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Abstract. This article examines how home care for diabetic children resident in the Azienda Sanitaria Lo-
cale (Local Health Centre) of Cesena is organised. It outlines the tasks the Diabetes Health Visitor Nurse
carries out, the times and ways of execution, and the methods for analysing the effectiveness of the service.
Finally, some of the results achieved through the activation of this new service have been included, among
which the fact that the average number of days a child is kept in hospital at the clinical onset of diabetes has

dropped from 10 to 5.
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Introduction

Non-hospital assistance has an extremely im-
portant role in the organisation of care for patients
with chronic pathologies. In the case of a child with
diabetes mellitus, management of the self-control
and therapy concentrates necessarily on the patient
and his or her family, rather than on the hospital
structure. In order to ensure this management is as
effective as possible, it is necessary that, right from
the clinical onset of the diabetes, both the patient
and his or her family are supported by experts who
provide their qualified help not only in hospital but
also at the patient’s home. In fact, if well-organised,
home care for children with diabetes has proved itself
to be a method which achieves considerable im-
provements in the care of children with type 1 dia-
betes mellitus (1-3). This article describes how the
home care for children with diabetes set up by the
Azienda Sanitaria Locale (ASL) of Cesena from
1994 to 2002 was organised, and presents some of
the results achieved.

Materials and Methods

Cesena is a small town in the region of Emilia-
Romagna, whose main economic resource is agricul-
ture. On the 31 December 2001, 185,000 inhabitants
were being served by the ASL of Cesena, 28,000 of
whom were between 0 and 17 years. 93% of children
from O to 14 years old were registered with 26 Prima-
ry Paediatricians, (PP), 2 Community Paediatricians
(CP) and 9 Health Visitor Nurses (HVN). Hospital
assistance is provided by the Department of Paedi-
atrics, formed of 11 Hospital Paediatricians (HP). The
staff of both the hospital and non-hospital paediatric
services have been working together for many years,
also caring for children with chronic pathologies.

From the epidemiological point of view, the inci-
dence of type 1 diabetes mellitus in the ASL of Cesena
from 1990 to 2002 oscillated annually between 7 and 8
per 100,000 children aged between 0 and 14 years, on a
par with the averages registered for central Italy.

Since 1994, the paediatric staff specialising in the
treatment of diabetics has been formed of a specialised
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hospital paediatrician, a Diabetes Health Visitor
Nurse (DHVN) who is a component of the commu-
nity paediatric system, two nurses from the Paediatric
Department day-hospital, a hospital dietician and a
psychologist for the Paediatric Department.

Home care is carried out by the DHVN, who is
the link between the hospital and the territory. She
takes on a child affected with diabetes and his or her
family right from the first time the child is admitted
to hospital, when the clinical onset of the illness oc-
curs, and continues her work in educating the family
about what it means to treat a child with diabetes at
home, as well as in day-hospitals, schools and during
educational-therapeutic sessions.

At the onset of the illness the child is hospi-
talised, and the health education survival plan put in-
to practice. It consists in 20 hours of interactive meet-
ings between staff and the family of the child who has
been admitted to hospital. The DHVN has 5 hours at
her disposal during which she teaches the family how
to control the levels of glycaemia and glycosuria, how
to inject insulin correctly and how to fill out the diary.
During this extremely delicate phase, the DHVN
works in close contact with the other members of the
diabetic staff, and develops relations with the patient’s
PP as well as the CP who deals with the school he or
she attends. In this way, she tries to ensure that the
child returns quickly and safely both home and to
school. In hospital, the DHVN organises the educa-
tional work at a practical level, by explaining how to
carry out the necessary operations concerning the self-
control and insulin injections. This means that those
members of the family who wish to, will have both the
minimum skills necessary for carrying out these tasks
correctly, and to encourage the independence of the
patient.

When the child is discharged from hospital, the
DHVN visits him or her at home in order to help the
family carry out both the self-control and insulin ther-
apy correctly. She provides them with precious infor-
mation about how to organise the areas within the
home and the time dedicated to carrying out these
practices. She explains how and where to create the
family pharmacy and to keep everything necessary for
dealing with hypoglycaemia, including glucagons.

After the child has been dismissed from hospital,

the DHVN visits the child at home every week for the
first month, every fortnight for the second month, and
every two months from the third to the sixth month.
For those patients who have been in her care for at
least a year, the DHVN visits the patient at home
every six months or more frequently if she discovers
any incorrectness with the family management, or if
the patient has any particular needs.

The DHVN’s main task is to advise and guide
both the patient and his or her family in learning
about and treating diabetes and, in the process, try and
increase their self-confidence and ensure they manage
the illness safely. She helps the patient to organise the
self-control and therapy correctly, both at home and
elsewhere, at school, for example, or in the gym. She
reinforces the information the dietician has given the
family about what the child should be eating, and
teaches the family to use the lists of foods which con-
tain similar quantities of carbohydrates to provide him
or her with a more varied diet. She provides the fam-
ily with information about the various sports activities
which are available for children in and around the
area, and tell them how they can participate, indicat-
ing those sports which are more suitable for a child
with diabetes.

Before visiting any family, she arranges the date
and time in order to ensure that, apart from the child,
most of the family members who are involved in car-
ing for him or her are present, too. If the patient has
any particular difficulties, before actually visiting the
family, the DHVN can call a meeting of the diabetic
staft in order to focus on the dynamics of the family
and to set out a more detailed plan of intervention.

During her visit, the DHVN evaluates different
elements concerning how the diabetes is managed. In
particular, she examines the presence and suitability of
the materials used for the self-control and the insulin
therapy, the correct execution of the capillary gly-
caemia, the insulin injection and how the diary is kept,
and if the rules fixed by the dietician are being re-
spected. She obtains useful information about how
satisfied the family is with the PP, the diabetic staff
and the staff at the school the child attends. She also
inquires as to the safety levels if there should be the
need to deal with hypoglycaemia or any other emer-
gency tied to diabetes. She supplies detailed informa-



Home care for diabetic children

43

tion about topics which, during the visit, the family
seem to know little about.

If she needs to ask the other members of the di-
abetic staft for advice, she can contact them, by phone,
actually during the visit, in order to fix further meet-
ings and set up more in-depth studies. If the child is
very young, or if it is difficult for the family to bring
him or her to hospital, she can carry out the haemo-
globin glycosilate test actually at their home, using a
DCA 2000 Bayer.

After the visit, the DHVN fills out a specific
questionnaire which lists the various elements she in-
vestigated and how well they are being carried out
within the family environment. She also writes a re-
port for the child’s PP and the diabetic staff in which
she highlights the problems she came across during
her visit. At intervals, she checks these reports, and
evaluates the results achieved by the alterations made
to the situation.

Results

During the eight year period in which this service
has been running, the work of the DHVN, who forms
part of the diabetic team, has contributed greatly to
achieving a number of important objectives.

First and foremost, the continuity of the health
education the DHVN carries out helps to limit the
period the child is kept in hospital to a very minimum,
basically the period necessary in order to rebalance his
or her metabolism and set up an effective treatment
programme (to include the doses of insulin, the child’s
diet and psychological help, etc.), which is continued
once the child leaves hospital. The average time of
hospitalisation at the onset of illness has dropped from
10 days during the period from 1991 to 1993, to just
5 days between 1994 and 2002. During these last
eight years, none of the newly diagnosed children have
needed to return to hospital a second time for diabetes
related problems.

Through the work of the DHVN, it has been
possible to achieve better knowledge concerning the
real problems of those families in which a child suffers
from diabetes. This has meant it has been possible to
start up a number of corrective measures which in-

volve both the hospital and territorial assistance ser-
vices. As she is well-aware of all the resources and as-
sistance available in the area, the DHVN is able to
guide families both safely and competently in using
them. In this way it was possible, for example, to mo-
bilise the school service and, within a 7 day average
from the child’s being discharged from hospital, rein-
sert young diabetics guided by the health staff
(DHVN, CP, PP) who train teachers in how to deal
with the most frequent problems linked to the illness.

The fact that the DHVN is able to develop a re-
lationship with the families means she can work more
closely with them, and increase their self-confidence.
For the families, in fact, while the doctor is essentially
a judge who imparts rules and makes judgements, the
DHVN and the nurses are considered to be advisors
and allies, as it were, from whom it is possible to ob-
tain practical suggestions for living with diabetes.

During her work, the DHVN often solves prob-
lems, by providing families with information. She also
teaches them how to deal with various situations
which actually happen to the patient, in order to
demonstrate how to solve difficult situations in the
best way possible. This has enabled many patients to
improve the way they solve daily problems linked with
diabetes and their metabolic control, thus reducing
visits to hospital and absence from school to a bare
minimum. The most frequent problems the DHVN
has come across during her work are, mistakes made in
carrying out the self-control, incorrect maintenance of
the reflectometer, errors made during the preparation
and injection of insulin, insulin and glucagons being
kept incorrectly, the lack of identification cards or
glucagons, and that the dietary rules set down by the
dietician are not followed.

Discussion

Home care for diabetic children may be an im-
portant resource for improving the quality of the as-
sistance they receive (4-5). One of the most obvious
results of setting up this service is the drastic reduction
in the recovery period when the clinical onset of the
illness occurs. Studies have demonstrated that a short,
but well-organised, stay in hospital, followed by home
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care, is more effective than a longer stay in hospital.
This is because it achieves both a quicker and better
metabolic balance, and the psycho-social adaptation of
the young diabetics, as well as reducing long-term
complications. Besides this, social costs are lower, too
(6-11). There is also proof that health education car-
ried out directly at home can significantly improve
both children’s and adolescents’ knowledge about dia-
betes and their approach to dealing with it more ef-
fectively (12).

For these reasons, the consensus guidelines issued
by the International Society for Paediatric and Ado-
lescent Diabetes indicate that, if there is a territorial
service which is able to offer home care to families
with diabetes and a 24 hour consultation service is
available and offered by an expert in this field who is
part of a diabetic equip, it is possible and indeed ad-
visable that outpatient or home-based treatment for
children with the onset of diabetes, which presents no
serious ketoacidosis (13) is given.

In Italy, treatment for children is provided by the
National Health Service, the quality of which differs
greatly from one area to another. While the paediatric
service in hospitals is well distributed over the entire
national territory, it often happens that the service of-
tered by PP does not include all residents aged O to 14
years, and that the diffusion of the services offered by
HCP is even less widespread. Wherever there are ef-
ficient, integrated hospital and non-hospital paedi-
atric services it is possible to care for children more
thoroughly, especially those affected with chronic
pathologies (14).

In the case of Cesena, the involvement of a
DHVN from the Community Paediatric service within
a paediatric diabetic equip, has made it possible to set up
a home care service, which has contributed significant-
ly to improving the health of children with diabetes.
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