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LESSON OUTCOMES

At the end of this session,
students should be able to:

Discuss aspects of the
DSMES including
assessment, goal setting,
planning, implementation,
evaluation, and the
importance of continuous
support.



HISTORICAL PERSPECTIVE - QUOTES FROM ELLIOT JOSLIN

FOUNDER OF THE FIRST DIABETES CLINIC

= “The diabetic who knows the most,
lives the longest”

= “learn as if you have to learn forever,
live as if you die tomorrow”

" “We can only scratch one back at a time,
but we can teach many patients together
and each is likely to teach another”

= “A well-trained nurse is of more value
than the patient’s doctor”




DEFINITIONS

Self-management education Diabetes Self-Management Education (DSMES)

, . . = |s the ongoing process of facilitating the
An intervention that involves knowledge, skills, and ability necessary for diabetes

self-care
active patient participation

= This process incorporates the needs, goals, and life
experiences of the person with diabetes and is

in self-monitoring and/or guided by evidence-based standards

decision-making with the application = The overall objectives of DSME are to support
of knowledge and skills informed decision-making, self-care behaviours,
problem-solving and active collaboration with the
health care team and to improve clinical outcomes,
health status, and quality of life



WHY DO WE NEED DSMES!?

* 24 hours x 365.25 days = 8,766 hours

 Attending health care professional appointments over | year:

* 30 minute new and 3 x |5-20 minute review appointments with doctor

| hour new and 2 x 30 minute review appointments with dietitian

| hour new 4 x 30 minute review appointments with diabetes educator

| hour new and 4 x 30 minute review appointments with the podiatrist

| hour optometrist

* 2 dental review appointments

That leaves 8,754 hours for the person with diabetes to manage on their own
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KEY CONCEPTS BEFORE WE BEGIN:

Health Belief Model
= Person-centred principles

When do we implement DSMES

* Finding the story ....

Where is the patient currently on their journey of diabetes!?

Models of care



HEALTH BELIEF MODEL

For successful self-management to occur the
person with diabetes needs to:

|. Be convinced that they have diabetes

2. Think that diabetes and its consequences can
be serious

3. Think that the treatments you and other team
members are recommending will be beneficial

4. Think that the benefits of treatment will
outweigh the side effects (physical,
psychological, social, financial, cultural)




ASSUMPTIONS HELD BY HEALTH CARE PROFESSIONALS

Patients should change

Patients want to change

Patients’ health is their prime motivator
Patients are either motivated to change or not

Now is the right time for change

A tough approach is a good approach

If the patient does not change then our
intervention has failed

| am the expert therefore the patient must follow
my advice

“1 brought my husband in to be checked.”

L2008 DIaDEtes Heanmn



PERSON-CENTRED CARE PRINCIPLES

| focus on the person and their goals and overall wellbeing
I’'m respectful of the person’s culture and health beliefs

| respect the person’s decisions about their healthcare and include carers and family
members (with the person’s consent)

| proactively outline care options and known health benefits, risks, access and costs

| check each person has understood, agreed with and can action their self-managed
care

| review outcomes and use the person's experiences, needs, preferences and values
as the basis for planning the next period of self-management and professional care



PERSON-CENTRED CARE PRINCIPLES

/. | communicate with the person’s other health providers to facilitate holistic
care (with the person’s consent)

8. | partner with the person so they can communicate with key people in their
life to support environments that are non-discriminatory, safe and supportive

9. | partner with consumers and consumer representatives to educate colleagues
and the wider community about, and advocate for, supportive and inclusive
environments for people living with diabetes

10. | partner with consumers and consumer representatives in policy and service
development and ongoing quality assurance

ADEA/Diabetes Australia/NDSS (2016) Person-Centred Care Toolkit



FACILITATING BEHAVIOUR CHANGE AND WELL-BEING TO IMPROVE

HEALTH OUTCOMES STANDARDS OF MEDICAL CARE IN DIABETES 2020

= Diabetes self-management education and support

= Medical nutritional therapy

= Routine physical activity

= Smoking cessation counselling
= Psychosocial care

= Following a comprehensive medical evaluation and assessment of co-morbidities
“patients and providers are encouraged to engage in person-centred collaboration which is
guided by shared decision-making in treatment regimen selection, facilitation of obtaining
medical and psychosocial resources, and shared monitoring of agreed-upon regimen and
lifestyle. Re-evaluation during routine care should include not only assessment of medical
health but also behavioural and mental health outcomes, especially during times of
deterioration in health and wellbeing”.



DECISION CYCLE FUR PATIENI-CENTRED GLYCAEMIC MANAGEMENT IN TYPE 2 DIABETES

REVIEW AND AGREE ON MANAGEMENT PLAN ASSESS KEY PATIENT CHARACTERISTICS

e Review management plan

e Mutual agreement on changes

< Ensure agreed modification of therapy is implemented
in a timely fashion to avoid clinical inertia

e Decision cycle undertaken regularly
(at least once/twice a year)

e Current lifestyle

e Comorbidities i.e. ASCVD, CKD, HF

= Clinical characteristics i.e. age, HbA, , weight
e Issues such as motivation and depression
Cultural and socio-economic context

CONSIDER SPECIFIC FACTORS WHICH IMPACT

ONGOING MONITORING AND CHOICE OF TREATMENT

GOALS
SUPPORT INCLUDING: - Individualised HbA,_target

OF CARE
e Emotional well-being « Impact on weight and hypoglycaemia

- Check tolerability of medication * Prevent complications - Side effect profile of medication

» Monitor glycaemic status ° Upti mise qua[ity of life «  Complexity of regimen i.e. frequency, mode of administration

» Biofeedback including SMBG, » Choose regimen to optimise adherence and persistence
weight, step count, HbA, , BP, lipids e Access, cost and availability of medication

' SHARED DECISION-MAKING TO CREATE A
e MANAGEMENT PLAN

» Involves an educated and informed patient (and their
family/caregiver)

« Seeks patient preferences

» Effective consultation includes motivational

IMPLEMENT MANAGEMENT PLAN

« Patients not meeting goals generally
should be seen at least every 3
months as long as progress is being
made; more frequent contact initially

| AGREE ON MANAGEMENT PLAN

i< often desirable for DSMES * Specify SMART goals: interviewing, goal setting and shared decision-making
- Specific » Empowers the patient
- Mea.surable » Ensures access to DSMES
ASCVD = Atherosclerotic Cardiovascular Disease - Achievable

CKD = Chronic Kidney Disease - Realistic

HF = Heart Failure - Time limited
DSMES = Diabetes Self-Management Education and Support

SMBG = Self-Monitored Blood Glucose







4 CRITICALTIMES TO EVALUATE THE NEED FOR DSMES

|. Diagnosis

2. Annually for assessment of education, nutrition and emotional needs

3. When complications arise (health conditions, physical limitations,
emotional factors, or basic living needs)

4. When transitions in care occur



FIND THE STORY

Two of the most helpful questions to ask:

|.  Were you surprised by the diagnosis of
diabetes!?

2.  What is your family experience of
diabetes!?

“I g your parden, But | am not a diabatic... | am
what you abould reder 10 as ‘Pancrestically -Disadoanaged ™




WHERE IS THE PATIENT IN THE JOURNEY?

* Initial shock following diagnosis

* Denial

 Revolt and injustice of having diabetes
 Bargaining over treatment strategies

* Sadness or withdrawal (not clinical
depression) where they cannot see how to
face the future with diabetes only the past
without it

 Acceptance

- Remembering this process can be repeated
when a diabetes complication occurs




KEY CONCEPTS TO CONSIDER

= Organisation and patient support systems
= Steps to success

= Readiness to change

= Motivation

= Motivational interviewing

* How should DSMES be delivered

= Interaction techniques



2018 Diabetes Canada CPG — Chapter 7. Self-Management Education and Support

STEPS TO SUCCESS

A

Evaluate and
support long-term
self-management

Implement a realistic plan
for skills training

Collaborate on decisions and
goals for action

Make informed consideration of
self-care options

Assess & identify personal self-care
needs
y _________\



READINESS TO CHANGE STAGES AND WHAT IS

IMPORTANT AT EACH STAGE

PROGRESS Precontemplation—information

Contemplation—information on
options on how to change behaviours
Preparation—setting goals and timelines
Action—implementing the plan
Maintenance—continuing goal directed
behaviour/choices

Relapse—reaffirming goals and
commitment to change

Contemplation

Preparation

o

Action

|

RELAPSE

Maintenance




THE MOTIVATIONAL INTERVIEWING SHIFT

* From feeling responsible for changing a patient’s behaviour to
supporting them in thinking and talking about their own reasons and

means for behaviour change
* As HCP we are also part of the change we want to see:

 Roll with resistance

* Develop discrepancy

 Offer information/advice/choice

* Normalise




THE MOTIVATION CONUNDRUM

* Internal motivation is required for lasting change; all
patients have something internal that is important to them

* External push/pull strategies prevail and do more harm than
good. Patient responses:

— Either: Feel violated, so resist further and do nothing

— Or: Make a very temporary effort at change and
experience failure for the relapse




2018 Diabetes Canada CPG — Chapter 7. Self-Management Education and Support

HOW SHOULD DSMES BE DELIVERED?

Interprofessional team Personal contact
and/or peer-education with health-care
workers

W% 0D B=

Combination of group Combination of
and individual sessions didactic and interactive




INTERACTION TECHNIQUES (OARYS)

* Open-ended questions- elicit infformation from the client instead not
yes/no responses

« Affirmations- Favorable comment on a strength or trait of a client.
Must be congruent and genuine

» Reflective listening listen carefully and attentively to clients is the key
part of empathy which facilitates change

* Summaries- reflect back to the client what he or she has been telling
you

-Begins with “Let me stop and summarise ...”

-It’s an invitation for the client to add or correct any information
missed



SUMMARY OF DIABETES ASSESSMENT AND EVALUATION TOOLS

Name of tool Aspect of care assessed

Problem areas in diabetes (PAID) Diabetes specific emotional distress

PAID — Paediatric version (PAID — Peds) Ages 8-17

PAID — Parent revised version (PAID — PR)

Diabetes care profile (DCP) Social & psych factors assoc with diabetes & its treatments
Diabetes — 39 questionnaire (D-39) QoL in people with diabetes

Diabetes health profile (DHP) Eating, activity & psychological distress

Diabetes impact measurement scales (DIMS) Symptoms, well-being, moral and social life

Diabetes QoL clinical trial questionnaire (DQLCTQ) Changes on QoL for people with diabetes in clinical trials
Diabetes quality of life measure (DQOL) Life satisfaction, diabetes impact, worries about diabetes
Diabetes specific quality of life scale (DSQOLYS) Treatment goals, burden of diabetes care & management

Questionnaire on stress in patients with diabetes (QSD-R)  Treatment goals, treatment success & burden
Well-being for diabetics (WED) Quality of life



SUMMARY OF DIABETES ASSESSMENT AND EVALUATION TOOLS

Name of tool Aspect of care assessed

Diabetes self-efficacy scale

Diabetes self-efficacy scale for adolescents

Diabetes knowledge questionnaire (DKQ)

Confidence in diabetes self-care scale (CIDS)

Summary of diabetes self-care activities measure (SDSCA)
LMS skills, confidence and preparedness index (SCPI)
Diabetes treatment satisfaction questionnaire (DTSQ)
Audit of diabetes-dependent quality of life (ADDQol)
Diabetes empowerment scale

Diabetes knowledge test

Barriers to diabetes adherence

Self-efficacy of diabetes self-care

General knowledge of diabetes

Confidence in diabetes-specific self-care behaviours
Activities associated with diabetes self-management
Measures knowledge, confidence and preparedness
Treatment satisfaction

Impact of diabetes & its treatment on QoL
Psychosocial self-efficacy

General knowledge in diabetes
Ages 12-17

25



HEALTH LITERACY

* An individual’s ability to:
— Read
— Understand
— Use healthcare information
— To make decisions and follow instructions for treatment

* The National Health and Hospitals Reform Commission identified

improving health literacy as a national health reform direction for
Australia

» Poor health literacy is ‘a stronger predictor of a person’s health than age,
income, employment status, education and race’

American Med Assoc

26



HEALTH LITERACY

* Studies reveal that up to half of patients cannot understand basic
healthcare information translating into:

— Higher risk of hospitalisations
— Longer length of stay

— Less likely to comply with treatment
— More likely to make errors with medication

— More ill when they seek medical care
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If your after (meal) blocd glucose reading is above 6.7 for mg same meal 2 days in a row, increase your
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Only increase your insulin dose every 2 days (if needed).
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*21f your fasting glucose readings are 5.0 or less continue on the same dose of insulin**

phone the Diabetes Educator weekly on the below phone numbers for review of your glucose
insulin doses. Contact detail
thern Hospital — 8405 8669

Centre —0439 187 975 / 0418 336 502

i‘-lu contact: [urgent only) call The Northern Hospital 8405 8000 and ask for Endocrinologist on
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GOALS NEED TO BE SMARTER NOT JUST SMART

= Specific
op = [ssues that will affect goal setting:
= Measurable

: : = How important the goal is
= Action-orientated P &

= How urgent the goal’s outcomes
are

= Realistic

= Time limited

= |imited resources and support
= Expect problems

= Review and Reiterate = Timing



SMARTER

|dentifying a goal Being realistic

= Helping the person break down their = Setting a goal that a person is unlikely
goal into specific actions such as what, to achieve is setting them up to fail,
when, how often, and how long even if they set the goals themselves

= “Do you think you can achieve your

= |t is important to move away from . v
P / goal in 3 months!?

vague goals “going to be more active”
to a specific goal “l will walk for 30
minutes every Tuesday, Thursday and

Saturday as soon as | get home from
work” = Burdon

= “On a scale of | to 10 how likely will
you achieve your goal in 3 months
time?”



SMARTER

Monitoring Expect problems

= Focus is on how the person will = Help clients think about what
monitor how well they are things are likely to stop them
managing to achieve their goal. from achieving their goal, help
Questions to ask include “How them find solutions to the biggest
well it is going?” “How many barriers so that they are prepared
times did you manage to walk last and can problem-solve more
week?” effectively when such problems

arise

TEACH A COURSE 31



DOES YOUR WORKPLACE SUPPORT DSMES?

Continuity of care

Coordination of referrals
Ongoing quality improvement
System for documentation
Patent input

Integration of self management
nio pnmary care

Team approach

Staff educabon and training

Organizational

Support

-—>

Patient

Support

Individualized assessment
Sell-management education
Goal setting

Problem-solving skills
Emotional heaith

Patient involvement in
deasion making

Social support

Lnks o community resources

32



BUT WE DON’T HAVE THE TIME AND FACILITIES TO KEEP

PROVIDING ONGOING SUPPORT

Miller’s Pyramid of Competence

Rather than tell people with

diabetes WHAT to do, tell them
,‘ WHY they should do something in
Knows how a particular way

[ e N

NORCINI,).) BM]) 2003;326:753-755

33



BUT WE DON’'T HAVE THE TIME AND FACILITIES TO
KEEP PROVIDING ONGOING SUPPORT

= Telephone coaching and SMS notifications
= Peer support
= Social media

= Apps

= Online learning

" |[nvolving ““Team Diabetes”




IMPLEMENTATION — AN EXAMPLE OF FOLLOW UP USING SMS

Role Primary Patient Nurse Clinical Care Nutritionist Clerical Staff
Care Manager PT & OT
Physician
Introduce SMS and V
patient role
Set visit agenda Vv Vv Vv Vv
Collaboratively set Vv A4 Vv Vv
goals
Provide information Vv Vv Vv
and training to
patients
Ensure patient V V V
understands
information and
instructions
Create an Action V V V v
Plan
Link patients with v V \/
system and
community
resources
Proactive follow-up v v .




Ok, T am posting the
chpboird... Then!

USING TECHNOLOGY

Brief automated messages can significantly improve chronic disease
management for T2DM patients. Using specialist diabetes apps
allowed patients to enter data, track medication, set reminders, plan

meals, find recipes and plan for doctor's appointments and blood tests
Diabetes UK °©

Another trial used video-messages to relay health information and
reported that 47% did not even view the videos or stopped watching
the videos after 2 months

A recent review of free apps found that most do not integrate the main tasks of diabetes
self management (Mobile App Rating Scale) Chavez S et al Diabetes Care 2017

Frequent secured internet communication in addition to usual HCP appointments improve
diabetes outcomes Chung. S et al Diabetes Care 2017



Mecdttronic

Pattern Snapshot for Patient Example

Mar 3 - Mar 8, 2017

(6 days)

Avg SG: 149 mg/dL

Time in range: 58% Abowe 140 mg/dL |
35%in targetrange OO0

Estimated A1C™: 6.8% calculated from 5G values

OBSERVED PATTERNS & SOME POSSIBLE CAUSES '™

Variable SG - Overnight
11:00 PM - 6:00 AM

Glucose variability during overnight for 6
days

To% Below 70 mg/dl N

Variable SG - Post-breakfast
600 AM - 10:00 AM

Glucose variability during post-breakfast for
&days

3

Low SG - Pre-breakfast
6:00 AM - 10:00 AM

3 out of 6 days excursions observed:
3 dayi(s) 50-70 mg/dL
0 day(s) = 50 mg/dL

1 Eratic food intake day before?

- Ermatic exercise schedule day before?

‘z Erratic sleep pattern?

Variable food intake?

Oral medication(s) too high or
incorrectly timed?

Pre-breakfast insulin incorrectly timed,

]

e

-

B 0o low, too high, or omitted?

Ul Less food intake in prior eveningls)?

Breakfast delayed?

More exercise in prior evening(s)?

H B & 5 = S

PAGE:1 /2
DATE: 2014/09/20

12 September 2014 - 20 September 2014 9 dar)

Daily

08:00

10:00

12:00

14:00

18:00

1800

200

14

7

89

92

98

838

6.3

104

i
i
|
1
'
|
|
'
|
i
|
'
|
i
'
|
i
|
'
1
'
|
'
'

'
N
|
'
1
i
|
'
1
i
|
'
1
i
|
|
1

4

p Oral medication(s) day before cmitted Insulin to carbohydrate ratio not Oral medication(s) too high ar
or incorrectly timed? optimal for pre-meal insulin? incorrectly timed? =
= I ) Basal insulin injection in eveningls) =
[ o~ Basalinsulin injection missed? oo high? ®
2
— Pre-meal insulin in prior evening(s) R . . =
[ i b T 1 or omitted? Alcohal consumed in pricr evening(s)? g
—8—]
- o t o | —- ;s E
2am 1 3 Zam 4 5 Gam 7 B Sam W 11 12pm 1 2 3pm 5 spm 7 8 gpm 10 11 N2am L3 S
o3 1
waidl | Ay 159 mgfdL 88 mogfdL 85 mgldL 143mgfdL 185 mgidL 181 mg/dL 159 ma/dL 202 mg/dL 2z
4o 1 g
g w
350
L]
o
o —_—
-~
-~
150 - /\-‘\ .
e
. o 70
Mon Mar 3 Tue Mar 4 Wed bar 5 Thu Mar 6 Fri Mar 7 SatMar 8 AVG _ __ Target Meal Marker ©
(1) Estimated A 1€ do Lobm and is calculated from limited 5G data. 08:04

S 58 Gl el )

(2] Suggested con siderations ane lim ited and do not replace the opinion or advice of the healhcare provider. Please see User Guide on how patfems ond possible couses ane 20/09/2014



AUSTRALIAN CONTEXT: DIABETES APPS

ARE NOT ALWAYS USEFUL
= Only 8% of people with T2D in Australia use apps

= Apps that are used are often not diabetes specific

= Apps should be seen as providing additional support
AND NOT replacing education or support

= Current diabetes specific apps are not useful

= Nearly all apps in trial will never reach market (often -~ Sl
academic endeavours) Trawley. S et al Diabetes :
Technology & Therapeutics 2017

= “Patients are the most under-used resource in
healthcare” Dr Warner Slack — informatics pioneer

since 1970’s

e



EDUCATION DONE IN A DIFFERENT WAY?

diabetes
australia

= Involving partners with education will improve HbAlc AN comsoleuRiinidis ates
Caring for a family member or friend Family and friends play an important

“Benefits of a couples intervention may result from social
. . who has diabetes can be rewarding mm?ws:\ﬂ;omnm
support and from having a partner "coach" to reinforce healthy S e e

. and preparation, reminding the person to
how to best support the person in take alione A foring ghu

behaviours, and/or from the direct effect of reduced Contilo ey YUy L et

other demands, such as work, study : s
or family. Taking care of your own Supporting someone during times of need

relationship stress on health outcomes” Tucker.M Rean a wakbang s mpornt, 6 8o spsieve Vo

This factsheet will give you some tips
about what you can do to support your EMew S vty I 6 SR WY Sl SARDON)
° . 3 caring role affects your own well-being.
Diabetes Care 2016 v o fend wih dabeles, i Youta ot sone. s common o et
how you can take care of yourself.
= worried that the person may develop other
R health problems because of diabetes

» helpless, i.e., not knowing how to best
help the person with their diabetes
. » guilty that you're not doing enough
» confused or uncertain about what support
is expected from you
~ anxious about the person with diabetes

having severe hypos (very low blood
“It's important to remember that the duc‘;ge) when you are not around
person with diabetes isn’t the only person

= | readmissions and bed days inVictoria by 16% and 20% o T L T T el

= The COACH Program — Coaching patients On Achieving
Cardiovascular Health (Qld, NSW,VIC, Tas)

that's important. A lot of people forget or that your needs are not considered.

e e R
= | HbAIlc from 8.2% to 7.5% (p<0.001) in QId oE e s e e

NDSS Helpline 1300 136 588 ndss.com.au

The National Diatwtes Services Scherme s an inlistive of the Austrakan Govermiment administensd with Te assistance of Diabetes Austraba




GETTING INFORMATION OFF THE INTERNET IS LIKE TAKING
A DRINK FROM A FIRE HYDRANT
MITCHELL KAPOR

TELL MEAGAIN HOW DRINKING
WATER IN THE MORNING WILL
MAKEMY DIABETES ﬁll AWAY

o . i
e ... ' "\
S '\:\ -
f 7( |

DID THE I(AIIIIASIIIAHS
TELLYOU THAT®::.

imgfiip.com
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Understanding food labels

Labels on packaged foods provide
information that can help you make
healthier food chelces,

Understanding how to read lood labele
can help you choose foods with less
saturated fat, salt (socium) and kiojoudes,
and with more tore. They can also provide
information on the amount of carbohydrate
in the food you eal, to help manage your
blood glucose levels,

Information o6 foad labels must maet
Australian food labeling laws. Labels must:

« be written in English

+ be clearly preeanted

+ show the 'use by’ or ‘bust before’ date

« Include an ingredients list

+ include a nutrtion information panel

+ Cloarly identity food allergens and
addtives.

Helpline 1300 136 588

Nutrition information on food labels

When shopping for healthy faods, the twa
most usedul tools are the nutriion information
panal and the ingredients ist,

Nutrition Information panei

You will find a nutrition information panel on
most packaged foods, as it i compitsory
for manutacturers 1o Include this. This panel
provides useful information to help you
compare simiar products and choose the
healthiest options for you.

Here i an axample of & nutition
informaion panel.
Sorvings por package: 10
Sheving 5e 359 (Appro 3 biscudts)
Ouwntty  Quartty
e sening e 1009
Envegy 2T
Prolen 1y 51g
Fil - Total 1.09 299
_ -Sdunid 029 ang
Carbohydute - Torsl 259 7569
Sugars 1639 65
Sodum %amg  1%omg

WHON YoU fromt im s b indnmsnbinn

panal, chec
per 100g ¢
(kicjoules),
carbohydral
These comy

NDSS

rn cusis W sare

NDSS

e Cotn tevins sre

o Bl
L australia

Carbohgdrate counting

and diabetes

Foods that contain carbohydrate are

an important source of fuel for your
body, These foods include bread,
pasta, rice, grains and cereals,
legumes, fruits, starchy vegetables,

milk and yoghurt, Your body breaks
down carbohydrates into glucose in
the bloodstream, Glucase is used by

the body's cells for energy.

It's important to know how much
carbohydrate is in the food you eat to
understand the effacts an your biood glucesa
Jevels. This can help you with managing your
dhabetas, Carbohydrate counting Is @ way of
ostimating the amount of carbohydrate
in different foods.

d diabetes
australia

Healthy meal ideas

Planning and praparing nutritious
meals is important for good health,
Getting the right bakance of healthy
foods and choosing serving sizes to
suit your needs can help you manage
your diabetes and weight.

Putting together a healthy meal

When planning what to #of on a daily
basis, t's imponant to eat a wide varety of
nutritious foods in the right amaunts.

Helpline 1300 136 588

As a general guide for kinch and dinner:

+ Hl hait of your piate with & variety of
non-starchy vogatables or salad

+ fl a quarter of your plate with & lean
proten source, such as ean meat (beef,
lamb, park), sianless chicken, fish!
saatood, 1ofu, legumes of egge

+ fil a quartor of your plate with &
carbolydrate food that has & lower
glycemic index (GI) such &9 pasta,
basmatiDoongara™ rice; quinoa, fice
noodies, lagumes (such as chickpeas,
Iidney beans, lentds) com cob, kow-Gi
potatasweet potato,

Inchude hoakhy fats and oils as part of &
balanced diet. These inchide avocado,
unsaited nuts and seeds, olis such 88 olve,
sunflower, cancla, grapeseed, rice bran
and polyunsaturated or monounsaturated
margarines.
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Why Is the amount of carbohydrate

Important?

All carbohydrates are converted to glucose

‘within about two hours of eating, directly
altecting your bleed glucose Jevels.

Spreacing carbohydrate focds evenly across
the day can help maintain energy levels and
keap your blood glucose levels within your

target range.

+ Eating too much carbohwdrate at one time

can result in high blood glucose levels
after meals,

+ Eating too litths carbohydrate can result
in low energy levels. If you use insuin or
certain types of blosd glucose lowering

madications, eating too iittle carbohy-

drate or skipping a meal can make your

blood glucesa level drop too low and
cause hypoglycaemia (& hypo),
How to count carbohydrates

The amourtt of carbohydrate in food can
be counted using & rumber of differant

mathods, Counting carbohydrate exchanges

s one way of estimating s amount of
carbohydrats in food.

A carbohydrate exchange is an amount of
food that containe spproxirately 15 grams
of carbohydrate, Exchanges don't refer to

1he weight of & food - for example, a sica
bread can weigh 40 grams but only conts
15 grams of carbohydrate (one exchange
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Eating out

Eating out s an enjoyable part of ife,
and having diabetes shouldn't stop
you from sharing a meal with family
and friends,

Htyou only eat out occamonally, the chokes:
‘you make are loas ikely to affect your
oversll than if yeu

Making healthy tood cholces

Haalthy eating includes choosing from

a variety of foods, such s vegetablss,
whalograins, fruit, lean meats, fish and
Jow-fet dairy foods. Where possile, try 1o
¢hooss high-fies, low glycemic index (GI)
carbohycrate foods, Low.Gl foods are more

oat out reqularly. If eating out is a regular
part of your life, it's important to try and
tchooss healthy options.

diabetes
australia

Hints for healthy cooking

Healthy eating for peopte with
diabetes is no different from what is
recommended for everyone,

There is no need 10 prepars separate
meals or buy special foods, By choosing
ingredients and recipes thet are low in
Saturated fat and sat, high in fbre and
contain less added sugar, you can moko
healthy and nutritious meals suitable for
averyone.

Helpline 1300 136 588

16 588

¥ absorbed, resulting in
a gracual rise in bicad glucoso levels,

I's also important to imit foods that are
high In satursted fat, acded sugars and

salt (sedium). A dietitian can help you with
information on the best food choices when
eating out.

Dining at a restaurant

Many restaurants serve food that easily fits
1t & healthy eating plan, Some restaurants
have manus onling 50 you can see what
healthier cheices are available. It's & good
Kiea to sk restaurant staft about the dish of
your cholce and the way t has been cooked.
You can then request simple changes if you
166d 10

Tips for dining out

What to choose

+ Chooes cear or vegatable-based soupe
rather than creamy soups,

+ Ordar salod or steamed vegetables a5 a
8ida dish,

+ Choose olive olf or vinagar-based
dressings for salads.

ndss.com.au

Choosing healthy ingredients
When preparing meals or following
tecipes at home, kry using some of these
healthier swaps.

Fate and ode

Buter Polyunsaturated o

Cream Low- yogrun, reduced 18

Sour coam  Ught sour crasm of low-fa! piain
yogrurt

Cream-baind - Ofive off mixid wif basamic

Grestgs  ineg ot lemn uke
Cocomns mik/ Recuced Wt coconut milk, coconut-

croom faveured ight avaporaled sk ot
0ocenUt G556000 Mived with low-Bat
0 Thckiere Wi A sl et
of comfowr

Dairy foods

Fuldat il Low st or skim mik, cakclum-
fovttec sy mik

Cream Recucod %9t ricotta, low i cottage

chedgs e O xira gt Cresm Chesses

Hardohoese  Recuced it cheaze or smali

ndss.com.au




7/ A’S CHRONIC CARE

be AWARE that PWD might have emotional or mental
health problems

ASK about these problems, using open-ended questions

ASSESS for emotional or mental health problems
using a validated tool

ADVISE patients about identified problems

ASSIST them with developing an achievable action plan
ASSIGN care, where appropriate, to another HCP
ARRANGE follow-up care




EVALUATION

= Evidence for the benefits of DSMES
= |mproved diabetes knowledge
= Changes in self-care behaviours
= Lower HbAIc
= Lower self-reported weight
= |Improved quality of life
= Reduced all-cause mortality risk
= Healthy coping

= Reduced healthcare costs

43



QUESTION |I:

The premise of the health belief model is that the health care professional
is the only expert the person with diabetes needs to listen to and the
patient should be grateful that they have the opportunity to listen to the
health care professional.

True or false



QUESTION |I:

The premise of the health belief model is that the health care professional
is the only expert the person with diabetes needs to listen to and the
patient should be grateful that they have the opportunity to listen to the
health care professional.

True or false

False



QUESTION 2:

What are the 4 critical time to evaluate the need for DSMES?



QUESTION 2:

What are the 4 critical time to evaluate the need for DSMES!?

Answer:

|. Diagnosis

2. Annually for assessment of education, nutrition and emotional needs

3. When complications arise (health conditions, physical limitations,
emotional factors, or basic living needs)

4. When transitions in care occur



QUESTION 3:WHAT ARE THE 2 KEY STEPS MISSING IN THE 5 STEPS
TO SUCCESS

A

Implement a realistic
lan for skills trainin

Make informed consideration of
self-care options
Assess & identify personal self-care
needs




QUESTION 3: ANSWER

A

Evaluate and
support long-term
self-management

Implement a realistic plan
for skills training

Collaborate on decisions and
goals for action

Make informed consideration of
self-care options

Assess & identify personal self-care
needs



QUESTION 4: MATCH READINESS TO CHANGE

STAGES WITH ITS DEFINITION

PROGRESS .
- Setting goals and timelines

- Reaffirming goals and

Contemplation commitment to change
- Information
Preparation - Implementing the plan

- Continuing goal directed
behaviour/choices

- Information on options on
how to change behaviours

Action

Maintenance RELAPSE




QUESTION 4: MATCH READINESS TO CHANGE

STAGES WITH ITS DEFINITION

PROGRESS .
- Setting goals and timelines

- Reaffirming goals and
commitment to ch
- Information
Preparation - Implementing the plan
- Continuing goal directed
behaviour/choices
- Information on options
how to change behaviour

Precontemplation

Contemplation Contemplation

Preparation

Action

Action

Maintenance

Maintenance RELAPSE

Relapse



QUESTION 5:WHAT DOES SMARTER GOALS STAND FOR?




QUESTION 5:WHAT DOES SMARTER GOALS STAND FOR?

m Specific

® Measurable

® Action-orientated
= Realistic

B Time limited

= Expect problems

= Review and Reiterate



REFERENCE MODELS OF CAREAND ALGORITHMS

TEACH A COURSE
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5 5
A MODEL FOR SELF-MANAGEMENT EDUCATION AND SUPPORT

Implement

Monitor

Evaluate

goals, informed
decision making
and action
planning

 Use of
interprofessional
team

+ Basic
knowledge:
healthy eating,
physical activity,
medications,
hyper/

hypoglycemia

solving, coping,
behavior change
strategies:
cognitive and
affective

* Group or
individual:
couple SME
with SMS:
multifaceted

* Technology
beneficial

culture, capacity,

learning
preference, type
of diabetes,
SOCioeconomics,
comorbidities,
and
psychological
factors

SME, self-management education; SMS, self-management support

GOAL W
Engagement in Effective Diabetes i
Self-Management. J
a = -~ 5 ™
Collaborative v SN:Ed e fSMS Health Outcomes:
i nowledge einforcement o
ltera:ve: l:rocess Ll €oachins lnforme(ti-, el:gaged
ngage Behaviour Peers aell
Community
Assess Change in knowledge,
attitude, self-efficacy
=N & ™) -
Plan Collaborative Interactive Individualized
- Patient - Basic skills: Consider: Change in he.alth
identified problem health beliefs, behaviours

Improvement in
clinical parameters:
glycemic control,
diabetes distress,
quality of life and foot
complications.




Behavior Change Protocol31.

Table 1. Behavior Change Protocol®

Step I: Explore the Problem or Issue (Past)

e What is the hardest thing about caring for your diabetes?
e Please tell me more about that.
e Are there some specific examples you can give me?

Step II: Clarify Feelings and Meaning (Present)

e What are your thoughts about this?
e Are you feeling (insert feeling) because (insert meaning)?

Step III: Develop a Plan (Future)

What do you want?

How would this situation have to change for you to feel better about it?

Where would you like to be regarding this situation in (insert specific time, e.g., 1 month, 3 months, 1 year)?
What are your options?

What are barriers for you?

Who could help you?

What are the costs and benefits for each of your choices?

What would happen if you do not do anything about it?

How important is it, on a scale of 1 to 10, for you to do something about this?

Let’s develop a plan.

Step I'V: Commit to Action (Future)

Are you willing to do what you need to do to solve this problem?

What are some steps you could take?

What are you going to do?

When are you going to do it?

How confident are you that you can accomplish this plan, on a scale of 1 to 10?
How will you know if you have succeeded?

What is one thing you will do when you leave here today?

Step V: Experience and Evaluate the Plan (Future)

How did it go?

What did you learn?

What barriers did you encounter?

What, if anything, would you do differently next time?

What will you do when you leave here today? a American

_ _ Diabetes
©2007 by American Diabetes Association Martha Mitchell Funnell et al. Diabetes SpeCtr 2007:20:221-226
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Structure of the Lifetime DSMS Intervention35.

Table 2. Structure of the Lifetime DSMS Interventions®

Component 1: Reflecting on Relevant Experiences (~ 10 minutes)

Purpose: At the end of each session, group patients have identified a goal and action plan related to their self-
management. At the beginning of the subsequent session, patients are invited to reflect on their experience of

working on their self-selected goals.

e Invirte group patients to comment on goals identified and implemented (plan of action) since the lasrt session.
Do the patients view their experience as positive or negative?

What did patients learn from this experience?

Whart did patients learn abourt their diabetes self-management?

Can they incorporate what they learned into their overall self-management plans?

Component 2: Discussing the Role of Emotion (~ 10 minutes)

Purpose: Living with diabetes raises emotional issues related to relationships, work, family, economic circum-

stances, overall health, physical funcrioning, and other life events. We provide this time to have group partients

discuss important events that have occurred since the previous meeting and how these events have affected

their self- management.

e Invite group patients to talk about somerthing that happened since the last session and whart feelings it raised
for them.

e How can these feelings influence self-management decisions?

Component 3: Engaging in Systematic Problem Solving (~ 30 minutes)

Purpose: The problem-solving component is based on the fundamental principle that patients’ concerns and
needs are the highest priority. Topics and issues discussed are ones partients have self-identified or generarted.
The problems addressed include interacting with health care providers as well as self-management and psycho-
social issues. The flexibility of the group strucrure is guided directly by partients™ needs.

e Invite a group patient to raise a problem or concern he or she is encountering.

e Generate possible solutions to the problem.
e Identify facilitators and barriers to implementing possible solutions.
e The individual patient determines the “goodness of fit” of the solution based on his or her experience.
® The individual patient outlines a plan of action based on the identified problem and goals for
self- management.
-

Each week, partients will be invited to conducrt a self-care experiment by trying to achieve a self-selected short-
term goal. However, patients will not be pressured to set a goal if they do not wish to do so.

Component 4: Answering Clinical Questions (~ 20 minutes)

Purpose: This component provides the opportunity for patients to inquire about diabetes self-management—

related issues. We have an identified topic about which people can ask questions. These general topics areas

are drawn from the National Standards for Diabetes Self-Management Educartion listing of required content

areas.'?

e Address diabetes-related clinical and health inquires raised.

® Parrticipants share and exchange knowledge among the group.

e Parrticipants are encouraged to seek consultation from health care providers when necessary.

e Psychosocial and behavioral aspects are addressed for each of the clinical areas identified as a way to inte-
grate content with the partients’ behavior and life experiences.

Component 5: Providing Feedback (~ 20 minutes)

Purpose: We actively solicit feedback from partients at the end of each session so the community-based group

intervention can be railored and modified to the needs of the partients.

e Whart are some things you found helpful abourt this session?

e Is there anything we can do to make future sessions better? American
e Whart are future discussions or topics you would like to raise for next week? Diabetes

Martha Mitchell Funnell et al. Diabetes Spectr 2007;20:221-226 -Association.
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[ —
Helpful Hints for Facilitating an Empowerment-Based DSMS Program.

Table 3. Helpful Hints for Facilitating an
Empowerment-Based DSMS Program

Do:

Actively look for opportunities to turn the question back to the
group. If it is a purely clinical question, then answer it. If not, ask the
group to respond.

Actively look for opportunities to ask questions that will help inte-
grate psychosocial and behavioral aspects with clinical content.
Clarify that you have been understood.

Ask questions to stimulate discussions rather than just starting to lec-
ture. For example, “What do you think of the sodium content of this
food?” rather than telling the group it is too high in sodium.

Provide positive feedback for effort, not results. Use experiences to
help the group: “What is different about your exercise plan this time
that is helping you to follow through? How were you able to get past
your feelings of denial?”

Listen. Allow a few minutes of quiet before responding unless it is
clear that a question has been posed that requires a response.

Include participants’ words in your response or feedback.

Refrain from formulating your response based on the advice you
want to give. Respond to what the patient has said.

Redefine patients’ statements by putting it back to them: “What do
vou think?” or “How can you make that better?” or “What have
yvou done in the past that has worked?”™

Be patient.

Avoid:

©2007 by American Diabetes Association

Giving a 20-minute lecture in response to a question. Answer the
question and then wait for the response. Think of it as an interview.
Making judgments, including positive judgments.

Using judgment words (e.g., good, bad, great, positive, negative, bet-
ter, success, failure, control, out-of-control, must, should).

Trying to direct the conversation. Remember that non-diabetes—
related conversations help the group get to know each other and

bond.

Martha Mitchell Funnell et al. Diabetes Spectr 2007;20:221-226
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Diabetes Self-management Education and Support for Adults With Type 2 Diabetes: Algorithm of Care

ADA Stondards of Medical Care in Diabetes recommends all patients be assessed and referred for:

Nutrition
Registered dietitian for
medical nutrition therapy

Education

Diabetes self-management
education and support

Emotional Health
Mental health professional,
it needed

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

1
At diagnosis

2

Annual assessment of
education, nutrition, and
emotional needs

3

wWhen new complicating factors
influence self-management

a4

When transitions in care cccur

When primary care provider or specialist should consider referral:

3 Newly diagnosed. All newly
diagnosed individuals with type 2
diabetes should receive DSMESS

3 Ensure that both nutrition and
emptional health are appropriately
addressed in education or make
caparate referrais

J Needs review of knowledge, skills,
and behaviors

Long-standing Mabetes with limited
prior education

Change in medication, activity, or
nutritional intake

HbA,, out of target

Maintain positive health outcomeas
Unexplained hypogiycemia or
hyperglycemia

Planning pregnancy or pregnant
FOr SUPDOrt 1O ALLaiN 3nd sustan
behavior change(s)

Weight or other nutrition concerns
New life situations and comoeting
demands

CO 0C 0OC0 O O

Change in:

J Heslth conditions such as renal
disease and stroke, need for
steroit or complicated medication
regimen

J Physical imitations such as visual
Impairment, dexterity <sues,
moernent restrictions

3 Emotional factors such as anxiety
and clinical depression

O Basic Iving needs such a4 access to
food, financial limitations

Charge in:

J Living situation such as inpatient or
outpatient rehabilitation or now
iving alone

O Medical care team

J Insurance coverage that resuits in
treatment change

O Age-related changes affecting
cognition, self-care, etc.




Diabetes Self-management Education and Support Algorithm: Action Steps

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

At diagnosis

Annual assessment of education,
nutrition,. and emotional needs

] [ When new complicating factors

infloence self-management

When transitions in
care ocour

IPtlmary care provider/endocrinologist/clinical care team: areas of focus and action steps

O Arsaer Questions and provide
emotional support “egarding Sagnoss

O Provide overview of treatmesnt and
treatment goals

U Teach survivel skilis 1o address
immediate requiremaents {sa‘e use of
medication hypoglycemia treatment i |
nesded, Introduction of aatng uidcebnes)

0 identify and discuss resources for |
education and CAgoing support

S Make referral for DSME/SS and MNT

I Assess all areas of se¥f management
3 Feview problem-sohdng solils

3 identify strengths and challerges of
lhving with diahetes

O entily presence of fa<tors thas affect
diobates selt-management and aT1ain
trestment and behavioral goshk

W Dizcuss effect of complications and
sLCCesses with restment and s=§-
managemaent

O Develop diabetes Lransition plan

O Commumicate transition plan 1O new
health care tesm members

L Establish DSAMESS regular follcow-up
care

Assess cutural Influences, health belafs,

current knowiledge, physical Bmitations,

family suppart, financlal s1stus. medica

history, Meracy, numeracy 1o determine

CONMSNT 1O Drovide and Now:

O Medicstions —choices, action, tRration,
Side effects

< Monitoring blood glucose —when to
test, Interpreting and using ghacose
pattern management for feecbock

0 Physical activity—safety shori-term
vs. long termn goalsfrecommencations

0 Provanting, detecting. and Iresting
acine and chroaic complicatons

0O Nuwrition-—faod plan, plarning meals,
purchasing food, prepasing meads,
portioning food

I Risk reduction — smoking cessstion,
foot care

O Oeoewlopng personal strateges to
address psychosocial issues and
concarns

O Dewvelopng persona strateges 1O
promote Nealth and hehavior change

J Review and reinforce trestment gos's
and self-marsgpemerit needs

O Emphasize preventing compificaticons
and promoting guality of life

O3 Descuss how to adapt dabates
treatment and seif-managememt 1o
row ifo situations and competing
cemands

3 Support offorts to saastain ingial
behavior charges and cope with the
ONgoing burden of dianetes

-l Provide sepport 1or the provision of
self-care skills in & effort Lo deday
progression of the desase and provent
new complications

O Prowvide/refer for emotional support for
diabetes-related cistross and
daepression

 Develop ard support personal
strategies for behavior change and
heathy coping

O Devslop personal Strategies 1o
accommodate sensory or physical
limatation|s), adepting 10 new
sef.management demancs, and promote
heaith and behavicr charge

U dentity neaded adaptions in disoetes
self-msnagement

O Provide support for independent self-
management skills and seif-efficacy

O dentfy lovel of signif cart other
wrvolverent and facilitate education
and support

O Assist with facing challenges affect ng
wsual owet of Scrivity, abdicy to
function, heaa'th beliefs, and feelings of
Wi e ng

O Maximize quality of e and emational
supnoct for the patient {and family
members)

O Providge education for others now
rwalved i care

O sstablish communication and folaw-up
plans with the prowider, family, and
otherss
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