
For lay people, school care givers, parents and NSS coordinators
Wouldn't be enough for our purposes

Children's Hospital is developing basic training via web.

Health care professionals monitor themselves as to their  competences to teach insulin  administration.

24 Aug/11
Wednesday, August 24, 2011

3:00 PM
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Friday, November 25, 2011

8:58 AM
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Unsafe Article
Thursday, September 13, 2012

10:25 AM
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Latest actions included; Meeting with Rod with instructions to develop two documents. One for the DM 
to explain the current  situation and short bullets for Rod. 

Current situation is that:
Framework is being developed to provide guidelines for local solutions to admin of insulin. The 
document is geared toward use in schools. I have tried to massage languaging so that is doesn't assume 
school staff will be doing the administration. 

The problem still remains that ministerial orders state that training must be provided by an 
appropriately qualified medical personnel.

Copies of the recent memos to Educ executive are on the N drive under Diabetes.

Notes: Sept 14-2012
James approved a letter to provincial health officer and that was written subsequently. To be approved 
by Rod. Looking for formal advice to help build policy and get a feeling for provincial capacity. He might 
say that it is reasonable to be able to have parents provide training . He might approve of the idea of 
providing paediatric  training in the province to support current capacity in Diabetes Education Centres 
in which case we could talk about a cost share. 

Sanja Ristic in Comprehensive School health:
Health has two people now working on school health through Health Families BC. (Scott Bedall and 
Meghan Day.)
They will be involved in life threatening illnesses. Diabetes, anaphalaxis, CPR.
Want to talk about regional capacity/ where the issues are. Will join a meeting soon. Should then talk 
about SchoolsPlus model in Sask/NB/Nova Scotia

Sept 14/12

Summary to Date
Friday, August 10, 2012
12:35 PM
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Main points: 

Rod has engaged Dr. Kendall to ask him for

At this time, Rod is in the process of consulting and will follow up with me and I will then consult with 
the working group. There is a possibility that this goes to a minister's council for agreement. 
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Insulin Guideline/Protocol Jurisdictional Scan              March 2013 

Province/Territory Blood Glucose 
Monitoring 

Insulin 
Administration 

Glucagon 
Administration 

Training/ 
monitoring/ 

supervision of 
delegated tasks 

Comments 

Alberta Locally based decision In Alberta protocol for the 

management of diabetic 

care is a locally based 

decision and is the 

responsibility of school 

jurisdictions (district or 

division).  A cross-sectoral 

joint funding model 

(Ministries of Education, 

Health and Wellness, and 

Child & Youth Services) is 

available to enhance the 

provision of a range of 

integrated health and 

related support services for 

identified children with 

special health needs 

registered in school 

programs and to improve 

access to these services.   

Saskatchewan      

Manitoba 
United Referral and 
Intake System  
Diabetes Questions 

Not stated Not delegated to 
school staff.  Must 
be administered by 
parent or a RN 

Not stated Registered Nurse URIS appears to be similar to 
BC’s inter-ministerial 
protocols  and/or NSS 
Not clear if the RN is with 
URIS or from somewhere 
else 

Ontario (Halton) Supervise student Parents or students Not given by school Not stated Ultimate responsibility for 
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Province/Territory Blood Glucose 
Monitoring 

Insulin 
Administration 

Glucagon 
Administration 

Training/ 
monitoring/ 

supervision of 
delegated tasks 

Comments 

Diabetes Management: 
A Protocol for Schools 
Ministry of Education 
2008 

in BGM administer insulin staff diabetes management rests 
with the family and the child. 
School staff will call 911 in 
an emergency (will not 
administer fast acting sugar) 

Quebec 
Protocole d’intervention 
en milieu scolaire  
Santé et Services 
sociaux June 2011 

Designated, 
voluntary school 
staff supervise or 
conduct BGM 

Designated, 
voluntary school 
staff supervise or 
conduct Insulin 
administration 

Designated, 
voluntary school 
staff administer 
Glucagon 

School nurse 
ensures training is 
completed.  Not 
clear who does the 
training or extent 
or monitoring 

Parents are primarily 
responsible for the 
administration of care and 
medication for their child.  
Student’s health condition 
must stable 
Nurses in/assigned to 
schools have specific duties 

Nova Scotia Guidelines 
for Supporting Students 
with TID in Schools  
Nova Scotia Education 
November 2010 

Designated 
school personnel 
conduct BGM  
 

Parents make 
arrangements for 
insulin 
administration 

Not clear – stated 
as a parent 
responsibility but 
schools are 
expected to 
support parents in 
order that insulin 
be given when the 
parent is not 
available 

Health care 
professionals train, 
supervise and 
monitor 

Training, supervision and 
monitoring support is based 
on an inter-agency 
agreement between the SD 
and HA. 

New Brunswick Designated 
school personnel 
can supervise or 
conduct BGM  
 

Designated school 
personnel can 
supervise the 
student in 
calculating and 
administering  
Insulin 

Designated, school 
staff administer 
Glucagon if it is 
prescribed in the 
student’s plan 

It is recommended 
that a trained 
health 
professional, such 
as a Diabetic 
Educator or 
Physician provide 

The provision of health 
support services is the 
ongoing responsibility of the 
parent.  
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Province/Territory Blood Glucose 
Monitoring 

Insulin 
Administration 

Glucagon 
Administration 

Training/ 
monitoring/ 

supervision of 
delegated tasks 

Comments 

Level 11 training to 
designated school 
personnel  

NFLD/Labrador      

Yukon 
Policy: Administration 
of Medication to 
Students 
Yukon Education 
November 205 

Not stated Not stated Not stated Not stated Policy covers medication 
administration in general 

North West Territories      

Nunavut      

Canadian Diabetic 
Association 
Kids with diabetes in 
your care  

School personnel 
are not required 
to do BGM but 
can assist or 
supervise 

Family and 
students 

School personnel 
should be trained 
to administer, 
especially if EMS 
not guaranteed to 
arrive within 20 
minutes 

Not stated  
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1

Horn, Elizabeth M CITZ:EX

From: Allen, Roderick EDUC:EX
Sent: Friday, September 14, 2012 4:10 PM
To: Gibbons, Lenore EDUC:EX
Subject: Re: Risk Management response

Very helpful.  Thanks 
 
‐‐ Rod Allen 
Superintendent of Learning and Achievement 
Learning Division 
BC Ministry of Education 
250‐213‐3000 

 

BC’s EDUCATION PLAN 
ON THE WEB: WWW.BCEDPLAN.CA 
ON TWITTER: @BCEDPLAN 
 

From: <Gibbons>, "Lenore EDUC:EX" <Lenore.Gibbons@gov.bc.ca> 
Date: Friday, 14 September, 2012 1:23 PM 
To: Rod Allen <roderick.allen@gov.bc.ca> 
Subject: Risk Management response 
 

Rod,  
Andrew Green in risk Managements

  
  

Lenore Gibbons  
Coordinator‐Special Education 
Learning Division 
Ministry of Education 
phone 250‐886‐2083 
fax 250‐387‐6315 

                          
BC’s EDUCATION PLAN 
ON THE WEB:WWW.BCEDPLAN.CA 
ON TWITTER: @BCEDPLAN 
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Subject Agenda for today's meeting

From Ful ler, Anne MCF:EX

To Dobell, Leah MCF:EX; Gibbons, Lenore EDUC:EX; Henson, Carolyn D HLTH:EX; Stevanovic, Aleksandra MCF:EX

Sent Friday, May 18, 2012 9:09 AM

Hi everyone. Here are some suggested agenda items for today’s call:

Update on changes to wording in NSS policy 
Framework Draft 
Purpose and intended audience
Sections outlined –any missing, any changes needed to basic organization
Content drafted to date – discussion
Leads for next steps

Anne Fuller
Provincial Consultant - FASD and Nursing Support Services 
Children and Youth with Special Needs Policy 
Ministry of Children and Family Development
Victoria BC
Phone: (250) 387-5947 
Cell: (250) 588-4458

ReAgenda for today's meeting
Friday, May 18, 2012

9:58 AM
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Subject RE: Next working group meeting on insulin administration

From Ful ler, Anne MCF:EX

To Ful ler, Anne MCF:EX; Wallace, Lauren HLTH:EX; Stevanovic, Aleksandra MCF:EX; Dobell, Leah MCF:EX; Gibbons, 
Lenore EDUC:EX; El igh, Connie MCF:EX

Sent Wednesday, December 28, 2011 3:44 PM

Attachment
s

NSS info re
insulin ad...

PHO

Sorry, I didn’t add the e-mail notes. Here they are:

_____________________________________________
From: Fuller, Anne MCF:EX 
Sent: Wednesday, December 28, 2011 3:38 PM
To: Wallace, Lauren HLTH:EX; Stevanovic, Aleksandra MCF:EX; Dobell, Leah MCF:EX; Gibbons, Lenore 
EDUC:EX; Eligh, Connie MCF:EX
Subject: Next working group meeting on insulin administration

Hello everyone

I will be sending out a meeting invitation soon...looks like the second week of January might work. Hope 
to talk with you soon. 

Anne Fuller
Provincial Consultant - FASD and Nursing Support Services 
Children and Youth with Special Needs Policy 
Ministry of Children and Family Development
Victoria BC
Phone: (250) 387-5947 
Cell: (250) 588-4458

RE: Next working group meeting on insulin administration
Thursday, January 5, 2012

4:02 PM
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From: Gibbons, Lenore EDUC:EX 
Sent: Monday, December 10, 2012 1:33 PM 
To: Stevanovic, Aleksandra MCF:EX; Henson, Carolyn D HLTH:EX; Lieberman, 

Audrey JAG:EX; Fuller, Anne MCF:EX; Dobell, Leah MCF:EX; Martin, Cheryl 
HLTH:EX; Standeven, Bill J EDUC:EX; Thompson, Donna M MCF:EX; Wallace, 
Lauren HLTH:EX 

Subject: RE: Next meeting for the Insulin Working Group 
 
I don’t anticipate a problem getting my ADM to approve fairly quickly. 
 

Lenore Gibbons  

Coordinator-Special Education 
Learning Division 
Ministry of Education 
phone 250-886-2083 
fax 250-387-6315 

                          

BC’s EDUCATION PLAN 
ON THE WEB: WWW.BCEDPLAN.CA 
ON TWITTER: @BCEDPLAN 

 

 
 
_____________________________________________ 

From: Stevanovic, Aleksandra MCF:EX  
Sent: Monday, December 10, 2012 1:28 PM 

To: Henson, Carolyn D HLTH:EX; Lieberman, Audrey JAG:EX; Fuller, Anne MCF:EX; Dobell, Leah MCF:EX; 
Gibbons, Lenore EDUC:EX; Martin, Cheryl HLTH:EX; Standeven, Bill J EDUC:EX; Thompson, Donna M 

MCF:EX; Wallace, Lauren HLTH:EX 
Subject: RE: Next meeting for the Insulin Working Group 
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From: Egilson, Michael HLTH:EX 
Sent: Thursday, October 18, 2012 2:47 PM 
To: Fuller, Anne MCF:EX; Dobell, Leah MCF:EX; Gibbons, Lenore EDUC:EX; 

Stevanovic, Aleksandra MCF:EX; Wallace, Lauren HLTH:EX 
Subject: RE: Insulin Working Group - next steps 

Regards  

Michael Egilson  
Manager Child & Youth Health 
Healthy Women, Children and Youth Secretariat| Population and Public Health Division |  Ministry of Health  

Ph: 250.952.2111| 4-2, 1515 Blanshard St. Victoria, BC V8W 3C8 
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Pump info
Monday, August 15, 2011

9:11 AM
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Subject PHO

From Wallace, Lauren HLTH:EX

To Gibbons, Lenore EDUC:EX; Fuller, Anne MCF:EX; Dobell, Leah MCF:EX; Stevanovic, Aleksandra MCF:EX

Sent Tuesday, November 22, 2011 4:35 PM

HI everyone,

Here’s a summary of the input received from our Deputy Provincial Health Officer, Eric Young, on the 
insulin administration in schools work includes: 

Off to face the rain and wind! It’s so gross out there.

Lauren Wallace
Manager, Child & Youth Health | Healthy Women, Children & Youth Secretariat | Population and Public Health 

Division | Ministry of Health 
250.952.2550 | Lauren.Wallace@gov.bc.ca

PHO
Tuesday, January 3, 2012

8:43 AM
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Pediatric Diabetes Health Care Services in BC – Are we meeting national standards? 

1 
Prepared by: Dr. Shazhan Amed | samed@cw.bc.ca 

 
The number of cases of type 1 diabetes (T1D) 
will increase by 70% by the year 2020. 
Type 2 diabetes (T2D), a disease previously 
seen only in adults, is occurring in children and 
youth, many of whom are obese.  
Diabetes management must be optimized 
during childhood and adolescence to prevent 
diabetes-related complications and ensure the 
best possible long-term health outcomes. 

The objective of this work was to describe 
the quality of pediatric diabetes health 
services in BC by assessing adherence to 
national clinical practice guidelines (CPG). 

METHODS: Four categories of adherence to 
CPGs were defined: 
Optimal – 3 MSP visits and 3 A1c tests/yr; 
appropriate screening tests, 1 glucagon Rx 
Good – 2 MSP visits and 2 A1c tests/yr; 
appropriate screening tests 
Minimal – 2 MSP visits and 2 A1c tests/yr 
Poor - <2 MSP visits and <2 A1c tests/yr 

Those receiving optimal/good care were 
considered “at goal” for adherence to CPG. 
A population-level sample of individuals 
diagnosed with diabetes (either T1D or T2D) at 
<20 years of age was obtained from linked 
administrative health databases through the 
application of a validated diabetes case-finding 
definition and diabetes-differentiating algorithm. 

RESULTS: 
TYPE 1 DIABETES: 
The majority (54%) of person-years with T1D 
had poor adherence to CPG: 

 
Only 16% of young adults (20-24 years) were 
at goal for adherence to CPG: 

 
The proportion of person-years at goal varied 
across Health Service Delivery Areas and 
Health Authorities (Figure 1): 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

     
        

 
 
 
Coastal Health Authorities were 40% and 52% 
less likely to be at goal for adherence to CPG, 
respectively. 

Adherence to CPG for pediatric T1D decreased 
as years from diagnosis increased: 
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Pediatric Diabetes Health Care Services in BC – Are we meeting national standards? 

2 
Prepared by: Dr. Shazhan Amed | samed@cw.bc.ca 

 
• Individuals 4-years post diagnosis of T1D 

were 78% less likely to be at goal 
compared to the year they were diagnosed 

50% of patients with T1D seen by a specialist 
only or specialist and GP (shared model) were 
at goal for adherence to CPG. 

 
TYPE 2 DIABETES: 
The majority (68%) of person-years with T2D 
had poor adherence to CPG. 

 CONCLUSIONS AND NEXT STEPS 

The proportion of person-years with T2D at 
goal for adherence to CPG was lowest in 
individuals >15 years of age. 

 
Adherence to CPG for pediatric T2D decreased 
as years from diagnosis increased. 

 
 
Similar to T1D, 50% of patients with T2D seen 
by a specialist or specialist and GP (shared 
model) were at goal for adherence to CPG. 

 

• Children and youth with diabetes living in BC do not receive health services that meet national and 
international standards 

• Waning physician/patient vigilance may contribute to decreasing adherence to CPG over time  
• Adolescents and young adults are a particularly vulnerable population  
• A shared care model achieves similar adherence to CPG as seeing specialists only for diabetes care 
• More research is needed to better understand the facilitators and barriers to adhering to CPG for 

health care professionals and patients and their families 
• Innovative clinical initiatives (i.e. transition clinics) that engage across diverse health providers (i.e. 

pharmacists, laboratories) should be explored to optimize health services for children and youth with 
diabetes
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Health; Micheal, Lauren
MCFD; Anne, Leah, Aleks
Ed; Lenore

No updates about the tribunal. 

Oct 10, phone meeting
Wednesday, October 10, 2012
9:09 AM

   Diabetes in schools 11 Page 1    

Page 52 
EDU-2013-00012

S. 14

S. 13



PAB INFORMATION REQUEST – August 26, 2010 

 
RE: Students requiring support with insulin pumps or pens 
 

 Over the past few years, there has been an increase in the number of families 
with young school-aged children requesting insulin to be administered in the 
school setting via insulin pump or insulin pen.   
 

 Parents of students who are unable to administer insulin, by either pen or pump, 
are responsible for arranging for this task to be done during school hours, where 
necessary. To negate the need for administration of an insulin bolus during the 
day, many parents of children on insulin pumps choose to provide a low 
carbohydrate snack for their child.  

 
 The Ministry for Children and Family Development and Nursing Support Services 

(NSS), the Ministry of Education, VIHA, the BC Children’s Hospital, and College 
of Registered Nurses of BC, are working together to review and consider what 
may be involved in having non-regulated care providers (i.e. aides in schools) 
adjusting insulin pumps for children while they are at school.  
 

 Currently, only parents and children themselves (once they are old enough or are 
able to do so on their own) operate/manage the pump at school.  

 
Nursing Support Services (NSS) Coordinators provide training to school staff in 
the supervision of self-administration of an insulin dose via insulin pump or pen 
where the child/youth is independent in the psychomotor skills involved. There 
are, however, a limited number of NSS Coordinators who are knowledgeable, 
certified diabetes educators/trainers. 
 
 NSS is a provincial program funded by the Ministry of Children and Family 
Development.  MCFD contracts with Health Authorities for the services of NSS 
Coordinators, who are experienced paediatric nurses. NSS Coordinators 
delegate certain tasks, which would typically be performed by nurses, to school 
caregivers in accordance with College of Registered Nurses of BC Practice 
Standards. 

 
Currently, NSS policy does not allow for delegation of the operation of an insulin 
pump to school staff.     

 
 Administering insulin does carry a significant risk, and there is significant 

potential for harm if a wrong dose is given. There are a number of issues that 
need to be considered, including liability, staffing, workload, training, etc. MCFD 
and the Ministry of Education continue to work to address these issues. VIHA has 
been working with the Ministries in an advisory capacity. 
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 Some school districts (and on a case by case basis) have established local 
practices for supporting students but there is currently no single policy for all 
school districts within BC to address this issue. 

 

 Since January 2010, a full cross-ministry policy review (MCFD and MEd) has 
been underway to determine if a change in practice is feasible.   
 
This review has involved consultation with and discussion among stakeholders –
the College of Registered Nurses of BC (CRNBC), Nurse Clinicians from BCCH 
and VIHA diabetes clinics, representatives of NSS Coordinators and Supervisors, 
the BC Principals and Vice Principals Association (BCPVPA), and the BC Council 
of Administrators for Special Education (BC CASE) – to identify resources, 
guidelines, training, and monitoring needed to make practice consistent 
throughout the province, and identify factors that must be considered in safe 
delegation of insulin administration. 

 

 A jurisdictional review of related policies/practices in Canada was undertaken by 
MCFD. The review revealed: 

 

 there have been no Canadian policies found to date that explicitly allow for 
the administration of insulin in the school or child care setting  

 the delegation of glucagon in BC is individually considered in situations 
where hypoglycaemic episodes are common for a child or where timely 
access to emergency response is not available 

 one NSS Coordinator (a Certified Diabetes Educator) has successfully 
delegated insulin administration to school staff in BC’s Comox Valley 

 one jurisdiction in the UK is routinely delegating insulin administration to 
school staff.  In this case, it is Diabetes Educators who are delegating, and 
they are available by cell phone to offer support 

 
 A meeting is to be held on September 29th with senior staff from the MEd and 

MCFD to decide on next steps.  A more fulsome discussion paper is in the early 
stages of development.  If a decision is made to further explore a policy change, 
a risk assessment has been suggested by the Ministry of Education and a cost 
analysis will be beneficial. 

 
NOTE: Two BC families have been in regular contact with MCFD and MEd about this 
issue. They are concerned that their children, who have Type 1 Diabetes, will not be 
able to have his/her insulin pump adjusted at school by anyone other than them. One of 
the families is pressing for a revision to school district policy that will allow someone at 
the school to adjust insulin pumps for kids with T1D.  
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Subject NSS info re: insulin administration is schools

From Dobell, Leah MCF:EX

To Ful ler, Anne MCF:EX; El igh, Connie MCF:EX; Gibbons, Lenore EDUC:EX; Wallace, Lauren HLTH:EX

Cc Stevanovic, Aleksandra MCF:EX; La lani, Arif MCF:EX

Sent Monday, November 28, 2011 11:09 AM

NSS info re: insulin administration is schools
Tuesday, January 3, 2012

8:43 AM

   Diabetes in schools 11 Page 1    

Page 55 
EDU-2013-00012

S. 13



Thanks!

L. 

Leah Dobell, RN, BSN |Manager of Operations
Nursing Support Services
Children and Youth with Special Needs
Ministry of Children and Family Development 
2nd Floor - 940 Blanshard St. |Victoria, BC |V8W 9S5
Email | leah.dobell@gov.bc.ca 
Telephone |250-216-0408 Fax |250-356-2159

This e-mail is confidential and may also be legally privileged. If you have received it in error, you are on 
notice of its status. Please notify me immediately by reply e-mail, and then delete this message from 
your system. Please do not copy it, use it for any purpose, or disclose its contents to any other person; 
to do so could be a breach of confidence. Thank you for your cooperation.
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NSS Data
Thursday, December 8, 2011

9:59 AM
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Nov 8 Wallace
Thursday, November 10, 2011

12:03 PM
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NB Ministry of Ed
Monday, May 28, 2012

1:35 PM
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September 29, 2011  

Inter-ministerial Meeting regarding Insulin Administration in Schools  

Minutes (draft) 

 

Attendees 

 MCFD 

o Arif Lalani (chair) 

o Aleksandra Stevanovich 

o Anne Fuller (recorder) 

o Leah Dobell 

 MoE 

o Lenore Gibbons 

o Roderick Allen 

 MoHs 

o Nancy South 

o Katie Hill 

o Cheryl de Boer 

o Lauren Wallace 

o Arlene Paton 

 

1. Discussion Paper 

 A brief overview was provided of the paper and the options that were explored.  Cost 

and policy implications were briefly outlined but an in-depth analysis was not 

possible given the time frame.   

 It was agreed that an urgent response was not required but that next steps need to be 

identified.  

 

2. Scope of issue 

 Discussion followed about how many young children with T1D require assistance 

with multiple daily injections during the school day.  BC Children’s Hospital reports 

that there is a 3% rise per year of children diagnosed with T1D, with a 

disproportionate number of them below five years of age.  

Action:  Leah will canvass the NSS Coordinators to get a sense of the scope of the 

issue (i.e. requests from parents for assistance). 

 There was discussion about the need to better understand the level of clinical 

consensus among endocrinologists concerning the need for multiple daily injections 

of insulin for young children.  Action:  Working group will contact Dr. Ahmed and 

Dr. Perry Kendall to further discuss.   
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3. Memorandum of Understanding 

 The option of supporting MOUs was discussed.  It was seen as a mechanism to 

support locally-derived solutions.  Challenges identified included how a provincial 

program such as NSS would be involved and the possibility of perception that a 

solution is not being sought.   

 Action:  The working group was asked to further explore MOUs and how they could 

be supported with the development of provincial guidelines and what 

resources/training would need to be available.   

 

4. Next Steps 

 Action items above with a follow-up meeting of the cross-ministry group in late 

October.  
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August  24, 2011 Minutes 

Inter-ministerial Meeting regarding Insulin Administration in Schools 

 

Attendees 

 MCFD 

o Arif Lalani 

o Aleksandra Stevanovich 

o Gail North 

o Anne Fuller 

o Leah Dobell 

 MoE 

o Susan Kennedy 

o Lenore Gibbons 

 MoHs 

o Heather Davidson 

o Joan Geber 

o Effie Henry (?) 

 

Introductions 

 

Discussion 
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SUPPORT SERVICES FOR SCHOOLS ORDER
BC Ministry of Education
Governance and Legislation Branch E-93 August 5, 2011
Authority: School Act, sections 88 (1) and 168 (2) (t)
Ministerial Order 149/89 (M149/89) ................................................................................. Effectiv e 
September 1, 1989
Order of the Minister of Education
Community health nurses in schools
1. Every board shall
(a) equip and maintain a room that can be used as a medical room in each school
within the district, and
(b) make that medical room available to the community health nurse assigned to the
school during scheduled and special visits.
Auditory systems
2. (1) Each board is responsible for referring any of its students who are hearing impaired to
the Ministry of Health for a needs assessment to determine if the student requires auditory
training equipment for classroom use.
(2) On request of a board, the minister shall loan to the board auditory training
equipment for each student who has been assessed under subsection (1) as needing the
equipment.
(3) The minister is responsible for routine maintenance of auditory training equipment
loaned to a board.
Speech and language services
3. A board of a school district shall provide speech and language therapy services for
students of school age who attend a school in the district and whose education is adversely
affected by oral communication difficulties.
Medical assessment
4. A board shall refer for medical assessment and subsequent referral for occupational or
physiotherapy consultation any students who have ongoing physical conditions or disabilities
serious enough to cause interference with the attainment of the goals of education.
Specialized health services
5. (1) If complex health procedures are carried out in schools, the board shall ensure that
staff designated to carry out these procedures have been trained, and are supervised, by
appropriate health professionals.
(2) For purposes of subsection (1) complex health procedures include but are not limited
to, gastrostomy care and tube feeding, administration of oxygen, catheterization and suctioning.
(3) School staff trained to carry out health procedures for a specific student shall not
perform those procedures on other students.
SUPPORT SERVICES FOR SCHOOLS ORDER
BC Ministry of Education
Governance and Legislation Branch E-94 July 1, 2011
Duty to report
6. On or before June 30, every superintendent of schools for a school district shall notify the
school medical officer for the school district of the name and location of each school in the
district and the projected enrollment for each school in the following school year.

Ministerial Order 149/89
Thursday, November 24, 2011

4:32 PM
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Horn, Elizabeth M CITZ:EX

From: Gibbons, Lenore EDUC:EX
Sent: Friday, December 14, 2012 11:26 AM
To: Lieberman, Audrey JAG:EX
Subject: FW:
Attachments: Proposal for EP, December 2012.pdf; Meeting Minutes Dec. 7.docx

 
 

Lenore Gibbons  
Coordinator‐Special Education 
Learning Division 
Ministry of Education 
phone 250‐886‐2083 
fax 250‐387‐6315 

                          
BC’s EDUCATION PLAN 
ON THE WEB: WWW.BCEDPLAN.CA 
ON TWITTER: @BCEDPLAN 

 
 

From:
Sent: Monday, December 10, 2012 11:42 PM 
To: Gibbons, Lenore EDUC:EX 
Cc: Sharon . 
Subject: School District 43 references to you in a letter and meeting 
 
Hello Lenore, 
 
I have also left you a voice-mail but am following up with an e-mail as well.   
 
My name is and my is attending kindergarten at elementary school in 

We have been trying to get an independent care plan for to better manage 
diabetes while at school as we believe, and medical evidence supports, that the current policies of the various 
ministries involved and NSS are unsafe.   
 
It was never my intent to involve you in our ongoing dispute  with school district 43 about the diabetic care 
they deem appropriate and safe fo In fact I did not know who you were and asked the district to 
clarify your role in our recent meeting with them.  In the attached letter to us from the district and the minutes 
they have provided from our recent meeting the have made specific references to you and your position on 
ministerial order 189-89: regarding specialized health service paragraph 5 (1).  Please review the documents 
and comment as you deem appropriate on whether the district has represented your comments and opinion 
accurately.   
 
Also on a different note, I would love to discuss the regional CASE meetings and the ongoing process of 
updating the standards of care for diabetic children while at school.  It is my belief that  type one diabetic 
children are the biggest stakeholders involved in this issue and that their voice expressed by parents should be 
heard  during this process. I sincerely appreciate any efforts to raise the standards of care in this province to 
reflect the standards endorsed by the CDA and that are federal law in the U.S. and the U.K., specifically insulin 
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2

and glucagon administration by appropriate school staff. 
 
 
 
 
I look forward to your response  
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Subject Minutes from the last Insulin Administration Working Group and next steps

From Ful ler, Anne MCF:EX

To Dobell, Leah MCF:EX; Gibbons, Lenore EDUC:EX; Henson, Carolyn D HLTH:EX; Lieberman, Audrey JAG:EX; Martin, 
Cheryl  HLTH:EX; Standeven, Bill J EDUC:EX; Stevanovic, Aleksandra MCF:EX; Thompson, Donna M MCF:EX; Wal lace, 
Lauren HLTH:EX

Sent Tuesday, November 27, 2012 3:43 PM

Hello. I have uploaded minutes from our last meeting held on November 22nd - see link below Although 
we did not discuss it in detail, it makes sense for us to develop a brief background document for 
ChildHealthBC so that they have a sense of the issue, the discussions to date, and the questions we have 
for them. If you agree, I will begin to generate this on the SP site and we can edit it via LiveMeeting on 
our next call. I will send out a meeting invitation shortly. 

As we discussed, I am conducting another cross-jurisdictional scan - in particular how Ontario is utilizing 
Community Care nurses to give one bolus of insulin at lunch time to children at school. I will provide an 
update. We can also discuss the Terms of Reference for the ADM and Working Groups. 

https://specialneeds.gov.bc.ca/insulin/Shared%20Documents/Forms/AllItems.aspx?RootFolder=%
2Finsulin%2FShared%20Documents%2FWorking%20Group%20Minutes&FolderCTID=
0x012000363B17B25ED9B94E9E516EE7634983B7&View={F17130BA-C8D7-424D-B27A-162474573F43}

Anne Fuller
Provincial Consultant - FASD and Nursing Support Services 
Children and Youth with Special Needs Policy 
Ministry of Children and Family Development
Victoria BC Phone: (250) 387-5947 
Cell: (250) 588-4458

Link to SPC
Tuesday, November 27, 2012

3:50 PM
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Subject Insulin Working Group - notes from April 11

From Ful ler, Anne MCF:EX

To Gibbons, Lenore EDUC:EX; Stevanovic, Aleksandra MCF:EX; Dobell, Leah MCF:EX; Henson, Carolyn D HLTH:EX

Sent Wednesday, April 11, 2012 4:10 PM

Attachments

Minutes
Delegatio...

Hello everyone. Here are some quick notes from today’s call.
Attendees: Lenore, Leah, Carolyn, & Anne. Aleks sent regrets

Inter-Ministry Protocols
All agreed that there is no logical place in the protocols in which to make a reference to insulin 
administration. It was seen as too specific given the scope of the protocols. 

Next Steps

Anne will schedule the next meeting to discuss a possible plan to develop the guidelines. 

Anne Fuller
Provincial Consultant - FASD and Nursing Support Services 
Children and Youth with Special Needs Policy 
Ministry of Children and Family Development
Victoria BC
Phone: (250) 387-5947 
Cell: (250) 588-4458

Insulin Working Group - notes from April 11
Thursday, April  12, 2012

1:09 PM
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Subject Insulin working group - next steps

Date and 
Location

Thursday, April 5, 2012 10:00 AM - 11:00 AM, Conference cal Conference

Attendees Ful ler, Anne MCF:EX; Wallace, Lauren HLTH:EX; Gibbons, Lenore EDUC:EX; Dobell, Leah MCF:EX; 
Stevanovic, Aleksandra MCF:EX

Message When: Thursday, April 5, 2012 10:00 AM-11:00 AM (GMT-08:00) Paci fic Time (US & Canada).
Where: Conference call onferenc

Note: The GMT offset above does not reflect daylight saving time adjustments.

*~*~*~*~*~*~*~*~*~*

To discuss next s teps.  

Link to Outlook item

Notes

      Human rights tribunal has still not made a ruling.

                

Insulin working group - next steps
Thursday, April  5, 2012

9:31 AM
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Anne will contact Child Health BC and the provincial endocrinologist group to discuss the practise 
standards and see if we can get help with guidelines as a foundation. 

Look at notes from the meeting•
Summarize what the field has said in the surveys we did•
CHBC connection•

Insulin notes-Oct 18
Tuesday, October 18, 2011
10:36 AM

   Diabetes in schools 11 Page 1    

Page 100 
EDU-2013-00012

S. 14

S. 13



Cross-Ministry Insulin Administration Working Group 
 

Page 1 of 1 

 

 Terms of Reference 

January 7, 2013 

 

Introduction 

Increasingly, children with Type 1 Diabetes (T1D) are being placed on intensive treatment 

regimes necessitating administration of insulin via an insulin pump or insulin pen during the 

school day.  This creates challenges for families of young school-aged children who cannot yet 

administer their own insulin.   

 

Insulin is a potentially dangerous medication, with significant risk of serious harm or death if an 

error is made.  Ministerial Order 148/89 Support Services for Schools Order provides for the 

administration of specialized health services within school settings if, “ staff designated to carry 

out these procedures have been trained, and are supervised, by appropriate health professionals.”  

Finding a safe solution to the issue is further complicated by a lack of a consistent approach to 

diabetic management for young children while they are in school.  There is no single program 

currently responsible for direct administration of insulin to students, delegation of the task to 

school staff, or providing training and supervision of school staff to provide injection of insulin 

via insulin pump or pen to students in schools.  

 

Purpose 

The purpose of the Cross-Ministry Insulin Administration Working Group is to identify and 

recommend options to support insulin administration to young children with T1D during the 

school day. Considerations include safety issues, the development of guidelines, roles and 

responsibilities and an evaluation strategy. 

 

Reporting Relationship 

The Working Group members assume responsibility for reporting-out to their respective 

Assistant Deputy Ministers (ADMs) on an as-required basis.  ADMs consider options and make 

joint solutions and recommend linkages with other organisations and/or individuals as needed. 

 

Membership 

Membership includes representatives from the Ministries of Health, Education and Children and 

Family Development.    

 

Frequency of Meetings and Communication 

The Insulin Administration Working Group meets on an ad hoc basis to ensure progress and will 

exist for the length of time required to develop recommended approaches for consideration by 

senior officials.     
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Insulin Administration Working Group 

Minutes – Oct. 10, 2012 

 

Present 
Anne Fuller, MCFD (chair and minutes) 

Leah Dobell, MCFD 

Aleksandra Stevanovic, MCFD   

Lenore Gibbons, Education 

Lauren Wallace, MoH  

Michael Egilson, MoH 

 

f 

o 

t 

 

4. Next Steps: 

 Another meeting of the Insulin Working Group will be scheduled in 3 weeks’ time.  By then, it is 

anticipated the Ministries of Education and Health will have more clarity about next steps.  

 MCFD reps voiced support for a meeting to be convened soon with the cross-ministry ADMs.  All 

agreed.   
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Insulin Administration Working Group 

Minutes – November 22, 2012 

 

Present        Regrets: 
Anne Fuller, MCFD (chair and minutes)     Bill Standeven, Education 

Leah Dobell, MCFD       Donna Thompson, MCFD 

Aleksandra Stevanovic, MCFD        Lenore Gibbons, Education 

Lauren Wallace, MoH         

Carolyn Henson, MoH 

Audrey Lieberman, Justice 

Cheryl Martin, Health 

 

1. Updates from MCFD 

 Aleks, Anne, and Leah reported on a briefing held with Executive Directors Arif Lalani and Joan Easton 

in early November 

 Arif and Joan were provided with a status update on the working group’s accomplishments 

 It was agreed that another ADM meeting should be held to update them on current status and possible 

next steps  

 Also agreed that Child Health BC will be engaged to develop clinical guidelines on ways to support 

children with T1D that balances what is safe and appropriate in the school setting.   

 Terms of Reference for the ADM group and the Insulin Administration Working Group are to be 

developed as well as a PowerPoint presentation for the ADM meeting.    

 Action:  Anne will draft initial ToRs and PowerPoint for input from group.   

 

2. Update from Health 

 Cheryl Martin and Carolyn Henson lead a conference call with all Health Authority Child Health Leads 

on November 15
th

.  It was also attended by representatives from School District 5 Southeast Kootenay 

and Ministries of Education and Children and Families.  See notes attached.   

 Current practice is that no Pediatric Diabetes Clinic is able to delegate insulin administration to school 

staff due to extremely tight resources, scope of practice and the fact that some communities do not 

utilize diabetic clinics or access services in Alberta.    

 All agreed that clinical guidelines

 It was noted on the call tha

  

3. Meeting of ADMs 

 All agreed that ADMs should be brought together in the near future for a status update and confirm next 

steps.   

 Action:  MCFD will coordinate the meeting preferably for sometime in December.  

 

4. Child Health BC 

 All agreed to engage Child Health BC.   

 Action:  The Working Group will generate a background document and questions for the group.   

 

  
Page 103 
EDU-2013-00012

S. 16

S. 16

S. 13

S. 13



Next meeting:  In next few weeks to review Terms of Reference, PowerPoint and document preparation and 

questions for Child Health BC.   
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Insulin Administration Working Group 

Minutes – December 5, 2012 

 

Present        Regrets:  none 

Anne Fuller, MCFD (chair and minutes)      

Leah Dobell, MCFD        

Aleksandra Stevanovic, MCFD         

Lauren Wallace, MoH         

Carolyn Henson, MoH 

Audrey Lieberman, Justice 

Cheryl Martin, MoH 

Lenore Gibbons, Education 

Donna Thompson, MCFD 

 

 

1. Minutes from Insulin Administration Working Group – Oct. 10
th

 and Nov. 22nd 

 Corrections made and posted on SP site.  

 

2. Child Health BC 

 Ministry of Health representatives will arrange a planning meeting with Dr. Maureen 

O’Donnell and Mary Lou Mathews for early January.  It was decided to not involve 

the clinical lead for BCCH Pediatric Clinic at this time.  

 Members of the Working Group will be invited.  

 
 Action:  Ministry of Health representatives will draft a letter, using some of the 

content from the background document currently on SP.  For discussion at next 

Working Group meeting 

 

3.

 

4. Suite of health professionals to potentially provide support  



 Action:  This work is in process and the group will be updated.   
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5. Incidence and prevalence  

 MoH staff are connecting with colleagues in epidemiology to obtain more accurate 

statistics of young children on intensive insulin regimes   

 Action:  Updates at future meeting   

Meeting adjourned at 10 AM.  

Next meeting December 14, 2012  8:30 am – 10:00 am 

 

Deferred items:  Terms of Reference for ADM and Working Group 
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Subject Insulin Administration Working Group

Date and 
Location

Monday, October 29, 2012 10:00 AM - 11:30 AM, conference call Participant Conference ID: 

Attendees Ful ler, Anne MCF:EX; Dobell, Leah MCF:EX; Stevanovic, Aleksandra MCF:EX; Wallace, Lauren HLTH:EX; Egilson, 
Michael HLTH:EX; Thompson, Donna M MCF:EX; Lieberman, Audrey JAG:EX; Gibbons, Lenore EDUC:EX

Message When: Mon, October 29, 2012 10:00 AM-11:30 AM (GMT-08:00) Paci fic Time (US & Canada).
Where: conference ca articipant Conferenc

Note: The GMT offset above does not reflect daylight saving time adjustments.

*~*~*~*~*~*~*~*~*~*

Conference call dial-
Participant Confere

Link to Outlook item

Notes

Diabetes educators - Anne and Leah- NSS coordinators are requesting multiple interventions over the 
course of the school day to make sure kids are in the target range all of the time but this is a significant 
level of care. 

Leah is in touch with NSS supervisors and managers. VIHA (Jasmine Tuff)

The issue is who would be providing the administration training. Health wants to have a larger 
conversation about what would be practical and safe. 

What is clinical best practice in a school setting?

1.Discussion about who is available at a local level in health and regions. 1.
2.Need some clarity about  guidelines from the clinical people and Maureen - to mitigate expectations.2.

Want to engage CHBC formally and generate some questions. Provide clear guidelines to the school 
setting. 
Ontario - nurse comes once a day. What do they base it on? What can be safely provided?

                   

Insulin Administration Working Group
Monday, October 29, 2012

10:01 AM
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Leah- Parent call. The group of parents would like to meet  with us. Should they come to make a 
presentation. To whom? Need to be heard. 

Lenore, Send Michael a couple names for the call. Michael will send a list of who is involved in the phone 
call.  (Peter Molloy)

Still want to know what kinds of questions for Child Health BC. 

Framework document is still on the table.

Check with ADM - re update by the end of November. Will explore a date by email to save the date.
See if they want to meet. 

   Diabetes in schools 11 Page 2    

Page 109 
EDU-2013-00012

S. 14

S. 13



Subject Insulin administration working group

Date and 
Location

Thursday, January 12, 2012 10:00 AM - 11:00 AM, Conference call

Attendees Ful ler, Anne MCF:EX; Dobell, Leah MCF:EX; Gibbons, Lenore EDUC:EX; El igh, Connie MCF:EX; Wallace, Lauren 
HLTH:EX; Stevanovic, Aleksandra MCF:EX

Message When: Thu, January 12, 2012 10:00 AM-11:00 AM (GMT-08:00) Paci fic Time (US & Canada).
Where: Conference call

Note: The GMT offset above does not reflect daylight saving time adjustments.

*~*~*~*~*~*~*~*~*~*

Revising meeting to a conference call

Participant Conferen

Agenda:

Lauren has not yet costed out for diabetes nurse educators to be trained. Anne will assist Lauren. 

If provincial guidelines are developed, MCFD/NSS are willing to participate in development of the guidelines.. 

Next s teps: Need to get an idea from our directors about what next s teps could be.

Link to Outlook item

Notes

Insulin administration working group
Thursday, January 12, 2012

9:29 AM
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Administration of Insulin via Pump or Pen to Students in School 

          November  2012 

 

Background 

 The treatment modality for young children with Type 1 Diabetes has changed in 

recent years and now reflects a preference for multiple daily injections (MDI) through 

a pen or continuous insulin infusion via an insulin pump.  Both a literature review and 

discussions with clinical experts from BCCH and VIHA indicate that MDI and insulin 

pumps can lead to better control of blood glucose, decrease the frequency of wide 

swings in blood glucose levels and can have long term positive implications for 

children's health. 

 The incidence of Type 1 diabetes (formerly known as juvenile onset diabetes) is 

increasing around the world.   Approximately 2,200 children in BC (approximately 

.003 % of the 649366 [headcount] students enrolled in public and independent 

schools) receive insulin therapy1. 391 children aged 5 – 9 years old are prescribed 

insulin; however it is not possible to ascertain how many of those require insulin 

injections during the school day.  

 Children are being diagnosed at a younger age and globally, there is an 11% increase 

per year for children under the age of 5 years.   

 Advanced clinical knowledge of pediatric diabetes is necessary to be competent in the 

delegation and monitoring of insulin administration by UCPs.  The task of insulin 

administration is clinically complex with the potential for serious harm if performed 

incorrectly.  

 Because of the trend towards intensive insulin therapy, more parents are requesting 

that school staff be taught to administer insulin at lunchtime and occasionally at other 

times in the school day if their young child is not old enough to be independent.  This 

trend is compounded by the fact that children attend all day kindergarten throughout 

the province and could also be impacted by the increased availability of insulin 

pumps.   

 Many typically developing children are able to administer their own insulin with 

comprehensive supervision by school staff around the age of 6 or 7 years.  Most 

children are able to administer insulin independently, or with minimal supervision, 

between 9 and 12 years of age.   

 The Insulin Administration Working Group is aware of 8 instances where individual 

agreements between parents, school staff, medical professionals or other individuals 

have been arranged.  

 

Timeline 

Early 2010: In depth policy discussions including a discussion guided by the CRNBC examining 

the four factors to be considered in safe delegation of a nursing task; client, 

environment, task, and the provider involving; 

 practice consultants from the College of Registered Nurses of BC (CRNBC) 

 nurse clinicians from BCCH and VIHA diabetes clinics 

                                                 
1
 Ministry of Health data 
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 representatives from NSS coordinators and supervisors  

 Principals and Vice Principals Association  

 BC Council of Administrators for Special Education   

 

Summer 2010: A jurisdictional review was conducted across Canada in No provincial or 

territorial policies and guidelines could be located which explicitly support the 

delegation of the administration of insulin in the school setting by UCPs.   

 

Winter 2011: intensive review of the complexities of this issue staff including review of roles of 

various programs within Ministries of Health, and CFD to explore options and 

implications. 

 

It was determined that locally developed solutions would be the best way to meet the unique 

needs of regions across the province.  

 

Spring 2012: after from Ministries of Education, Children and Family Development and Health 

began to design a framework to support further development of local agreements. 

 

Summer 2012: MEd concluded

 

Upon further investigation, it was determined that according to the Canadian 

Diabetes Association website,

 

The Ministry of Education staff contacted Dr. Perry Kendall to discuss current provincial 

resources, capacity and other issues from a provincial perspective, and to seek his 

support to proceed with a collaborative solution between Ministries of Health and 

Education.  

 

Winter 2012:
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Currently the Working Group is: 

 Working with Child Health BC to determine clinical practice standards in schools  

 Updating the jurisdictional review previously completed in 2010 (apparently Ontario is 

now contracting for nurses to administer to a student once a day at lunch time) 

 Meeting with Assistant Deputy Ministers to brief and receive further instruction 

 Determining a Terms of Reference for the Working Group 

 Drafting a 

 

Schools and Districts 

Districts report to us that: 

 

More and more parents and advocacy groups are asking for administration of insulin to their 

children while in school. Some school districts are making local arrangements (such as 

contracting services, making connections with local resources) to meet those demands. 

 

Concerns revolve around ensuring safe delegation given the life-threatening nature and 

complexities of the task, and a variety of factors regarding school environment, the student, 

parents, capacity and scheduling and availability of school staff to perform the task, training and 

monitoring of staff, placement of trained staff  (this is not an exhaustive list). 

 

Educators want children to be able to attend school with their peers and to be safe while 

attending school. We also want to work from a strengths based approach to determine a solution 

that meets the needs of all as much as possible; balancing the needs of the child, safety, rights, 

capacity, roles and responsibilities.  

 

MCFD reports that some parents are asking to intensive care of their children.  

Ministry Advice 

Ministerial Order 149/89 (M149/89) provides for administration of health related tasks by school 

staff if staff designated to carry out these procedures have been trained, and are supervised by 

appropriate health professionals and provided that the training, monitoring and administration are 

child-specific.  
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Questions/Comments: 
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December 12, 2012
By Facsimile

 
 
Provincial Health Officer
1301-865 Hornby St.
Vancouver, BC, V6Z 2G3
 
Attention: Dr. Perry Kendall
 
 
Dear Dr. Kendall
 
 
Re: Insulin and Glucagon Administration for Type 1 diabetics in BC Schools
 
 
I am a parent of a child with Type 1 diabetes who goes to school in North Vancouver BC. I am 
also a member of a group that advocates for the health and human rights of children with Type 
1 diabetes in Canada. 
 
I am writing to you to confirm statements made in relation to your office regarding Provincial 
policies for type 1 diabetes care. These statements occurred on or about November 30, 2012 at 
the Lower Mainland Directors of Special Education conference. 
 
Briefly:
 

1. That the Ministries of Education, Health, and Children and Family Development have 
been meeting for the past three years to resolve the issue of administering insulin and/or 
glucagon to children with type 1 diabetes.

2. That the Ministry of Health is to develop guidelines and practice standards to be used by 
school districts.

3. That until these guidelines are developed, schools are required to follow Nursing 
Support Services medical care policies developed by MCFD/Nursing Support Services 
and do not have to consider implementing individual care plans (ICPs) until the Ministry 
of Health has completed its policy review.

4. That you or your office endorses or advises this plan.
 
 
We would like you to clarify what, if anything was endorsed and what the implications are for 
children who need insulin and/or glucagon as part of their care at school. We reject these 
statements or interpretations which were made without public or caregiver input and which 
put our children’s health at risk. Current Nursing Support Services policies do not address the 
obvious medical necessity of administering insulin to children who need it while at school, or 
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administration of glucagon when it has been prescribed.
 
We believe that effective policies and supports for children with Type 1 diabetes are long 
overdue and we support efforts to improve Provincial policies. However, three years has been 
too long to wait, and children should not be forced to wait any longer and endure substandard 
diabetes care at school, when safe, physician authorized individual care plans are in use today 
in many BC school districts. With the exception of Quebec and New Brunswick, Canadian 
schools are among the worst in the world for providing supports to children who require insulin 
or glucagon as part of their prescribed individual care plans.
 
Our group would be happy to discuss any medically or legally relevant concerns about diabetes 
care in BC schools. Members of our group published a peer-reviewed article on this very subject 
in the BCMJ which I have enclosed for your convenience. 
 
We believe that the health and human rights of BC children is seriously at risk if Nursing 
Support services is allowed to override or ignore a child’s physician ordered diabetes individual 
care plan. 
 
 
 
Sincerely,
 
 
 
 
 
 
John Paul Morrison
 
 
cc: Dr. Lila Yewchuk, MD, RCPSC

Dr. Sue Stock, MD, RCPSC - Endocrinology and Metabolism
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Lila Yewchuk, MD, FRCPC,
John Paul Morrison, 
Scott Yewchuk, BPE, BEd, 
MEd Admin

Type 1 diabetes (T1D) is a chron-

ic, life-threatening autoimmune

disorder that affects children of

all ages. Before the discovery of in -

sulin, T1D was fatal. Today children

with T1D face a lifetime of insulin

injections and require daily monitor-

ing and treatment to keep blood glu-

cose levels as close to normal as pos-

sible. Although there is an abundance

of promising research, the cause of

T1D is unknown and there is current-

ly no cure.

Worldwide, T1D affects millions

of adults and at least 440 000 children

under the age of 14, with 70 000 chil-

dren newly diagnosed each year.1 More

than 300 000 Canadians live with type

1 diabetes.1 Its incidence is increasing

by 3% to 5% annually, with the great-

est rise occurring in children aged 5 

to 9.1 In Ontario alone, the incidence

of T1D increased by 48% between

1992 and 2002.2 In British Columbia

in 2004, the prevalence of T1D was

estimated to be 0.15%, or 1477 children

aged 0 to 18.3 According to research -

ers, incidence is expected to double in

children younger than 5 by 2020.4

The goal in diabetes management

is to optimize blood glucose control

using hemoglobin A1c targets—a more

precise measurement of blood glucose

that tracks changes over 3 to 4 months.

The aim is to avoid hyperglycemia

(high blood glucose) and its well-doc-

umented, long-term microvascular

consequences (including heart attack,

stroke, kidney failure, blindness, am -

putation) while minimizing hypogly -

cemia (low blood glucose). Encour-

agingly, recent studies reveal that a

1% reduction in A1c lowers the risk of

microvascular complications by 40%.4

Glucose extremes in
children with T1D 
In adults with T1D, the detrimental

effect of acute glucose extremes on

motor function and cognition is well

documented.5 Until recently, however,

few studies were undertaken to exam-

ine the effects of acute blood glucose

fluctuations in children, likely because

of a reluctance to induce ex treme glu-

cose levels, and possible neurological

insults, in younger pa tients with devel-

oping brains. However, glucose fluctu -

ations more extreme than those induc -

ed in studies occur routinely outside

of the laboratory; these naturally occur-

ring episodes of acute hypo- and hyper-

glycemia during daily routine have

been shown to cause cognitive-motor

disruptions in school-aged children.6

Recent research is uncovering the

de leterious effects that glucose ex -

tremes have on a child’s learning. Re -

peated hypoglycemia has been found

to reduce spatial intelligence and

delayed recall in children with T1D.6,7

Unsafe at School: 
Advocating for children
with type 1 diabetes

Recent research has confirmed the deleterious
effects that glucose extremes have on a child’s
learning, yet BC still has no province-wide
standard of care for diabetic students.

Unsafe at School is a group of parents con-
cerned about the lack of support in BC
schools for children with type 1 diabetes.
Lila Yewchuk is a pediatric radiologist at BC
Children’s Hospital in Vancouver and a clin-
ical instructor in the Department of Radiol-
ogy at the University of British Columbia.
John Paul Morrison is a technology con-
sultant and children’s rights advocate com-
mitted to helping children with diabetes
receive the support they require in school.
Scott Yewchuk is a teacher of English and
physical education at Semiahmoo Second-
ary School in Surrey, BC.

This article has been peer reviewed.
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In these same children, increased expo-

sure to hyperglycemia reduces verbal

intelligence and slows mental efficien -

cy.7 Hyperglycemia, not hypoglycemia,

is “associated with adverse effects on

the brain polyol pathway activity, neu-

ronal structural changes, and impaired

long-term spatial memory. This find-

ing suggests that the hyperglycemic

component of diabetes mellitus has a

greater adverse effect on brain func-

tioning than does intermittent hypo-

glycemia.”8-10 This is echoed by the

Canadian Diabetes Association (CDA)

statement: “studies have found chron-

ic hyperglycemia in young children

[is] associated with poorer cognitive

performance.”11

Correcting high blood glucose is

therefore essential for a child’s long-

term health and learning needs. 

Managing T1D in 
school-aged children
The Canadian Diabetes Association’s

2008 clinical practice guidelines des -

cribe insulin therapy as the mainstay

of medical management of type 1 dia-

betes and emphasize tight glycemic

control for patients with T1D.11 The

guidelines make special mention of

the pediatric population living with

T1D: “regardless of the insulin regi-

men used, all children should be treat-

ed to meet glycemic targets.”11

A statement from the American

Diabetes Association (ADA)12 also

stresses the need to manage diabetes

in children aged 6 to 12, which is des -

cribed as a “particularly challenging”

age group: 

Many require insulin adminis-

tration while at school, which

demands flexibility and close

communications between the

parents, the health care team,

and school personnel.13 The

lack of abstract thinking in

most children of this age limits

management choices and dic-

tates that parents or other ad ults

make most of the treatment

decisions. While children in

this age group may be more

able to recognize and self-treat

hypoglycemia, close adult

supervision is still re quired…

The ability of most children of

this age to recognize, report,

and seek treatment for hypo-

glycemia, combined with an

absence of in sulin resistance

and psychological issues asso-

ciated with puberty, makes this

age group perhaps the most

amen able to intensive glucose

control. An A1c goal of ≤ 8%

… is recommended.12

While the Canadian Diabetes Asso-

c iation also recommends an A1c goal

of < 8% in 6- to 12-year-old children,

the International Society for Pediatric

and Adolescent Diabetes recommends

< 7.5% for all age groups.11,14 In all

cases, children should have their A1c

targets determined individually.

For young Canadian children with

T1D, receiving assistance with insulin

administration while at school is rare,

meaning that hyperglycemia can go

untreated. This increases the risk for

long-term chronic complications of

the disease as well as for neurocogni-

tive learning impairments that may

appear immediately.6

Canada’s contribution to
T1D management
In 1922, Canadian surgeon Frederick

Banting and his colleagues discovered

insulin, which led to one of the most

important health care advances of the

20th century. Since that time, Canada

has been a leading country in the area

of diabetes research.15 The first con-

tinuous glucose monitor (CGM), a

sensor and transmitting device used to

communicate with the insulin pump,

was developed in Toronto in the mid

1970s. In conjunction with the US,

Canada conducted the ground-break-

ing Diabetes Control and Complica-

tions Trial (DCCT), a comprehensive

10-year study ending in 1993 that clear-

ly demonstrated the importance of

glycemic control in preventing micro -

vascular complications of T1D. This

control was attained through intensive

insulin therapy (more frequent insulin

dosing), not conventional treatment

(twice-daily insulin dosing).16 This

trial has been referred to as “the study

that forever changed the nature of

treatment of T1D”17 by revealing the

need for better management.

It is through intensive insulin ther-

apies, such as the insulin pump and

multiple daily insulin injections, that

many children with T1D now experi-

ence the best glycemic control. When

insulin is administered at a low level

all day long by either of these meth-

ods, it is possible to do as the DCCT

recommends: Improve glycemic con-

trol with the “reproduction of physio-

logical insulin secretion.”16 The 2010

landmark STAR 3 trial, a 1-year mul-

ticentre randomized controlled trial

that compared the efficacy of sensor-

augmented pump therapy with that of

multiple daily insulin injections in 485

adults and children with type 1 dia-

betes, concluded that “in both adults

and children with inadequately control -

led type 1 diabetes, sensor-augmented

pump therapy resulted in significant

improvement in [(A1c)] levels, as

compared with injection therapy.”18

STAR 3 is the first study that confirms

sensor-augmented insulin pump ther-

apy provides superior glucose control

for children and adolescents, an age

group that is particularly challenging

to treat because of the social and phys-

iological changes caused by growth

and maturation. In STAR 3, nearly

44% of pediatric patients using sensor-

augmented insulin pump therapy

achiev ed the American Diabetes As -

soc iation’s age-specific glucose con-

trol targets, compared with only 20%

of patients in the multiple daily injec-

tion group.18 It is the longest and

largest diabetes device trial of its kind,

redefining what should be the stan-

dard of care for diabetes management.

“For the first time, with the sensor-

augmented insulin pump, adults, 
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children and teens had a sustained im -

provement in A1c levels, which can

greatly reduce the risk of complica-

tions from diabetes.”19

While both the CDA and ADA 

promote optimal glycemic control in

diabetes, only American children re -

ceive the support they need at school.20

The American Diabetes Association

initiated the Safe at School campaign,

which resulted in a statement of prin-

ciples to ensure children with T1D are

guaranteed freedom from discrimina-

tion and access to medically neces-

sary support while at school. Recog-

nizing that “diabetes must be managed

24 hours a day, 7 days a week,” this

support includes the administration 

of insulin and glucagon (a life-saving

medicine used to treat emergency

hypoglycemic reactions) and school

assistance for young children not able

to care for themselves.21 Meanwhile,

Canada has the fourth highest inci-

dence of T1D, ranking ahead of Nor-

way, the United Kingdom, and the

US,22 and yet to date, no Canadian dia-

betes organization has actively endor -

sed the Safe at School principles. 

Although Canada is on the cutting

edge of diabetes research and has

made astounding contributions toward

improving diabetes care, and although

the CDA continues to lobby at the

provincial and territorial levels for

legislative change regarding safety at

school,20 children with T1D still do

not receive the medical treatment they

require while at school. It is common

to find Canadian children on tradi-

tional insulin therapies and not on

newer intensive regimens just so that

they can attend public school. Tradi-

tional regimens have fewer insulin

injections and do not require a lunch-

time insulin bolus; the result of this 

is convenience for school personnel.

But this means children must fit into

the school, instead of the school meet-

ing their care needs. The insulin strate-

gies currently promoted by Canadian

schools (twice-daily dosing) “rarely

special feature

diabetic student be harmed or die

because of insufficient care at school.

Although children with T1D are con-

sidered disabled by the federal gov-

ernment, and classified by the BC

Ministry of Education as “physically

disabled, chronic health impaired”

(Level 2 D),25 these children do not

always receive the accommodation

they need. Until policy change occurs

and a better standard of care is set,

children with T1D will continue to

face discrimination. Schools must

provide appropriate medical treat-

ment for each diabetic child to achieve

glycemic target goals regardless of

what insulin regimen is used. The

health, safety, educational potential,

and emotional well-being of these

children depends on it.

Under the Canadian Charter of

Rights and Freedoms, every citizen,

including those with disabilities, has

the right to equal protection and ben-

efit without discrimination.26 In the

case of female firefighter Tawney Mei -

orin, the Supreme Court of Canada

outlined steps to eliminate discrimi-

natory conditions and satisfy the “duty

to accommodate.”27 In another case

involving a 9-year-old boy with autism,

Hewko v. BC, Madame Justice Koen -

igsberg stated that “reasonable accom-

modation is an integral part of the

[school’s] duty to consult”28 and found

that the Abbotsford School District

did not “meaningfully consult” with

the boy’s family. Reasonable accom-

modation, as demonstrated in this

case, involves providing a standard of

care at school that reflects the care pro-

vided at home to ensure a “consistent

educational program” for the child.28

For children with T1D, a “consis-

tent educational program” would have

staff trained in diabetes care to com-

plement the care that the children

receive at home. However, this is

presently not the case. Current provin-

cial Nursing Support Services (NSS)

policy asserts that the care children

with T1D need to safely attend school,

namely the provision of insulin and

achieve optimal glycemic control be -

 cause… they do not provide physio -

logical or flexible insulin replace-

ment… and may increase the risk of

hypoglycemia.”16

Given Canada’s high incidence of

T1D and the country’s legacy as a

world innovator in diabetes treatment,

it is both ironic and tragic that Cana-

dian policy has not kept pace with

medical recommendations to ensure

children receive care essential to them

while at school.

The cost of inadequate
care at school
If children with T1D do not receive

proper medical support during school

hours, the impact of this substandard

care can reach beyond the child to the

family, the classroom, and society.

Families can suffer hardship as one

parent is required to leave the work-

force to attend to the child at school.

Classrooms can be disrupted by the

regular visits that diabetes care re -

quires, and teachers can be distracted

by the need to monitor the safety of

the diabetic child. In addition, the cost

to the health care system is substan-

tial. Diabetes and its complications

cost the Canadian economy more than

$17.4 billion a year, with type 1 dia-

betes being the leading cause of adult

blindness, stroke, heart disease, nerve

damage, and amputation.1 In addition,

diabetic nephropathy occurs in 20%

to 40% of patients.23 For those diabet-

ics with kidney disease, the average

cost of dialysis treatment is $50 000 a

year. The one-time cost of a kidney

transplant in BC is approximately

$20 000, with an additional yearly cost

of about $6000 for antirejection med-

ications.24 Proper glycemic control,

something not independently achiev-

able in young children, is proven to re -

duce or eliminate these complications.

The right to reasonable
accommodation
Apart from the medical implications,

there are legal implications should a

Continued from page 233
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sulin therapy and glucagon adminis-

tration at the school level will directly

tax their clinical resources. Conse-

quently, parents who want intensive

therapies, such as an insulin pump,

must prove they have the means to per-

sonally support a child at school. Oth-

erwise, they must wait several years

until a child can self-manage—years

when irreversible damage may occur.

Another barrier to care involves

concerns for the liability of those ad -

ministering insulin to children, and

the belief that insulin therapy and

glucagon injection are “too danger-

ous” for school personnel. Although

aides provide medical support for stu-

dents with physical disabilities and

administer other injectable medica-

tions such as epinephrine, a life-saving

injection for severe allergic reactions,

the perception is that diabetes man-

agement is “too difficult.” In fact,

insulin administration is a skill that

can be easily taught to school person-

nel; the cost is negligible as extra

funding is provided for the care of dia-

betic children. Gluca gon administra-

tion, a skill parents typically learn in

one teaching session lasting 10 to 15

minutes, can also be taught. 

A possible solution
In an effort to improve support at

school, a small number of BC families

have already effected change for their

children and proven that a new stan-

dard of care is possible. In five school

districts, six students aged 6 to 8 now

have working care plans that were

negotiated independently. In these

plans, insulin therapy is administered

by an aide trained by a nurse who is a

certified diabetes educator. The aide is

covered under current liability insur-

ance provided to CUPE members.

Management is clearly delineated

with phone support from the parent.

The result is that students have greater

independence, classes have fewer dis-

ruptions, parents can remain in the

workforce, and students have the best

“effective individualized support mea -

sures are provided in environments

that maximize academic and social

development, consistent with the goal

of full inclusion.”31

Barriers to care 
Being a student with type 1 diabetes in

a BC school brings with it many risks.

For those too young to self-manage,

the risks are even greater. Currently,

there is no province-wide standard of

care for diabetic students and there-

fore no province-wide safety plan to

ensure their well-being. Although the

School Act includes general principles

regarding care for children with health

designations, and NSS has guidelines

for training school personnel to deliv-

er care in elementary schools, care is

delivered inconsistently and limited

provisions are made for those unable

to self-manage. 

As a result, the care that children

with T1D currently receive depends

on five things: 

• Which school district they are in.

• Which school within the district

they attend. 

• The nursing support available for

that school.

• The principal in charge of that school.

• Whether the parents can advocate

effectively for their child. 

Overall, children receive vastly

different care, with many receiving

none. Most serious is the province-

wide denial of the two critical compo-

nents of diabetes care: insulin and glu -

cagon administration. Consequent ly,

parents often fear for the safety of their

children while at school. 

Current NSS guidelines do not

reflect the seriousness of the impact

diabetes can have on children’s health

and learning. Compounding this prob-

lem, the policy for health designations

in schools falls under three ministries:

Health, Education, and Children and

Family Development. In addition to

these challenges, BC’s endocrinolo-

gists do not agree on school care, with

some concerned that supporting in -

glucagon administration, cannot be

provided safely by an education aide.

While this policy may be the result of

licensure concerns, the larger ques-

tion raised is: Does such a policy

directly or indirectly negatively affect

children with T1D in a way prohibit-

ed in the Canadian Human Rights

Act?29 Another case involving disabil-

ities and the duty to accommodate, the

Grismer case, suggests it is reason-

able to ask if the argument that aides

cannot “safely” care for a child with

T1D has a bona fide justification,

especially in light of the fact that some

BC school districts currently permit

staff to be trained in the administra-

tion of insulin and glucagon. Has the

policy put forth by the NSS taken into

account how these services could be

provided safely, or is this belief based

on “impressionistic assumptions”?30

For students with T1D, the present

NSS care plan policy does not consid-

er the negative impact on learning or

health that results when aides cannot

give insulin promptly to treat hyper-

glycemia. The current policy is unrea-

sonable in that it forces families with

young diabetic children to attend their

children at school regularly, and if this

is not possible, to choose an insulin

regimen for their children that they

might not choose otherwise. The po -

tential loss of glycemic control and,

consequently, “instructional control,”28

raises the question asked in Grismer:

Must all students “meet a single poli-

cy standard, or could varying standards

be adopted”30 to meet the diverse

needs of students? If varying stan-

dards can be adopted, then all children

with type 1 diabetes could be accom-

modated at school and see cognitive

and health benefits that would ulti-

mately allow them to be more recep-

tive to learning. 

In March 2010, Canada’s Parlia-

ment ratified the United Nations Con-

vention on the Rights of Persons with

Disabilities. All provinces and territo-

ries are now bound by the convention,

which among other rights ensures that Continued on page 236
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possible conditions for health and

learning.

This solution could be a province-

wide one, since funding is already

attached to students with diabetes, and

the number of students requiring aides

to administer insulin is relatively small

—likely only 300 of the 600 children

aged 5 to 12 on insulin pumps (written

communication from Dr Daniel Met-

zger, endocrinologist at BC Children’s

Hospital, and Dr Sue Stock, endocri-

nologist at Lions Gate Hospital, 22

February 2012).

A policy that (1) allows school 

personnel to be trained to administer

insulin and glucagon, and (2) requires

the NSS to hire or train nurses who are

certified diabetes educators, would

give school districts the capacity to

properly support diabetic students. If

this is not possible, using outside

agencies for medical care, an existing

practice in BC schools, could meet

this need. 

In the past, children diagnosed

with T1D lived highly regimented

lives. They used “assigned fixed doses

of insulin and had to follow a fixed

meal schedule to fit the insulin re -

gime.”16 However, as shown by the

DCCT, glycemic control was rarely

optimal using these traditional thera-

pies. With the advent of methods that

reproduce physiological insulin secre-

tion, those living with type 1 diabetes

today can have better quality of life

and improved glucose control, through

insulin therapies that fit their individ-

ual needs. 

If schools will accommodate indi-

vidual needs, then young children—

who have the greatest number of years

to live with diabetes and incur its com-

plications—can live longer, healthier

lives. Ultimately, improving the care

that school-aged children with T1D

receive in Canada will result in a

healthier and more prosperous nation.
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Your earned income is a factor in

determining how much coverage

you are eligible to receive when you

apply for disability insurance, and it

is also used in calculating your enti-

tlement to disability benefits at the

time of claim. Earned income is cal-

culated differently for insurance

purposes than it is for income tax

purposes.

Our disability insurer (Sun Life

Financial) has well-established pro-

cedures in place to calculate earned

in come, which take into considera-

tion the amount paid to you by your

professional corporation (salary and

bo nus) and the net income or loss of

the professional corporation, which

is attributable to you. This calcula-

tion assumes that the performance

of your professional services is the

sole source of revenue to the corpo-

ration. If you change from a sole

practitioner to an incorporated prac-

tice with no change in expenses it

will not alter your earned income for

the purposes of disability insurance. 

What about corporate
dividends paid to a physician?
When calculating earned income for

disability insurance, dividends are

not considered earned income since

they are paid from the professional

corporation’s retained earnings.

Dividends are just the distribution

of the net income of the profession-

al corporation that has already been

included as income to you. See the

for a sample calculation.

Earned income for the
Physicians’ Disability
Insurance plan (PDI)
To determine your eligible monthly

PDI benefit, both your practice type

and your earned income are consid-

ered. Earned income is calculated

annually as of 1 April and includes

your prior calendar year earnings,

consisting of fee-for-service billings,

sessional payments, or non-salaried

income under a service contract.

The information provided here

is not legal or financial advice; you

should consult your attorney or ac -

countant with any questions about

professional corporations.

For a complimentary review of

your insurance coverage by a non-

commissioned BCMA insurance ad -

 visor, please contact Ms Julie Kwan

at 604 638-8745 or 1 800 665-2262

ext. 8745 or e-mail jkwan@bcma

.bc.ca.

—Sinden Malinowski

Manager, Insurance

Table

Table. Sample calculation of earned income.

Income for insurance purposes vs. income for tax purposes Year 1 Year 2

A Corporate income before owner compensation and tax. 150 000 150 000

B Physician’s draw (salary plus bonus). 100 000 100 000

C Net corporate income before tax. 50 000 50 000

D Physician’s actual dividends from retained earnings. — 20 000

Earned income for insurance purposes (B plus C) 150 000 150 000

Physician’s income for tax purposes (B plus D) 100 000 120 000

pulsimeter

BCMA insurance: Defining “earned income” 

237www.bcmj.org VOL. 54 NO. 5, JUNE 2012 BC MEDICAL JOURNAL

Pulsimeter continued on page 252

Page 147 
EDU-2013-00012



Page 148 redacted for the following reason:
- - - - - - - - - - - - - - - - - - - - -
S. 13



1

Horn, Elizabeth M CITZ:EX

From: Gibbons, Lenore EDUC:EX
Sent: Tuesday, November 6, 2012 10:03 AM
To: 'Darcy Verbeurgt'
Subject: RE: Diabetes in Schools

Great to hear from you! Thanks for your response. I will pass on your name and contact information.  

Sounds like you might be on the mend. It’s hard to get back and catch up, isn’t it?  

Take care. ‐L 

 

Lenore Gibbons  
Coordinator‐Special Education 
Learning Division 
Ministry of Education 
phone 250‐886‐2083 
fax 250‐387‐6315 

                          
BC’s EDUCATION PLAN 
ON THE WEB: WWW.BCEDPLAN.CA 
ON TWITTER: @BCEDPLAN 

 

 

From: Darcy Verbeurgt [mailto:Darcy.Verbeurgt@fc.sd5.bc.ca]  
Sent: Tuesday, November 6, 2012 9:59 AM 
To: Gibbons, Lenore EDUC:EX 
Subject: Re: Diabetes in Schools 

 

Hello Lenore, 
 
I have though about it and would love to be involved. Thanks for including me. 
 
We have had a very busy startup this year and I have been sick for about a week (flu season) 
 
Darcy 
 
Mr. Darcy Verbeurgt 
District Principal of Student Services 
SD5 (Southeast Kootenay) 
250-417-2089 (w) 
250-421-0427 (c) 
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2

 

Sent from FirstClass with my iPad 
 
"Gibbons, Lenore EDUC:EX" <Lenore.Gibbons@gov.bc.ca> writes: 
Hi there Darcy, I hope you are well. I wonder if you have had a chance to think about my request 
that you listen in on a conference call with the Heath Regions about providing diabetes education 
training and follow up to education staff in the province. One of the roadblocks to being able to 
provide a provincial response to the issue of the insulin pump operation by school staff has been 
availability of training by an appropriate health care provider. The teleconference is intended to 
discuss that particular aspect with Health Regions in the province. I have an urban perspective 
through Julie Parker in North Vancouver, but need someone from a rural perspective to be on the 
call, as there are particular challenges for rural communities. Bill had suggested asking you. Could 
you please let me know whether or not you are able to participate and I will pass your name of to 
Michael Egelston from Health and he will be in touch with you about time and other details, or I will 
ask someone else. Thank you. Lenore Gibbons sdiv> 
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Nursing Support Services (NSS) Eligibility Related to Diabetes Management 
Tasks: 
 
The NSS Coordinator delegates nursing tasks, as per the responsibilities and 
accountabilities of the College of Registered Nurses of BC (CRNBC) policy, for 
children/youth with the following diabetes management needs:  
 
1. Assistance with routine blood glucose monitoring (BGM) required 

during their time at school/preschool/child care.  All children/youth with 
Type 1 diabetes require routine blood glucose monitoring (BGM) before 
lunch.  Some children/youth who receive insulin via insulin pump may also 
require routine BGM at recess and/or during the afternoon.  The child/youth’s 
parent and/or diabetes health care team will provide direction regarding when 
routine blood glucose monitoring is required.   Assistance with routine BGM 
may include any or all of the following: 
 Caregiver performing routine BGM and intervening appropriately based on 

results 
 Caregiver assisting with routine BGM and /or supervising a child/youth 

performing routine BGM, and intervening appropriately based on results 
 Caregiver assisting a child/youth, who is independent in the psychomotor 

skill of blood glucose monitoring, with interpreting the results of routine 
BGM and intervening appropriately.   
 

2. Assistance with monitoring for signs and symptoms of 
hypo/hyperglycemia, and/or with emergency BGM (in response to 
symptoms of hypo/hyperglycemia), when at least one of the following 
applies: 

 A child/youth is already receiving delegated care for routine BGM, and the 
trained caregiver is immediately available to the child/youth to provide 
emergency BGM and intervention. 

 A child/youth diagnosed with diabetes within the last year requires 
accurate documentation of any suspected hypo/hyperglycemia to adjust 
the child/youth’s insulin and diet and to assist the child/youth in learning to 
identify symptoms of hypo/hyperglycemia. 

 A very young child is unable to recognize symptoms of hypoglycemia, and 
the child’s usual signs/symptoms of hypoglycemia are ambiguous and 
could easily be confused with other issues, such as fatigue or hunger.  

  A child treated frequently for suspected lows based on symptoms.  
Delegation of monitoring for signs and symptoms of hypoglycemia and 
emergency BGM would likely be short-term, until the child/youth’s 
diabetes management team is able to stabilize the child/youth’s diabetes 
and/or the child/youth’s caregivers get to know child/youth better, and are 
better able to identify signs and symptoms of hypoglycemia. 

 A child/youth has a developmental or behavioural disability, and it is 
difficult to distinguish signs and symptoms of hypoglycemia from 
behaviour related to the child/youth’s developmental/behavioural disability. 
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 Other situations, which may pose a health and safety risk if a trained 
caregiver is not available to monitor a child/youth for signs and symptoms 
of hypo/hyperglycemia and perform emergency BGM. 

 
3. Supervision of self-administration of an insulin bolus dose via insulin 

pump, or insulin pen, where the child/youth is independent in the 
psychomotor skills involved in insulin pump or pen operation. 

 Assistance with carbohydrate counting, when the parent has labelled the 
total grams of carbohydrate in the child/youth’s lunch/snack and the 
child/youth eats all of it, or the parent has labelled each item in a 
child/youth’s lunch/snack individually, and the child/youth eats all or none 
of each item. 

 Parent must communicate dosage to the child/youth and caregiver by 
telephone before the child/youth administers an insulin bolus dose.  The 
caregiver will confirm and document that the insulin dose programmed into 
the pump or insulin pen is the dose indicated by the parent and that the 
dose was administered. 

 Confirming and documenting that a child/youth has accurately entered 
his/her blood glucose, and carbohydrates consumed, into an insulin pump 
that calculates an insulin bolus dose, and that the dose was administered.  
(The parent may not need to be involved in determining the insulin dose 
on a daily basis in this case.) 

 
Nursing Tasks Not Typically Delegated by NSS 
 

At this time, NSS  does not typically delegate the following nursing tasks 
related to insulin administration, due to the variables involved in carrying out 
these tasks safely, the need for caregiver judgement, and the potential risks if 
an incorrect insulin dose is administered (refer to additional background 
information found  in Diabetes Management and Blood Glucose Monitoring 
Education Module): 
 Determining an insulin dose using a mathematical formula or flow sheet.  

This is the responsibility of the parent or designate, in collaboration with 
the child/youth.   

 Administering an insulin dose.  This is the responsibility of the child/youth 
and/or the parent or designate. 

 Any insulin pump operation, including helping the child/youth to 
troubleshoot pump operation.  If a child/youth encounters difficulty with 
pump operation, it is the responsibility of the parent or designate to be 
available by phone, or to respond to the school in person, to assist the 
child/youth. 

 Any insulin pump site care. 
 Supervision of self-administration of an insulin bolus dose via syringe. 
 
Subcutaneous or intramuscular administration of glucagon to treat severe 
hypoglycemia is delegated only in situations when this is determined to be in 
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an individual child/youth’s best interests.   Severe hypoglycaemia is rare in 
school settings.  Glucagon administration is a complex task that school 
caregivers would have to carry out in an emergency situation, likely without 
having had the opportunity to perform the task previously.  There is potential 
risk of harm to the child/youth if the task is performed incorrectly.  Delegation 
of glucagon administration in the school setting may be in a child’s best 
interests when Emergency Medical Services (EMS) are unavailable or unable 
to respond within a reasonable time, when a child is at increased risk of 
severe hypoglycaemia, or in other unusual or exceptional circumstances.  
The NSS Coordinator will work with each child/youth, family, school and 
health care team to determine whether glucagon administration is in an 
individual child/youth’s best interests. 

 
Discharge: 
 
Discharge will be based on: 
 The child/youth’s knowledge, comprehension, and independent skill 

performance related to diabetes management.  Typically, most children/youth 
are independent with diabetes management tasks by 9-10 years or Grade 3-
4.  NOTE: Eligibility may continue beyond this age for children/youth with 
additional chronic health needs or developmental delays. 
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Diabetes Education in BC 

 

 Approximately 2200 children in BC receive insulin therapy. 391 children aged 

5-9 are currently being prescribed insulin; however it is not possible to determine 

how many of those receive injections during the day. Children under the age of 9 and 

those who have intellectual, emotional or physical barriers may require assistance 

administering insulin.  

 

 Availability of and access to Certified Diabetes Educators in BC are cited as a 

barrier to providing the appropriate instruction, monitoring and supervision to 

school staff.  

 

 The Canadian Diabetes Association website;  

http://www.diabetes.ca/for-professionals/des/diabetes-education-centre  provides 

locations across BC where a Certified Diabetes Educator is available. Centers 

include regional and general hospitals, community health centres, pharmacies, 

diabetes education programs, and specific care facilities (like GF Strong).  
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Certification as a Diabetes Educator 

 

Eligibility:  

Individuals who have not previously taken or passed the CDE® examination or 

whose CDE® designation have lapsed must meet ALL of the following requirements: 

 Be registered with a regulatory body in Canada as a health professional. 

 A minimum of 800 hours of practice in diabetes education. 

 The minimum of 800 hours of practice in diabetes education must be 

obtained within any duration or combination of time within the three year 

period that is immediately preceding the February 1 application deadline. 

Such experience must be obtained while the individual is fully licensed 

with a regulatory body as a Canadian health care professional. 

 ALL of the above must be attained while the individual is fully registered 

with a regulatory body in Canada as a health professional. 

 

There will NOT be any exceptions regarding eligibility criteria.  

 

Fee - $450.00 

 

The CDECB does not endorse any course or educational events related to diabetes 

care/education, or purporting to be designed to prepare individuals to write the 

examination. Participation in these educational sessions is not an assurance or 

guarantee that a passing mark will be achieved on the examination. 

 

Designated examinations occur in the Fall at the following sites in British Columbia: 

North Island College 

Thompson Rivers University 

Okanagan College 

University of Northern B.C. 

Northwest Community College 

Langara College 

University of Victoria 

 
(From The Canadian Diabetes Educator Certification Board Examination Handbook 2012 at 

http://cdecb.ca)       

   

Diabetes Educator Course is offered through UBC.  This four-day course is 

specifically designed to prepare health professionals with a solid foundation in 

diabetes education and management. It is for health professionals from a variety of 

disciplines who face diabetes in practice. The goal is to update understanding of the 

complexities of diabetes care, and learn effective approaches to educate those 

affected by diabetes. It is an ideal course if entering the dynamic, specialty field of 

diabetes education. This course is not specifically designed as preparation for the 

CDE examination; however it will serve a review in preparation to become a certified 

diabetes educator. 
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Fee - Approximately $800 per person.      

http://www.interprofessional.ubc.ca/IN9564 

 

Recommendations 
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Figure 1. Pediatric Type 1 Diabetes in British Columbia
Proportion at Goal & Age-Standardized Incidence Rates

Five-Year Aggregate (2002/03 - 2006/07)
By Residence of the Patient (Health Service Delivery Areas)
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