Cost Center 809 (Diabetes)

FY 12
Instructions

Background/Purpose

This cost center can be used for a variety of diabetes prevention and control efforts targeting those with and at risk for diabetes.  Recognizing that existing funds are not sufficient to support implementation of all aspects of the program statewide, the program is implemented at four levels of activity (descriptions are 2 pages later in the document).

Use of Funds

These funds are to support population-focused/group efforts in the area of diabetes prevention and control (goals, priorities and funding requirements are on the next page).  It is acceptable for sites designated as level 1 - 2 1/2 to utilize a portion of these funds for individual clinical services however; this must not be a primary focus.  The following lists the percentage of funds that should be used for population-focused activities by level:

· Level 1  – at least 51%

· Level 2 – at least 75%

· Level 2 1/2 – at least 90%

· Level 3 -must utilize 100% of their 809 funds for population-focused activities.

Target Population

All Kentuckians with or at risk for diabetes are targeted.  African American, Hispanic/Latino, senior and Appalachian populations have diabetes-related disparities and should be priority target audiences as appropriate for diabetes interventions/activities using 809 funds.
CATALYST Diabetes

Planned activities for the 809 cost center are to be entered into CATALYST: Diabetes, a web-based planning and reporting system, for review and approval.  Please note that:

· All Diabetes Self-Management Education/Training (DSMT) activities should be included

Contact Person

Theresa Renn, RN, BSN, CDE

Department for Public Health

Chronic Disease Prevention & Control Branch

275 E Main Street, HS2W-E
Frankfort, KY 40621

(502) 564-7996 ext. 3818

theresa.renn@ky.gov
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	CATALYST Workplan
	Funding Level Expectations

	
	E=Encouraged, SE=Strongly Encouraged, R=Required

	
	Level 1
	Level 2
	Level 2.5
	Level 3 

	Goals
	Key Activity Types
	Specific Info to Consider or Include in Smart Objective
	At least 3 different informational activities that convey the ABC message to large audiences *
	All of level 1 expectations plus at least 1 set of comprehensive DSME/T classes (other group behavioral or social approaches under E-3 also encouraged) *
	All of level 1 and 2 expectations plus some activities (community mobilization/change, prof. ed approaches) indicated under Goal E-4, E-5, E-8, & E-9 *
	All of level 1, 2, & 2.5 activities plus state or national level activities or conferences * 

	E-1 Monitor D/M Health Status to identify health problems
	LHD Choice
	 
	
	E
	SE
	SE

	E-3 Inform, educate & empower people about diabetes control health issues
	Edu-Comp DSME/T
	At least 1 set of comprehensive classes/county (
	
	R
	R
	R

	E-3 Inform, educate & empower people about diabetes prevention health issues
	LHD Choice
	 
	
	E
	E
	E

	E-4 Mobilize Partnerships/Resources to identity and solve health problems
	Meeting-Attend/Facilitate D/M Coalition
	 
	
	E
	R
	R

	
	Meeting- KDN
	 Meets quarterly
	
	E
	R
	R *** Prov. Leadership

	
	Meeting-Other Coalition
	AADE chapter
	
	E
	SE
	R

	E-5 Influence/Develop public policies & plans that support individual & statewide diabetes efforts
	Develop Strategic Plan
	State Diabetes Plan***, Level 3 Plan
	
	
	
	R

	E-7 Link people to needed personal diabetes health services/education
	Distribute/Update Info-D/M Resource Directory
	Assist with updating community resources
	
	SE
	SE
	R

	E-8 Assure competent public & personal diabetes health care workforce
	Attend National Conference

 
	AADE
	
	E
	SE
	R

	
	
	CDC Diabetes Conference
	
	
	
	SE***

	
	Attend/Promote Tobacco Quit Line Training ** 
	New staff attend this training once, promote ongoing
	SE
	SE
	R
	R

	
	Attend Health Communication Training**
	At least 1 course on cultural competency, limited literacy, or limited English proficiency
	SE
	R
	R
	R

	
	Attend Training/Conf./CEU
	Annual diabetes update
	SE
	R
	R
	R

	
	Attend Training to Provide DSME/T
	New staff attend this training once
	
	R
	R
	R

	
	Complete Competency Assessment
	New staff complete KDPCP Diabetes Educator Assessment 
	
	R
	R
	R

	
	Edu-Presentation to a Prof. Group, Organize Training/Conf/CEU
	 
	
	
	R
	R

	
	Meeting-KDPCP Level 3 Staff
	6-8/yr. w/ state staff
	
	
	
	R

	
	Meeting-KDPCP Level 3 Workgroup
	Participation in at least 1 workgroup, 2-10 times/yr.
	
	
	
	R

	
	Mentoring***
	 
	
	
	
	R w/ 2 yrs exper.

	E-9 Evaluate effectiveness, accessibility, & quality of diabetes care & prevention services
	Collect Data
	Collect & submit Diabetes Self-Management Feedback data
	
	R
	R
	R

	Increase flu and pneumonia/vaccination among individuals with diabetes
	LHD Choice
	
	
	E
	SE
	SE

	Increase A1C, blood pressure, & cholesterol (ABC) testing & control among individuals with diabetes
	Edu-Presentation to Public Group, Media Activities, Distribute Materials, Display
	At least 3 different informational activities that convey the ABC message to large audiences *
	R
	R
	R
	R

	* See more details in Descriptions of Funding Levels                   ** See more specific description in Resources & Training Opportunities                 *** State level responsibility            (Deviation from this must be approved by state


Descriptions of Funding Levels (If you are unsure of your level, please call Theresa Renn)

Level 1

Level 1 sites provide or coordinate a variety of public awareness activities, aimed at the general public and those with or at risk for diabetes to raise awareness about all aspects of diabetes.  These activities could include:  media activities, health fairs, presentations to civic or other community groups, and distribution of educational materials and other materials stressing prevention and control messages being promoted by the state diabetes program.  Evidence indicates that to be most effective, these activities should be in the form of community-wide campaigns as defined in the plan and budget guidance document.  Staff providing these services must have a background in health or health education. 

Level 2

In addition to the above, Level 2 sites provide group educational programs in local communities that target behavior change in persons with or at risk for diabetes and their families.   Examples of behavior change education might include weight loss classes, cooking/nutrition classes, topical diabetes education classes, support groups with education components, and expositions or similar events.  Specific requirements exist for level 2 funded sites to teach at least one set of comprehensive diabetes self-management education/training (DSME/T) classes/county/year – utilizing the KDPCP curriculum.  Comprehensive DSME/T is defined as a series of group classes, at least 8 hours in length, that includes the minimum topics outlined by the American Diabetes Association.  Staff providing this education must be licensed professionals with specialized training.

Enhanced Level 2 or 2.5
In addition to the level 1 and level 2 activities described above, these sites participate in a variety of community mobilization/community change activities.  These sites participate in the development, provision, coordination, and promotion of activities targeting local health professionals including nurses, dietitians, pharmacists, and physicians to improve the prevention and control of diabetes and the quality of diabetes care.  Activities could include professional education programs, partnership building with professional groups, the dissemination of standards of care and tools for their implementation, dissemination of various resource materials and the use of various quality improvement programs including technical consultation, and assistance with data collection and analysis.  These sites also establish and maintain ongoing relationships with policy makers, health professionals, voluntary organizations, health systems, and diabetes advocates within their county or district.  These relationships are used to increase communication, coordination, collaboration, surveillance and advocacy concerning diabetes-related efforts and issues, as well as to facilitate identification of needs and the development of resources for the prevention, early detection, self-management, and appropriate care of people with diabetes.  Examples of activities include:  community assessment of the types and scopes of programs available, local data collection/analysis, participation in state-level coalitions such as the Kentucky Diabetes Network, establishment of/participation in local coalitions, efforts to improve policies within schools, work sites, health systems, etc., and educating policy makers regarding needs of people with or at risk for diabetes. Staff conducting these activities must be licensed health professionals with specialized training.  

Level 3

In addition to performing all of the above activities within their region, level 3 responsibilities include state-level efforts such as:  assessment and planning activities, curricula/materials development, training and mentoring of other LHD staff, provision of leadership to convene, facilitate and collaborate with state, regional and local partners to identify priorities and create solutions (KDN/Coalition leadership), and participation in/ facilitation of professional diabetes networks that support diabetes education and educators.  Staff conducting these activities must be licensed health professionals with specialized training.  
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Informational Approaches  -  All Levels
Community-wide campaigns:  These informational approaches are aimed at increasing public awareness and are large-scale, sustained, highly visible, multi-component campaigns that direct their messages to large audiences using a variety of activities/strategies, including television, radio, newspapers, newsletters, movie theaters, billboards, presentations to community groups, community events, mailings and flyers in church bulletins or as payroll stuffers.  (Note – to meet the multi-component intent of this approach it is necessary to choose at least three of the tactics listed above.)

Behavioral and Social Approaches – Levels 2, 2.5 and 3                                                                                Individually adapted health behavior change programs:  These community education programs are offered to groups of people and are tailored to a person’s specific interests or readiness to make a change in a health-related behavior.  They are provided for the purpose of helping incorporate such behavior changes into their daily routines.  The programs include teaching health related content as well as behavioral skills such as goal setting, building social support, positive reinforcement; problem solving and relapse prevention.  Diabetes self management training is an example of an activity that utilizes this approach.

Social support interventions in community contexts:  The goal of this approach is to support positive behavior changes in the context of existing networks (i.e. worksites, churches, senior citizen centers) or by creating new social networks.  Examples of activities that incorporate this approach include diabetes support groups combined with the use of self-management goal setting, weight loss or exercise buddies, walking groups, and use of behavior contracts.
Public Health System or Community Change Approaches – Levels 2.5 and 3
Environmental and policy changes:  This approach utilizes community partnerships and action, informational outreach, technical support, linkages and other advocacy tactics aimed at creating/supporting changes in policy and the social, economic or physical environment that supports individual, organizational, and community efforts to improve health.  Policy interventions include laws, regulations or rules (both formal and informal).  Examples include a law that mandates completion of diabetes-related information on death records, organizational rules that provide time off during the week for wellness activities or local site based council sets policy to incorporate additional opportunities for physical activity in school.  Environmental interventions include changes to the economic, social or physical environment.  Examples include establishment of community walking or biking trails, a new or modified program/service such as a community patient assistance program for diabetes supplies/medications, establishment of a diabetes coalition, addition of healthier vending machine choices in a local worksite break room, or point-of purchase supermarket signs indicating breakfast cereals low in fat in supermarket.  Informational outreach could include activities such as health forums, workshops, educational briefings for policy makers, media messages and fact sheet distribution.
Health care quality improvement:  This approach seeks to stimulate/support health system changes that improve the quality of care delivered to people with and at risk for diabetes by partnering with community health centers and/or other health care providers.  The approach utilizes technical support, linkages and the provision of resources such as professional education programs, patient educational materials and chart tools to assist in practice change.

Resources and Training Opportunities Summary

E-1 Monitor D/M Health Status to identify health problems
· Diabetes Slide Presentations

· Kentucky Diabetes Fact Sheet

· The Impact of Diabetes on the Commonwealth of Kentucky

E-3 Inform, educate & empower people about diabetes control health issues (EDU-Comp DSME/T) 

· American Diabetes Month

· Group Class for Prevention of Type 2 Diabetes

· KDPCP Power of Prevention
· NDEP Am I at Risk for Type 2 Diabetes
· NDEP Your Game Plan for Prevention Type 2 Diabetes 
· NDEP Game Plan Fat and Calorie Counter (Eng/Sp)

· NDEP Food and Activity Tracker (Eng/Sp)

· NDEP Prevention: More than 50 Ways to Prevent Diabetes
· NDEP Prevention: Prevent type 2 Diabetes Step by Step
· NDEP Prevention: It’s Not too late to Prevent Diabetes
· NDEP Prevention: Get Real! You Don’t Have to Knock Yourself Out to Prevent diabetes 

· NDEP Prevention: Two Reasons I Find time to Prevent Diabetes: My Future and Theirs

· NDEP Prevention: It’s Never Too Early to Prevent Diabetes. A Lifetime of Small Steps for a Healthy Family

· NDEP Prevention: Tips for Teens or Tips for Kids: How to Lower Your Risk for Type 2 Diabetes

· Nutrition Class

· Physical Activity, Nutrition and Tobacco (PANT) Units of Study

· Small Steps Big Rewards
· Weight Loss Class 

· YMCA’s National Diabetes Prevention Program

E-3 Inform, educate & empower people about diabetes prevention health issues 

· ADA Diabetes Alert Day

· American Diabetes Month

· Diabetes Self-Management Education/Training (DSME/T)
· DSME/T – Light Bulb Ideas to Make Your Presentations Shine!

· Diabetes support Groups

· Flu/Pneumonia Vaccinations

· Making a Difference: The Business Community Takes on Diabetes

· School Curricula/Resources caring for children with diabetes in school

· Stanford Chronic Disease Self-Management
· Stanford Diabetes Self-Management Program

E-4 Mobilize Partnerships/Resources to identify and solve health problems
· Kentucky Diabetes Network (KDN

· Local diabetes coalitions

· Participate in/facilitate processional diabetes networks

E-5 Influence/Develop public policies & plans that support individual & statewide diabetes efforts
· Making Systems Change for Better Diabetes Care (NDEP)

E-7 Link people to needed personal diabetes health services/education
· Kentucky Diabetes Resources Directory 
E-8 Assure competent public & personal diabetes health care workforce
· Assure competency of the public health diabetes educator

· Collaborate method for practice change

· Competency Assessment

· Diabetes and Tobacco Training

· Diabetes Care Tool 

· Diabetes Standing Orders

· Diabetes Numbers at-a-Glance Reference Card

· Feet Can Last a Lifetime Kit
· Health Communication Training

· Mentor

· Professional education/quality improvement re: Pre-diabetes 

· Training, Conference, CEU’s
· Unnatural Causes Documentary Series

· Working together to Mange Diabetes: A guide for Pharmacists, Podiatrists, Optometrists and Dental Professional (NDEP) 

· Working Together to mange Diabetes: Diabetes Medications Supplement (NDEP)

E-9 Evaluate effectiveness, accessibility, & quality of diabetes care & prevention services
· DSME/T Sheet Workbook Template (Excel) 

Increase Flu/Pneumonia Vaccination

· Flu/pneumonia vaccinations: Brochures, posters, and bags “Have Diabetes? A Flu Shot Could Save Your Life! Do you need a pneumonia shot, too?” are available from the pamphlet library in Frankfort.
Increase A1C, blood pressure, & cholesterol (ABC) testing & control among individuals with diabetes
· Be Smart About Your Heart, Control the ABC’s of Diabetes (NDEP)
· Take Care of Your Heart. Manage Your Diabetes (NDEP)
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The following resources are organized according to the goals listed in CATALYST.
Eight of the 10 overarching goals for the 809 cost center are modeled after the Essential Public Health Services (EPHS) which provide a working definition of public health and a guiding framework for the responsibilities of local public health systems.

· E-1 Monitor diabetes health status to identify health problems.

· E-3 Inform, educate, and empower  people about diabetes control health issues.

· E-3 Inform, educate, and empower people about diabetes prevention health issues.

· E-4 Mobilize partnerships to identify and solve diabetes health problems. 

· E-5 Influence public policies and plans that support individual and statewide diabetes efforts.

· E-7 Link people to needed personal diabetes health services/education. 

· E-8 Assure competent public and personal diabetes health care workforce. 

· E-9 Evaluate effectiveness, accessibility, and quality of diabetes care and prevention services.  
· Increase flu and pneumonia vaccination among individuals with diabetes.

· Increase A1C, blood pressure and cholesterol (ABC) testing and control among individuals with diabetes.

Goal:  E-1 Monitor Diabetes Health Status
Diabetes Slide Presentations.  Slide sets with the latest information on U.S. diabetes prevalence and incidence rates, and diabetes management and prevention can be downloaded from NDEP website http://ndep.nih.gov/resources/index.aspx?ToolType=13 or the Centers for Disease Control and Prevention website http://www.cdc.gov/diabetes/statistics/index.htm.  Slide sets with the latest information on Kentucky diabetes prevalence and other Kentucky diabetes related data can be downloaded from the Kentucky Diabetes Prevention and Control Program website http://chfs.ky.gov/dph/info/dpqi/cd/diabetes.htm or from Teri Wood at teri.wood@ky.gov or 502-564-7996, extension 3825.
Kentucky Diabetes Fact Sheets.  Diabetes data including prevalence by gender, race, age, and area development district, complications, cost, and preventive care practices in Kentucky.  See KDPCP website:  http://chfs.ky.gov/dph/info/dpqi/cd/diabetesfactsheets.htm. 
The Impact of Diabetes on the Commonwealth of Kentucky.  Includes Kentucky demographics, and detailed data on the burden of diabetes in the Commonwealth in 2005.  The publication is available from Lonna Boisseau at lonna.boisseau@ky.gov or 502-564-7996, extension 3807 or can be downloaded from the KDPCP website at http://chfs.ky.gov/dph/info/dpqi/cd/diabetes.htm

HYPERLINK "http://chfs.ky.gov/NR/rdonlyres/6C9E500E-C771-4305-BDE1-ACA63E9DA972/0/BurdenDoc05.pdf".
Goal:  E-3 Inform/Educate/Empower-Diabetes Prevention

American Diabetes Month.  The ADA sponsors this campaign each year in November to increase the awareness about diabetes to those with and at risk for diabetes.  Information and media tools are available from ADA at 1-800-DIABETES or ADA website http://www.diabetes.org/community-events/programs/american-diabetes-month/.  Additional information/messages/materials are available from NDEP at http://ndep.nih.gov/partners-community-organization/awareness-month-alert-day/index.aspx.        

Group class for prevention of type 2 diabetes.  Can use the NDEP’s Small Steps. Big Rewards campaign or the KDPCP Power of Prevention curriculum/brochure (pamphlet library).  Booklets that may be helpful for a group class/other presentation addressing primary prevention are the NDEP’s Your GAME PLAN to Prevent Type 2 Diabetes: Information for Patients (Eng/Sp), GAME PLAN Fat and Calorie Counter, GAME PLAN Food and Activity Tracker.  Other NDEP diabetes prevention materials are: More than 50 Ways to Prevent Diabetes (adapted for African Americans), Prevent type 2 Diabetes. Step by Step (Eng/Sp for Hispanics/Latinos), It’s Not Too Late to Prevent Diabetes (older adults), Get Real! You Don’t Have to Knock Yourself Out to Prevent Diabetes, Two Reasons I Find Time to Prevent Diabetes: My Future and Theirs (Asian Americans and Pacific Islanders), It’s Never Too Early to Prevent Diabetes. A Lifetime of Small Steps for a Healthy Family (Eng/Sp for women with history of gestational diabetes) and Tips for Teens or Tips for Kids: How to Lower Your Risk for Type 2 Diabetes (teens or younger children).  To download or order these materials online, please visit www.YourDiabetesInfo.org.

Nutrition class.  A group class on increasing awareness of the importance of good nutrition, general nutrition information and behavioral skills for goal setting.  This should be provided by a health professional with educational background in nutrition.  Group nutrition classes are approved by the Nutrition Services Branch and may be found in the Nutrition Section of the PHPR.  

Physical Activity, Nutrition and Tobacco (PANT) Units of Study.  The curriculum contains units for physical activity, nutrition and tobacco usage for appropriate grade levels (elementary, intermediate, middle and high).  The long term goal is to provide health information to students to decrease their health risk behaviors and become healthier productive adults.  This curriculum is approved by the Kentucky Department of Education and can be found at http://chfs.ky.gov/dph/info/dpqi/cd/pantaguide.htm.  For more information, contact Victoria Greenwell at victoria.greenwell@ky.gov or Jim Tackett at jtacket@kde.state.ky.us.
Small Steps.  Big Rewards.  Your GAME PLAN to Prevent Type 2 Diabetes: Information for Patients.  Provided by the National Diabetes Education Program.  This 3 booklet package helps people assess their risk for developing diabetes and implement a program to prevent or delay the onset of the disease.  The package includes an activity tracker and a fat and calorie counter.   To download or order these materials online, please visit www.YourDiabetesInfo.org.

Weight loss class.  A series of classes that incorporate some form of social support and goal setting to help encourage weight loss.  This should be provided by a health professional with educational background in nutrition and physical activity. 
 YMCA’s National Diabetes Prevention Program.   This is currently being implemented in a few local YMCAs in KY (Louisville, Lexington) but could potentially spread to others in the future.  The YMCA’s Diabetes Prevention Program (YDPP) helps those at high risk adopt and maintain healthy lifestyles and reduce their chances of developing type 2 diabetes. YDPP is based on the Diabetes Prevention Program funded by the National Institutes of Health (NIH) and the Centers for Disease Control and Prevention (CDC), which showed that by eating healthier, increasing physical activity and losing a small amount of weight, a person with pre-diabetes can prevent or delay the onset of type 2 diabetes by 58%. In a classroom setting, a trained lifestyle coach will help participants change their lifestyle by learning about healthy eating, physical activity and other behavior changes over the course of 16 one-hour sessions. Topics covered include nutrition, getting started with physical activity, overcoming stress, staying motivated, and more. 

Goal:  E-3 Inform/Educate/Empower-Diabetes

ADA Diabetes Alert Day.  The American Diabetes Association (ADA) sponsors this campaign annually on the fourth Tuesday of March as a “wake-up” call asking the public “What will you do to Stop Diabetes?  Know your risk.” On Diabetes Alert Day, ADA wants to encourage people to join the Stop Diabetes movement by taking the Diabetes Risk Test, Could You Have Diabetes and Not Know It?, to find out if they are at risk for developing type 2 diabetes.  Bilingual brochures are available all year from the ADA at 1-800-DIABETES or ADA website http://www.diabetes.org/in-my-community/programs/alert-day/?utm_source=WWW&utm_medium=DropDownIMC&utm_content=AlertDay&utm_campaign=ALERT.  To access more information about risks for diabetes and messages/materials from NDEP, go to http://ndep.nih.gov/am-i-at-risk/index.aspx.  
American Diabetes Month.  The ADA sponsors this campaign each year in November to increase the awareness about diabetes to those with and at risk for diabetes.  Information and media tools are available from ADA at 1-800-DIABETES or ADA website http://www.diabetes.org/community-events/programs/american-diabetes-month/.  Additional information/messages/materials are available from NDEP at http://ndep.nih.gov/partners-community-organization/awareness-month-alert-day/index.aspx.
Diabetes Basics or Nutrition Basics.  These booklets cover very basic diabetes or nutrition information and are available from the Pamphlet Library in Frankfort or on the KDPCP website at http://chfs.ky.gov/dph/info/dpqi/cd/PatTools.htm.  New this year, two slide presentations have been developed that closely follow the booklets and have the same name.  These slides are available for appropriate staff upon completion of DSME/T training and are included on the KCPCP DSME/T Curriculum Disk for 2011.  These presentations can be used separately or in combination.  Suggested uses of these presentations are non-clinical community education/presentation or as a non- comprehensive class precursor to the Comprehensive DSME/T curriculum.  For more information on DSME/T training opportunities contact Lonna Boisseau at lonna.boisseau@ky.gov or 502-564-7996, ext. 3807.  
Diabetes Self-Management Education/Training (DSME/T).  Comprehensive Diabetes Self-Management Education/Training is a series of group classes, at least 8 hours in length, delivered over a period of no more than 3 months that includes the minimum topics outlined by the American Diabetes Association.  In order to teach DSME/T, the RN, RD, or Certified Nutritionist must complete 3 training components; AADE’s ABCs of Diabetes Education modules, observation of a set of classes using the KDPCP curriculum at a Level 3 funded health department and attendance at a one day face to face training offered by KDPCP.  A curriculum is available from the KDPCP for appropriate staff upon completion of training.  The curriculum contains teaching content and power point slides which can be used in a comprehensive group diabetes class or non-comprehensive group class (less than 8 hours), or for a support group with an educational and self-management goal setting component.  Data collection and reporting will be done on Catalyst.  For more information on DSME/T training opportunities contact Lonna Boisseau at lonna.boisseau@ky.gov or 502-564-7996, ext. 3807.  Other curricula, approved by KDPCP, may be acceptable.
Diabetes Support Groups.  Support groups are made up of people with diabetes and their significant others for the purpose of learning more about diabetes and its management and to discuss/share problems, feelings, etc associated with dealing with diabetes on a daily basis.  Many support groups offer educational sessions and include a self-management goal-setting component.  A support group meets on a regular basis.  Facilitators for a diabetes support group would need to have expertise in the area of diabetes.
DSME/T – Light Bulb Ideas to Make Your Presentations Shine!  Information/teaching aids to incorporate into DSME/T classes to add to learning experience.  Some of the aids are do-it-yourself projects and others can be obtained for free or purchased.  The teaching aids are based on the AADE7’s Self Care Behaviors.  They are available from KDPCP on the DSME/T curriculum disk and will be available to those who have attended KDPCP’s DSME/T training.     
Making a Difference:  The Business Community Takes on Diabetes.  An NDEP booklet that provides information on the human and economic impact of diabetes and gives suggestions on how businesses can help employees with diabetes achieve improved blood sugar control.  The website www.diabetesatwork.org is an online diabetes and health resource kit to help businesses assess the impact of diabetes in the workplace. 
School curricula/resources caring for children with diabetes in school.  The NDEP (www.YourDiabetesInfo.org) has a newly revised comprehensive resource guide “Helping the Student with Diabetes Succeed: A Guide for School Personnel” that empowers school personnel to help ensure a safe learning environment and equal access to educational opportunities for students with diabetes.             

Stanford Chronic Disease Self-Management.  The Stanford Chronic Disease Self-Management Program is a behavioral and social intervention designed to help people gain self-confidence in their ability to control their symptoms and how their health problems affect their lives.  The program uses trained facilitators and a defined framework that is highly interactive.  It focuses on building skills, sharing experiences, and providing support in a small group setting.  More information concerning this program is available at http://patienteducation.stanford.edu/programs/cdsmp.html.  For Kentucky training opportunities contact Jennye Grider, manager of the Kentucky Osteo-Arthritis Program, at jennye.grider@ky.gov or 502-564-7996, ext. 3795.

Stanford Diabetes Self-Management Program.  The Stanford Diabetes Self-Management Program is a behavior and social intervention designed to help people with type 2 diabetes gain self-confidence in their ability to manage their health and maintain active and fulfilling lives.  The program uses trained facilitators and a defined framework that is highly interactive.  It focuses on building skills, sharing experiences, and providing support in a small group setting.  More information concerning this program is available at http://patienteducation.stanford.edu/programs/diabeteseng.html.  For training opportunities contact Richard Crespo of Marshall University at crespo@marshall.edu or 304-691-1193.

Goal:  E-4 Mobilize Partnerships/Resources
Kentucky Diabetes Network (KDN).  KDN is a network of over 250 public and private partners whose mission is to “Collaborate and advocate for the prevention, care, control, and cure of diabetes”.  Quarterly meetings offer programs on diabetes issues/topics, cultural competency, and workgroup participation.  Patient and health care professional tools and resources are available.  For more information contact KDPCP at 502-564-7996 or to KDN’s website www.kentuckydiabetes.net.

Local diabetes coalitions.  This is an ongoing group of diverse community members with a shared concern related to diabetes who come together to identify and solve diabetes-related issues by combining their talents, expertise and resources.  By working together toward shared goals, tapping into the community resources/assets and sharing the workload/leadership roles, a coalition is able to accomplish things that are unlikely to be accomplished by a single member or organization alone.  Use of the Diabetes Today model developed by the Centers for Disease Control and Prevention is encouraged for starting these groups.  For more information contact Reita Jones at 502/564-7996, extension 3810.

Participate in/facilitate professional diabetes networks that support diabetes education and educators, such as TRADE (Tri-state Association of Diabetes Educators), KADE (Kentucky Association of Diabetes Educators, DECA (Diabetes Educators Cincinnati Area) and GLADE (Greater Louisville Area of Diabetes Educators).  For more information on the professional networks, contact KDPCP at 502-564-7996.

Goal:  E-5 Influence Public Policy

Making Systems Change for Better Diabetes Care.  NDEP website with information, models, links, resources and tools to help health care professionals make effective systems changes in the way diabetes is diagnosed, treated, and prevented.  Available at www.BetterDiabetesCare.nih.gov.  

Goal:  E-7 Link to Health Services/Education/Access

Kentucky Diabetes Resources Directory.  This is a web-based tool that provides information on diabetes classes, support groups or diabetes coalitions by county, by region or statewide.  In addition, the directory allows users a direct link to sites that list diabetes educators and specialists available in Kentucky and surrounding areas.  The site provides the opportunity for local health departments, hospitals and other entities to submit and update their available programs to keep information current.  To access the Diabetes Resources Directory, go to https://apps.chfs.ky.gov/KYDiabetesResources/.  

Goal:  E-8 Competent Diabetes Workforce

Assure competency of the public health diabetes educator via continuing education from the American Association of Diabetes Educators (AADE) national meeting, local chapters, etc. and assuring competency/knowledge of the 10 essential services as they relate to diabetes by attending the CDC Diabetes Translation conference, etc.  Attendance at the CDC Diabetes Translation conference is encouraged for new diabetes staff and/or those who have submitted abstracts and been accepted at the conference.

Chronic Care Model (also known as the Planned Care Model).  The Chronic Care Model is an effective model for improving health care systems.  It identifies the essential elements of the health care system that encourage high-quality chronic disease care.  These elements are the community, the health system, self-management support, delivery system design, decision support and clinical information systems.  Evidence-based change concepts under each element, in combination, foster productive interactions between informed patients who take an active part in their care and providers with resources and expertise.  More information is available at http://www.improvingchroniccare.org/index.php?p=The_Chronic_Care_Model&s=2.
Collaborative method for practice change.  This is a method for making health care practice changes aimed at improving chronic illness care.  It incorporates a 13-month learning model, a chronic care model and a model for improvement striving to create a support partnership effort among patients, their care provider, the health care system and the community.  It has shown a high level of success in the area of quality improvement and is being expanded to target improvements in preventive care.  A training manual for this method can be accessed free by downloading it from the Healthcare Communities web site at http://www.healthcarecommunities.org/.   

Competency Assessment.  All healthcare professionals receive some degree of diabetes education in their field of study, but levels of diabetes expertise vary widely.  Core competencies for the practice of diabetes education are useful as a basis for education, training, development, and performance appraisal of all clinicians engaged in diabetes education.  Provider levels and competencies have been identified and developed by the American Association of Diabetes Educators.  Based on this information, KDPCP developed a Competency Assessment tool that will be provided to all LHD diabetes staff to self-identify areas of strength and weakness for individual improvement and to direct KDPCP toward provider level and skill definition as well as corresponding needs for professional diabetes education/training.
Diabetes and Tobacco Training.  Since tobacco use multiplies the risk for diabetes complications, it is important to increase the quit rates among individuals with diabetes.  Treating Tobacco Use & Dependence in Patients with Diabetes:  Incorporating D-A-A-R-T into Your Practice is a free educational program (approved for 2.4 contact hours for nursing) available by webcast on TRAIN at https://ky.train.org (course ID: 1018633).  This program will provide health professionals and specifically diabetes educators with the latest knowledge, available tools or services and a brief 3 step approach (Ask-Advise-Refer) to assist patients with diabetes to quit smoking.  Handouts can be downloaded when viewing the course and a folder of materials will be mailed to all registrants.  Individuals with diabetes who use the quit line and fax referral to the quit line will be tracked.  For questions or further information on training, contact Lonna Boisseau at Lonna.Boisseau@ky.gov or call 502-564-7996, ext 3807.
Diabetes Care Tool.  A flow sheet emphasizing ADA’s Clinical Practice Recommendations for use by health care providers in patient charts.  Available from the KDPCP website, http://chfs.ky.gov/dph/info/dpqi/cd/ProfTools.htm, or the Kentucky Diabetes Network website, www.kentuckydiabetes.net.
Diabetes Standing Orders.  For use by health care providers as a reminder or protocol, to simplify ordering procedures, or as a way to continually improve care to all patients with diabetes.  Can be used with the Diabetes Care Tool to help streamline the process for diabetes management.  Available from the KDPCP website, http://chfs.ky.gov/dph/info/dpqi/cd/ProfTools.htm, or the Kentucky Diabetes Network website, www.kentuckydiabetes.net.

Diabetes Numbers at-a-Glance Reference Card.  A NDEP pocket guide for a quick listing of ADA recommendations for diagnosing pre-diabetes and diabetes and for managing your patients with diabetes. Available from NDEP website http://ndep.nih.gov/media/NumAtGlance_Eng.pdf.
Feet Can Last a Lifetime Kit.  A NDEP comprehensive kit with ready-to-use foot exam forms, Medicare certification forms for therapeutic footwear, reproducible patient education materials, and resource and reference materials.  Available from NDEP website: http://ndep.nih.gov/publications/index.aspx?Keyword=Foot+Care&Go.x=18&Go.y=6.

 Health Communication Training.  This training will improve the ability of LHD staff to communicate with patients and overcome barriers that can keep patients from getting the full benefit of the quality care provided.  Obtaining, processing, and understanding health information and services are essential steps in making appropriate health decisions; however, research indicates that today’s health information is presented in ways that are not usable by most adults.  Without clear information and an understanding of the information’s importance, people are more likely to skip necessary medical tests, end up in the emergency room more often, and have a harder time managing chronic diseases like diabetes.      

Mentor.  Staff new to the diabetes program are assigned a Level 3 diabetes educator who will provide guidance and information related to the diabetes program to assist individuals as they prepare/present DSME/T classes and do other diabetes-related community interventions.  Some more experienced health care professionals may mentor students from various areas of university study.    

Professional education/quality improvement re: Pre-diabetes (use of Pre-diabetes Risk Screening/Tracking Tool, NDEP Small Steps Big Rewards).  Facilitation or provision of education programs for health professionals and/or office staff related to the targeted objective.  The Pre-diabetes Risk Screening/Tracking Tool is available from the KDPCP website, http://chfs.ky.gov/dph/info/dpqi/cd/ProfTools.htm, or KDN website, www.kentuckydiabetes.net.  Provision of this kind of program should be by those who have expertise obtained through their professional education background combined with other credentialing/continuing education specific to diabetes.  Small Steps Big Rewards materials and tools are available at www.YourDiabetesInfo.org.

Training, Conferences, CEUs.  Diabetes care is complex and requires knowledge, skill, and ability from health care professionals to improve clinical outcomes and quality of life to individuals with diabetes.  All LHD diabetes staff must maintain expertise and knowledge by attending trainings or conferences or accessing appropriate on-line continuing education programs annually.  A Professional Development Resources for Diabetes Education document is sent out monthly to all staff.
Unnatural Causes Documentary Series.  This video series is available free on DVD for use by local health department staff.  The LHD Administrator may obtain a copy from Sue Thomas-Cox, the Chronic Disease Prevention and Control Branch Manager, at sue.thomas-cox@ky.gov or call 502-564-7996, ext 3866.  The Unnatural Causes series will help promote health equity and increase cultural competency among LHD diabetes staff.  Viewing can be reported in Catalyst Diabetes.
Working Together to Manage Diabetes:  A Guide for Pharmacists, Podiatrists, Optometrists, and Dental Professionals.  A NDEP primer focusing on diabetes-related conditions and promotes a team approach to comprehensive diabetes care and provides simple care recommendations to clinicians about making cross-disciplinary treatment referrals.  Available from NDEP website:  http://www.ndep.nih.gov/hcp-businesses-and-schools/HealthCareProfessionals.aspx.  
Working Together to Manage Diabetes:  Diabetes Medications Supplement.  A NDEP reference booklet explaining the medications to control diabetes or conditions that can cause complications.  It provides a profile of diabetes medications, insulin medications, and medications for controlling glycemia, high blood cholesterol and blood pressure.  Available from NDEP website http://ndep.nih.gov/media/Drug_tables_supplement.pdf.  
Goal:  E-9 Evaluate Effectiveness/Quality

Diabetes Self-Management Class Feedback Form:  This form is used at DSME/T classes to evaluate the effectiveness of the class and content.  It also includes space for the attendee to write a self-management goal based on what they learned in class.  The form is to be completed by participants at the conclusion of each DSME/T class.  Starting in 2011, information from the evaluation form is to be entered on an Excel spreadsheet titled DSME Sheet Workbook Template.  Instruction on entering the information into the spreadsheet in found on the first tab of the spreadsheet and questions can be directed to Becki Thompson at 502-564-7996, extension 4225.  Tab 2 has a sample class entry.  Once the class series is entered on the DSME Sheet Workbook Template, retain a copy at your site and e-mail a copy of the Excel sheet to Teri Wood at teri.wood@ky.gov.  Both the Diabetes Self-Management Class Feedback Form and the Excel spreadsheet DSME Sheet Workbook Template are available on the KDPCP Diabetes Curriculum disk and is distributed at the DSME/T Training and updated yearly.

Goal:  Increase Flu/Pneumonia Vaccination

Flu/pneumonia vaccinations:  Brochure, poster and bags with the message: “Have Diabetes?  A Flu Shot Could Save Your Life!  Do you need a pneumonia shot, too?” are available from pamphlet library in Frankfort.  
Goal:  Increase ABC Testing and Control
Be Smart About Your Heart, Control the ABCs of Diabetes or Take Care of Your Heart. Manage Your Diabetes.  Campaigns from the National Diabetes Education Program.  Encourage people with diabetes to take action to control the ABCs of diabetes: A1C, blood pressure, and cholesterol.  Material available from pamphlet library.  See NDEP website http://ndep.nih.gov/i-have-diabetes/KnowYourABCs.aspx for diabetes education material, fact sheets, press releases, sample articles, and public service announcements for print media, radio, and television. 

