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Procedures and Forms Used in the Operation of the 
Diabetes Self Management Program at the Bay Clinic, Inc. 
 
There are two types of items we will describe here: Calendar Events occur 
regularly through the year and those related to Class Procedures that follow the 
class cycles. These will be followed with the Forms used, starting on page 9. 
 

Calendar Events 
  
Annual Meeting of the Advisory Board The American Diabetes 
Association (ADA) requires that each program have an advisory board that 
includes key staff, community members and patients. There is a standard 
template covering items the ADA feels are important.  
   There are many ways that the ADA checks on their certified programs. They 
can make a surprise visit. They might want the minutes for the most recent 
annual meeting. They might want job descriptions. They could visit. Stacy 
Haumea said “We’re ready for whatever they want to do.” 
   Forms include the one-page summary form Annual Status Report for 
Recognized Diabetes Education Programs on page 9 and the extended 
version, the Annual Program Review and Plan on page 10 that was sent to the 
ADA in 2007. 
 

Annual Event at Prince 
Kuhio Plaza The Prince 
Kuhio event coincides with 
the annual National Health 
Center Week that is 
promoted by the National 
Association of Community 
Health Centers in 
Washington, D.C. The first 
event was held in 2008 at 
the largest shopping mall in 
the Hilo area and was very 
successful. There were about 20 health providers who participated. There was a 
good program at the microphone balanced between health providers and 
entertainment headlined by perhaps the most popular comedian in Hawaii, Frank 
De Lima, who also has diabetes. Hundreds of people participated over a four-
hour period. Because it went so well, the Bay Clinic decided to make it an annual 
event.  
   Included is a more detailed summary of the event and its costs. Page 25. 
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Other annual events The Bay Clinic participates in the annual “Take It Off 
Hawaii” event. This is an annual community-wide anti-obesity program. 
   The Clinic staff and some patients also participate in the annual “Relay for 
Life,” a cancer survivor event where people gather contributions for sponsorship 
and walk around a track throughout the night. 
 
Monthly Meetings in the Park 
Planning the event usually takes place during one of the Warriors Against 
Diabetes sessions. Participants will toss around ideas. “We usually try to get 
what the patients want to see.” Haumea said. 
 - Prepare the flyers The group uses a typestyle that was created by Warrior 
Tom Whitney especially for the program, so part of the design process flyer for 
an instantly attractive is to come up with an engaging headline of two to six 
words. Also included in the DVD is a file containing Tom Whitney’s Vegetable 
Alphabet, and the individual letters, so other 
diabetes groups can use the same type. 
 - Notify the local newspaper On the 
Internet the Calendar section for the local 
newspaper is accessed and a forty-word 
description and other details are typed in. 
 - Send emails to the list of diabetes people 
and organizations about the event. An email 
with the flyer is sent to all the local agencies and 
individuals who have diabetes and wanted to be 
included in the Bay Clinic list. To encourage 
participation, word of mouth is the biggest 
contributor to attendance at the event. A mailing 
list of people in the community interested in 
learning about diabetes events is being created. 
 - Schedule the staff The Park plan includes 
a lesson from the regular series of classes, so 
this speaker needs to be identified and scheduled by the program manager. 
   Included is Monthly Meetings in the Park, Sample Flyer on page 28 and a 
useable Vegetable Alphabet starting on on page 29. The individual letters of 
the Vegetable Alphabet are on the DVD and can be inserted in a layout as 
needed.  
 
Weekly meetings of diabetes staff on Wednesday mornings.  
Staff talks about how the flow of the classes is going; discusses procedures and 
improvements that might be made; what is needed; any budget issues; staff 
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vacations and how classes will be covered; etc. The regularity of the meetings 
helps because people don’t fall off of thinking about diabetes.  
   There is no special preparation or agendas of forms except just before the 
meeting that occur on Tuesday mornings. 
 
Grant Preparation  
At the times it is necessary to prepare for grant proposals. In earlier years 
administrative staff did this more, but more recently diabetes staff has become 
more involved. The Clinic has a Development Director who takes the primary 
responsibility for writing the proposal, but now there are more things that the 
program manager is asked to write. Diabetes staff find out about funding 
opportunities from other agencies, friends and Department of Health emails.  
Monica Adams, the Bay Clinic Development Director, said she uses emails from 
the Hawaii Primary Care Association, the State Department of Health and the 
National Association of Community Health Centers and the Catalog of Federal 
Domestic Assistance to find out about grant possibilities.   
 
Weekly Long-Term Support Groups 
Stacy Haumea said she is always on the lookout for things to talk about with the 
group, but the subject matter is usually patient-driven. “What I really like about it 
is when we plan our outreach into the community; getting more people into know-
ing that it is ok to have diabetes, and there are ways to manage it. We want to 
get out there and do more.” 
   Often she photocopies and passes out the group diabetes-friendly recipes, 
articles a participant has brought in, and notices about upcoming diabetes events 
in the community.  
 
Class Procedures 
 
1. Invitation to Attend Diabetes Classes 

 Provider gives printed invitation to attend classes to the participant. It is 
also sent in the mail to people whose A1C tests show a level over 7. About 
200 letters per month are sent. Page 31. 

 
2. Class Schedule Page 32. 

 
3. Individual Patient Folders 
For each class and support group participant  
there is a folder that contains the following forms. 
Most of this information is also placed in  
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the electronic medical record. The following forms 3a through 3k are part of 
the Patient Folders 

 
3a.  Report to Physician and Clinical Information The HMSA (Hawai‘I   

Medical Service Association) form contains the initial basic information. 
Page 33. 

  
3b. Participant Weekly Tracking Sheet Diabetes program participants use 

this form to record weekly date, weight, blood pressure and fasting blood 
sugar or random blood sugar in their own folders. Page 35. This has been 
replaced by 3k Vital Signs & Goal Sheet. 

 
 3c. Diabetes Self-Management Education Course Referral Checklist This 

was developed to enable staff to keep track of what patients were missing 
as part of their health screening.  This sheet is often replaced when it is 
updated. Page 36. 

 
3d. Diabetes Self-Management Group Visit Attendance Flow Sheet This 

documents and dates each patient’s attendance at classes. Page 37. 
 

3e. Initial Intake Assessment This is an American Diabetes Association 
required form used to track each patient’s medical and diabetes history, 
literacy, activity, nutrition, medications monitoring, and complications, and 
current test status. Page 38. 

 
3f.  Diabetes Self-Management Pre- and Post-Test This form is completed  

at the initial assessment and upon completion of the program. Page 42. 
 
3g. Pre- and Post-Test Scoring Sheet Page 46. 

 
3h. Assumption of Risk / Release of Liability Form Every effort is made to 

assure patient safety during the program, and here the Bay Clinic, Inc., is 
protecting itself against inadvertent injury or accidents that may occur 
during transportation and conduct of classes. If patients want to 
participate, they sign it. Page 47. 

 
3i.Photo Release Form This form gives permission by participants for Bay 

Clinic, Inc., to use of photographs of participants in publications about the 
program and related to publicity about the program. Page 48. 
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3j.Consent for Participation in a Group Medical Visit.  “Group Medical 
Visit” is the technical term used to describe the diabetes classes and 
support group meetings. It indicates that patients will be in groups of from 
10 to 20 other patients; that each person has the right to share only that 
information they feel like sharing; that each person will respect the privacy 
of others and not share their personal information outside the class; that 
each person may speak with a health provider alone if they wish; that they 
can withdraw at any time; that such withdrawal will not affect their ability to 
receive service at the Bay Clinic; and that payment for participation is the 
same as a regular doctor’s visit. Page 49. 

 
3k.Vital Signs & Goal Sheet  

This is for keeping track of improvement goals that are different for each 
person, depending on what they realistically think they can accomplish for 
themselves. Page 50. 

 
4.  Diabetes Self-Management Group Visit Attendance  

This form is filled out by participants when they come in each day. This is then 
collected by staff with enough time left to enter the information into the 
electronic medical record system so the most recent readings are available in 
their electronic medical record if a participant sees the health provider at the 
end of the session. Page 51 

 
5. Diabetes Curriculum Outline 
    This is derived from “Life with Diabetes.” Page 52. 
 
6. Participant Satisfaction Survey Page 64. 
 
7. Diabetes Collaborative Outcomes Audit Page 65. 
 
8. Job Description, Program Coordinator Page 66. 
 
9. Job Description, Nutritionist Page 67. 
 
10. Provider Assessment Page 69. 
 
Phase 1 Interventions and Documentation once a diagnosis of diabetes has 
been confirmed by the patient’s provider. 
 

 Schedule of classes given to the participant by provider. It is this also sent 
in the mail to the patient with the invitation.  
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☛ 2. Class Schedule Page 32. 
 

 Verbal orientation to diabetes program given to participant by the provider. 
It is made clear to patients that they can jump into the class series at any 
time and just stay on until their ten-week series finishes.  
 

 Initial intake assessment in the patient folder is completed by nursing staff 
with patient.  
☛ 3e. Initial Intake Assessment Page 38. 

 
 Pre-test of patient knowledge of diabetes completed. This form is part of 

the Individual Patient Folder.  
☛ 3f. Diabetes Self-Management Pre-Test Page 42. 

 
Phase 2 Interventions and Documentation This phase starts when a patient 
enrolls in classes. Because participants usually just start classes when they are 
ready, a separate appointment is made with each new participant to orient them 
and get appropriate forms filled out. 
 

  Weekly Class Tracking Sheet. Participants fill out the form themselves.  
This is then collected with enough time left to enter the information into the 
electronic medical record system so the most recent readings are available 
if the participant sees the health provider at the end of the session.  
☛ 3b. Participant Weekly Tracking Sheet Page 35. 

 
  Diabetes flow sheet filled out for each person for each class.  

☛ 3d. Diabetes Self-Management Group Visit Attendance Flow Sheet 
Page 37. 

 
 Participants are taught self glucose testing, weight measurement and the 

Body Mass Index, blood pressure testing, and what other lab tests are 
important besides the HbA1c. 
 

 Providers develop individual self-management goals and confidence 
intervals as they work with each participant. Confidence intervals are 
decided on when providers ask the participants to be very realistic about 
what they might really be able to do.  
☛ 3k. Vital Signs & Goal Sheet is used for this. 

 
 Providers of education services can use the electronic medical records 

system to enter reports for obtaining reimbursement. Nursing or clerical 
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staff gathers the Weekly Class Tracking form and enters this information in 
each person’s chart and then when the provider is done with the class, the 
provider enters a summary of the information discussed with the partici-
pants, and this information can then be automatically entered in each 
person’s chart. 

 
 Providers in 2009 are able to fill out reports of their person-to-person visits 

with each patient on the electronic medical records system for obtaining 
reimbursement. Previously, the “3a. Report to Physician and Clinical 
Information” sheet had to be filled out to verify each patient consultation for 
payment. 
 

 Providers regularly document clinical and behavioral outcomes in the 
electronic medical record. 
 

 Providers determine when monthly and annual screenings are due for 
patients and order them. 
 

 Providers participate in diabetes education in a manner consistent with 
ADA guidelines. 
 

 Providers collaborate using a team approach to diabetes management. 
Included in the team at the Bay Clinic in 2009 are a Physician Assistant, a 
Registered Dietitian who is a Certified Diabetes Educator, an Advance 
Practice Registered Nurse, a Psychologist, a Licensed Practical Nurse, a 
Registered Nurse and a Behavioral Health specialist.  
 

 Each team member takes responsibility to assure ongoing data reporting of 
clinical and behavioral outcome statistics for “continuous” quality monitoring 
plans.  

 
 Post-Test Class 10 for each participant.  

☛ 3f. Diabetes Self-Management Post-Test Page 42. 
 

 Participant satisfaction survey given to each participant by nursing staff. 
This information is useful to improve the program. 
☛ 6. Participant Satisfaction Survey Page 65. 

 
 A male and female member of the Warriors are asked to visit the class to 

invite participants to attend the Warriors group meetings.  
 



 

  8 

Phase 3 Interventions and Documentation 
 Graduation pot luck party 

 
 Graduation Certificate given to each participant. 

 
 Graduates are invited to join the Warriors Against Diabetes. A letter is sent 

to each graduate inviting them to Warriors sessions. 
 

 Pre- and post-clinical and behavioral data collection entered in the 
electronic medical record by Licensed Practical Nurse to document the 
effectiveness of the Diabetes Self-Management Education Classes. 
 

 Providers assess additional needs/classes for each participant.  
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Annual Diabetes Fun Fair  
– Living the Sweet Life Healthy and having fun doing it! 
 
The Prince Kuhio event sponsored by the Bay 
Clinic, Inc., coincides with the annual National 
Health Center Week that is promoted by the 
National Association of Community Health 
Centers in Washington, D.C. This event 
happens the second week of August. At the 
mall, the event is scheduled from 10 a.m.- 2 
p.m. as this time block allows for families that 
are out early in the morning and those who 
may get out later in the morning. 
   The first event was held in 2008 at the 
largest shopping mall in the Hilo area and was 
very successful. There were about 20 health 
providers who participated and about 250 
people observed the event and interacted with 
people in the booths.  In 2009 attendance was 
less, about 200 people attending.  The 
decrease in attendance was possibly due to local recession and another event 
that was happening in town on the same date. Advertising for the event was 
similar for both years which included the 
event being advertised in the Calendar 
Section of the local newspaper, in local radio 
interviews and by flyers put on bulletin boards 
around town. The event theme “Living the 
Sweet Life Healthy – and having fun doing it!”, was coined by Sue Ann Regules, 

a former member of the 
Warriors who has passed 
on. The idea came about 
from group discussions, 
how everyone needs to 
have a good life and enjoy 
living life, and that one can 
do both with a chronic 
disease from support given 
and received.  The 
information and support 
has helped many of our 
members and the 

The University of Hawaii Diabetes Education and Detection 
Program attracted much activity at their booth where they 
offered free A1C tests. The booth was staffed by students in 
the University’s Pharmacy program. 
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members felt it is important to share with the community. 
   During both years’ events there was good diabetes information shared at the 
microphone balanced between health providers and enter-tainment headlined by 
perhaps the most popular comedian in Hawaii, Frank De Lima, also a diabetic. 
Exercise demonstrations were also scheduled. Speakers were given 15 to 20 
minute slots to provide diabetes care information and prevention to those 
attending. 
   Agencies that have a diabetes focus were invited to sponsor their own tables. 
These agencies have included American Cancer Society, the Women Infants and 
Children program, Ke Anuenue Diabetes Education and Counseling Center, Hilo 
Medical Center, Hui Malama Ola Na Oiwi, University of Hawaii Diabetes 
Education and Detection Program, Keaau Youth Business Center Middle College 
Program, Aloha Care Chronic Disease Education Services, Keaau Bay Clinic 
Dental Program, Hawaii Kidney Foundation, Kick the Nic Smoking Cessation 
Program, American Lung Association, Curves, Novo Nordisk Diabetes Sales, 
Clinical Laboratories of Hawaii, LLP, Roche Diabetes Care, Saladmaster and 
Portion Plenty Plate. During the period of advertising the event, the Clinic usually 
receives additional requests that are accommodated if the vendor has a wellness 
focus that benefits people with diabetes. 
   This first year each table cost $50 that the Bay Clinic absorbed. The second 
year it was decided to have each of the approximately 20 groups that participated 
pay the $50 for their table. The Bay Clinic paid the overall fee to hold the event, 
and paid Frank De Lima’s fee plus air transportation for him. De Lima discounted 
his fee because the Bay Clinic is a 501(C)(3) nonprofit organization and because 
of the educational nature of the event. 

   Each participating group was asked to 
provide two diabetes-friendly recipes 
available printed on three-hole punched 
paper. At the information booth, cookbook 
covers were provided with rings and people 
were invited to visit every table to pick up 
pages for the cookbook. This idea of Stacy 
Haumea’s was to promote more people to 
visit the tables.    
   The mall fee of $1,000 for the event 
included set up and removal of the tables and 
chairs and audience seating by mall staff. 
The fee also includes the use of a center 
stage and sound system with three 
microphones. The mall also agreed to post 
banners and posters from the organization  
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inside and outside the mall for 2 weeks before and after the event at no 
additional charge. Because the mall is an indoor location, there was protection 
from the weather in rainy Hilo.  
   The event was planned by the Bay Clinic’s Warriors Against Diabetes support 
group. The Warriors are regularly involved in public outreach and diabetes 
advocacy activities that include an event held on the first Wednesday of each 
month at Wailoa River State Park. The Warriors also have culturally based 
affiliations.  The largest affiliations are Marshallese and Chuukese. 
   A flyer was created using the Marshallese language, translated by Dr. Keola 
Downing, a Marshallese interpreter contracted by Bay Clinic since 2006 and 
added to staff in 2009.  Contracted interpreters also include Chuukese and 
Kosraean and the need for more interpreters is growing.  Members of the 
Marshallese diabetes support group provided singing entertainment at one point 
and hosted a weaving craft table.  
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 
 

Here members of the Bay Clinic’s Marshallese Diabetes 
Support Group are singing a Marshallese song during the 
Fun Fair sponsored by the Bay Clinic at Prince Kuhio 
Plaza on August 15, 2009. 

Members of the Warriors 
Against Diabetes staff the 

information booth at the Fun 
Fair. From left to right, Jim 

Foxworthy, Melonie Leopoldo, 
Rose Camero, and Helen and 

Alan Galiza-Somalpong.  
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Monthly Meetings in the Park, sample flyer 

Each headline 
we make with 
the veggie type 
is attractive. 
It is important to 
keep type on 
flyers in a large 
size for the 
important 
information. 
   We learned a 
lesson about 
having public pot 
lucks – that we 
were violating 
health regu-
lations! We still 
have the pot 
lucks but do not 
advertise it.  
Because the Bay 
Clinic is still 
getting the world 
out about its 
diabetes pro-
gram we thought 
it would be a 
good idea to 
have a complete 
description of 
the program. 
The type style 
for the script is 
Bradley Hand 
ITC; for the 
dates is Arial, 

and for the headlines is Hawn Litho black. We have converted the type to paths 
so we have an individual graphic for each letter and then pasted photographs of 
vegetables inside the individual letters.  
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Vegetable Alphabet 
This section may seem odd in this medical document, but it is not, because it is a 
staff time saver, thus an agency money-saver. It can enable staff to fairly easily 
make up attractive, professional-looking, attention-getting flyers for events as the 
Bay Clinic does for its monthly park events open to the public. It demonstrates 
the creativity that can occur with involving patients in the program. We thought it 
could be useful for other diabetes programs as well. 
   The main task now is not coming up with an attractive design, but writing a 
short, attention-getting phrase to describe the main activity in up to six words. 
   This is a diabetes-appropriate type style that was designed by diabetes patient 
Tom Whitney, a former graphic designer who participated in the Bay Clinic’s 
classes and the Warriors Against Diabetes group. Tom designed the logo for the 
Warriors group as he started learning to love vegetables, which was a stretch for 
him. 
   Briefly, the way to make such letters is to use a type with thick letters and to 
use a program like Freehand or Illustrator to convert the type to paths, which 
creates an outline of the letters. The type style used here is named Hawn Litho 
Black. Then take many photographs of the desired subjects, in this case 
vegetables, and bring them into the computer and then do a “paste inside” 
command. Adobe Illustrator and the Freehand programs allow this. There are 
other programs that will do this as well. 
   The most attractive arrangement of the letters is to get a good balance of many 
colors, almost like an attractive salad.  
   The graphic below shows the process of fitting the photographs into the letters. 
Any group is welcome to use this type. On the DVD there are separate .jpeg files 
for each letter on the next  
page coded the same way  
they are on the page in small  
type. Thus the letters can be  
called up from the DVD into  
Microsoft Word or some  
other program to create a  
graphic. Another type often  
used in its flyers by the Bay  
Clinic is one that looks hand  
printed type, called Bradley  
Hand ITC. A similar script is Comic Sans MS. 
 
Within the Vegetable Alphabet folder in the “11. Vegetable Alphabet & 
Graphics folder” is the “Vegetable Alphabet Folder” and in there is a page 
that tells “Accessing letters . . .” letters from the file. 
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Forms 
 
1. Invitation to Attend Diabetes Classes 

 
Bay Clinic invites you to attend 

Diabetes Self Management Education Group Classes 
It is estimated that 72,000 to 100,000 people currently have diabetes in Hawaii! 

Diabetes can lead to blindness, heart disease, kidney disease and amputations. If diabetes is 
well managed many of these serious complications can be prevented. 

Please join your health care team at these ten short group education sessions. 
Together we can help you prevent serious diabetic complications and improve your level of 
well‐being. After each class you will have the opportunity to discuss specific concerns & 
needs with a Family Nurse Practitioner or a Physicians Assistant. 
Where: Hilo Bay Clinic, Inc. Conference room.  
Check in at the front desk, pay your regular co-pay and a receptionist will direct you to our 
meeting place. 
 
When: Thursday mornings 9am to 12pm  
             Wednesday mornings 9am to 12pm (with Marshallese interpreter) 

Please check with Maile for weekly class schedule 
Healthy snacks are provided after each class session. 

Learn about: 
Diabetes disease Process 
Nutritional management 

Physical activity and diabetes 
Diabetic medications 
Blood sugar monitoring 

Personal health habits and foot care 
Preventing serious complications 
Goal setting and problem solving 

Psychological adjustment to diabetes 
Cardiovascular & diabetes risk prevention 

 
Feel free to bring a family member 

 
If you are interested in attending, 

Make an appointment for an intake interview  
With Maile, our diabetic nurse. 

934­3246 
 

Please bring with you all the medications you are currently taking 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2. Class Schedule 
 
                     Bay Clinic, Inc. 
                       Diabetes Self-Management   
                 Education 
                Class Schedule 
 
 
 
 
Hilo Family Health Center  
1178 Kinoole Street Bldg B Hilo,  
Tuesday 9:00 am – Advanced class support group 

(Graduates of Thursday new patients class) 
Wednesday 9:00 am – Marshallese 
Thursday 9:00 am – New patients (10 or 11 week course) 
 
Ka`u Family Health Center 
95-5583 Mamalahoa Highway, Na`alehu 
3rd or 4th Friday of each month 9:00 am - 11:00 am 
 
Kea`au Family Health Center  
16-192 Pilimua Street Kea`au 
Wednesday – 2:00 pm - 3:00 pm 
 
Pahoa Family Health Center  
15-2866 Pahoa Village Road, Bldg C, Ste. A, Pahoa 
Thursday – 9:00 am  
 

 
For more information, contact 
Stacy Haumea, Director of Diabetes Education 
Tel 808.934.3204  Email:  shaumea@bayclinic.org 
Website: www.bayclinic.org/service.diabetes.asp 
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3.  Individual Patient Folders 
a. Report to Physician and Clinical Information 
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3b. Participant Weekly Tracking Sheet 
 
Name _______________________________ 
 
         Date        Weight            Blood Pressure     FBS/RBS 
 

 

This form was originally used 
and kept in each participant’s 
record, but has been replaced 
by Form 3k on page 50. That 
new “Vital Signs & Goal Sheet” 
places a weekly emphasis on 
goal setting and follow-up that 
had been missing.            
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3c. Diabetes Self-Management Education Course Referral Checklist 
 

Name:___________________________________DOB:_________________Phone 
Number:_______________________Insurance Co:____________________ Insurance ID 
No:_____________________________________________________ 
Referring Provider (PCP) Name:_________________________________________ 
Date Referred:_______________________________________________________ 
 

Referral To:      Last Appointment Date   Appointment Date  
 

Ophthalmologist      ____________________    ____________________ 
 

Dentist        ____________________    ____________________ 
 

 
Labs:          Last Lab Date     Current Lab Order Date 
 

HgbA1C        ___________________    ___________________ 
 

Cholesterol Panel     ___________________    ___________________ 
 

Creatinine/BUN      ___________________    ___________________ 
 

MicroAlbumin     ___________________    ___________________ 
 

 
Immunizations/Vaccine    Date Last Vaccinated    Vaccination Date 
 

Influenza        ___________________    ___________________ 
 

Pneumovax        ___________________    ___________________ 
 

Tetanus/other:__________  ___________________    ___________________ 
 
Treatment 
Needed:_______________________________________________________________________________________
____________________________________________________________Results              
      Date:_______________ 
HgbA1c:_______________              Cholesterol:_______________           
Goals  :  Less than 7%       Less than 200 mg/dL 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3d. Diabetes Self-Management Group Visit Attendance Flow Sheet 
Diabetes Self­Management Group Visit Attendance Flow Sheet 

 
Name:_________________________________DOB:_____________Onset:_________ 
 
Class # and /or Course Taken        Date Completed  Instructor  Hours   
Initial Assessment Form            ___________________  _____________  _______ 
Pre‐test (Date & Result %)          ___________________  _____________  _______ 
Invitation or Invite Back Letter        ___________________  _____________  _______ 
Post‐test (Date & Result %)          ___________________  _____________  _______ 
  1.  Diabetes Disease Process        ___________________  _____________  _______ 

2.  Nutritional Management      ___________________  _____________  _______ 
3.  Physical Activity          ___________________  _____________  _______ 
4.  Medication              ___________________  _____________  _______ 
5.  Monitoring              ___________________  _____________  _______ 
6.  Prevent, Detect, &, TX Acute Comp ___________________  _____________  _______ 
7.  Prevent, Detect, &, TX Chronic Comp  _______________  _____________  _______ 
8.  Goal Setting & Problem Solving  ___________________  _____________  _______ 
9.  Psychological Adjustment      ___________________  _____________  _______ 
10.  Perception Care w/Preg & Gest. Manag or Other 
              _____________  ____________ 

Incentive Gift Card          _____________  ____________ 
Satisfaction Survey          _____________  ____________ 
 
***Congratulations!  You have completed the Diabetes Self Management 
Education Course*** 
 
Do you have any additional educational needs?     Yes   No 
 
Are you interested in attending a diabetes support group?   Yes   No 
 
Advanced Classes:                Date Completed 
1.______________________________________________________________________ 
 
2.______________________________________________________________________ 
 
3.______________________________________________________________________ 
 
4.______________________________________________________________________ 
 
5.______________________________________________________________________ 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3e. Initial Intake Assessment 
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3f. Diabetes Self-Management Pre- and Post-Test  
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3g. Pre- and Post-Test Scoring Sheet  
 

Pre/Post test scoring 
 
Number 
correct 

Number 
wrong 

Percent 
score 

29  0  100% 
28  1  96% 
27  2  93% 
26  3  89% 
25  4  86% 
24  5  82% 
23  6  79% 
22  7  75% 
21  8  72% 
20  9  68% 
19  10  65% 
18  11  62% 
17  12  58% 
16  13  55% 
15  14  51% 
14  15  48% 
13  16  44% 
12  17  41% 
11  18  37% 
10  19  34% 
9  20  31% 
8  21  27% 
7  22  24% 
6  23  20% 
5  24  17% 
4  25  13% 
3  26  10% 
2  27  06% 
1  28  03% 
0  29  0% 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3h. Assumption of Risk / Release of Liability Form 
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3i. Photo Release Form 
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3j. Consent for Participation in a Group Medical Visit 
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3k. Vital Signs & Goal Sheet             

Name____________________________________ 

 

 

Date 

Weight BP FBS/RBS Topic # 

     

A health goal of mine is to:________________________________ 
I’ll achieve this goal by: __________________________________ 
I feel I can meet this goal_______times a day_______times a week 
Follow-up date:_____________________                                                                 
I met this goal      100%     75%     50%     25%     0%     of the time 

Date Weight BP FBS/RBS Topic # 
     

A health goal of mine is to:________________________________ 
I’ll achieve this goal by: __________________________________ 
I feel I can meet this goal_______times a day_______times a week 
Follow-up date:_____________________                                                                 
I met this goal      100%     75%     50%     25%     0%     of the time 

Date Weight BP FBS/RBS Topic # 
     

A health goal of mine is to:________________________________ 
I’ll achieve this goal by: __________________________________ 
I feel I can meet this goal_______times a day_______times a week 
Follow-up date:_____________________                                                                 
I met this goal      100%     75%     50%     25%     0%     of the time 

Date Weight BP FBS/RBS Topic # 
     

A health goal of mine is to:________________________________ 
I’ll achieve this goal by: __________________________________ 
I feel I can meet this goal_______times a day_______times a week 
Follow-up date:_____________________                                                                 
I met this goal      100%     75%     50%     25%     0%     of the time 
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4. Diabetes Self-Management Group Visit Attendance 
 

Hilo Bay Clinic, Inc, 1178 Kinoole Street, Bldg. B, Hilo, HI 96720  808-969-1427 
 

DATE_______________________ 
 
 

NAME PHONE WEIGHT BS BP DOB 
 
 

 
 

 
 

 
 

F/R 
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This is used by staff to enter information in participant records. 
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5. Diabetes Curriculum Outline 
The hefty 581-page large paperback “Life with Diabetes1”  
includes the content areas that must be covered to  
meet the National Standards for Diabetes Self- 
Management Education required for becoming  
an American Diabetes Association certified  
program.  
   This book offers important insight into all  
areas of diabetes – from eating and meal planning  
to regulating blood glucose, monitoring, and long-term  
complications. It is a complete curriculum that can be used to  
deliver quality diabetes care self-management education.  
   An important aspect of the teaching approach is place the program participant 
at the center of the activity and answer questions that participants are interested 
in, even thought this might not seem so productive, at first. The focus is meant to 
be less on delivering a set amount of educational information (and stopping 
there) and mostly on motivating participants to change their behaviors. This 
requires a re-thinking on the part of all the medical staff in how they approach 
this assignment. The patient is now supposed to be part of the team dealing with 
his or her disease and is really the expert on how they themselves are going to 
deal with it. It is sort of like that old saying that you can lead a horse to water but 
you cannot make him drink. So the idea here is to provide the conditions where 
people will feel empowered to make the changes themselves with help from the 
medical providers.  

   Another book that provides a fundamental understanding of 
this approach is “The Art of Empowerment2,” by Bob 
Anderson, EdD and Martha Funnell, MS, RN, CDE. 
   The book is written for diabetes educators and the authors 
recommend that people study it and discuss it with some 
trusted colleagues. The book is filled with stories that illustrate 
the new approach they developed after twenty years in the 
diabetes field trying to understand why the traditional 
approaches were not working.  They say in the introduction 
that “the assumption underlying the traditional approach to 
diabetes care and education – that the health care profess-

sional is in charge – does not work for diabetes. The patient is in control.”   

                                                        

1 Funnell MM, Arnold, M, Barr P, Lasichak A. Life With Diabetes: A Series of Teaching Outlines by the Michigan 
Diabetes Research and Training Center, Third Edition, (05/01/04) McGraw-Hill Item Number: MCGRA040205 
 

2 Anderson R, Funnell MM. The Art of Empowerment, Stories and Strategies for Diabetes Educators, 2nd Edition, 
© 2000, 2005, American diabetes Association 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Diabetes Collaborative Curriculum 

 

Class Title  Diabetes Disease Process, Class # 1 

Purpose:  To provide information to patients definition of diabetes, pathophysiology 
and treatment regimes. 

Goal of class:  Increase patient and family knowledge related to the diabetes disease process 
and treatment regimes. 

 

Objectives:  • To describe diabetes as Chronic metabolic disorder  
• To differentiate Type I, II, impaired glucose intolerance and gestational 

disorder 
• Metabolic Syndrome X  
• Risk factors associated with diabetes  
• Discuss Function of the pancreas and liver in diabetes control 
• Define hyperglycemia and hypoglycemia signs, symptoms and action 
• Importance of self‐management & goal setting 
• Coping with the diagnosis and coping with changes in lifestyle. 
• Role of Meals, Medications and Activity to attain blood sugar goal. 

Content:  Definition, pathophysiology, and treatment regimes of diabetes 

Method of 
Presentation: 

Question/discussion format with Diabetes Nurse Educator 

Materials 
needed: 

Handouts: Pancreas, normal and abnormal glucose metabolism, natural 
history of  Type II diabetes, hyperglycemia and hypoglycemia symptoms and 
plan  

Content 
outline: 

1. Definition of diabetes 
2. Describe Type I, II, impaired glucose tolerance, gestational 
3. Syndrome X & DM risk 
4. Pancreas and liver function 
5. What are the symptoms of low/high blood sugar? What should you 

do? 
6. Coping with the diagnosis and lifestyle changes 
7. Goals in fasting and random blood sugars 
8. Self‐management behaviors 

Pre/Post test:  Short pre test given when enrolled in DMSE, the same test given after 
completion of DMSE program. 

Pre/post testing will allow documentation of occurred learning. 

   

 



 

  54 

We need the Word document that has Class 2 curriculum to insert it here. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: Life with Diabetes, 3rd Edition, American Diabetes Association 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Diabetes Collaborative Curriculum 

 
Class Title  Physical Activity and Exercise, Class 3 
Purpose:  To provide information about the effects of physical activity on blood glucose 

and necessary dietary adjustments for changes in activity. 
Goal of class:  Increase knowledge of beneficial effects of activity on DM management. 
Objectives:  • Benefits of exercise 

• Effects of exercise on blood sugar 
• Target heart rate determination & pulse taking 
• Anaerobic vs. aerobic exercise 
• Signs and symptoms of hypoglycemia during or after exercise 
• Adjustments in food intake or insulin doses to balance with activity 
• Develop a personal exercise plan & goal 

Content:  Physical activity 
Method of 
Presentation: 

Question/discussion format with diabetes educator. 
Short demonstration of warm up & chair and/or theraband exercise 

Materials 
needed: 

Pedometers when available, sample activity snacks, handout on hypoglycemia 
s/s and tx. 
Target heart rate scale 
 

Content 
outline: 

9. Benefits of exercise 
10. Effects of exercise on blood glucose  
11. Balancing food/insulin with activity 
12. Carbohydrate adjustments 
13. Signs of intolerance 
14. Duration, consistency and target heart rate  
15. Examples of anaerobic examples of aerobic exercise 
16. Creating a personalized exercise plan 
17. Warm up and chair & theraband activity demonstration 

Pre/Post 
test: 

Short pre test given prior at initial intake appointment and post test given upon 
completion of DMSE program.  
Answers discussed in class. Pre/post testing will allow documentation of 
occurred learning. 

Source: Life with Diabetes, 3rd Edition, American Diabetes Association 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Diabetes Collaborative Curriculum 
 
Class Title  Medications, Class # 4 
Purpose:  To provide information about the purpose, action, use and side effects of oral 

diabetes medication. To provide information about insulin, how it works, and 
how it is administered. 

Goal of class:  Improve patient’s knowledge of diabetes oral and injectable medication use, 
purpose, side effects and administration. 

Objectives:  • To define the purpose, action and side effects of oral diabetes 
medication. 

• To know the name, dose and timing of DM medications 
• Techniques for remembering to take medications. 
• To define insulin, source, strength, length of action. 
• Insulin storage, measurement, administration and site rotation 
• Treating hypoglycemia 
• Define normal blood glucose values in pre and post prandial states 

Content:  Medications 
Method of 
Presentation: 

Question/discussion format with a Diabetes Educator, Nurse or Pharmacist. 

Materials 
needed: 

Injection sites and site rotation. Insulin action times. Giving an injection. 
Diabetes Pills. Treatment of low blood glucose. 

Content 
outline: 

1. Types of oral diabetes medications; Sulfonylureas, Biguanides, Alpha‐
glucosidase inhibitors, Thiazolidinediones, Meglitinidies and 
combinations. 

2. Mode of action, dosing, timing, duration of action, benefits, side effects, 
precautions. 

3. Remembering to take medications, missed dosage, care and storage. 
4. Initiating insulin therapy. 
5. Types of insulin; short acting, intermediate acting, long acting. 
6. Source, strength, storage, mixing insulin 
7. Equipment needed for insulin therapy, techniques of administration. 
8. Injection sites and rotation 
9. Hypoglycemia treatment 
10. Pre and postprandial goals 

Pre/Post test:  Short pre test given when enrolled in DMSE, the same test given after 
completion of DMSE program. 
Pre/post testing will allow documentation of occurred learning. 

Source: Life with Diabetes, 3rd Edition, American Diabetes Association 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Diabetes Collaborative Curriculum 
 
Class Title  Monitoring your diabetes and managing blood glucose,  

Class # 5 
Purpose:  To provide information about the purpose of regular blood glucose testing and 

urine testing for ketones. How to record results. Identify and define the factors 
that influence blood glucose levels. Recognizing and treating hypoglycemia and 
hyperglycemia. 

Goal of class:  To improve patient & family knowledge of blood sugar monitoring and self 
management of blood glucose. 

Objectives:  • Blood test vs. finger prick blood glucose values 
• HbA1c  
• When to test blood glucose and urine ketones 
• Blood glucose log book and diet/activity diary 
• Factors that effect blood glucose 
• Blood glucose goals; fasting and postprandial 
• Hypoglycemia and hyperglycemia causes and treatment of. 
• Sick day management 

Content:  Blood glucose monitoring and acute complications 
Method of 
Presentation: 

Question/ discussion format with a Diabetes Nurse Educator. 

Materials 
needed: 

Handouts: Blood glucose log books, Dietary diaries, HbA1c, Target glucose 
levels (fasting, pre and post prandial), Sick day guidelines, 
Hypo/Hyperglycemia s/s. 

Content 
outline: 

1. Home glucose monitoring vs. blood testing and 3 monthly HbA1c. 
2. Glucometers and supplies 
3. When to check blood glucose 
4. Blood glucose goals/targets (fasting, pre and post prandial) 
5. Tips for testing, recording results 
6. Factors that affect blood glucose (meals, medication, activity) 
7. S/S hypo/hyperglycemia and treatment 
8. When to test for ketones 
9. Sick day management 

Pre/Post test:  Short pre test given when enrolled in DMSE, the same test given after 
completion of DMSE program. 
Pre/post testing will allow documentation of occurred learning. 

Source: Life with Diabetes, 3rd Edition, American Diabetes Association 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Diabetes Collaborative Curriculum 

 

Class Title  Prevent, Detect & Treat Acute Complications  
& Personal Health Habits Class # 6 

Purpose:  To provide information about lifestyle habits that are important for people 
with DM.  

Goal of class:  Increase knowledge of foot care, dental care, skin care and wound care & 
infections. 

Objectives:  • Why are personal health habits particularly important for people with 
diabetes? 

• Recognize the early signs of infection 
• Preventive foot care, daily foot care 
• Preventive dental care, daily dental care 
• Smoking & alcohol’s detrimental effect on Diabetes, heart, lipids, weight, 

BP, etc. 
• Nail care 
• Care of minor cuts and bruises 
• Ways to improve circulation (sugar control, exercise, smoking 

cessation) 
• Risk & symptoms of urogenital infections 
• Frequency of health monitoring 

Content:  Reducing risk& improving health 

Method of 
Presentation: 

Question/discussion format with Diabetes Nurse Educator 

Materials 
needed: 

Foot care handout, smoking cessation handout 

Content 
outline: 

1. Health habits (sleep, nutrition, activity, foot, dental, skin care. 
        2.  Smoking risks & benefits of quitting. cessation techniques 

3. Effects of alcohol 
4. Risk, symptoms and care of infections 
5. Why importance of dental care 
6. Importance of foot care, prevention, monitoring, treatment 
7. Prevention, symptoms & risks associated with decreased circulation  
8. Urogenital infections: yeast, UTI, balantitis 
9. Health maintenance monitoring  

Pre/Post test:  Short pre test given when enrolled in DMSE, the same test given after 
completion of DMSE program. 

Pre/post testing will allow documentation of occurred learning. 

Source: Life with Diabetes, 3rd Edition, American Diabetes Association 



 

  59 

Diabetes Collaborative Curriculum 

 

Class Title  Long Term Complications, Class # 7 

Purpose:  To provide patients/families information about the chronic complications that 
occur with diabetes 

Goal of class:  For patients to gain a better understanding of the complications that can occur 
in diabetics, symptoms associated with those complications and ways to 
monitor and prevent such complications. 

Learning 
Objectives:  

• Increase knowledge of potential DM complications, symptoms and 
prevention 

• Describe major consequences of small vessel disease to eye & kidney 
• Describe symptoms that may occur with retinopathy & nephropathy 
• Value of annual ophthalmologic and renal function examinations 
• Describe major consequences of large vessel disease (heart, legs, feet & 

toes)  
• Describe symptoms and ways to prevent large vessel disease. 
• Risk factors for heart disease & ways to reduce risk 

Content:  Chronic complications 

Method of 
Presentation: 

Question/discussion format with Diabetes Nurse educator  

Materials 
needed: 

Handouts: Circulatory & Nervous system, Cardiovascular disease book, 
Retinopathy book, foot care book, ADA handouts r/t chronic disease in DM, 
resources for support groups. 

Content 
outline: 

1. Occurrence of long‐term complications 
2. Systems affected 
3. Circulatory system 
4. Diabetic retinopathy 
5. Diabetic cataracts 
6. Diabetic nephropathy 
7. Cardio Vascular Disease 
8. Risk factors for heart disease 
9. Prevention, detection and treatment of heart disease 
10. Feet, legs and hands 
11. Autonomic neuropathy 
12. What you can do (methods of self‐management & prevention) 

Pre/Post test  Short pre test given when enrolled in DMSE, the same test given after 
completion of DMSE program. 

Pre/post testing will allow documentation of occurred learning. 

Source: Life with Diabetes, 3rd Edition, American Diabetes Association 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Diabetes Collaborative Curriculum 

 

Class Title  Goal setting and Problem solving, Class # 8 

Purpose:  To present a problem solving approach to diabetes self‐care and general health 
habits. 

To guide patients in goal setting. 

Goal of class:  For patients and family to set and sustain goals for diabetes self management 

Objectives:  • Strategies for making changes 
• Choices for behavior change 
• Setting behavior change goals 
• Making a plan 
• Making a commitment 

Content:  Goal setting and problem solving 

Method of 
Presentation: 

Question/discussion format with diabetes educator. 

 

Materials 
needed: 

None 

Content 
outline: 

1.  Health habits 
2. Strategies for lifestyle behavior changes 
3.  Creating new healthy habits 
4. Choices  
5. Making a plan 
6. Setting behavior change goals 
7. Problem solving 

Pre/Post test:  Short pre test given when enrolled in DMSE, the same test given after 
completion of DMSE program. 

Pre/post testing will allow documentation of occurred learning. 

Source: Life with Diabetes, 3rd Edition, American Diabetes Association 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Diabetes Collaborative Curriculum 

 

Class Title  Stress and Coping, Class # 9 

Purpose:  To provide information about stress and how it affects glucose levels. To help 
patients and families recognize stressful situations and develop methods for 
coping. 

Goal of class:  For patients and families to gain an understanding of the effect of and coping 
with stress, problem solving and setting goals. 

Objectives:  • Define stress 
• Body’s response to stress 
• Effects on blood glucose 
• Identify personal stressful situations 
• The coping response.  
• Identifying positive & healthy coping techniques. 

Content:  Psychological adjustment  

Method of 
Presentation: 

Question/discussion format with diabetes educator. 

 

Materials 
needed: 

Stress handout 

Content 
outline: 

1. definition of stress 
2. evaluating stressful situations 
3. Body’s response to stress, “fight or flight” 
4. effect on blood glucose 
5. coping 
6. tips for managing stressful situations 
7. deep breathing exercise demonstration 
8. visual imagery demonstration 

Pre/Post test:  Short pre test given when enrolled in DMSE, the same test given after 
completion of DMSE program. 

Pre/post testing will allow documentation of occurred learning. 

Source: Life with Diabetes, 3rd Edition, American Diabetes Association 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Diabetes Collaborative Curriculum 

 

Class Title  Pregnancy and Diabetes, Class # 10 Option 1 

Purpose:  To provide information about preconception care for women with existing 
diabetes, care of diabetes during pregnancy, gestational diabetes and the effect 
of diabetes on pregnancy and its outcomes. 

Goal of class:  To improve knowledge of effect of diabetes on pregnancy and effect of 
pregnancy on diabetes. 

Objectives:  • Preconception counseling, blood glucose control, risks of pregnancy 
when diabetic, tests for complications. 

• Define gestational diabetes, meal plan during pregnancy, effect on birth 
weight, treatment fro hypoglycemia, emergency situations, specialized 
tests, baby special care. 

• Pre‐existing diabetes and pregnancy; blood glucose control, value of 
intensification of diabetes control, treatment of hypoglycemia during 
pregnancy, emergency situations, specialized testing and baby special 
care needs. 

Content:  Pregnancy; preconception care, gestational diabetes, pre‐existing diabetes and 
pregnancy. 

Method of 
Presentation: 

Question/discussion format with diabetes educator. 

Materials 
needed: 

Insulin needs in pregnancy. Where weight goes during pregnancy. Treatment 
of low blood glucose in pregnancy. 

Content 
outline: 

1. Preconception counseling; overview, effect of pregnancy on 
diabetes and diabetes on pregnancy, caring for your diabetes in 
pregnancy, health considerations, planning to become pregnant 

2. Gestational diabetes; why does it occur?, risks, special testing, 
blood glucose management, insulin injections, monitoring. 

3. Pre­existing diabetes and pregnancy; changes during pregnancy, 
risks in pregnancy, special tests, managing diabetes in pregnancy,  
meals, exercise, insulin and treatment of hyper/hypoglycemia, team   
care approach, labor and delivery, care of your baby 

 

Pre/Post 
test: 

Short pre test given when enrolled in DMSE, the same test given after 
completion of DMSE program. 

Pre/post testing will allow documentation of occurred learning. 

Source: Life with Diabetes, 3rd Edition, American Diabetes Association 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Diabetes Collaborative Curriculum 

 

Class Title  Risk for Cardiovascular disease and Diabetes,  
Class # 10 Option 2 

Purpose:  To provide information related to risk factors associated with acquiring 
diabetes and cardiovascular disease. 

 

Goal of class:  For patients and families to increase their knowledge of risks factors 
associated with acquiring diabetes and/or CVD. 

Objectives:  • To list the risks associated with acquiring diabetes 
• To list the risk factors associated with acquiring CVD 
• To discuss the risk factors we can change 
• To discuss the risk factors we can not change 
• To develop lifestyle change goals  

Content:  Risk for diabetes and risk factors associated with CVD 

Method of 
Presentation: 

Question/discussion format with diabetes educator. 

 

Materials 
needed: 

Atherosclerosis, lipid handout, Effects of Diabetes on vascular system, BP 
control, BMI chart 

Content 
outline: 

1. Who is at risk for developing diabetes? 
2. Who is at risk for developing CVD? 
3. Lifestyle behaviors you can change; Lipids, weight, smoking, 

exercise, diet, blood pressure, stress, blood glucose 
4. Metabolic syndrome, syndrome X 
5. Lipids goals, Blood pressure goals, blood glucose goals 
6. Smoking cessation, stress 
7. Activity, weight, diet 
8. Risk factors you can not change; Family history, gender, age, 

ethnicity 
9. Developing goals for lifestyle change, to reduce you risk for Diabetes 

and/or CVD. 
Pre/Post test:  Short pre test given when enrolled in DMSE, the same test given after 

completion of DMSE program. 

Pre/post testing will allow documentation of occurred learning. 

Source: Life with Diabetes, 3rd Edition, American Diabetes Association 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6. Participant Satisfaction Survey  
 
Date :     /                   /      Sex:  O M   O F          Age:    
 

Based on your experience in the diabetes education classes: 
  
Rate the diabetes education program according to the following scale. 
                                                                                                                                                                                                                   Does 
          What                                                                                                             Agree           Some             NO         Not  Sure       Not Apply 

1.  The Diabetes education classes helped me get a 
better    understanding of diabetes Self-Management 
through diet, exercise and medications. 

 
 

O O O O O 

2. The classes were taught in a way I could understand.           O O O O O 

3. Handouts I received in the diabetes classes were 
helpful, easy to read and understand.      

 
O O O O O 

4. The nutrition education classes helped me to make 
healthy changes in the way I eat. O O O O O 

5. The Diabetes education classes are given in a way 
that respects me and my cultural beliefs and 
knowledge. 

O O O O O 

6. An interpreter in my own language would have made 
the Diabetes education classes easier to understand.    

       What language?___________________________ 
O O  O  O  O 

7. I know my target goal for HbA1c. 
 

O O  O  O  O 

8. I understand the importance of exercise in controlling 
diabetes and I am going to start a my own exercise 
program.  

O O  O  O  O 

9.  I understand how to improve my cholesterol and 
triglycerides. O O  O  O  O 

10. I know what the serious complications of diabetes are 
and how to avoid them. 

 
 

O O  O O O 

11.  I am able to monitor my blood sugar and change my 
diet at home to get better diabetes control.  O  O O O O 

12. I understand all my diabetes medications and I take 
them as prescribed by my health care provider. O  O O O O 

 

 
How can we improve?:______________________________________________________ 
 
________________________________________________________________________ 

Mahalo, for helping us improve our program to better suit our needs. 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7. Diabetes Collaborative Outcomes Audit 
 

Diabetes Collaborative Outcomes Audit 
Self Management Group 

 
Outcome  Actual #  % of total Self 

Management 
group 

Bay 
Clinic 
Goals 

Number patients enrolled in 
DM self‐management classes 

    70% 

Currently smoking      0% 
 HbA1c <7%      70% 
Average HbA1c       <7% 

Patients with 2 or more HbA1c 
per year 

    90% 

Documented  
self management goals 

    70% 

BP <130/80      75% 
BMI < 40      90% 
On Statin      80% 

On ACE or ARB      80% 
On ASA      80% 

Annual micro albumin      90% 
Annual monofilament      90% 
Annual Retinal eye exam      90% 

Annual lipids      90% 
Pneumovax      90% 
Influenza      90% 

       
Total number of diabetics enrolled in Self management group classes 
Audit 10% of that total (If we have 300 total, audits 30) 
Total divided by # actual = % of total. 
Frequency: Audit once every 3 months for now 
Problems? Suggestions? 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8. Job Description, Program Coordinator 

Bay Clinic, Inc 

Job title: Diabetes Self‐Management Education (DMSE) Program Coordinator 
Reports to: Medical Director & CEO 
Job Purpose:  
To oversee, develop, coordinate and manage the Diabetes Self‐Management Education Program. 
Duties and Responsibilities: 
Duties include but are not limited to;  

o Responsible for assisting in the development of the DSME program  
o Managing the DMSE program 
o Supervising diabetes educators 
o Acting member of the Advisory Committee for DSME program 
o Organizes the periodic and annual program review meetings 
o Acquire and maintain ADA program recognition (CDE or BCADM) 
o Assisting in coordination, consistency and integration of the DSME program 
o Assist in the development and implementation of DSME program policies 
o Leading or participating in CQI activities aimed at evaluating and improving the DMSE 

program 
o Assisting in marketing and promoting the DMSE program 
o To work towards the development of the DMSE program in all affiliated Bay Clinic sites. 

 
Qualification:  
(RN, RD or APRN with the following qualifications and/or experience) 
Bachelors Degree in Nursing Science RN  
Masters degree in Nursing Science RN MS, preferred 
Valid State of Hawaii RN  
Valid State of Hawaii APRN license preferred 
Registered Dietitian with valid license in the State of Hawaii 
Working towards or certified as a CDE 
BC‐ADE certification preferred 
Experience in Program Development & Program Management  
Experience in Chronic Disease Managemen 
 

I have received a copy of my job description on _____________________ 
 

Signature________________________ 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9. Job Description, Nutritionist  

BAY CLINIC INC. 

JOB DESCRIPTION 

NUTRITIONIST 

DIABETES MANAGEMENT PROGRAM – DIABETIC WARRIORS 

This program is grant funded .5 FTE until 12.31.2006 

Report to:  1. DM Program Coordinator 2.  Medical Director, 3. Chief Executive Officer 

Major Responsibilities:  Demonstrates a high level of professional competence and experience in 
the treatment and education of adults with metabolic syndrome, Type 1 or Type 2 diabetes in the 
area of Medical Nutrition Therapy.  Direct involvement in the assessment, planning, 
implementation and evaluation of the patient centered diabetes education services in the ‘Diabetic 
Warriors’ group education classes.  The Nutritionist is responsible for assessing and coordinating 
the nutritional care and educational needs of patients, their families and care partners in a variety 
of settings.  Other responsibilities include collaborating with other clinicians and educators in 
helping patients to optimize their diabetes management.   

Specific duties: 

• Effectively and efficiently assesses, counsels, develops care plans and monitors diabetic 
clients. 

• Maintains credentials as a Registered Dietitian and member of the American and Hawaii 
Dietetic Association. 

• Maintains credentials as a Certified Diabetes Educator or Advanced Diabetes Management 
Practitioner. 

• Monitors the content of the Journal of the American Dietetic Association and key National 
nutrition and diabetes policies; shares this information with staff as appropriate. 

• Assists in training other staff in health, nutrition and medical areas as needed. 
• Provides Bay Clinic Inc. and Diabetes Management Program outreach to the community 

and health providers as needed. 
• Work in collaboration with other colleagues and as a member of the multidisciplinary team 

to provide specialist advice for people with diabetes. 
• Demonstrate responsibility for professional growth by ensuring personal and professional 

development. 
• Follows Bay Clinic Inc. policies and procedures and recommends changes to policies to 

expedite quality services cost effectively as needed. 
• Attends meetings as appropriate or as directed by supervisor. 
• Other duties as assigned. 

 

  Minimum qualifications: 

• B.A. in Nutrition or Dietetics, Master’s degree preferred. 
• 1 ½ years experience in diabetes or 3 years of education/counseling with chronic diseases. 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• Registered with the Commission on Dietetic Registration in good standing. 
• Member of the Hawaii Dietetic Association and the American Dietetic Association. 
• Certified Diabetes Educator or Advanced Diabetes Management Practitioner or must sit for 

the exam within six months of eligibility. 
• Ability to communicate effectively orally and in writing and lead assigned activities. 
• Works effectively with multi‐ethnic families and socio‐economically diverse staff and 

clients. 
• Competent with computers, office machines, and office procedures.  Able to type 35 wpm. 
• Physically able to perform efficiently the duties of this position, including lifting 25 pounds. 
• Able to multi‐task, notable able to concurrently work with clients kindly, quickly and 

accurately, answer phones and type well. 
• Able to work calmly and effectively under stressful situations, as a team player. 
• Able to follow ethical guidelines and assure confidentiality of client information. 
• Must be a critical thinker, assume leadership independently and support the Diabetes 

Management and Bay Clinic Inc. Team. 
• 15 hours/year of continuing education in areas of DM management, behavioral 

interventions, or teaching, learning and/or counseling skills. 
 

Desirable qualifications: 

• Three or more years working as a Nutritionist in a clinical/community settings. 
• Masters Degree in Foods and Nutrition, Public Health Nutrition, Health Education, Social 

Work. 
• Advanced training in diabetes management and nutrition education. 
• Able to speak a second language commonly spoken in the community. 
• Experience working in a diabetes management program and with individual and group 

sessions. 
• Familiar with Bay Clinic Inc. 
• Familiar with the Hawaiian Islands and the Island of Hawaii. 
• Personal experience with diabetes. 
• Strong leadership and management skills. 

 

Salary Level: 

$25.00‐37.00 hourly based upon passage of probational period; expected to progress if funds 
sufficient. 
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10. Provider Assessment 
 
Name_______________________________ DOB____________ Date__________ 

Subjective:  
Hx Hypoglycemia   
Home BS ranges  High  Low 
Activity level  Sedentary  Light  Moderate  Vigorous 
Duration/Frequency/Tolerance: 
Fat intake  Ultra low  Low  Medium  High 
Fruits/day  <2  2‐3  3‐4  >4 
Vegetables/day  <2  2‐3  3‐4  >4 
Med adherence?  No  Sometimes  Yes  Intolerant 
Weight: changes/complaints/goal? 
Other: 
Assessment: 
250.01  DM Type I well controlled   
250.00  DM Type II well controlled   
250.03  DM Type I hyperglycemia   
250.02  DM Type II hyperglycemia   
401.1  HTN Dx  Well controlled  Uncontrolled 
  Blood pressure  Well controlled  Uncontrolled 
272.4  Hyperlipidemia  Well controlled  Uncontrolled 
272.1  Hypertriglyceridemia  Well controlled  Uncontrolled 
277.7  Metabolic syndrome  Nephropathy 250.42 
278  Obesity  Neuropathy 250.62 
  Weight well managed  Retinopathy 250.52 
305.1  Smoker  Current  Former  Never 
316.  Maladaptive behavior affecting medical condition 
Healthy lifestyle apparent 
Knowledge deficit related to diabetes self management 
Medication adherence  Medication non‐adherence 
Medical regime adherence  Non‐adherence to medical regime 
Labs/Screening past due  Labs/Screenings up to date 
Plan:                                                Notes: 
Review Target HbA1c   
Review target BP   
Review Target Lipids   
Review med use/purpose/side effects   
Weight management/goal discussed   
Diet changes discussed   
Smoking cessation counseling, referral   
Encourage/review activity   
Schedule dilated eye exam 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Schedule podiatrist appt   
Recommend dental appt   
Schedule monofilament foot exam   
Schedule PCP appt for DM review   
Labs ordered   
New Rx or refills   
Provider signature   
Orders/Comments: _______________________________________________________________________  
_______________________________________________________________________ 
Provider Assessment 

 
 
 
 
 
 
 
 
 
 


