Nurse Prompts During Diabetes Clinic 

Practice Nurses could consider asking the following questions during the patient visit to the diabetes clinic:

Let’s talk about your self care?

	How healthy is your lifestyle, do you
	Yes
	No

	exercise about 150 min per week?

eat low fat /small meals/regularly? 

have a healthy weight?

have a waist: 94cm for men/80cm for women?

limit alcohol? 2 for men, women 1

not smoke?
	
	

	Do you 


	Yes
	No

	 understand the type of diabetes you have?

measure your blood glucose results?

know your medications and when to take them ?

check your feet daily ?

know what to do if you have low blood glucose (hypoglycaemia)?

About the National Diabetes Services Scheme (NDSS)?

Know where Diabetes South Australia is?

Notify the Motor Vehicle Dept and Insurance about your diabetes?


	
	


Where the patient has answered NO to any of the above questions, these areas may need to be addressed.  

· Discuss what the patient would like set as goals and identify what assistance/ treatment is required to achieve goals. 

· Inform the patient’s GP of areas that need addressing.

· Document your findings in the patients’ notes, together with any action that is taken or planned.  

	Where are you with your medical care?


	YES
	NO

	Is your HbA1c test  result under 7%?


	
	

	Blood pressure

Under 130/80?


	
	

	Cholesterol

Total under 4?


	
	

	Are you taking Aspirin?


	
	

	Are you a 

Non – Smoker?
	
	

	Are your reviews on schedule?


	YES
	NO

	Eye Checks  (1-2 yearly)
	
	

	Kidneys checked  (yearly microalbuminuria test)
	
	

	Feet checked yearly (circulation & sensation)
	
	

	Medications (have you had a Home Medicine Review?)
	
	

	Dental  (yearly)
	
	


	Are your immunisations up to date?


	YES
	NO

	Flu (yearly)

Pneumonia

                                 < 65 then 10 years, > 65 then 5 years

                       ATSI >50 then 10 years, > 50 then 5 years

Tetanus (after age 50)
	
	


(Adapted from Diabetes Outreach SA Department of Health Program Diabetes Management Portfolio 2006 Ed.)

Where the patient has answered NO to any of the above questions, these areas will may to be addressed.  

Inform the patient’s GP of areas that may need addressing.  

· Document your findings in the patients’ notes, together with any action that is taken or planned.  

· Templates for diabetes specific General Practitioner Management Plans (GPMP)and Team Care Arrangements (TCA) are available on the ACE Division website or check links provided to other websites.

After being seen at the Diabetes Clinic by the Practice Nurse a future appointment is made for the patient to see their own GP (single or double appointment is made depending on the action to be taken).  

The patient’s usual GP will need to finalise and confirm with the patient the Annual Cycle of Care or GPMP and /or TCA. 

MBS billing can be initiated once the patient and their GP finalise all documentation.  If a TCA

Is initiated all communication must be received back from each of the collaborating health care providers with agreement to participate in the patient’s plan.

All data, results and any action taken must be entered into the patient’s file.  

A follow up appointment is made for the patient to attend the Diabetic Clinic to see the Practice Nurse in 6 months.  

Note: If the patient has an EPC item in place the next visit to the Practice Nurse can be claimed for using the MBS Item 10997. 

