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Table 1: Tool Amendments 
I. Structural (facility level): 

• Dedicated space to capture the name of the relevant CHC and date of audit were 
added on the form. 

• A space to capture the 'availability (or non-availability) of folder stickers' (and 
their colour) was created, as these were found to be necessary. 

• On the 'Guidelines' section, the PHC Package/or South Africa guideline was 
removed from the checklist. 

• The query about availability (or non-availability) of collective register for all 
chronic disease patients (in contrast to a register exclusive for diabetes patients) 
was removed from the menu, since the study only had special focus on diabetes. 

• 'BMI chart' was added onto the checklist of essential equipment upon the 
suggestion of key experts, though this implement is not in the SEMDSA guideline. 

• The field to record other types and numbers of equipment available at a CHC was 
eliminated. 

• The rating for ' overall drug supply in past year' was changed from Good or Bad to 
, Number of stockouts in past year' (space for recording provided), with an 
additional 'Don 'I Know' option, to quantify the level of supply and to assess 
whether stockouts were being documented. 

• A space was created for the researcher to write miscellaneous notes since the 
original tool did not have ample space to capture additional free oral responses 

• The overall aesthetics of the form was improved. 

II. Process and Outcome ( patient folder level): 
• 'Date of diagnosis with diabetes' was deleted since this was time consuming and would 

be difficult to establish with accuracy (if at all) from the folder notes, because patients 
often forget the precise date they were diagnosed, and in the common instance where 
diagnosis was made elsewhere, this record is sometimes absent from the patient folder. 

• A field to capture a patient's total number of consultation visits in past 12 months was 
added, in order to assess the patients' frequency of clinic visiting. 

• A query for assessing whether or not the patient was on Hypertension treatment was 
added, in order to measure the extent of comorbidity in the diabetics. 

• A space to capture the number of auscultations (apart from an ECG) performed on the 
patient in 12 months was added, to assess whether (and by how much) clinic staff at 
least attempted to assess cardiovascular wellness of the patient in the absence of an 
ECG. 

• The query to assess whether or not BMI was done on the patient's first visit to that 
CHC was removed, because it was difficult and time-consuming to sift through the 
patient folder to identify with certainty a first visit. 

• The query about geographical place (whether at respective CHC or elsewhere) of 
performance of any documented lipid profile and HbA 1 c test was inserted since the 
aim was to measure what services were being provided by that particular CHC. 

• A space was created for recording the actual Left and Right visual acuity readings for a 
patient (folder). 

The amended tool can be seen in see Appendix 10. 
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CHAPTER 6: 

RESULTS 
1. Study site characteristics 

West Central Peninsula East South TOTAL 

315 910 25 1 504 428 24 1 840 250 404 4143 

20 20 20 20 20 20 20 20 10 180 

* 2003 average monthly statistics 
a CMT~ Cape Town Metropole 

All selected CHCs were audited using a single day as planned. Further, the target of 

a 20-folder review per CHC was also achieved. Thee districts in which the CHCs 

fall and also the total diabetes population per CHC are reflected in table 2, the later 

varying from 241 to 910. 

2. Characteristics of patients whose folders were audited 

63(11.4) 61.5(10.4) 58.9(8 .5) 58.2(9.7) 59.7(7 .6) 55(11.1) 64.5(9 .3) 61 (12.2) 54.2(8 .8) 59(10.25) 

12(60%) 10(50%) 9(45%) 7(35%) 12(60%) 6(30%) 13(65%) II (55%) 5(25%) 85 (47%) 

0 5 2 2 1 
......... ...............•.•.. ... .. ..... ••••... 

0 4 1* 11(6.1%) 

15 14 17 15 18 12 19 20 18 145 
75% 70% 85% 75% 90% 60% 95% 100% 90% 81% 

I 3 10 2 0 0 1 10 0 27 
5% 15% 50% 10% 0% 0% 5% 50% 0% 15% 

Hypertension_treatment 
* ex- smoker 
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Fig 3. : Overall No. of patients on different treatment 
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Fig 3: No~ of patients on different treatment 

options (by CHC) 
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3. Quality of Care 

• 1 ~ - h .n 

Results for the Structural aspects of quality of care will be presented first, followed 

by those for Process, then Outcome. 

3.1. Structural Aspects of quality of care 

(a.) Information Systems 

The types of existing information systems at CHCs were found to vary from site to 

site (table 4). 
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(d.) Reported equipment availability 
Table 4 below shows the types and numbers of medical implements available at 

facilities and used for routine medical checks and screening for complications. 

~ I.e Q., ~ 

~ 
0 ..... 

~ 
~ 

I.e CJ I.e ] - ~ Z' ~ '" ~ ~ ~ I.e 0 ..cI '" CJ '" .51 = ~ I.e ..... 
r£.J ~ ... ..... ..§ CJ ~ 

~ CJ I.e e ~ ..cI = ~ = ~ ~ 
~ e '" CJ CJ ~ = ~ ~ e ..cI EQUIPMENT ..... -- ~ ..cI CJ 

~ e ~ 0 ~ .~ ::::l ~ '" ..... ::::l \.!) CJ ..cI ~ ..... ... Q., ~ = ~ ..... ~ CALIBRATION ~ ~ ~ .c - Q., = = ~ U 
::0 E-o ~ 0 \.!) 0 r£.J Eo- ~ ~ ~ 

1 1 0 7 2 ? ? 2 4 1 3 Somewhat 

0 10* 1 2* 10 1 1 1 2 2 
0 8 3 3 4 4 1 4 3 

3 2 3 1 
3 1 

* estimate ? respondent was not sure of the number 

It can be seen from the above table that, with the exception of some 'zeros' 

registered for waist measurement tapes and BMI charts, at least one unit of every 

equipment type was available at each facility. All equipment was reported to be 

functioning at the time of aUditing, although glucometers were frequently reported 

to be old and having a high breakdown rate. Coupled with staff shortages and high 

patient loads, especially on diabetes days, the generally poor availability of enough 

Snellen charts commonly created a bottleneck in service delivery. However, though 

ECG machines and waist tapes were fairly available at all CHCs, the related medical 

procedures were not performed, as is shown in tables 10 and 11. 
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Only 2 facilities had a systematic plan for calibrating equipment; the others did not 

calibrate at all, or calibrated only some equipment, or calibrated only on indication. 

The high frequency of estimated numbers of equipment units reported in the table is 

worrisome. The researcher noticed that in some instances numerical data was reported 

perfunctorily by staff respondents, and without reference to equipment inventories. 

(e.) Staff complement 

Table 8:Staff numbers and their level of involvement in diabetic care 

SITE 1 2 3 4 5 6 7 8 
I 

I I 

I I 

~ 
I I I 

~ 
I 
I 

! ..... 

I 
~ I 

~ 
~ ~ ~ ~ ~ ~ ~ ! ~ .. 
~ ~ ~ ~ ~ .. ~ ,f! ~ .... .... .... .... - I 

.... I -~ ~ ~ ~ ~ ~ ~ .. ~ 
;;;J .c .c .c .c .c I .c .c ' I ~ CIII CIII CIII CIII CIII CIII CIII ! 01 :a :a :a :a :a I :a :a :a 
~ .S .S .S .S .S .S .S .S 

.~ 
I ~ - ~ - ~ ~ - ~ - ~ ~ ' ~ -; ... ... -; ... -; -; ... 

--= 
CIII :c CIII :c :c CIII CIII 

--= :c .... - .... .... - - - .... 
~ .( ~ Col ~ Col ~ Col ~ Col ~ .( ~ Col ~ Col 

f-; f-; -< f-; -< f-; -< f-; -< f-; f-; -< f-; -< 
CNP 0 0 2 2 3 2 I 1 0 0 4 2 5 4 3 3 
!W 4 1 5 5 2 0 1 1 6 ~. II 3 22 19 0 0 
SN 4 0 7 7 2 0 2 2 lb 1 2 1 13 ,11 1 1 
MOIGP 3 3 4 4 3 2 1 1 3 2 3 3 10 IO I 1 

HPO I 1 1 1 0 I I'" # •. 1 2 1 6 6 6 6 
Diabetes 1 1 0 0 1 I 1 * 0 0 0 0 * 0 0 
educator I 
fli- .;,,;. 1 1 0 0 1 1 1 1 1 1 0 0 0 10 0 0 
Nutrition 0 0 0 0 0 0 0 0 0 0 0 0 I i 1 I 1 
advisor ! 

, , , , , , 

CNP: clinIcal nurSIng practitioner; PN : professIOnal nurse; SN: staff nurse ; MOIGP: medical officer or general practitIOner; 
HPO: health promotion officer; +based elsewhere; #' n.:ps' ; * institution considers all staff to be educators ; 
b enrolled nursing assistant 

Diabetes educators, dieticians and nutrition advisors are in short supply across all 

facilities. There is a discernible correlation between number of staff and the patient 

population for a facility; the facility with the largest diabetic population (site 2) has 

9 

-; -~ f-; 

I 
I 
0 
I 
I 
1 

1+ 

I 

considerably higher numbers of general practitioners, professional, and staff nurses 

involved in diabetic care, while the facility with second biggest diabetic 
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population(site 7) has the highest number of staff of all categories. Most of the staff 

available at any given CHC is involved in diabetic care. 

(f.)Drug supply 

Good supply of anti-diabetic medication is a critical component in the management 

of diabetes. Table 6 below shows drug supply at CHCs. 

Table 9: Typical drug availability at CHCs 

Type of Medication 

INDICATOR OF DRUG SUPPLY 

... -
No. of facilities reporting drug currently in stock 
No. of facilities reporting NO stockout in past 12 months 
No of facilities reporting Occasional stockouts in 12 months 

a Humuhn R (Actrapld); Humulm N (Protophane); Humulm 30/70 
b Actraphane; Actrapid ; Protophane 
c Glibenclamide(Daonil); Gliclazide (Diamicron); Metformin (Glucophage 

Insulin vials8 Insulin 
.~ 

_pensets b 

100% 100% 
89% 44% 
11% 56% 

All CHCs reported having complete stocks of all three types of anti-diabetic therapy 

at the time of the audit. Insulin vials had the best overall supply, followed by oral 

agents. Insulin pensets, on the other hand, had irregular annual supply, with as many 

as five (5) CHCs reporting occasional stockouts. Inter- facility borrowing of drugs, 

as well as, less commonly, proximity to the central drug depot, were cited as factors 

contributing to consistent drug supply in the year. 

(g.) Patient Education 

Figure 1 below shows the pool of resources (material and human) used for educating 

patients at CHCs. It should be stated from the outset, however, that the language 

type and appropriateness of the educational tools was not evaluated. 
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The frequency of group sessions ranged from once weekly to once monthly. One of the two 

CHCs that use 'reps' allowed a gap of up to 3 months between educational sessions. 

Structural weaknesses 

The study identified some areas of concern in stlUctural mechanisms existing at CHCs. 

These are shown in table 10 below. 

Table 10: Summary of major weaknesses in elements of the healthcare system 

• Informal borrowing of drugs among CHCs 
• Insulin recycling 
• Non-systematic calibration of equipment 
• Non docwnentation of drug stockouts 

,", 

• Non-reference to equipment inventory by staff when being audited 
• Non -reference to staff inventory when being audited 
• Non-recording of the amputation status of amputees on their folders 
• The haphazard state (or internal disorganization) of patient folders · 
• Disharmony in folder sticker systems, care tool used and patient accessories provided 
• Use of absolute (versus relative-BMI) weight reduction to mark patient improvement .. 

There is a pervasive tendency among CHCs to "borrow" certain medication from each other 

to offset stockouts. Currently this arrangement is not officially formalized by provincial 

authorities, and may become uncontrolled and cause problems. There is also evidence that 

CHCs withdraw and restock unused insulin from now controlled patients who nolonger 

need it. Such a mechanism may be questionable because of the unknown storage conditions 

for the insulin at the patient's home. During the audit, it also became clear that most 

phannacy staff were not systematically documenting dlUg stockouts, resulting in them 

having to use memory recall to estimate the number of annual stockouts. Likewise, the 

numbers of equipments available and total staff establishments were furnished without 

reference to standard inventories. This distracts from data accuracy. With some exceptions, 

patient folders were often internally disorganized and in IUffled state, with the prescription 

and follow-up sheets not arranged in any chronological order. Sometimes the doctor's 
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consultation notes were written on the prescription chart instead of the follow-up sheet, and 

vice versa. This, among other things, can comp]jcate the audit process for future auditors. 

There are huge inter-facility variations in types and availability of care systems and 

resource. For example, there were different colours for folder stickers among CHCs, and 

the internal tools and resources used to manage and monitor diabetes care (e.g. provision of 

insulin vials to patients for home self management) varied from CHC to CHC. Overweight 

patients are encouraged to lose a certain amount of weight to achieve a certain 'target' 

weight. With the low frequency (only 15%) ofBM! calculation and recording witnessed at 

CHCs, such weight loss targets might not be ideal. 

Process Aspects of quality of care 

(a}.Routine tests 

N=20 folders/ site Sitel Site 2 Site3 Site4 SiteS Site6 Site7 SiteS Site9 

Random sugar 

Fasting sugar 

BP 

Weight 

85% 78% 91 % 92.5% 82.6% 54.8% 93% 97% 79 .8% 

0% 0% 0% 3% 2.9% 5.4% 0 0.01 % 0.01 % 

89% 68% 89% 80% 75.4% 44% 93% 93% 68.5% 

77% 74% 80.4% 87% 53 .6% 29% 0.01 % 18.6% 57.3% 

It can be seen that the frequency of routine examination performance at each patient visit 

was quite high for random blood sugar (mean 83 .7%), fairly high for BP and weight 

measurement (mean 77.8% and 53% respectively), and almost next to nothing for fasting 

blood sugar (mean 1.26%). Six CHCs, measured random blood sugar on ~80% of the 

patient's visit. The lowest rate for random sugar measurement was 54.8% (site 6). 
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Outstandingly, site 7 virtually did not perfonn any weight measurements, while site 6 

discernibly had the lower frequencies for most tests. 

(b).Annual tests 

Table 12: Number of patients receiving annual clinical examinations 
N=20 folders / site Sitel Site2 Site3 Site4 SiteS Site6 Site7 Site8 Site9 ALL(%) 
Lipid profile 0 1* 0 1* 1* 0 0 0 0 3( 1.7%) 

HbAIC 0 0 0 0 0 0 0 0 0 0(0%) 

Fundoscopy I 4 I 0 4 I 5 0 16(8.9%) 

Visual acuity I 4 0 1 3 I 3 I 14(7.8%) 

Ser. Creatitine 0 3 2 0 0 2 I 2 0 10(5.6%) 

Proteinuria 2 0 2 3 0 0 0 2 II 20(11 %) 

_COrtlQI\.,,,,,IJ,,ive foot~xam_ 3 1 3 2_ 0 3 0 2 0 14(7.8%) 
ECG 2 I 0 0 0 0 0 0 0 3(1.7%) 

* done elsewhere 

It is clear from the table that annual tests are not done as frequent as expected by practice 

guidelines; the number of patients receiving the key annual examinations is very small for 

all CHCs. In fact, none of the clinics were perfonning glycated haemoglobin (HBA 1 c) 

tests, while the rest of the tests were perfonned to a very minimal extent (on less than 5% 

of patients for each CHC). Staff also reported that they do not do baseline ECG; they unly 

perfonn thc procedurc on patients indicated as high-risk. The frequency of fundoscopy and 

visual acuity perfonnance was not assessed for site 1, which had a separate eye unit (and 

separate patient eye assessment records) located in a separate geobTfaphical place. 

Patient Outcome (intermediate) 
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As seen on table 12 above, 3.4% of all patients had uncontrolled blood sugar on 

each of the three latest visits to the CHC, using the glycaemic control target of 

5l5mmollL stated in the 2002 SEMDSA guideline. Using a more stringent cut-off 

of 10mmollL, the proportion uncontrolled on three visits rises to 29 %( range: 13%-

50%), while about 45% of the patients had higher- than- normal blood pressure 

(BP ;;::i 30/80mmHg). 

Structure-process interrelationships 

Table 14: Relationship between equipment availability and performance of respective 
rocess 

Facilities reporting having ECG machine(s) available 

Facilities performing ECG 
Facilities reporting having waist measurement tape(s) available 

Facilities doin waist measurements on patients 

While all facilities had the necessary equipment to perform electrocardiography 

(ECG), only two did so, each performing on only a single patient. For one other 

patient folder that had an ECG output inside, the procedure was performed 

19 (100%) 
12. (22%) 
16 (67%) 

1 (11%) 

elsewhere. Of the 6 facilities that reported having a waist measurement tape, only 

one performed the procedure (on one patient). 
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Reasons given for deviation from standard practice 

¥ • ~~ __ .-'''' __ ....... ~ ~ .. __ ,~,~ __ • ___ • L "-" ____________ ¥ ____________ ~~._._~ __ ..... _._ ._.,. _ _ ____________ ~. ~ _~ __ ._ 

Table 15 : Reported reasons for non-implementation of recommended care structures 
and processes by CHCs 

I 
No appointment system or register System did not work well in the past, and patients have low 

literacy levels and do not have home or mobile telephones 

1 No diabetes register I Staff shortage ' 
~IN--o-d-ia-be-t-es-c-Iu-b---------------------I Smffshortage 

1 Poorly-functioning therapeutic group Ir-N- o-b.:....u-y--i-n- fr- o- m- p-a-tl-· en- ts----..:....----------

"'-1 N- on-. --c-al-ib- r-a-tio- n- o-f eq- ' -u-ip- m- en- t--------I Equipment still new 
r--------------~---------

.1 Non-performance of annual exams on patients I Smff shortage; tests expensiye 

Non-performance of fasting blood glucose Patients on insulin therapy must eat 
Patients tend to eat before coming to clinic, even if 
forbidden 

1 Non-performance of fundoscopy I No trained staff 
,' N- o-n--u-s-e-o-f-t-h-e-c-hr-o-n""'Ci-c-d-is-e-as- e- st-am- p----·I No coloured paper 

,.' 

One CHC that attempted to use the appointment register system reported having 

abandoned the plan because the system did not work well; patients had low literacy 

levels and did not have home or mobile telephones where they could be easily 

contacted to arrange appointments. Staff shOliage was the main reason given for not 

instituting a diabetic register or club, and for not performing annual clinical tests on 

patients. Fundoscopy was particularly constrained by absence of trained staff, while 

high cost was another reason given for not performing annual checks like lipids and 

HBA 1 c. While non-calibration of equipment was found to be generally widespread 

among CHCs, one CHC that was also not calibrating said that they needed not 

calibrate new equipment. Nursing staff said that it was difficult to do fasting blood 

glucose tests because patients on insulin needed to synchronize their medication 

with food, and non-insulin patients come to the clinic having eaten, in any case. 

Many CHCs did not advance a reason for not using the 'chronic disease oflifestyle 

stamp', but the few that gave an explanation said that they did not have the relevant 

coloured paper. 
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d~ 
~ 

Date: 
f" flo - l.l 

INDIVIDUAL DATA'CAYfURE SHEET . ~ , ...... ' ..... r '-\.J\. f1 
(ddmmyy) ......... .... -........ ",_:-\;:>.',,1 (to be complete'd for each patiepf folder) Folder No._ ....... _ .. _. __ ..... _._ .. _ ......... _ .. -- ...... -
Name ofCHC : I COde: I Total No of visits in past 12 months DDD J : (for diabetic consultation only) 

GENERAL INFORMATION 

D.O.B(ddlllmyy) : ." ................ NR 0 Sex (tick): MO F 0 NR 0 Height: ................ metres NR LJ (tick) 

On hypertension treatment? y O N D NR 0 Smoking? (tick) Y [ j N [J NR 0 Current 8M!: (calculate) kglm2 

Current treatment regime: (tick) Oral agents only 0 Insulin only 0 Oral + Insulin 0 Diet & exercise ~ 

PROCESS INDICATORS 
ROUTINE TESTS Frequency of MEASUREMENTS 

TEST / PROCEDURE 
tests done in past 

measurement 1 measurement 2 measurement 3 year 

Random BG mmol/L mmollL mmollL 
------------------------.- --------- - - --- -- - ------------------------------------- -
_____ ~~_~_~~J!g ____ _ mmollL mmollL mmollL 

---------------------------------
BP mmHg mmHg mmHg 

------------ ------ - --- - --- ------ ---- ------------------------------- ------

----~-~!g~!..------------ Current wt: Kg 
- ----------------------- ---------------. 

Waist circumference em 

ANNUAL TESTS ------ ----- ----------------~------------------------------

Lipid profile Done elsewhere ?O T/Chol: mmollL LDL-Chol: --mrnollL 
Done at CHC? 0 HDL-Chol mmollL: TGs: mmollL -------------------------------- -----------------._----

HbAlc _ .. _ .. _ .. __ .. % (Done by CHC) (tick) 0 Done elsewhere 0 (tick) 
---- --------------------- - -- -

OUTCOME INDICATORS -------- -------------------T-- ---------------------------.--
i Retinopathy: yO N O NR 0 Cataracts: y O N 0 NR 0 

Eye assessment I Fundosco~:t 

I Visual acuity Visual acuity: L R Other diabetic eye problems? yON 0 NR 0 
! 

J.l.mollL DNR Nephropathy? yON 0 NR 0 
Renal assessment I Serum Creatinine 

Serum creatinine: 

I proteinuria ,ualbumin : yON 0 NR 0 Protein +: yON 0 NRO ! 
i General 

Any amputation: yOND NR O Poorsensation: yON D NR O Ulcer(s): y O ND NRO 
Foot examination t 

I Comprehensive Abn pulses: yON 0 NR 0 Gangrene: yON 0 NR 0 No Reflexes: y O N 0 NR 0 
ECG 

ECG abnormal: yON 0 MI: yON 0 Stroke: yON 0 CCF: y O N 0 
Cardiovascular Ascultation 
assessment Any acute coronary symptoms? yON 0 
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University of Cape Town

STRUCTUR.;.Llj'U)JCAl'O:RS ,. 

I "" ' .... ' ..... ; 

Date: (ddmmvy) ...... . . .. .... .. (to be completed.for each CHC) Name ofCHC ........................•.....•... 

Tyges/forms of guidelines: 
I Record keeeing I [ Care guidelines I I =poster on wall 2= pocket size 

y O N D If Yes, is it electronic? y O N 0 
3=booklbooklet 4= laminated A4 size 

• Diabetic register available? Guideline(s) in use: 

- Stickers on diabetic folders y O N 0 If Yes, what colour? 
.SEMDSA 2002 y O N D What fonn is it in? 0 ........... 

.Other info- systems: Tick sheets: y O N 0 Appointment register: y O N 0 o ............ - Essential Drug List y O N 0 What fonn is it in? 

-Other info system(s) (specifjJ) ............... ... .. ..................................... - Other? N 0 Y 0 (specify) . ... . ....... .. . ... ..... . ... .... .... , .... .. .. ........ ,. 

I Support structures I 
• Therapeutic group y O N 0 Any planned? y O N 0 • Diabetes club: y O N 0 Any planned? y O N 0 

• Supp0l1 group: y O N 0 Any planned? y O N 0 • Other support systems y O N 0 (specify): ................................................ 

Staff Total No. No. involved in diabetes care? Staff Total No. No. involved in diabetes care? 
I.Clinical NP DD DD 6.Diabetic educator: DD DD 
2.Professional Nurse DD DD 6.Dietician: DD DD 
3.Staff'Enrolled Nurse DD DO 7.Nutrition advisor: DO DD 

: 4.Medical officer GP DO DO 8.Podiatrist: DD DD i 

i 5.Health Promotion Officer: DO DO I 
Equipment Available? Quantity Equipment When last Equipment Available? Quantity Equipment When last 

functioning calibrated? functioning calibrated? 
I 

Scale y O N D y O N D Ophthalmoscope y O N D y O N D 
Height meter y O N D y O N D Snellen chal1 y O N D y O N D 
Tape(waist) y O N D y O N D Tuning fork y O N D y O N D 
BP machine y O N D y O N D Patella hammer y O N D y O N D 
Obese cuff y O N D y O N D ECG machine y O N D y O N D 
glucometer y O N D y O N D BMI charl(s) y O N D y O N D 

1 
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"lI 

Currently In stock? No of stockouts in past year 
I Accessories available 

Drugs 
(at time of visitingl 

INSULIN VIALS For clinic use: : For patient use(home) : 
Humulin RJ Actrapid y O N D DO: Don't lmow Urine dipstix: y O N 0 BG strips: y O N D (tick) _ .. __ ._ .. _._.-... _ •....... _ ..... __ ..... _-_._ .•....... -.... _---- ... __ . __ . 

.---.-.-.-~--.-.-------.. ---- _ ...... _ .. 

BG strips: y O N D j Urine gluc strips y O N 0 Humulin NI Protophane y O N D DO : Don't lmow _._ ...... _ ..... _. __ .. _ .. _--_ .... _ ... _ ...... _ ......... -. __ ._-_ ... __ ........ _------ -_ .... _ ...... _---_ ... _---_ .. _ ... _._ .. _-- ---_ ... __ .. _._._ .. _---_._ .... _-----_._._. 
Humulin 30/70/ Actraphane y O N D DO : Don't know 

FOR RESEARCHER'S USE NOTES 
INSULIN PENSETS ........ ...... _ •..•.... _ ....... -_ .. __ ._._._ ..... _ ............. - ........................... __ .... - ..... _ ... - -_ ............ _ .... -- .. _ ... _ ... _._----_. __ .... _-- ----_. -_._----------_._-_ .. _--
Actraphane y O N D o 0: Don' t know 

----------------------------------------------------------------
(tick) ----------------------------------------------------------------..... _ ..... __ . __ .. _. __ .. _--_._-----_ .... _--_._._ ................ _ .... _-- .. _------_ ........ _._----- .. . _----_ .... _._---_._---_._ .. _--

Actrapid y O N D o D : Don't know ----------------------------------------------------------------
. __ ...... _ .. _---_ ........ _ ......... _. __ .... _._. __ .. __ ...... _- ..... __ ..... _ .. _._._-- --- ......... _ ... ... _--_ .......... .. _._-_._- ... . _-_ .... _ .... _---_ .... _ ....... -_._ ..... _- ...... _---_ .. ----------------------------------------------------------------
Protophane y O N D DO: Don't know ----------------------------------------------------------------
ORAL AGENTS ----------------------------------------------------------------

..................... ~ ....... _ .. ~ .... __ ._--_ .. _._._ ......... _-_._. -------_ ... _ .......... _ ...... _. __ ._--_ ..... _---- ._._-------- - --------_._----
Glibenc1amide y O N D DO : Don ' t know 

----------------------------------------------------------------
(t ick) ----------------------------------------------------------------................... _. __ .. -.. --_._------_ ... _-_ ... __ ......... - .. - .............. _._ ....... __ .- _ ... _--........ --_._---_._-_._ ..... __ .-._-_. __ .... _ .. ... __ ._--_ .... _ ......... _ .. _._._-_. __ ._ ... _._._-_._--_ ..... __ .-_ ... _ .... _-_. 

Glic1azide y O N D o 0 : Don't know ----------------------------------------------------------------
.... _ .... _ .. _-_._-_._ .. _ ... _------_ ... __ .. _._--------- _ ...... __ .. _---_. ---- --_._-_ ... _._ ...... _--_._----- ----------------------------------------------------------------
Metfonnin y O N D DO : Don't know 

Diabetes education 

Individual ptnt education: Not done O Done D How often? .... .. ... . ... ... .... ... . Who does? 
_ .... _-_ .. __ ._ ..... _ .. _._ ...... _. __ . __ .. _ .. _. __ .. __ .- ....... _--- ._-----_ .... .. __ ... _ .. _._- _ .. _-_ ... _ .. _ .. __ ._ ... __ .. _ ... _ ............... -...... -.. -..... -

Group sessions: Not done 0 Done D How often? . ....... . .......... ..... Who does? 

........ __ ... __ ... _ .. -. __ .. _ ....... _._--_._. __ ..... - .... _ ... _ ... _._._ .... _----- ....... __ .- _ ... _---_._-_ ........................ .. _ .. _ ..... _._-------_._ .. __ ._._ .. _----_._ ... ----_ .... _ ... _--_._-_ ...... _- ....... -_._-_._------_._----_ .. _ ............ _ .... _-_._---_ ..... _._ ... _ .. __ ........................... -._ .. _ .... 

Tools used: 
Talks y O N 0 Pamphlets y O N 0 Posters y O N 0 VideoY 0 N 0 Other N 0 y O ••••••••••••••••••••• 

I Referral network 

e2° refelTal facilities used by CHC: .. ... ........ .. ..... ..... ...... ..... ..... 3° refen-al facili ties ... .... .. ........... .. .... . .. . ... .. .. . .... . .. . .. 

eEase of access to 2° '3° level or for peers for opinion: Telephone easily available at CHC ?y D N 0 Fax easily available ?y 0 N 0 
:3 
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~ 
J-

~ -
Date: " INDIVIDUAL DATA CAPTURE SHEET 'I'"~ ,"., 

(ddmmyy) '0' , 0. '0' ,0 •• 0. ,0' .... " (to be 'completed for each patient folder) , 
Name ofCHC I COde: I Total No of visits in past 12 months : DOD I 

GENERAL INFORMATION 

Folder No: ...... '" ... '" .......... D.O.B(ddmmyy): ... ... ... ... ... .... Smoking? (tick) y O N 0 NR O 

Sex (tick): M O FO Height: .. , '" .. , .... metres NR 0 Date of diagnosis with diabetes (ddmmyy) : .. , '" .....•.. , ...•.•.•..•.. 

Current treatment regime: (tick) Oral agents only 0 Insulin only 0 Oral + Insulin 0 Diet & exercise 0 

ROUTINE TESTS Frequency of MEASUREMENTS 

TEST / PROCEDURE 
tests done in past 

measurement 1 measurement 2 measurement 3 year 
Random BG mmollL mmollL mmollL 

-~ -------._--- - --------------------
r-__ ~~sting BG mmollL lIUDOl!L mmollL 

---- - -- ---- --------------._----
BP mmHg mmHg mmHg 

------- ---- - ---- - -. -._- --------~------------ ------ ---

__ Wei~ Current weight: Kg 
- - - ----- ------- ------ -- - -. 

Waist circumference cm 

ANNUAL TESTS -----_.-----------_.---- --- -----
BMI initially I y O N 0 Current BMI: kg/m2 

8MI done at first visit to CRC (tick) (calculate) 
---- --- - ----------- - - ------------- --- ------ ----------. 
Lipid profile T/Chol: mmollL LDL-Chol: --mmollL 

HDL-Chol mmol!L: TGs: mmollL - ---------- ---------- - - --p---- -- ---- --- --~--------------------

HbAlc % (Done by CHC only) Done elsewhere 0 (tick) 
- -- - - -- - -- .. ------------ - - ---------- - ------------ ---

OUTCOME 1-----_ ._ - ------------ - --------- - ---- - - - --- -- - ------- - -------- ------------------- - - -------------

Eye assessment FundoscoPl 
Retinopathy: yO N ONR 0 Cataracts: y O N 0 NR O 

"-

Visual acuity Visual acuity: OK O Poor O NR O Other eye problems? y O N 0 NR 0 
- - --------------------------------- -----

Renal assessment Serum Creatinine 
Serum creatinine: f.tmol!L O NR Nephropathy? y O N 0 NR 0 

proteinuria pa.lbumin / prot +ve: y O N 0 NR 0 Other: y O N 0 
- ------ - - - ------- - - -- ---------- --- - - --------------- -------------- ------- ---- --

General 
Any amputation: y O N O NROPoorsensation: y O N D NR O Ulcer(s): y O N O NR O I 

Foot examination 
Comprehensive Abn pulses: yON O NR O Gangrene: yONO NR O No Reflexes: y O N 0 NR 0 I 

---------- ----- --------- - - ---- ------ --- ----- ---------------- ---------------

Cardiovascular assessment (ECG) 
No ECG output sheet yON 0 ECG abnormal: y O N 0 MI: y O N 0 Stroke: 

y O N O CCF: y O N 0 Any acute coronary symptoms? y O N 0 
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DATA CAPTURE SHEET: STRUCTURAL INDICATORS 
- ~~ -

.. , . 
(Complete for each CHC) 

, ". • .~ 'Ii' .', 
, . " ~.;: ... ~ -: 

I Record kee~ing I I Care guidelines I Types/forms: 

- Diabetic register available? y O N D If Yes is it electronic? y O N 0 1 =poster on wall 2= pocket size 
3=booklbooklet 4= laminated A4 size 

OR Guideline(s) in use: 

-General chronic disease register? y O N 0 If Yes is it electronic? y O N 0 
·SEMDSA 2003 y O N 0 What form is it in? D ........... 

-Other info- systems: Tick sheets : y O N 0 Appointment register: y O N 0 • Essential Drug List y O N 0 What form is it in? o . . . ... ... .. i 

·Other (specify) ... ... .. . .. . ... . ... .. ........................ .................. ·PRe Package for SA y O N 0 What form is it in ? D ........... 
• Other? N 0 Y 0 (specify) .. . ........... . ... ... ......... .... ......... ... ... ..... . I 

I I Support structures I 
• Therapeutic group y O N 0 Any planned? y O N 0 • Diabetes club: y O N 0 Any planned? y O N 0 

-Support group: y O N 0 Any planned? y O N 0 
• Other support systems y O N 0 (specify): ............ ............ .. ....... .. .......... ...... .... ........ ....... 

Staff Available? I If YES, how many? Staff Available? If YES, how many? 
l.Clinical NP N O y O DDD 6.Health educator: N O y O ODD 

I 
2.Professional Nurse N O y O ODD 6. Dietician: N O y O DD D 
3.Staff/Enrolled Nurse 

N O V O DDD 7.Nutrition advisor: N O y O DDD 
4.Medical officer/GP N O y O ODD 8.Podiatrist: N O y O DO D 
5.Health Promotion Officer: N O y O ODD I 

Equipment Available? Quantity Equipment When last Equipment Available? Quantity Equipment When last 
functioning calibrated functioning calibrated 

Scale y O N D y O N D Ophthalmoscope y O N D y O N D 

Height meter y O N D y O N D Snellen chart y O N D y O N D 

Tape(waist) y O N D y O N D Tuning fork y O N D y O N D 
BP machine y O N D y O N D Patella hammer y O N D y O N D 
Obese cuff 

y O N D y O N D ECG machine 
y O N D y O N D 

glucometer 
y O N D y O N D Other .................................... 

y O N D 
.... .. , ., ...... ... .. , ., .. , ....... , .. '" ... . 
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Drugs 
'_',,:": 

Currently In stock? Overall supply in past year 
I Accessories available I 

(at time of visiting) 
INSULIN VIALS For clinic use: For patient use(home): 
Humulin R Y O N D Good :0 Bad: 0 (tick) Urine dipstix: Y O N 0 BG strips: Y u N O 

Humulin N Y O N D Good: o Bad: 0 BG strips: Y O N 0 Urine gluc strips Y O N 0 

Humulin 30170 Y O N D Good: o Bad: 0 

Blood sampling apparatus: 

INSULIN PENSETS Needles: Y O N 0 

Actraphane Y O N D Good: o Bad: 0 Tubes: Y O N D 
Tonikel: Y O N D 

Actrapid Y O N D Good :0 Bad: 0 Webco: Y O N D 
Protophane Y O N D Good: o Bad: 0 

ORAL AGENTS - ---
Glibenclamide 

Gliclazide 
--

Metformin 
, Diabetes education 

- -

Not done o Done 0 Who does? 0 0 0 0 0 0 0 
Individual education: 

-_ .. ---

Not done o Done 0 How often? .. .......... ...... 
Group sessions: Who does? 0 0 0 0 0 0 0 

-- .-.-~--- ... --

Tools used: Talks Y O N 0 Pamphlets Y O N 0 Posters Y O N 0 Video Y O N 0 Other N O y o ..................... 

1 Referral network -- I 

_20 referral facilities used by CHC: ......................................... 30 referral facilities .......................................... 

-Ease of access to 2°/3° level or for peers for opinion : Telephone easily available at CHC?Y D N D Fax easily available ?Y D N D 




