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The Australian Diabetes Educators Associa�on (ADEA) is the peak body represen�ng Creden�alled 
Diabetes Educators (CDEs) with over 2,500 members throughout Australia. CDEs are the experts in 
diabetes educa�on and management and undergo a rigorous creden�alling process, including in-
depth mentorship and 1,000 prac�ce hours a�er receiving a graduate cer�ficate in diabetes 
management (AQF 8) from an accredited Australian university.  

Together, ADEA, Diabetes Australia, and the Australian Diabetes Society are dedicated to reducing 
the incidence and impact of diabetes on people, health systems and society. We work with people 
living with or at risk of diabetes, their families and carers, health professionals, researchers, funders, 
other diabetes organisa�ons and the community to posi�vely change people’s lives.  

Diabetes is a chronic health condi�on marked by insulin deficiency or insulin resistance, leading to 
high blood glucose levels. It has reached epidemic propor�ons in Australia, with 1.5 million people 
diagnosed with diabetes and an es�mated 500,000 with undiagnosed type 2 diabetes1. It is essen�al 
that the government focus on preven�ng diabetes, preven�ng diabetes-related complica�ons, and 
maintaining a focus on healthier lifestyle choices without increasing diabetes s�gma and shaming 
people who live with diabetes. While we know, in some cases, that lifestyle choices can contribute to 
type 2 diabetes, we also know that age, gene�cs, background and ethnicity, access to healthcare and 
access to nutri�onal op�ons contribute to whether a person develops diabetes.   

To effec�vely manage diabetes in Australia, reducing the cost burden to the health system and 
reducing the incidence of diabetes and diabetes-related complica�ons, ADEA recommends seven 
overarching recommenda�ons: 

1. Strengthen the diabetes health workforce through comprehensive training and upskilling, 
recruitment and reten�on programs, and increased remunera�on. 

2. Invest in the preven�on of diabetes and diabetes-related complica�ons, including educa�on 
regarding preven�on, earlier referrals to CDEs, and robust coverage of gesta�onal diabetes 
and pre-diabetes. 

3. Robustly fund and support person-centred mul�-disciplinary diabetes care teams through 
increased visits to CDEs and other allied health, educa�ng GPs on when and how to refer to a 
diabetes care team and crea�ng clear referral pathways. 

4. Increase programs to minimise the risk of diabetes in Aboriginal and Torres Strait Islanders 
including culturally sensi�ve diabetes educa�on and recruitment and reten�on programs to 
increase the number of Aboriginal and/or Torres Strait Islander CDEs. 

5. Increase diabetes research and the diabetes research workforce funding addi�onal research 
into the causes and management of diabetes has the poten�al to put Australia at the forefront 
of diabetes care and reduce the incidence of diabetes. 

6. Fully funding the implementa�on of the Na�onal Diabetes Strategy and other strategies that 
exist and can reduce the risk factors of diabetes (Na�onal Preven�ve Health Strategy and 
Na�onal Obesity Strategy).  

7. Reform the Funding Models: The exis�ng fee-for-service model is inadequate to address the 
complexity of diabetes care.  

 
 
 

 
1 Diabetes Sta�s�cs in Australia," Diabetes Australia 
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TOR 1:  The causes of diabetes (type 1, type 2, gesta�onal and other) 
in Australia, including risk factors such as gene�cs, family history, age, 
physical inac�vity, other medical condi�ons and medica�ons used 
 
The causes of diabetes are complex and s�ll being inves�gated by researchers. We know that 
gene�cs play a strong component in who will develop diabetes, and even lifestyle modifica�ons are 
not completely predic�ve of who will develop diabetes. The government should invest in programs 
and policies that focus on preven�on, including reducing obesity and the lifestyle factors that can 
contribute to diabetes in some people. However, this must be complemented by increased 
investment in further research into the role of gene�cs and in public awareness campaigns that 
promote healthy lifestyles while countering diabetes s�gma.    

 The government should increase investment in diabetes research and its transla�on into prac�ce 
and invest in an�-diabetes s�gma campaigns. See the Diabetes Australia language statement and 
www.enddiabetess�gma.org. Please see the Australian Diabetes Society, Diabetes Australia, and 
ADEA Research Submission on Diabetes for further details.  

Type 1 Diabetes 

Type 1 diabetes affects 136,000 Australians. It is an autoimmune condi�on wherein the immune 
system atacks insulin-producing cells in the pancreas. Gene�c factors significantly contribute to the 
risk, although environmental triggers, such as viral infec�ons, may play a role2. Since the causes are 
mainly gene�c, preven�on of type 1 diabetes is challenging. However, early detec�on and 
management can reduce complica�ons. All people living with type 1 diabetes should see a CDE who 
is able to provide cri�cal diabetes support and educa�on.  

Type 2 Diabetes 

Type 2 diabetes is the most common type of diabetes, affec�ng 1.3 million Australians. The causes 
include gene�c predisposi�on, obesity, age, diet, and lack of physical ac�vity. People over 45 years of 
age, overweight, from certain ethnic backgrounds, or with a family history of type 2 diabetes are 
par�cularly at risk3. Those with prediabetes, those diagnosed with gesta�onal diabetes, and those 
born to parents who had gesta�onal diabetes are also par�cularly at risk of developing type 2 
diabetes. Everyone in these higher-risk categories should be referred to a CDE to learn how to 
minimise their risk of developing diabetes and poten�ally reducing the intergenera�onal cycle of 
diabetes. In some cases, the onset of diabetes can be delayed or even prevented en�rely. We now 
understand that in some cases, the progression of type 2 diabetes can be stopped or slowed4.  

Gesta�onal Diabetes 

Nearly 50,000 people were diagnosed with gesta�onal diabetes last year, an increase of 2% over the 
previous year5. It is o�en linked to maternal age, gene�c factors, overweight, people from certain 
ethnic backgrounds, have a mul�ple pregnancy, and those who have had previous gesta�onal 
diabetes or delivered a baby weighing more than 4.5 kgs are at higher risk6. Managing weight before 

 
2 Atkinson MA, Eisenbarth GS, Michels AW, "Type 1 diabetes," Lancet, 2014; 383(9911):69-82. 
3 “Type 2 Diabetes in Australia's Children and Young People," AIHW, 2014 
4 Diabetes Australia, ADS & ADEA Type 2 diabetes remission, Position Statement October 2021 
5 htps://www.ndss.com.au/wp-content/uploads/ndss-data-snapshot-202209-gesta�onal-diabetes.pdf 
6 "Type 2 Diabetes in Australia's Children and Young People," AIHW, 2014 

http://diabetesaustralia.com.au/wp-content/uploads/Language-Matters-2021-Diabetes-Australia-Position-Statement-1.pdf
http://www.enddiabetesstigma.org/
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and during pregnancy and engaging in the recommended prenatal care may prevent gesta�onal 
diabetes. Data demonstrate that people who develop gesta�onal diabetes in pregnancy have a 
higher risk of developing type 2 diabetes, as do children born to parents who have had gesta�onal 
diabetes. A 2018 study found that half of all people with gesta�onal diabetes will develop type 2 
diabetes within 10-15 years. 
 

Recommenda�on 
 

 To reduce risk and provide con�nuity of care, all people diagnosed with gesta�onal diabetes should 
be provided with MBS-reimbursed referrals (either in person or telehealth) to visit a CDE: 
 

• three visits during pregnancy and 
• two visits during the postpartum period. 

 
 
Other types of diabetes 

There are 11,000 Australians living with other types of diabetes. These types of diabetes can be a 
result of defects in specific genes (monogenic) or specific health condi�ons, medica�ons for some 
health condi�ons, and other circumstances. Please see the Diabetes Australia, Australian Diabetes 
Society and ADEA General Submission on Diabetes for further details.  
 
Risk in Aboriginal and Torres Strait Islander Communi�es 

Aboriginal and Torres Strait Islander communi�es face an elevated risk of diabetes due to 
socioeconomic dispari�es, effects of colonisa�on, lack of access to culturally aware diabetes health 
professionals, gene�c factors, and geographic loca�on, par�cularly in remote areas. In fact, Central 
Australia has the highest rate of diabetes in the world7. It is impera�ve that the government 
increases incen�ves and programs that increase the number of Aboriginal and/or Torres Strait 
Islander CDEs who can provide culturally appropriate diabetes educa�on to First Na�ons 
communi�es.  Moreover, government incen�ves for training and upskilling Aboriginal and Torres 
Strait Islander nurses, health prac��oners and health workers to provide culturally appropriate 
diabetes care to support the CDE workforce should be a central objec�ve to reduce the impact of 
diabetes in First Na�ons communi�es. Addi�onal funding for Aboriginal Community Controlled 
Health Organisa�ons (ACCHO) to employ an adequate number of CDEs to provide op�mal support to 
local community in a culturally safe environment will help to increase access to diabetes care teams. 
The government must seek to improve access to CDEs and diabetes care in rural and remote areas 
and invest in programs that help Aboriginal and/or Torres Strait Islander people living with diabetes 
access state-of-the-art diabetes technology, including addi�onal investments for smartphones and 
increased bandwidth internet capabili�es in remote communi�es that are needed to use the devices 
and access telehealth.  

 
TOR 2: New evidence-based advances in the preven�on, diagnosis 
and management of diabetes, in Australia and interna�onally 
 

 
7 Mathew J L Hare, Yuejen Zhao, Steven Guthridge, et al., "Prevalence and incidence of diabetes among 
Aboriginal people in remote communi�es of the Northern Territory, Australia: a retrospec�ve, longitudinal 
data-linkage study," htps://bmjopen.bmj.com/content/12/5/e059716 
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Advancements in diabetes technology have delivered some of the most significant improvements in 
the health and quality of life for people living with all types of diabetes. Diabetes technology not only 
enhances well-being but can also reduce complica�ons and save lives when used correctly. Australia 
is at the forefront of adop�ng these new technologies and providing subsidised access through the 
NDSS, but the implementa�on needs to be universal to op�mise health outcomes. 

Technology Advancements and Breakthroughs in Managing Diabetes 
 

• Con�nuous Glucose Monitoring (CGM) and Flash Glucose Monitoring Technology: This 
technology is revolu�onising the way Australians live with type 1 diabetes, providing more 
accurate and frequent data about glucose levels without frequent finger-prick checks.8 
Studies have shown that CGM is a cost-effec�ve health interven�on, improving quality of life, 
reducing diabetes-related mental health condi�ons, and lowering long-term risks of 
complica�ons.9 Its use during pregnancy also reduces the length of stay in neonatal intensive 
care units for newborn infants, however it is not available to women with type 2 diabetes 
during pregnancy10.  

• Insulin Pumps: Small batery-operated devices that deliver background and meal-based 
insulin. Insulin pumps have been shown to keep blood glucose levels within the target range, 
reducing the risk of both long-term and short-term complica�ons.11 In countries like the 
United States and the United Kingdom, they are already a standard, funded therapy, 
reflec�ng their essen�al role in diabetes management. 

Accessing Diabetes Technology  

All Australians with type 1 diabetes are eligible to access subsidised diabetes technology through the 
Na�onal Diabetes Services Scheme (NDSS). It is essen�al that they know how to use the technology 
op�mally by suppor�ng them with expert diabetes care. Funding for diabetes technology ini�a�on 
and support will decrease inequity and increase access to the health system, ensuring that all people 
have the educa�on and support to use the technology op�mally, while also ensuring the investment 
of the government is maximised.  

Access to support could result in savings of up to $75 million 

A JDRF report es�mates that access to diabetes technology results in cost savings of $54,000 per 
person, a 14% reduc�on in life�me costs atributed to diabetes.12 To achieve that impact, people 
must know how to use their technology appropriately. Moreover, the report also found that 2%, 
about $58 million annually, of the cost for type 1 diabetes is atributed to diabe�c ketoacidosis and 

 
8 Australian Diabetes Society, "Con�nuous Glucose Monitoring Guidelines," 2022. 
9 Smith, A., et al. "Effec�veness of Con�nuous Glucose Monitoring in Improving Quality of Life in Type 1 
Diabetes Pa�ents," Journal of Diabetes Research, 2021. 
10 Denice S Feig, Lois E Donovan, Rosa Corcoy, et al., "Con�nuous glucose monitoring in pregnant women with 
type 1 diabetes (CONCEPTT): a mul�centre interna�onal randomised controlled trial," Lancet 390, no. 10110 
(November 25, 2017): 2347-2359, htps://doi.org/10.1016/S0140-6736(17)32400-5. 
11 Johnson, B., "Insulin Pump Therapy in Type 1 Diabetes," Diabetes Care, 2020. 
12 htps://jdrf.org.au/wp-content/uploads/2021/06/The-economic-cost-of-T1D.pdf 

https://doi.org/10.1016/S0140-6736(17)32400-5
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hypoglycaemic emergencies. Access to support to op�mise the use of diabetes technologies could 
substan�ally reduce this cost, poten�ally resul�ng in savings of up to $75 million.13 

Evidence-based breakthroughs in managing, diagnosing, and preven�ng diabetes are transforming 
healthcare for Australians living with diabetes. Ongoing research, technological innova�on, and 
suppor�ve government policies are the key driving forces behind this revolu�on. It is essen�al that 
the government invest in ongoing research to ensure that Australia stays at the forefront of diabetes 
preven�on, diagnosis and management.  Currently, the workforce for diabetes research is declining 
as a result of declining funding and incen�ves.  To ensure that every Australian living with diabetes 
benefits from the progress that is being made in diabetes care, the government must invest in the 
diabetes health workforce and diabetes research. 

According to ADEA and ADS data, five hours of support by a diabetes health professional with 
training and exper�se in diabetes technology is necessary to op�mise technology use14. One visit to 
an endocrinologist or a CDE to support the ini�a�on of diabetes technology and up to four addi�onal 
hours of either in-clinic or out-of-clinic hours advice on how to interpret and respond to changing 
blood glucose data may reduce emergency department presenta�ons and help people living with 
diabetes to beter manage glucose levels. 

More than 136,000 Australians living with type 1 diabetes are currently registered with the NDSS. To 
protect and op�mise the crucial investment the Australian government has already made, people 
living with diabetes must be supported to use the technology appropriately. Support from a diabetes 
health professional in the first year, which is a cri�cal �me in learning to appropriately use diabetes 
technology, dras�cally enhances the investment while s�ll providing substan�al savings. In the past 
twelve months, 4,090 people with type 1 diabetes registered with NDSS.15  

Recommenda�on 
ADEA recommends that appropriate diabetes technologies be available to every person that needs it, 
and that they be provided up to 5 hours of fully funded technology support by a diabetes health 
professional (endocrinologist or CDE) to ensure they have chosen the appropriate technology and 
are using it op�mally to maximise the benefits of the technology and reduce their risk of diabetes 
complica�ons.  

 

TOR 3: The broader impacts of diabetes on Australia’s health system 
and economy 
 
Diabetes is a pervasive health issue that is rapidly growing in Australia, impac�ng approximately 1.5 
million people with an es�mated 500,000 undiagnosed cases16. The cost of diabetes in Australia 
reaches an alarming annual cost of $17.6 billion per annum, according to recent Diabetes Australia 
modelling. 17 A 2014 Deloite Access Economics Report found diabetes costs Australia around $5.63 

 
13 htps://www.adea.com.au/wp-content/uploads/2023/02/ADEA-Diabetes-health-professionals-prebudget-
submission-2023-compressed.pdf 
14 This is based on data and analysis from ADEA and ADS Members. 
15 htps://www.ndss.com.au/wp-content/uploads/ndss-data-snapshot-202209-type1-diabetes.pdf 
16 "Na�onal Diabetes Sta�s�cs Report," Diabetes Australia, 2020.  
17 Lee C, Colagiuri R, Magliano D, Cameron A, Shaw J, Zimmet P, and Colagiuri S, 2013. The cost of diabetes in 
adults in Australia. Diabetes Research and Clinical Practice, 99(3), pp.385-390. 
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billion per annum in lost produc�vity18,  underscoring its profound economic effect, which could be 
dras�cally reduced by investment in beter preven�on, diagnosing, and managing of diabetes. The 
impact of diabetes in Australia can be measured by the cost to the health system, including 
hospitalisa�ons and treatment but also in loss of workforce produc�vity caused by diabetes. It’s 
important to note that at any given �me 25% of the pa�ents in hospital have diabetes19. Ensuring 
that CDEs are on hand to manage this, and assist with transi�ons of care, and ensuring that everyone 
living with diabetes has a mul�-disciplinary diabetes care team, can reduce the number of people 
with diabetes in hospital, and reduce the length of stay for people who are in hospital.   
 
The Cost of Diabetes 
 
While recent Diabetes Australia modelling puts the full cost of diabetes in Australia at $17.6 billion 
per annum, in 2018-19 AIHW es�mated the direct cost of diabetes in Australia, which only includes 
medical expenses related to treatment, diagnosis, and care of diabetes accounted for $3 billion in the 
Australian health system20. This is likely even higher in 2023 and underscores the urgent need for the 
preven�on and efficient management of diabetes.  
Beyond the healthcare costs, diabetes exerts pressure on the Australian economy by affec�ng the 
produc�vity of the workforce, both those living with diabetes and their families and support persons, 
and reducing purchasing power as household budgets are redirected to pay for diabetes care. These 
indirect costs are less visible but can be even more debilita�ng for the economy in the long term. 

Role of Creden�alled Diabetes Educators (CDEs) 

Iden�fying people at risk of developing diabetes and providing early interven�on, such as 
consulta�ons with a CDE, can reduce the risk21. Inves�ng in diabetes treatment and diagnosis 
requires upfront costs but translates to net savings and less stress on the healthcare system. The 
ADEA and the Australian Diabetes Society (ADS) have proposed measures that could result in savings 
of $1.5 billion22. 

Op�mal care and early interven�on may reduce complica�ons, emergency department visits, and 
hospitalisa�ons, and the length of stay in hospital, resul�ng in significant cost savings. For condi�ons 
like prediabetes and gesta�onal diabetes, these visits may even prevent diabetes en�rely in some 
individuals23. (Please see the Diabetes Australia, ADEA, and the Australian Diabetes Society 
submission on type 2 diabetes and remission) Addi�onally, upskilling health professionals to be 
aware of symptoms of undiagnosed diabetes and to know the referral pathways could result in 
addi�onal and earlier referrals to GPs and the diabetes care team, and more screening to diagnose 
diabetes and prediabetes earlier.  

Evidence from other countries confirms the cost-saving poten�al of inves�ng in diabetes care. In the 
United States, the Robert W Johnson Founda�on es�mated life�me cost savings of up to $18 million 

 
18 Deloite Access Economics. (2014) Produc�vity impacts of diabetes 
19 Bach LA, Ekinci EI, Engler D, Gilfillan C, Hamblin PS, MacIsaac RJ, Soldatos G, Steele C, Ward GM, Wyat S. 
"The high burden of inpa�ent diabetes mellitus: the Melbourne Public Hospitals Diabetes Inpa�ent Audit." 
Med J Aust. 2014;201(6):334-338. doi: 10.5694/mja13.00104. 
20 Australian Ins�tute of Health and Welfare, "Diabetes Expenditure in Australia 2018-19," 2020.  
21 Australian Diabetes Educators Associa�on (ADEA) and Australian Diabetes Society (ADS), "Budget Proposals 
2022-23," 2022.  
22 Ibid.  
23 Robert W Johnson Founda�on, "Diabetes Preven�on Program Cost Savings," 2019.  
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as a result of diabetes preven�on programs. Australian research has found similar results, with a 
Deloite Access Economic Report revealing that every dollar invested in structured diabetes self-
management educa�on leads to downstream savings of $1624. 

Recommenda�on 
Diabetes is an urgent and expensive challenge for Australia, both in terms of healthcare expenditure 
and broader economic impact. Inves�ng in preven�on, early interven�on, and op�mal care through 
CDEs and other allied health providers can make a substan�al difference in reducing costs and 
improving the quality of life for those with diabetes. To do this well, GPs must understand when and 
how to involve and refer to a mul�-disciplinary care team.  Educa�ng GPs on how to refer, and 
crea�ng referral pathways will improve access to CDEs and diabetes care teams resul�ng in improved 
care for people living with diabetes. Strategic investments in these areas could save over a billion 
dollars, demonstra�ng that spending on diabetes care and preven�on will not only improve health 
outcomes but is a sound economic investment25. 

 
TOR 4: Any interrelated health, issues between diabetes and obesity 
in Australia, including the rela�onship between type 2 and gesta�onal 
diabetes and obesity, the causes of obesity and the evidence-base in 
the preven�on, diagnosis and management of obesity 
 
Diabetes and obesity are interrelated, complex health issues that are increasingly prevalent in 
Australia. With 8 million Australians currently living with obesity, the situa�on is reaching alarming 
propor�ons26. Though obesity is significantly linked to type 2 diabetes, it is crucial to recognise that 
obesity is not 100% responsible for type 2 diabetes, as it accounts for 55% of its burden27.  
Around two-thirds of Australian adults and one in four children are living with overweight or 
obesity28. Despite this urgent public health priority, support for obese Australians is no�ceably 
lacking. Interven�ons for managing obesity, such as pharmacotherapy or bariatric surgery, are scarce, 
and there's a need to fund both discovery and clinical research for the preven�on and management 
of obesity. 

The Australian dietary scenario is not ideal, with less than one percent of the popula�on ea�ng 
according to the Australian Dietary Guideline recommenda�ons29. In addi�on, less than one in ten 
people consume the recommended servings of vegetables, and around a third of energy comes from 
discre�onary foods30. This has contributed to overweight, obesity, and an increased risk of non-
communicable diseases, including type 2 diabetes, heart disease, and cancer31. A mul�-disciplinary 
diabetes care team can assist in helping those at risk of type 2 diabetes understand how to modify 
their daily food intake and physical ac�vity to minimise their risk of developing diabetes, or for those 
with diabetes how to modify their daily food intake and physical ac�vity to manage their diabetes 

 
24 Deloite Access Economics.  Productivity Impacts of Diabetes August 2014 
25 htps://www.adea.com.au/wp-content/uploads/2023/02/ADEA-Diabetes-health-professionals-prebudget-
submission-2023-compressed.pdf 
26 "Obesity in Australia," Health Direct, 2022 
27 "Type 2 Diabetes Sta�s�cs in Australia," Diabetes Australia, 2021. 
28 Australian Ins�tute of Health and Welfare, "Overweight and Obesity in Australia," 2020. 
29 Na�onal Health and Medical Research Council, "Australian Dietary Guidelines," 2013. 
30 Australian Bureau of Sta�s�cs, "Australian Health Survey," 2019. 
31 World Health Organiza�on, "Non-communicable diseases in Australia," 2020. 
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well to minimise the risk of diabetes-related complica�ons and comorbidi�es. The Na�onal Obesity 
Plan addresses many of these issues, and the government should focus on implemen�ng the 
strategy, including incen�vising healthier food choices and the availability of fresh fruits and 
vegetables, especially in remote communi�es.  

Obesity is responsible for 55% of the burden of type 2 diabetes, with dietary risks responsible for 
26%32. However, cau�on must be exercised against diabetes s�gma and shaming people with 
diabetes, as obesity is not the sole cause. S�gma and shaming risk disengaging people with their 
diabetes management, increasing the risk of complica�ons and increasing health care costs. 

Overweight and obesity contribute to 18% of Australia's health spending on diseases atributed to 
modifiable risk factors, amoun�ng to an es�mated $4.3 billion33. The economic burden further 
emphasises the urgency of the situa�on and indicates that earlier interven�on and preven�on 
programs could improve health outcomes and reduce costs.  

It’s vital for those at risk of developing diabetes and newly diagnosed people with type 2 diabetes to 
be referred to CDEs. CDEs help manage diabetes through lifestyle interven�ons, reducing the risk of 
complica�ons, and increasing the likelihood of managing diabetes through lifestyle changes alone. 

The pressing issue of diabetes and obesity in Australia requires immediate and targeted interven�on. 
By increasing access to a diabetes care team including a CDE, die��an, and exercise physiologist, as 
well as providing support to make lifestyle changes, enhancing support for people living with obesity, 
increasing funding for research, and leveraging the exper�se of CDEs, Australia can create a healthier 
future.  To enable people living with diabetes and/ or obesity to engage with their care, it is also 
essen�al for the government to foster a society free from s�gma and shaming associated with these 
condi�ons. 

Recommenda�on 
All people diagnosed with pre-diabetes should immediately be referred to a CDE. Upon diagnosis of 
diabetes, all people should be immediately referred to a mul�-disciplinary diabetes care team 
consis�ng of a GP, CDE, die��an, exercise physiologist and other allied health.  
 

TOR 5: The effec�veness of current Australian Government policies 
and programs to prevent, diagnose and manage diabetes. 
 

The current federal policies do not do enough to address the current incidence of diabetes in 
Australia, and current policies will fail to address the increasing prevalence and complexity of 
diabetes. Approximately 1.5 million Australians live with diabetes, and there are another 500,000 
es�mated exis�ng cases which are undiagnosed. That number has risen by more than 80% since 
2000 and is an�cipated to con�nue to rise into the future.34   
 
Recommenda�on 
The current shortcomings and opportuni�es of the current Australian Government policies lie in 
three key areas, which are addressed in detail below. The government must: 
 

(1) strengthen the diabetes health workforce  

 
32 ”Type 2 Diabetes Sta�s�cs in Australia," Diabetes Australia, 2021. 
33 "Health Spending on Obesity-related Diseases," Australian Government, Department of Health, 2021. 
34 htps://www.diabetesaustralia.com.au/about-diabetes/ 
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(2) support and fund pa�ent-centred mul�-disciplinary diabetes care teams to reduce the 
incidence of diabetes and diabetes-related complica�ons 
(3) create and fund an implementa�on plan for the 2021-2030 Na�onal Diabetes Strategy 

 
Strengthening the diabetes health workforce: The need for a larger and beter-
supported diabetes health workforce 
 

The current diabetes workforce (CDEs and diabetologists) is understaffed compared to the number of 
people living with diabetes in Australia, this is par�cularly true in regional and remote areas; in 
Aboriginal and Torres Strait Islander communi�es, which have the highest rates of diabetes; and in 
other CALD communi�es who require culturally appropriate diabetes care. The diabetes workforce 
must at least double to provide op�mal support for all people living with diabetes.  

To meet the growing demand for diabetes management, there is a pressing need to expand and 
beter support the diabetes workforce.  This can be achieved through developing and funding a 
robust pathway to build and invest in the diabetes workforce.  By growing and strengthening the 
workforce, access to quality diabetes care and educa�on can be improved, leading to beter health 
outcomes for individuals with diabetes.  

Funding the management of diabetes in Australia  

The current fee-for-service model is not fit for purpose, as a fee-for-service model does not 
incorporate the net cost savings of longer visits and of preven�ve care. Chronic condi�ons, like 
diabetes, must have a flexible blended funding model that supports wrap-around care allowing for 
robust consulta�ons and ongoing support from the mul�disciplinary diabetes care team. Current 
MBS item numbers for diabetes educa�on do not adequately reflect the �me and exper�se required 
by CDEs to deliver comprehensive care. Introducing new MBS item numbers, such as a 60-minute 
ini�al consulta�on, an extended 30-minute regular consulta�on, and a new double length 40-minute 
consulta�on, with appropriate fee adjustments, will allow CDEs to provide evidence-based, pa�ent-
centred care. Adequate reimbursement will support longer consulta�ons, ensuring individuals 
receive the necessary educa�on and support to manage their diabetes effec�vely. A blended funding 
model for diabetes management ensures that pa�ents receive not only medical interven�ons but 
also essen�al access to a mul�-disciplinary care team. A blended funding model can address the 
complicated factors that cause diabetes and result in op�mal health outcomes, while decreasing 
healthcare costs into the future.  

The fee-for-service model is also insufficient for people living with diabetes.  Diabetes is a complex 
condi�on and not all individuals living with diabetes have the same needs. The high annual cost of 
living with diabetes, and insufficient MBS visits, means that individuals can struggle to afford op�mal 
healthcare, even with MBS reimbursement. Addi�onally, where a gap fee is charged the current 
Medicare rebate process requires people living with diabetes to be charged a high upfront fee as the 
Medicare rebate is claimed and received a�erwards. As a result, this can limit access to, and even 
completely prevent some people with diabetes from accessing essen�al CDE and mul�-disciplinary 
care. 

Private health insurance could help to reduce the economic burden on the health system by being 
required to cover structured diabetes educa�on provided by a CDE for every person living with 
diabetes or pre-diabetes.  
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The current model does not work for people living with diabetes, it doesn't work for CDEs and 
diabetes health professionals, and it does not work for the health system. The government should 
seek advice from experts and stakeholders on the best funding models to improve diabetes health 
outcomes, while adequately remunera�ng the diabetes health workforce and minimising the cost of 
diabetes to the individual and the health system.  

Increasing access to CDEs  

The CDE is the lead profession for delivering accurate, evidence-based diabetes educa�on to support 
and empower all people and their families who live with diabetes or who are at risk of developing 
diabetes. The CDE has completed a postgraduate qualifica�on (level AQF 8) at an accredited 
Australian university in the specialty area of diabetes and has progressed through a robust process to 
achieve creden�alling status. The CDE is an expert in all areas of diabetes management – some 
specialise in specific areas for example, diabetes in pregnancy, paediatrics, and diabetes technology. 
Others will have a broad overall knowledge and see people with all types of diabetes, especially 
those working in rural/regional areas. CDEs in rural and remote regions provide a service that 
encompasses a person through their en�re life, and through all life stages, and all forms of diabetes 
mellitus and associated complica�ons. Annual accredita�on ensures the CDE is abreast of current 
best prac�ces in rela�on to monitoring, medica�ons, technology, life scenarios such as pregnancy or 
fas�ng for medical or cultural reasons, complica�ons reviews, and the pathology parameters e.g. 
renal, which may affect medica�on. 

It is essen�al that every hospital, aged care centre, diabetes centre, and health clinic be 
appropriately staffed with CDEs.  Approximately 25% of all pa�ents in health care se�ngs have 
diabetes, many with complica�ons that require their diabetes be carefully managed. The CDE 
workforce must at least double to provide appropriate care to the increasing incidence of diabetes in 
Australia. It's of note that there is a discrepancy in access between metropolitan areas and rural and 
remote areas. Special aten�on should be paid to CDE recruitment and reten�on efforts in rural and 
remote areas, as well as expanding the infrastructure to ensure all communi�es are able to access 
robust telehealth services.  

Enhancing the diabetes workforce by enabling CDEs to work to their full Scope of Prac�ce 

The Na�onal Scope of Prac�ce Review is essen�al to ensure that all CDEs are working to their full 
scope of prac�ce. The Na�onal Scope of Prac�ce Review should ensure CDEs are recognised as a 
single, na�onal profession with its own scope of prac�ce rather than individual prac��oners being 
iden�fied by, and having their scope limited to, their underlying health profession. For example, 
varia�ons in scope of prac�ce based on underlying profession causes discrepancies in which CDEs 
can order pathology.  CDEs receive appropriate educa�on and training in diabetes educa�on, 
management and care and should be able to work to their full scope of prac�ce. Reforms resul�ng 
from the Na�onal Scope of Prac�ce Review have the poten�al to strengthen and increase Australia’s 
CDE workforce working to their full scope, reduce pressure on general prac�ce and make it easier for 
people to access high-quality CDE care. 

Improved data collec�on to inform the future of diabetes care 

The government must support enhanced data collec�on to best inform future policies that can 
strengthen and enhance the diabetes workforce. This data must be collected across federal, state 
and territory governments. The data should:  
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• Capture diabetes services provided by allied health professionals via telehealth, by 
profession. 

• Follow pa�ents who are referred to CDEs upon diagnosis to determine if pa�ents who have 
mul�-disciplinary care teams have beter health outcomes, and those referred at diagnosis of 
pre-diabetes to determine if onset of diabetes is prevented or delayed.  

• Understand the frequency, length and format of consulta�ons and determine if and how 
diabetes technology impacts diabetes consulta�ons and health outcomes. 

• Collect data on complica�ons screening and the diabetes annual cycle of care, to determine 
if early detec�on of complica�ons prevents hospital admissions, focusing on hospital 
avoidance. 

• Develop a na�onal diabetes complica�ons screening database for people with diabetes as a 
central point to monitor an individual’s complica�ons screening and outcomes. Public and 
private hospital, medical and allied health services should have access, including to prevent 
duplica�on of complica�ons screening. 

 

Suppor�ng pa�ent-centred mul�-disciplinary diabetes care teams 
 

Promo�ng Pa�ent-Centred Care and Mul�disciplinary Teams 

Pa�ent-centred care is essen�al in diabetes management, as everyone's diabetes, needs and risk 
profiles differ. Crea�ng wraparound payment models and suppor�ng mul�disciplinary diabetes care 
teams allows for flexible, personalised care that considers medical, cultural, and familial factors. This 
approach fosters a collabora�ve environment where CDEs, endocrinologists, GPs, and other allied 
health professionals work together to deliver comprehensive diabetes care, resul�ng in beter 
pa�ent outcomes. To promote seamless mul�disciplinary care, all members of the diabetes care 
team, including CDEs and all allied health speciali�es should have access to MyHealthRecord. GPs are 
the coordinators of the mul�-disciplinary care team, and CDEs are essen�al to support GPs. A 
mul�disciplinary care team can provide expert diabetes support and reduce the workload on GPs but 
must have access to the same health records to promote communica�on and collabora�on.   It is 
essen�al that GPs, GP prac�ces and prac�ce nurses, who have a crucial role in diabetes screening 
and the prepara�on of chronic disease management plans, be supported with access to a CDE and an 
understanding of when and how to refer pa�ents to a CDE. CDEs have the required skills and expert 
knowledge in diabetes and support the work of the GP and prac�ce nurse by managing and 
suppor�ng a person with diabetes self-management and ongoing care, including func�oning as the 
resource person for GPs, advising GP’s on treatment changes, the development of sick day 
management plans, hypoglycaemia ac�on plans, school, work or travel plans.  

Addi�onal funded CDE visits for the popula�on at increased risk of diabetes-related complica�ons 
will prevent poor health outcomes and unnecessary complica�ons.  The NDSS annual cycle of care 
recommends that a person living with diabetes receives between four (for low-risk people) and up to 
17 (for high-risk people) allied health visits a year to maintain op�mum health, manage diabetes, and 
lower the risk of complica�ons such as heart atacks, stroke, kidney failure, blindness, and foot 
amputa�ons. Five visits a year for allied health, and an addi�onal five reserved for CDE visits, at a 
GP’s discre�on, will help people living with diabetes access the care they require to manage their 
condi�on well and lessen the risk of complica�ons. Please note that the ESSA Submission also 
requests addi�onal visits to allied health for people living with diabetes.  

https://www.ndss.com.au/wp-content/uploads/fact-sheets/fact-sheet-your-diabetes-annual-cycle-of-care.pdf
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Iden�fying and Referring Frequent Hospital Users to Diabetes Care Teams 

Individuals with diabetes who frequently use hospital services are at higher risk of complica�ons and 
o�en face fragmented care. To minimise complica�ons and improve pa�ent outcomes, frequent 
hospital users with diabetes should be iden�fied and referred to specialised diabetes care teams. 
These teams, comprising CDEs, endocrinologists, prac�ce nurses, die��ans, exercise physiologists, 
and other allied health professionals, can provide addi�onal support and tailored care, reducing the 
need for emergency department visits and hospitalisa�ons in the future.  

Transi�ons of care are essen�al to managing diabetes well, par�cularly those who are at higher risk 
of developing diabetes related complica�ons. Every person in hospital with diabetes should be 
referred to a community based CDE upon discharge, if they do not already have a regular CDE and 
diabetes care team.  

Referring people immediately upon diagnosis, at discharge from hospital to a CDE, and involving 
CDEs in transi�ons of care will help to ensure that every person living with diabetes has a 
mul�disciplinary diabetes care team in place reducing hospitalisa�ons and diabetes-related 
complica�ons and the number of frequent hospital users with diabetes.   

Culturally Appropriate Diabetes Educa�on for First Na�ons Communi�es 

Diabetes among Aboriginal and Torres Strait Islander popula�ons is in part a result of inequality, and 
of systemic disadvantages. The federal government must priori�se closing the gap in trea�ng and 
preven�ng diabetes among First Na�ons peoples. 

The barriers — including the lack of diabetes educa�on; lack of access to CDEs; and the low numbers 
of CDEs working in Aboriginal and Torres Strait Islander communi�es — coupled with diabetes risk 
factors means diabetes is more pronounced in First Na�ons communi�es. Addi�onal risk factors 
include social determinants and lack of access to healthy lifestyle choices (fresh foods and exercise).   

The Australian Bureau of Sta�s�cs (ABS) shows that diabetes was the second leading cause of death 
among Aboriginal and Torres Strait Islander people in 201835. An ABS survey for about the same 
period shows the diabetes rate was 2.9 �mes higher than non-Indigenous Australians.36 However, 
anecdotal evidence from the frontline shows that this figure could be much higher. 

The uptake of chronic disease management plans by First Na�ons peoples is low because of various 
socioeconomic barriers, including lack of access to CDEs, die��ans, exercise physiologists, and other 
members of the diabetes care team, as well as lack of access to culturally appropriate health care.    

More government funding and incen�ves are needed to: 

• Atract health professionals to become CDEs, and provide reten�on incen�ves, par�cularly 
for those who iden�fy as Aboriginal and Torres Strait Islander and those working in rural and 
remote areas.  

• Create and provide culturally sensi�ve training to health professionals to create the trust 
necessary to deliver essen�al diabetes care. 

• Provide educa�on about where and how to access help delivered in ways relevant to 
communi�es. 

 
35 htps://www.abs.gov.au/sta�s�cs/people/aboriginal-and-torres-strait-islander-peoples/na�onal-aboriginal-
and-torres-strait-islander-health-survey/latest-release 
36 htps://www.aihw.gov.au/reports/diabetes/diabetes/contents/summary 

https://www.abs.gov.au/statistics/people/aboriginal-and-torres-strait-islander-peoples/national-aboriginal-and-torres-strait-islander-health-survey/latest-release
https://www.abs.gov.au/statistics/people/aboriginal-and-torres-strait-islander-peoples/national-aboriginal-and-torres-strait-islander-health-survey/latest-release
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Funding addi�onal CDE posi�ons throughout Australia, par�cularly in rural and remote First Na�ons 
communi�es, would help create a healthier and more equitable Australia and result in a stronger, 
more efficient, and less costly health system. 

Create and fund an implementa�on plan for the Na�onal Diabetes Strategy 

The 2016-2020 Na�onal Diabetes Strategy lacked funding for implementa�on; as a result, the 
majority of the 55 progress indicators were not achieved. It is impera�ve that this result is not 
replicated in the current plan. Two years into the 2021-2030 Na�onal Diabetes Strategy an 
implementa�on plan has s�ll not yet been developed, and there is no funding for implementa�on. 
Without sufficient funding for implementa�on, nothing will change. ADEA recommends that an 
implementa�on plan be developed as a priority and that it be fully funded.  

Conclusion 

The current federal policies addressing diabetes in Australia fall short of adequately addressing the 
growing incidence and complexity of diabetes. The urgency to take effec�ve ac�on is clear; 
Australians simply cannot afford to wait for policies that reduce the incidence of diabetes and 
prevent diabetes-related complica�ons.   

ADEA recommends that the federal government: 

1. Invest in strengthening and growing the diabetes health workforce through comprehensive 
training and upskilling, recruitment and reten�on programs, and increased remunera�on. 

2. Invest in the preven�on of diabetes and diabetes-related complica�ons, including educa�on 
regarding preven�on, earlier referrals to CDEs, and robust coverage of gesta�onal diabetes 
and pre-diabetes. 

3. Robustly fund and support person-centred mul�-disciplinary diabetes care teams through 
increased visits to CDEs and other allied health, educa�ng GPs on when and how to refer to a 
diabetes care team, crea�ng clear referral pathways, enabling access to My Health Record, and 
capturing workforce and service data by profession. 

4. Increase programs to minimise the risk of diabetes in Aboriginal and Torres Strait Islanders, 
including culturally sensi�ve diabetes educa�on and recruitment and reten�on programs to 
increase the number of Aboriginal and/or Torres Strait Islander CDEs. 

5. Increase diabetes research and the diabetes research workforce through funding a na�onal 
diabetes research strategy and addi�onal research into the causes and management of 
diabetes. This has the poten�al to put Australia at the forefront of diabetes care and reduce 
the incidence of diabetes. 

6. Fully fund the implementa�on of the Na�onal Diabetes Strategy and other strategies that 
exist and can reduce the risk factors of diabetes (Na�onal Preven�ve Health Strategy and the 
Na�onal Obesity Strategy).  

7. Reform the Funding Models: The exis�ng fee-for-service model is inadequate to address the 
complexity of diabetes care.  

 
By implemen�ng the recommenda�ons outlined above, Australia can pave the way for a healthcare 
system that effec�vely manages diabetes, improves health outcomes and increases the quality of life 
for those affected by diabetes, all while reducing the economic burden on the healthcare system. 
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