Meeting Date:

May 29, 2014

Action:

Decision

Topic:

Item 15.0 Notice of Voluntary Integration - Gestational Diabetes Services in
Guelph

Purpose:
To provide the Waterloo Wellington Local Health Integration Network (WWLHIN) Board of
Directors with the required information and recommendation related to the proposed Voluntary
Integration under Section 27 of the Local Health System Integration Act (LHSIA) related to the
proposed transfer of Gestational Diabetes Mellitus (GDM) services from Guelph General
Hospital (GGH) to the Guelph Family Health Team (GFHT).
Recommendations:
That having received notice under Section 27 of LHSIA from Guelph General Hospital and the
Guelph Family Health Team of the intended transfer of Gestational Diabetes Mellitus services
from Guelph General Hospital to the Guelph Family Health Team, the WWLHIN Board of
Directors is satisfied with the information provided and will not take any action under Section 27
to stop the proposed integration.
Background Information:
A. Notice of Intended Integration
On December 30, 2013, the WWLHIN received a proposed transition plan from GGH and GFHT
to transfer GDM services from GGH to GFHT. After a review of the original proposal the
WWLHIN sent a letter to the President of GGH requesting more clarification about the proposed
transfer of GDM services. On May 1st, 2014 a revised proposal for the transfer of GDM services
was received by the WWLHIN. The proposed GDM transfer has been approved by the Ministry
of Health Long Term Care (MOHLTC) Primary Care Branch and by the Boards of Directors at
Guelph General Hospital and the Guelph Family Health Team. A proposed date of transfer has
been set for July 15th, 2014. Following receipt of Notice, the WWLHIN Board has 60 days within
which it may decide to stop the proposed Integration.
B. Review of Notice of Intended Integration
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1. Overview
Gestational diabetes mellitus (GDM) is defined as any degree of glucose intolerance with the
onset or first recognition during pregnancy. The definition applies whether insulin or diet
modification is used for treatment and whether or not the condition persists after pregnancy.
Approximately 7% of all pregnancies are complicated by GDM and the prevalence may range
from 1 to 14% of all pregnancies, depending on the population studied and the diagnostic tests
employed (American Diabetes Association, 2012). All pregnant women are screened for GDM,
generally at their first prenatal visit. If there is a high risk of GDM based on clinical factors,
screening can be completed at any stage in the pregnancy.
a. Current Service at Guelph General Hospital
The GDM program at GGH currently receives referrals from Family Physicians, Obstetricians,
Midwives and Endocrinologists. Referrals for service are generally received between the 24th –
28th week of a woman’s pregnancy. These women are followed up until they give birth.
Women with gestational diabetes have their initial appointment with a Registered Nurse (RN)
who is a Certified Diabetic Educator (CDE) and/or a Registered Dietitian (RD) at GGH within 1
week of referral.
After the initial 1:1 visits with the RN and RD, the woman with GDM receives:
 Monthly follow up clinic visits at GGH
 Regular monitoring of blood sugar readings as required
 At the time of the birth the woman is provided with post -partum instructions for follow
up
b.

Proposed Service at Guelph Family Health Team

The GFHT is funded by the MOHLTC to provide Guelph residents with free information and
ongoing support for diabetes management. Information regarding their current diabetes
services is included in Appendix A.
In the proposed GDM transfer to the GFHT, GDM patients would have access to an
interdisciplinary professional care team and the other diabetes services available at GFHT.
The GFHT would receive referrals directly from Family Physicians, Obstetricians, Midwives and
Endocrinologists. Referrals for service would be received within the same timeline as previously
determined by GGH which is between the 24th – 28th week of a woman’s pregnancy. These
women would then be followed up at the GFHT until they give birth offering the convenience of
a community setting which is easily accessible and has free parking. The gestational service
would blend with the current GFHT service for women with pre-existing Type 1 or Type 2
diabetes and become pregnant.
Women with GDM will have their initial appointment with either a RN who is a Certified Diabetic
Educator and/or with a RD at the GFHT within 1 week of referral. After the initial 1:1 visits with
the RN and RD, the woman with GDM receives:




Follow up clinic visits as required
Regular monitoring of blood sugar readings as required
Transitioned care to GGH Diabetes RN and RD at time of delivery
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Post-partum follow up and care

The potential GDM transfer will allow the GFHT to support a centralized, standardized model of
care for women with GDM who require collaborative care, follow up, and a convenient
community-based solution. This transfer of service requires no transfer of financial or human
resources from GGH to GFHT and will allow GGH to focus its diabetes services on the
increasing needs regarding pediatric and adult patients with newly diagnosed or existing
diabetes requiring acute care.
2. Risks and Mitigation
A number of potential risks have been addressed and resolved in the revised proposal received
on May 1st, 2014, including approvals from the MOHLTC Primary Care Branch and from the
Boards of Directors from both GGH and GFHT. One material risk was highlighted in the revised
proposal: For mothers who experience unexpected and premature births of their baby, it may
limit the amount of information transferred to GGH from the GFHT. This risk will be mitigated by
ensuring the transfer of patient information from the Guelph FHT to GGH at 30 weeks gestation
and updated in two week increments until the time of delivery.
3. Communication and Stakeholder Engagement
Consultation about the GDM program transfer was completed with internal and external
stakeholders. A summary of the engagement activities, including patients, health care
professionals and others, and outcomes is included in Appendix B. No negative feedback to the
proposed GDM transfer was received

4. Summary
Following the submission of the proposed transfer of GDM services from GGH to the GFHT, the
WWLHIN requested detailed clarification to ensure it had sufficient information about the
proposed integration. In reviewing the submission, staff has put at the forefront of their analysis
a series of considerations including the LHIN Decision Making Framework as well as:




Does the integration support resident/client and person-centered health care?
Does the integration promote appropriate, quality, coordinated, effective and efficient
health services?
Does the integration ensure value for money?

After assessment of the intended voluntary integration, WWLHIN staff has concluded that the
proposed transfer of GDM services from GGH to GFHT is in the best interest of our residents.
The proposed integration is in keeping with the strategic priorities in the 2013-2016 WWLHIN
Integrated Health Service Plan: enhancing access to primary care, creating a more seamless
and coordinated healthcare experience, creating a quality healthcare system using evidencebased practice, and accelerating system change.
Better health and value will come from improved quality of services achieved through GDM
program/service standardization at the GFHT with resident-focused care plans in collaboration
with a strong team of interdisciplinary professionals. Stakeholder feedback has been positive
with respect to the added value that GFHT can provide to this patient population and the
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and standardized quality of care for women with GDM.

Next Steps
The WWLHIN Board’s approval of these recommendations will allow GGH and GFHT to take
the practical steps needed to officially transfer GDM services. Referrals for GDM services will
be transferred to the GFHT from GGH and plans are in place for GGH mentorship to the GFHT
healthcare team during a transition phase as required.
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Guelph Family Health Team Current Diabetes Services
The GFHT is funded by the MOHLTC to provide Guelph residents with free information and
ongoing support for diabetes management. The GFHT diabetes care program is based on a
collaborative approach between the woman and the Guelph Family Health Team including
access to a Nurse Practitioner (NP), RN, RD, Certified Kinesiologist, Pharmacist, Mental Health
Counselor, Foot Care Nurse and Endocrinologist. The diabetes program at the GFHT is
recognized by the Canadian Diabetes Association Standard Recognition program. The Guelph
FHT is funded for four teams, all with Certified Diabetes Educators (CDEs), operating in four
locations across the city of Guelph:





Dawson Rd Family Medical Centre
Surrey St (Same office as Endocrinologists – Dr. Purdon and Dr. Denescu)
Community Health Centre (CHC)
Evergreen Seniors Centre

The current diabetes program includes:










Individual assessment and counseling
Education classes
Insulin initiation and follow up for dose management
Wellness seminars and education on lifestyle choices (nutrition, personal exercise)
Cardiovascular assessment and treatment
RN / RD phone line for urgent consultation
Onsite fitness facility (Dawson Rd only)
Follow up appointments for support
Counseling and pharmacist support as required.
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Stakeholder Engagement Summary
Consultation about the GDM program transfer was completed with internal and external
stakeholders. In this consultation, the following was discussed:




Proposed program transition to Guelph Family Health Team
Interdisciplinary services provided at Guelph FHT
Location of FHT GDM care (Surrey Street location)

Consultation with the following was completed with the following stakeholders:









Patients (approximately 20 patients were interviewed between Oct 1, 2013 and Jan 31,
2014)
Primary Referral sources: Midwives and Chief of Midwifery, Obstetricians and Chief of
Obstetrics, Family Physicians (Guelph Family Health Team and Individual Family Physicians
with active GGH privileges), Endocrinologists (letters of support have been received from
both Chiefs of Obstetrics and Midwifery).
Hospital Diabetes Educator (retired), dieticians
Patient Relations Coordinator, Guelph General Hospital,
Guelph Family Health Team staff, Management and Board
Guelph General Hospital Management, Medical Advisory Committee and Board
Waterloo Wellington Diabetes Program

Feedback to the integration was overwhelmingly supportive. Comments included:














Enhanced collaboration between primary care and acute care GDM services
Diabetes Care Guelph is the regional “Center of Excellence” in Diabetes Care
Consolidation of all ambulatory diabetes care for adults (Type 1, Type 2, GDM)
Standardization of treatment and improved quality of care
De-medicalization of GDM
Improved hours of availability and easier access closer to home
Increased access to diabetes related programs (e.g. foot care, kinesiologist)
Uninterrupted prenatal and postnatal service
Faster triage time of referral to first appointment
Access to broad professional interdisciplinary team
Streamlined referral process to endocrinologist (who is part of the team)
DCG able to incorporate GDM into existing resources with economies of scale identified
(staffing, costs)
No negative feedback to the proposed GDM transfer was received

