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Objectives

• Identify health risk behaviors for the diabetic 
population

• Learn strategies to reduce health risks and promote 
self-management in the diabetic population

• Understand the concept of Diabetes Self-
Management in the reduction and control of HbA1c
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Understanding Health Risks
• What is a risk behavior

– Actions that can potentially threaten individual 
health or the health of others

• First step

– Increase awareness of risk behaviors

• Helps reduce the disease burden of diabetes

• Helps improve quality of life 
1-https://www.healthypeople.gov/2020/topics-objectives/topic/diabetes
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Diabetes Identification

• Criteria for Diagnosis of 
Prediabetes and 
Diabetes

– A1C criteria

– Fasting plasma glucose 
(FBG), or

– 2 hour plasma glucose

– Same tests used for both 
to screen and diagnose
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Diabetes Identification
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Testing Criteria for Diabetes or 
Prediabetes in Asymptomatic Adults

• Type 2: 

– Should be considered in 
adults of any age who:
• Are overweight or obese 

(BMI ≥25 kg/m2 or ≥23 
kg/m2 in Asian 
Americans) 

• Have one or more 
additional risk factors for 
diabetes 

• Testing should begin at 
age 45 
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Additional Risk Factors

• Physical inactivity

• First-degree relative with diabetes

• History of CVD

• High-risk race/ethnicity

– (e.g., African American, Latino, Native American, Asian 
American, Pacific Islander)

• Hypertension 

– ≥140/90 mmHg or on therapy for hypertension
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Additional Risk Factors
• HDL cholesterol level:

– < 40 mg/dL for men

– <50 mg/dL for women

– and/or a triglyceride level >150 mg/dL (1.7 mmol/L)

• Women:

– Polycystic ovary syndrome

– Diagnosed with Gestational Diabetes 

• A1≥5.7%, IGT, or IFG on previous testing

• Other clinical conditions associated with insulin 
resistance 

– (e.g., severe obesity, acanthosis nigricans)
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Team Care Approach
for Diabetes Management

• Can effectively help people cope with the vast array 
of complications from diabetes

• Can lower risk for:

– Microvascular complications, such as eye disease and 
kidney disease

– Macrovascular complications, such as heart disease and 
stroke

– Other diabetes complications, such as nerve damage
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Team Care Approach
for Diabetes Management

• Can lower risk by:

– Controlling ABCs
• A1C, blood pressure, cholesterol and smoking cessation

– Following an individualized meal plan

– Engaging in regular physical activity

– Avoiding tobacco use

– Taking medicines as prescribed

– Coping effectively with the demands of a complex chronic 
disease
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Team Care Approach
for Diabetes Management

• Patients who increase effective behavioral 
interventions and treatments can prevent or delay 
progression to:
– Kidney failure
– Vision loss
– Nerve damage
– Lower-extremity amputation
– Cardiovascular disease 

• Can lead to: 
– Increased patient satisfaction with care
– Better quality of life
– Improved health outcomes
– Lower health care costs
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AADE7™ Self-Care Behaviors: 
The Core of DSME Programs
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Definitions

• Self-management:

– An active, ongoing process that changes as the person’s 
needs, priorities, and situations change 

• Diabetes Self-Management Education (DSME):

– An ongoing process to facilitate a person’s knowledge, skill 
and ability for self-care

– Incorporates needs, goals and life experiences of the 
person with diabetes

– Guided by evidence-based standards 
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Definitions

• Support informed and shared decision-making, self-
care behaviors, problem solving and active 
collaboration with the health care team to improve 
clinical outcomes, health status and quality of life

• Diabetes educators and others in the team can help 
people living with or at risk for diabetes
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Purpose

• Understand diabetes disease process and risks and 
benefits of treatment options

• Incorporate healthy eating behaviors into lifestyle

• Incorporate physical activity into lifestyle

• Understand how to use medications safely and 
effectively

• Perform self-monitoring of blood pressure when 
prescribed

• Understand self-management needs during illness or 
medical procedures
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Purpose

• Perform self-monitoring of blood glucose when 
prescribed

• Demonstrate how to interpret and use results for 
self-management decision making

• Understand how to prevent, detect and treat high 
and low blood glucose

• Prevent, detect and treat chronic diabetes 
complications

• Develop personal strategies to address psychosocial 
issues and concerns

• Develop personal strategies to promote health and 
behavior change
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Importance of Referrals to DSME

• Patients may show compliance challenges 
after a diabetes diagnosis 

• Referring to DSME can help patients:

– Understand disease

– Develop motivation to self-manage

– Comply with healthcare providers’ advice and 
instruction
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Common Compliance Challenges

• Medication

– 77% of patients with diabetes take insulin as prescribed 

– 85% take other medications as prescribed

• Monitoring

– Fewer than half (45%) monitor blood glucose as told

• Exercise and weight loss 

– Only 24 - 27% of patients follow instructions closely
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Why refer to DSME?

• DSME promotes quality education for people with 
diabetes

– ADA endorses the National Standards for Diabetes Self-
Management Education and Support as the basis for ADA 
recognition 

– AADE Accreditation Program based on the National 
Standards 

– Both certifying bodies recognize DSME as a collaborative 
process to gain the skills and knowledge needed to modify 
behavior and successfully manage the disease and its 
related conditions
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Why refer to DSME?

▪ Referring to a diabetes educator and supporting 
interaction with provider follow-up ensures better 
outcomes for patient (i.e. HbA1c reduction) 

▪ Incorporating reminders and follow-up procedures 
can dramatically increase likelihood that patients will 
attend and complete self-management education, 
gain access to critical information, and have support 
throughout the course of disease
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Algorithm of Care

• Provides an 
evidence-based 
depiction of when 
to identify and refer 
individuals to DSME 

• Defines four critical 
time points for 
delivery and key 
information on the 
self-management 
skills necessary at 
each time
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Algorithm of Care



28

Algorithm of Care



Everyone with Diabetes Counts (EDC) 

• National initiative 

• Part of a five-year contract with CMS

• Aims to improve health outcomes and reduce issues 
of health disparities among people with diabetes

• Help clinicians, providers, practices, community 
partners and stakeholders build and support 
infrastructures that provide access to interactive, 
evidence-based DSME 
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DSME through 
Everyone with Diabetes Counts (EDC) 
• DSME supports informed decision-making, self-care 

behaviors, problem-solving and active collaboration with the 
healthcare team to improve clinical outcomes, health status 
and quality of life

• Trained educators and local community volunteers offer DSME 
throughout the country by using two different models:
– Diabetes Empowerment Education Program (DEEP)  

– Diabetes Self-Management Program (DSMP) (originally developed at 
Stanford University School of Medicine)

• DEEP and DSMP incorporate the needs, goals and life 
experiences of the person with diabetes and are guided by 
evidenced-based standards
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What will participants learn?

• How to self-manage diabetes for a better quality of life 

• How to understand diabetes and its risks

• The importance of:
– Diet

– Exercise

– Keeping regular physician exams

– Receiving annual foot and eye exams

– Managing medications

– Much more 

• Overall, EDC teaches participants how to live healthier and 
have a better quality of life
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Teaching Tools
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Questions?



Resources
1. https://www.healthypeople.gov/2020/topics-

objectives/topic/diabetes

2. http://clinical.diabetesjournals.org/content/33/2/97

3. https://www.cdc.gov/diabetes/ndep/pdfs/ppod-guide-
team-care-approach.pdf

4. American Diabetes Association/American Association of 
Diabetes Educators National Standards

5. Standards of Practice and Standards of Professional 
Performance for Registered Dietitians (Generalist, Specialty, 
and Advanced) in Diabetes Care

6. Cochran J, Conn VS. Meta-analysis of quality of life outcomes 
following diabetes self-management training. Diabetes Educ. 
2008;34:815–23.
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Contact

Natalie Tappe, RN, MSN
Network Task Lead

Quality Insights
(304) 346-9864 ext. 3226

ntappe@qualityinsights.org
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Upcoming Webinars

Register Now:

www.NJHCQI.org/GPTNwebinar_Pliner

8/18/17 12:00 PM – 1:00 PM EST

“Advance Care Planning”

Dr. Lillian Pliner

VITAS

http://www.njhcqi.org/GPTNwebinar_Pliner


Contact

Tyla Housman

Senior Director

thousman@njhcqi.org

http://www.njhcqi.org/
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