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Group Chief Executive Officer
Introduction

We stand at a critical point in our nation's health
landscape.

The pages of this State of the Nation report lay bare a
sobering reality: Australia is in the grips of a
diabetes epidemic.

At the heart of this epidemic are 2 million
Australians living with diagnosed and undiagnosed
diabetes, and many more at high risk.

The continued high rates of diagnosis, particularly in
young people, paint a stark picture of an epidemic
that shows no signs of abating.

With each passing year, more Australians are thrust into the challenging reality of living with diabetes,
facing heightened risks of severe complications and placing greater strain on our healthcare system and
economy. The numbers speak volumes: between 2013 and 2023 the number of Australians living with
diabetes increased by 32%. And behind these numbers are of course real people who are living with
diabetes, and living with the very real concern for their health, the risk of complications and their future
quality of life.

The urgency of the situation cannot be overstated. Enhanced prevention strategies, improved access to
healthcare, and targeted investments in research are imperative to stem the tide of this epidemic.

We must act decisively, innovatively, and collectively to confront this challenge head-on.

The State of the Nation is an urgent call to stem the tide of diabetes in Australia. It presents
comprehensive information about which Australians are most at risk, the severity of diabetes
complications for individuals as well as the health system and economy, and demonstrates urgent
action that needs to be taken on a national level.

This report is both a clarion call and a roadmap for action. It outlines priority recommendations to
combat the epidemic. We need innovative solutions that will drive meaningful change if we are serious
about improving the lives of people living with diabetes, and those at risk.

The time for bold, decisive action is now.

Together, we can rise to meet this challenge and build a healthier, more resilient Australia.

Justine Cain
Group CEO, Diabetes Australia
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Executive Summary

Diabetes in Australia has reached a crisis
point. As this State of the Nation report reveals,
an unrelenting diabetes epidemic is unfolding
nationally, with alarming rates of diagnosis in
young people.

More people being diagnosed with diabetes
earlier ultimately means more Australians
living longer with the condition, and at greater
risk of developing severe complications. This
trend is placing an unprecedented burden on
individuals, the healthcare system, and the
Australian economy.

Over the past decade, the number of people
diagnosed with diabetes between the ages of
21 -39 has increased by 44%, while diagnoses
before the age of 20 have risen by 17%.

Despite a tripling in the
number of Australians living
with diabetes, there is
still no national diabetes
prevention plan.

At the same time, Australia’s population is
ageing. By 2050, nearly a quarter of
Australians will be over 65, and the number of
those over 85 will double. This demographic
shift, coupled with rising diabetes rates,
foreshadows a significant increase in the
number of older Australians living with
diabetes, and diabetes complications.

More than 300 people are
diagnosed every day and an
estimated 2 million
Australians now live
with diabetes.

From 2013 to 2023, the total number of people
known to be living with all types of diabetes in
Australia rose by 32%.

There is an urgent need to do more to prevent
and promote remission of type 2 diabetes and
to prevent the associated complications of
diabetes, to expand access to technologies,
improve access to the diabetes health
workforce, and to ensure a more targeted
investment in diabetes research to ultimately
find a cure.

Diabetes has become one of the largest and
most complex health challenges Australia has
ever faced. This report reveals concerning
trends affecting vulnerable communities
nationally which, without strong, considered,
targeted action, show no signs of slowing.

Bold, innovative investments are needed to
help Australia stem the tide of the diabetes
epidemic. This report outlines priority
recommendations to address the diabetes
epidemic and underscores the opportunities
for innovative solutions.

This crisis point is a call for more to be done
to address the diabetes epidemic in Australia.
The future of our nation’s health depends
onit.

UNITE IN THE FIGHT FOR CHANGE.
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1. Key Recommendations

Prevention & Screening

1.

Introduce a 20% health levy on sugar-
sweetened beverages and reinvest the
revenue in public education campaigns
and initiatives to prevent chronic disease
and address childhood obesity.

Mandate a Health Star Rating System for
all packaged foods.

Implement a national type 2 diabetes high-
risk prevention program that drives
awareness of risk factors for type 2
diabetes and other chronic diseases, and
supports people to take action through
lifestyle modification.

Increase opportunistic type 2 diabetes
screening by funding Primary Health
Networks to conduct screening programs
tailored to local communities; and ensure
culturally appropriate screening in
Aboriginal and Torres Strait Islander
communities.

Provide MBS funding for access to allied
health professionals for people living with
prediabetes, as a type 2 diabetes
prevention measure.

6.

9.

10.

11.

12.

13.

Establish a national Diabetes Kidney
Disease screening program in order to
reduce the high rates of diabetes-related
kidney disease in Australia.

Incentivise and support screening for
prevention-focused general practice
through MBS rebates.

Develop a national type 2 diabetes
prevention phone line.

Care & Treatment

Promote type 2 diabetes remission by
supporting community-based programs
that provide options for individuals, based
on personal circumstances.

Develop a strategic plan to grow the
diabetes health workforce.

Increase MBS funding for Credentialled
Diabetes Educator visits for those at
increased risk of diabetes-related
complications, in order to prevent
hospitalisations.

Expand subsidies for diabetes
technologies to ensure affordability based
on clinical need rather than ‘type’ of
diabetes.

Increase the supply of GLP-1 receptor
agonist medicines in the market and
improve regulatory measures (including
approval processes for new technology) to
strengthen the supply chain.

UNITE IN THE FIGHT FOR CHANGE.
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14.

15.

16.

Ensure all Australians living with diabetes
who experience mental health challenges
can access support from mental health
professionals with appropriate diabetes
training.

Enhance and optimise the NDSS database
to enable it to better provide recall and
reminder notices to people living with
diabetes to increase rates of preventive
diabetes health checks.

Invest in the development of integrated
models of care that support a
multidisciplinary diabetes care team,
involving general practice, Credentialled
Diabetes Educators, other allied health
professionals and endocrinologists.

Vulnerable communities

17.

18.

Deliver a new National Diabetes in Aged
Care training program for aged care staff
to ensure all people living with diabetes
receive essential diabetes-specific
healthcare.

Introduce an MBS funded Gestational
Diabetes Management Plan to provide
subsidised access to allied health
professionals including Credentialled
Diabetes Educators and Accredited
Practicing Dietitians.

19.

20.

21.

22.

Ensure all Aboriginal and Torres Strait
Islander families can access culturally
appropriate type 2 diabetes prevention
programs.

Implement workforce strategies to ensure
Aboriginal and Torres Strait Islander
people with diabetes have access to
multidisciplinary services at all stages

of life.

Improve training for disability support
workers supporting people living with
disability and diabetes.

Ensure culturally appropriate prevention
programs and workforce training in CALD
communities.

Research & National
Implementation

23.

24,

25.

Urgently increase funding for diabetes
research through the National Health &
Medical Research Council.

Establish a Diabetes and Obesity Mission
in the Medical Research Future Fund, in
order to ensure a funding pipeline for
critical diabetes research.

Release a funded Implementation Plan for
the Australian National Diabetes Strategy
2021-2030 including support for better
integration and coordination of diabetes
care.

UNITE IN THE FIGHT FOR CHANGE.
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2. Diabetes defined

Diabetes Mellitus (often just called diabetes) is
a metabolic condition characterised by high
blood glucose levels which may arise from
either the body's inability to produce insulin or
its inability to respond to insulin. Insulin is a
hormone that regulates blood glucose levels
by allowing the body's cells to absorb and use
glucose for energy. If hyperglycaemia is not
treated it can become severe and cause
serious health problems. There are distinct
types of diabetes with different causes; the
three most common types of diabetes are type
1 diabetes, type 2 diabetes and gestational
diabetes mellitus (GDM). There are also other,
rarer, types of diabetes that can be caused by
genetic variations, other medical conditions
(also known as secondary diabetes) or by
certain medications (such as corticosteroids,
antipsychotics, and beta-blockers).

Australians with type 1 diabetes by age group
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2.1 Type 1 diabetes

Type 1 diabetes is a chronic, autoimmune
condition. The exact cause of this type of
diabetes is not fully understood, but it is
believed to result from an autoimmune
response in which the body's immune system
mistakenly attacks and destroys the insulin-
producing beta cells in the pancreas. Type 1
diabetes currently cannot be prevented, and it
is not linked to modifiable lifestyle factors.
More research on the exact genetic and
environmental causal factors of type 1
diabetes is needed.

Type 1 diabetes can develop very quickly, and
if it is not diagnosed in time, it can be fatal.

However, while the peak age of diagnosis for
type 1 diabetes is between 10 - 14 years,
significant numbers of new type 1 diabetes
diagnoses are occurring in adults, including
those 65 years and over, and particularly in
men [1].

50-59 60-69 70-79 80-89
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2.2 Type 2 diabetes

Type 2 diabetes is a condition in which the
body doesn't effectively use the insulin that it
produces, often resulting in high blood glucose
levels. The body produces more insulin to
compensate and eventually the body’s cells
become resistant to insulin. The condition has
strong genetic and family-related (non-
modifiable) risk factors and is also often
associated with modifiable lifestyle risk
factors. We do not know the exact genetic
causes of type 2 diabetes. People may be able
to significantly slow or even halt the
progression of the condition through changes
to diet and increasing the amount of physical
activity they do. Evidence shows that around
half of all people with recently diagnosed type
2 diabetes can achieve remission through
intensive dietary changes and weight loss.

There are a range of genetic and other risk
factors for developing type 2 diabetes. These
include, but are not limited to, being
overweight, unhealthy diet (with a possible link
with eating processed foods and developing
type 2 diabetes), physical inactivity, smoking,
high blood pressure, high blood lipids, and a
family history of diabetes [2]. Women who
have had a previous gestational diabetes

mellitus (GDM) diagnosis are seven times
more likely to develop type 2 diabetes later in
life. Children born to mothers with GDM are
also at higher risk of developing type 2
diabetes later in life.

Health inequalities, demographic, socio-
economic, and environmental factors are also
important contributors towards the number of
people at risk of developing, and living with,
diabetes in Australia.

Obesity is the main risk factor for developing
type 2 diabetes, although not everyone who is
overweight or obese will develop diabetes [3-
6]. Australia has an obesogenic environment
that promotes obesity with accessible
unhealthy food choices and sedentary
lifestyles.

Recent research has also suggested that type 2
diabetes may be more complex than
previously thought, with one study identifying
at least four subtypes [7]. The levels of insulin
resistance, risk and severity of complications
differed across these subtypes, meaning that
some people living with type 2 diabetes may
be at higher risk of diabetes-related
complications than other groups. Further
research is needed to validate and understand
these findings.

UNITE IN THE FIGHT FOR CHANGE.
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2.3 Gestational diabetes

Gestational diabetes (GDM) typically develops
during the second or third trimester of
pregnancy. While the exact causes are not fully
understood, there are some known risk factors
that can increase a woman's likelihood of
having GDM. Some of the most common risk
factors include: age (women over 35 have a
higher risk of GDM); family history; prior GDM,;
being overweight or obese before becoming
pregnant; gaining excessive weight during
pregnancy; ethnicity; and having polycystic
ovarian syndrome [8]. Having one or more of
these risk factors does not mean that a
woman will develop GDM. However, if they do,
GDM can cause pregnancy complications [9].

Furthermore, women with a history of GDM
have a high risk of developing type 2 diabetes
later in life [10] as well as cardiovascular
disease [11].

2.4 Other types of diabetes

There are a number of other, less common
types of diabetes that are generally grouped
together under the term “other types of
diabetes”. These include maturity onset
diabetes of the young (MODY), latent
autoimmune diabetes in adults (LADA), type 3c
diabetes (which occurs when another disease,
such as pancreatitis damages the pancreas),
people who have had their pancreas removed
surgically, or cystic fibrosis-related diabetes.

UNITE IN THE FIGHT FOR CHANGE.
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3. How big is the burden?

In the absence of a national plan for type 2 As of March 2024, there were 1,468,142
diabetes prevention, the number of people people with diabetes registered with the NDSS
living with diabetes in Australia continues to in Australia [12]. Type 2 diabetes makes up the
rise. Based on data from the National Diabetes majority of registrations, with type 1 diabetes
Services Scheme (NDSS) from 2013 to 2023, representing 1in 10 of all registered diabetes
the total number of people known to be living cases (see table 1).

with all types of diabetes in Australia rose by
32%; from approximately 1.1 million to close
to 1.5 million people [12]. The number of
people living with type 2 diabetes tripled in
Australia between 1990 and 2019 [13].

GDM is the fastest growing type of diabetes in
Australia, with the number of women
diagnosed annually more than doubling over
the past decade.

Table 1. Australian NDSS registrations by diabetes type, as at 31 March 2024.

Diabetes type Number % ‘ Registered in past year
Type 2 diabetes 1,273,248 85.7 65,209

Gestational diabetes 45,015 3.1 44,902

Type 1 diabetes 137,748 9.4 3,820

Other diabetes 12,131 0.8 1,255

Total 1,468,142 100 115,186

Data source: NDSS Diabetes Snapshot, March 2024.

*An additional 188,698 women who previously had GDM are registered with the NDSS on the
National Gestational Diabetes Register.

Total for all types of diabetes

1,500,000

1,400,000
1,300,000
1,200,000
1,100,000

1,000,000
2014 2018 2020 2022 2024
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While NDSS data provide a reasonable
estimate of the number of people currently
living with diabetes in Australia, they are likely
to underestimate the true number. The NDSS
data only represent people who have been
formally diagnosed with diabetes and who
have also registered with the NDSS. Itis
estimated that approximately 500,000 more
people may be living with undiagnosed type 2
diabetes in Australia [14]. The total number of
people living with diabetes could therefore be
up to 2 million individuals (or 7.5% of the total
population).

The data presented above do not account for
Australians who are living with intermediate
hyperglycaemia (commonly referred to as type
2 ‘pre-diabetes’). Type 2 pre-diabetes refers to
elevated blood glucose levels above normal
ranges, but which do not meet the diagnostic
criteria for diabetes. This is an important
target group who might be amenable for early
interventions to reduce their risk of developing
diabetes. It is estimated that 1 in 6 adult
Australians over the age of 25, or
approximately 2 million people, are living with
pre-diabetes and are at high risk of developing
type 2 diabetes [15]. Every year 5-10% of
people living with pre-diabetes develop type 2
diabetes [16]. While not everyone with pre-
diabetes will develop type 2 diabetes, it is a
useful term to convey diabetes risk to the
general community and to identify people at
high risk of developing type 2 diabetes.

The number of people living with diagnosed
diabetes is expected to continue to rise
significantly in coming years. If current trends
continue, there could be up to 3.6 million
people living with diagnosed diabetes in
Australia by 2050 [17]. That is 2.5 times the
current number. That projection relates only
to diagnosed diabetes and does not include

people who will be at risk of diabetes, with
pre-diabetes or undiagnosed, so the true
number could be up to 4 million by 2050.

CASE STUDY

Type 1diabetes
diagnosis

G lh Pl

Vicky Kavasilas was 14 months old
when she caught the flu. Her parents
knew she was in trouble about a week
after Vicky first became ill, and she was
admitted to ICU for four days where she
was diagnosed with type 1 diabetes.
Vicky’s Mum did everything she could to
make sure her toddler had the best
care, and her dad worked two jobs to
cover the extra medical expenses. “It
wasn't easy for them as even family
judged us. They thought my parents
were too attentive to my blood glucose
monitoring, too rigid with my eating and
the timing of my meals,” Vicky said. “No
one really understands what's involved
when a child is diagnosed with type 1, or
how important it is to keep track of the
condition.” Now 24, Vicky has
experienced the challenges of living with
diabetes and knows how important
technology is for day-to-day diabetes
management.

UNITE IN THE FIGHT FOR CHANGE.
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4. Impact of the epidemic

The impacts of diabetes are broadly divided
into three categories: impact on people living
with diabetes, impact on the health system,
and economic impacts (direct and indirect).

4.1 Impact on people living with
diabetes

Diabetes is a complex condition that requires
ongoing monitoring every day. Living with
diabetes can have physical, mental, social and
financial impacts on a person.

4.1.1 Complications of diabetes

Effective diabetes management is crucial to
reduce the risk of complications. Diabetes can
affect all systems in the body. However, the
complications are often misunderstood and
may therefore not be attributed to diabetes.
As a result, the severity of this condition is
often underestimated. Serious complications
include:

Hypoglycaemia: Occurs when blood glucose
levels fall below the normal range. If not treated
quickly, it can progress to loss of consciousness
and, in very rare circumstances, death.

Diabetic ketoacidosis: Also known as DKA, this is
caused by a severe lack of insulin in the body. It
is a serious condition which mostly affects
people with type 1 diabetes. If left untreated it
can be life threatening.

Kidney disease: Diabetes is the leading cause of
end stage kidney disease. An estimated 330,000
Australians living with diabetes have chronic
kidney disease. Around 10,000 of those will
experience kidney failure and require dialysis or
a kidney transplant [19].

Dementia: Diabetes is a significant risk factor for
dementia and almost doubles dementia risk
compared to those with normal glucose
tolerance [20]. There are 3,980 annual dementia
cases amongst people living with diabetes [21].

Stroke: People living with diabetes have a
1.5 - 2 times increased risk of stroke compared
to people without diabetes [22].

Amputations: Diabetes is the leading cause of
non-traumatic lower limb amputations [23].

Vision loss and blindness: Diabetic retinopathy
is the leading cause of preventable blindness in
working-age adults [24].

Mental and emotional impact: 50% of people
living with diabetes report experiencing a
mental health challenge [25].

Cardiovascular disease: 40% of Australians living
with type 2 diabetes also have cardiovascular
disease [26].

Cancers: Diabetes is associated with an
increased risk of certain cancers. Both type 1
and type 2 diabetes are associated with an
increased risk of incidence and mortality for
overall and site-specific cancers [27,28].

Liver disease fibrosis: Type 2 diabetes is a major
driver of non-alcoholic fatty liver disease and
associated complications such as cirrhosis and
hepatocellular carcinoma [29,30].

Pregnancy complications: Those with
pre-existing type 1 and type 2 diabetes have up
to 9-fold risk of babies with congenital
malformations such as congenital heart disease
and spinal malformations [128].

Dental disease: There is a high prevalence of
periodontal disease in adults with type 2
diabetes [129].

UNITE IN THE FIGHT FOR CHANGE.
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It is still unclear what exactly causes
complications and why some people develop
them more seriously than others. More
accurate ways of assessing diabetes
complications and their deterioration over
time are needed. For example, the current
methods of measuring kidney disease are
only accurate when there has been over a
50% loss in kidney function. This is particularly
notable with a lack of research into the kidney
complications in type 1 diabetes [31]. Being
able to recognise the signs and symptoms of
developing and progressing complications
would enable proactive preventative
treatment, thereby improving the quality-of-
life and saving the lives of many people living
with diabetes.

Risk of infection

It is also notable that multiple relationships
exist between diabetes and infection, yet
remain poorly understood [32,33]. People
living with diabetes are at increased risk of
infection after surgery. They also have higher
complications from certain common bacterial
infections such as cellulitis, urinary tract
infection, pneumonia, and systemic fungal
infection [34].

Vaccination in most people with diabetes,
against influenza and streptococcal
pneumonia, are routinely recommended
[35,36]. Some data suggest that greater
hyperglycaemia increases infection risk and
complications of infection [37], and improved
glycaemia, including in an inpatient hospital
setting may lead to improved outcomes in
those with diabetes and infection [38].

4.1.2 Access to services, technologies and
medicines

Inequitable access to diabetes health services,
technologies and medicines has a significant
impact on Australians living with diabetes.
And this inequity is increasing.

People living in rural and remote Australia
have difficulty accessing healthcare
professionals, such as GPs. However, access
issues extend beyond this, with noted
difficulties in accessing diabetes support
services not just in the regions, but also in
some metropolitan areas [39,40]. This access
issue can be demonstrated by considering the
total number of people living with diabetes in
Australia (approximately 1.4 million)
contrasted with the number of Credentialled
Diabetes Educators (CDEs; around 1,600), GPs
(around 40,000) and tertiary endocrinologists
(around 1000); the majority of these
professionals are based in urban Australia
[41,42].

There are also specific pockets of poor access
to health care and services that negatively
impact some communities. For instance, while
complications associated with kidney disease
are one of the leading causes of
cardiovascular disease, heart failure and
strokes [43] access to life-saving dialysis
services can be challenging, especially for
Aboriginal and Torres Strait Islander people
and those living in remote areas [44,45].

More broadly, the impact of limited access to
care is that most Australians living with
diabetes are not getting regular health checks
including [46]:

e 50% not getting HbA1c checks

e 29% not getting their blood pressure
checked

* 51% not getting their cholesterol checked
e 73% not getting their kidneys checked
e 41% not getting their weight checked

The National Association of Diabetes Centres
provides a broad collaborative to improve
standards of care for people with diabetes
[47]. Multidisciplinary services provided by the
Centres commonly include type 1 diabetes,
diabetes in pregnancy, paediatric diabetes,

UNITE IN THE FIGHT FOR CHANGE.
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and complications of diabetes, including foot
care services for people with foot ulceration
or other complex foot conditions [48] [49].
Specialist Diabetes Centres can also act as a
key interface between inpatient diabetes care
and primary care.

Compounding this are issues in accessing the
latest medicines and technologies to help
manage diabetes. This is the case for people
living in rural and remote Australia, but also
for people in all areas who are experiencing

out-of-pocket costs when paying for products.

Access issues also extend to medicines. In
particular, a new class of treatment called
glucagon-like peptide -1 receptor agonists
(GLP-1A's) which are effective in lowering
blood glucose levels. Despite these drugs
(such as Ozempic) being recommended for
use, according to the Therapeutic Goods
Administration (TGA) there has been an
ongoing global shortage since 2022 and the
pharmaceutical company that supplies
Ozempic has advised that supply throughout
2024 will remain limited [51].

The TGA notes that the demand for Ozempic
for other conditions (such as weight loss) has
increased substantially and it is not known
when the medicine will be available in
sufficient quantities to meet the demand in
Australia. For people living with diabetes, the
impact of this global shortage has been
significant.

For parts of 2022 and 2023, people living with
diabetes were also impacted by shortages of
Ryzodeg (insulin) and the GlucaGen HypoKit.

Shortages of diabetes medicines and
products interrupt diabetes self-management
and adds to the growing mental health
challenges associated with living with
diabetes.

CASE STUDY

Lived experience:
Ozempic shortages

Like many Australians with type 2
diabetes, Yvonne Appleby has
experienced both the life-changing
impact of Ozempic and the anxiety of
not being able to access the medication.

Despite regularly taking Metformin and
living a healthy lifestyle since her
diagnosis in 2011, it wasn't until Yvonne
started Ozempic in August 2021 that she
started to feel well again.

“| lost weight and my doctor said it was
the healthiest I'd ever been.”

By December 2021, Yvonne could not
buy the medication due to the global
supply shortage.

“It made me so angry hearing about the
shortage of this ‘Miracle Weight Loss
Drug’ in most news bulletins,” she said.
“It wasn't a weight loss drug. It was life-
changing medication for people living
with diabetes, and we couldn't access it.

n

While supply has improved somewhat,
Yvonne has not been able to overcome
ongoing anxiety that her Ozempic
supply will dry up again.

UNITE IN THE FIGHT FOR CHANGE.
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Equity in Technology Access

As technology continues to evolve, access to new devices is becoming increasingly
important. In 2022 the diabetes community was successful in securing Federal Government
funding to subsidise continuous glucose monitoring (CGM) devices for people living with
type 1 diabetes. While that has been a successful outcome, cost continues to be a major
factor preventing people with type 2 diabetes and other types of diabetes from accessing
the technology. The cost can be up to $5,000 per device per year [50] and without a
subsidy, that amount is unaffordable for many Australians living with diabetes. Subsidies
for CGM devices could range from very restricted priority population use (for example
women with type 2 diabetes who are pregnant), to intermittent use for all people living with
diagnosed diabetes.

In addition, despite having access to subsidised CGM devices, adults living with type 1
diabetes do not have access to subsidised insulin pumps. When used together, these form
Automated Insulin Delivery (AID) systems which are a life changing technology for a person
regularly injecting insulin. Subsidised access to both CGM and AID devices would improve
the day-to-day management of diabetes, increasing time in range and reducing the risk of
complications. This reduces the burden of disease and the cost to the health system in the
long term.

UNITE IN THE FIGHT FOR CHANGE. Diabetes Australia | 16
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4.1.3 Mental health

Almost 50% of people living
with diabetes experience a
mental health challenge
every year [25].

There is a complex bi-directional relationship
between diabetes and some mental health
conditions. While more research is needed to
fully understand the intricacies of this
association, research suggests that living with
mental health conditions may put people at
increased risk of developing type 2 diabetes
[52]. Furthermore, the use of particular
antipsychotics (and some antidepressants)
has been linked with causing or worsening
diabetes [53]. Living with the symptoms of
mental health conditions can also in turn
make managing all types of diabetes more
challenging and so may result in an increased
risk of serious complications and
hospitalisations. A recent study showed that a
significant number of hospital admissions for
psychiatric disorders occurred among
Australians with diabetes. The authors
reported that hospitalisation rates for
depressive disorders were substantially
higher in people living with diabetes when
compared to the general Australian
population [54].

While further research is needed to
understand how diabetes may affect mental
health, it is possible that alterations in the
brain chemistry, such as damage from
diabetic neuropathy or blocked blood vessels
in the brain, may contribute to mental health
conditions such as depression and other

neurological and degenerative brain
conditions. For example, people living with
type 2 diabetes have almost double the risk of
developing dementia compared to people
who have not been diagnosed with diabetes
[20]. These kinds of conditions can compound
the challenges of self-managing diabetes and
preventing serious complications from
occurring. Furthermore, it is possible that
these changes in the brain may increase the
risk and severity of any subsequent diabetes-
associated complications.

Access to specialised diabetes mental health
care can be difficult to secure, with about
400,000 Australians living with diabetes
reporting difficulties in accessing care [25].
Barriers to access span cost (including the
limited number of subsidised visits available
under a mental health care plan), limited
availability of trained healthcare professionals
and a lack of mental healthcare professionals
with specific training and expertise in
diabetes-related mental healthcare.

Primary care

While diabetes mental health challenges are
widespread, they are rarely discussed as part
of routine diabetes care and are sometimes
referred to as a silent diabetes complication.
The Australian National Diabetes Strategy 2021-
2030 identifies the provision of mental health
care as a necessary area for action, including
a mental health assessment upon diagnosis,
as well as consideration of its inclusion as part
of the Annual Cycle of Care. This is important.

Mental and emotional health challenges can
make it more difficult for people living with
diabetes to manage the condition. Conversely,
appropriate mental health support has been
shown to greatly improve diabetes
management, reduce the risk of diabetes-
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related complications and, consequently,
lower the cost of healthcare.

4.1.4 Stigma around diabetes

People living with diabetes often report
experiencing diabetes stigma. In the ‘Heads
Up’ report [55], around 80% of people living
with diabetes said that they've either been
blamed or shamed for having the condition.
The stigma associated with diabetes is often
driven by misinformation. Some people
report being blamed for developing type 2

diabetes through poor lifestyle choices, while

others experience stigma associated with
having to inject medications and being
referred to as a “drug-user”.

Furthermore, 35% of people were found to

for developing diabetes or not managing their
condition well enough if they experienced
complications [55].

People with diabetes can feel depressed,
frustrated and even ‘burnt out’ by the
constant need to manage their condition.
According to the survey, just over 70% of
people living with diabetes felt that they were
empowered to self-manage their condition.
However, almost half of survey respondents
found that managing their blood glucose
levels through having to closely monitor diet,
exercise and medication was a constant
challenge. While more research needed
around the lived experience of people with
diabetes and the stigma surrounding it, we
know that stigma has multiple, serious,

have felt ‘blamed’ by healthcare professionals

SOURCES
Media
Individuals
Groups

Communities

EXPERIENCES
Being judged
Self-blame and shame
Treated differently
Threat to identity

consequences.

CONSEQUENCES

Emotional, e.g. fear,
worry, distress,
depression, anger, grief.

Social, e.g. identity,
relationships, isolation

Health professionals Self-care, e.g. hiding
diabetes, skipping
injections or glucose
monitoring, unhealthy

food choices

Health, e.g. blood
glucose, blood
pressure, lipids, weight,
diabetes-related
complications

People with diabetes

Opportunities,
e.g. work

MITIGATING STRATEGIES

Education, respect and compassion, social support,
health promotion and social marketing campaigns
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Language matters

The words used to talk about diabetes also
affect the physical and emotional health of
people living with diabetes. They also affect
how people in society view people living with
diabetes, or those at risk. There has been
some positive change to the words and
language used about diabetes in recent years
but there is still room for improvement.

People living with diabetes and their families
deserve communications that are accurate,
respectful, inclusive, and free from judgement
and bias.

4.2 Impact on the health system

As diabetes is a complex and challenging
condition, inevitably there is a considerable
burden on the health system. The Australian
Institute of Health and Welfare (AIHW)
provides a breakdown of how diabetes affects
the healthcare system financially [1].

Diabetes costs the
healthcare system an
estimated $3.4 billion

every year [1].

In 2020-21, expenditure on the
Pharmaceutical Benefits Scheme (PBS) to
cover the cost of medications was $952.7
million. Public hospital outpatient care
accounted for another $376.7 million, and the
cost for admitted patients in public hospitals
was $752.2 million. GP services constitute an
additional expense of around $290 million.

Notably, the financial burden of treating
diabetes tends to grow as individuals age.
Over 63% of these healthcare costs are
associated with people aged 55 and above [1].
Given Australia’s aging population, it is
reasonable to expect these expenses to surge
considerably in the coming years, further
straining the healthcare system and the
broader economy.

Complications arising from diabetes
represent some of the condition's most
physically debilitating and financially
burdensome consequences. It was estimated
that in 2021-22 over 1.2 million
hospitalisations were attributed to diabetes
(accounting for 10% of total hospitalisations in
Australia). In 2020-21 that included 19,000
emergency department presentations [1].

While these numbers demonstrate a
significant burden on the hospital system,
they are also likely to be underestimated
given the occurrence of medical coding issues
that might misattribute the reason for
hospitalisation or death [56-58].

4.3 Economic impacts

Diabetes presents a substantial economic
burden in Australia, both in direct medical
costs and indirect costs resulting from lost
productivity, disability, and premature death.
These economic impacts are felt at a societal
level and at an individual level.
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4.3.1 Costs to the national economy

Table 2: Type of costs associated with diabetes.

Direct Medical Costs

Hospital
admissions

Pharmaceutical
products

Outpatient care

Complications

People with diabetes often require hospitalization due to the disease itself or its
complications, such as cardiovascular events, kidney disease, or foot ulcers.

Costs include medications to manage blood glucose levels, hypertension, and
other associated conditions. Additionally, other diabetes supplies such as test
strips, insulin, and insulin delivery devices can be expensive.

Regular visits to general practitioners, endocrinologists, credentialled diabetes
educators, dietitians, and other specialists contribute to the direct costs.

Management and treatment of complications like retinopathy,
nephropathy, neuropathy, foot disease, and cardiovascular disease also
accrue substantial costs.

Indirect Costs

Reduced
productivity

Injury from loss of
conscioushess

Disability

Informal care

Premature death

People living with diabetes might experience reduced workplace productivity
due to iliness, medical appointments, and hospitalisations.

Injuries can be sustained during loss of consciousness as a result of
hypoglycaemia.

Long-term complications of diabetes can lead to disabilities, further reducing
an individual’'s capacity to work or requiring them to retire early.

Family members or friends may need to provide unpaid care to those with
advanced diabetes or severe complications.

Diabetes and its complications can lead to premature mortality, resulting in a
loss of potentially productive years.
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According to the latest estimates from
Diabetes Australia, the annual financial toll of
the disease is a staggering $17.6 billion [59]. A
2014 report by Deloitte Access Economics
quantified the loss in productivity due to
diabetes at approximately $5.63 billion per
year [60]. Furthermore, a 2018 study found
that diabetes significantly reduced the
number of productive years lived in the
Australian population, representing up to $80
billion in lost GDP value [61].

The most recent analysis of the economic
impact of type 1 diabetes was conducted by
JDRF Australia. This study reveals that the
annual cost of type 1 diabetes to the
Australian economy is approximately $2.9
billion [62]. Almost one-fifth of these costs are
directly borne by the Australian Government.
One of the key factors driving this financial
burden is the cost associated with treating
complications related to diabetes. For an
individual living with type 1 diabetes but
without any associated complications, the
lifetime cost amounts to $143,000. However,
this cost soars up to $738,000 when
complications arise.

The data presents a clear economic case for
ensuring that individuals with type 1 diabetes
have unhindered access to essential
treatments and cutting-edge technologies.
These include insulin pumps and glucose
monitoring systems that are instrumental in
mitigating the risk of developing
complications. According to the research from
JDRF Australia, supplying all Australians
diagnosed with type 1 diabetes with lifelong
access to such diabetes management
technology would entail a cost of around
$120,000 per individual. However, this
investment would yield approximately
$174,000 in lifetime savings due to the
reduced incidence and severity of diabetes-

related complications. This translates to a net
savings of $54,000 per person and a benefit-
cost ratio of 1.5 [62].

Complications impose a significant financial
strain on healthcare systems. Research data
indicates that the direct economic costs
associated with caring for an individual living
with diabetes-related complications have
soared to approximately $9,600 per year,
more than doubling the $3,500 typically
required for managing the condition in the
absence of such complications [59].

In relation to type 2 diabetes, given the latest
economic modelling is more than ten years
old, there is a gap in understanding the
current economic impact in 2024 which
should be prioritised. In order to truly
understand the cost of living with type 2
diabetes, contemporary modelling is required.

4.3.2 Costs to people living with diabetes

There are various potential out-of-pocket
costs for people living with diabetes. The
actual costs to individuals can vary based on
the type of diabetes they have, the treatment
and management plans for the diabetes, the
healthcare providers that they see and
whether or not they have private health
insurance.

The NDSS provides subsidised access to the
following products for the management of
diabetes: syringes and needles, blood glucose
test strips, urine test strips, insulin pump
consumables (eligible people only), CGM
products (eligible people only), and support
services.

The Medicare Benefits Schedule (MBS) and
the PBS are the two other main ways in which
technologies and drugs can be subsidised so
that costs to people are reduced.

However, there may still be out-of-pocket
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costs based on how much providers charge
for technologies and tests (with the MBS
reimbursing a set amount per item) and
pharmacy dispensing costs.

There is a PBS Safety Net Threshold which
means that if a person has paid over
$1,563.50 a year, then costs are heavily
reduced for the remainder of the year.
Concession card holders (such as pensioners,
people on a low income, and foster carers)
pay $262.80. However, if technologies or
medications are not listed on the MBS or PBS,
then individuals pay for these privately. This is
often the case for new technologies or
medicines that are not yet approved for
reimbursement and can create substantial
inequities of access.

There are also charges to see healthcare
providers. The MBS is the main way that visits
are subsidised through a ‘Medicare rebate’.
However, the amount that GPs and specialists
actually charge can vary, and unless services
are “bulk billed” then there will be an
additional charge for people to pay. This also
applies for consults with CDEs. Financial
support for these is provided through
Enhanced Primary Care plans (EPC), which are
limited in number. People may therefore end
up paying for CDE services out of pocket (up
to $200) if no longer covered by EPCs. Further
education programs and self-management
courses can be beneficial for people living
with diabetes but may also have to be

funded privately.

When people experience hospitalisation and
complications, the out-of-pocket treatment
costs can also vary substantially.

The National Disability Insurance Scheme
(NDIS) is another financial support option for
people with diabetes; but only for people who
have a permanent disability (such as an

amputation or blindness) that has been
caused by their diabetes. Some support may
also be available for people with another
disability that means they are unable to
manage their diabetes themselves.

The Closing the Gap - PBS Co-payment
program also improves access to affordable
PBS medications for eligible Aboriginal and
Torres Strait Islander people living with, or at
risk of, chronic disease.

Compounded with the costs that people with
diabetes may face is the impact on lost
productivity and personal income that
diabetes can cause [63]. People living with
diabetes may need to take time off work to
attend medical appointments. This might also
affect carers, such as in the case of children
living with type 1 diabetes where parents may
need to reduce their work commitments to
provide adequate supervision and care to
their child with diabetes. People living with
diabetes may also need to take time off to
manage episodes of high blood glucose. They
can also experience ‘presenteeism’, which can
also occur in people with undiagnosed
symptomatic diabetes; this refers to the fact
that people are present at work but have
reduced productivity due to health issues
such as fatigue or other symptoms that stop
them from performing at their best. In severe
cases, diabetes complications (such as kidney
complications, cardiovascular disease,
neuropathy and vision problems) can lead to
reduced work hours, job losses or early
retirement. This may particularly be the case
for more physically demanding jobs or jobs
which require consistent high levels of
concentration. These issues can result in
significant reduction in income and
contributions to superannuation, which
means that individuals will require
government support as they age.
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Cost of living pressures

In addition to the numerous costs already
identified, the increasing cost of living across
Australia is impacting the diabetes epidemic.

Research undertaken by the
Australian Bureau of Statistics
and UQ, published in 2023,
found the price of healthy food
rose at double the rate of junk
food, and the price difference
between healthy and unhealthy
food was at its highest
since 2019 [64].

When foods with a low nutritional value
become more affordable, a healthy diet can
become less accessible. On a population-wide
scale this can lead to increased rates of
overweight and obesity, both of which are risk
factors for type 2 diabetes.

The shortage of bulk billing General
Practitioners also adds an additional financial
burden for people who are already struggling
to make ends meet. Unfortunately, this can
result in inadequate diagnosis, prevention,
and treatment of diabetes, which increases
the risk of serious complications.

4.4 The impact of COVID-19

The full impact of the COVID-19 pandemic on
people at risk of, or living with, diabetes
remains unclear. However, the impacts of
COVID infection on people living with diabetes
were significant. Studies have shown that

people with diabetes were at a substantially
increased risk of death from COVID-19.

In 2020-21, type 2 diabetes
was the most common
comorbid condition of

hospitalisations that
involved coVID-19 [1].

In Australia, diabetes was a pre-existing
condition in 15.7% of the doctor-certified
deaths with a chronic condition listed on the
death certificate during the pandemic [1]. This
was also observed globally [65].

During the pandemic, the rate of HbA1c
testing among people with type 1 and type 2
diabetes decreased significantly [1]. Although
testing levels have started to recover since the
pandemic, visits to diabetes educators have
yet to return to pre-pandemic levels,
indicating that people with diabetes have
missed routine and regular follow-up and
checks to manage their diabetes.

This reduction in service provision could lead
to ongoing disengagement from the
healthcare system, with people feeling
relatively well and therefore not seeing the
need to visit healthcare providers until
complications arise. This, in turn, could result
in a significant increase in serious
complications in the years to come.

While data on this is not yet available, it is
important to consider further research and
preparedness for this potential downstream
consequence of living through the pandemic
with a chronic condition such as diabetes.
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5. Which groups are

most affected?

The risk of developing type 2 diabetes and
GDM is higher in certain demographic groups
including Aboriginal and Torres Strait Islander
people, and culturally and linguistically
diverse communities. These risk factors

are genetic and affected by the social
determinants of health. Pregnant women

and the elderly are also significantly

impacted groups.

Some of the challenges for vulnerable and
priority groups are that the available
information and support around diabetes is
provided by a health system that is
fragmented and complex. This landscape can
be challenging for people to navigate and is
compounded by a range of funding
mechanisms at both state/territory and
federal levels.

The availability of specific resources to
support these cohorts of people has generally
been limited. While awareness of more
nuanced and tailored prevention and support
strategies is increasing, more research is
needed to understand what is most effective
for these populations. It is also important to
note that very often these are groups of
people that are under-represented in clinical
trials and other research studies.

5.1 Aboriginal and Torres Strait
Islander people
Diabetes disproportionately affects

Aboriginal and Torres Strait Islander
communities in Australia.

Based on self-reported health survey data,
7.9% of all Aboriginal and Torres Strait
Islander people are estimated to be living with
diabetes [66]. Overall, Aboriginal and Torres
Strait Islander people are three times more
likely to develop diabetes than non-
indigenous Australians [1]. The actual
prevalence of diabetes amongst Aboriginal
and Torres Strait Islander people is higher
than the self-reported data might suggest and
varies geographically. For example, in central
Australia's remote areas, a study found that
40% of Aboriginal adults had been diagnosed
with diabetes [67], marking the highest
recorded diabetes prevalence documented
globally. Furthermore, the same study
showed that overall prevalence of diabetes
amongst adult Aboriginal populations in the
Northern Territory has increased, from 14% in
2012to 17% in 2019 [671].

Aboriginal and Torres Strait Islander
communities also face the world's highest
rates of youth-onset type 2 diabetes. The
prevalence of diabetes in Aboriginal and
Torres Strait Islander young people aged 15-
24 years has doubled over the past five years
[68]. Among these, young women between
the ages of 20 and 39 years are particularly
affected, further leading to a high prevalence
of pre-existing diabetes in pregnant
Aboriginal women. One study found that 8.4%
of pregnant Aboriginal women in central
Australia had pre-existing diabetes [69]. The
prevalence of GDM is also high in remote
Aboriginal populations and continues to rise.
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Among Aboriginal women, the prevalence of
GDM increased from 3.4% in 1987 to 13% in
2016 [69]. Pre-existing and gestational
diabetes increase the risk of pregnancy
complications and cardiometabolic disease in
mother and child, and increase the child's risk
of early obesity and type 2 diabetes,
continuing an alarming intergenerational
trend [70,71].

In addition, the rate of preventable
hospitalisations for complications associated
with type 2 diabetes is 5.2 times higher in
Aboriginal and Torres Strait Islander people
compared to other Australians [72]. In the
NT, Aboriginal and Torres Strait Islander
people experience the highest global
instances of severe diabetes-associated
complications such as chronic kidney issues
and lower limb amputations, further
underscoring the important health disparities
affecting these communities [73,74].

Tragically, diabetes-
associated death rates are
estimated to be 4.4 times
higher among Aboriginal and
Torres Strait Islander people
compared to other
Australians [1].

Furthermore, diabetes has emerged as the
leading cause of death among Aboriginal and
Torres Strait Islander women nationally and
across the entire Aboriginal demographic in
the Northern Territory [75].

5.1.1 Social determinants of health

Social determinants of health, as recognised
by the World Health Organization, are the
range of economic, social and environmental
factors that can impact a person'’s health and
well-being. These non-medical factors have
been recognised to have an important
influence on health inequities and the
disproportionately high burden of disease
carried by disadvantaged populations. Such
factors are major contributors to the high
prevalence of type 2 diabetes amongst
Aboriginal and Torres Strait Islander people.

The impacts of colonisation and
transgenerational trauma have substantial
effects on Aboriginal and Torres Strait
Islander populations that contribute to
increased diabetes risks. These include poor
mental health, food insecurity and access to
healthy foods, and poor living conditions [76].

Food insecurity is a significant barrier to a
healthy and nutritious diet, particularly in
rural and remote communities. This includes
a lack of availability of affordable healthy
foods and clean water, challenges regarding
the preparation, cooking and storage of food
due to overcrowded living conditions, limited
cooking facilities, and a lack of access to
refrigeration [77]. Food insecurity may worsen
in certain periods due to weather conditions
and flooding. Traditional bush food sources
may also become compromised at times due
to environmental factors, further restricting
access to healthy food options.

Diabetes-related stigma has been shown to
have a considerable impact on diabetes
practises amongst Aboriginal and Torres Strait
Islander people. Stigma and shame may
become a barrier for participation in diabetes
education activities, and engagement with
diabetes treatment and long-term
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management programs. Studies have shown
that feelings of shame, forgetfulness and
stress all negatively impact diabetes self-
management [78-80].

5.2 Diabetes in pregnancy

Over the next decade, more than 500,000
Australian women are expected to develop
GDM [81]. In 2021-22, approximately 1 in 6
women between the ages of 15 and 49 years
who gave birth in hospital were diagnosed
with GDM during their pregnancy [1]. Women
with GDM are twice as likely to experience
cardiovascular events postpartum, such as
stroke, heart failure and myocardial infarction
[11], and are almost 10 times more likely to
develop type 2 diabetes compared with those
who had a normoglycaemic pregnancy [10].
Further to this, children born to mothers with
GDM are at higher risk of developing type 2
diabetes and obesity, meaning diabetes is
rapidly becoming an intergenerational
condition [82].

In addition to the risk of developing GDM
during pregnancy, increased rates in type 1
diabetes and earlier onset of type 2 diabetes
mean an increase in pregnant women with
pre-existing diabetes [69]. All types of pre-
existing diabetes place women and children at
an increased risk of complications during and
post-pregnancy. This includes congenital
malformations, which are four to ten times
more likely to occur in pregnant women with
diabetes, as well as a four times higher risk of
pre-eclampsia and stillbirth [9,83]. An
Australian study confirmed these findings,
and showed that the rates of poor maternal
and foetal outcomes were comparable
between type 1 and type 2 diabetes [84].

Pre-pregnancy planning is essential for
reducing adverse outcomes among women

with pre-existing diabetes, and specialised
obstetric care is needed for this group of
women; however, this can be difficult to
access [85]. There are current gaps in service
for women to engage with pre-conception
and early pregnancy care to achieve a healthy
weight to reduce the chances of developing
GDM.

Women diagnosed with GDM require
specialised health care from a
multidisciplinary team that includes their GP,
a CDE, an Accredited Practicing Dietitian, an
obstetrician, a midwife, and an
endocrinologist. Evidence suggests that this
care can be inconsistent or lacking. This
situation is especially pronounced in rural
areas with a recent audit showing rural
women are less likely to receive education or
medical treatment and are less likely to
achieve optimal glucose management [86].
Additionally, GDM education and care is not
currently covered by Medicare or many
private health insurance policies. This means
many women receiving pregnancy care in the
private sector either pay private practitioners
or, if they are unable to meet these costs, try
to access services through an already over-
burdened public system. Therefore, women
with GDM or pre-existing diabetes miss out
on diabetes education altogether or are
seeking support from a highly dispersed
health care team.

5.3 Culturally and Linguistically
Diverse (CALD) communities

The prevalence of diabetes is higher in some
CALD communities in Australia compared to
the Australian-born population, particularly
for people originating from the Pacific Islands,
Middle East, South Asia and Africa [87]. People
from these communities are also at higher
risk of hospitalisation for certain diabetes-
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related complications when compared to
Australian-born people, such as lower limb
amputations [88]. There are a range of
potential contributing factors such as
genetics, biological, behavioural and
environmental risk factors, as well as socio-
economic constraints, that may present
significant challenges for diabetes
management in these communities [88,89].

Other challenges to diabetes management
stem from lower health literacy and
difficulties in accessing and navigating an
unfamiliar health system (including access to
reimbursed services) [90].

Source: Australian Institute of Health and Welfare.

Chronic health conditions among culturally and
linguistically diverse Australians, 2021.

Pacific Islands 14% - 17%

(Fiji, Samoaq, Tonga)

Middle East 8% - 14%
(Iraqg, Eqypt)

South Asia 8% - 1%
(Myanmar, Sri

Lanka)

Africa 9%

(Southern and
Eastern; combined)

5.4 People in socio-economically
disadvantaged areas

Social inequity and socioeconomic
disadvantage can contribute negatively to
health outcomes in a number of ways,
including income and social protection, food
insecurity, education, employment and job

insecurity, housing, and access to affordable
health services [91]. Geographic areas of
disadvantage also experience a lack of
supportive environments. It can be difficult to
maintain an active lifestyle in places where
there are no safe pathways with appropriate
lighting on which to exercise, or parks

with shade.

People living in the most socio-economically
disadvantaged areas of Australia are

1.8 times more likely to be living with
diabetes than people living in the least
disadvantaged areas [1].

This also extends to the risk of having
diabetes complications that lead to
hospitalisations. People that live in Australia’s
most disadvantaged communities are twice as
likely to be hospitalised for diabetes [1] and
2.5 times more likely to be hospitalised for
preventable diabetes-related complications
compared to those in the least disadvantaged
communities [92].

5.5 People living in rural and
remote areas of Australia

People living in rural and remote areas of
Australia are at a higher risk of developing
diabetes and experiencing associated
complications. They are 1.3 times as likely to
be living with diabetes compared to people
residing in major cities [1]. A National
Community Consultation Survey by Diabetes
Australia showed that 40% of respondents in
regional areas faced challenges in securing
appointments with their GP or other
healthcare providers [93]. In another study,
people in metropolitan areas with diabetes
visited their GP almost 5 times per year on
average; however, for people living in regional
and remote Australia, this was reduced to
almost four times per year on average [39].
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As a consequence, in these communities
there is reduced access to diabetes
medication and management [94]. This is
reflected in lower per capita utilisation of MBS
and PBS benefits in remote areas compared
to national averages [95]. This is likely a key
factor contributing to the higher hospital
admission rates and mortality associated with
diabetes in remote and very remote
Australian areas. People living with diabetes
in remote and very remote Australia are 2.5
times more likely to be hospitalised due to
diabetes complications than those in major
cities, and mortality rates are 2.2 times as
high than for people living in urban and
metropolitan areas [1].

Telehealth services can play an important role
in providing access to diabetes care for
people living in rural and remote areas.

5.6 Older people

According to the NDSS, almost 1 million
people that live with diagnosed diabetes are
aged over 60. Of these, 250,000 are aged over
80 [12]. Currently, one in five people living in
residential aged care facilities live with
diabetes [96]. This proportion increases to
one in four for Aboriginal and Torres Strait
Islander people.

People aged 60 and over are at a higher risk
of hospitalisation for diabetes-related
complications, such as stroke, myocardial
infarction and heart failure [97]. The number
of comorbid conditions and potential
cognitive decline that some older people live
with may also increase the challenges of living
with diabetes and preventing serious
complications.

For older Indigenous Australians, the age
range of 50 and over is used, reflecting the life

expectancy gap between Indigenous and
non-Indigenous Australians and the smaller
proportion of Indigenous people aged

65 and over.

The management of diabetes in aged care
facilities can be particularly challenging.
Specific care needs include special dietary
requirements, the need for assistance with
glucose monitoring and help with
administering insulin. Gaps in meeting these
needs can negatively impact aged care facility
residents living with diabetes, causing
preventable health complications, avoidable
hospitalisations and premature death. These
issues can be compounded by a lack of
awareness about diabetes from residential
care facilities.

Australia’s population is ageing. It is expected
that by 2050, almost a quarter of Australians
will be aged 65 or over, and the number of
Australians over 85 years will double [98].
Given the prevalence of diabetes is also
increasing, this means that we can expect
significant increases in the number of older
Australians living with type 1 and type 2
diabetes in the future - placing a large burden
on communities and the overall economy.

5.7 Children and young people

Diabetes diagnoses have
increased 17% in people
under the age of 20 in the
past 10 years. In people aged
21 to 39 years, the number
has increased by 44% [12].
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Number of 21 - 29 year olds with type 2 diabetes. Source: NDSS Snapshot Data
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The impacts of early-onset diabetes are
significant. Prevalence of type 1 diabetes in
children and young adults is comparatively
high compared to older people [1]. For young
people with type 1 diabetes, intense support
when newly diagnosed leads to an improved
trajectory of glycaemic outcome. Early
specialist multidisciplinary care in this age
group is critical and leads to improved
outcomes in the long term.

Globally, cases of early-onset type 2 diabetes
are increasing rapidly. While the exact causes
of this increase are not known, risk factors
include being born to a mother with type 2
diabetes, having a sedentary lifestyle, being
overweight or obese, living in a
socioeconomically disadvantaged area, having
a low birth weight, and being female [99].

The impact of early-onset type 2 diabetes is
serious, the risks of complications appear to
be more severe, and the response to
treatment is often more limited. While more
research is needed to fully understand the
impact, a diagnosis of type 2 diabetes when a
person is young and still developing, could
result in more serious complications that
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occur more rapidly [100]. Of course,
compounding this is the fact that if people are
diagnosed with type 1 or type 2 diabetes at a
younger age, they will be living with diabetes
for a longer time. This means more time at
risk of developing serious complications,
mental ‘burnout’ and depression associated
with long-term diabetes management.

It is notable that, despite the increasing
numbers of early-onset type 2 diabetes, the
research-based information about its true
impact is limited. Clinical studies have
traditionally included only participants aged
18 and over. This also extends to research
around the most effective prevention and
management strategies for children and
younger adults with type 2 diabetes; the
support and management programs that are
currently available have typically been
designed for adults. Further research targeted
at this cohort is needed. A recently published
guideline for the management of type 2
diabetes in young adults constitutes an
important step forward and illustrates the
need for clinical resources specific to this
demographic group [101].
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For children who are diagnosed with diabetes,
the transition from adolescence to adulthood
also presents a unique challenge as they
become more independent and responsible
for their own healthcare. Anecdotally, children
usually receive good quality care from
specialist centres and are well monitored and
supported to manage their diabetes. As
children become adults, they are no longer

w7 e

eligible for support from children’s centres
and may become “lost in the system”. This can
be particularly acute as young adults leave
home and have to learn to manage much
more than their diabetes (such as living
alone/without parents or guardians), and
consequently run the risk of under-managed
diabetes leading to serious complications
[102,103].
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6. How is Australia responding?

Australia has an excellent foundation for
limiting the impact of diabetes including
universal health coverage through Medicare
and the PBS, the NDSS, and well-trained,
dedicated health professionals.

Successful programs and initiatives are also
well established.

Public health campaigns about regular
physical activity and good nutrition are
focusing on diabetes prevention. Healthcare
providers are emphasizing early detection
and intervention through routine screenings,
and there is an important focus on effective
diabetes self-management to prevent
complications. Research into new treatments,
technologies and preventive measures are
also underway, aiming to provide more
effective interventions and reduce the burden
of diabetes on individuals and the healthcare
system, as well as to ultimately find a cure.

Established in 1987, and delivered since its
inception by Diabetes Australia, the NDSS is a
world-leading diabetes support and services
scheme. An enhanced NDSS should be the
backbone of a comprehensive plan to address
the diabetes epidemic.

6.1 Strategic response from the
Australian Government

The Australian Government has developed
the Australian National Diabetes Strategy
2021-2030 (the ‘Strategy’) with a vision to
“strengthen, integrate and coordinate all
sectors to improve health outcomes and
reduce the social and economic impact of

diabetes in Australia,” [104]. To do this, the
Strategy will:

e consider current approaches to diabetes
services and care;

e consider the role of governments and the
diabetes sector;

e ensure current efforts and investments
align with identified needs;

e maximise the efficient use of healthcare
resources, and;

e articulate a vision for preventing, detecting
and managing diabetes.

A funded Implementation Plan and indicators
for measuring progress are currently under
development. These are necessary to ensure
the effectiveness of the Strategy.

Alongside the Strategy, the Minister for Health
and Aged Care referred a parliamentary
inquiry into diabetes, focusing on the
prevention, diagnosis and management of all
forms of diabetes and obesity, and its effects
on the Australian population [105]. The
outcomes of the parliamentary inquiry are
expected by mid-2024.
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6.2 Prevention

Currently type 1 diabetes cannot be

prevented. However, researchers are studying

autoimmune processes and environmental
factors to prevent people from developing
type 1 diabetes in the future.

Large scale, randomised controlled trials of

people living with pre-diabetes or at high risk

of developing type 2 diabetes have shown
that the condition can be prevented or
delayed in up to 58% of people through
behavioural change programs supporting
weight loss, increasing physical activity and
enabling healthier eating patterns [106,107].
Studies have shown these lifestyle
interventions can have positive impacts
lasting up to 20 years following the active
intervention, including reduced risk of
cardiovascular disease, stroke, other chronic
conditions and some cancers [108].

Type 2 diabetes prevention
is one of the most
cost-effective interventions
in chronic disease.

Diabetes Australia operates high risk type 2
diabetes and chronic disease prevention
programs in Queensland, New South Wales
and Tasmania. Diabetes Australia’s member
organisation, Diabetes Victoria, operates a
similar program in that state.

Broad national chronic disease prevention
strategies are in place across Australia, but
none that specifically target diabetes.

The absence of a national
type 2 diabetes
prevention program is a
substantial missing link in
efforts to decrease the
number of people living
with type 2 diabetes.

6.2.1 Population-wide prevention

Population-wide diabetes prevention is
critical. These approaches, which focus on the
whole population regardless of risk, aim to
achieve positive behaviour change and
encourage healthy choices through
awareness campaigns, policy settings or
regulation.

The Australian Government’s National
Diabetes Strategy 2021-2030 recommends a
community and workplace-based approach
for the general population. It includes 12
areas for action such as: supporting the
development of health-promoting
environments that encourage healthy diets,
increasing physical activity (including active
travel), preventing unhealthy weight gain, and
reducing sedentary behaviour; as well as
regular reviews of the Australian Dietary
Guidelines; and increasing the availability of
and demand for healthier food and beverages
while reducing the availability of and demand
for unhealthy food and beverages [104].

Population-wide prevention strategies that
encourage overall health and wellbeing have
the advantage of reducing the risk of multiple
chronic diseases, along with diabetes.
Lifestyle programs that support the general
public to maintain a healthy diet and an active
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lifestyle have the potential to contribute to affordable, food labelling, reducing unhealthy
overall improvements in other chronic food and drink advertising, and investing in
conditions including obesity, heart disease structural environments that promote

and blood pressure conditions. Other physical activity (e.g. safe footpaths and
initiatives that support population-wide green spaces).

prevention include ensuring healthy food is

Sugary drinks levy

The introduction of a levy on sweetened beverages has been proposed as a public health
measure in Australia in recent years. Diabetes Australia, the Australian Diabetes Society
and the Australian Diabetes Educators Association strongly support the introduction of a
20% health levy on sugar-sweetened beverages, as part of a comprehensive approach to
diabetes prevention. Sugary drinks are the largest source of free sugars in the

Australian diet [109]. The Australian Medical Association estimates Australians drink at
least 2.4 billion litres of sugary drinks every year - the equivalent of 960 Olympic-sized
swimming pools [110].
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6.2.2 High risk type 2 diabetes and GDM
prevention

Prevention programs operating at a state-
wide level target people most at risk of
developing type 2 diabetes. However, there is
currently no systematic approach to this
across Australia.

To prevent type 2 diabetes from developing in
people with pre-diabetes, one of the primary
interventions is lifestyle modification aimed at
losing weight. However, research has found
that competing priorities, limited time
available for consultations and a lack of
expertise in nutrition made it difficult to
discuss diets and weight loss strategies at GP
appointments [111]. Multiple guidelines
recognise that individualised care is needed
with a GP as the lead coordinator supported
by a multidisciplinary team (typically including
diabetes education and nutritional
support/education). However, few people
with pre-diabetes, as well as those already
living with type 2 diabetes, receive a referral
to a dietitian or nutritionist from their GP. This
concern is well established amongst
Australian dietitians [112].

Currently in Australia, people with pre-
diabetes are only eligible for reimbursed care
plans if they have another chronic health
condition. Such care plans include five visits to
allied health professionals. This means that
people with cardiovascular diseases and/or
type 2 diabetes qualify for these plans, while
people living with pre-diabetes alone do not
qualify, despite being a key risk factor for both
cardiovascular diseases and type 2 diabetes.
This is a missed opportunity for earlier
prevention of type 2 diabetes.

Preventing the development of type 2
diabetes after a GDM diagnosis, and type 2

diabetes in children of mothers who had
GDM, is also critical.

There is a clear need for more
programs assisting women
to reduce their risk
post-pregnancy.

These programs would include initiatives such
as annual reminders to have type 2 diabetes
checks for five years after their GDM
diagnosis, as is currently undertaken through
the National Gestational Diabetes Register
and linking women with prior GDM to
structured lifestyle programs.

The prevention of GDM is also an important
focus. Pre-conception is a key opportunity to
support more women to achieve a healthy
weight and lifestyle as part of the pregnancy
planning process. Studies have shown that
moderate intensity lifestyle interventions in
women at high risk during early pregnancy
can reduce their risk of GDM by 41% [113].

However, few women have the opportunity to
engage in supported pre-conception care to
obtain a healthy weight prior to pregnancy.
New approaches for pre-pregnancy planning
are required including:

e More encouragement for women to plan
pregnancies including improving access to
safe, reliable contraception;

o Better access to pre-pregnancy
assessment via a women’s GP or a local
pre-pregnancy service, via a hospital or
other primary or tertiary care settings,
including funding the expansion of these
services;
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e More encouragement for women to
attend pre-pregnancy assessment with
their GP or local pre-pregnancy
services; and

e Systematic access to healthy lifestyle
programs for those with prior GDM, as
occurs in the UK NHS Diabetes
Prevention Program.

6.2.3 Culturally appropriate prevention and
management for vulnerable groups

In order for type 2 diabetes prevention in
Aboriginal and Torres Strait Islander
populations to be effective, it is imperative
that they are spearheaded by members of
those communities. This implementation of
culturally appropriate care and education
ensures that initiatives are customised to
cater to the specific requirements of the
people they are intended to assist [114,115].

Interventions aimed at improving cultural
safety for Indigenous people who have
diabetes can have positive impacts on clinical
outcomes [116]. These interventions include
educating healthcare professionals, modifying
clinical environments to promote culturally
safe practices, and integrating Indigenous
health professionals into the workforce.
Sectors outside of healthcare also play an
important role in improving health outcomes.
Local council planning instruments,
education facilities and public transport
accessibility all contribute.

It is also important to consider adapting
public health messages and education about
diabetes to different target audiences. This
can be achieved through community-based
participatory action research and co-
designing interventions led by local
community members. By doing so, the
information can be provided in a format and

language that is appropriate and engaging to
local communities.

6.2.4 Screening and early diagnosis

Better detection of undiagnosed type 2
diabetes will ensure people are in the best
position to attempt type 2 diabetes remission,
or achieve optimal management of the
condition early and prevent complications.
Many people live for an average of seven
years before the condition is detected, often
after a complication has developed [117,118].
Type 2 diabetes screening is encouraged
amongst all Australians aged over 40 years,
with a particular focus on people with
significant risk factors.

Opportunistic screening
supports earlier diagnosis.

A trial of pharmacy screening for diabetes was
led by the Pharmacy Guild of Australia
between October 2017 and November 2018.
The trial compared the effectiveness of three
pharmacy-based screening models in
detecting type 2 diabetes [119]. Over 14,000
people were screened in 339 pharmacies
during the trial. The Australian Government is
currently considering the results of the trial in
order to inform future decisions about any
broader rollout.

Diabetes screening in primary care settings is
also important. Organisations including the
Royal Australian College of General
Practitioners have highlighted the need for
MBS rebates to support the screening of high
risk individuals in primary care [120].
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The uptake of point-of-care testing by
healthcare practitioners has been lower than
expected, possibly due to the costs of
maintaining and validating the equipment
required to process the samples taken. Where
testing does happen, appropriate referrals
and wraparound services must be made
available. Diabetes workforce limitations and
a dearth of diabetes-specific MBS items
further compound the issue.

6.3 Preventing complications

Many diabetes-related complications are
preventable or can be substantially delayed if
identified early, when medical interventions
are most effective. Investing in timely
diagnosis and treatment can not only improve
the health outcomes for individuals but also
bring about substantial cost savings in
healthcare expenditure. Preventing
complications is best achieved through
regular health checks, timely treatment, and
access to technologies that support the
management of blood glucose levels.
Technologies such as CGM devices and AID
systems (which include CGM and an insulin
pump) provide the opportunity for a person
to manage their blood glucose levels in an
ongoing and effective way. This can
substantially reduce the risk of complications.

Appropriate access to care and treatment is,
of course, dependent on resourcing the
diabetes health workforce. By ensuring
regular care from a team of health
professionals, complications can be
prevented or identified and treated early,
reducing their impact.

6.4 Integrated models of care

Successful diabetes care and management
requires the collaboration and cooperation of

health care teams across both primary and
secondary care, along with the person living
with diabetes. The development of integrated
models of care that allow for collaboration
around case planning and overall care from
an endocrinologist and primary practice can
improve the experience and health outcomes
of people living with diabetes [121].

The majority of diabetes management and
review for type 2 diabetes occurs in the
primary care setting. This means that GPs
need to be upskilled and educated to provide
the best care they can, but also to recognise
when a person requires specialist
intervention. People must also be empowered
to self-manage their diabetes through
education based on consistent and reliable
resources. The NDSS fulfills a key role in this
by providing registered people living with
diabetes access to a range of educational
resources and programs delivered by local
diabetes organisations.

Importantly, there will be no ‘one size fits all’
approach to managing diabetes, particularly
for vulnerable groups. A range of models of
care have been developed, with governance,
finance, education and enablement of those
with diabetes, improved communication and
collaboration at their core. Adopting case-
conference approaches can be an effective
mechanism that include the person living with
diabetes, GP and tertiary specialists (including
endocrinologists) as a whole in the
management of an individual's diabetes.

A prime example of this approach is the
Western Sydney Diabetes Initiative [122].

New approaches for
coordinated care are needed.

UNITE IN THE FIGHT FOR CHANGE.

Diabetes Australia | 36



The State of the Nation 2024

“Australia has developed a number of very effective approaches to
better coordinate and integrate diabetes services across primary and
secondary care around the needs of the person living with diabetes.

It is now time to develop and implement the funding and organisational
frameworks needed to extend these approaches, tailored to their
setting, across our country.”

Professor David Simmons
Chief Medical Officer, Diabetes Australia

Western Sydney Diabetes (WSD) has been established in response to the growing levels
of diabetes in the community. A public-private partnership with FTE of 15.8 and annual
budget of around $2.4m (as of 2021), the initiative recognises that diabetes is “everybody’s
business” and so it is a partnership between community health services, general practice,
hospitals, specialists and allied health so that people at risk or living with diabetes have
access to more integrated and comprehensive diabetes services.

WSD Framework for Action and the goals underpin the work of WSD and comprises three
major sections including Primary Prevention, Secondary Prevention and Management and
Enablers, with key indicators under each. One of the key aspects of success has been the
model of care that adopts a ‘case-conferencing’ approach where GPs and tertiary specialists
(potentially with other allied health professionals) and the patient meet together to develop
and/or discuss management approaches. This format allows the GPs to upskill and the
patients are more empowered to self-manage their condition.

WSD FRAMEWORK FOR ACTION

2. REDUCE THE PROPORTION OF PEOPLE CONVERTING TO DIABETES

1. INCREASE THE PROPORTION OF THE HEALTHY POPULATION
3. PREVENT & REDUCE HEALTH DETERIORATION & DEVASTATING CO-MORBIDITIES FROM DIABETES

> :

ALLIANGE  WESTERM SYDNEY ALLIANGE
ENGAGEMENT  CHANGING DIABETES  EVENTS PROJECTS

SECONDARY .3 = :
PREVENTION ¢ S 7 - H
& MANAGEMENT

DETECTION GLINIGAL DIGITAL CONNECT
ENGAGEMENT GOLUTIONS WITH HOGPITAL
SERVICES AND PHN

ENABLERS ﬁ B

PRIORITY & COMMUNITY RESOURCE
PLACE-BAEED & PROVIDER MOBILIBATION
POFULATIONS ENGAGEMENT
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7. Looking ahead:
further action is crucial

Although a range of actions are currently being implemented, it is crucial to identify further
solutions that will most effectively combat the diabetes epidemic across future generations. These
initiatives will require additional investment, but they represent the key steps that will be required
in the coming years.

Despite a 32% increase in the number of

7.1 Investment in diabetes people living with diabetes in Australia over

research the past decade, there has been a significant
decline in diabetes research funding. A key
example is National Health and Medical

a a Research Council (NHMRC) funding for
e felals fund'ng Is needed to diabetes-related research which has fallen
support ongoing diabetes drastically from a total of $70.3 million in 2015

research. to only $19 million in 2023.

2013

$59

per person living
with diabetes

2022

$28

per person living
with diabetes

Based on research funding provided by the
National Health and Medical Research Council
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More generally, the decrease in funding for
diabetes is likely to have longer-lasting
impacts on the whole research ecosystem
associated with diabetes. Without sustainable
funding, there are fewer opportunities for
PhDs and less support for early career
researchers and clinician-researchers to build
an impactful research portfolio. It is essential
to ensure support for the next generation of
diabetes researchers in Australia. Without
appropriate funding and opportunities in
place, young health researchers will gravitate
away from diabetes research. These risks
creating a diabetes research void in the
future, with little scope for further Australian
diabetes research to help inform Australian
health policy and practice.

As noted throughout this report, there are
significant gaps in the understanding of the
true prevalence and burden of living with
diabetes and its subsequent complications.
While there are a range of tools and
technologies available to assess the risk and
formally diagnose diabetes, the use of these
varies nationally. Without expanded screening
and surveillance it is challenging to know the
true scale of the diabetes epidemic in
Australia. Understanding the incidence of
diabetes in vulnerable groups, particularly
Aboriginal and Torres Strait Islander people,
and how this compares with national trends,
would improve visibility on population groups
that are more at risk of diabetes and its
complications. Improvements in this area
could facilitate more tailored approaches and
targeted interventions where necessary.

We currently have a limited understanding of
the more intricate reasons why some people
develop diabetes and associated
complications while others do not. We know
that there are several important risk factors,
with obesity playing a major role for type 2

diabetes specifically. However, not all people
who are obese develop type 2 diabetes,
suggesting that there is a genetic
predisposition at play. More multidisciplinary
research is needed in this area to gain a
comprehensive understanding of the
interplay of risk factors, both modifiable (such
as lifestyle factors) and fixed (such as genetic
predisposition). A deeper understanding
would enable more evidence-based and
targeted diabetes prevention and
management strategies to be developed. This
extends to the recently documented increase
in the earlier onset of type 2 diabetes and the
associated risk of rapidly developing
complications. Gaining research-based
insights in the factors that are driving this
trend could inform prevention strategies and
self-management practices. The links that
diabetes has with other comorbid conditions,
such as mental health, cancer and infections
are also not fully understood.

The timely delivery of optimal care is a key
factor in preventing diabetes complications
and maintaining good quality of life. More
research into cost-effective diabetes health
services delivery in the Australian context is
required to ensure more rapid translation of
evidence into practice.

To improve prevention and treatment
strategies for diabetes, it is important to
understand the impact of lifestyle and diet
programs compared to medication-based
approaches. There is a need to identify the
barriers preventing people from adopting
healthy lifestyle changes and determine how
to overcome them. The co-design of studies
through collaborations with people living with
diabetes, healthcare providers, and other
stakeholders could lead to more cost-effective
and clinically relevant interventions.
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In addition, a deeper understanding of the
stigma associated with diabetes and how it
affects health-seeking behaviour and
outcomes would be beneficial.

The concept of diabetes remission for type 2
diabetes is gaining interest internationally,
particularly in the UK [123]. Diabetes
remission is defined as a sustained
improvement in blood glucose where HbA1c
levels remain below 6.5% for at least 3
months in the absence of glucose-lowering
medications [124]. Diabetes remission
appears to be driven by weight loss and this
can be achieved through diet, bariatric
surgery or with weight loss medications.
While this concept can be encouraging for
people with type 2 diabetes, it is important to
acknowledge that this is not a “cure” and can
be difficult to achieve and maintain. Further
research is needed to expand the knowledge
base around achieving and maintaining
remission, and the impact of remission on
regular diabetes checks and complications.

There is a need for more research to promote
innovation, and investigate new medications
and technologies relevant to the Australian
context. Ideally, these studies should be
conducted in Australia, taking into account
the challenges of including vulnerable and
priority populations such as pregnant women,
children, people with mental health
conditions, the elderly, and CALD
communities. Moreover, the research

should be designed in a way that allows

for easy translation of the results into
practice, and reimbursement for people
should be expedited.

7.2 Solutions for the health
system

Easing pressure on the health system is more
important than ever, as the cost of diabetes
continues to increase.

7.2.1 Preventing hospitalisations

Investing in programs and integrated models
of care that promote effective diabetes
management can prevent complications
which cause hospitalisation. While this is a key
area of focus, more work is required to
drastically reduce preventable
hospitalisations.

In 2017-18 6.6% of public and private
hospitalisations (almost 748,000) were
potentially preventable [92]. Forty-six percent
of those hospitalisations were for people aged
over 65 and the majority of those were for
chronic conditions including type 2 diabetes
complications.

In addition, people living in the most
disadvantaged communities in Australia
(SEIFA 1) are 2.5 times more likely to be
hospitalised with a potentially preventable
diabetes-related complication compared to
those in the least disadvantaged
communities. These preventable
hospitalisations place additional financial and
workforce pressures on hospitals.

The National Diabetes Strategy calls for better
promotion of hospitalisation prevention
strategies and complication prevention
programs in Primary Healthcare Networks
and across the health system more generally.

These could include community-based
interventions such as telemedicine, education,
and models of care that promote integration.
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Other initiatives such as Victoria's new virtual
emergency department for people living with
diabetes have the potential to provide
emergency care in their home, potentially
reducing pressure on ambulance services and
hospital emergency departments. This
initiative is a prime example of innovative
models of care than can reduce
hospitalisations.

Ongoing care from a CDE can also prevent
hospitalisation. The NDSS annual cycle of care
recommends that a person living with
diabetes receives at least 4, and up to 17,
allied health visits per year. These visits are
important for diabetes management.
Unfortunately, less than 10% of people living
with diabetes access a CDE through a GP
referral to receive this care.

The introduction of MBS
funding for CDE visits for
people at increased risk of
diabetes-related
complications would
improve ongoing care and
reduce the risk of
hospitalisation.

Another initiative that can prevent
hospitalisation is support for a culturally safe
workforce, particularly for Aboriginal and
Torres Strait Islander people, and CALD
communities. When people living with
diabetes feel safe and comfortable with their
health care provider, they are more likely to
engage in regular health checks which can
prevent complications.

7.2.2 Improving care in hospital

Up to 40% of hospital inpatients are living
with diabetes. Blood glucose levels can
fluctuate during hospital stays, which can lead
to complications and longer lengths of stay.
Elevated blood glucose levels during
hospitalisation has been linked to greater
infection risks, slower wound healing, and
higher mortality rates [130].

AIHW data from 2003-2004 found that the
average length of hospital stay for a person
living with diabetes was more than three
times the overall average [131].

Appropriate management of hyperglycaemia
while in hospital is critical to improving clinical
outcomes. This can be supported through
ongoing review of the use of oral and non-
insulin injectable glucose lowering agents;
close attention to insulin dosage; upskilling of
non-specialist hospital staff; and nationally
consistent diabetes management protocols.

Further investment in Specialist Inpatient
Diabetes Management Teams is necessary to
improve outcomes in hospital for people
living with diabetes. These Teams support
multidisciplinary, person-centred care, and
can review inpatient diabetes management
on a daily basis if needed.

7.2.3 Improving access to diabetes
technologies and medicines

Access to diabetes
technologies needs to be
more affordable and
accessible, based on
clinical need.
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Government funding models need to be
adjusted to ensure that a person living with
diabetes, regardless of type, can afford to
access the technology that will best support
their diabetes management. This will require
expanded subsidies for AID and CGM devices.

While the expansion of subsidies for CGM
devices to all people living with type 1
diabetes has been warmly welcomed,
Australians living with diabetes still have less
access to this technology than people in other
OECD countries. For instance, many countries
now base eligibility for subsidised access on
several clinical factors including insulin usage
and hypoglycaemia unawareness rather than
the type of diabetes a person has. Eligibility
for subsidies in Japan, the USA, Germany and
France are based on whether or not a person
requires multiple daily insulin injections.

These represent established, cost-effective
international models of access and provide a
framework to expand access to CGM and
Flash GM for all people using multiple daily
injections of insulin to manage their diabetes.
This should include a small percentage of
other people living with type 2 diabetes,
estimated at around 8%, as well as people
living with conditions that are very similar to
type 1 diabetes, including cystic fibrosis-
related diabetes, maturity-onset diabetes of
the young (MODY), latent auto-immune
diabetes in adults and type 3c diabetes.

It is important that
Australia’s regulatory and
funding systems evaluate

new health technology
faster.

With technological breakthroughs certain to
continue, Australian regulators must establish
processes that allow for timely and robust
evaluation.

Similarly, precision medicine and
pharmacotherapies for weight management
are emerging as an important aspect of
diabetes prevention and management.
However, the current regulatory and
reimbursement systems in Australia are not
well placed to efficiently consider and provide
access to such novel therapies.

As noted previously, shortages of medications
for the management of diabetes are already
posing a significant problem for Australians
living with diabetes. This is expected to
continue to be a major issue throughout
2024, if not longer. Given the scarcity of
pharmacotherapies and limited accessibility
through subsidised channels, people may be
impacted by out-of-pocket costs for their
diabetes management.

The global shortage of diabetes medicines has
demonstrated that more efficient methods of
assessing new medicines, and then making
them available based on clinical need, are
required in Australia. Furthermore, when
approving a new product for release to the
market, regulators (the Therapeutic Goods
Administration) should provide confidence to
Australians that supply chains are sufficient to
meet public demand.
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7.2.4 Investing in the workforce

Current funding models
need to be improved to
ensure appropriate
investment in the diabetes
health workforce.

Significant changes to policy and funding
models have impacted diabetes care in recent
years. The MBS item for a diabetes cycle of
care was discontinued in 2018 due to low
uptake among GPs. This means there is now
no incentive for GPs to conduct annual checks
for people living with diabetes, and deliver
continuity of care to ensure people living with
diabetes are well educated and their
condition is well managed. The lack of
diabetes specificity for other MBS items
makes it challenging to determine trends and
make comparisons across states and

demographics regarding what care is being
provided now and in the future.

In addressing the current challenges of the
diabetes health workforce, the optimal
utilisation of CDEs is essential. Currently, the
CDE workforce is under-utilised, with the core
MBS item number covering only a 20-minute
appointment with a CDE. This is not long
enough to deliver the blend of care and
education fundamental to effective CDE care.
If, through working with a CDE, a person living
with diabetes develops the skills to self-
manage their condition, they will be able to
reduce their risk of diabetes-related
complications and reduce potentially
preventable primary care visits and hospital
admissions. The number of MBS items for
CDE appointments declined significantly
during the COVID-19 pandemic and has not
yet rebounded.

Leveraging the underutilised capacity of CDEs
in private practice could increase the ability to
be seen by a CDE, and provide a more
sustainable workforce.
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Presently, with 17% of CDEs operating in
private settings and a substantial portion
providing diabetes services on a

part-time basis, there exists a significant
opportunity to enhance health care by fully
leveraging this untapped potential. ADEA data
demonstrates that over 67% percent of CDEs
have a 4 week or less waiting list for new
people. In fact, only 10% have a waiting list
longer than 3 months. 55% of CDEs can see
existing people in a waiting time of 4 weeks or
less, and 97% report they can see existing
patients within 6 months. CDEs in private
practice are well-positioned to manage a
larger client base, reducing wait times and
ensuring timely, structured diabetes
education to the people who need it.
[125,126]

Given their key role in diabetes management,
it is notable that the Australian Diabetes
Educators Association is reporting the loss of
qualified CDEs due to a lack of referrals.
Private practice CDEs are reporting scope to
accept more clients, and more qualified

CDEs would consider private practice if
sufficient referrals could be guaranteed.

This further contributes to the overall
diabetes workforce strain.

7.2.5 A national kidney screening program

A national diabetes-related
kidney disease screening
program is needed in Australia.

An estimated 330,000 Australians living with
diabetes have chronic kidney disease,
however rates of screening remain low, with
just over one in four people with diabetes
having their kidneys checked within

recommended timeframes [46]. These low
screening rates are caused by low awareness
levels about the need for kidney checks
among people with diabetes and some health
professionals.

In the early stages, chronic kidney disease is
asymptomatic but, if detected early,
treatments and lifestyle changes can slow or
halt the progression of the condition. As the
condition progresses, its impacts can become
much more serious and kidney damage is
often irreversible.

7.2.6 Improving coordination of diabetes care

Diabetes care is unique in its complexity.
While many health conditions can be
managed in primary care alone, the pace of
change in diabetes management, medications
and technology requires specialist skills from
credentialled diabetes educators, dietitians,
other allied health professionals and
endocrinologists. New frameworks are
needed to ensure access to the highest
quality of care. Building upon current
integrated approaches, work is now needed
across jurisdictions and with private
healthcare providers, to better coordinate
care around the person living with diabetes.

7.3 Future possibilities are
significant

In the coming years, a myriad of approaches
that creatively combat the diabetes epidemic
will be essential to control its impact, and to
improve quality of life for people living with
the condition.

There are significant challenges, but equally
significant opportunities for investment into
innovative solutions to the crisis. A
coordinated, national approach to identify
and implement these innovations will be
crucial to ensure the brightest possible future
for Australians living with diabetes.
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8. Summary

The State of the Nation report gives an
overview of diabetes in Australia and provides
a forecast for the future, highlighting a critical
and escalating crisis. Urgent, substantial
investments are necessary to curb the
diabetes epidemic and improve the lives of
those living with diabetes.

Urgent funding is required to support ongoing
diabetes research. Reducing the strain on the
national health system is increasingly
important as the cost of diabetes and its
complications continues to rise. Ensuring
affordable and equitable access to diabetes
technologies and services is essential, as is
securing more funding and implementing a
national prevention plan.

For decades, there have been calls for a
national diabetes prevention plan. Despite up
to 2 million Australians living with the
condition, a national plan still doesn't exist. It
is the only intervention that will protect future
generations of Australians from the costly
impact of living with type 2 diabetes.

This report shows immediate action is
required to effectively research, treat and
prevent diabetes to address a health
epidemic that is one of the largest and most
complex health challenges the nation has
ever faced.

The health of future generations of
Australians depends on this.
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