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INTRODUCTION TO DSMES

% DSMES

Diabetes Self-Management
Education and Support



Overall Burden of Diabetes

1,2,15

Health, social, and economic burden in the United States
o 8" leading cause of death

o 38.4 million Americans have diabetes
= (22.8% of adults who have diabetes are undiagnosed)

o 1.2 million American are diagnosed with diabetes each year
o Asof 2022, diabetes costs the United States $413 billion annually

o Individuals with diabetes are at an increased risk for major health
complications including, but not limited to a variety of micro- and
macrovascular related conditions such as nervous system damage, renal
disease, cardiovascular conditions, osteoporosis, blindness, Alzheimer’s
Disease and dementia

DSMES: Proven Benefits'?

Diabetes Self-Management Education and Support (DSMES): an evidence-based
cost-effective tool and service proven to help improve health behaviors and
outcomes, while preventing or delaying the progression of diabetes-related
complications, encouraging long-term lifestyle behavior change (i.e. physical
activity, nutrition/eating patterns), increasing quality of life, and decreasing diabetes-
related depression through healthy coping skills

o Provides diabetes patients with the knowledge, skills, and confidence to
accept responsibility for their self-management and sustain self-management
behaviors and strategies that are implemented through DSMES interventions

Reduces hospital admissions and readmissions, as well as lifetime healthcare costs,
due to the decreased risk in diabetes-related complications

Type 2 diabetes patients who received DSMES achieved statistically significant
decreases in hemoglobin A1C (average decrease of 0.57 to 1%), compared to those

who did not receive DSMES

Improvements in lipid profiles, weight, and blood pressure are also noted



e Implementing DSMES services in a community pharmacy setting is ideal as patients
with diabetes see a pharmacist 7 times more than they see a primary care physician

e On average, patients with diabetes visit their treating provider 2 to 4 times per year
(average appointment lasting 15 to 20 minutes); thus patients spend < 1% of their life
with their healthcare professionals

o Emphasizes the importance of decreasing gaps in availability and increasing
access to DSMES services

ADA Recognition and ADCES Accreditation®'

e The American Diabetes Association (ADA) and the Association of Diabetes Care and
Education Specialists (ADCES) are two organizations dedicated to preventing and
curing diabetes and improving the lives of those affected by diabetes. Both
organizations are authorized by the Centers for Medicare and Medicaid Services to
accredit entities that offer DSMT for Medicare beneficiaries.

e ADCES accreditation or ADA recognition is required be able to bill for services offered
to Medicare beneficiaries with diabetes.

ADCES DSMES Accreditation and ADA DSMES Recognition?'

ADCES DSMES Accreditation and ADA DSMES Recognition

ADCES ADA

Program Title Diabetes Education Accreditation Education Recognition Program (ERP)
Program (DEAP)

Guiding Standard National Standards for DSMES National Standards for DSMES

Cost - Firstsite: $1,100 - Firstside: $1,100
- Branch locations: $100 per location | - Expansion sites: Free (can add

- Community sites: Free unlimited sites)
- Same fee structure for renewal Multi-sites: $100 per site (can add
unlimited sites)
- Same fee structure for renewal
Initial Application - Complete online application - Contact ADA to be set up in the
- Upload supporting documentation application portal
- Complete a telephone interview Complete the online new service
application
- Submit supporting documentation
Complete the renewal application

Process

Submit an online re-accreditation

Renewal Application

application - Paythe renewal fee
- Paythe re-accreditation fee - Submit supporting documentation
- Upload supporting documentation
Renewal Time Period  Every4years Every 4 years

Accreditation and recognition processes are designed to ensure that DSMES providers offer high-quality
care to participants and are aligned with population health goals
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https://www.adces.org/practice/diabetes-education-accreditation-program
https://www.adces.org/practice/diabetes-education-accreditation-program
https://professional.diabetes.org/education-recognition-program

Disparities in DSMES Availability'~

e ADA-recognized or ADCES-accredited DSMES programs are offered in 56% of

counties across the Unites States, yet 62% of rural counties do not have a DSMES
service in place

e Inthe U.S., <5% of Medicare beneficiaries with diabetes and < 6.8% of privately
insured individuals with diabetes have participated in DSMES services

' Site Index | Diabetes Self-Management Education and Support (DSMES) Toolkit | CDC

22022 National Standards for Diabetes Self-Management Education and Support | Diabetes Care | American
Diabetes Association (diabetesjournals.org)

2'DSMES Pharmacy Billing Playbook (cdc.gov)



https://www.cdc.gov/diabetes-toolkit/site.html
https://diabetesjournals.org/care/article/45/2/484/140905/2022-National-Standards-for-Diabetes-Self
https://diabetesjournals.org/care/article/45/2/484/140905/2022-National-Standards-for-Diabetes-Self
https://www.cdc.gov/diabetes-toolkit/media/pdfs/2024/05/DSMES-Pharmacy-Billing-Playbook-v5-FINAL.pdf

Process Map: Step-by-Step Approach

Implementing DSMES Services in a Community Pharmacy Setting

DSMES service is implemented in community pharmacy setting, aligned with 2022 National Standards
for DSMES

!

DSMES Team must track & report outcomes (changes in A1C, weight, blood pressure);
importance of data collection must be continually emphasized

!

Pharmacy markets the service to patients & providers within the community, being mindful of
relevant barriers

!

Treating provider (physician, NP, PA) submits referral referring eligible patients to local
pharmacy offering the service

!

Once 1 -6 months of initial cycle of service is complete, apply for ADA Education Recognition or
ADCES Accreditation

!

Application review process takes up to 30 days; Quality Coordinator will be notified via email
regarding approval or need for additional documents

!

Pharmacy can begin billing for the provided service once application is approved

!

ERP Annual Status Report must be completed during anniversary month of ADA recognition;
ADA ERP recognition renewal required every 4 years

!

Maintain service sustainability/continue marketing services

!

Evaluate data collected thus far; consider publication

7



2022 NATIONAL STANDARDS
FOR DSMES




v Team will seek leadership v Chosen target population should v Will implement collaborative

support from sponsor be evaluated to determine, DSMES services: =1 quality

organization (will provide develop, & enhance the resources, coordinator (oversees effective

gmdance & support for. semces design, & delivery methods that implementation, evaluation,

s align with the target populations’ tracking, & repurtmg of
needs & preferenc ),

A curriculum will be utilized to Each person’s DSMES will be v Ongoing CQI strategies will be in
guide evidence-based content; unique and based on the person’s place to measure the impact of the
team will have knowledge of concerns, needs, & priorities services

emerging evidence, advances in

- partofa DSMES assessment

collaboratively determined as

v Systematlc evaluauon of the

’Refer to Appendix (The 2022 National Standards for DSMES) for a complete list of criteria for each standard. The National Standards are the
basis for recognition by the American Diabetes Association (ADA) & accreditation by the Association of Diabetes Care and Education Specialist
(ADCES); the Standards also serve as a guide for the DSMES & insurand® providers to ensure patients with diabetes receive DSMES services
that are evidence based and up to date.



REIMBURSEMENT & REFERRAL
REQUIREMENTS




DSMES Billing'34516:20

Although pharmacists may not directly bill The Centers for Medicare and Medicaid Services
(CMS) for the provision of diabetes self-management training (DSMT), a pharmacy thatis a
Medicare Part B provider may bill CMS for these services.

e DSMT services must have achieved recognition by the American Diabetes
Association (ADA) or accreditation from the Association of Diabetes Care &
Education Specialists (ADCES)

e The DSMT provider (the pharmacy) is considered the sponsoring organization
o Must obtain a National Provider Identifier (NPI) number

o Ifthe sponsoring organization is new to Medicare, CMS Form 855B must be
submitted to the regional Medicare Administrative Contractors (MAC); a copy
of the certificate of ADA recognition or ADCES accreditation must be
submitted to the local MAC

o The sponsoring organization must enroll as a Medicare Part B provider (even if
they are already enrolled as Medicare suppliers) to bill for the DSMT benefit

e Medicare Part B covers initial and follow-up outpatient DSMT

o Initial DSMT
= Ae-referral or write referral form is required from the beneficiary’s
treating diabetes provider (physician, or qualified non-physician
practitioner —i.e. nurse practitioner, physician assistant, clinical nurse
specialist; must be an active Medicare provider or in opt out status);
refer to ADA website for “ADA Sample Referral Form” & “ADA Short
Sample Referral Form;” form must indicate:
e Date
e Beneficiary’s name
e Diagnosis or ICD-10 diagnosis code
e Needfor DSMT
e |[fDSMTis to be group or individual
o Ifall hours are indicated to be individual, = 1 of the 3
conditions allowing for individual DSMT must be
mentioned
o Quantity of initial DSMT hours to be furnished (£ 10 hours)
e The topicsto be taught
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e Referring provider’s signature (not stamped, but e-signature in
the EHR is acceptable) and NPl number
= Confirm beneficiary has not received any initial DSMT in the past; inform
beneficiary that 10 hours of initial DSMT must be completed within 12
consecutive months starting with the first date of service to allow for
billing for Medicare payment

e Ifthe beneficiary has already received initial DSMT paid by
another health insurance company, beneficiary is still eligible to
receive Medicare benefit of 10 hours of initial DSMT

e Tocheckif beneficiary has received initial DSMT through
Medicare in the past:
https://www.cms.gov/files/document/mIn8816413-checking-
medicare-eligibility.pdf

= 1 hour of individual DSMT is payable during the initial provision of DSMT;
however, the remaining 9 hours must be furnished as group services
unless 1 of 3 conditions are fulfilled:

e No DSMT group class is available for = 2 months from the referral
date

e Thereferring provider indicates on the referral that the beneficiary
has = 1 barrier to group learning (i.e. non-ambulatory, reduced
vision, hearing and/or cognition; language barrier)

e Thereferring provider indicates on the referral that the beneficiary
needs additional insulin training

o DSMT Follow-up

= Meeting a particular condition for furnishing individual follow-up is not
required; referral form must be submitted indicating:
e Date
e Beneficiary’s name
e Diagnosis or ICD-10 diagnosis code
e Need for DSMT
e Referring provider’s signature (not stamped, but e-signature in
the EHR is acceptable) and NPl number
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= Following the initial DSMT intervention, 2 hours are allowed for DSMT
follow-up

= 2 hours of follow-up annually can be furnished on a calendar year basis
e There are specific Medicare time frames for follow-up DSMT

o The ADA, ADCES, and the Academy of Nutrition and Dietetics developed the
“DSMES Algorithm Action Steps,” an evidence-based approach that indicates
4 instances when referral to DSMES services is crucial (see Appendix)
= Atdiagnosis
= During annual assessment
= When a person with diabetes has new complicating factors
= Upon transitions in care

Confirm that DSMT billing procedure codes are entered into the billing system’s
charge master; procedure codes required by Medicare for the DSMT claim are G0108
and GO109

o 10initial DSMT hours and 2 hours of DSMT follow-up are to be furnished in
increments of = 30 minutes, face to face

o GO0108 - DSMT, individual, per 30 minutes
o G0109-DSMT, group (= 2), per 30 minutes

o Only 3 hours of G0O108 and 6 hours of GO109 can be billed on the same
day/same patient

o Billing Rates:
= GO0108 - Individual DSMES (per 30 minutes): $59.56
= G0109 - Group DSMES (2 or more) (per 30 minutes): $17.25
» 97802 - Individual Initial MNT (per 15 minutes): $40.47
» 97803 - Individual Follow Up MNT (per 15 minutes): $35.31
= State-specific fee schedules can be found on the CMS website:
http://www.cms.gov/apps/physician-fee-schedule/overview.aspx

DSMT Telehealth Services
o Recognized and/or accredited pharmacies can provide Telehealth DSMT

services that can be billed for DSMT telehealth services regardless of the
provider type furnishing the service

13


http://www.cms.gov/apps/physician-fee-schedule/overview.aspx

= Per CMS, providers must report the POS code that would have been
reported had the services been provided in person (i.e. POS 11 modifier,
not POS 02 modifier) as well as the 95 modifier

= Medicare pays the same amount for telehealth services as it would if the
service were furnished in person

= Telehealth options include videoconferencing, telephone, and texting

e Medi-Cal

o Please refer to MTM-Services (ca.gov) for services covered by DHCS Medi-Cal
MTM program.

o DHCS Medi-Cal MTM Application: DHCS-6502-MTM-Application.pdf

o Medi-Cal MTM Program manual and requirements for billing, documentation:
mtmserv.pdf (ca.gov)

Marketing & Sustainability of DSMES Services' %>

e ltisveryimportant to establish a referral network.
o Helps facilitate the establishment and growth of the program
o Leadsto consistent patient referrals and patient graduations
o Encourages the patient to further be a champion of their health

e Creating and updating promotional materials (i.e. website, handouts, quarterly
newsletters, social media accounts, brochures, flyers)
o See Appendix for sample flyer
o Serve as routes of educating and empowering providers and patients with
diabetes regarding availability and benefits of DSMES services; may encourage
patients to seek referrals from their providers

'Site Index | Diabetes Self-Management Education and Support (DSMES) Toolkit | CDC

SDSMT services may continue to be provided via telehealth (adces.org)

“Diabetes Education-DSMES (adces.org)

SReferral Process | Diabetes Self-Management Education and Support (DSMES) Toolkit | CDC

SEducation Recognition Program | American Diabetes Association

8 DSMES Post COVID-19 Updated 5/11/23 | American Diabetes Association

20patient Success With DSMES Through Telehealth | Diabetes Self-Management Education and Support
(DSMES) Toolkit | CDC

22Establishing a Referral Network | Diabetes Self-Management Education and Support (DSMES) Toolkit | CDC
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https://www.dhcs.ca.gov/provgovpart/pharmacy/Pages/MTM-Services.aspx
https://www.dhcs.ca.gov/provgovpart/pharmacy/Documents/DHCS-6502-MTM-Application.pdf
https://mcweb.apps.prd.cammis.medi-cal.ca.gov/assets/4671E3CF-62A5-4BB9-8040-069C92A2B4E0/mtmserv.pdf?access_token=6UyVkRRfByXTZEWIh8j8QaYylPyP5ULO
https://www.cdc.gov/diabetes-toolkit/site.html
https://www.adces.org/perspectives-on-diabetes-care/adces-perspectives-on-diabetes-care/2023/10/03/dsmt-services-may-continue-to-be-provided-via-telehealth
https://www.adces.org/diabetes-education-dsmes
https://www.cdc.gov/diabetes-toolkit/php/patient-referral-process/referral-process.html?CDC_AAref_Val=https://www.cdc.gov/diabetes/dsmes-toolkit/referrals-participation/referral-process.html
https://professional.diabetes.org/education-recognition-program
https://professional.diabetes.org/education-recognition-program/dsmes-post-covid-19-updated-51123
https://www.cdc.gov/diabetes-toolkit/php/telehealth-success-story/index.html
https://www.cdc.gov/diabetes-toolkit/php/telehealth-success-story/index.html
https://www.cdc.gov/diabetes-toolkit/php/patient-referral-process/referral-network.html#cdc_generic_section_3-build-partnerships

WHAT ABOUT BARRIERS?
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Potential Barriers

7,8,17

e Programmatic barriers to initiating or sustaining DSMES services

o

©)
@)
@)

Limited providers and support from providers in the areas of the service
Low reimbursement rates

Sustaining sufficient volume of participants, such as in rural populations
Administrative challenges in regards to remaining in compliance with ADA
recognition standards as well as marketing the service

e Provider-level barriers to referral

O

Providers may not be aware of the importance of DSMES, availability locally,
and the referral process

Provider may be concerned of out-of-pocket costs

Lack of relationship between the provider and pharmacies offering the service

e Tipsfor engaging providers:
o Referto Appendix for ADCES Sample Provider Letter

= Explain the benefits of the service, such as the fact that providers can
focus more on the clinical management of the patient’s condition while
educators within the DSMES service can focus on the education
EHR capabilities can help providers identify their patients with diabetes, who
may benefit from the service, and increase referrals based on high A1Cs
Establish relationship with providers: Providers can be a treating physician,
physician assistant, nurse practitioner, or advanced NP
= Specialty providers may not make direct referrals, but can increase
interest in DSMES services
= Area Agencies on Aging (AAAs) can provide referral assistance
Community outreach can help promote DSMES programs
Marketing materials are available online for public distribution (DSMES
Promotion Playbook Resources | Diabetes Self-Management Education and

Support (DSMES) Toolkit | CDC), such as the one below:

Learn ways Py f =1
to manage Mg o i&,

diabetes that
fit YOUR life. o i
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https://www.cdc.gov/diabetes-toolkit/php/marketing-resources/?CDC_AAref_Val=https://www.cdc.gov/diabetes/dsmes-toolkit/marketing/index.html
https://www.cdc.gov/diabetes-toolkit/php/marketing-resources/?CDC_AAref_Val=https://www.cdc.gov/diabetes/dsmes-toolkit/marketing/index.html
https://www.cdc.gov/diabetes-toolkit/php/marketing-resources/?CDC_AAref_Val=https://www.cdc.gov/diabetes/dsmes-toolkit/marketing/index.html

e Individual barriers to access and participation
o May not be aware of the availability and benefits of the services
Financial resources in relation to purchasing healthy food options
May not have access, such asin rural areas
Classes that are not offered on weekends or evenings may be inconvenient
May not be willing to participate in group classes
Insurance, transportation, childcare issues
Lack of family support or language and literacy-related needs
Access to safe places to exercise

0 O O O O O O

e Tipsfor overcoming mentioned barriers:

o Local health department can offer free cooking or exercise classes

o Work with language interpreters and/or integrate bilingual educators in the
team, offer educational materials in preferred language

o Teach patients about affordable healthy food options

o Use plain language and visual to help participants comprehend content, such
as showing the amount of sugarin 1 soda

o Avoid recommending that the participant eliminate foods that are central to
his/her culture

e Search tools to locate local DSMES services:
o https://professional.diabetes.org/erp_list_zip
o http://publichealth.lacounty.gov/diabetes/management/dsmesprogram.htm
o 1-800-DIABETES (800-342-2383)

Underserved Communities’:?

e Prevalence of diagnosed diabetes in the U.S.
o American Indian/Alaska Native: 15.1%
Non-Hispanic Black: 12.7%
Hispanic ethnicity: 12.1%
Asian: 8%
Non-Hispanic White: 7.4%
Adults with less than a high school education: 12.6%
Adults with a high school education: 9.5%
Adults with more than a high school education: 7.2%
®» Those with low socioeconomic status are affected at
disproportionately increased rate

0O 0O 0O o0 0O O O
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https://professional.diabetes.org/erp_list_zip
http://publichealth.lacounty.gov/diabetes/management/dsmesprogram.htm

e Ethnic and racial minorities are at an increased risk of developing diabetes
related complications (retinopathy, end-stage renal disease, depression)
o Patients with diabetes and comorbid depression have less adherence to
self-management behaviors than those without depression
o Non-Hispanic Black and Hispanic Americans have A1C values that are
0.6% higher than non-Hispanic Whites

e Referto Appendix for:
o ADA DSMES Support Plan
= Compilation of local resources on emotional health, nutrition,
physical activity, smoking cessation, support groups, etc.
o ADCES Sample Provider Letter
o CDC Intervention Tailoring Worksheet

DSMES Survey Results From LA County Pharmacies

In collaboration with the Los Angeles County Department of Public Health, the California
Right Meds Collaborative disseminated a survey to pharmacies in LA to gauge experience
with and interest in implementing DSMES services in their pharmacies. An excerpt of the

results is below:

Key Findings .

Facilitators and barriers to implementing DSMES:
Among pharmacies interested in offering DSMES,

Pharmacy characteristics: Most pharmacies
(61.5%, or 8/13) reported that more than half of
the patients at their pharmacy site were 65 years
or older and have multiple chronic conditions.

Pharmacy interest in diabetes programming:
Nearly half of pharmacies (46.2%, or 6/13) reported
being interested and ready to offer either DSMES
or the National DPP.

half (50.0%, or 3/6) reported leadership buy-in and
sufficient staffing as potential facilitators. Most
(83.3%, or 5/6) reported billing and/or
reimbursement and a low return on investment as
potential challenges.

Facilitators and barriers to implementing the
National DPP: Among pharmacies interested in
offering the National DPF, half (50.0%, or 3/6)
reported leadership buy-in and sufficient staffing as

Few pharmacies currently offer any diabetes
programming.

potential facilitators. All (100%, or 6/6) reported
billing and/or reimbursement as the key challenge.

Complementary diabetes + Need for technical assistance (TA), resources, and

support program

DSMES

National DPP

W Offers the program M Does not offer

18

trainings on diabetes programming: Almost all
pharmacies would like TA, resources, and/or
trainings on billing and/or reimbursement for
DSMES (84.6%, or 11/13) or the National DPP
(92.3%, or 12/13).

Assessing and addressing social needs among
patients: Most pharmacies (61.5%, or 8/13) do not
currently assess for social needs among their
patient population.



Case Study: Experience of 3 LA County Pharmacies Providing DSMES

In 2024, the California Right Meds Collaborative, an initiative of University of Southern
California Mann School of Pharmacy, met with three LA county community pharmacies who
have had experience providing DSMES services in the past. The experiences of these
pharmacies ranged in terms of when they provided the services — some are actively
providing services, while others provided services years ago, but stopped due to
programmatic setbacks. Major challenges included:

e Attaining physician buy-in for the program to receive patient referrals

e Costof implementation

e Billing

e Time commitment the program required

Since some of the pharmacies provided DSMES services 5+ years ago, many systematic
updates to the program have been made. Two major updates in implementation that have
been recently enacted are: (1) The potential for community health workers (CHW)
involvement, and (2) The use of telehealth communication to ease some of the burden of in-
person sessions/coordination. These updates are tremendously helpful, since CHWs are
very effective at engaging the local community and telehealth allows for greater flexibility for
patients interested in DSMES. As updates and policy changes continue to refine
implementation of DSMES and National DPP services in pharmacies, an optimal model of
implementation is constantly evolving.

’How to Increase Referrals and Overcome Barriers to Participation | Diabetes Self-Management Education
and Support (DSMES) Toolkit | CDC

8Establishing a Referral Network | Diabetes Self-Management Education and Support (DSMES) Toolkit | CDC

”DSMES Promotion Playbook Resources | Diabetes Self-Management Education and Support (DSMES)
Toolkit | CDC
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https://www.cdc.gov/diabetes-toolkit/php/patient-referral-process/index.html
https://www.cdc.gov/diabetes-toolkit/php/patient-referral-process/index.html
https://www.cdc.gov/diabetes-toolkit/php/patient-referral-process/referral-network.html?CDC_AAref_Val=https://www.cdc.gov/diabetes/dsmes-toolkit/referrals-participation/establishing-referral-network.html
https://www.cdc.gov/diabetes-toolkit/php/marketing-resources/?CDC_AAref_Val=https://www.cdc.gov/diabetes/dsmes-toolkit/marketing/index.html
https://www.cdc.gov/diabetes-toolkit/php/marketing-resources/?CDC_AAref_Val=https://www.cdc.gov/diabetes/dsmes-toolkit/marketing/index.html

CDC’S NATIONAL DIABETES
PREVENTION PROGRAM

NATIONAL

DIABETES

PREVENTION
PROGRAM



Increasing Burden of Prediabetes®'%'"21314

¢ [n addition to the overall burden of diabetes (see “Introduction to DSMES”), there is
anincreasing burden of prediabetes in the U.S.
o 96 million adults in the U.S. have prediabetes

What is National DPP?

e Year-long program, 22 total sessions (16 weekly sessions during the first 6 months
and 6 monthly sessions during the second 6 months)

e This graphic below outlines the eligibility requirements for National DPP:
TO JOIN CDC’S NATIONAL DPP* LIFESTYLE CHANGE PROGRAM:

Meet ALL of these
2 18+8 AnD 9 AND @ AND
18 YEARS OVERWEIGHT NOT DIAGNOSED NOT
OR OLDER WITHTIOR T2 CURRENTLY
DIABETES PREGNANT

D PN Meet ONE of these
o i
DIAGNOSED PREVIOUSLY HIGH=-RISK RESULT
WITH DIAGNOSED WITH ON PREDIABETES
PREDIABETES GESTATIONAL RISK TEST

DIABETES WWW.CDC.GOV/PREDIABETES/RISKTEST

* NATIONAL DIABETES PREVENTION PROGRAM

National DPP: Proven Benefits®'%'" 121314

e The National DPP was created in 2010 to address this burden; a CDC-recognized
evidence-based lifestyle change program designed to prevent or delay the onset of
type 2 diabetes in those at risk

o Focuses on healthy eating, physical activity, development of coping skills

e Participants who lost 5-7% of their body weight and added 150 minutes of exercise
per week, reduced their risk of developing type 2 diabetes by 58% (71% for people
over 60 years old) over 3 years



o Participants who attended 12 of 24 sessions, lost an average of 4.2 lbs. over a
~17 weeks, increased HDL levels by 1.75 mg/dl
o 50% of weight loss persisted after 5 years

e Participants who participate in National DPP decrease their 10-year risk of
developing type 2 diabetes by 33%

e Results from large National DPP clinical studies have proven similar results as
mentioned
o Da Qing Diabetes Prevention Study
o Finnish Diabetes Prevention Study (DPS)
o U.S. Diabetes Prevention Program Outcomes Study (DPPOS)

e National DPP interventions have demonstrated cost-effectiveness; can be
embedded within value-based care and payment models, covered by Medicare
(“Medicare DPP”)

Medicare Diabetes Prevention Program (MDPP)>*2%%

e The Medicare Diabetes Prevention Program (MDPP) aims to prevent type 2 diabetes
in high risk individuals who are Medicare patients
o Organizations can become MDPP suppliers, that furnish healthcare services
under Medicare

Medicare Diabetes Prevention Program (MDPP)

Opportunity for Eligible Organizations to Get Involved

Become an MDPP Supplier

Recruit and Train MDPP Coaches
Scholarships are available to help train coaches that
serve underserved or high-need populations. See the

CDC National DPP Customer Service Center for more
information.

Achieve CDC Recognition
Some organizations can be fast-tracked to preliminary
CDC recognition, allowing them to apply to enroll as

MDPP suppliers. See the CDC National DPP Customer
Service Center for more information.

What is the Medicare Diabetes Prevention Program?

The Medicare Diabetes Prevention Program (MDPP) is a lifestyle change program
that aims to prevent the onset of type 2 diabetes among Medicare patients at
high risk of developing diabetes. MDPP provides practical training in long-term
dietary change, increased physical activity, and behavior change strategies for
weight loss. The 2012-2015 DPP model test showed that participation in the
program reduced per-person spending and improved participant health.?

What are the benefits?

Payment, savings, quality, and community impact

Receive payments for furnishing 22 MDPP sessions over 12 months and
for helping participants achieve and maintain weight loss.
« National Association of Chronic Disease Directors (NACDD) developed a

Enroll as an MDPP supplier
Apply online via PECOS or via the CMS5-20134 paper

the MDPP Revenue Projection Tool to help suppliers understand their
potential participant pool and revenue in a specific geographic area.

Help reduce health care costs in your community through value-based
care, weight loss, and improved population health.
* DPP can decrease the risk of type 2 diabetes in individuals with
prediabetes by 58%, and by 71% among those aged 60 and older.?

\‘ Advance health equity priorities by reaching underserved or high-need

populations in your community.

+ To increase flexibility for participants, suppliers may offer MDPP
services in person, via distance learning, or a combination of both
(hybrid).

Tfﬂ' Empower individuals with increased risk to take action to improve their
W+
]

health by giving them the tools they need to make lifestyle changes.
+ Support individuals with prediabetes to form new habits that promote
healthier eating, stress reduction, and increased physical activity.
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application. PECOS is recommended for faster
processing. See the Enrollment Preparation Guide for
more information.

Partner with an MDPP Supplier

Join a CDC Umbrella Hub Arrangement (UHA)
Organizations that want to deliver MDPP but don’t
have the administrative capacity should consider
partnerships which allow organizations to share CDC
recognition status, manage referrals, and streamline
billing. See the CDC UHA for one potential option.

Promote awareness of MDPP

Refer patients, friends, or family with a high risk of
developing type 2 diabetes to join MDPP. Find MDPP
suppliers in your area using the MDPP supplier map.



e The following steps to become a supplier are outlined below and available in full
detail here: PowerPoint Presentation (cms.gov) and Salesforce (this ladder link also
provides detailed information about MDPP billing on page 14)

1. Obtain or Verify NPl and Taxonomy Code
2. Confirm MDPP Supplier Eligibility
3. Enrollas an MDPP Supplier and Obtain the Correct PTAN

Diabetes Prevention Recognition Program (DPRP) Process®'%'"113.14.23

e DPRP main objectives are to ensure program quality by recognized organizations or
providers and to give standardized operating procedures for providers.

e Pharmacists and members of the pharmacy workforce (including technicians,
students, and community health workers) are able to participate in a National DPP
program as they are in contact and accessible to people at high risk of developing
type 2 diabetes. Through a National DPP program, pharmacy staff could help
patients by:

o Raising awareness of prediabetes and the National DPP

o Screen and test for prediabetes, as well as garnering interest and enrolling
patients into a National DPP program

o Delivery of the National DPP lifestyle change program.

e Pharmacies can apply for CDC recognition for free

e Preliminary or full recognition is required for reimbursement through most
insurances (including Medi-Cal and Medi-Cal MCPs)

e Quality assurance: CDC recognizes National DPP programs that meet certain
standards

o An approved curriculum (CDC has developed its own evidence-based
curriculum offered for free) must be in place, led by a trained lifestyle coach
(i.e. pharmacy staff members: pharmacists, pharmacy residents, pharmacy
technicians; pharmacy students can support the coach); team members must
also include a program coordinator (i.e. pharmacists)

= CDC’s PreventT2 National Diabetes Prevention Program curriculum,
Spanish version available

o Forafull overview of the 2024 DPRP standards, please reference the following

link: 2024 DPRP Standards and Operating Procedures (cdc.gov)

e Data demonstrating programs’ positive impact should be submitted every 6 months
(participant attendance, physical activity minutes, and changes in weight)
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https://www.cms.gov/priorities/innovation/Files/x/mdpp-enrollmentcl.pdf
https://nccdphp.my.salesforce.com/sfc/p/#t0000000TZNF/a/3d000002ovoh/RyyiZPEUWCMb77QqIWr_Gw.Kn3zXjoYlYGeA9bRxyFE
https://www.cdc.gov/diabetes-prevention/media/pdfs/legacy/dprp-standards.pdf

CDC’s Diabetes Prevention Impact Toolkit®'%'"1>'314

e Online tool to help employers, insurers, and/or state health departments calculate
estimates of:

Total cost of delivering a National DPP

Total health benefit resulting from the program

LY gained and QALY saved

Cost-effectiveness of the program

ROI

Information above is calculated based on values that the user submits in

relation to the target population

o https://nccd.cdc.gov/Toolkit/Diabetesimpact

O O O O O O

Billing9,10,11,12,13,14,24

e Medicare: Updated CMS Rates for Calendar Year 2024 are listed below:

Table 1. CY 2024 MDPP Payment Schedule

:_i:;:’i Payment Description™® CY 2024
G9886* Behavioral counseling for diabetes prevention, in-person, group, 60 minutes 525
GI8ET* Behavioral tuunseliné for diabetes prevention, distance Ie5rnlnE, 60 minutes 525
GI880 5 percent weight loss achieved from baseline weight 5145
G9881 9 percent wméht loss achieved from baseline weiéht 525
GIBER** Maintenance 5 percent weight loss from baseline in months 7-12 58
G9890*** | Bridge payment 525
Total Maximum Payment $768

*Medicare pays up to 22 sessions billed with codes G9886 and G887, combined, in a 12-month period:

Months 1-6: 1 in-person or distance learning session every week (max 16 sessions)

Months 7-12: 1 in-person or distance learning session every month (max 6 sessions)

** MDPP suppliers must submit claim for 5 percent weight loss (G9880) prior to submitting claims for the maintenance 5
percent Weight Loss from baseline in months 7-12 (G9888).

***Note that the bridge payment does not count towards the 22 MDPFP sessions payable in CY 2024,

o For claims billed in Calendar Year 2023 please refer to previous HCPCS G-Code for
appropriate claims processing. Programs have 12 months from the Date of Service
to submit a claim to their MACs.

e DHCS Medi-Cal billing for National DPP Services:
o Pharmacies are eligible to apply to enroll as a Fee-For-Service Medi-Cal to
provide National DPP services.
o Please see the following document for standards and criteria:
- DPP-Requirements-For-Enrollment.pdf (ca.gov)

24


https://nccd.cdc.gov/Toolkit/DiabetesImpact
https://www.dhcs.ca.gov/services/medi-cal/Documents/DPP-Requirements-For-Enrollment.pdf

e California State Medi-Cal coverage reimbursement, coding, and billing can be found
California’s State Story of Medicaid Coverage - National DPP Coverage Toolkit and is
outlined below:

Reimbursement, Coding, and Billing

Medi-Cal's HCPCS codes are intended to track a National DPP lifestyle change program participant's progress. These codes provide useful data to providers, program members, and state agencies
Medi-Cal reimburses in both the FFS and the managed care delivery systems as described below. For a Medi-Cal eligible participant in the National DPP lifestyle change program that attends all the
sessions for the two-year program and attains all the weight loss goals, the CDC-recognized organization would receive a total reimbursement of $536.

CDC-recognized organizations planning to bill Medi-Cal for reimbursement can find the required process for enrollment and reimbursement outlined in the Guide for Diabetes Prevention Providers Ne
Medi-Cal.

« Core Sessions Months 1-6:
o (G9873) 1st session attended - $20
o (G9874) 4 sessions attended - $40
o (G9875) 9 sessions attended - §72
Core Maintenance with 5% weight loss
o (G9878) 2 sessions attended in months 7-0 - §48
o (G9879) 2 sessions attended in months 10-12 - $48
Core Maintenance without 5% weight loss
o (B9876) 2 sessions attended in months 7-9 - §12
o (B9877) 2 sessions attended in months 10-12 - $12
0Ongoing Maintenance Months 13-24 (maintained 5% weight loss and attended 2 sessions every 3 months)
o (59882) Months 13-15 - $40
= (G9883) Months 16-18 — $40
o (G9884) Months 19-21 - $40
o (59885) Months 22-24 - $40
Weight Loss Performance:
o (G9880) achieved 5% weight loss OR had absolute reduction of waist circumference by 3.2 cm during months 1-12 - $128
= (G9881) achieved 9% weight loss during months 1-24 - $20
Bridge Payment transitioning from a different DPP provider:
= (G9890) Months 1-24 for first DPP core session, core maintenance session, or ongoing maintenance session — $20

.

.

e Direct delivery cost of administering the program to a participant who completes the
program in its entirety: $500 per participant
o Possibly an additional $500 per participant (i.e. addressing social
determinants of health and removal of barriers to participation)

ROI VoI

(RETURN ON INVESTMENT) (VALUE ON INVESTMENT)
TWO WAYS = NET SAVINGS Employee productivity [l
TO ASSESS VALUE (FROM CHANGES IN UTILIZATION) Job satisfaction 5
Employee engagement Presenteeism
PROGRAM COSTS Employee retention

The National DPP lifestyle change program allows payers to avoid the high cost of type 2
diabetes through delaying or preventing the onset of type 2 diabetes among covered
individuals. The program provides direct financial benefits in the form of lower health care
costs by preventing diabetes, and indirect financial benefits such as increased productivity
and satisfaction among employees. One study of commercially insured adults found:

$8,015 $500
Increase in Medical Expenditures Cost of the National DPP
over a 3-year period for individuals with Vs. lifestyle change program per
prediabetes who developed diabetes compared to participant, per year?
individuals with prediabetes who did not ; :
Note: Even without any lifestyle changes,
(Year 1: $2,469; Year 2: $3,193; not all individuals with prediabetes will
Year 3: $2,3531) progress to type 2 diabetes

SOURCES: 1. Kahn,

niak, G., Medical Care Expanditures for Individuals with Prediabates, Population Health Manage: How Typa 2 Diabates Affects Your Werkforce, 2015,

e Can be offered via telehealth
o Participants have been seen to experience equal or greater weight loss when
participating via telehealth National DPP is opposed to in-person sessions

e Local National DPP search:
o http://publichealth.lacounty.gov/phcommon/public/nationaldpp.cfm

25


https://coveragetoolkit.org/case-study-californias-medi-cal-coverage/
http://publichealth.lacounty.gov/phcommon/public/nationaldpp.cfm

SNutrition Therapy for Adults With Diabetes or Prediabetes: A Consensus Report | Diabetes Care | American
Diabetes Association (diabetesjournals.org)

National Diabetes Prevention Program | National Diabetes Prevention Program | CDC

""Diabetes Prevention Impact Toolkit - Diabetes Toolkit (cdc.gov)

2UPDATE: DSMT service may continue to be provided via telehealth (adces.org)

SAd Lucem_Final Report.pdf (lacounty.gov)

¥ The National Diabetes Prevention Program: About the National DPP - National DPP Coverage Toolkit
ZPharmacist Toolkit: Participate in the National Diabetes Prevention Program | National Diabetes Prevention
Program | CDC

2California’s State Story of Medicaid Coverage - National DPP Coverage Toolkit

BpowerPoint Presentation (cms.gov)

26PowerPoint Presentation (cms.gov)

Z’Salesforce
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https://www.cdc.gov/diabetes-prevention/index.html
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USE OF COMMUNITY HEALTH
WORKERS (CHW)

The Many Roles of
Community Health Workers

Building Capacity Coaching



DSMES/National DPP and Community Health Workers (CHWS)

CHWs proved to be vital during the peak of the COVID-19 pandemic, engaging and motiving
patients to seek vaccinations and providing other supportive care services. The value of
CHWs in improving uptake and outcomes from preventative health services, as well as
narrowing health disparities, has been shared in many studies (https://nachw.org/).
California DHCS is budgeting over $200 million annually for CHW services provided to Medi-
Cal patients. The range of services include health screenings, promoting healthy lifestyles,
preventative health services, healthcare navigation / care coordination, health education,
and identifying and connecting patients to resources for social needs. Pharmacy
technicians already provide these services in many pharmacies (although not reimbursed),
and are often members of the local community that are culturally and linguistically aligned
with the population served.

As a result, certifying pharmacy technicians as CHWs is a natural alignment for addressing
essential health needs that can be billed directly to DHCS or participating Medi-Cal
managed care plans. This includes support for DSMES services such as assisting with
diabetes education and guidance, recruiting and retaining patients in the program, and
utilizing patient engagement techniques such as motivational interviewing and shared
decision-making to help build and improve a patient self-management skills.

In order for pharmacies to bill for providing CHW services to Medi-Cal patients, CHW
certification for individual providers is required. The USC Mann School of Pharmacy offers a
practical 3-part CHW certification course, at the lowest registration fee in the industry,
with a focus on community pharmacies and health systems. The course meets state and
national standards for CHW certification and is open to anyone; participants have included
pharmacy technicians and pharmacists from pharmacies, health plans, and health
systems.

Certifying pharmacy technicians as CHWs is potentially high-value strategy for improving
the efficiency and effectiveness of DSMES service delivery, as well as addressing gaps in
vital health and social needs.

28


https://nachw.org/
https://mann.usc.edu/program/continuing-education/community-health-worker-certificate-health-system-focus/

COMORBID CONDITIONS




Prevalence of Cardiovascular Disease (CVD) in the U.S.™

e Leading cause of death for men, women, and those of most racial and ethnic groups
e 1 persondies every 34 seconds from CVD
e |n 2020, ~697,000 CVD-related deaths
e Coronary Artery Disease (CAD) is the most common type of CVD
o In2020, led to 382,820 deaths in the U.S.
o ~20 million adults have CAD
e Someone has a heart attack every 40 seconds
e ~800,000 people have a heart attack annually
e 1 outof 5 heart attacks are silent
e Inrecentyears, CVD costs the U.S. $229 billion annually

Leading CVD risk factors'®

e Diabetes

e Hypertension (leading cause of CVD and stroke, single most modifiable risk factor for
ischemic stroke)

e Hyperlipidemia (specifically high LDL cholesterol)

e Smoking and secondhand smoke exposure

e OQObesity

e Unhealthy diet

e Physicalinactivity

e Excessive alcoholuse

Incorporating CVD Screening within DSMES Services'™

e The ASCVD Risk Estimator can be used to estimate patient’s 10-year ASCVD risk
o Thistool can be useful during initial DSMES encounters as it can in aid
decision making relative to selection of moderate or high-intensity statin use
for people with diabetes
e Hypertension
e Hyperlipidemia (POCT and/or obtaining lab values from referring provider)

®Heart Disease Facts | Heart Disease | CDC
®*ASCVD Risk Estimator + (acc.org)
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2022 National Standards for
Diabetes Self-Management
Education and Support

Diabetes Care 2022;45:484—-494 | https.//doi.org/10.2337/dc21-2396

By the most recent estimates, 34.2 million people in the U.S. have diabetes (1). At
the same time, 88 million people are at increased risk for developing type 2 diabetes.
The US. also sees an increasing prevalence of both type 1 and type 2 diabetes in
children and adolescents (2). Thus, more than 122 million Americans are at risk for
developing devastating complications associated with chronic hyperglycemia (1). Dia-
betes self-management education and support (DSMES) is a critical element of care
for all people with diabetes (PWD). “The purpose of DSMES is to give PWD the
knowledge, skills, and confidence to accept responsibility for their self-management.
This includes collaborating with their healthcare team, making informed decisions,
solving problems, developing personal goals and action plans, and coping with emo-
tions and life stresses” (3). DSMES interventions include activities that support PWD
to implement and sustain the self-management behaviors and strategies to improve
diabetes and related cardiometabolic conditions and quality of life on an ongoing
basis. Despite progress in diabetes treatment modalities, glycemic and cardiometa-
bolic outcomes continue to decline in the U.S. (4). Now, more than ever, the provi-
sion of DSMES is a vital component of the full treatment for diabetes.

PWD are at risk for distress, life stress, and clinical depression, which can lead to
poor health outcomes (5). The National Standards for Diabetes Self-Management
Education and Support (hereinafter referred to as the National Standards) encour-
age the DSMES team to acknowledge and address the emotional burden of living
with and managing diabetes—diabetes distress—and to consider the multitude of
daily demands and decisions required of PWD, their families, and caregivers (6-9).
To further illustrate, PWD generally visit their primary care physician (PCP)/other
qualified healthcare professional two to four times per year, where the average
appointment lasts 15-20 min and addresses four or more health conditions (10).
This equates to the person with diabetes (PWD) spending less than 1% of their life
with their healthcare professionals (10). Therefore, diabetes management decisions
largely fall on PWD and/or caregivers, further highlighting the importance of
increasing access to DSMES services that support ongoing self-management and
decision making.

The National Standards define timely, evidence-based, quality DSMES services
that meet or exceed the Centers for Medicare & Medicaid Services quality stand-
ards. While the acronym DSMES is used in the literature and in current practice, it
is important to note that the term diabetes self-management training (DSMT) is
exclusively used when describing the Medicare benefit for diabetes self-manage-
ment. The Medicare benefit for DSMT was established by the Balanced Budget Act
(BBA) of 1997 with a final rule (65 FR 83130) published on 29 December 2000,
implementing the BBA provisions and DSMT regulations (Title 42 of the Code of
Federal Regulation sections 410.140 to 410.146). The DSMT benefit has reimburse-
ment guidelines outside of the National Standards.
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The National Standards provide guid-
ance and evidence-based, quality prac-
tice for all DSMES services, including
those with no plan to seek reimburse-
ment. The evidence supporting the
2022 National Standards clearly identi-
fies the need to provide person-centered
services that embrace cultural differ-
ences, social determinants of health
(SDOH), and the ever-increasing techno-
logical engagement platforms and sys-
tems. Because the National Standards
aim to promote health equity, technolog-
ical advancements can often be used to
achieve equitable access to DSMES (11);
however, technology is not a require-
ment for delivery of DSMES.

Payers are invited to review the
National Standards as a tool to inform
and modernize DSMES reimbursement
requirements and to align with the evolv-
ing needs of PWD and physicians/other
qualified healthcare professionals. In the
U.S., less than 5% of Medicare beneficia-
ries with diabetes and 6.8% of privately
insured people with diagnosed diabetes
have utilized DSMES services (12-14). The
American Diabetes Association (ADA) and
the Association of Diabetes Care & Edu-
cation Specialists (ADCES) strongly advo-
cate for health equity to ensure all PWD
have access to this critical service proven
to improve outcomes, both related to
and beyond diabetes. Numerous studies
have proven the benefits of DSMES,
which include improved clinical outcomes
and quality of life, while reducing hospi-
talizations and healthcare costs (13,
15-19). Engagement in DSMES services
lowers hemoglobin A1C (A1C) by at least
0.6%, as much as many diabetes medica-
tions—however with no side effects (15).
Greater A1C reductions have been associ-
ated with more than 10 h of DSMES serv-
ices (15).

The 2022 National Standards update is
meant to be a universal document that is
easy to understand and can be imple-
mented by the entire healthcare commu-
nity. DSMES teams in collaboration with

primary care have been shown to be the
most effective approach to overcome
therapeutic inertia (20). While the
National Standards can be implemented
in any care setting, the Chronic Care
Model (CCM), which replaced the Acute
Care Model as a leading practice in the
1990s, focuses on proactively managing
chronic diseases (21). Additionally, Mini-
mally Disruptive Medicine (MDM) is a
person-centered approach to healthcare
that prioritizes the PWD’s self-deter-
mined and self-chosen goals for life and
health while minimizing the healthcare
disruption on their lives. The goal of
MDM is to maximize outcomes for the
PWD without additional burden; this
approach can be incorporated with the
CCM and diabetes self-management to
reduce complexity (22,23).

The National Standards are applicable
to all care models, including solo practice,
community, large practice, technology-
enabled models of care, and others (24).
The National Standards can provide struc-
ture and consistency to the coordination
of care and population health. DSMES
services are not limited to fee-for-service
billing to the Centers for Medicare &
Medicaid Services and can utilize other
financial models, such as value-based
payments and collaboration with com-
mercial payers for sustainability (25,26).

DSMES services must be supported
and broadly incorporated in emerging
models of care, including Accountable
Care Organizations, Patient-Centered Med-
ical Homes, Population Health Programs,
and value-based payment models (27-29).
The National Standards are the basis for
recognition by the ADA and accreditation
by the ADCES, the two accrediting organi-
zations certified by Medicare (30,31). The
National Standards also serve as a guide
for all members of the care team as well
as insurance providers to ensure PWD
receive DSMES services that are evidence-
based and up to date.

The authors and collaborating organi-
zations involved in the revision of the
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2022 National Standards urge payers,
physicians/other qualified healthcare
professionals, advocates, and supporters
of DSMES to acknowledge and address
the evolving complexities within the
healthcare landscape (3,32). This revision
again reinforces the essential need for
person-centered DSMES services offered
throughout the life span of a PWD ins-
tead of a rigid program structure. The
National Standards do not endorse any
one approach, but rather seek to delin-
eate the commonalities among effective
and evidence-based DSMES strategies.
Since the last revision, the terminology
for the Diabetes Educator has changed
to the Diabetes Care and Education Spe-
cialist. The Diabetes Care and Education
Specialist is “A compassionate teacher
and expert who, as an integral member
of the care team, provides collaborative,
comprehensive, and person-centered care
and education for people with diabetes”
(33,34). The new title more accurately
reflects this range of diverse skills and spe-
cialization and conveys the broad clinical
management skill set and the expanded
role of technology. The Certification Board
for Diabetes Care and Education also
changed Certified Diabetes Educator
(CDE) to Certified Diabetes Care and Edu-
cation Spedialist (CDCES) in recognition of
this change and conveys the level of
expertise held by those with this creden-
tial (33).

GUIDING PRINCIPLES FOR THE
2022 REVISION OF THE NATIONAL
STANDARDS

Due to the dynamic nature of health-
care and diabetes research, the National
Standards are reviewed and revised
approximately every 5 years by key stake-
holders and experts within the diabetes
care and education community. For each
revision, the Task Force is charged with
reviewing the current National Standards
for appropriateness, relevance, and scien-
tific basis and making updates based on
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current evidence and expert consensus.
In 2021, the group was tasked with
reducing administrative burden related to
DSMES implementation across diverse
care settings. The goal is to increase
health equity through access to this criti-
cal service while focusing more on per-
son-centered care and decreasing the
administrative complexities outlined in
previous revisions. The group was also
committed to increasing clarity in docu-
mentation requirements that enhance
communication and continuity of services
and reduce ambiguity across all DSMES
care team members. As a result, the
National Standards have been revised to
reduce administrative burden while main-
taining the highest quality services for
PWD and decreasing burnout for all dia-
betes healthcare professionals, including
the DSMES team. It must be acknowl-
edged that some language contained in
the 2022 National Standards revision is
from the 2017 National Standards (35).
A summary of changes in the 2022
National Standards revision can be found
in Supplementary Material 1. For defini-
tions of terms, the National Standards’
Glossary can be found in Supplementary
Material 2.

STANDARD 1: SUPPORT FOR
DSMES SERVICES

The DSMES team will seek leadership sup-
port for implementation and sustainability
of DSMES services. The sponsor organiza-
tion will recognize and support quality
DSMES services as an integral component of
diabetes care. Sponsor organizations will
provide guidance and support for DSMES
services to facilitate alignment with organi-
zational resources and the needs of the
community being served.

Support from the sponsor organizations
and internal leadership is crucial for the
success of DSMES services. This is needed
to overcome the low utilization of DSMES
services due to various barriers (e.g.,
payer, healthcare system, physician/other
qualified healthcare professional, individ-
ual, environmental, etc.) that impede
access to and utilization of DSMES serv-
ices (3). Support of DSMES services also
involves inclusive healthcare teams, which
at minimum, incdude the PWD, the refer-
ring physician/other qualified healthcare
professional, and the diabetes care and
education spedialist. The indusion of and
communication between various health-
care team members, specifically diabetes

care and education specialists, has effec-
tively improved diabetes care (20). Ulti-
mately, organizational support of
evidence-based DSMES is necessary
to ensure that these services are
available in the delivery method pre-
ferred and accessible and adequately
utilized by the PWD. Support could
also be from expert stakeholders,
who can provide purposeful input
and advocacy to promote awareness,
value, access, increased utilization,
and quality (36,37). Stakeholders can
be identified from DSMES participants’
referring physicians/other healthcare pro-
fessionals (within and outside the organi-
zation), and community- and affinity-
based groups that support DSMES (e.g.,
fitness dubs and social media networks).

STANDARD 2: POPULATION AND
SERVICE ASSESSMENT

The DSMES service will evaluate their cho-
sen target population to determine, develop,
and enhance the resources, design, and
delivery methods that align with the target
populations’ needs and preferences.

To best plan, design, deliver, evaluate,
and improve quality of services, the
DSMES team must identify and under-
stand their target populations’ demo-
graphics and SDOH (38). Demographic
characteristics may include race, ethnic/
cultural background, sex, age, geo-
graphic location, technology access, lev-
els of formal education, literacy level,
health literacy, and numeracy (39-41).
The populations’ perception of risk
associated with diabetes, related com-
plications, and co-occurring conditions
(28,42,43) are also key characteristics to
consider. This information is available
from a variety of sources, including but
not limited to community needs assess-
ments by local or state health depart-
ments, health system/organizations
specific to the populations, and DSMES
data.

It is essential to promote access to
DSMES services by identifying and
addressing population barriers and health
inequities (3). Barriers may include socio-
economics, cultural factors, misaligned
schedules, health insurance shortfalls,
perceived lack of need, or limited encour-
agement from healthcare professionals
to engage in DSMES (28,44,45). SDOH
related to the target population should
guide service design and delivery (46).
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STANDARD 3: DSMES TEAM

All members of a DSMES team will uphold the
National Standards and implement collabora-
tive DSMES services, including evidence-
based service design, delivery, evaluation,
and continuous quality improvement. At
least one team member will be identified as
the DSMES quality coordinator and will
oversee effective implementation, evalua-
tion, tracking, and reporting of DSMES ser-
vice outcomes.

The DSMES team may include one or a
variety of healthcare professionals. The
evidence recommends that inclusion of
dietitians, nurses, pharmacists, or all
other disciplines with special certifica-
tions that demonstrate mastery of diabe-
tes knowledge and training, such as
Board Certified in Advanced Diabetes
Management (BC-ADM) and Certified
Diabetes Care and Education Specialists
(CDCES), can support all DSMES services,
including dinical assessment (24,47).

The quality coordinator needs to
ensure the DSMES services are person-
centered and understand the process of
identifying, analyzing, and communicating
quality data. The quality coordinator may
partner with other team members to
support quality improvement. Although
the quality coordinator does not require
additional degrees or Ccertifications in
informatics, developing an understanding
of these skilll—as well as marketing,
healthcare administration, and business
management—will be helpful as the
healthcare environment continues to
evolve. The quality coordinator role
may vary depending on the setting of
the DSMES services and may or may
not be part of the instructional team.

Other members of the healthcare
team, including social workers, Certified
Health Education Specialists (CHESs and
MCHESs), Exercise Physiologists, Diabetes
Community Care Coordinators (previously
referred to as paraprofessionals in the
2017 National Standards), and others are
also valuable members of the DSMES
team. As DSMES team members, Diabe-
tes Community Care Coordinators may
include, but are not limited to commu-
nity health workers, health promotores,
dietetic technicians, medical assistants,
pharmacy technicians, peer educators,
and trained peer leaders. Diabetes Com-
munity Care Coordinator team members
can provide basic instruction, reinforce
self-management skills, support behavior
change, facilitate group discussion, provide
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psychosocial support, and provide on-
going self-management support (47,48).

To maintain competence and exper-
tise in the expanding diabetes care and
education services, all DSMES team
members are required to participate in
and have documented continuing edu-
cation, specific to the role they serve
within the team (24,47-49). For services
outside of the scope of practice of the
DSMES team or services, the DSMES
team should document communication
with referring physicians/other qualified
healthcare professionals to support per-
son-centered care.

STANDARD 4: DELIVERY AND
DESIGN OF DSMES SERVICES

DSMES services will utilize a curriculum to
guide evidence-based content and delivery,
to ensure consistency of teaching concepts,
methods, and strategies within the team,
and to serve as a resource for the team.
DSMES teams will have knowledge of and be
responsive to emerging evidence, advances
in education strategies, pharmacotherapeu-
tics, technology-enabled treatment, local and
online peer support, psychosocial resources,
and delivery strategies relevant to the popu-
lation they serve.

The options for delivery of DSMES have
grown dramatically in recent years as
technology has been incorporated into
healthcare, and simultaneously as more
people have become comfortable using
technology for communication, teaching,
and learning. Various modes of delivery
can support increased communication
between PWD and the DSMES team
and improve diabetes-related outcomes.
Strong evidence supports DSMES delivery
through virtual, telehealth, telephone,
text messaging, and web-based/mobile
phone applications (apps) (50-55).

The most effective and evidence-
based delivery methods move beyond
the mere acquisition of knowledge to
support informed decision making while
addressing psychosocial concerns of the
PWD (56,57). The use of interactive
teaching styles that include meaningful
discussions to address individual ques-
tions and needs while fostering a cul-
ture of positivity within the DSMES
services is recommended. The curri-
culum content and delivery should be
creative, culturally appropriate (58,59),
and adapted as necessary for the indi-
viduals and groups within the target
population (60-64). Furthermore, culturally

tailored services have been shown to be
effective in improving diabetes care out-
comes (59,65).

A curriculum provides guidance for
the DSMES team, effective teaching
strategies, and methods for evaluating
learning outcomes and includes all
aspects of diabetes self-management
and support (66-68). DSMES delivery
should integrate topics across content
areas rather than creating silos of con-
tent that limit informed and wise deci-
sion making. The delivery of curriculum
content must be dynamic and based on
continuing assessment of need, prefer-
ences, and evaluation of outcomes
(66,68-71). Recent education research
endorses the inclusion of practical prob-
lem solving and self-advocacy approaches,
as well as collaborative care, including
family and peer support, addressing psy-
chosocial issues, behavior change, diabe-
tes devices, and strategies to sustain self-
management efforts (21,24,65,72-78). The
ADCES7 Self-Care Behaviors (i.e., healthy
coping, healthy eating, being active,
taking medication, monitoring, reduc-
ing risk, and problem solving) is an
evidence-based framework and out-
line to provide and document diabe-
tes care and education that can be
used in conjunction with the chosen
curricula (79). A DSMES curriculum
must include the following core con-
tent areas, and content must be pri-
oritized to meet the individual PWD’s
current needs and goals (3,15,80,81):
e Pathophysiology of diabetes and
treatment options
Healthy coping
¢ Healthy eating
¢ Being active
Taking medication
Monitoring
Reducing risk (treating acute and
chronic complications)

Problem solving and behavior change
strategies

DSMES follow-up and ongoing support

While initial DSMES is necessary, it is not
sufficient for sustaining a lifetime of dia-
betes self-management; initial improve-
ments in outcomes have been shown to
diminish 6 months after conclusion of
the intervention (80). To maintain self-
care behavior at the level needed to
effectively sustain diabetes management
over time, PWD benefit from ongoing
diabetes self-management support. On-
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going support helps PWD to implement
and sustain the ongoing skills, knowl-
edge, coping, and behavioral strategies
needed to manage diabetes (3). Because
family members, caregivers, and peers
can be an effective resource for ongoing
support but often don’t know how to
help, it can be beneficial to include fam-
ily members and caregivers throughout
the DSMES intervention (3). Connecting
PWD to technology enabled solutions,
such as mobile apps, digital therapeutics,
online programs, and peer groups, within
the local or online community can enco-
urage practical integration of diabetes
self-management and psychosocial sup-
port into the existing daily routine bet-
ween and beyond DSMES sessions.

STANDARD 5: PERSON-CENTERED
DSMES

Person-centered DSMES is a recurring pro-
cess over the life span for PWD. Each per-
son’s DSMES plan will be unique and based
on the person’s concerns, needs, and priori-
ties collaboratively determined as part of a
DSMES assessment. The DSMES team will
monitor and communicate the outcomes of
the DSMES services to the diabetes care
team and/or referring physician/other qual-
ified healthcare professional.
To ensure that DSMES is addressing the
current concerns, needs, and priorities of
the PWD, referring physicians/other qual-
ified healthcare professionals should
assess the need for DSMES referral or fol-
low-up at four critical times (3). The four
critical times are at diagnosis, annually
and/or when not meeting treatment tar-
gets, when complicating factors develop,
and when transitions in life or care
occur (3,66).

Every DSMES intervention should be
a person-centered process that add-
resses timely education and supports
individual needs throughout a person’s
lifetime (3,66,82,83). A DSMES interven-
tion can include individual and/or group
sessions and is initiated with an assess-
ment of the PWD’s current concerns,
needs, and priorities to create a DSMES
plan of care guided by the PWD’s pre-
ferred delivery method and timing. The
DSMES plan is implemented through a
series of sessions, utilizing a variety of
methods, while supporting and tracking
related outcomes to identify trends
and reinforce effective self-management
behaviors (3,66,82). Communicating the
progress and related outcomes to the
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PWD’s diabetes care team contributes
to the continuum of person-centered
collaborative care and assists in over-
coming therapeutic inertia (66,84-86).

Assessment

To implement a person-centered DSMES
plan, the Diabetes Care and Education
Specialist must closely work in partner-
ship with each PWD to better under-
stand how (e.g., modality, content, and
frequency) to best suit that person. The
assessment process involves collabora-
tive communication between a health-
care professional and the PWD to identify
needs and agree on the PWD’s preferred
educational, coping, and behavioral inter-
ventions that will be used to develop
needed problem-solving, decision-making,
and self-management skills and strategies
(15,87).

Examples of information gathered during
the assessment process can include the
following:

* Health status: type of diabetes, clinical
needs, health history, disabilities,
physical limitations, SDOH and health
inequities (e.g., safe housing, transpor-
tation, access to nutritious foods,
access to healthcare, financial status,
and limitations), risk factors, comor-
bidities, and age

e Learning level: diabetes knowledge,
health literacy, literacy, numeracy,
readiness to learn, ability to self-
manage, developmental stage, learning
disabilities, cognitive/developmental dis-
abilities (e.g., intellectual disability, mod-
erate-severe autism, dementia), and
mental health impairment (e.g., schizo-
phrenia, suicidality)

¢ Lifestyle practices: self-management
skills and behaviors, health service
or resource utilization, cultural influen-
ces, alcohol and drug use, lived experi-
ences, religion, and sexual orientation

® 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 (22,46,84,88-92)

This information can be provided by
the PWD as well as obtained from the
health record/electronic health record
(EHR) and identified support persons
or caregivers. This information should
be reviewed by the DSMES team to
inform and promote person-centered

understanding. The assessment pro-
cess can be supported by a variety of
collection/intake modalities, such as
online assessments via consumer por-
tals and EHR, tablet computers that
integrate with EHR, text messaging,
web-based tools, automated tele-
phone follow-up, and remote monitor-
ing tools (26,93-95). Although not an
exhaustive list or applicable to all pop-
ulations, examples of assessment tools
can be found in Supplementary
Material 3.

While it would be ideal to have all
this information on or before the first
session, the realities of the healthcare
environment often require the DSMES
team to conduct focused assessments
in specific areas at the first session and
throughout subsequent sessions of the
intervention. After the initial assess-
ment, ongoing assessments will be
incremental over time based on individ-
ual need (3,96). A PWD’s concerns and
needs change throughout their lifetime
due to changes in physical and emo-
tional health, cultural and religious prac-
tices, SDOH, the ability to exercise, care
support systems, etc. (46,84,89,96).

The assessment can also identify fac-
tors that affect the PWD’s ability to
effectively manage their diabetes that
go beyond the scope of practice of the
DSMES team. For example, DSMES serv-
ices play a critical role in closing gaps in
care by helping to facilitate necessary
referrals (e.g., medical nutrition therapy,
social work, psychology, pharmacy, podi-
atry, optometry, lab tests, specialists,
etc.) beyond DSMES that increase
access to resources to assist the PWD
(88,97-100).

Implementing person-centered DSMES
sessions

After the initial assessment, the PWD and
DSMES team member(s) develop a per-
son-centered DSMES plan. The ADCES7
Self-Care Behaviors (57) can be used as a
base for documentation of the DSMES
plan to promote continuity of care with
all members of the DSMES team and
across DSMES services.

The DSMES team member(s) use
person-centered and strengths-based
plain language (101), jargon-free and
culturally relevant information, lan-
guage- and literacy-appropriate educa-
tional materials (102), and interpreter
services when indicated (103). Evidence-

Diabetes Care Volume 45, February 2022

based communication strategies, such as
goal setting, action planning, empower-
ment-based principles and strategies,
motivational interviewing, shared deci-
sion making, cognitive behavioral ther-
apy, problem solving, self-efficacy
enhancement, teach-back method, and
relapse prevention strategies are also
effective (76,104-107). The DSMES team
uses nonjudgmental, nonstigmatizing, and
gender-inclusive language when speaking
and in writing with and about PWD.

The DSMES plan, topics covered at
each session, and the outcomes of the
intervention are documented in the
DSMES record for each person. This docu-
mentation provides evidence of person-
centered DSMES and communication
among other members of the person’s
healthcare team. This enhances long-term
management and continuity of diabetes
care, education, and support (108). Using
technology tools and EHRs, in turn,
increase access to information for all
team members to work collaboratively
and have access to documentation (109).

Supporting and tracking person-centered
self-management outcomes
Clinical outcome measures reflect the
impact of the DSMES services on the
health status of the PWD (110). To dem-
onstrate the benefits of DSMES and/or
the need for treatment plan adaptation,
it is important for DSMES services to
measure and track relevant individual
outcomes, such as clinical outcomes,
patient-reported outcomes, psychoso-
cial outcomes, and behavioral out-
comes. Use of patient-generated health
data (PGHD) has rapidly increased with
wearable devices and apps, and PGHD
can assist in setting and tracking out-
comes and goals. There is increasing
adoption of PGHD diabetes devices,
such as continuous glucose monitors
(CGMs). For example, CGMs can assist
PWD in setting and tracking behavioral
and clinical outcomes with real-time
feedback for indicators, such as glucose
time in, below, or above range and glu-
cose management indicator (111). Incor-
porating PGHD (112) into decision making
individualizes self-management and
empowers PWD to fully engage in per-
sonal problem solving toward evaluating
and changing behaviors and improving
outcomes (26,111,113-115).

It is crucial for each PWD to collabora-
tively develop action-oriented behavior
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change plans to reach their personal
behavioral goals, coping strategies, and
treatment (or clinical) targets (87,116).
The DSMES team will explain and demon-
strate psychosocial and behavior change
strategies that can be used by the PWD
to meet their self-determined goals and
targets (117). The role of the DSMES
team is to provide support in problem
solving during this process (118,119). The
ADCES7 Self-Care Behaviors (57) can be
used for tracking progress in behavior
goals.

For some outcomes, the indicators,
measures, and timeframes will depend
on evidence-based guidelines from pro-
fessional organizations or government
agencies (15,120,121).

STANDARD 6: MEASURING AND
DEMONSTRATING OUTCOMES OF
DSMES SERVICES

DSMES services will have ongoing continu-
ous quality improvement (CQI) strategies in
place that measure the impact of the DSMES
services. Systematic evaluation of process
and outcome data will be conducted to
identify areas for improvement and to guide
services optimization and/or redesign.

To demonstrate the benefits of DSMES,
members of the DSMES team track rele-
vant individual PWD outcomes (STAN-
DARD 5). Then, these individual outcomes
are aggregated to report practice level
population outcomes. The diabetes self-
management education core outcomes
measures (68) specify behavior change as
a key outcome, and the ADCES7 Self-Care
Behaviors provide a useful framework for
assessment, documentation, and evalua-
tion (3,57). The DSMES team should select
validated instruments or assessment tools
(see Supplementary Material 3) whenever
possible and consider utilizing, contribut-
ing to, or reflecting upon assessment tools
within their organization to accurately
track progress and outcomes.

Service models that include popula-
tion health and disease management,
an interprofessional team, and ongoing
social support improve both individual-
level and aggregated practice-level out-
comes (3,122). Formal CQl strategies
provide a framework to strive for excel-
lence, quantify successes, and identify
future opportunities. In addition, formal
CQl strategies are best informed through
stakeholder input and have been shown
to improve diabetes outcomes (123),
which in turn may be used as evidence

to inform payment models and policy for
support of DSMES services.

Quality improvement initiatives may
target DSMES services at an individual
practice, multicenter system, or national
DSMES effort level (124). By measuring
and monitoring both process and out-
come data on an ongoing basis, the
DSMES team can identify areas for
improvement. They can then adjust
engagement strategies and service off-
erings to optimize outcomes. Evaluation
of reach, effectiveness, and adoption
achieved via quality improvement initia-
tives generates evidence to support the
business case for maintenance and/or
expansion of the DSMES services. Posi-
tive results from quality initiatives can
be used in marketing efforts and shared
with administrators/leadership. A focus
on quality is also part of overall health-
care quality initiatives. DSMES services
can make a substantial impact on many
of the measured outcomes, including the
Medicare Access and Children's Health
Insurance Program (CHIP) Reauthoriza-
tion Act (MACRA) and the Quality Pay-
ment Program, which have shifted the
focus of provider payment from unit of
service to quality and outcomes. As an
example of promoting quality as an out-
come, participating clinicians can be
rewarded based on annual predeter-
mined quality measure data, and require-
ments may change each performance
year (125).

Once areas for DSMES services
improvement are identified, timelines
for data collection with internal audits
for verification of data integrity, analy-
sis, and presentation of results can be
established.

Outcomes are broadly considered as
process data or outcomes data. Out-
come data may be clinical, behavioral,
patient-reported, and PGHD. Examples
for each of these outcome types are
provided in Table 1. Process outcomes
indicate what a healthcare professional
does to maintain or improve health
(110). They provide information to inform
what will lead to desired behavioral and
clinical outcomes improvement (e.g., att-
endance at DSMES sessions, medication
taking behaviors, or preventive services
involvement) (126). Clinical outcomes
indicate the result of the process (e.g.,
whether treatment or behavioral changes
are leading to improvements, such as a
change in A1C) and should align with the
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greater organizational performance meas-
ures, when applicable.

Process outcome measures examine
activities driving the most important
outcomes of interest from the DSMES
services perspective. Process outcome
measures generally recommended for
DSMES services are operational meas-
ures (e.g., characteristics of PWD receiv-
ing services, results of marketing efforts,
attendance and factors impacting atten-
dance, financial metrics including billing
and reimbursement rates, copays, facility
fees, PWD and physician/other qualified
healthcare professional satisfaction, ref-
errals to DSMES, and attainment rates
for recommended diabetes-related sur-
veillance testing). For DSMES services,
SDOH must also be considered as pro-
cess measures because addressing ele-
ments of SDOH are necessary for the
PWD to achieve optimal self-manage-
ment and are deemed essential to
achieving health equity from the indi-
vidual PWD, program, and population
health perspectives (46).

A wide variety of methods can be used
to guide quality improvement initiatives
at the individual practice or system levels.
The Institute for Healthcare Improvement
suggests the Model for Improvement as a
framework to guide improvement work
(126). The model consists of three funda-
mental questions that should be ans-
wered by an improvement process: 1)
“What are we trying to accomplish?” 2)
“How will we know a change is an imp-
rovement?” and 3) “What changes
can we make that will result in
an improvement?” (126). Evidence-
based examples of such methods
include the Plan-Do-Study-Act model,
Six Sigma, Lean, workflow mapping,
the Re-AIM (127) framework, and the
Chronic Care Model (128). There are
resources available to assist those ini-
tiating quality improvement programs
for the first time or for those looking
for new options (21,123,126-129).
The Centers for Disease Control and
Prevention DSMES Technical Assistance
Guide (129) and accompanying toolkit
(130) also provide guidance for planning
and implementing activities to increase
use of DSMES services and address qual-
ity improvement components. Quality
and Performance groups at hospitals and
in health systems are also a resource for
those embarking on DSMES services qual-
ity improvement efforts.
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National Standards

Table 1-DSMES Outcome Examples

Outcome type

Example

Process outcomes

Referral process

Attendance

Education mapping

Social determinants of health

Timing of education sessions (e.g., times that meet
the PWD needs)

Clinical outcomes AlC

Time in hypoglycemia
Pregnancy outcomes
LDL-cholesterol levels
BMI and body weight
Blood pressure

Time in range

Psychosocial and behavioral
outcomes (57)

Healthy coping
Healthy eating

Being active
Taking medication
Monitoring
Reducing risk
Problem solving

Patient-reported outcomes

Health-related quality of life

Diabetes-related quality of life
Diabetes distress

Self-efficacy

Functional status

Patient satisfaction

Patient generated health data

Blood glucose trends

CGM glucose management indicator
Weight, activity, steps
Food/beverage intake

Sleep

Blood pressure

CONCLUSIONS

In keeping with the theme of MDM and
recognition of the specialist role of the
Diabetes Care and Education Specialist
and CDCES, this revision of the National
Standards focuses on clarifying key con-
cepts and reducing administrative tasks
associated with DSMES services that
have little to no impact on person-cen-
tered outcomes. While the COVID-19
pandemic and public health emergency
have had a major impact on healthcare
systems, physicians/other qualified health-
care professionals, and PWD, it is impera-
tive that evidence-based solutions are
supported, and that every effort is made
across government agencies, payers, and
physicians/other qualified healthcare pro-
fessionals to expand the role of and
access to DSMES across the country. As
we have learned from the disruption in
all aspects of people’s daily lives from the
COVID-19 pandemic, it is clear that struc-
tured DSMES programs do not benefit
everyone, and delivery of evidenced-

based, person-centered care is needed to
drive quality outcomes. It also reinforces
the importance of assessing diabetes dis-
tress and promoting the use of healthy
coping strategies for effective self-man-
agement of diabetes. Alternative methods
of delivery, such as one on one audio and
audio-video contact, can also improve
outcomes similar to in-person DSMES and
allow the PWD to choose the option that
best meets their needs and preferences.
Evidence supports an expanded role
of the Diabetes Care and Education Spe-
cialist as an effective change agent in
overcoming therapeutic inertia. Research
studies show that Diabetes Care and
Education Specialists can support intensi-
fication of treatment plans to achieve
glycemic, blood pressure, and lipid tar-
gets through the implementation of dia-
betes management protocols (131). Fur-
thermore, a recent systematic review
and meta-analysis adds to the growing
body of evidence that professionals who
are not physicians, such as the Diabetes
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Care and Education Specialist, are well
positioned and should be empowered to
initiate and intensify treatment plans
when supported by appropriate guide-
lines (20). Use of digital technology (e.g.,
cloud-based, telehealth, data manage-
ment platforms, apps, and social media)
enhances the ability to employ a tech-
nology enabled self-management feed-
back loop with four key elements—two-
way communication, analysis of PGHD,
customized education, and person-cen-
tered feedback —to provide real-time
engagement in self-management, as well
as enable and empower PWD to effec-
tively communicate with their care team
(26). Disparities and inequities in access,
adoption, and optimization of diabetes
technology have become increasingly
apparent in the COVID-19 pandemic
(11). A framework identified specifically
for Diabetes Care and Education Special-
ists to address these inequities that can
be used as a practice model to aid in the
incorporation of technology into their
DSMES services is the ICC Framework
(Identify, Configure, Collaborate) (132,
133). Data support that technology can
aid in better outcomes; however, addi-
tional assessment and judgement to
determine if there are barriers to use
and if those barriers can be overcome
must be considered (134,135). Other
tools are available to assist with imple-
mentation and ongoing utilization of dia-
betes technology (111,136,137).

On a final note, implementation sci-
ence is an emerging and cost-effective
way to study real world methods that
promote integration of research and
evidence into practice and policy (138).
DSMES is an area well established for
healthcare professionals to utilize a
robust body of evidence to evaluate
outcomes, reduce costs, and decrease
health disparities while addressing and
reducing health inequities.
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Diabetes Self-Management Education and Support for Adults with Type 2 Diabetes:

ALGORITHM ACTION STEPS

Four critical times to assess, provide, and adjust diabetes self-management education and support

WHEN NEW COMPLICATING FACTORS

INFLUENCE SELF-MANAGEMENT

WHEN TRANSITIONS IN CARE OCCUR

PRIMARY CARE PROVIDER/ENDOCRINOLOGIST/CLINICAL CARE TEAM: AREAS OF FOCUS AND ACTION STEPS

T Answer questions and provide emetional
support regarding diognosis

© Provide overview of lreaiment and
Ireaiment goals

o Teach survival skills fo address immediale
requirements (safe use of medication,
hypoglycamic treatment if needed,
infroduction of eating guidelines)

7 Identify and discuss resources for
education and ongoing support

= Nake referral for DSME/SS and medico
nulrition therapy [MNT)

- Assess all areos of selfmanagement
C Review problem-solving skills

C Idenlify sirengths and chollenges of living

with diabetes

| nldmﬂypmmdludmhdﬁd

diabetes salf-management and atlain
freatment and behavioral goals

= Discuss impact of complications and
successas with lreatment and sell-
menagement

DIABETES EDUCATION: AREAS OF FOCUS AND ACTION STEPS

Assess cultural influences, neallh oeliefs,

curranl anowledge, physical imitalicns,

|u1|i|y suonorl, hngncio slalus, medico

histry, lilerocy, numerssy lo determine

which conlent lo provide and hoew:

= NMedication - choices, oclion, Stralicn,
sicde eifacly

= Noniloring pood g stose — when 1o tast,
inlerorating and Jsng glucose paltern

management for fradback

= Physical achivily - safety, snort-lern vs.
lorg-lerm goo sfrecommerdalicn:

= Prewanling, delecling, and Ireoling ooute
ard caronic complications

= Nulrition - leed g on, g oaning meals,
purcrasing food, prepuaring meals,
portioning leed

= Risk reduction - smosing cessation, lect care

= Developing pe-soral sirategies to address
peychoscaol issuer and concerny

= Developing persoral sirategies o promole
healty and behavier charge

[ Rewiwa and reinforce tealment geals ond

se manogenent needs

- Emohasize prevenling como ications and
promoling que ily of life

= Distuss now to adaot dicbetes treatnent
and sell-moragemenl lo new life
silualicn: and comoeting demaonds

- Support efforls te sustain initial sshavie:
cranges ard cooe wilh the engeing
turden ol dickeles

llcare sill in o1 effor fo delay
vregrassion of Ihe disease and orevent
new complicolions

= Provide/refer fer enctiona sa‘?pcr! for
dinbetes-reluled dist-ass ard depression

= Davelop ond support personal st-otegies
for vehavies change and healthy coging

= Develop sersona strolegies lo
cecommedale seasosy or ohysico
imitalicnls), adonting %o new sell-
monagemenl denands, and gromole
neallh ond behovior chonge

- Develop dicbetes ransition plan

© Cemmunicate fransiion plan 1o new
health care seam members

r Establish DSME/S reguler follow-up care

= Identify needed odaplaticons in dickeles

salb-management

I Previde support fes independent sell-
manegenent skills and selleflicacy

= Identify lewvel of significant ofbwr
irvolvenent and lacililate edocation
ard suooorl

= Assisl wilh focing chollenges aflecting
useo leve of activity, ability le Farclicn,
hea th benelils and feelings of well-being

- Maximize quality of life and emolional
sappert for e palient jand family
members)

1= Provide edocation for otaers now

irvolved i1 care

- Eslaw ish communicalion ond fo ewup

plan: wilh the orevide:, family,

ard otrers

&m W‘E Amarican Association AcademyofNutrition
Assoclation -/ of Diabetes Educators and Dietetics



Sample Flyer

YOU CAN

RIVE

WITH DIABETES

Do you want to:

Improve your blood sugar and Alc levels?
Keep your blood pressure on target?
Better manage your cholesterol numbers?

__ Save money on diabetes supplies?

Then Diabetes Education can help!

Diabetes education will help you learn how to manage your
diabetes and be as healthy as possible by focusing on seven self-care
behaviors: healthy eating, being active, monitoring, taking medication, problem

solving, healthy coping and reducing risks.

Diabetes educators are experienced healthcare professionals

- such as registered nurses, registered dietitians or pharmacists — who have
special knowledge and skills to help you successfully manage all aspects of your
diabetes. Like many people with diabetes, you may find managing the disease
is difficult. That's where a diabetes educator can help, by working with you to

design a specific plan that includes the tools and support you need.

Diabetes education works. Studies show that diabetes education helps
people lower their blood sugar, blood pressure and cholesterol levels. These

things help you stay healthier and reduce the risk of diabetes complications.

Find a diabetes education program in your area:
diabeteseducator.org/find

Brought to you by:
fmerican Academy of Nutrition W\,
American Associafi Diabete: .eqat’ °myo =
PADE, il R R A NDEP =

diabeteseducator.org diabetes.org eatright.org NDEP.nh.gov




ADA DSMES Support Plan

My Support Plan

Check the box of each support
resource that is of interest to you.

General Diabetes Education

Diabetes Online Community
beyondtype1.org/the-diabetes-online-community-doc

4 Steps to Manage Your Diabetes for Life
cdc.gov/diabetes/ndep/toolkits/4steps.html
Diabetes Magazines

Diabetes Self-Management
diabetesselfmanagement.com

Diabetes Health
diabeteshealth.com
Online Diabetes Magazines

A Sweet Life
asweetlife.org

diaTribe Foundation
diatribe.org/foundation
Online Mental/Emotional Health Resources

Mental Health Provider Referral Directory
professional.diabetes.org/mhp_listing

Diabetes and Mental Health
cdc.gov/diabetes/managing/mental-health.html
Online Nutrition/Healthy Eating Resources

ADA Nutrition
diabetes.org/nutrition

Diabetes Food Hub
diabetesfoodhub.org

Calorie King
calorieking.com/us/en
Online Physical Activity Resources

ADA Fitness
diabetes.org/fitness

Make Your Workout Work for You

cdc.gov/features/diabetes-physical-activity/index.html
Smoking Cessation

All About Quitting Smoking

professional.diabetes.org/pel/all-about-quitting-smoking-english-0

American -
A Diabetes Education
.Association. | Recognition
Connected for Life Program

Name

Date / /

Support Groups

Find Diabetes Support in the Community
diabetes.org/community

Online Support Community
community.diabetes.org/home

Weight Management

Taking Off Pounds Sensibly (TOPS)
tops.org

WW (formerly Weight Watchers)
weightwatchers.com/us

Local Support Options

Nutrition

Physical Activity

Support Groups

Other Resources




ADCES Sample Provider Letter

Sample Provider Letter
Dear <PROVIDER >,

We (l) are (am) writing to share information about diabetes self-management education and
support (DSMES). Attached is a recent position statement about DSMES in type 2 diabetes. It
was written jointly by the American Association of Diabetes Educators, American Diabetes
Association and the Academy of Nutrition and Dietetics. These are all national organizations that
support diabetes awareness, management and self-management education.

To summarize, this Joint Position Statement provides several evidence-based findings:

e Ongoing patient self-management education and support are critical to preventing
acute complications and reducing the risk of long-term complications.

e  (Critical times when DSMES should be provided for type 2 diabetes, what is included at
each of the time points for quality diabetes care and how best to provide DSMES in a
patient-centered manner.

e Engaging adults with type 2 diabetes in DSMES results in statistically significant and
clinically meaningful improvement in Alc.

e Healthcare communities responsible for delivering quality care need to mobilize efforts
to address the barriers and explore resources for DSMES in order to meet the needs of
adults living with and managing type 2 diabetes

We strongly encourage you to read the position document and accompanying algorithm and
incorporate these recommendations when developing plans for people with diabetes. DSMES
administered by trained professionals, combining group and individual counselling, has been
shown statistically to improve outcomes.

(Insert your institution/ practice) employs certified diabetes educators (CDEs) who are (insert
backgrounds of available staff). They can provide individual and group education centered on
healthy eating, active living, glucose monitoring, medication, problem solving, healthy coping,

reducing risks and information about the latest diabetes technologies.

To make a referral to the program, please call (insert phone number) or visit (insert email or
website) for additional information.

Thanks for your dedication to the health of our community!
Sincerely,

(Insert key program leadership)




CDC Intervention Tailoring Worksheet

Planning and Implementing DSMES Programs for Underserved Populations/Communities

= Tool 2 Intervention Tailoring Worksheet

Example Barriers to
DSMES Participation

(build on your context assessment)

Example Tailoring
Strategies

19

Financial Needs

Tailor DSMES services and exam-
ples to the socioeconomic status
of participants—teach partici-
pants about affordable healthy
food options.

Provide education on options for
obtaining lower-cost diabetes
medications, meters, and testing
strips, such as using the clinic
pharmacy.

Work with community partners
to offer free support services,
including cooking classes.

Language- and Literacy-Related
Needs

Use plain language, visuals, and
models to help participants grasp
DSMES content (e.g., show the
amount of sugar in one soda).

Work with bilingual educators
or translators for non-En-
glish-speaking participants and
offer education materials in
participants’ preferred language.

DSMES Programs for Underserved Populations/Communities:




20 | Planning and Implementing DSMES Programs for Underserved Populations/Communities
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- Tool 2 Intervention Tailoring Worksheet (conditued)

Example Barriers to
DSMES Participation Example Tailoring
(build on your context assessment) Strategies

Sociocultural-Related Needs Engage families in DSMES and
frame the program as benefi-
cial to participants’health and
families.

Share culturally relevant strat-
egies for dietary changes (e.g.,
avoid recommendations to
eliminate foods that are central
to a participant’s culture; share
tools that are tailored to par-
ticipants’ culture, such as the
National Diabetes Education

Program’s Choosing Healthy
Foods at the Buffet Table:

Tips for African Americans
with Diabetes.

CHOOSING
HEALTHY
FOODS AT

THEBUFFET  wHENYou Go
TABLE TO1 .

Tips foe Mcin Amer s
Wt Dbt

f * ”VEGETABLE TIPS
"

AV,
INDEP = nutisest Disberes Educasin Program

DSMES Programs for Underserved Populations/Communities:
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