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Background: Initial management of children diagnosed with type 1 diabetes (T1D) varies world-

wide with sparse high quality evidence regarding the impact of different models of care.

Aim: To compare the inpatient model of care with a hybrid home-based alternative, examining

metabolic and psychosocial outcomes, diabetes knowledge, length of stay, and patient

satisfaction.

Subjects and Methods: The study design was a randomized-controlled trial. Inclusion criteria

were: newly diagnosed T1D, aged 3 to 16 years, living within approximately 1 hour of the hos-

pital, English-speaking, access to transport, absence of significant medical or psychosocial

comorbidity. Patients were randomized to standard care with a 5 to 6 day initial inpatient stay

or discharge after 2 days for home-based management. All patients received practical skills

training in the first 48 hours. The intervention group was visited twice/day by a nurse for

2 days to assist with injections, then a multi-disciplinary team made 3 home visits over 2 weeks

to complete education. Patients were followed up for 12 months. Clinical outcomes included

HbA1c, hypoglycemia, and diabetes-related readmissions. Surveys measured patient satisfac-

tion, diabetes knowledge, family impact, and quality of life.

Results: Fifty patients were recruited, 25 to each group. There were no differences in medical

or psychosocial outcomes or diabetes knowledge. Average length of admission was 1.9 days

shorter for the intervention group. Families indicated that with hindsight, most would choose

home- over hospital-based management.

Conclusions: With adequate support, children newly diagnosed with T1D can be safely mana-

ged at home following practical skills training.
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1 | INTRODUCTION

Type 1 diabetes (T1D) is one of the most prevalent chronic diseases

of childhood, occurring with increasing frequency in Australia1 and

around the world.2 Since the 1990s, pediatric practices relating to

children with new onset T1D have ranged from routine admission for

2 to 3 weeks in countries across Europe3–5 and in Japan6 to ambula-

tory care from diagnosis in centres in the UK,7 US,8,9 and Australia.10

Some children require hospitalization for intravenous therapy to cor-

rect dehydration, electrolyte imbalance, and diabetic ketoacidosis

(DKA) but the majority are clinically well at presentation. In addition

to being commenced on insulin therapy and stabilized, comprehen-

sive education on practical and theoretical aspects of diabetes man-

agement is delivered in the period immediately following diagnosis.

Increasing cost pressure on health-care systems makes home-

based management of children at diagnosis of T1D an attractive

option, however, there is little evidence to support this practice and

reviews have been inconclusive.11,12 The definition of home manage-

ment varies between studies, ranging from no hospital admission

unless required for stabilization13,14 to 2 to 3 days in hospital.15 Some

models incorporate nursing support in the home13,15 while others

require patients to attend hospital as outpatients for care and
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education.10,14 Retrospective studies have suggested that children

with new onset T1D can be safely educated in a home or outpatient

setting9,14,16 however these studies rely on medical records and are

biased by inherent differences between the comparison groups as

patients selected for home care are often those more likely to suc-

ceed in diabetes management.17 Hence randomization is an impor-

tant factor in study design yet few randomized-controlled trials

(RCTs) have been conducted. Findings from the 2 RCTs identified in

the literature indicate possible advantages to home-based care in

terms of medical13 and psychosocial outcomes15 but in both studies

the home-based care group was assigned a dedicated diabetes nurse

who by design, was more available to patients and families, spent

more time on education, and provided more individualized learning.

The protocol for a large RCT in the UK was published in 201118 but

results are not yet available. To date, no randomized-controlled trials

have been conducted in Australia.

Princess Margaret Hospital for Children (PMH) is the only pedia-

tric referral and treatment centre for T1D in the state of Western

Australia (WA) and manages more than 99% of children under

16 years diagnosed with T1D in the state,1 approximately 35% of

whom reside in rural and remote areas. On average, 120 children are

diagnosed with T1D in WA each year and currently all are admitted

at diagnosis, remaining in hospital for an average of 5 to 6 days.

During this time the family receives 10 to 11 hours of intensive

education from a diabetes nurse educator and dietitian, as well as a

comprehensive social work assessment and support as required, while

insulin therapy is instituted.

The aim of this study was to compare the inpatient education

model for children newly diagnosed with T1D with a hybrid home-

based alternative, in terms of (1) metabolic and psychosocial out-

comes in the first year after diagnosis; (2) diabetes knowledge;

(3) length of stay; and (4) patient satisfaction.

2 | METHODS

2.1 | Study design

A randomized-controlled trial (RCT) was conducted at PMH, with

patients recruited consecutively from September 2012. Families of

eligible patients were invited to participate and given 24 hours to

make a decision. Consenting patients were randomized to either the

control group (standard inpatient care and education) or the interven-

tion group (discharge after 2 days for home-based management).

Inclusion criteria were: aged 3 to 16 years at diagnosis; living

within the catchment area for the Hospital in the Home (HiTH) ser-

vice approximately 1 hour from the hospital by car; English-speaking;

able to access transport; assessed by the treating team to be medi-

cally and socially suitable for early discharge. Exclusion criteria were:

DKA at initial presentation; complex family issues such as custody

disputes.

All patients/families received practical skills training in the first

48 hours following diagnosis. Patients in the intervention group were

then discharged and a HiTH nurse visited to supervise breakfast and

dinner injections for the first 2 days at home. A multi-disciplinary

team conducted 3 home visits during the next 2 weeks to complete

initial education. The team consisted of a diabetes nurse educator

accompanied by either a dietitian (2 visits) or a social worker (1 visit).

Each visit was approximately 2 hours in duration.

The educational content and staff pool were identical for the

intervention and control groups. Additional staff (FTE) employed to

enable the trial included a coordinator (0.4) diabetes nurse educator

(0.6), dietitian (0.4) and social worker (0.2). Staff were assigned

depending on availability and for both groups, consistency of staff at

the individual patient level was maintained where possible. As is stan-

dard practice at PMH, the importance of having 2 carers present for

education sessions was emphasised for all participants.

All patients attended regular outpatient clinic appointments fol-

lowing the completion of the initial education.

Approval to conduct this study was obtained from the PMH

Ethics Committee.

2.2 | Outcome measures

Clinical outcome measures were collected at diagnosis and then at 3-

monthly intervals and included HbA1c (Ames DCA 2000; Bayer, Mis-

hawaka, Indiana), hypoglycemic events, total daily insulin dose (TDD),

and insulin regimen. Severe hypoglycemia was defined as an episode

resulting in a convulsion or coma. Diabetes-related readmissions were

ascertained from hospital records and chart review.

A patient satisfaction survey (Appendix) was completed by par-

ents at 1 month post-diagnosis. It assessed satisfaction with medical

care, education and support received overall and more specifically

with aspects of the admission process, staff availability, support, edu-

cation sessions, and discharge. It also measured parental confidence

in managing diabetes and preference for home-based or inpatient

education in terms of 3 different factors and overall. The survey was

developed for this study. Patient satisfaction subscales were vali-

dated using Cronbach’s alpha.

Surveys on diabetes knowledge, family impact, and quality of life

were completed at 3 and again at 9 months post-diagnosis. The Dia-

betes Knowledge Questionnaire,19 developed and validated for use in

Australia in 2011, was completed by parents. Question 8, relating to

foot problems, was removed as this was considered inappropriate for

pediatric patients. The remaining 14 questions added to give a total

possible score of 28. Family impact, or perceived burden of caring for

a child with diabetes, was measured for children aged under 13 years

at the time of diagnosis, using a version of the Problem Areas in Dia-

betes survey,20 modified for completion by parents (PAID-PR).21 This

survey contains 18 statements describing possible diabetes-related

problem areas which are scored according to level of agreement on a

5-point Likert scale, with higher scores indicating a higher impact.

Participants aged over 10 at the time of diagnosis completed the

modified Diabetes Quality of Life Instrument (DQOL),22 adapted for

use with children and adolescents from the original instrument devel-

oped for the Diabetes Control and Complications Trial.23 This tool

assesses quality of life in a range of areas and includes subscales for

impact of diabetes (22 items) satisfaction with life (17 items) and

diabetes-related worries (11 items). All items are scored using a

5-point Likert scale and for the impact and worries subscales, a higher
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score indicates lower quality of life, and for the satisfaction subscale,

the opposite applies. Overall health is self-rated as excellent, good,

fair, or poor.

2.3 | Analyses

Statistics were analysed using IBM SPSS Statistics (Version 22). Pro-

portions were compared using χ2 or Fisher’s exact tests. Confidence

intervals for proportions were calculated using the asymptotic (Wald)

method based on a normal approximation. Means were compared

using student’s t-tests. Demographic data are presented as mean �
standard deviation (SD) and other data as mean � standard error of

the mean (SE). P < 0.05 was considered significant.

3 | RESULTS

Of 190 patients presenting with newly diagnosed T1D during the

recruitment period, 59 met the criteria for inclusion. Reasons for

exclusion included living outside the HiTH catchment (N = 56),

younger than 3 years (N = 18), assessed as socially unsuitable for

early discharge (N = 16) or in DKA at presentation (N = 15). The

remaining 26 patients were excluded for a range of reasons including

not speaking English, unclear diagnosis or comorbid conditions. Of

the eligible patients, 50 (85%) consented to the study with 25 rando-

mized to each arm. One patient in the control group was excluded

from the analysis due to a subsequent change of diagnosis from T1D

to MODY (maturity onset diabetes of the young).

The 2 groups were similar in terms of measured baseline charac-

teristics (Table 1).

Table 2 presents the clinical outcomes for the control and inter-

vention groups at 12 months post-diagnosis. At the final clinic visit,

there was no difference between the groups in mean HbA1c or any

other measured medical outcomes. The average hospital length of

stay (ALOS) at diagnosis was 1.9 days shorter for the home-based

group than for the control group.

The outcomes of the surveys are presented in Table 3. Patient

satisfaction surveys were completed for 100% participants at a mean

� SD of 29 � 17 days post-diagnosis. Overall satisfaction was high

in both groups, as was satisfaction for individual measures. The

groups differed in their readiness for discharge, with 76% of the

home-based group reporting they felt ready to be discharged after

their 2-day inpatient stay, compared with 100% of the control group

who felt ready at the end of their 5-day stay. Most respondents in

TABLE 1 Patient characteristics at baseline

All (N = 49) Home-based (N = 25) Controls (N = 24) P-value

Females, N (%) 30 (61) 17 (68) 13 (54) 0.32

Age at diagnosis, years (mean � SD) 9.5 � 3.1 10.1 � 2.9 8.9 � 3.2 0.16

HbA1c at diagnosis, % (mean � SD) 12.3 � 1.8 11.9 � 1.9 12.7 � 1.7 0.13

PATa score (mean � SD) 1.0 � 0.7 1.1 � 0.7 0.8 � 0.6 0.10

SEIFAb quintile, N (%)

1 (most disadvantaged) 4 (8) 2 (8) 2 (8)

2 7 (14) 4 (16) 3 (12)

3 6 (12) 2 (8) 4 (17)

4 11 (22) 6 (24) 5 (21)

5 (least disadvantaged) 21 (43) 11 (44) 10 (42)

a PAT, psychosocial assessment tool,31,32 administered by social worker within 2 weeks of diagnosis. Scoring range 0 (lowest risk) to 3 (highest risk).
b SEIFA, socio-economic index for area, based on postcode at diagnosis. χ2 test not valid due to small numbers.

TABLE 2 Clinical outcomes at 12 months post-diagnosisa

All (N = 49) Home-based (N = 25) Controls (N = 24) P-valueb

HbA1c, % (mean � SE) 7.3 � 0.2 7.4 � 0.3 7.2 � 0.2 0.66

Severe hypoglycemic events, N 0 0 0

Diabetes-related hospital readmissions, N 0 0 0

ALOS, days (mean � SE) 3.6 � 0.2 2.7 � 0.2 4.6 � 0.2 <0.01

Insulin TDD, units/kg (mean � SE) 0.58 � 0.04 0.57 � 0.03 0.59 � 0.06 0.88

Insulin regimen CSII, N 6 2 4 0.41c

Clinic visits per patient, N (mean � SE) 6.2 � 0.1 6.3 � 0.2 6.2 � 0.2 0.56

Abbreviations: ALOS, average hospital length of stay; CSII, continuous subcutaneous insulin infusion or pump therapy.
a HbA1c, TDD, and insulin regimen are as at the final clinic visit for the 12-month period. Hypoglycemic events and hospital readmissions are totalled for
the period from diagnosis to final clinic visit.

b P-value is determined for home-based vs controls.
c Fisher’s exact test.
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the home-based group reported feeling quite (52%) or very confi-

dent (40%) in managing diabetes in their first 2 weeks post-

discharge and all but 1 respondent in this group found the HiTH

visits to be quite (40%) or very (56%) helpful. Respondents for both

groups combined indicated that with hindsight, most would choose

home- over hospital-based education overall (69% vs 19%) and in

terms of convenience (78% vs 16%) and impact on family (80% vs

14%). For access to help when required, the same number of

respondents selected home- and hospital-based education (43%

for both).

Knowledge, PAID-PR, and quality of life surveys were com-

pleted at a mean � SD of 123 � 45 and 299 � 50 days post-

diagnosis for the 3- and 9-month follow-ups, respectively. With the

exception of 1 PAID-PR survey (3 m), completion was 100% for all

surveys.

The study required additional staff time to coordinate and com-

plete home visits and to allow for the flexibility required to accom-

modate family availability and unanticipated interruptions and

changes to plans. A high level analysis compared the cost of addi-

tional staff with bed day cost savings for patients in the interven-

tion group of the study. Up to AUD$40 000 per month was saved,

depending on the rate of recruitment. Indirect costs such as work

days lost were not accounted for.

4 | DISCUSSION

Early discharge and home-based management of children with newly

diagnosed type 1 diabetes produced clinical outcomes in the first

year comparable with those of children managed as inpatients. The

time spent in hospital after diagnosis was reduced without impacting

on measured psychosocial outcomes—perceived burden of caring for

a child with diabetes and self-reported quality of life in patients aged

over 10 years.

The equivalence in clinical outcomes at 12 months post-diagnosis

is supportive of early discharge programs. Previous trials have simi-

larly reported no disadvantages to home-based care but dedicated

staffing and increased time spent educating patients and families in

the home environment may have been a factor.13,15 By contrast, in

the current RCT, patients in both groups were educated by members

of the same diabetes team using identical materials.

No patients in either group were readmitted or reported severe

hypoglycemic events in the year after diagnosis. Previous retrospec-

tive studies have reported fewer readmissions for diabetes-related

reasons in children managed at home,7,24 citing possible reasons that

include the encouragement of self-reliance knowing that professional

help is readily available if needed. It has been suggested that home

management downplays the seriousness of diabetes and may result

TABLE 3 Survey scores, mean � S.Ea

Survey Measure Scoring range
All

(N = 49)
Home-based
(N = 25)

Controls
(N = 24) P-valueb

Patient satisfaction Overall 3-15 14.6 � 0.1 14.5 � 0.2 14.8 � 0.1 0.31

Admission 4-20 18.9 � 0.2 18.8 � 0.3 19.0 � 0.3 0.54

Staff 8-40 37.0 � 0.5 37.1 � 0.8 37.0 � 0.6 0.94

Support 5-25 23.4 � 0.3 23.3 � 0.5 23.5 � 0.4 0.80

Education 5-10 9.7 � 0.1 9.7 � 0.2 9.7 � 0.1 0.97

Discharge 2-10 8.6 � 0.2 8.0 � 0.4 9.2 � 0.2 0.01

Confidence 5-25 23.0 � 0.3 23.2 � 0.4 22.9 � 0.4 0.59

Diabetes knowledge 0-28 3 m 22.0 � 0.4 21.9 � 0.6 22.2 � 0.6 0.78

9 m 22.6 � 0.5 22.4 � 0.7 22.9 � 0.6 0.61

3 m (N = 43)
9 m (N = 44)

(N = 21) 3 m (N = 22)
9 m (N = 23)

PAID-PR 0-100 3 m 62.8 � 2.9 64.1 � 3.8 61.5 � 4.4 0.67

9 m 60.2 � 2.8 59.8 � 3.8 60.5 � 4.2 0.91

(N = 21) (N = 12) (N = 9)

Quality of life Impact 22-110 3 m 41.3 � 2.9 38.7 � 2.7 44.9 � 5.8 0.31

9 m 35.0 � 2.4 32.0 � 2.1 39.1 � 4.6 0.14

Satisfaction 17-85 3 m 65.7 � 2.3 66.7 � 2.5 64.4 � 4.2 0.64

9 m 68.9 � 2.2 68.9 � 2.7 69.0 � 3.8 0.98

Worries 11-55 3 m 22.2 � 2.2 20.1 � 2.3 25.0 � 4.1 0.28

9 m 19.0 � 1.9 18.7 � 2.6 19.4 � 3.2 0.86

Overall health
rated > 2, N (%)

1-Poor
2-Fair
3-Good
4-Excellent

3 m
9 m

13 (61.9)
14 (66.7)

5 (41.7)
9 (75.0)

8 (88.9)
5 (55.6)

0.07
0.40

Abbreviation: PAID-PR, problem areas in diabetes—parent version.
a PAID-PR and quality of life surveys were restricted to participants aged <13 y (N = 44) and >10 y (N = 21) at the time of diagnosis, respectively.
b P-value is determined for home-based vs controls.
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in poorer long-term outcomes,25 however qualitative studies of par-

ental experiences do not support this hypothesis.26,27 In the current

study there was no difference between the groups in glycemic con-

trol in the year following diagnosis, an important factor in predicting

long-term control and associated risk of complications.28

There were no significant differences in perceived impact for par-

ents and quality of life for children over 10 years and although the

home-based group rated their overall health lower than the controls

at 3 months, there was no difference between the groups by

9 months post-diagnosis. A recent UK study found that the setting

for early treatment did not appear to have a differential impact on

families in the long term27 and other studies have reported no differ-

ence in a range of psychosocial measures including stress, coping,

satisfaction, and quality of life.8,13 Tiberg et al reported higher social

functioning in a group discharged early for home-based education,

possibly attributable to a difference in how parents view their situa-

tion over time and the extent to which they are able to integrate the

child’s care with a social life.15 The earlier return to normal home life

made possible by home-based or outpatient education and the possi-

ble reduction in perception that diabetes is an “illness” requiring hos-

pitalization may be important factors in facilitating adjustment.

Parental diabetes knowledge was not impacted by delivery of

detailed educational material in a home environment rather than a

hospital. Other studies have also found diabetes knowledge to be

unaffected by the setting in which it is delivered.8,10,13 Advocates for

admission at diagnosis argue that distress following diagnosis makes

it difficult for parents to retain information and being asked to take

charge of tasks immediately is very stressful.29 The hybrid model

trialed in this study allowed parents a 2 day “buffer” to adjust to the

diagnosis while receiving 24-hour support in a hospital environment.

Learning basic practical tasks prior to discharge was prioritized and

more detailed theoretical education could then be delivered at a

slower pace over an extended period following discharge.

Parents indicated that given the choice, most would have elected

early discharge. Parents of patients discharged after 2 days felt less

ready for discharge than those whose children had been in hospital for

the duration of their initial education, but most parents in the home-

based group felt confident to manage their child’s diabetes after

returning home and by 1 month post-diagnosis there was no difference

in the confidence reported by each group. Qualitative assessments

suggest that home-based care of children at diagnosis empowers par-

ents, allowing them to integrate diabetes management into their every-

day routines more quickly and reducing the initial impact of the

disease.26 Our results support this assertion, with families indicating

that a short inpatient stay followed by home-based management is

more convenient and causes less impact on the family. Access to help

when required was not perceived to be a limiting factor of home-based

management and the provision of 24 hour phone support is likely an

important factor if patients are to be discharged early. The home visits

by HiTH provided another point of contact for patients following dis-

charge and were an important part of helping parents to gain confi-

dence in managing their child’s diabetes.

This study resulted in bed day savings of approximately 2 days

per patient. In practice, the inpatient stay associated with an early

discharge program would likely be lower than the 2.7 days observed

in this study as the time requirement for patients and families to con-

sider the study information and provide consent would be removed.

Clinical staff learned a great deal about the challenges faced by

families following a T1D diagnosis by conducting home visits and

seeing firsthand some of the issues encountered in adjusting to the

demands of managing the disease. These lessons learned will help to

inform future ambulatory models for children newly diagnosed with

T1D. Feedback from health-care professionals involved in the home

visits emphasised the value of “situational learning” for the family and

the insight gained by staff into the family functioning.

Additional staff time was required to coordinate and complete

home visits and to allow for the flexibility required to accommodate

family availability and unanticipated interruptions and changes to

plans. Adequate staffing for an ambulatory model was recognized as

critical, due to the flexibility required to accommodate family avail-

ability and the importance of staff consistency and building a rela-

tionship of trust from the outset.

Each health service is different and the challenge of developing a

sustainable ambulatory model must take account of a range of factors

including the geographical area covered, patient numbers, availability

and suitability of outpatient facilities, and availability and flexibility of

multi-disciplinary team members. The potential saving in hospital bed

days needs to be weighed against the additional staffing require-

ments and any other costs associated with an ambulatory model.

Combining a single home visit with outpatient appointments for edu-

cation may be a viable option that incorporates the advantages of

home-based learning but reduces the staffing overheads.

The design was a major strength of this study, removing the dif-

ferences between inpatient and outpatient comparator groups inher-

ent in retrospective studies. A large proportion of patients were

excluded from the study for a variety of reasons. It is feasible that

rural patients could participate in an ambulatory program if alterna-

tive accommodation options were available and other groups may

also be able to take part with appropriate support but the generaliz-

ability of our results is unknown. Additional limitations of the study

include the psychosocial assessments which were applicable only to a

subset of participants, reducing the number of responses. Surveys

were also limited in scope and ideally more comprehensive psychoso-

cial assessments would be completed, however, the burden on study

participants is a consideration.

T1D is a life-long disease and effective education at disease

onset is critical to self-management and optimal long-term out-

comes.30 Although numerous studies have previously reported on the

feasibility, safety, and effectiveness of various ambulatory models for

children newly diagnosed with T1D, there has been limited endorse-

ment of ambulatory care in general because of the lack of high quality

evidence available. As healthcare systems face ever-increasing

demands there is growing pressure on healthcare providers to adopt

ambulatory alternatives for new onset pediatric T1D and renewed

interest in understanding the impact on health outcomes and costs.

This study supports a hybrid model that incorporates a short inpati-

ent stay at diagnosis for initial stabilization and teaching of basic

practical skills. With appropriate staffing and support for patients

and their families, early discharge could result in significant bed day

savings without compromising patient care.
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APPENDIX

Patient satisfaction survey

 

Name:         Date: 

CONSIDERING THE PERIOD SINCE YOUR CHILD’S DIAGNOSIS …..       

PLEASE ANSWER ALL QUESTIONS 1 TO 23:                           (circle the most appropriate response) 

OVERALL Very 

poor 

Poor Just ok Good Very 

good 

1 Overall, how would you rate the medical care you have received? 1 2 3 4 5 

2 Overall, how would you rate the education you have received? 1 2 3 4 5 

3 Overall, how would you rate the support you have received? 1 2 3 4 5 

ADMISSION Very 

poor 

Poor Just ok Good Very 

good 

4 The care you received in Emergency was………………… 1 2 3 4 5 

5 The way in which the diagnosis of diabetes was communicated to you 

was……………………………….… 
1 2 3 4 5 

6 The way the process of care was explained to you was…… 1 2 3 4 5 

7 The explanation of the Diabetes team member roles was… 1 2 3 4 5 

STAFF AVAILABILITY Very 

poor 

Poor Just ok Good Very 

good 

8 Availability of Diabetes team to speak with you during your hospital 

stay: 

     

 Doctor availability during hospital stay was…………… 1 2 3 4 5 

 Nurse Educator availability during hospital stay was….. 1 2 3 4 5 

 Dietitian availability during hospital stay was….…….... 1 2 3 4 5 

 Social worker availability during hospital stay was…..... 1 2 3 4 5 

9 Availability of Diabetes team to speak with you after discharge:      

 Doctor availability after discharge was………….……. 1 2 3 4 5 

 Nurse Educator availability after discharge was……… 1 2 3 4 5 

 Dietitian availability after discharge was……….…...... 1 2 3 4 5 

 Social worker availability after discharge was…........... 1 2 3 4 5 

SUPPORT 
Very 

poor 

Poor Just ok Good Very 

good 

10 The support received regarding adjusting and coping with diabetes 

diagnosis: 

     

 Doctor support was…..…………………………….. 1 2 3 4 5 

 Nurse Educator support was ………………………. 1 2 3 4 5 

 Dietitian support was ……………………………… 1 2 3 4 5 

 Social worker support was………………………… 1 2 3 4 5 
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11 Support and assistance from ward nursing staff when you first started 

giving your child insulin in hospital was…… 
1 2 3 4 5 

EDUCATION SESSIONS 

12 Was the length of the education sessions ok? 

If no, provide details: 
  Yes No  

13 Was the number of education sessions ok? 

If no, provide details: 
  Yes No  

14 Were the education times convenient? 

If no, provide details: 
  Yes No  

15 Was the information provided in the education sessions clear? 

If no, provide details: 
  Yes No  

16 Was the information provided by the social worker useful? 

If no, provide details: 
  Yes No  

DISCHARGE FROM PMH 
Not at 

all 

ready 

Not 

quite 

ready 

Just ok Ready Very  

ready 

17 How ready did you feel to be discharged from PMH? 1 2 3 4 5 

18 How ready did you feel your child was to be discharged from PMH? 1 2 3 4 5 

HOW CONFIDENT DO YOU FEEL NOW …….. 
Not at 

all 

Not 

very 

Just ok Quite Very 

19 To manage your child’s insulin administration at home? 1 2 3 4 5 

20 To manage your child’s diet at home? 1 2 3 4 5 

21 To manage your child’s blood glucose testing at home? 1 2 3 4 5 

22 To manage a hypoglycemic episode at home? 1 2 3 4 5 

23 In receiving support from the diabetes team for assistance in any aspects 

of managing diabetes at home? 
1 2 3 4 5 

IF YOU WERE DISCHARGED EARLY AND VISITED BY THE DIABETES TEAM AT HOME THEN GO 
TO QUESTION 25 

 In-patient education group      

24 Imagine what it would have been like to be discharged within the first two days after diagnosis. Phone support 

would have been available at all times and nursing staff would have visited you to assist with insulin 

administration for the first 48 hours. A diabetes education team would have visited at agreed times on three 

separate occasions in the two weeks following discharge to complete your education sessions at home.  

How do you think that this would compare with your experience of remaining in hospital for the same 

education? Which do you think that you would you prefer in terms of the following: 

 Convenience………………………….……………….. Hospital Home No preference 

 Impact on your family ………………………………... Hospital Home No preference 

 Your access to help when required …………………… Hospital Home No preference 

 GO TO QUESTION 28 

 Home-based education group      
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25 Did you feel confident in managing your child’s diabetes throughout the 

first two week period while you were receiving education at home?

Not 

at all 

Not 

very 
Just ok Quite Very 

26 Would you say that the nursing staff who visited you at home in the first 

48 hours after discharge were helpful in terms of your confidence in 

managing your child’s diabetes?  

Not 

at all 

Not 

very 
Just ok Quite Very 

27 Imagine what it would have been like to remain in hospital for 5-6 days to complete your diabetes education. 

How do you think that this would compare with your experience of being discharged early and being educated 

at home? Which do you think that you would you prefer in terms of the following: 

Convenience………………………….……………….. Hospital Home No preference 

Impact on your family ………………………………... Hospital Home No preference 

Your access to help when required …………………… Hospital Home No preference 

Both groups 

28 If you had the choice, would you prefer (circle one option): 

A. To be discharged after basic practical education and receive more detailed education and theory at home 

(with full medical and nursing support) over a longer period of time, or  

B. To remain in hospital for 5-6 days while receiving the same education, or 

C. No preference 
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