
The Tshwane Insulin Project

Prof Paul Rheeder, Dept of Internal 
Medicine on behalf of the TIP 

investigators



2

Disclosure

Funder

Partners



3

TIP collaborators

‣TIP team
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Key facts and assumptions

• Most people living with diabetes (PLD) are cared for in Primary Care  

Clinics in the Public Sector

• The majority of these clinics are managed by dedicated nurses often 

without doctors available

• The majority of people living with diabetes are uncontrolled in terms of 

metabolic control and complication screening

• Specifically so in the Tshwane Municipal District (Webb et all. 2015) 

(70% plus are uncontrolled)



Key facts and assumptions

• This despite the fact that pathways and drugs prescribed by EDL are 

essentially the same as at any Academic clinic

• Data from the UK and Germany indicate that after 5 years half of the PLD 

on oral agents will require insulin

• Starting a patient on insulin requires skills and resources often lacking in 

Primary Care

• The TIP was initiated to address this gap with the aim of improving 

overall diabetes control and initiating patients safely and effectively on 

insulin.



Strategy

• Provide regular training to all heath care providers on NCD 

management.

• Create simplified pathways to care

• Identify those PLD with suboptimal control

• Link them to an integrated care pathway



The challenge

• Nurse led initiation and titration of insulin when a doctor is not 

available on site

• Solution: linked care with the help of telemedicine



The Bigger Picture

Start Insulin when appropriate within the larger scope of general 

improvement of total diabetes care

The 4B (blood glucose/BP/Chol and breathe air not smoke!)

The 4C (check annually eyes/mouth/kidneys/feet)  programme

Insulin

Glu BP Chol Cx



The TIP pathway

The clinic 
(nurse)

The WBOT

The family 
practitioner

Home

The Person 
Living with 
Diabetes



Pilot Study A feasibility and safety study with a 14-

week follow-up period

•A feasibility and safety study with a 14-week follow-up period

•Aim: To start 30 patients on insulin at 6 primary care clinics

•Primary care nurses, doctors and CHWs trained

•Patients identified >>> prescreened >>> motivated >>> screened

•Initiated
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Pilot Study A feasibility and safety study with a 14-

week follow-up period

Weekly home visits by CHWs, an Outreach Team Leader 

(and a TIP team member)

Monthly Clinic visits, seen by clinic nurse

Adjustment of insulin dose done weekly after initial 2 weeks

By CHWs or clinic nurse via VULA and the physician



Pilot Study A feasibility and safety study with a 14-

week follow-up period

Extra feature
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Pilot Study A feasibility and safety study with a 14-

week follow-up period

Initial 13 patients

1 male,  12 females

Age 50.6(10.3) years

Begin HbA1c 10.7 (1.0)
End HbA1c   8.9 (1.5)

One patient fell pregnant (referred)
Two patients were referred 
before end of study and 2 
at end of study



Sensor data: heterogeneity of patients



Sensor data: Same Patient Pre and Post

HbA1c 
9.9

HbA1c 
7.2



Pilot Study: preliminary data

• The pathway linking clinic/nurse with WBOT/home and 

family practice physician/remotely via VULA is feasible

• Patients vary and a one size fits all strategy is unlikely to 

work

• Careful monitoring and timeous referral is mandatory

• Once the pilot study has been completed we will roll out in 

the district (June 2020)



Thank you !


