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Sustaining change

48% of our Diabetic patients do not have a
HbAlc recorded in the last 12 months.

249 of our Diabetic patients started a
Diabetes Annual Cycle of Care and 1 patient
completed.

Unmanaged Diabetes can lead to associated
health complications such as limb
amputation, blindness, stroke & coronary
artery disease.

Goal

To improve long term health outcomes for
Aboriginal people with Diabetes.

To empower Aboriginal people to manage
their Diabetes with support from Awabakal
APHCC.

Objectives

Decrease the number of Diabetic patients
with no HbAlc recorded in the last 12
months from 131 to 95 38% by 315t July
2016.

Increase completion of Diabetes Annual
Cycle of Care from 1 to 65 26% by 315t July
2016.
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20-40 min appointment with GP to sign
off plan or Health Assessment. Book recall
for review of plan for six months
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Reception fax plan to Allied Health, books
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period of 5 months & books first Nurse
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Weekly: Care Coordinator prints recalls for
Care Plan reviews. Reception post out to
patients
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The target for the number of
patients with HbA1c not recorded
in February is 97 currently we are
at 110. 13 short of our target.

In late December a Diabetic
Educator was employed we are
confident the targets set will be
met by the end of July 2016.

Diabetes Annual Cycle of Care Target
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July 2016.

The target for the number of
patients completing a Diabetes
Annual Cycle of Care in
February is 56 currently we are at
45. 11 short of our target.

We had 3 full time equivalent
GP’s up until February currently
we have 6 full time equivalent
GP’s. We have full confidence we
will meet out target by the end of

Ongoing weekly collection of data.
Results discussed in monthly staff meetings.
Staff / patient survey every 12 months.

KIT SMART will also be available to patients
accessing our outreach clinics at Karuah,
Toronto & Mindaribba.

Conclusion

We had a pre conception Diabetes was our
biggest health issue . On completion of
diagnostics evidence showed Mental Health
was our biggest issue followed by Asthma &
then Diabetes. It was evident that we
needed a solution we could use not only for
our Diabetic patients but all patients living
with Chronic Disease.

Acknowledgements

Awabakal Board of Directors
Awabakal CEO — Raylene Gordon
Project Support — Judith Swan

Steering Committee — Raylene Gordon, Dr
Pat Oakley,

Dr Dean Wright, David Kennedy

Process Owners — GP’s, Nursing staff, Allied
health, Specialists & Admin staff

Contact: Debbie Massie

Email:
Phone: 0431 525 554




