
participants. DNIG’s 

activities were re-

viewed as well as fi-

nances and concerns 

of nurses working in 

diabetes. The main 

concern of those who 

participated is the new 

allowance for the 

number of test strips 

being allocated to indi-

viduals (see article on 

page 10 and let us 

know how this is af-

fecting your clients). 

 

Looking forward to 

another successful 

year in 2014.  

 

Happy Holidays and a 

Happy and safe New 

year! 

 

 

With regards 

Sandi Dennison, BScN, 

RN, CDE and DNIG 

Chair 

As we say goodbye to 

2013 we have the 

chore of reading and 

disseminating the 2013 

Clinical Practice 

Guidelines for diabetes 

care. I would like to 

congratulate the com-

mittee on the develop-

ment of the easy to 

use format found on 

the www.diabetes.ca 

website.  

 

 As a reminder World 

Diabetes Day covers a 

five- year period from 

2009 to 2013. The 

theme revolves around 

diabetes education and 

prevention. There are 

300 million people 

around the world with 

diabetes. Diabetes 

does not discriminate. 

Diabetes affects the 

young and the old and 

everyone in between. 

It doesn’t matter the 

colour of your skin or 

your shape or size. 

Diabetes has made its 

mark and is continuing 

to do so! 

 

DNIG will continue to 

strive to issue 3 news-

letters a year. In these 

newsletters we will be 

supporting the RNAO 

Best Practice Guide-

lines for Diabetes care. 

We encourage nurses 

to send us a small 

summary of their dia-

betes programs and 

successes as well as 

any information they 

think would benefit 

practices and clients. 

You may send this to 

me, Sandi Dennison, 

sdennison@wechc.org 

and I will forward it to 

our newsletter editor 

Jillian. Please to be 

sure to submit your 

workplace, your name 

and position. 

 

We had a very suc-

cessful DNIG AGM 

this year with 5 new 
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2013 DNIG Conference Funding Recipients 

DNIG Executive Team  
 Sandra Dennison: DNIG Chair sdennison@wechc.org 

 Margaret Little: Treasurer 

 Nancy Benn: Co-Treasurer nanmaggie@yahoo.com 

 Alwyn Moyer: Past Chair alwyn.moyer@sympatico.ca 

 Hilda Swirsky: Policy & Political Action hswirs2198@rogers.com 

 Jillian Chandler: Communications jillian_chandler@ymail.com 

 Suzanne Wice swice@dh.dryden.on.ca 

 Lorrie McKevitt mckevitl@tbh.net 

 Catherine Medvedc: Student Rep medvedc@uwindsor.ca 

In the following section, 

each of these members  

recounts an interesting 

aspect of their experi-

ence at the conference.  

The DNIG is pleased to 

announce that we will be 

offering conference fund-

ing for five members 

again in 2014. If you are 

interested in applying 

please see page 12 for 

more details.  

The DNIG was pleased 

to support four of our 

members in attending 

the 2013 CDA confer-

ence this past October in 

Montreal.  This year’s 

CDA conference was 

held in conjunction with 

Vascular 2013. 

D N I G  N E W S L E T T E R  



Improvements within the Diabetes Education Program at Quinte Health Care 

P A G E  3  
 

 

Dr. Ken Madden from Van-

couver, BC spoke about his 

research on older adults and 

whether or not different 

forms of exercise could re-

verse arterial stiffness.  The 

individuals in the study had 

type 2 diabetes, hyperten-

sion and hypercholes-

terolemia, but were also 

very active skiing daily and 

then doing the required 

aerobic and strength training 

for the study.  Although the 

study participants were 

meeting the CDA guidelines 

for physical activity, what Dr. 

Madden found interesting 

was what they did with the 

remainder of their day. He 

found that most participants 

were relatively sedentary, a 

finding he attributed to their 

being from as an affluent so-

ciety.  He began to wonder if 

the guidelines were enough 

to keep individuals with co-

morbid conditions healthy.  

His feeling was that meeting 

the guidelines was not 

enough, and that somehow 

individuals need to be more 

active than they are seden-

tary.  This really hit home 

for me. As Diabetes Nurse 

Educators, we often stress 

to our patients to at least 

make the recom-

mended targets for 

the week, but should we be 

telling them to exercise 

every day and not just the 5 

days a week to meet the 

suggested targets for aerobic 

and 3 days for strength train-

ing.? 

This is a challenging concept 

for me as many of my pa-

tients don’t exercise at all, 

but I now encourage them 

routinely to get some kind of 

exercise daily which is hope-

fully increasing their activity 

level. 

Thank you once again for 

allowing me the opportunity 

to attend the CDA this year, 

I came home with a wealth 

of knowledge. 

Thanks, 

Della Hare RN CDE 

This year’s CDA  conference 

was held in Montreal at the 

Palais des Congress as part 

of Vascular 2013. Vascular 

2013 was a combination of 

several national conferences  

including the Canadian Dia-

betes Association/Canadian 

Society of Endocrinology and 

Metabolism, Canadian Stroke 

Congress and the Canadian 

Hypertension Congress.  

This was an excellent week 

of learning from all the part-

ners. I found it especially 

interesting to see how they 

incorporated diabetes into 

the mix of the vascular 

world. 

One part of the conference 

that really made me think 

was a pre-conference work-

shop titled “Addressing Be-

haviour for the Prevention 

and Management of Type 2 

Diabetes & Vascular Dis-

ease.” This workshop in-

cluded speakers on various 

topics including: arterial stiff-

ness, nutrition and physical 

activity, the importance of 

sleep, motivational inter-

viewing and the challenges 

and opportunities of reduc-

ing diabetes and vascular risk 

during the postpartum pe-

riod.    

Exercise: How Much is Enough? 

Are the 

recommended 

targets for 

physical 

activity 

enough to 

keep our 

patients” 

healthy? 

Highlights from the Vascular 2013 Conference 

Della Hare, RN, CDE 
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CDA 2013: A Valuable Learning Experience 

D N I G  N E W S L E T T E R  

This year’s Canadian Diabe-

tes Association Conference 

was held in Montreal Que-

bec in October and was inte-

grated into Vascular 2013.  

By combining many National 

conferences together, em-

phasis was placed on team-

work and collaboration. 

Currently, I work, as an RN/

Health Educator in a rural 

Family Health Team (FHT); 

collaboration and teamwork 

is the approach that our FHT 

(and all others) has taken to 

provide and manage care for 

our patients.  Vascular 2013 

was a great opportunity to 

network, share stories, and 

distribute knowledge to a 

wide variety of health care 

providers across different 

sectors.   

 This year’s conference was a 

celebration of diabetes ad-

vancement and education.  

There were many significant 

milestones that were ac-

knowledged at the confer-

ence:  the discovery of insu-

lin 90 years ago, the develop-

ment of the Canadian Diabe-

tes Association 60 years ago, 

and the establishment of the 

Diabetes Education Sector 

40 years ago.   There were 

many reasons to celebrate 

diabetes care and education, 

and celebrate we did by:  

kicking-off the conference 

with a fantastic plenary lec-

ture, integrating diabetes 

education and care with 

other chronic disease man-

agement, displaying a number 

of posters with best-

practices and new research, 

and creating an agenda that 

was intriguing and provided 

many educational opportuni-

ties throughout the course 

of the conference.  

 One of my favorite aspects 

of the conference was the 

Plenary Lecture given by Dr. 

Michael Bliss from Toronto.  

Dr. Bliss provided a great 

overview and wonderful trib-

ute to the discovery of insu-

lin (and the Nobel Prize) and 

the advancement of diabetes 

education.  It was clear that 

Dr. Bliss is very passionate 

about his work and enjoys 

sharing his passion amongst 

diabetes educators.  His lec-

ture was entertaining, enthu-

siastic, and motivating.  It 

shed new and old light on 

diabetes care. 

 Another one of my favorite 

sessions was the Exercise is 

Medicine Canada lecture 

presented by Dr. Steven 

Blair from Columbia, South 

Carolina and his colleagues 

from across North America.  

This session was very pow-

erful and made an impact on 

me personally.  It was a great 

session that discussed the 

benefits of exercise.  Yes…

we have all heard this before 

but often it is finding the 

time, energy, and motivation 

to actually increase activity.  

This is a struggle that many 

patients face when we are 

discussing the advantages of 

being physically active.  

However, I felt that Dr. Blair 

provided a fresh approach to 

increasing exercise.  He dis-

cussed that moving from the 

“unfit” category to the 

“moderately fit” category 

can have a positive benefit 

on one’s health.  In other 

words, Dr. Blair was saying 

that one does not have to be 

fit to achieve benefits but 

they do need to partake in 

activity to move them out of 

the “unfit” category.  Per-

sonally, I felt that this was an 

innovative yet simple ap-

proach 

to dis-

cussing 

and pro-

moting 

physical 

activity 

Highlights from the 2013 CDA conference 

Natalie Mather, RN CDE  
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with patients.   

 This summary briefly high-

lights a few of the pearls that 

I found at this year’s confer-

ence.  In my experience, at-

tending a national confer-

ence was very valuable and 

informative and I look for-

ward to attending another 

Canadian Diabetes Associa-

tion Conference in the near 

future.  I would like to thank 

the RNAO and DNIG for 

allowing me this wonderful 

opportunity.  

Mental Health, Nutrition & Peer Education Programs 

Wendy Kelen, RN, CDE  

Highlights from the 2013 CDA conference 

Historian Michael Bliss 

kicked off the conference 

with his address “Honouring 

Insulin: The Nobel Prize and 

After” in which he discussed 

the achievements and the 

discord between Banting, 

Best, Collip and MacLeod. 

The first 20 years after the 

Nobel Prize was awarded for 

the discovery in insulin in 

1923, most research ended 

with the idea that diabetes 

was “licked”. The CDA was 

formed in 1953 and the DES 

in Canada was formed 40 

years ago in 1973. Diabetes 

education sectors were 

started at similar times in the 

UK and US. We are now in 

the modern era of diabetes 

with an emphasis on re-

search and education.  Dia-

betes educators are building 

on the legacy of the discov-

ery of insulin. 

Betty Harvey talked about 

diabetes and mental health. 

The prevalence of type 2 

diabetes for patients with 

mental health issues is 2-4 

times greater than that of 

the general public There are 

also barriers related to 

health care delivery with a 

higher proportion of or-

phaned patients (those with-

out a primary care provider) 

with mental health issues, 

inadequate coordination of 

care within and across sys-

tems, under diagnosis and 

under treatment. There is 

also a dissociation of mental 

health and physical health 

care services. What can we 

do to improve clinical out-

comes? Here are some sug-

gestions from the session:  

1) Change the system by 

redesigning teams to support 

an integrated care approach. 

2) Use point of care technol-

ogy in order to do A1C on 

the spot. 3) Better screening 

of patients with the PHQ-9 

screening tool for depres-

sion.  4) Ask patients to rate 

their level of stress on a 

scale of 1 – 10 “What level 

would you give your stress”, 

then ask them to unpack 

their stress “What is your 

stress about?” 5) Ask about 

food security, housing, struc-

turing daily lives including 

sleep time.   

6)Reduce 

navigational 

barriers, have 

ways to track 

no shows/ 

cancelled ap-

pointments 

and engage 

other provid-

ers. 

“Serving Fresh today: The 

Next Level of Meal Planning” 

with Sarah Blunden and Mi-

chelle Corcoran discussed 

key messages from the 2013 

Nutrition Therapy Clinical 

Practice Guidelines. Nutri-

tion therapy can play an im-

portant role in diabetes man-

agement by reducing A1C  

by 1 – 2%. Individualizing 

nutrition therapy is impor-

tant. Various diets were dis-

cussed including the DASH 
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Mental Health, Nutrition & Peer Education Programs  

diet, Mediterra-

nean style, ve-

gan or vegetar-

ian. Success in 

making change 

often leads to 

more change. 

To achieve a 

healthy body 

weight: decrease caloric in-

take, low GI foods, intensive 

lifestyle interventions, vari-

ety in diet and regularly 

spaced meals. 

“Evaluation of PEP talk: dia-

betes, healthy feet and you 

– a peer-led program for 

the prevention of diabetic 

foot ulcers” with Mariam 

Botros and Janet Kohnke. 

PEP or Peer Education Pro-

gram is a peer led self-

management program devel-

oped to assist persons living 

with diabetes whose goal is 

to prevent diabetic foot 

complications. Results of the 

evaluation of the program 

showed that peer led pro-

grams are an effective way 

to encourage people living 

with diabetes to adopt self-

care behaviours and as a 

result, decrease the chance 

of diabetic foot complica-

tions.  

Dr. William Polonsky from 

The Behavioural Diabetes 

Institute in San Diego talked 

about the psychological side 

of diabetes. Only 18% of pa-

tients in the US are achieving 

all three targets for AlC, BP 

and cholesterol according to 

the ADA. A major reason is 

patient disengagement. Pa-

tients are not convinced the 

effort is worthwhile, there is 

a lack of perceived value in 

making change. They suggest 

doing the PHQ-9 test annu-

ally to screen for depression. 

In many cases, people do not 

have major depression but 

“Diabetes Distress” as a re-

sult of living with a tough 

disease and feeling power-

less. The exercise of action 

planning should include ask-

ing patients about obstacles 

as well as problem solving. 

First however, action plans 

must be meaningful “What 

worries you most about 

your diabetes?” Take home 

message: our patients are 

not unmotivated. The prob-

lem is diabetes self- care is 

tough. Patients sometimes 

think it is not worth the ef-

fort.  

In the Exercise is Medicine 

session with Jonathan Fowles 

he talked about considering 

the discussion about exer-

cise with our patients/clients 

as the 5th vital sign. Ask 

your patients “How many 

days a week do you engage 

in moderate or greater aero-

bic physical activity? Then 

ask “How many minutes a 

day do you do moderate or 

greater aerobic physical ac-

tivity?” and multiply the two 

together. A written Rx can 

increase physical activity by 

10% in a given population. 

Go to 

www.exerciseismedicine.

org for more info and for 

free print outs of materials.  

A panel made up of a multi- 

disciplinary team discussed 

the 2013 Clinical practice 

guidelines. Topics discussed 

were: Organizing diabetes 

care: proactive teams and 

engaged patients; screening 

and diagnosis of diabetes and 

prediabetes; lowering blood 

glucose: Individualizing tar-

gets and treatment; vascular 

protection: who and how; 

self-management education: 

making it work. Access to 

the guidelines as well as edu-

cational materials is available 

on guidelines.diabetes.ca.  

 

continued from previous page... 
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Earlier this year, I started a 

new adventure in my nursing 

career. I was fortunate to 

secure a temporary position 

as a diabetes nurse educator 

at Anishnawbe Health Cen-

tre in Toronto. Coming from 

an acute care nursing back-

ground, I had no idea what 

to expect in my new role. 

 

In my first day of orientation, 

I was told that I would be 

booked to see clients with 

Type 2 Diabetes but warned 

that only 50% would show 

up. My colleague explained 

that most clients were bat-

tling addictions, abuse, 

homelessness as well as dia-

betes. As the months fol-

lowed, I learned that Abo-

riginals are a high-risk and 

vulnerable population with 

diabetes rates three to five 

times greater than the gen-

eral population (Urban Abo-

riginal Report, 2011). As 

well, many are struggling 

with identity issues, attrib-

uted to the legacy of the 

residential schools and wide-

spread adoption of aboriginal 

children to non-native fami-

lies from the ‘60s to early 

‘80s, commonly referred to 

as the Sixties Scoop (Alston-

O’Connor, 2010).   

 

I wondered how our team 

might assist the clients with 

diabetes management and 

help them to improve their 

mental well-being. After a 

couple of months in my new 

role, I saw an opportunity to 

attend the Canadian Diabe-

tes Association (CDA) con-

ference. It was there I came 

across a presentation on 

Diabetes and Mental Health 

and saw my chance in gaining 

a better perspective on my 

practice.  Betty Harvey, a 

lead primary care clinical 

nurse specialist/nurse practi-

tioner presented on the 

topic. She has worked with 

marginalized people for sev-

eral years and has pioneered 

a program known as Diabetes 

Boot Camp to assist primary 

care providers—nurse prac-

titioners and registered 

nurses—to provide better 

preventive diabetes care to 

this population. 

 

Betty presented her topic 

with great passion. At the 

start of her presentation she 

highlighted that since the 

industrial revolution, chronic 

disease has challenged health 

care reform. She pointed out 

that chronic disease such as 

diabetes, heart disease, 

chronic obstructive pulmo-

nary disorder (COPD) dis-

proportionately affects men-

tal illness and vice versa – 

which she termed a double 

jeopardy.  

 

Betty illustrated her presen-

tation with an example of a 

client named Ed, a 50 year 

old, homeless man, with 

Type 2 diabetes, depression 

and schizophrenia. In and out 

of the hospital for various 

reasons, Ed was referred to 

the diabetes clinic for follow 

up; however, he rarely 

showed for appointments. 

After admission to hospital 

with chest pain and short-

ness of breath, he was diag-

nosed with coronary artery 

disease, and other conditions 

which needed immediate 

attention: chronic kidney 

disease, COPD, to name 

two. Once again, Ed dis-

charged himself as soon as 

he felt better and failed to 

follow up on referrals.  An 

orphan patient, without a 

family physician, he was lost 

to the health care system.   

 

The story of Ed hit home for 

me as it mirrored the ex-

periences of most of my pa-

tients. Betty noted that 5% 

of marginalized clients like 

Ed are responsible for 80% 

of health care expenditure. 

Clearly, health care provid-

ers have to think of new 

strategies 

to address 

the barri-

ers faced 

by clients 

like Ed and 

help to 

alleviate 

the burden 

Mental Health, Nutrition & Peer Education Programs  
Cheryl Silveira, RN, Anishnawbe Health Centre 

Cheryl Silveira at a Drumming for Diabe-

tes event in June 2013  
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“Aboriginals are 

a high-risk and 

vulnerable 

population with 

diabetes rates 

three to five 

times greater 

than the general 

population”  

Working as a Diabetes Nurse Educator in the Shadow of Mental Illness 

on the health care sys-

tem. 

 

Betty highlighted some 

barriers to healthcare 

delivery. One is the lack 

of coordination between 

acute care and primary 

care that contributes to 

failures to follow up. An-

other is the tendency to 

disassociate mental and 

physical health. For ex-

ample, focusing on men-

tal health and failing to 

see physical signs and 

symptoms such as pallor, 

skin lesion and shortness 

of breath. Or, prescrib-

ing antipsychotic medica-

tions but failing to moni-

tor the risk of diabetes. 

Perhaps the most press-

ing issue is that cognitive 

and emotional disorders 

affect client self-care and 

limit the ability to navi-

gate the health care sys-

tem. Clients with serious 

mental illness have low 

motivation, low mood, 

decreased energy which 

results in loss of support 

from friends and family. 

Additionally they fail to 

self-advocate which leads 

to under diagnosis and 

under treatment. Practi-

tioners can not depend 

on these clients to tell 

them, “I am due for my 

mammogram this year.”   

 

I learned some possible 

approaches to changing 

practice from Betty’s 

seminar. One idea was 

to have an integrated 

health team, with mem-

bers cross-trained in dia-

betes and mental health 

or primary care. This 

would provide the 

knowledge, skill and ex-

pertise to help patients 

navigate the system and 

improve health out-

comes. For instance, if  a 

client missed several ap-

pointments and finally 

came in without the nec-

essary blood work, the 

nurse could call a lab 

technician or do an A1C 

test at point of care. This 

way the patient and prac-

titioner would be 

equipped with the neces-

sary information for opti-

mum treatment.  An-

other suggestion was to 

extend reach by coordi-

nating with the Assertive 

Community Treatment 

teams (ACT) and other 

community mental health 

services. Members of the 

ACT team can coach 

patients to test blood 

sugars and email the re-

sults to the diabetes 

team. A community men-

tal health worker can 

also accompany the cli-

ents to appointments 

and help them to navi-

gate the health care sys-

tem.  

 

Another suggestion was 

for community services 

D N I G  N E W S L E T T E R  

to use an algorithm during an 

intake process to screen cli-

ents for diabetes, cancer, 

COPD and tuberculosis, 

thereby initiating early treat-

ment, preventing complica-

tions and, in the long term, 

lowering medical costs. 

Lastly, Betty suggested a 

functional electronic medical 

record (EMR) could be used 

to record problems and in-

vestigations in the Active 

Problem List. For example for 

a client diagnosed with ane-

mia, knowing a referral for 

hematology had been sent; a 

colonoscopy was negative 

and B12 and Ferritin were 

ordered, lets the team know 

that proper follow up and 

investigations were under-

taken. The information 

would help the team to be 

more organized in their ap-

proach. 

 

In summary, I found it valu-

able to attend Betty’s semi-

nar as I could relate to her 

story on Ed and see the po-

tential to use her advice in 

my practice.  I appreciate the 

opportunity to share the 

information with my fellow 

DNIG readers. My short 

 

continued from previous page... 
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term goal is to present 

Betty’s findings to our Pri-

mary Care Team and to dis-

seminate the knowledge into 

practice. I also want to at-

tend Betty’s Diabetes Boot 

Camp. My long term goal is 

to have every client show up 

to appointments and thus 

manage their diabetes and 

mental illness successfully at 

Anishnawbe Health Toronto.  

 

I would like to thank DNIG 

for sponsoring me to attend 

the CDA conference 2013.  

The DNIG is pleased to an-

nounce a collaboration with 

the RNAO Mental Health 

Nurses Interest Group 

(MHNIG).  

In 2014 we will be working 

with MHNIG on a series of 

educational webinars cover-

ing topics relevant to both 

diabetes and mental health 

nursing.  These webinars will 

be available through the On-

tario Telemedicine Network 

(OTN) to DNIG and 

MHNIG members free of 

charge. The first webinar will 

be held on Thursday Janu-

ary 16th from 12:00 – 

1:00 pm.   The presenter 

will be Aileen Knip speaking 

 

about the 2013 CDA Clinical 

Practice Guidelines.   

If you would like to join via video-

conference the site # is 

LON_LIHC_LIH_01      

You can also access the webinar 

live at: http://webcast.otn.ca/ 

For more information please email 

jillian_chandler@ymail.com 

If you would like to contact 

me, you can email me at 

csilveira@aht.ca (Cheryl 

Silveira, RN Anishnawbe 

Health Toronto) 

 

Working as a Diabetes Nurse Educator in the Shadow of Mental Illness 

continued from previous page... 

DNIG/MHNIG Collaboration on Educational Webinars  

Save the date 

for the first 

DNIG/

MHNIG 

webinar on 

January 16th 
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Are the new test 

strip reimbursement 

limits affecting 

clients in your 

practice?  

Test Strip Reimbursement Limits – Recent Changes to the Ontario Drug Benefits 

On the first of August 

this year, the Ontario 

Ministry of 

Health and 

Long Term 

Care 

(MOHLTC), 

announced 

changes to 

the number of 

Blood Glu-

cose Test 

Strips (BGTS) 

it will reimburse patients 

with diabetes. The new 

limits are summarized in 

table 1on the next page. 

Two reasons are given 

for the change:   

1) Evidence that the Self 

Monitoring of Blood Glu-

cose (SMBG) has in prac-

tice a limited clinical 

benefit for many patients 

who are not on insulin,  

(Canadian Agency for 

Drugs and Technologies 

in Health Care 

(CDATH), 2009) and  

2) Agreement that some 

limits on the number of 

blood glucose test strips 

for patients on oral anti-

diabetes medications 

appears reasonable given 

the rising costs associ-

ated with SMBG.   

For the most part, the 

new recommendations 

are consistent with the 

Canadian Diabetes Asso-

ciation 2013 SMBG 

guidelines (http://

guidelines.diabetes.ca/

Browse/Chapter9), , 

which are summarized in 

a handy tool:  Self-

Monitoring of Blood Glu-

cose (SMBG) Recom-

mendation Tool for 

Health Providers (http://

guidelines.diabetes.ca/

Browse/Appendices/

Appendix4). 

While emphasizing that 

SMBG testing should be 

individualized, the 2013 

CDA guidelines agree in 

principle that 14 tests 

per week (728 tests an-

nually) are sufficient for 

most patients using insu-

lin.  However, they point 

out that patients at in-

creased risk of hypogly-

cemia or its conse-

quences may benefit 

from more frequent test-

ing.  This would include 

individuals using multiple 

daily insulin injections; 

persons with a history of 

hypoglycemia, and those 

working in an occupation 

where hypoglycemia 

poses safety concerns or 

where testing is man-

dated by an employer 

(e.g. pilots, air traffic 

controllers, critical posi-

tions in railways), or is 

required to meet the 

jurisdictional regulations 

regarding the operation 

of motor vehicles.   

As well, some individuals, 

not using insulin, may 

benefit from SMBG more 

than 14 times per week.  

For example, patients 

managing diabetes with 

D N I G  N E W S L E T T E R  

medications that pose a 

higher risk of hypoglycemia 

(see table 2 on the  next 

page).  

CDA: http://

www.diabetes.ca/documents/

about-diabetes/CJD--

Sept_2011--SMBG.pdf 

Other patients not using in-

sulin may benefit from in-

creased testing too.  For ex-

ample, individuals with 

poorly controlled or unsta-

ble blood glucose levels, or 

women who are pregnant or 

planning a pregnancy may 

need to test more fre-

quently. 

Implementation of the 

changes 

The allocation of BGTS is 

being monitored through 

Ontario Drug Benefits based 

on anti-diabetic medication 

profiles.  Claims will be re-

jected once the patient has 

reached the annual limit 

based on current therapy.  

However, if an ODB recipi-

ent requires more test strips 

annually, they may be reim-

bursed. 

There is provision to reim-

burse non-insulin dependent 

patients for a maximum of 

100 additional test strips if 

they are directed by a 

healthcare professional, for 

clinical reasons, to monitor 

blood glucose levels more 

closely than usual.  This 

would require the referring 

health care professional to 

provide documentation of 

reasons for the higher moni-

Alwyn Moyer, RN PhD 
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toring schedule to pharma-

cists. 

Tell us about your ex-

perience with these new 

recommendations.  How 

are they working in practice?   

How do they impact on 

nurses’ ability to support 

diabetes self management 

and help patients make life-

style or therapeutic changes 

to meet glycemic targets.   

What do you do when pa-

tients receive the maximum 

allowance of strips but do 

not use them and A1C levels 

show inadequate control? 

 

 

 

 

Reference: 

Ministry of Health and Long-

Term Care (2013).  New lim-

its on reimbursement levels 

for Blood Glucose Test Strips.  

Available at: http://

www.health.gov.on.ca/

en/pro/programs/

drugs/teststrips/

bg_teststrips.aspx 

Test Strip Reimbursement Limits – Recent Changes to the Ontario Drug Benefits 

continued from previous page... 

Diabetes treatment category Number of BGTS allowed 

  -within a 365-day period =approximate number 
per month 

Patients managing diabetes with insulin 3,000 250 

Patients managing diabetes with anti-diabetes 
medication with high risk of causing hypoglycemia 

  400   33 

Patients managing diabetes with anti-diabetes 
medication with low risk of causing hypoglycemia 

 200 16 

Patients managing diabetes through diet/lifestyle 
therapy only (no insulin or anti-diabetes medica-

 200 16 

Pharmacotherapy: risk of hypoglycemia 

Pharmacotherapy with a lower risk of hypoglyce-
mia (Group 1) 

Pharmacotherapy with a higher risk of hypoglyce-
mia (Group 2) 

Metformin Glicazide, glimepiride 

Acarbose Glyburide 

Pioglitazone, rosiglitazone Nateglinide, repaglinide 

Saxagliptin, sitagliptin Chlorpropramide, tolbutamide 

Liraglutide, exenatide   

Table 1: Reimbursement limits for test strips for each 365-day period. 

Table 2: Risk of hypoglycemia of various antihyperglycemic medications 
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There  are five 

awards of up to 

$1,000 available for 

2014 conference 

attendance 

 

DNIG 2014 Conference Funding 
We are pleased to re-

port that we have fund-

ing to support three 

more members to attend 

diabetes focused confer-

ences in 2014. Applica-

tions will be accepted to 

September 1st 2014 and 

will be processed on a 

first-come-first-served 

basis so act quickly!  

See details below for 

how to apply. 

Purpose: The purpose 

of this funding is to sup-

port DNIG members to 

attend a Diabetes 

Conference taking place 

in 2014. 

Amount: The funding 

will cover costs of travel, 

accommodation, and 

meals, up to a maximum 

of $1000 per member. 

All original receipts must 

be submitted no later 

than 30 days following 

the conference. 

Selection: The selec-

tion committee 

will be comprised 

of DNIG Execu-

tive Team Mem-

bers. 

Process: A com-

pleted funding 

application must consist 

of: 

a. DNIG Member 

Funding for Confer-

ence Attendance– 

APPLICATION 

FORM  (see the last 

page of this newsletter) 

 

b. A brief personal 

summary (<500 words 

as identified in selection 

criteria) 

Successful applicants will 

also be asked to write a 

brief summary of their 

experiences and learning 

from participation for a 

future issue of the DNIG 

newsletter. 

 

Eligibility Criteria: 

Applicant must have 

been an RN member of 

DNIG for a minimum 

of one year 

 

Personal Summary 

Selection Criteria: 

Brief personal summary 

must include: 

1. Identified profes-

sional objectives for 

attending the diabe-

tes conference. 

 

2. Identified involvement 

(past/present) in diabetes 

professional practice/

DNIG. 

 

3. Identified strategy for 

sharing learning with 

your nursing colleagues 

 

Please send completed 

scanned applications and 

any questions to: 

 

Jillian Chandler, DNIG 

Communications Officer 

at 

jilian_chandler 

@ymail.com 
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Save the Date! 

Mark your calendars now for the world's foremost meeting on dia-

betes–The American Diabetes Association's 74th Scientific Sessions. Next year's meet-

ing will be held June 13-17, 2014, at the Moscone Center in San Francisco, California. 

 For more information visit: http://professional.diabetes.org/Congress_Display.aspx?

TYP=9&CID=93229 

15th Annual Options for Diabetes Conference  

Kingston Ontario 

 11 April 2014 

 10 April 2014  Workshop 

For further information:  Margaret Little 613 376-3208 

 
More than 4,000 diabetes educators and other healthcare professionals are 
expected for will gather at the AADE14 Annual Meeting and Exhibition in Or-
lando, FL August 6-9, 2014. The 41st AADE Annual Meeting is anticipated to be 
a successful educational event and an opportunity to exchange the latest infor-
mation with diabetes educators from around the United States. 

For more information visit: http://aade-365.ascendeventmedia.com/ 
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Visit www.rnfoo.org 

to apply for one of 

the DNIG 2014 

bursaries. 

 

DNIG  Bursaries  
The DNIG is pleased to  

support 3 annual bur-

saries for our members. 

The application process 

for the bursaries is coor-

dinated by the Regis-

tered Nurses Foundation 

of Ontario. For more 

information and to apply 

please visit: 

www.rnfoo.org/ 

The on-line portion of 

the application must be 

completed by Monday, 

January 20, 2014, 4pm 

EST. 

The following is a de-

scription of each of the 

awards being offered in 

2014: 

The Ernie “Aieh” Ja-

cobs Memorial Award 

($2000) offers an op-

portunity to a Registered 

Nurse or graduating bac-

calaureate nursing stu-

dent who wishes to pur-

sue diverse continuing 

education in the area of 

diabetes education and 

care specific to 

diabetes in the 

Aboriginal popula-

tion. The appli-

cant must have 

demonstrated a 

significant com-

mitment to diabetes edu-

cation/care and be cur-

rently practicing, or in-

tending to practice, in a 

community that includes 

Aboriginals. Applicants 

must be members of the 

Diabetes Nursing Inter-

est Group of RNAO. 

This annual award is 

made possible through 

the generous sponsor-

ship of Smith and 

Nephew.  

The Mary Ann Murphy 

Memorial Diabetes 

Award ($1000) offers 

an opportunity to a Reg-

istered Nurse or gradu-

ating baccalaureate nurs-

ing student who wishes 

to pursue advanced edu-

cation (certificate or de-

gree) focusing on diabe-

tes education/care for 

persons with diabetes, 

and who has demon-

strated a significant com-

mitment to the cause of 

diabetes. Applicants must 

be members of the Dia-

betes Nursing Interest 

Group of RNAO. This 

annual award is made 

possible through the gen-

erous sponsorship of the 

Murphy/Myers family.  

The Margaret Myers 

Diabetes Clinical 

Practice Award 

($1000) offers an op-

portunity to a Registered 

Nurse or graduating bac-

calaureate nursing stu-

dent who wishes to pur-

sue education at the 

graduate level OR to 

complete a special pro-

ject focusing on diabetes. 

The applicant has dem-

onstrated significant in-

terest in diabetes re-

search, education, and 

care and is currently 

practicing, or intending 

to practice, in the field. 

Applicants must be mem-

bers of the Diabetes 

Nursing Interest Group 

of RNAO. This annual 

award is made possible 

through the generous 

sponsorship of the Mur-

phy/Myers family.  
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Have you been a DNIG member for one year or longer? _______ 

The following information is important for budgeting purposes not for decision-making. 

From where will you travel to attend diabetes conference? 

__________________________________________________________________________ 

Approximate distance (km)?  __________________________________________________________________________ 

What type of transportation will you use?  Airplane:    Bus:     

    Train:        Personal vehicle:   

Approximate cost?  __________________________________________________________________________ 

Would hotel costs need to be covered?   _________________________________________________________ 

* An expense report and receipts should be submitted to DNIG following the conference.  

 

Please attach a 1-page document (maximum 500 words) outlining why you should receive the funding. Be sure to:   

Describe your professional objectives for attending the diabetes conference. 
Describe your involvement (past/present) in your professional association/DNIG. 
Describe your employment status, location, role in diabetes nursing?  
Describe how you will share what you have learned with your nursing colleagues 

 

Please supply one professional reference: 

 
 

I certify that all information contained in this application is true and accurate: 

 

Applicant Signature____________________________    Date _______________________ 

Please scan completed application and e-mail to jillian_chandler@ymail.com   

 

 

Name Phone Number 

  

Address 

  

  

Postal Code 

Email address: RNAO Membership #: 

Are you are DNIG member? 

Employment status: 

Full-time p     Part-time p 

Employer: ____________________________________ 

Position: ____________________________________ 

  

Reference Name_________________________ 

  

Phone Number___________________ 

Conference Funding Application 

mailto:jillian_chandler@ymail.com

