions on an individual level, practice and population might have to minimise the carbon 
footprint, both clinical and non-clinical. 

 
 

 

https://www.susqi.org/the-susqi-education-project
https://www.racgp.org.au/running-a-practice/security/managing-practice-information/e-waste
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SECTION 6: DIABETES AND TECHNOLOGY 

 
There have been rapid advances in diabetes technology in recent years, leading to 
more accessible and precise management. However, this means patients have to 
keep abreast of technologies that they might find useful, and health professionals 
also need to continue to upskill their knowledge. The amount of information 
reaches beyond the capacity of this guide, but health professionals in primary care 
ought to be aware of the following and how to access more information on: 
 

• Blood glucose monitors 

• Flash glucose monitors 

• Continuous glucose monitors (CGM) 

• Insulin pumps 

• Omnipod DASH system 

• Various Mobile Apps 
 
Diabetes Australia, NDSS, Breakthrough T1D and local diabetes services and educators have a wealth of resources and 
information and can offer further support.  The following are just a few related links: 

 

• Omnipod DASH® System 

• AMSL Tandem Diabetes Care 

• Freestyle Libre 2 

• AMSL Dexcom continuous glucose monitoring 

• The Medtronic Guardian Link 4 continuous glucose monitoring device 

 

 

SECTION 7: SPECIAL DIABETES GROUPS 

 

 

 
Despite living and working in a ‘healthy & wealthy’ area, there are pockets of vulnerable populations in northern Sydney PHN.  
These include people from culturally and linguistically diverse populations, those with poor health literacy levels, the mentally ill, 
the intellectually and physically disabled, those with sight or other sensory limitations, the homeless, and those living in poverty, 
group homes and RACFs.  Other people of priority are the LGBTIQ communities, children in schools, migrants, and refugees.   

 

 

https://www.omnipod.com/en-au/about-omnipod-dash
https://product.amsldiabetes.com.au/tslimx2pump-control-iq?utm_source=google&utm_medium=cpc&utm_campaign=tandem_australia_lower&utm_content=keywords&gad=1&gclid=EAIaIQobChMIm8u5zIK2gQMVIxB7Bx1whweBEAAYASAAEgKhpPD_BwE
https://www.freestylelibre.com.au/no-scanning?gclid=EAIaIQobChMI0oao7IK2gQMV-GQPAh1nVwqUEAAYASAAEgKMSPD_BwE
https://dexcom.com.au/rest-easy-with-dexcom-g6?utm_source=google&utm_medium=cpc&utm_campaign=g6_australia_upper&utm_content=keywords&gad=1&gclid=EAIaIQobChMIsOHOjYO2gQMVr8RMAh0-vAyPEAAYAiAAEgJd1fD_BwE
https://www.diabetesqualified.com.au/the-medtronic-guardiantm-link-4-cgm-device/?utm_campaign=20210504%20DNSW%20Diabetes%20Qualified%20Link%20Newsletter&utm_medium=email&_hsmi=266882346&_hsenc=p2ANqtz-_WxBBo4aaMD68donj_SkdLNvuNfkmsWQkzgcsJTetHVsuqQCAQWsH61jQiDZJ15dN1_knzWe5tXLHYPm2oZUP2jFQzEQ&utm_content=266882346&utm_source=hs_email
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Diabetes in CALD populations 

 
According to the 2016 Census, NSPHN has a more significant proportion of people from culturally and linguistically diverse (CALD) 
backgrounds (25.7%) compared to NSW (21.1%).   Chinese, Indian and South Korean are the largest CALD groups within NSPHN, 
with Ryde having the highest proportion at 42%.   47.7% of the total population in Ryde speaks a language other than English, 
Mandarin, Cantonese, and Korean being the most commonly spoken languages (Sydney North Health Network, 2019-2022). 
 
We understand that there are higher rates of smoking, physical inactivity, and diabetes among Chinese Australians.  According to 
Jin et al. (2017), findings from the 45 and Up Study highlight that Chinese Australians have 22% higher rates of smoking, 48% 
higher rate of physical inactivity and 25% higher rate of diabetes compared to non-Chinese Australians (Sydney North Health 
Network, 2019-2022).   
 
Therefore, a need to develop culturally appropriate interventions to cater for the diverse health needs of the growing CALD 
population within the region and to ensure that those with differing health needs can access and utilise primary care in a 
streamlined and timely manner.  We are responsible for ensuring that there are no barriers to accessing health care services and 
that culturally sensitive interventions are adopted in the health arena.  
 
Health literacy is defined as an individual’s ability to understand and use healthcare information to make decisions and follow 
instructions for treatment.12 A person’s degree of health literacy significantly influences their ability to self-manage, participate 
in shared decision-making and benefit from patient education. Patients with lower literacy or numeracy skills are at greater risk 
for poor diabetes outcomes.  NSPHN approach to improving health literacy includes ensuring community members have access 
to information and resources on health topics and available services to enable them to make informed decisions and better 
manage their health.  For more information, please click this link to SNHN website.   
 
What can you do? 
 

• Understand your practice demographics. 

• Improve access to interpreters for CALD clients in the NSPHN region. 

• Increase the availability of appropriate resources in other languages. 

• Provide culturally appropriate health promotion for all physical and mental health including diabetes management. 
 
Organisations such as Diabetes Australia provide self-management education and support programs, peer support programs, 
mental health, and diabetes programs, culturally and linguistically appropriate education, and information in several languages. 
They also have resources to help patients with low literacy skills. 

 

Diabetes and Aboriginal and Torres Strait Islander People 

 
There were around 2,200 new cases of diabetes among Aboriginal and Torres Strait Islander people in 2021.  7.9% of Aboriginal 
and Torres Strait Islander people were living with diabetes in 2018–19 (AIHW).  Incidence rates increase with increasing age, were 
1.2 times higher in males than females, and overall, the incidence of diabetes is two times higher in indigenous populations than 
their non-indigenous counterparts. 
 
Indigenous Australians also tend to be under-represented on the NDSS register so the incidence may be higher than we 
understand (Australian Institute of Health and Welfare, 2023).   

 

 

 

 

 
 
 
 
 

https://sydneynorthhealthnetwork.org.au/programs/health-literacy/#:~:text=Sydney%20North%20Health%20Network%20approaches,delivered%20and%20provide%20health%20information.
https://www.aihw.gov.au/reports/diabetes/diabetes/contents/total-diabetes/total-diabetes#Total%20new%20pop%20groups
https://www.aihw.gov.au/reports/diabetes/diabetes/contents/total-diabetes/total-diabetes#Total%20population%20groups
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Bungee Bidgel Aboriginal Health Clinic 

 
Bungee is a Guringai word meaning "I'm".  Bidgel is a Dharug word meaning 
"better".  The Bungee Bidgel Aboriginal Health Clinic is in the General Practice 
(GP) Training Unit at Hornsby Ku-ringai Hospital.  It aims to provide a culturally 
safe, secure, and friendly place for Aboriginal and Torres Strait Islander people 
to attend medical appointments with GPs and nurses. Bungee Bidgel assists 
with the 715 Health Check, has an established referral pathway to free NSLHD 
dental services, runs free monthly optometry clinics, and aligns with Closing 
the Gap providing patients access to cheaper prescription medications.  They 
can also assist patients with accessing legal aid services.  Click here for further 
information. 
 

Where can we direct these people? 
 

✓ Diabetes Australia: Diabetes resources for Aboriginal and Torres Strait Islander people 
✓ Australian Indigenous diabetes resources 
✓ 13YARN (13 92 76) – A national helpline for First Nations people, available 24 hours, seven days a week 

https://www.13yarn.org.au/ 
✓ Social, emotional and cultural well-being online resources for Aboriginal and Torres Strait Islander people are available 

at: https://wellmob.org.au/ 
 

Diabetes and mental health  

 
Mental illness 

An estimated 2.1% of the total population have a severe – not complex mental illness.  This equates to approximately 19,576 
people within the NSPHN region who require psychosocial support (Sydney North Health Network, 2019-2022).  Many people 
diagnosed with severe mental illness experience additional impacts on their physical health amongst other things.  Some people 
have an impairment that substantially reduces their ability to participate effectively in activities or perform tasks or actions unless 
they have assistance from other people or assistive technology or equipment.  Some people have an impairment that affects 
their capacity for social and economic participation and require additional support in all aspects of life.  Diabetes adds an extra 
challenge. 
 
Data from 186 NSPHN GP practices extracted through PATCAT estimates that 38.3% of patients aged 15 years and older with a 
mental health condition were also diagnosed with a co-morbid physical health condition in one or more of the following 
categories: diabetes, respiratory, cardiovascular, and/or renal impairment (Sydney North Health Network, 2019-2022). There is 
also an underdiagnosis of physical health conditions among people with mental illness and lower rates of treatment for physical 
health conditions.  This impacts quality of life and contributes to a lower life expectancy. 

 
Poor mental health – anxiety & depression 

A startling fact from Health of the Nation reports that GPs reported mental health issues were the most common reason for 
patient appointments.   
 
Diabetes and mental health are also closely associated, where people with mental health conditions are at increased risk of 
developing diabetes and Australians with diabetes are more likely than other Australians to have poor mental health and 
wellbeing (Australian Institute of Health and Welfare, 2023). These effects can arise directly, through biological pathways, 
including the side effects of medications, and indirectly through health behaviours. 
 
 
 
Diabetes burnout 

Living with diabetes can sometimes be challenging.  There may be many problems and hassles concerning diabetes which can 
vary significantly in severity.  Problems may range from minor hassles to significant life difficulties.  The Diabetes Distress Scale 
(DDS17) is a tool that lists 17 potential problem areas that people with diabetes may experience. 

https://www.nslhd.health.nsw.gov.au/aboriginal_health/Documents/Bungee%20Bidgel%20Aboriginal%20Health%20Clinic_NSLHD.pdf
https://www.diabetesaustralia.com.au/atsi/resources/
https://healthinfonet.ecu.edu.au/learn/health-topics/diabetes/resources/
https://aus01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.13yarn.org.au%2F&data=05%7C01%7Cjhughes%40snhn.org.au%7C48fddc783b5140993c4f08dbceaf7f3a%7Ca707159868af4cfa856b358a3dae3a99%7C0%7C0%7C638331025373962304%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=%2F5ayZWFNPtFfwG4%2Bl9yz4LYquS9E0I1WReAwzS%2Furgk%3D&reserved=0
https://aus01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwellmob.org.au%2F&data=05%7C01%7Cjhughes%40snhn.org.au%7C48fddc783b5140993c4f08dbceaf7f3a%7Ca707159868af4cfa856b358a3dae3a99%7C0%7C0%7C638331025373962304%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=zKQuO7npVQWl7s1pIwJ5kL1cZ1V03p1U6T%2FkNfQed1k%3D&reserved=0
https://aci.health.nsw.gov.au/__data/assets/pdf_file/0011/632846/Diabetes-Distress-Scale.pdf
https://aci.health.nsw.gov.au/__data/assets/pdf_file/0011/632846/Diabetes-Distress-Scale.pdf
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Intellectual disability 

Approximately 3% of Australians are diagnosed with intellectual disability (Australian Bureau of Statistics 2020-2021, 2020-2021) 
Communication is a significant barrier for people with autism and/or intellectual disabilities. It causes problems in primary care as 
inadequate communication can result in difficulties obtaining accurate patient histories, lead to the wrong diagnosis and 
inappropriate medication prescriptions, and prevent a person’s access to adequate health care.  

 
What can we do? 
 

• Improve training in managing and supporting people with intellectual disabilities in primary care to reduce potential 
barriers to accessing appropriate health care services.  

• Upskill health care workers at ground level. 

• Head to Health phone line for free mental health advice and support: 1800 595 212 

 

Diabetes in Residential Aged Care Facilities (RACFs) 

Diabetes is more common among older Australians with approximately 1 in 5 aged 80–84yrs living with diabetes (Australian 
Institute of Health and Welfare, 2023).  Around one-quarter of all people living in RACFs have diabetes.  Often, they experience 
complications and comorbidities, and their care is complex.  Helping patients maintain the best quality of life must be the main 
principle of diabetes management in the elderly.  As discussed earlier, this is a balance between healthy eating, physical activity, 
correct administration of their medicines, including insulin and care must be individualised. 

Please refer to the Diabetes Management in Aged Care: A Practical Handbook for more information. 

 
What can you do? 
 

• Increase GP attendance at RACFs. 

• Upskill clinicians in diabetes management in RACFs. 

• Increase virtual care and remote monitoring & management to facilitate ease and convenience of care. 
 
The Residential Aged Care Virtual Care Service (by HealthTeams Connect™) aims 
to transform aged care with integrated remote health monitoring and 
telemedicine to make healthcare more accessible, convenient, and personalised 
effectively.  Clinical data, Telehealth consultations, and real-time communication 
are all managed in one centralised location, thus streamlining collaboration among nurses, doctors, care managers, and families. 
 
This technology suits residential aged care, home care and retirement living facilities. 
 

Diabetes in children and young people 

 

 

  
Managing T1D diabetes is a 24/7 job. It impacts every aspect of a child’s life from what they eat, to the sport they play, 
sleepovers, general play, and their mental health.  It can cause significant stress to both the child and the family.  School time is 
no different and it’s important that the child is safe, well, and happy during their school day.  The child needs to develop some 
independence in managing their diabetes, but also school staff, teachers and principals need to know how best to support that 
child.  This can be a challenge and is why the Diabetes in Schools program, funded by the NDSS was established.  To find out more 
about the program, please click here.  The website has a range of valuable resources for the child, carer and school staff.   
 
GPs in Schools run a 3-hour workshop for year 11 students in the NSPHN.  It aims to increase students’ confidence and health 

https://www.aihw.gov.au/reports/diabetes/diabetes/contents/total-diabetes/total-diabetes#Total%20age%20and%20sex
https://nadc.net.au/wp-content/uploads/2019/08/Diabetes-Management-in-Aged-Care-A-practical-handbook.pdf
https://www.healthteams.com.au/
https://www.diabetesinschools.com.au/
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literacy levels.  It uses a peer-centered health promotion approach to invest in and encourage students to take an active and 
informed role in their healthcare as they transition to adulthood.  For more information, click here.   
 
What can we do? 
 
Assistance with navigating the health care system when children develop into adolescents and young adults by providing them 
with information on obtaining a Medicare card, finding a GP, and information on transitioning from child to adolescent services 
can also be helpful. 

 

Diabetes and travel 

It would require its own guidebook to cover enough information on travelling with diabetes!  Travel and diabetes are not just 
about additional immunisations.  Having diabetes of any kind should not hinder travelling and experiencing the joy of travel, but 
planning is vital to avoid any unplanned disruptions.  Many resources are available which cover packing considerations, glucose 
levels management, planning for crossing time-zones, storing insulin and other medications, where to access help, insurance, 
airline regulations and an array of other topics.   Having diabetes sometimes prohibits acting spontaneously - It’s advisable to 
suggest planning starts three months before departure to ensure a safe, fun, and hassle-free trip. 

 

Diabetes and the homeless 

The 2016 Census estimated 2,130 people to be homeless in the NSPHN region, with the most significant numbers in Neutral 
Bay/Kirribilli and Macquarie Park/Marsfield.  3.3% of those identified as Aboriginal and 17.2% as CALD.   The most common 
presenting issues were financial stress (54%), mental health (38%) and domestic violence (38%) (Sydney North Health Network, 
2019-2022).  Homelessness is an indicator of poverty, community disadvantage and social exclusion.   
 
Diabetes complicates the issue of homelessness.  It stands to reason that homeless people often have less well-controlled blood 
glucose levels, earlier occurrences of diabetes-related complications, increased use of health care resources and higher rates of 
amputations and diabetic ketoacidosis.  This significantly impacts their quality of life.  Homelessness imposes significant demands 
on emotional and mental health, impairing the ability to focus on diabetes self-management.  It also presents other challenges, 
such as accessing diabetes healthcare professionals, prescription medication, and nutritious meals.  In addition to this, homeless 
people are already battling other health and social challenges.   

 

What’s available? 

 
Street Side Medics is a not-for-profit, free, GP led, mobile medical service for people experiencing homelessness.  It aims to 
alleviate the burdens faced by homeless people accessing primary healthcare.  The service operates from a specially equipped 
mobile medical van. 

 

Diabetes and pregnancy 

Testing for gestational diabetes mellitus (GDM) is recommended for all pregnant women at 26-28 weeks.  The rising incidence of 
GDM in the last decade is likely driven by several factors including increasing maternal age, higher rates of maternal overweight 
and obesity, and a growing proportion of higher risk ethnic groups in the population.  Although this is a common condition, it has 
risks for both mother and baby.     
 
Women diagnosed with GDM have approximately a 40% risk of a recurrence of GDM in a subsequent pregnancy and an increased 
risk of developing future T2D.  It is recommended therefore, that all women who have been diagnosed with GDM have a 75g  
two-hour oral glucose tolerance test (OGTT) 6-12 weeks post-partum.   Long term follow-up is required.  If results are normal, a 
fasting blood glucose and glycated haemoglobin (HbA1c) test is conducted every three years.  Appropriate reminders are advised 
to be put into the Clinical Information System. 
 
Women with HbA1c ≥6.0% (42 mmol/mol) may require further investigation and advice before another pregnancy occurs.  
Women contemplating another pregnancy should have an OGTT annually.   

https://sydneynorthhealthnetwork.org.au/youth-health/#gps-in-school-program
https://headspace.org.au/explore-topics/for-young-people/how-to-get-a-medicare-card/
https://aci.health.nsw.gov.au/networks/transition-care/resources/finding-a-gp
https://www.diabetesaustralia.com.au/kids-and-teens/?utm_term=&utm_campaign=Dynamic+-+G.Ads&utm_source=adwords&utm_medium=ppc&hsa_acc=8502045261&hsa_cam=16020175174&hsa_grp=132694179277&hsa_ad=649195552280&hsa_src=g&hsa_tgt=dsa-493496307759&hsa_kw=&hsa_mt=&hsa_net=adwords&hsa_ver=3&gclid=EAIaIQobChMIiZfbi6WBggMVlUlgCh0duQZXEAAYASAAEgL0s_D_BwE
https://www.streetsidemedics.com.au/
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See Appendix 7 for the NSLHD GP Shared GDM Care Flow Chart. 
 
Pregnancy with pre-existing T1D or T2D can be effectively managed with the support of the healthcare team and some careful 
planning.   Complications such as miscarriage, abnormal foetal development, pre-eclampsia or worsening of the woman’s pre-
existing diabetes can be reduced if blood glucose levels are within an individualised target range before and during pregnancy.  
Further information outside the scope of this guide can be found on the NDSS website. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

SECTION 8: Summary 

 
Unhealthy diets and sedentary lifestyles associated with industrialisation are increasing chronic non-communicable disease 
prevalence, including T2D. This directly impacts an individual’s quality of life.  Prevention is the key to maintaining good health, 
slowing the progression of disease, reducing complications, and ensuring optimal physical, mental, social, and spiritual health, so 
that a good quality of life can be enjoyed.  Individuals need to take ownership of their own healthcare needs and have a good 
network of healthcare professionals and others to support them.   Regular GP appointments are known to reduce the hospital 
admission rate as patients are effectively managed and appropriately referred.   
 
Hopefully, adopting some of the measures in this guide may assist in implementing the goals for each of the focus areas of the 
NSW Health Statewide Initiative for diabetes management:  Integrating Care for People with Diabetes.  This will result in 
achieving the quadruple aim of primary health: optimal patient experience, optimal provider experience, and optimal evidence-
based health care for all, with reduced healthcare costs and provided sustainably. 
 
It is essential when discussing diabetes to differentiate between the different types of diabetes and individualise and personalise 
any management interventions. 
 
Together, let’s strategically strive to foster healthy lifestyles in environments that embrace this aim. 

 

 

https://www.ndss.com.au/about-diabetes/pregnancy/
https://www.health.nsw.gov.au/Value/Publications/integrating-care-for-people-with-diabetes.pdf
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SECTION 9: RESOURCES & REFERENCES  

Resources 

 
 

• Agency for Clinical Innovation NSW Diabetes Taskforce 

• Australian Dietary Guidelines 

• Australian Indigenous resources 

• Australian type 2 diabetes risk assessment tool (AUSDRISK) 

• CKD Management in Primary Care Handbook 2020.  

• Diabetes Australia 

• Diabetes Australia multicultural resources 

• Diabetes Australia resources for Aboriginal and Torres Strait Islander people 

• Diabetes Distress Scale (DDS17) 

• Diabetes in NSW - Lumos 

• Diabetes Qualified 

• Diabetes Qualified bilingual resources 

• Diabetes Referral Pathways: A resource toolkit for GPs, ADEA 

• GPs in Schools 

• Habit formation for exercise adherence  

• Health stats NSW 

• HealthPathways 

• Healthy Weight for Life 

• Integrating care for people with diabetes: A Statewide Initiative for Diabetes Management (NSW Health) 

• Lumos 

• Management of type 2 diabetes: A handbook for general practice.   

• Multicultural Resources and information in your language 

• National Obesity Strategy 2022-2023.  Enabling Australians to eat well and be active 

• NDSS Diabetes Map 

• NDSS Helpline – NDSS 

• Northern Sydney PHN Needs Assessment 2022-2025 

• NSW Health Diabetes Information in your Language 

• PDSA QI Template 

• Population Health Promotion 2022-2027 Plan (NSLHD) 

• Practice Incentives Program Quality Improvement Incentive Guidelines 

• Primary Sense 

• Primary Sense training videos 

• RACGP Green Book.  Putting prevention into practice:  Guidelines for the implementation of prevention in the general 
practice setting 

• RACGP Greening up: Environmental sustainability in general practice. 

• RACGP Guidelines for preventive activities in general practice 

• RACGP Smoking, nutrition, alcohol, physical activity (SNAP).  A population health guide to behavioural risk factors in 
general practice. 2nd edition 

• RACGP Supporting smoking cessation: A guide for health professionals 

• Registration form for the Healthy and Active for Life Online program  

• Resources for Aboriginal or Torres Strait Islander peoples 

• Sydney North Health Network 

• The AusDiab Study 

• The Australian Bureau of Statistics 

• The Australian Institute of Health and Welfare 

• The Department of Health 

• The NDSS Registration Form 

• The sixth annual RACGP General Practice: Health of the Nation Report 2022 
 

https://aci.health.nsw.gov.au/networks/diabetes-taskforce#:~:text=The%20NSW%20Diabetes%20Taskforce%20has,and%20value%20to%20the%20system
https://www.eatforhealth.gov.au/sites/default/files/2022-09/n55_australian_dietary_guidelines.pdf
https://healthinfonet.ecu.edu.au/learn/health-topics/diabetes/resources/
https://www.health.gov.au/resources/apps-and-tools/the-australian-type-2-diabetes-risk-assessment-tool-ausdrisk
https://kidney.org.au/uploads/resources/CKD-Management-in-Primary-Care_handbook_2020.1.pdf
https://www.diabetesaustralia.com.au/
https://www.diabetesaustralia.com.au/resources/multicultural/
https://www.diabetesaustralia.com.au/atsi/resources/
https://aci.health.nsw.gov.au/__data/assets/pdf_file/0011/632846/Diabetes-Distress-Scale.pdf
https://www.health.nsw.gov.au/lumos/pages/impact-diabetes-nsw-location.aspx
https://www.diabetesqualified.com.au/
https://www.diabetesqualified.com.au/resource/bilingual-resources/
https://www.adea.com.au/wp-content/uploads/2021/06/Diabetes-Referral-Pathways-resource-toolkit-for-GPs.pdf
https://www.diabetesinschools.com.au/
https://www.diabetesqualified.com.au/habit-formation-for-exercise-adherence/?utm_campaign=20210504%20DNSW%20Diabetes%20Qualified%20Link%20Newsletter&utm_medium=email&_hsmi=270581175&_hsenc=p2ANqtz--kY9Uin0sMp5zIy6XLluAcM7TX5BHl47_Vtl77JeMHk8cvNeRyv8CI4RbU2zVaeVSC0JFc75-IdFWJS7j_CB52y8Kxng&utm_content=270581175&utm_source=hs_email
https://www.health.nsw.gov.au/hsnsw/Pages/default.aspx
https://sydneynorth.communityhealthpathways.org/50941.htm
https://healthyweightforlife.com.au/type-2-diabetes-healthy-weight-for-life/
https://www.health.nsw.gov.au/Value/Publications/integrating-care-for-people-with-diabetes.pdf
https://www.health.nsw.gov.au/lumos
https://www.racgp.org.au/getattachment/41fee8dc-7f97-4f87-9d90-b7af337af778/Management-of-type-2-diabetes-A-handbook-for-general-practice.aspx
https://aus01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.ndss.com.au%2Fabout-diabetes%2Finformation-in-your-language%2F&data=05%7C01%7Cjhughes%40snhn.org.au%7C215d71c559504a6e8e5208db3cb66d2d%7Ca707159868af4cfa856b358a3dae3a99%7C0%7C0%7C638170526740428634%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=9aMoVja1LUg3F8a1v2BMIqzrygBAqtenBblO%2F6pEqR0%3D&reserved=0
https://www.health.gov.au/sites/default/files/documents/2022/03/national-obesity-strategy-2022-2032_0.pdf
https://map.ndss.com.au/#!/
https://www.ndss.com.au/services/ndss-helpline/
https://sydneynorthhealthnetwork.org.au/wp-content/uploads/2022/05/Northern-Sydney-PHN-Needs-Assessment-2022-2025-Website.pdf
https://www.mhcs.health.nsw.gov.au/publications/diabetes-information-in-your-language?collectionfilter=1
https://sydneynorthhealthnetwork.org.au/quality-improvement-program/
https://www.nslhd.health.nsw.gov.au/HealthPromotion/Documents/Publications/PHP_Plan_2022_2027_e.pdf
https://www1.health.gov.au/internet/main/publishing.nsf/Content/46506AF50A4824B6CA25848600113FFF/$File/Practice-Incentives-Program-Quality-Improvement-Incentive-Guidelines.pdf
https://www.primarysense.org.au/
https://www.primarysense.org.au/resourcesandmanuals/videos
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/green-book
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/green-book
https://www.racgp.org.au/running-a-practice/security/managing-practice-information/e-waste
https://www.racgp.org.au/download/Documents/Guidelines/Redbook9/17048-Red-Book-9th-Edition.pdf
https://www.racgp.org.au/getattachment/bb78b780-1c37-498a-8ba3-b24a1a4288d9/Smoking-nutrition-alcohol-physical-activity-SNAP.aspx
https://www.racgp.org.au/getattachment/bb78b780-1c37-498a-8ba3-b24a1a4288d9/Smoking-nutrition-alcohol-physical-activity-SNAP.aspx
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/supporting-smoking-cessation
https://halo.activeandhealthy.nsw.gov.au/hal-online/
https://aus01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.ndss.com.au%2Fliving-with-diabetes%2Fabout-you%2Faboriginal-and-torres-strait-islander-peoples%2F&data=05%7C01%7Cjhughes%40snhn.org.au%7C215d71c559504a6e8e5208db3cb66d2d%7Ca707159868af4cfa856b358a3dae3a99%7C0%7C0%7C638170526740428634%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=8gAs2nhxPfImtNn6yD%2BayZdCk6CMZ%2BpL6BzHT6m6%2Bog%3D&reserved=0
https://sydneynorthhealthnetwork.org.au/
https://baker.edu.au/impact/ausdiab
https://www.abs.gov.au/
https://www.aihw.gov.au/
https://www.health.gov.au/
https://www.ndss.com.au/wp-content/uploads/forms/form-ndss-registration-form.pdf
https://www.racgp.org.au/getmedia/80c8bdc9-8886-4055-8a8d-ea793b088e5a/Health-of-the-Nation.pdf
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NDSS resources for health professionals 

 

• NDSS Health Professional Webpage 

• A dedicated hub offering a wealth of comprehensive diabetes resources - information, education and support tailored 
for healthcare professionals in Australia.  

• Health Professional Portal: 

• A platform to perform NDSS registrations, update details, and manage access. 

• NDSS Events Portal: 

• Complimentary diabetes webinars cover a diverse spectrum of topics, including nutrition, physical activity, diabetes 
management, and emotional well-being. 

• Health Workforce Education Program: 

• A free online program which covers topics including, the National Diabetes Services Scheme, Diabetes explained, 
Medication and monitoring and Diabetes-related complications. 

• Workplace Posters: 

• Downloadable and printable workplace posters. 

• Supporting Aboriginal and Torres Strait Islander Communities: 

• Specialised resources designed to support the community.  
    

Courses for health professionals 

 

• ADEA short courses for community support workers 

• APNA Diabetes Management in the Primary Care Setting  

• Diabetes Australia professional development 

• Diabetes in Practice for Nurses 

• Diabetes Qualified: eLearning courses 

• Foot Forward e-Learning modules 
 

Courses for consumers 

 

• Type 2 and me 
Ten modules about learning to live with type 2 diabetes. 

• My Desmond 
A program to empower the person to confidently self-manage their type 2 diabetes.  

• Baby Steps 
A self-management program for women who have had GDM, to reduce their risk of type 2 diabetes  

• Carb Counting 
A program for people with diabetes to help them learn about carbohydrate (carb) counting.  

• Ready Set Go Let’s Move 
A program for people with type 1 and type 2 diabetes to help them become (more) active. 

• Living with Insulin 
A free online program for people starting or on insulin. 

• NDSS Pre-recorded webinars   
A series of seven pre-recorded on-demand webinars.  

 

Resources for consumers 

 
ADEA’s eight downloadable and printable Diabetes Care Pathways. The pathways can be taken by the patient to discuss at their 
next GP or CDE appointment, empowering them in their care. 
 

• People living with type 1 diabetes  

• People living with type 2 diabetes 

https://aus01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.ndss.com.au%2Fhealth-professionals%2F&data=05%7C01%7Cjhughes%40snhn.org.au%7Caa383fdde64140f2d34408dbaf4ef636%7Ca707159868af4cfa856b358a3dae3a99%7C0%7C0%7C638296525891807703%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=ZUntNBOPryr39nQ3maBkg4%2BvxyPRfKCtJ2YE9ufi9qM%3D&reserved=0
https://aus01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fhp-portal.ndss.com.au%2FSignIn%3FReturnUrl%3D%252F&data=05%7C01%7Cjhughes%40snhn.org.au%7Caa383fdde64140f2d34408dbaf4ef636%7Ca707159868af4cfa856b358a3dae3a99%7C0%7C0%7C638296525891807703%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=%2B5i%2BYcTepB2z2Ti7MRD87fO9J7rKzBGxmYGVtCQVn84%3D&reserved=0
https://aus01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fevents.ndss.com.au%2F%3FsearchEvent%3D%26eventfocus%3DHealth%2Bprofessional%26deliverymethod%3DAll%26state%3DAll%26region%3DRegion%2B-%2BAll%26region_allvalues%3DACT%257C%257C%257C%257CACT%26programtype%3Dx%257C%257C%257C%257CType%2B-%2BAll%26programtype_allvalues%3DDevices%2Band%2Btechnology%257C%257C%257C%257CApps%2Bfor%2BDiabetes%2Bmanagement%257C%257C%257C%257C6a31a4da-5882-ed11-81ad-000d3a6ad49b%26program%3Dx%257C%257C%257C%257CProgram%2B-%2BAll%26program_allvalues%3DHealth%2Bprofessional%252Fhealthcare%2Bworker%257C%257C%257C%257CAboriginal%2Bhealth%2Bworkforce%2Bforum%257C%257C%257C%257C7e917c9c-3df9-ed11-8f6e-000d3a6b17d9%26eventDateFrom%3D%26eventDateTo%3D%26contactguid%3D%26route%3Dportal%26EventListAutoScroll%3Dtrue%26pageNumber%3D1%26pageSize%3D12%26inviteonly%3Dno&data=05%7C01%7Cjhughes%40snhn.org.au%7Caa383fdde64140f2d34408dbaf4ef636%7Ca707159868af4cfa856b358a3dae3a99%7C0%7C0%7C638296525891807703%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=YcTkHnmqIBBchNIz6jb%2FSMXG39iPwdtjdDs5LJVIeZk%3D&reserved=0
https://aus01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.ndss.com.au%2Fhealth-professionals%2Fhealth-workforce-education-program%2F&data=05%7C01%7Cjhughes%40snhn.org.au%7Caa383fdde64140f2d34408dbaf4ef636%7Ca707159868af4cfa856b358a3dae3a99%7C0%7C0%7C638296525891807703%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=%2BdH6h2i5nuXkbz9oTYjV2GU%2FvR%2F25zi0BFZfjTzPo28%3D&reserved=0
https://aus01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.ndss.com.au%2Fhealth-professionals%2Fworkplace-posters%2F&data=05%7C01%7Cjhughes%40snhn.org.au%7Caa383fdde64140f2d34408dbaf4ef636%7Ca707159868af4cfa856b358a3dae3a99%7C0%7C0%7C638296525891807703%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=q83n8oUvDpLVeYKAvkc5g8IwN2rKc9uu8Y3t5%2Fq93lY%3D&reserved=0
https://aus01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.ndss.com.au%2Fhealth-professionals%2Faboriginal-and-torres-strait-islander-health-workers%2F&data=05%7C01%7Cjhughes%40snhn.org.au%7Caa383fdde64140f2d34408dbaf4ef636%7Ca707159868af4cfa856b358a3dae3a99%7C0%7C0%7C638296525891807703%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=DjD%2Fy%2ByBt216JE2KtWuXtdm%2FpCbpyHds44hVQvAzdSE%3D&reserved=0
https://www.diabetesqualified.com.au/?utm_campaign=20210504%20DNSW%20Diabetes%20Qualified%20Link%20Newsletter&utm_medium=email&_hsmi=278766223&_hsenc=p2ANqtz-9Sg0VIv49FU3y1VU1NelrjJLZlkZAdbf79n6OO1k13raFZp6cnz8KS7WIWIayGOYSCkBhpvS1tC1R9pZX61VtLlr3yjQ&utm_content=278766223&utm_source=hs_email
https://www.apna.asn.au/product/detail/9b572f9f-094c-e811-80d4-005056be66b1
https://www.apna.asn.au/product/detail/9b572f9f-094c-e811-80d4-005056be66b1
https://www.diabetesaustralia.com.au/health-professional-development/
https://www.diabetesqualified.com.au/course/diabetes-in-practice-for-nurses/?utm_campaign=20210504%20DNSW%20Diabetes%20Qualified%20Link%20Newsletter&utm_medium=email&_hsmi=270581175&_hsenc=p2ANqtz-9P_VDuX8TQRTKNeAabakWujICimIfnQQOCn0NhCAY30Ym4aeOWpng6IfT1z9ZRSpVqFAVtmW83luQKfmAhpvQPsLPHAg&utm_content=270581175&utm_source=hs_email
https://aus01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fd10t7-04.na1.hubspotlinks.com%2FCtc%2FZU%2B113%2Fd10T7-04%2FVWdQg28Ntp0ZN3lGXSZppYK7W3V7XmG519DMYN8yKgBQ5nKv5V3Zsc37CgMKbW8SxXGL8kmP_rW4rnpHl7Lx1DfW6sqPKm1T7rh7VbZgNl4VT6mDW2dCqHW6G7bs6W86xMMN6frn8rW5wp1WX1TCVMzN8SQyx1rDdd1W3SjKnR8Vy_9-W1kQ4YZ6_3sv5W4Ptj8r3g5lR5W2ChRbN4Z1g4FV2lWD77f171pW1VfvC37K7FXPW3wtTs01199R7W2R6WLn1krlxJVprjFJ1sBP24W5FYCfC85BS5lVg_tSl82wqM4W5yW1sy6XjKS2W4YkfH-3RdLtgW3klWcx7K8Hf2W2wdNP050hrYBW4WgQlK16M_rcW3BtV335KQnbFN4N3L-Cks4NdW4g9Gbc3FvSQ_W1r0fGN5k4sswW9hM7Sx3RTLR3W2lB-6H4cnntPW6rjnh16Ltw62W5GNbbd8Qmgct3d9Q1&data=05%7C01%7Cjhughes%40snhn.org.au%7C3bd022b2ad0f4452b85708db9f134f89%7Ca707159868af4cfa856b358a3dae3a99%7C0%7C0%7C638278677536142730%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=EYFeriag3pDsbyIBrnNz031DPwgz%2FCcCdBUHvIecxq0%3D&reserved=0
https://www.footforward.org.au/for-health-professionals/
https://aus01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.ndss.com.au%2Fservices%2Fsupport-programs%2Ftype-2-diabetes-and-me-online-course%2F&data=05%7C01%7Cjhughes%40snhn.org.au%7C215d71c559504a6e8e5208db3cb66d2d%7Ca707159868af4cfa856b358a3dae3a99%7C0%7C0%7C638170526740428634%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=2DA28gMvbW3oErdt0OtIwq8n8n2l%2F5cDNYJTAdGdrlM%3D&reserved=0
https://aus01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.ndss.com.au%2Fservices%2Fsupport-programs%2Fmydesmond%2F&data=05%7C01%7Cjhughes%40snhn.org.au%7C215d71c559504a6e8e5208db3cb66d2d%7Ca707159868af4cfa856b358a3dae3a99%7C0%7C0%7C638170526740428634%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=cUjrZT3AEe4ESIEMOQn8b%2FUqSJmxWZutXhkMQmm%2BBBQ%3D&reserved=0
https://aus01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.ndss.com.au%2Fservices%2Fsupport-programs%2Fbaby-steps%2F&data=05%7C01%7Cjhughes%40snhn.org.au%7C215d71c559504a6e8e5208db3cb66d2d%7Ca707159868af4cfa856b358a3dae3a99%7C0%7C0%7C638170526740428634%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=4qb%2F%2FhU1k1HkheiR8r7rcWq9PBI72hEIrz3XyC91BhI%3D&reserved=0
https://aus01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.ndss.com.au%2Fservices%2Fsupport-programs%2Fcarb-counting-online%2F&data=05%7C01%7Cjhughes%40snhn.org.au%7C215d71c559504a6e8e5208db3cb66d2d%7Ca707159868af4cfa856b358a3dae3a99%7C0%7C0%7C638170526740428634%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=0QSKNsjfvw77B%2FrmiT%2FGcRX%2BRtlqI%2BE2eGc4He3Dps4%3D&reserved=0
https://aus01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.ndss.com.au%2Fservices%2Fsupport-programs%2Fready-set-go-online%2F&data=05%7C01%7Cjhughes%40snhn.org.au%7C215d71c559504a6e8e5208db3cb66d2d%7Ca707159868af4cfa856b358a3dae3a99%7C0%7C0%7C638170526740428634%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=5Yh%2FRJQJGsOEmnDKKbSVUabT984aKup6Zb9NH4tGkgU%3D&reserved=0
https://aus01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.diabetesqualified.com.au%2Fliving-with-insulin%2F&data=05%7C01%7Cjhughes%40snhn.org.au%7C215d71c559504a6e8e5208db3cb66d2d%7Ca707159868af4cfa856b358a3dae3a99%7C0%7C0%7C638170526740584874%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=JJyG%2FC59nlh0VF%2FaVWfcF5xwlIXUoAnBtX7IWztfFrM%3D&reserved=0
https://aus01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.ndss.com.au%2Fservices%2Fsupport-programs%2Fon-demand%2F&data=05%7C01%7Cjhughes%40snhn.org.au%7C215d71c559504a6e8e5208db3cb66d2d%7Ca707159868af4cfa856b358a3dae3a99%7C0%7C0%7C638170526740584874%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=DWvk%2B8wWgD%2FkwEYEm1DT%2FrM%2BnHXFk8abHwGswYa1ThE%3D&reserved=0
https://www.adea.com.au/resources/diabetes-care-pathways/
https://www.adea.com.au/wp-content/uploads/2023/06/Diabetes-Care-Pathway-for-people-living-with-type-1-diabetes-June-2023.pdf
https://www.adea.com.au/wp-content/uploads/2023/06/Diabetes-Care-Pathway-for-people-living-with-type-2-diabetes-June-2023.pdf
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• People living with type 2 diabetes starting insulin 

• People with gestational diabetes 

• Pregnancy with pre-existing diabetes 

• Children and adolescents living with type 1 diabetes 

• Children and adolescents living with type 2 diabetes 

• Diabetes technologies: insulin pumps and continuous/flash glucose monitoring 
 
 
 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

https://www.adea.com.au/wp-content/uploads/2023/06/Diabetes-Care-Pathway-for-people-living-with-type-2-diabetes-starting-insulin-June-2023.pdf
https://www.adea.com.au/wp-content/uploads/2023/06/Diabetes-Care-Pathway-for-people-with-gestational-diabetes-June-2023.pdf
https://www.adea.com.au/wp-content/uploads/2023/06/Diabetes-Care-Pathway-for-pregnancy-with-pre-existing-diabetes-June-2023.pdf
https://www.adea.com.au/wp-content/uploads/2023/06/Diabetes-Care-Pathway-for-children-living-with-type-1-diabetes-June-2023.pdf
https://www.adea.com.au/wp-content/uploads/2023/06/Diabetes-Care-Pathway-for-children-living-with-type-2-diabetes-June-2023.pdf
https://www.adea.com.au/wp-content/uploads/2023/06/Diabetes-Technologies-insulin-pumps-and-continuous-flash-glucose-monitoring-June-2023.pdf
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APPENDICES 

 

APPENDIX 1 – NSLHD Incidence of Type 1 and Type 2 Diabetes in Young Adults 
 
 
 
Table 1. Estimated numbers of young adults with type 1 diabetes in Northern Sydney NSLHD and their sector of residence.  
    Sector of Residence  

Sex (M/F) and Age  
Hornsby 
Ku-ring-gai 

Ryde 
Hunters Hill 

Lower North 
Shore 

Northern 
Beaches NSLHD 

M  Age 15-19  48 19 23 37 128 
  Age 20-24  48 29 29 37 143 

  Total  96 47 53 75 271 

F  Age 15-19  43 15 21 32 111 
  Age 20-24  41 26 27 32 125 

  Total  84 41 47 63 236 

         
Total  Age 15-19  92 33 44 69 238 
  Age 20-24  88 55 56 69 268 

  Total  180 88 100 138 506 

              

  
Table 2: Estimated numbers of young adults with type 2 diabetes in Northern Sydney NSLHD and their sector of residence.  

    Sector of Residence  

Sex (M/F) and Age  
Hornsby 
Ku-ring-gai 

Ryde 
Hunters Hill Lower North Shore 

Northern 
Beaches NSLHD 

M  Age 15-19  3 1 2 3 9 

  Age 20-24  7 4 4 6 22 

  Total  11 6 6 8 30 

F  Age 15-19  5 2 3 4 14 

  Age 20-24  12 7 8 9 36 

  Total  17 9 10 13 49 

         
Total  Age 15-19  9 3 4 7 23 

  Age 20-24  19 12 12 15 57 

  Total  28 15 16 21 80 

 
 

Source:  Australian Institute of Health and Welfare https://www.aihw.gov.au/reports/diabetes/diabetes/data with local calculations by NSLHD Health Services 
Planning Unit. Current as at 17th October 2023. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://www.aihw.gov.au/reports/diabetes/diabetes/data
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APPENDIX 2 - Screening and diagnosing type 2 diabetes in asymptomatic people 
 
 
 

 
 

Source: Management of Type 2 Diabetes: A handbook for general practice 

 
 
 
 
 
 
 
 

https://www.racgp.org.au/getattachment/010e971d-81a6-435e-90d0-8bb15eff8f7e/Management-of-type-2-diabetes-A-handbook-for-general-practice-Clinical-summary.pdf.aspx
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APPENDIX 3 – Diabetes MBS Billing (1st July  2025) 
 
 

 
 
 

 
 

 

Option 3 – GP Chronic Condition Management Plans 
Attendance by a GP 965  Preparation of a GPCCMP - face to face 

 92029  Preparation of a GPCCMP - video 

 967  Review of a GPCCMP - face to face 

 92030  Review of a GPCCMP - video 

Attendance by a Practice 
Nurse 

10997 Maximum of 5 services per patient in 
a calendar year 

Service provided to a person with a chronic condition by a 
practice nurse or an Aboriginal and Torres Strait Islander health 
practitioner if: 

   (a) the service is provided on behalf of an under the supervision 
of a medical practitioner; and 

   (b) the person is not an admitted patient of a hospital; and 

   (c) the person has a GPCCMP in place; and 

   (d) the service is consistent with the GPCCMP 

 
Note: Patients registered with MyMedicare must access GPCCMP items through the practice where they are enrolled. Patients who are not 
registered must access GPCCMP items through their usual GP. These requirements are the same for face to face and telehealth items. 
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APPENDIX 4 – Diabetes Care Pathway for type 2 diabetes 
 
 

 
 
 

Source: Australian Diabetes Educators Association 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://www.adea.com.au/wp-content/uploads/2023/06/Diabetes-Care-Pathway-for-people-living-with-type-2-diabetes-June-2023.pdf
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APPENDIX 5 – Lumos Diabetes Data 
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APPENDIX 6 – Centre for Sustainable Healthcare 
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APPENDIX 7 - NSLHD GDM Flow Chart 
 

Source: GP Shared GDM Care Flowchart 

 

https://sydneynorth.communityhealthpathways.org/files/Resources/SydneyNorth_GPSharedGDMCareFlowchart.pdf

