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Objectives

Implementation Plan

Results

To create a streamlined process for referral to Diabetes Education Programs (DEPs) 

Physician and DEP Satisfaction Surveys:  There was consensus amongst all physicians 
and DEP sta� that they have been waiting for a simple process with one form for some 
time and they were very satis�ed with the process.  An additional important element in 
the referring physician’s satisfaction is the receipt of information on the patient 
appointment within a reasonable period.

Quantitative Data Analysis:  During a twelve month period, a total of 1917 referrals 
were received. On average, CI processes about 160 referrals monthly. The distribution of 
these referrals is displayed below

Number of Referrals Received at Central Intake, June 01, 2011 – May 31, 2012

Methodology

Conclusions 

This project combines qualitative and quantitative methods and is being conducted in four phases. 

Central Intake Process De�nition

The Centralized Intake (CI) Process is de�ned as beginning when a provider (physician) faxes the 
referrals to the central intake line, located within the Regional Coordination Centre (RCC). The 
referral is triaged based on their age, diagnosis, complexity of care and reason for referral, and is 
faxed to the appropriate diabetes education program for service. The process ends when the 
outcome of the initial appointment is known. 

• A single point of contact for all patients with diabetes requiring education and for referring health 
 care providers 
• Simple and more timely access to information regarding the status of referrals (pending, booked,    
 complete, reported) for primary care providers and potentially patients 
• A central contact point for information regarding system availability and where specific types of    
 education interventions are being provided 
• Triaging of referrals to provide appropriate priority triaging and distribution of requests to various   
 diabetes education programs 
• Better consistency in reporting for accessing capacity 
• On-going communication to provide a better source of quality data for system resource planning    
 and best practice sharing 
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Number of Referrals with Established and Newly Diagnosed
Diabetes, June 01, 2011 – May 31, 2012

Wait Times (in days) by Diabetes Type                                             June 1, 2011 - May 11, 2012

New diagnosis
(<1 yr), 35.3%

(n=676)

Established
(>1 yr), 64.7%

(1n=1238)

Patterns of Referral according to Specialty,
 June 01, 2011 - May 31, 2012
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Phase 1: Development (January 2011-April 2011)
Establish Task Force

Develop Common Referral Form
Meetings with Stakeholders to Support CI

Outline Roles and Responsibilities of Programs

Phase 2: Pilot (May 2011 - August 31, 2011)
Develop Data Collection Tools

Pilot Test CI Process
Establilsh Triage Criteria

Establish Benchmarks for Wait Times
Develop Guidelines for Triage Centre
Train Diabetes Programs on Process

Determine Person(s) Responsible for Intake

Phase 3: Implementation (September 2011-)
Mail Communication to Primary Care Providers

In-services to Address Concerns
Continuing Medical Education to Continue Adaption

Primary Care Lead Communication Plan

Phase 4: Evaluation (March 2012-November 2012)
6 month Evaluation of Wait Times

6 Month Evaluation of Patient Load Distribution
Satisfaction Survey (Users and Programs)

Implement Interventions for Improvement
12 Month Evaluation of Wait Times

12 Month Evaluations of Patient Load Distribution
Satisfaction Survey (Users and Programs)

Months

• To develop a central intake with one common physician referral form and a self-referral form 
• To develop a model of care with clear definition of the roles of each diabetes program 
• To identify triage criteria to improve access to the appropriate care 
• To develop standard wait-times for education 
• To provide timely access to information regarding the status of referrals (pending, booked,      
 complete, reported) for primary care providers and patients 
• To monitor wait-times of programs 
• To help build and maintain capacity of diabetes education programs 
• To standardize data collection in order to improve quality, monitor outcomes and implement     
 appropriate changes 

Aim

Diabetes Care Continuum Roles and Responsibilities
Diabetes Clinic Visit

Primary care provider quarterly visit

May involve support sta� i.e. RN/RD

Assess patient’s control and 
management of chronic disease

Utilize patient �ow sheet as guide sheet

Management of medications to control
blood glucose levels

Diabetes Education Programs Complex Diabetes Care Centres
Diabetes Programs provide basic to intermediate
level diabetes education and management
services through a model that is needs-based
and community-based

Complex Diabetes Care Centres provide
intermediate to advanced level diabetes
education and management services through
a model that is needs-based and community-based
Complex Insulin Management

Hypoglycemia Unawareness
Urgent Insulin starts
Insulin Pump Therapy
Gestational Diabetes Management
Pre-conceptual counselling
Pregnant Type 1 and Type 2
Inpatient Care/Emergency Care Pathway
Steroid-Induced Diabetes
Type 1 Adult & Paediatrics
Transitional Programming
Continuous Glucose Monitoring
Partnership with Renal Programs
Specialized Classes

Type 2 Diabetes New Diagnosis and Established

High Risk Pre-Diabetes Populations

Specialized Classes

Urgent Insulin Starts
Insulin Management

Diabetes A, B, C

Multiple Daily Injections
Carbohydrate Counting

Hypertension Management
Lipid Management
Foot Care Education
Meter Teaching

All Patients (New and Established) Needing Education and Support

Patients unable to meet targets within
recommended timeframe who need to be reassessed

Well Controlled Patients


