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All patients with diabetes, whether primary or secondary diagnosis, should be assessed for potential deficits in self-care management with every home care episode.  

	Key areas of Self-Care Management
	Assessment
	Plan for Patient Education

	Knows Diabetes ABCs and other preventive care recommendations
	· Knows current and goal A1C, blood pressure, and cholesterol (LDL) level.

· Makes sure that A1C levels and LDL levels are checked at recommended frequency

· Makes sure BP is checked regularly

· Schedules dental exam twice per year

· Schedules dilated eye exam yearly

· Sees MD regularly

· Gets a flu shot every year / pneumonia shot at least once
	· Patient verbalizes understanding of Diabetes ABCs at this time; no educational need 

· Patient requires education about ABCs

· Patient willing to work on goal(s) related to ABCs*

	Oral Medication Administration
	· States purpose of  medications

· States/demonstrates proper dosing & administration

· States when to take diabetic and other medications (e.g. cholesterol) in relation to meals and sleep

· States important side effects to report to nurse or MD

· Checks with MD, pharmacist, or nurse before using OTC medications or herbal supplements 
	· Patient demonstrates good oral medication management at this time; no educational need 

· Patient requires education

· Patient willing to work on goal related to oral medication administration*

	Insulin Administration
	· Verbalizes understanding of insulin onset, peak, duration

· Stores insulin properly in either refrigerator or at room temperature until expiration date

· Demonstrates safety and accuracy in preparing insulin dose

· Uses insulin administration aids/system to overcome function limitations properly (if applicable)

· Administers injection properly

· Rotates sites
	· Patient demonstrates good ability in insulin administration at this time; no educational need 

· Patient may benefit from aids to overcome functional limitations/visual impairment (e.g. syringe magnifier, needle guide, vial stabilizer)

· Patient requires education

· Patient willing to work on goal(s) related to insulin administration*


	Blood glucose monitoring
	· Demonstrates proper technique in using glucometer

· Calibration of meter

· Strip storage

· Obtaining blood sample

· Performs blood glucose monitoring at recommended frequency

· Maintains written record of blood glucose levels even if meter has memory

· Verbalizes understanding of relationship of blood glucose levels to medication and diet 

· Uses blood glucose levels to make improvements in diet, exercise, medication management

· States signs/symptoms of hypoglycemia and actions to take
	· Patient regularly performs blood glucose monitoring accurately at recommended frequency; no educational need 

· Patient uses blood glucose levels to manage disease

· Patient requires education

· Patient may benefit from glucometer that offers features to overcome functional limitations (e.g. talking monitors)

· Patient willing to work on goal(s) related to blood glucose monitoring*

	Dietary management
	· Follows personal diabetes food plan

· Eats the right portions of healthy foods

· Avoids foods that are high in salt (sodium) and fat

· Eats meals about the same time each day
	· Patient demonstrates good dietary management at this time; no educational need 

· Patient requires dietary education

· Patient willing to work on goal(s) related to diet*

	Activity and Exercise
	· Maintains physical activity for at least 30 minutes a day most days

· Maintains a healthy weight

· Does physical activity at about the same time each day

· Keeps glucose pills or hard candy available in case of hypoglycemic reaction
	· Patient has a regular exercise plan for at least 30 minutes of activity most days; no educational need 

· Patient requires education about exercise and activity

· Patient willing to work on goal(s) to increase activity*

	Foot care
	· Checks feet every day

· Washes feet every day

· Keeps skin of feet  soft and smooth

· Uses pumice stone to smooth calluses – not OTC products or sharp objects

· Wears shoes and socks at all times

· Protects feet from hot and cold (e.g. water, hot pavement)

· Knows to call MD if any cuts or sores occur and do not begin to heal after one day
	· Patient demonstrates good foot care at this time; no educational need 

· Patient requires foot care education

· Patient willing to work on goal(s) related to foot care*



	


	· Assess patient’s current knowledge and barriers to self-care by asking open-ended questions





	· Develop a plan with the patient



	· Develop interventions to overcome obstacles to self-care such as medication organizers/reminders



	· Work with patient to develop 1 or 2 realistic goals that the patient feels confident that s/he can accomplish; use and record in Diabetes Self-Care Workbook












Review assessment data transmitted to home care agency daily

· Weight

· Pulse 

· Blood pressure

· Temperature

· Oxygen saturation

· Blood glucose

· Other data as collected

· Patient answers to questions about clinical condition, if used

If assessment data outside of expected parameters

· Initiate phone monitoring assessment (use Phone Monitoring Assessment Guide) or 

· PRN home care visit (use Diabetes Decision Support Tool) or 
· Initiate actions (use Diabetes Decision Support Tool)

If using video telemonitoring system

· Perform remote assessment

· Auscultate heart and breath sounds

· Blood pressure

· Temperature

· Observe technique and accuracy of insulin preparation and administration

· Other as indicated 

· Use Phone Monitoring Assessment Guide 

· Initiate actions as appropriate (use Diabetes Decision Support Tool)


Quality Insights of Pennsylvania          Home Telehealth Disease Management Series                       





DIABETES:  STAFF EDUCATION TOOLS





 This is only “part”


  of the puzzle: 


 This tool is a component of the


  “Home Telehealth Disease


  Management Series”. 


Patient Selection Criteria


Staff Education Tools


Patient Self-Care Workbook


Decision Support Tool


Patient Encounter Documentation Tool




















Staff Education Tool:


Diabetes: Assessment of Patient Self-Care Management (continued)


 








Visit www.medQIC.org to access other patient and provider materials designed to improve home health patient outcomes.
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These staff education tools were developed to help improve home health patient and agency outcomes by supporting standardized practice for treatment of patients with diabetes
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Staff Education Tool:


Diabetes: Assessment of Patient Self-Care Management
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Staff Education Tool:


Diabetes: Telehealth System Monitoring





Staff Education Tool:


Diabetes: Depression Assessment





Staff Education Tool:


Diabetes: Assessment of Patient Self-Care Management (continued)


 








Staff Education Tool:


Diabetes: Phone Monitoring Assessment Guide





Staff Education Tool:


Diabetes Assessment: Focus on Foot Care








�


Perform at each home visit for high risk patients, those with:


Loss of sensation


Absent pedal pulses


Foot deformity


History of foot ulcer 


Prior amputation(s)





Inspect foot between toes and from toe to heel, looking for injury, calluses, blisters, fissures, ulcers, or any other unusual condition


Look for thin, fragile, shiny and hairless skin – all are signs of decreased vascular supply


Feel for excessive warmth and dryness


Inspect nails for thickening, ingrown corners, length, and fungal infection


Inspect socks for blood or other discharge


Examine footwear for torn linings, foreign objects, breathable materials, abnormal wear patterns, and proper fit


If any evidence of foot abnormality, perform or refer for a comprehensive foot examination








�


Ensure patient is referred for therapeutic footwear; weight relief must be provided; patients should not walk in their own shoes.


Provide patient education on wound care; review patient education related to foot care as needed.











�





Can you tell me if you’ve had any problems taking your medicines, or with side effects?





If your blood glucose level is 210, what does that mean to you?





� EMBED SmartDraw.2  ���





�








I think I can walk for 10 minutes, 4 times a week 





� EMBED SmartDraw.2  ���





�





I can set my watch to remind me to take my insulin.





Have we addressed everything that is important to you?





Depression is prevalent among older adults with chronic illnesses such as diabetes and is often associated with poorer self-care management. 


Screen patients for depression using the Geriatric Depression Scale (GDS).


Notify and discuss with physician if patient scores ≥5 on the GDS.











Geriatric Depression Scale (GDS):  accessible online at www.americangeriatrics.org/education/dep_tool_06.pdf   





Instructions: Score one point for each bolded answer. 


1. Are you basically satisfied with your life?�
YES    NO�
9. Do you prefer to stay at home, rather 


    than going out and doing things?�
YES    NO�
�
2. Have you dropped many of your activities  


    and interests?�
YES    NO�
10. Do you feel that you have more 


      problems with memory than most?�
YES    NO�
�
3. Do you feel that your life is empty?�
YES    NO�
11. Do you think it is wonderful to be alive 


      now?�
YES    NO�
�
4. Do you often get bored?�
YES    NO�
12. Do you feel worthless the way you   


      are now?�
YES    NO�
�
5. Are you in good spirits most of the time?


�
YES    NO�
13. Do you feel full of energy?�
YES    NO�
�
6. Are you afraid that something bad is going 


    to happen to you?�
YES    NO�
14. Do you feel that your situation is 


      hopeless?�
YES    NO�
�
7. Do you feel happy most of the time?�
YES    NO�
15. Do you think that most people are  


      better off than you are?�
YES    NO�
�
8. Do you often feel helpless?








�
YES    NO�
A Score of ( 5 


suggests depression�
�
�






REVIEW PURPOSE OF TELEPHONE CALL WITH PATIENT:


To check for current signs or symptoms related to your diabetes and other conditions�
To promote early action for changes in condition


�
�
To answer any questions you may have about diabetes


�
To help you to overcome problems with self-care management


�
�





















ASSESSMENT OF CURRENT CONDITION- Questions to ask: 





How have you felt since the last telephone call/home visit?


__Better  __Same __Worse�



Review patient “Personal Plan” from Patient Self-Care Workbook  (if identified and completed): Review patient identified goal(s) and progress towards goal(s)


�



What have your blood glucose levels been?


Before meals


At bedtime


Other times�
�



What types of problems (if any) have you been having in managing your diabetes?


�



Any hypoglycemic reactions since last phone call/home visit?�



Describe current level of activity and exercise�
�



Medication use


Are all prescriptions currently filled? 


Any problems with taking medications?


Any evidence of side effects?�



Have you checked your feet today?


Any changes, new sores?


Have you washed, dried, and put lotion on your feet?


Are you wearing the right (well-fitting) footwear at all times?


�



If patient/caregiver performing wound care:


Have you done your wound care?


Any problems or changes in the condition of your wound (such as changes in drainage, pain, swelling)?�
�



Are there any other problems that you can tell me about?


Changes in vision?


Increased fatigue?


Episodes of chest pain? (When did pain occur? With activity? Or at rest?)


Other?














�
�






Staff Education Tool:


Diabetes: Phone Monitoring Assessment Guide (continued)








REINFORCE AND PROVIDE PATIENT EDUCATION BASED UPON ABOVE ASSESSMENT AND ANY PATIENT QUESTIONS/CONCERNS:





When to call the home care agency/when to call the physician


Review Patient Diabetes Action Plan 


�



Medication teaching


Purpose of medications


Side effects


Scheduling doses


Missed doses and actions to take�



Dietary implications


Diabetic meal plan


Avoid sodium and salt


Low fat


Avoid alchohol


Other, as prescribed


�
�



Activity and exercise


Exercise at about the same time each day


Drink water before and after exercising


Test blood glucose before and after exercising


Keep glucose pills or hard candy available when exercising


�



Management of hypoglycemic reactions


Symptoms 


Actions to take


�



Foot care


Daily check of feet 


Foot care


Calling nurse or MD if any changes (new sores, cuts etc.)





�
�



Physician follow-up


Has appointment


�



Other interventions taken as a result of assessment:


Telephone call to physician regarding: _______________________________


Initiate actions  for consistently elevated blood glucose (use Diabetes Decision Support Tool)


�
�






Use these tools to help make the assessment and care planning processes for your diabetic patients more comprehensive and standardized.  





Make sure your assessments and teaching address the information and patient issues listed to the left. 





Additional tools follow and provide the clinician additional assessment and patient teaching support, including:


Assessment of Patient Self-Care Management


Strategies to Promote Effective Self-Care Management


Focus of Foot Care


Depression Assessment


Phone Monitoring Assessment Guide, and


Telehealth System Monitoring





�
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