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(RDN, RN, Pharmacist, CDCES, BC-ADM, etc.)
ﬂ Evidence of at least 15 hours of diabetes-related continuing education each year for all DSMES 53] - / D
team members -OR- evidence of current/unexpired CDCES or BC-ADM certificate
O Evidence that Diabetes Community Care Coordinator has the training and/or experience related

STANDARD 4:

~Z Evidence that Quality Coordinator and team has access to - and is familiar with - a published and / / - } 2
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$4 New applicants will include an overview of the DSMES services that includes a description of the
modes of delivery that are offered (in person, virtual, telephone, group, one on one), the types of / 5
sessions offered in each mode (Type 1, Type 2, Gestational, etc) and a brief description of how
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/36-37

O Every year: One CQJ project will be reported to DEAP as part of Annual Status Report
5& Two Outcome Measures will be chosen by DSMES team and reported in aggregate as part of ,,
Annual Status Report

1. Clinical or Behavigral Qutcome Measure:

2. Clinical or Behavioral or Process Outcome Measure:
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STANDARD 1: SUPPORT FOR DSMES SERVICES

' REQUIRED DOCUMENTS: B | PAGE #

X Letter of support from sponsor
organization dated within 6 months of initial /
and/or renewal application



Support for DSMES Services

Diabetes Education Accreditation Program (DEAP)
125 S. Wacker Dr.

Ste 600
Chicago, IL 60606
March 11, 2022
To Whom It May Concern,
This letter is in recognition that *, a pharmacist employee, is an
employee in good standing and is more than capable of rendering and providing
diabetes services to patients. As the owner of (i

Pharmacy, I plan to support this program with the needed financial means and
administrative support in order to ensure success of this endeavor.

Please feel free to contact me if you have any questions regarding this matter. Thank
you for your time and consideration.

Regards,

- —

Owner,_Pharmacy
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STANDARD 2: POPULATION AND SERVICE ASSESSMENT

 REQUIRED DOCUMENTS: ~  PAGE#

)@ Description of the diabetes related demographics and additional |
considerations including SDOH and other barriers that impact the target ﬂ - 5
population '




Standard 2

- Pharmacy Diabetes Education Center
Access and Target Population

Geography of SamuE——
is a semi-urban, semi-suburban town in EEG_G_—D

with a total population of 8.27K people (Source: datausa.io, 2019).

Demographics of

¢ The largest ethnic group in Y is White, consisting of 84.19% of the

population and is primarily English-speaking. (Source: datausa.io)
o Other ethnic groups include Asian (Non-Hispanic) (5.13%), Black or
African American (Non-Hispanic) (3.66%), and Other (Hispanic) (2.79%).

¢ “In 2019, the median age of all people inGi———_P W25 44.3 years old.
”(Source: datausa.io)

e A majority of residents in GNP (37.17%) have attained a high-school
graduate education level. (Source: worldpopulationreview.com)

¢ In addition to diabetes rate, m also has a medium-high adult
obesity rate of 25.7% (Highest obesity rate in the state: 39% in @ County).
(Source: datausa.io)

Diabetes and Data Trends for (NS USA:

. uounty where our facility is located has a medium-high diabetes rate
of 10.9%. (Highest rate in the state: 15.6% in il County). (Source: datausa.io)

Target Population for Diabetes Education:

e “94.9% of the population of Syl has health coverage, with 57.4% on
employee plans, 7.38% on Medicaid, 16.3% on Medicare, 13.3% on non-group
plans, and 0.556% on military or VA plans.” (Source: datausa.io)

e The most common first-listed diagnosis and reason for hospitalization in adults
with diabetes in (i@ was diabetic ketoacidosis, according to CDC data
from 2013.

o A DSME program such as can directly benefit this population early in a
diagnosis of diabetes by teaching appropriate self-management strategies
and prevent subsequent hospitalization.

Expected Program Volume: 20 or less participants monthly

<



Setting Descriptors:

In-person diabetes education will take place at the (NN, Which
adjoins the same space occupied by Guimiliamme . More specifically:

In-person group classes will be held in the Center’s large conference room.
In-person individual sessions will be held in the Center’s smaller patient rooms.

Telehealth education via a HIPAA-compliant web-based platform (eg. Zoom) will be
used alternatively if desired by the patient.

Community Site: not applicable

Barriers to Access in Target Population & Solutions:

Barrier 1: Residents in (P have a majority high-school education
level. This also may reflect a lower health literacy level, which must be accounted
for when providing diabetes education.

Solution 1: In addition to using simple, real-life examples to reinforce concepts
— our program will aim to provide different modes of information to
strengthen patient understanding. Modes of information we will supplement our
educational sessions with consist of: visual (provided via printed brochures/
handouts/slideshows with images) and written (eg. worksheets that may assist
patients with more complex numerical tasks such as carbohydrate counting).
Supplemental modes of information provided can be tailored to individual
patient preference and the learning style that is most effective for them.

Barrier 2: Limited accessibility to in-person care during COVID-19 pandemic,
including in our area Q=

Solution 2: Patients will be given the option to attend classes through a secure,
HIPAA-compliant telehealth platform for individual appointments/Zoom for
group classes if they are unable or feel unsafe coming to our location for in-
person education.

Barrier 3: Lack of access to primary care due to COVID-19. According to census
data from datausa.io, 12.8% of adults in New Jersey have not seen a primary care
doctor in 12 months, due to COVID-19.

Solution 3: @S Pharmacy is adjoined at the same address by
w (which has been performing large volumes of
COVID-19 testing). The Wellness Center is overseen by a medical director and
staffed by a nurse practitioner once a week for adult internal medicine patients
and a pediatrician twice a week. This shared location is a perfect segway for our

pharmacy patient stream to reconnect with primary care and through
provider referral, have access to our pharmacy’s diabetes education program.
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Standard 3.1

Diabetes Education Accreditation Program (DEAP)
125 S. Wacker Dr.

Ste 600

Chicago, IL 60606

03/10/2022

To Whom It May Concern,

I attest that our DSMES Team members are licensed pharmacists with training and
experience pertinent to DSMES. Please see copies of their license and Continuing
Education pertinent to Diabetes Education as part of our application. I attest that all
instructors will maintain their professional license in good standing, in addition to
renewing their CE training annually.

Regards,

QN /. m.D. RPh

Program Quality Coordinator
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STANDARD 3: DSMES TEAM

' REQUIRED DOCUMENTS:

jZI Description of the Quality Coordinator’s role and respon5|b|l|t|es
| within and outside the DSMES team

’m Credentialed DSMES team members provude current Ilcensure,
registration and/or certification. (RDN, RN, Pharmacist, CDCES, BC-
| ADM, etc.)

p Evidence of at least 15 hours of dlabetes related continuing
education each year for all DSMES tearm members OR evidence of
 current/unexpired CDCES or BC-ADM credential

O Evidence that Diabetes Community Care Coordinator has the trammg

and/or experience related to their specific role on the team. (If
applicable and involved in direct delivery of DSMES)



DSMES Team
Standard 3.2

Instructional Staff Job Responsibilities & Mechanisms for
meeting needs outside of scope of practice

Instructional Staff: — PharmD

Policies and Procedures Applicable to Standard 5:

Pharmacy instructors will provide DSME and diabetes self-management support
(DSMS). The instructor responsible for designing and planning DSME and DSMS will
be a pharmacist with training and experience pertinent to DSME with certification in
diabetes care and education.

Job Descriptions: Primary Qualified Instructors (PQI)

TITLE: Professional Diabetes Program Instructor/Primary Qualified
Instructor (PQI)

REPORTS TO:

e DSME/T Program Coordinator— PharmD

e Owner: RPh
e S e

SUPERVISES: All diabetes educators named in the organizational chart in Standard 1.
Including, but not limiting, all educating pharmacists, educating healthcare
professionals, and scheduling techs and billing coordinators.

POSITION OVERVIEW:

Provides individualized diabetes self-management education/training to
individuals and groups according to the Scope of Practice, Standards of Practice, and
Standards of Professional performance for Diabetes Educators.

DUTIES AND RESPONSIBILITIES:
100% (Instruction of program participants):

 Performs DSME/T program participant assessment data, in a collaborative and
ongoing manner.

» Collaboratively develops educational goals, learning objectives and a plan for
educational content and teaching methods with DSME/T program participants.

« Provides educational interventions that utilize primarily interactive, collaborative,
skill-based training methods and maximizes the use of interactive training methods.

5



DSMES Team

» Collaboratively develops an individualized follow-up plan with each program
participant.

« Evaluates effectiveness of educational services provided by measuring attainment of
learning objectives.

« Conducts a follow-up assessment upon completion of DSME/T program services.

» Documents assessment data, educational plan, educational services provided and
evaluation results in each participant's educational records.

» Utilizes a team approach to provide services and collaborates and communicates with
team members when needed.

« Identifies when a program participant's needs are outside the scope of the instructor's
practice and expertise, plus arranges for additional services to meet needs.

« Communicates relevant participant information to primary care provider
» Participates in the development of training materials.

» Contributes to, and participates in, a continuous quality improvement process to
measure DSME/T program and to identify and address opportunities for improvement.

- Appraises his performance to identify areas of strength and area for improvement
and to develop a plan for improvement and growth.

« Participates in peer review process to evaluate performance of other professional
instructional staff.

« Maintains 15 hours of continuing education annually specific to diabetes,
diabetes related topics and behavior change and self-management education strategies.

KNOWLEDGE, SKILLS AND ABILITIES:

o In-depth knowledge about current diabetes treatment management.

« Ability to lead and effectively manage groups.

« Ability to develop a collaborative, therapeutic alliance with individuals.
» Basic computer skills (use of Internet and e-mail).
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Standard 3.4

5 c0\\":1\:noraﬁve Servicg

CPE Monitor Activity Transcript

. CPE Monitor - )

Trom AcpE and NASY_

Participant Name: -
NABP e-Profile ID:
CPE Activity Date Range: 03/14/2020 to 03/14/2022

Total CPE Hours Earned: 46.75

Recorded CPE activity for the period of 03/14/2020 to 03/14/2022 . Please allow 35 days for the CPE Provider to process your CPE and submit it through the CPE Monitor
System. If it has been more than 35 days since you submitted the necessary information for CPE credit, please contact the CPE Provider.

ACPE/Non-ACPE Credi
Activity Activity # Credit  Source Title Topic Provider Live Hom
Date Type Hours Hour
3/8/2022 0207-0000-22-301-H04-P ACPE  ACPE Implementing a Social Determinants of Health ~ General Pharmacy National Community 0.00 1.00
Program in Community Pharmacy Topics Pharmacists
Association
3/7/2022 0798-0000-20-093-H01-P ACPE  ACPE Diabetes Management A to Z Disease State PharmCon 0.00 1.00
Mgmt/qug Therapy
3/7/2022 0798-0000-20-098-H04-P ACPE  ACPE Mens Health- Navigating Andropause through General Pharmacy PharmCon 0.00 1.50
Lifestyle and Functional Medicine Topics
3/7/12022 0798-0000-20-157-H01-P ACPE  ACPE GLP-1 Agonists and SGLT2 Inhibitors: Game Disease State PharmCon 0.00 1.00
Changers for Type 2 Diabetes Treatment Mgmt/Drug Therapy
3/7/2022 0798-0000-20-178-H01-P ACPE -ACPE Effective Use of Morbidity- and Mortality- Disease State PharmCon 0.00 1.25
Reducing Agents in Heart Failure Mgmt/Drug Therapy
3/7/2022 0798-0000-20-278-H01-P ACPE  ACPE Sugar Youre Going Down - Continuous Glucose Disease State PharmCon 0.00 1.50
Monitoring in the Management of Diabetes Mgmt/Drug Therapy
3/7/2022 0798-0000-20-305-H01-P ACPE  ACPE Weighing in on the Obesity Crisis: A Pharmacists:Disease State PharmCon 0.00 1.25
Guide to Weight Loss Management Mgmt/Drug Therapy
3/7/2022 0798-0000-21-133-H01-P ACPE  ACPE Weighing Our Options: Clinical Implications of  Disease State PharmCon 0.00 1.25
Obesity and Pharmacotherapy Mgmt/Drug Therapy
Reported Generated @ 3/14/2022 6:08:40 PM (Coordinated Universal Time) Page 1 Of 3

)



3/7/2022 0798-0000-21-134-H01-P ACPE
3/7/2022 0798-0000-21-154-H01-P ACPE
3/1/2022 0798-0000-19-100-H01-P ACPE

1/31/2022 0798-0000-19-181-H01-P ACPE

1/25/2022 0798-0000-21-094-H01-P ACPE

1/21/2022 JA4008193-0000-21-054- ACPE
HO1-P

1/20/2022 JA4008193-0000-21-067- IPCE
HO1-P

1/16/2022 0036-9999-21-010-H01-P ACPE

1/12/2022 0202-0000-21-355-H06-P ACPE
10/9/2021 0112-0000-21-112-B04-P ACPE

10/8/2021 0207-0000-20-005-L01-P ACPE

N/

ACPE

ACPE

ACPE

ACPE

ACPE

ACPE

ACPE

ACPE

ACPE

ACPE

ACPE

Beyond the Classroom: Diabetes Management

Potential Hazards of Improper Insulin Use and
Storage

Treatment Options in Caring for Older Patients
with Diabetes

Cardiac benefits in Diabetes Therapy:
Comparing SGLT2 Inhibitors and GLP-1
Agonists

Herbal and Natural Therapies in Patients with
Diabetes

MDTW Module 1: Diabetes Technology Today:
An Overview of the Latest Devices to Help
People with Diabetes Optimize Glycemic
Management and Improve Outcomes

Highlights of the 2022 Standards of Care

Pharmacists on the Frontline of COVID-19: From
Testing to Treatment and Prevention

Monoclonal Antibodies: Assessment and
Administration of COVID-19 Therapy

Pharmacy-based Point-of-Care Testing
Certificate Program

Creating Health: Pharmacist-Led Lifestyle and
Weight Management

Disease State
Mgmt/Drug Therapy

Disease State
Mgmt/Drug Therapy

Disease State
Mgmt/Drug Therapy

Disease State
Mgmt/Drug Therapy

Disease State
Mgmt/Drug Therapy

Disease State
Mgmt/Drug Therapy

Disease State
Mgmt/Drug Therapy

Disease State
Mgmt/Drug Therapy

Immunization Related

General Pharmacy
Topics

Disease State
Mgmt/Drug Therapy

PharmCon
PharmCon
PharmCon

PharmCon

PharmCon

American Diabetes
Association

American Diabetes
Association

Oregon State
University

American
Pharmacists
Association

Michigan
Pharmacists
Association

National Community

Pharmacists
Association

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

4.00

8.00

1.00

1.00

1.50

1.00

1.00

1.00

0.50

1.00

1.00

16.00

0.00

Reported Generated @ 3/14/2022 6:08:40 PM (Coordinated Universal Time)

Page 2 Of 3




Disclaimer:

The National Association of Boards of Pharmacy® (NABP®) generated this Activity Transcript (Transcript) or Analysis/Status Report (Report) from NABP’s systems. The
Transcript or Report contains information provided to NABP from the Accreditation Council for Pharmacy Education (ACPE) and, if applicable, information from you, the non-
ACPE activity participant (Participant). The Transcript or Report can be used as proof of credit for ACPE- accredited Continuing Pharmacy Education (CPE) or credit for ACP
certificate programs (if listed) (jointly termed as ACPE Data). The ACPE provider is responsible for the accuracy of the ACPE Data and Participant is responsible for the
accuracy of the non-ACPE Data on this Transcript or Report. Requests for changes to ACPE Data must be directed to the ACPE-accredited provider that offered the ACPE
activity. NABP affirms that it matches the identifying information of the ACPE Data with corresponding identifying information in the NABP systems. Following the match, NAB
adds the ACPE Data to NABP systems. If there is a discrepancy between this Transcript or Report and the ACPE Data contained in the NABP systems, the ACPE Data in the
NABP systems is the correct data. Participant attested that any non-ACPE activity data submitted to NABP is true and correct, that Participant complied with the NABP Terms
of Use, and accepts full responsibility for all information submitted to NABP.,

Reported Generated @ 3/14/2022 6:08:40 PM (Coordinated Universal Time) Page 3 0f3
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STANDARD 4: DELIVERY AND DESIGN OF DSMES SERVICES

' REQUIRED DOCUMENTS: B )

Evidence that Quality Coordinator and team has access to - and is
familiar with - a published and up to date curriculum applicable to their _

target population. Attestation that QC and all team members have / / / 2

' reviewed for content and application to current organizational
practices.

| PAGE#

ﬁmw applicants will include an overview of the DSMES services that
includes a description of the modes of delivery that are offered (in

' person, virtual, telephone, group, one on one), the types of sessions / \7)
offered in each mode (Type 1, Type 2, Gestational, etc) and a brief

! description of how interaction, discussion, and individual questions are

' addressed in each mode of delivery. Programs who have renewed their
accreditation will also maintain evidence that the DSMES team has
reviewed overall service offerings each year.



Standard 4.1

Association of Diabetes Care & Education Specialists

125 S. Wacker Dr. Suite 600

Chicago, IL 60606

Phone: (312) 601-4800

Invoice No

INVOICE

Sold To: Ship To:
Account No. | Purchase Order No. Order Date Order Number Terms Invoice Date

_- 03/08/2022 ‘ 03/08/2022
Qty|ltem Code Description Unit Price| Extended Price
1|E996 eBook: ADCES Diabetes Education Curriculum: A $130.00 $130.00

Guide to Successful Self-Management, 3rd Edition

Line item Total Shipping Tax Subtotal| Amount Received Amount Due
$130.00 $0.00 $0.00 $130.00 $130.00 $0.00

03/10/2022 02:48:14 PM



Delivery and Design

"l

Diabetes Education Accreditation Program (DEAP)
125 8. Wacker Dr.

Ste 600

Chicago, IL 60606

To Whom It May Concern,

I attest that as DSMES Quality Coordinator, I have reviewed curriculum content and
understand how to apply it to our DSMES program. I further attest that all future team
members will review the curriculum and understand its content.

Regards,

, Pharm.D. RPh

Program Quality Coordinator




Standard 4.3

Pharmacy Diabetes Education Center
Support for DSMES Services

The Pharmacy Diabetes Self-Management Education program will primarily take
place at the Wil Which is located at the same physical address as the
pharmacy and has small patient rooms and a large conference room to
accommodate individual and group education classes. Classes will also be
accessible through a video conferencing platform such as Zoom for patients who
opt in and prefer to participate in classes virtually.

Our main referral stream will be through N s medical director, Dr.
and her internal medicine practice, The Institute for Medicine and Aesthetics
which sees patients at |+ on 2 regular basis. Currently, we have a
nurse practitioner onsite at Vil once 2 week who sees adult internal
medicine patients and will refer eligible patients to our program. We also plan to
advertise our diabetes self-management education program to our local physicians
of diabetic patients at Pharmacy. Other referral avenues include advertising
directly to patients of Pharmacy and of our three other mutually-owned pharmacy
locations: Pharmacy, Pharmacy, and The Pharmacy at.

S,



D 4 DIABETES EDUCATION
A CES ACCREDITATION PROGRAM

STANDARD 5: PERSON-CENTERED DSMES

REQUIRED DOCUMENTS:

KI Description of how the assessment process is admlnlstered and
informs a collaborative person-centered plan for the DSMES
intervention. Include how the participant is involved throughout the
DSMES plan and overall intervention.
ﬂ Provide evidence of at least one DSMES intervention within the last
12 months as documented in the medical record.
‘g DSMES Assessment
& DSMES Plan
Each DSMES Visit including date/time and topic areas covered
with plan for follow up
ﬁ Behavior Goal (ADCES7) and progress
Outcomes of intervention communicated to referring
physician/qualified healthcare professional

| PAGE#

1417
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DIABETES SELF-MANAGEMENT EDUCATION ASSESSMENT

Patient Information:

mail Address -

Primary Language: EEnglish o Spamsh 0 Other:

Ethnicity: o Hispamc)@on-ﬂlspamc Ta ' N ; !

Prior Diabetes Education /ﬂYes o No I yes, please speclfy S S e L

F IR P

Family Environment and Support:
Do you live alone? O Ye%dlf no; hiow many. péople live with you?: - =
- --Na — Cocegiver iS Self.

Who is your primary caregiver if not sell"

Do you prepare your own meals")@Yes o No If no, who does"

Do you have support from famlly or. others to deal with your dlabete_s?)&as a No

Other psychosoclal factors mpactmgd betes’ malagement { Lot vﬁ'hf“‘-') 2
- o Wil Sdule. (-wia e ) plaanias  (S5u2a ™y

~= Neod 4o shudi- wzmm_a_}h hmﬁ(&{_lhkm_.pipm &
. Ml plongug rowpte U/ e

, By o G | oaldlny Qwek [ AR
sk

A Wny 7 -
| doal —* G2 d \(\ﬂéﬁ J ' /%
Sthasfien 1




DIABETES SELF-MANAGEMENT EDUCATION ASSESSMENT

Y

Medical Information: - ' ol - -
Type of Diabetes: — { DM __ Age: 28 Height: S weight: 205~ - .* -
Medication Allergies: n/ o Nka e
Food Allerges: [4- Nea .
Environmental Allergies: . ata’) i) O sanrbuge by

Exam Results:

el Test i & STy DI S BTSSR L
_.I'_IgbAlC 77 . d g 3“122
Fasting Blood Glucose 123 3/§/a%
LDL-C T
Annual Foot Exam C
Annual Eye Exam
Are you currently taking oral medications for diabete;?‘ . Jalh
If no, Have you ever taken oral medications to control your diabetes? )
Are you taking insulin to control your diabetes? <
If no, Have vou ever taken insulin to control your diabetes? - N
Have you ever taken steroids, such as prednisone to control your diabetes? XD
B D YR I S STl
How often do you measure your blood sugar? . C_&t\‘\wxu.o’\-&.& "ﬁ maas wd I
J . e s R . e m N ke {ne"xcel@
What does your !)lood sugar usuaI-Iy ra:;_ge?_ - - A2D=2 b RS LT N G e
How often are physically active on average? ! TC\AK A g venh e
What are some examples of physical activity you enjoy? ‘_§2) CLO-f Yo
Do you follow a meal plan? If yes, describe your meal plan: “D
PR RIS k. POV P Ty
W—" Do you currently smoke‘é @'No“ i What do you smoke? \J CLpe- ' : How often?”” Sormhme
Do you drink alcohol? Yeﬂ,,0 I}‘::me}!d{ do you drink and how often? - o
Do you have High Blood Pressure? Yes oplNé { A7 Cmilﬂa( !dst / igbet htw r:- : EE )
Do you have pain from your diabetes? Xesof No Ifyes,p ease escribe the pain: e
Y Tugd- 0o a —Chdact f\uk/hm
rusie ((-G-S Senetnily

up o &)

/S




......

Cultural Factors:

Is there anythin
diabetes?

Do your cultural beliefs influence your ability to nianage your diabetes?
0 - ]

Are there certain types of foods important to your culture? : - - V\D =

Does having diabetes or having 2 serious illness cause you stress? - \4 feg _

RS IR TN FoLati v agy e FL RN | 5 Qi

Are there any religious or cultural factors that affect how you eat? N -

UNA N
< 0O

Other.cultural factors that impact the management of your diabetes: . . .- T 3R

Individual Educational Plan: - . T T T
Would you like help with any of the following? (Check all that apply) . R e -

pé)mmimicate better with my doctor =~

plan

O Giving myself injeétions corréctly o Increase blood sugar monitoring

O Increase my exerclse/physlcal actlvity Y - Increase support from
family/friends T Y T T

0 Manage my depression -
O Treat complications from diabetes

'"I/Séttiﬂg' dehicvable weight loss goals
O Understanding my diabetes

Ideptify Ze top three (3) problems that you struggle with related to your diabetes:
/Jil ra/w 14,

df.Sl/

% tify ban}ep tom j’naging youdlab‘et‘les s;csfu ‘ H

SHule Wr:. fMﬁgﬁné femée. . Sos ey il i

LA s

g specific to your culture that Yyou think influences your ability to manage your:

—Mayke ool e N

How do ygu_l feel about bavix;g di ‘l_)ete;_l (for example, OK, anxious, depressed or overwhelmed)?

= " iFating healthicr/following meal ~




DIABETES SELF-MANAGEMENT EDUCATION ASSESSMENT

mneonl r'l@ QN e i
Loatus (Bn tas @w\ —> " geded) - .
- T8adgon TSl X T 7] ;

Individual ProblemslN eeds/Goals'

Participant’s Réadiness for Change: Lo i\l be rauba —h lmp\ld\&!\‘\' aﬂu ‘&\llu"b e

0 Action'@Preparation o Contemplative o Pre-Contemplative a Maintenance o Relapse”

Partlclpant’s Initlal Goals:

- ~ _-L\ Le_g_n ho»‘tb count  Covbs - aoomm@ LSW*C%\"‘Q

) o O oA, Corb - CramMNG S, k- e e L)
"a\ Incamoahae, basic cequbor: < ach
neogeaboy BAFE L0 PONSiol ity

Accommodation for Participant’s Individual Education Needs (i.e. Visual, Learnmg, Mobility, --'-t*

Other Disability) _ .
No disablities

Summary of Plan: ° UU‘C LLJlﬂ_ Wwodllon lQﬂV“M NM( —la baHgf " L

DSME Staff (Print) - - DSME Staff Slgnature - T 777 Date

LA

: 1: NERE ‘“ vIE OTrELINE T g il
During this assessment, educational goal(s) and Iearmng objectives and the plan for educational
. content and method(s) will be developed collaboratively between the participant and educator.
During the initial assessment, any additional participant needs outside the scope of practice for the ™ :
" educator will be appropriately referred will be an integral psfrt of the entire DSMT process.
AY

[



ASSESSMENT

ADCES & D|ABETES EDUCATION

v ACCREDITATION PROGRAM

DEAP CHART REVIEW TOOL: STANDARD 5
LABEL YOUR CHART ACCORDING TO TOOL BELOW

' Standard 5: Person Centered DSMES

Notes:

- ey 1wty .
[/ | Referral for DSMES in chart: see diabeteseducator.org/referdsmes |

for template & guidelines for Medicare — reviewed by DEAP auditors
to support programs to ensure they are being reimbursed for DSMT
| appropriately.

/8

Assessment:
Health Status: type of diabetes, clinical needs, health history,
| disabilities, physical limitations, SDOH and health inequities (e.g., safe
housing, transportation, access to nutritious foods, access to
healthcare, financial status, and limitations), risk factors, |
comorbidities, and age ,
d Psychosocial Adjustment; emotional response to diabetes, diabetes ‘
distress, diabetes family support, peer support (e.g., in-person or via
social networking sites), and other potential promotors and barriers
|:| Learning Level: diabetes knowledge, health literacy, literacy, ‘
numeracy, readiness to learn, ability to self-manage, developmental |
stage, learning disabilities, cognitive/developmental disabilities {e.g.,
mtellectual disability, moderate-severe autism, dementia), and '
| mental health impairment (e.g., schizophrenia, suicidality)
[} | Lifestyle Practices: self-management skills and behaviors, heaith
service or resource utilization, cultural influences, alcohol and drug
| use, lived experiences, religion, and sexual orientation

DSMES PLAN

|
DSMES INTERVENTION |

| Document at least once throughout DSMES intervention:

How (group, individual)

What (Assessment of ADCES? Self Care Behaviors and needs —to be
determined collaboratively between participant and DSMES team)
When (how many visits anticipated and how often they will come for
DSMES)

Where (in person, telehealth (audio or audio-video) combination) |
Why: Purpose for DSMES, diagnosis, complications, etc.

(G- 3

=4

Document for each participant at every session:

When: Date of Service and Plan for Follow Up (timing for next DSMES
session)

Who: DSMES Instructor/Team and Participant/family in attendance
What: Topics Covered (ADCES7 Self Care Behaviors)

How: Participant’s progress with learning

Why: Participant’s current progress with SMART goal and action plan; |
| then next steps (what will participant work on between now and next |
| DSMES session)

Docwmmd /V}

ea,aa enlonios

@_

Communication back to referring p?ovider that includes summary
. of DSMES provided, participant outcomes and plan for follow up.

55
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and Medical Nutrition Therapy Services Order Form

Patient's Las

Date of Birth

> =~ i w— ——

Addreés City

Gender: %‘Male

Middle

O Female

State  Zip Code

Home Phone

Other Phone

E-mail address

Diabetes self-management education and training (OSME/T) and medical nutrition therapy (MNT) are individual and complementary services to improve
diabetes care. Both services can be ordered in the same year. Research Indicates MNT combined with DSME/T improves outcomes.

Diabetes Self-Management Education/Training (DSME/T)
Check type of training services and number of hours requested

& iniial group DSMET: P 10hoursor  ___no. hrs. requested
[ Follow-up DSMET: O 2 hours or ____no. hrs. requested
& Telehealth

Patients with special needs requiring individual (1 on 1) DSME/T
Check all special needs that apply:

Ovision O Hearing [ Physical

O Cognitive impairment O Language Limitations

(O Additional training O additional hrs requested

(O Telehealth Other
& DSME/T Content
[ Monitoring diabetes [ Diabetes as disease process

O psychological adjustment Eehysical activity
[ Nutritional management  [3Goal setting, problem solving

3 Medications OPrevent, detect and treat acute
complications

[ Preconception/pregnancy management or GDM
T 3Prevent, detect and treat chronic complications

Medicare coverage: 10 hrs initial DSMT in 12 month period from the date
of first class or visit

biaguosis

Please send recent labs for patient eligibility & outcomes monitoring
dype 1 O ype 2

[ Gestational Diagnosis code
Complications/Comorbidities

Check all that apply:

(JHypertension Oloyslipidemia [ Stroke

(3 Neuropathy Opvo

(JKidney disease ORetinopathy  CJCHD

[J Non-healing wound O Pregnancy O obesity

[ Mental/affective disordgr  Other

y Signature and NPI #

Group/practice name, address and phone:

Revised 8/2011 hy the American Association nf Diabetes Educalors and the American Dietelic Associalion.

Medical Nutrition Therapy (MNT)
Check the type of MNT and/or number of additional hours requested

O nitiat MNT (33 hours or ____no. hrs. requested
Oannual follow-up MNT ~ [J2hoursor ~ ____no. hrs. requested
Tetehealth [ additional MNT services in the same

calendaryear, per RD
Additional hrs. requested
Please specify change in medical condition, treatment and/or diagnosis:

Medicare coverage: 3 hrs initial MNT in the first calendar year, plus 2
hrs follow-up MNT annually. Additional MNT hours available for change
in medical condition, treatment and/or diagnosis.

provide documentation of a diagnosis of diabetes based on one of
the following:

» a fasting blood sugar greater than or equal to 126 mg/di on two
different occasions;

* a 2 hour post-glucose challenge greater than or equal to 200 mg/d|
on 2 different occasions; or

= a random glucose test over 200 mg/di for a person with symptoms
of uncontrolled diabetes.

Source: Volume 68, #216, November 7, 2003, page 63261/Federal Register.

Other payors may have other coverage requirements.

__ Date 3 / /__,_a&

[§




C2
Patient Class Intake Form _
Patient Name DOB

3
Today's Date: / ) / Hh] Class Topic: %M«xﬂ; AN Muds.
Weight Blood Pressure | A1C/Date FSBG
2455 [ las V2 [ 40 79 (=) | 12\

2\0
Have you had any medication changes since your last class? Yes or@
If yes, what changed? !\\\lQ

One thing I will change after this class is;

I will start this goal by doing the following: u'ﬂ [AS/ MD
LMN’*
A {{uz? ﬁ/\ “"CCN/ (‘\Aprv L0 +’*
e Air MRS~

I know if I can make this change it will have the following impact on my health/life:

N R ¢ L Oabeks  hated
Qf\(}t—_t LHE&S on QV@

Are there any providers I need to see at this time? @ Feet, @ Dentist, Other

Are there any labs I need to ask my doctor about? 0
For Instructor Use Only:
Did patient report being successful in making their desired change? Yes @ No

Document any additional interventions recommended here:
S et WCW\M €uyeglasser You had Deoviously
6’ _J
Mb ‘Ql\tm_\ up 4 q,c,’g cn W O,Cu,c_cz_uh

Instructor Sigrfature Date




DOB

Patient Name
Today’s Date: 3’ '5/ 22 Class TOP“‘M’—M‘J Eakins, 1 M;U:i )
stoking
Weight Blood Pressure | A1C/Date FSBG
2% 5[0 ]9 127

Have you had any medication changes since your last class? Yes or No
If yes, what changed? /\}g

]
T

One thing I will change after this class is: M’( CC"'IGY\ Co ""{) II'M-‘—

I will start this goal by doing the following: # i) l{ o, UP W/ lM’_D
(% . / (A s AN 9 /

I know if I can make this change it will have the following impact on my health/life:

el 2r5e Qackion Sty = Y WL Al e

Are there any providers I need to see at this time? Eyeg; Feetf PC @, Other
Are there any labs I need to ask my doctor about? /L /{;)

For Instructor Use Only:
Did patient report being successful in making their desired change? @ Partially No
Document any additional interventions recommended here: MQQ‘%QM&
O Pl ee appt a3 repefted by pabent ~ wesi erealusses
4 W Sllowsa e > walke qpot 7 both  Powey +
hlped gl ¢ TS S 1

3/13722

Date

Instructor Signature

L0



Patient Class Intake Form ?
Patient Name OB

Today’s Date: 3 [i# / 21 Class Topic: Meds .
Weight Blood Pressure | A1C/Date FSBG
7 (2374 17.9 L

Have you had any medication changes since your last class? Yes or No

If yes, what changed? a

\
One thing I will change after this class is: EJ(C‘:U}MA MD S ””infﬂ /ﬂj
h(ho ﬂ Q¢ Jl.'\./\-‘b

A I

I will start goalvbbydomgthefollowmg %"(“1 i) P w/ m 9 (/J(/f/j‘ (e
UQ‘/_/ / ﬂ‘-”, LCap -
] 7

Al

I know if I can make this change it will have the following impact on my health/life: _V _Q_‘C._

Are there any providers I need to see at this time? Eyeg, Feet, CP@ Other
Are there any labs I need to ask my doctor about? A ,o,-n

For Instructor Use Only

Did patient report being successful in making their desired change? Yes @ y No

Document any additional interventions recommended here: Dda.uc LA SfM’(\M
olompe—Wwdn MO petcibed ¢ waifht (o&:/bd'kr %c\umwt

_Edurad-m\ Caq rr:ﬂif‘w fﬂ(’d&‘ /ca/h (nmhnp. { echent rmdL‘S{-rxd;ngf

« encotzed” {line wp W) Medicationg wsmum% .

321

Date

Instructor Signature

Al



CS Patient Class Intake Form ’
: Patient Na DOB

Today’s Date: 3/ al ! A% Class Topic: Moniden M | Heatthy &M“) Meds .
Weight Blood Pressure | A1C/Date FSBG (ol
203 L4 /=74 1.9 1D
Have you had any medication changes since your last c]assor

If yes, what changed? - '

lau in \DL, M‘{‘:/?/

One thing I will change after this classis:__| tMyJry gL /| L) ({;

1,., Relus /la/n,lﬁ,%am

Iwﬂlsy this goal by doing the following; AUSL%_Q]C)’/.ZS_J_ALLQ?
o’ Cﬂ de Snq 0 g g”‘s{—e,_\]ﬂm:[_lqm

r

“D___'_.,._.-l ;.,L»\‘;A'M_

ATA® o ey

I know if I can make this change it will have thg following impact on my health/life:
L—O\.\Nj{ bﬂﬂlfs élh Eiqudak\q CL W\MQ

Are there any providers I need to see at this time? Eyes‘mc ‘ Other
)

Are there any labs I need to ask my doctor about?

For Instructor Use Only:

Did patient report being successful in making their desired change? . Partially  No
Document any additional interventions recommended here: Paitm\— Saw P@ B
MM&W Ry \m\e ta.{\ns‘ £ Sotia T dselogionl-

Ditcussed easker methods A Codb Counhing 2o, fiops -— pitesnap-
Tal, ea;‘(dwc o Wndt You dabt Fhulpd eshaale ealoig — Qe tmph

ENPRI

Instructor Signature Date {V& .

Lo~



Patient Class Intake Form m Q

Patient Name [ DOB
Today’s Date: ‘7’/ 9"5/ a2 Class Toplc_M_‘HNa_‘gm%_L 5 u‘; n\?S
Weight Blood Pressure | A1C/Date FSBG
Bv/2Cs 1 3@/5&0 7.4 |10

T g »
z 3 700 m P / 4/':7 Cj
Have you had any medication changes since your last class? Yes o!

If yes, what changed?

/
One thing I will change after this class is: [ Ur ‘,/[/l/ v’ i3 Q "'-‘/V)-"
1 A (7t

I will start this goal by doing the following: —%@L— ‘ '
dé’c!“ .‘5%5: e E!Efszg =

T4}

I know if I can make this change it will have the following impact on my health/life: AL_Q_L(_{
() [ ; p
\ 0 ) 8 /] F (ANAA AL

Noabedie /(/lfe'u' Ne oo
( |

Are there any providers I need to see at this time? Eye PCP/,@@, Other
@)

Are there any labs I need to ask my doctor about?

For Instructor Use Only:
Did patient report being successful in making their desired change? Yes @r No

Document any additional interventions recommended here: ’('\0
<
st effedd o dubdes on LN - b canaplinty pockinabng [ St o~

fmomrcd 6a Veing At colo cond+ atcveately estvnake
bolus tasuhin dode Qost meatl

*j 3/23 /20
nstructor Signature Date

A




@ Patient Class Intake Form *
Patient Name OB

Today’s Date: 3/ 25/ 22 Class Topic:_Moniesns, Mggs [ Poblecm Sb(“-“‘g
Weight Blood Pressure | A1C/Date FSBG /
203Z 13q/1€ 2 [00 [ 784 2t

Have you had any medication changes since your last class? Yes or No

whatchanged? O—ZP (AA AO | C.

One thing I will change after this class is: L(;LA QH(ﬂ 4@ ia(a
iy ¢ ‘!;g._w H @79\[0{ \)Mﬂmt C)?-amlcn'L,

Iwi]]itja.\:lthis goal by doing the following: [} Cala /-] : S
by Xiper SO G\Lmq Yo \Q&mulwvb

M:\’_D__\MMB kul f ACLS sloe =N (A

73“ . “C - \a/QA' Kk;\ \I\J\f[)!n(p - lPﬂa/ff\ [ L% VA

e S A ¥, ']

I know if I can make this change it wﬂl l&ve the following impact on my health/life:

\ Lark  Cronimy :
L Onoles el 1L TC

_ALD(\( ] \\v \uhtl\*‘l— %ﬂd‘ %\N\T

Are there any provider{«s I need to see at thls time? Eyes, PCP Defitisy, Other

Are there any labs I need to ask my doctor about? /’

For Instructor Use Only:
Did patient report being successful in making their desired change? Yes No

Document any additional interventions recommended here:
Mmm doseh - Yechaoloan has helped ) complivnce

tn Ao past- Now has morc. Medd afler (D vt o renembag
los 65 T3 reminda o Pnoas Lan Nedp.

WPEG 3 Jas/an
Date

Instructor Signature

24



@ Patient Class Intake Form *
atieht Name DOB

Today'’s Date: 3/ 24 [2 Class Topic: Prblem S'U]W‘-"}; Medg, Mg‘;?
Weight Blood Pressure | AiC/Date FSBG =
107 Bs/70 1.9y (L0

Have you had any medication changes since your last class? Yes or
If yes, what changed?

One thing I will change after this class is: /ﬂfbf)ﬂ n &ﬂjﬁ‘)\

I will start this goal by doing the following:_ 20 hias  OODNE C@/\\A WlV\ _S=
G 1 k a” Night
I1: —

_ﬁmt%__bymjc-% o

I know if I can make this change it will have the following impact on my health/life:

VALC ) widnk [BM] , tholeStm|

Are there any providers I need to see at this time? Eyes, l@, PCP, @t, Other

Are there any labs I need to ask my doctor about? l{\ 3

For Instructor Use Only:
Did patient report being successful in making their desired change? @ Partially No

Document any additional interventions recommended here: Mos M el Wolpedd
oD o tale Aoeh Zfnen vadl-Yobiont coplls Soulde ¢

A ) 5 28 e vezulor myals eorly
P poreat cahis a latoe Ambunk MKW

, elom
Instructor Signature Date remndars

e AM.

1S




C/a\ Patient Class Intake Form P’ 2
Patient Name DOB

Today's Date: 2 / 30/ Class Topic: Pwu\g pechver
Weight Blood Pressure | A1C/Date FSBG 'g.,.{P,J
208 135 [ % 1.9 Lo (00 ed)

Have you had any medication changes since your last class? Yes &

If yes, what changed?
V\/@ﬂunﬁ o+
One thing I will change after this class is: ¥ (d V‘-"\ l’\ NG ‘4

rpautes oF execcise. walke Viood ju,ﬁméiﬂjp
I will start this goal by doing the following:

Mhmfhwfinﬁ ]/) n " 3»«@«6\/ nlALnﬂi\} }’\/MDU\'é'
Ol anea donuc 7l 4%((7[§¢'W4’M_Pm

Are there any providers I need to see at this time? Eyes, , PCP, t, Other
Are there any labs I need to ask my doctor about? AND

v

For Instructor Use Only:

Did patient report being successful in making their desired change? @ Partially No

Document any additional interventions recommended here: ____MCL
"‘j)@&rdsrb + how b ConGdy te-NWBOTs Puasiced O.d\mkﬂ as a Ja.tgrpm
VP,aw‘vu&M MU\‘BN-E& XS\ A WS O\Jﬁv‘t,u[‘(du ﬁ 47 MIM mzz{ wa(cat

Lull meailss (R Pqpes o3 Toerie tat MGt Be 3"1‘# o
3[30/22
Instructor Signature Date

A



/
w Patient Class Intake Form g *
Patient Name

Today’s Date: L{/ /22 Class Topic: __M&%_&h{%_} Hedg S-“%F ("’:.9)

Weight Blood Pressure | A1C/Date FSBG
AT o.[%? 24 b0

Have you had any medication changes since your last classﬁ or No

If yes, what changed? \) \! \I aL MW e MJ»{ (a(\

One thing I will change after thisclassis: /4 Woyl\q, O Wt %
Wo(2. (onulas)y wWhile @lyiv%& axtondipn Yo P&
I will start this goal by doing the following:
LoghX aladm \AQ = wait + N SWHA
Couple min
M confious, | oceal  lnced on NumbO(s,

I know if I can make this change it will have the following impact on my health/life:

'\ Bt hy
T w0 ¥ W EGhE /B

Are there any providers I need to see at this time? Eyes, FQ\PCP, I@ﬁst, Other
Are there any labs I need to ask my doctor about? AD

For Instructor Use Only:
Did patient report being successful in making their desired change?@ Partially No
Document any additional interventions recommended here: | N

Qb waihina, 8 Chediins blood Suger midwon, do emvee o.chity

HBLML_Q&%&L%MD_MM%CMM
i olke by thcose 03 a¥ma —Satd 1t Somahmey

Vo Yy .

Gl

Instructor Signature Date

o)



Name:

Date of Birt

Pl

DSMT Individualized Plan of Care and Progress Relort

Session | Session2 | Session 3 [ Session 4 Session 5
1

bate 2 /5 ha| Sfoj | Y/

Scale 13 (1-never, 2-in progress, 3- Session | Session2 | Sessiond | Sess

amy;)"" Sk = e i nas bl Y ! . ,_,'h"ﬂ?q_ e

States guidelines for safe exercise 1 1 1 1 4 l

Understands action and use of oral

medications/insulin } Q A3 4 3

identifies symptomsitreatment of N _

hyperglycemia and hypoglycemia 7 2- 3 |*2 3 %1 > l 2‘3 ? 3
Understands the effects of iliness on 4 .

diabetes management h ﬁ' ¥ ')“ b Q‘ g 3 ¢ 3
Verbally describes proper meal planning 2
and goals 1 j‘ U 2 ' 2 ¥ £ 2
Understands how to plan for travel 1 2 4 2 3 ?) % 3 3 3
Verbalizes proper hygiene in preventing
complications (skin, foot & dental) 1 i 4 1- * 1 3 /)- ‘; 2
Properly identifies complications .
(neuropathy, eye, urinary, ete.) * g 1 i 1 i i 57 2- 4 -
Understands diabetes-related lab values
(Atc, etc.) -3 | 3 |* 3 ¢ 3 |#53
Displays proper glucose testing technique Ch —

i C J—Df’_—q +— |1 1 1

Makes healthy food choices and can
verbalize best choices for substitutions 1|9 L |5 A 13 A |3 X

1 -newe ; 2-in RrOZess

3 - alweys

WEN P PPN 23 I U K m o




\JV

DSMT Individualized Plan of Care and Progre,

Session | Session2 | Session ¥ | Session #
A G F 1 9
Date
"Scale 1-3 (1-never, 24n progress, 3- | Session | Session 7 Session Z | Session # | Sessior
'ﬂlmﬂ';!f"" “'.Ff-'.-:"‘--3_-"'9‘-33""'.15‘-‘*‘5‘~’ Y & e :;-gf"ﬁ”!‘f* @:_g? e vy
States guidelines for safe exercise A .'.L % i £ i 1 ( 3\)
Understands action and use of oral N
medications/insulin t 3 ¥ .3 5 3 ¢ 3
Identifies symptomsi/treatment of
hyperglycemia and hypoglycemia ? 3 & % ¥ 3 1 23
Understands the effects of illness on
diabetes management v 3 ¥ 3 4 3 4 .2
Verbally describes proper meal planning
and goals ® 2 f 2 ¥ 2 |8 Z
Understands how to plan for travel 4 5 1 5 + 3 s 5
Verbalizes proper hygiene in preventing 0 (evod Hlte
X/ complications (skin, foot & dental) 4 l g 3 5§ 2. |3 2 ¥ 2 dth?Zzﬂ-
Properly identifies complications
(neuropathy, eye, urinary, etc.) 47 g‘ £ 3 3 3 * 5 f 3
Understands diabetes-related lab values
(Atc, efc.) 4 3 ] g ? ?) 5 :7> ¥ .3
Displays proper glucose testing technique s e
(on cGMW) “a ! 1 L 1
Makes healthy food choices and can _ P
~X | verbalize best chaices for substitutions F 2. | 2-3|F 2-3|1 23 |% 23

1 aever

2 Y'a) 'Pﬂ)‘&{fcss

2 alwod >

——




A~ SR

This quiz was taken pre-education & 5ost education

Patient Namengate: (‘, / \r} 17

Please circle your level of confidence on a scale from 1 (not confident) to 5 (very confident).

Not — Very
Confident Confident

I know how to check my blood sugars. (monitoring)

I know where to find the resources I need to manage my diabetes.

(coping)

I'know how to eat right as a diabetic. (healthy eating)

-

I know how to safely exercise. (being active)

Iunderstand how to take my medications the right way.
(medications)

I know what to do when I'm sick in order to appropriately manage
my diabetes (problem solving)

I know what healthcare screenings are recommended for diabetics
and how often to complete them. (reducing risks)

1. Do you know your current A1¢? Yesor No If yes please write it

here:

2. When I first wake up my fingerstick blood sugar should be \\ b\fu / .,/ L

3. Two hours after 2 meal my fingerstick blood sugar should be \ﬁ\ 0 Ja / (( L

>

S. My next PCP Doctor’s appointment is on | @D

I do / do not have ablgod glucose monitor. List name of meter here:
g Y Oue tovdn (ev o

2,0



Progress Tracking Form
Patient Name DOB
l Class1 Class 2 Class 3 Class 4 Class 5
Date P 3
\ 3/?/22. 3 /o 5/,5 /1y /1/\ |
Class Topic *see below 3,5 '
| 35 5% | M35 I
Weight 25 s | e s g s 212 fes- | Ao¥ '™
2\0 210 2\0 - W
Blood Pressure M
104 _ 1a8/74
[ 13650 132/ 8 ) ]
Aic/date Gx) (/) (%, s 3]
ER 9 149 y 7.9 ERL
' i
Individual or Individual b At duenl Indsadosed lndtdnd | ik
Group
Session Time 1 he 1L e 1L e 1 he 1 W
Attheend of Class
5, which selfcares
- were achieved?
— Cao courting/
@\) #1 Monitoring, 2 Coping, 3 Healthy Eating, 4 Being Active, 5 Medications, 6 Problem Solving, 7 Reducing Risks \adhey 2

—Md wvoapgavent

81 CamScanne

==



Patient Name ! g Progress Tracking Form

DOB
Class 6 Class 7 Class 8 Class 9 Class 10
Date
3 3 3
/s | Phs | Phe | T3 1Y)
Class Topic *see below
. 3,61 F Y 5)6 3% 6 Ll’ 354,85
Weight 205 [bs 203 s | 9,9 lbs. Q05 Ibs: Qo4 ™5
Blood Pressure | 130 /80 134 /44 8BS L 257 132 /50
Aic/date 4 9 (“/l/a;] ? g' ( ”Vu) ! __} (3/'hD) 7 ($/t)22) (3//5))
FSBG o "o \lo )
(o) i 2l & pume sk lbgmam— . 5
Individual or
Group - el | Anddidiaal | (ot | fegoaidind | foodlioind
Session Time e 1 e 1 4 e A e
S
==
—_—

Q)\) i@nﬂonng,z Coping, 3 Healthy Eating, 4 Being Active, 5 Medications, 6 Problem Solving, 7 Reducing Risks

CamScanne



Pharmacy: Diabetes Education Center

March 8,2022

Attention _, NP

Re: Follow up to Referral for Diabetes Self-Management Education

Patient Name GREEED DO TR

This letter is to update your patient was seen and evaluated on 03/08/2022. Thank
you for the referral and order that you authorized. After initial consultation with
the patient, the following items will be focused on in educating this patient
specifically:

1. Carbohydrate counting

2. Healthy meal prep/managingcarb cravings

3. Incorporating a regular physical activity routine

In addition to this focus, we will begin this patient’s education in our small group
classes this month, which will further provide a general education covering the
seven self-care behaviors including eating healthy, being active, monitoring, taking
medication, problem solving, healthy coping, and reducingrisks. I will send
another follow up letter after this patient’s small group education is complete.

Please let us know if we can help with anything further.

03/08/2022
Date

Pharmacist Sign

Al O



post education

This quiz was taken ;{ l pre-education

Patient Name:_. Date: /ﬁ/ ?/ Zj/

Please circle your level of confidence on a scale from 1 (not confident) to 5 (very confident).

(coping)

Not Very
Confident Confident

/AN
I know how to check my blood sugars. (monitoring) 2 |3 |4 k f)
I know where to find the resources I need to manage my diabetes. 2 (D 4 |5

I know how to eat right as a diabetic. (healthy eating)

I know how to safely exercise. (being active)

%

I 'understand how to take my medications the right way.
(imedications)

I know what to do when I'm sick in order to appropriately manage
my diabetes (problem solving)

I know what healthcare screenings are recommended for diabetics
and how often to complete them. (reducing risks)

1. Do you know your current Mc?@r No If yes please write it

here:

2. When I first wake up my fingerstick blood sugar should be \\ 0 ‘M:I)/l[ cl \

3. Two hours after a meal my fingerstick blood sugar should be \ \ S ) — 4 &\
4. Ido / do not have a blpod glucose monitor. List name of meter here:
Pek@n b Gon

5. My next PCP Doctor’s appointment is on /éy \\\h \ ‘L/l

24



Pharmacy: Diabetes Education Center
April 1,2022

Attention: — NP

Re: Follow up to Referral for Diabetes Self-Management Education

Patient N DOB*
This letter is to update you that ten hours of diabetes education has been completed with your

patient. Thank you for the referral and order that you authorized.

Upon referral the patient presented with a history of A1C of 7.9, based on lab results your office
provided from 3/1/22 - will follow up to observe for any improvements/changes from baseline
when next A1C is taken. Patient presented weighing 210 Ibs and finished our program weighing

at 204 Ibs.

Education was focused on optimizing use of medications, carb counting, preventing diabetes-
related complications, and incorporating regular activity. The patient had a high baseline level of
knowledge about diabetes and how medications worked due to his background as a pharmacy
intern. However, his main obstacle was adherence and getting his medications/cGM supplies
since he had not seen a primary care practitioner for the past year. Other areas he needed
assistance with were dietary control (type/portion of food consumed), carb counting, and staying
active. Since starting diabetes education, he has been able to follow up with primary care and
has become more adherent to medications with the help of technology and use of
alarms/reminders. He has also become more motivated to incorporate dietary changes and
learned ways to monitor himself for safe physical activity on a regular basis.

Y4/i/2022
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Plan (This is the section to complete for new plan each year)

What change are you testing (what problem are you trying to solve)? Explain the current situation and what
you hope to change about it.

Improvement in diabetes-specific patient outcomes (such as Alc, blood pressure, or weight) before and
after a patient undergoes 10 hours of diabetes self-management education.

What do you predict will happen and why?

A patient’s diabetes-specific markers should improve (lower Alc and blood pressure) following 10 hours
of diabetes self-management education. Improvement in markers, if seen can reflect the degree to which
the patient learned and implemented lifestyle changes (dietary and physical activity) and enhanced
medication management/adherence after undergoing diabetes self-management education.

Who will be involved?

Patient will report outcome data at each class using their progress tracking form. If participating
remotely, patient will be responsible to take measurements such as blood pressure and report them
during their visit.

Program instructor will collect data initially and at the program conclusion for each patient.

If necessary, labs such as Alc will be ordered by the patient’s provider to measure for
changes/improvement.

When will the change happen and how long will it take to implement? (timeline)

We will measure for a change in outcome before and after 10 hours of diabetes self-management
education (DSME). This may take 1.5-2 months based on how quickly the patient is able to complete their
full 10 hours of education.

What resources will be needed?
¢ Blood pressure monitor {Available onsite)
¢ Labs (Phlebotomy services available onsite — can be sent out to lab)

(Note: If participating remotely, patient will need to use a home cuff to measure blood pressure. If A1C
needs to be retaken, they will need to come in-person to our facility or a local lab to get blood drawn.)

What data need to be collected and when? (timeline) - Qutcome Measures:

1. Blood pressure (initial / each class/ final) ‘ é
2. AI1C (initial / final)

Do (Complete this section as you are doing your test of change)




Carry out the change on a small scale. Collect data you identified in your plan. Explain here what you did
and how you did it.

Document observations, including any problems and unexpected findings here.

Study (Complete this section once you have completed your test of change and have your data)
Analyze the data. Did the change result in the expected outcome?

Were there implementation lessons? Summarize what was learned.

Were there any unintended consequences, surprises, successes, failures?

Act (Complete this section AFTER you have evaluated your data and are deciding what to do with the
results, i.e. next steps)

Based on what was learned from the test, select one of the following and elaborate:

0 Adapt — modify the changes and repeat PDSA cycle.

0 Adopt — consider expanding the changes in your organization.

O Abandon — change your approach and repeat PDSA cycle.
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