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Date/Time RN/Tech 
Initials 


Topic Who was 
taught 


Instruc.  
method 


Evaluation 
of learning 


Barriers to 
 learning 


  Overview of Diabetes     
 


Definition (incl. hyperglycemia),type 1 vs. type 2, complications Notes:  


  Blood Glucose Testing     
 


Meter training, frequency/times, BG target ranges, recording Notes:  


  HgbA1c     
 


Pt.’s A1c (if known), recommended target  Notes:  


  Hypoglycemia     
 


Signs/symptoms, treatment for (“Rule of 15”), prevention Notes:  


  Dietary Guidelines     
 


Well-balanced meals, portion control, food labels, carb basics Notes:  


  Oral/Injectable Diabetes Medications (non-insulin)     
 


Patient’s dose, timing, mechanism of action, side effects Notes:  


  Insulin (explanation)     
 


Need for, onset/ duration, dose/dose adjustment, when to hold Notes:  


  Insulin Administration     
 


Supplies, technique, site selection/rotation, needle disposal, storage Notes:  


  Sick Day Management     
 


Medication instructions, food to eat, ketone testing, when/who to call Notes:  


  Follow-Up      
 


When to see provider, topics to discuss, DM education follow-up Notes:  


  Other:     
 


Details: Notes:  


   P: patient 


F: family 
member 


CG: other 
caregiver 


V: verbal 


M: Edu. 
material 
provided 


D: demonstra-
tion 


U: verbalized 
understanding 


R: returned 
demo. 


N: needs 
reinforcement 


C: cognitive 


L: language 


E: emotional 


Ph: physical 


Ds: distraction 


X:  declines 
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VA/DoD Clinical Practice Guideline for Management of  Diabetes—TOOLKIT 







 


 


VA/DoD Clinical Practice Guideline for Management of  Diabetes—TOOLKIT 







 


 


For the Provider/Educator 


Teaching Tips 
Consider patient readiness for learning: attitude, physical conditioning, attention span, learning ability 


Schedule timing and duration of teaching sessions for maximum effectiveness 


Focus on most important knowledge and skills for that particular patient 


Offer learning through multiple methods to maximize effectiveness (see, hear, touch, discuss, perform) 


Provide reinforcement material for patient to refer back to after the teaching session 


 


Components of  the Flip Chart 
 


Patient Pages Include: 


 Simple graphics/questions for patients 


Educator Pages include 


 Script for educator 


 Check for understanding questions 


 Red flags to help spot misconceptions 


 


When using the flip chart to teach patients, remember…. 


 
Tool should be tailored to fit needs of patient: he/she may not need or be ready for all information 


 “Scripts” on back sides of pages in “What to Teach the Patient” may be summarized and are intended as an over-
view for the patient and diabetes care team 


The flip chart is not intended as comprehensive diabetes self-management education (DSME)  


 







 


 







 


 


Here is what your patient sees: What to teach the patient: 


Checking for understanding: 


Can accurately state type of 


diabetes he/she has. 


Associates common diabetes-


associated complications with 


poor control. 


Verbalizes understanding of 


importance of knowing about 


aspects of diabetes. 


Expresses actions and habits that 


will promote good diabetes 


control. 


Red Flags 


 Does not know type of 


diabetes he/she has. 


 Expresses lack of control 


over own health status 


(fatalism). 


 Expresses misconceptions 


about diabetes treatment for 


his/her specific type. 


1. Your body needs to have some sugar in the blood.  Diabetes is a 


condition in which there is too much sugar, or glucose, in the blood.  


We can tell there is too much sugar in the blood from blood tests. 


When sugar is in the blood, it travels to the cells where it is burned as 


energy once inside the cells.  Your body needs this fuel in the cells to 


survive.  In order to get inside the cells, your body needs a “key”.  This 


key is called insulin.  Insulin is made by beta cells in the pancreas.   


In diabetes, the blood sugar level is too high either because the 


pancreas is not making enough insulin to allow all the sugar to get into 


the cells, or the insulin that is being made is not working correctly.  


Sometimes it is a combination of both. 


2. There are several types of diabetes, but most have one of two main 


types.  In type 1 diabetes, the pancreas stops making insulin altogether.  


A person with type 1 diabetes must take insulin for life.  Yet the 


insulin taken usually works very well to control blood sugar levels. 


In type 2 diabetes, the body may or may not make insulin, but in either 


case, the body does not use the insulin effectively.  This is called 


insulin resistance.  With type 2 diabetes, a person may be able to take 


pills to help the body’s own insulin work better.  He or she may also 


need to take insulin if the body is not making enough insulin.  Some 


people with type 2 diabetes may be able to keep their blood sugar 


levels within target range with only appropriate diet and exercise.  


About 90% of those with diabetes have type 2 diabetes. 


3. If the blood sugar is not well controlled, it can cause health problems 


throughout the body, including damage to the nerves, kidneys, heart, 


feet, eyes, and teeth — to name a few.  The good news is that 


complications can often be delayed, minimized, or prevented 


altogether with good control. 


4. The key to good control is having a good understanding of what 


affects blood sugar levels.  Important strategies and tools to managing 


your diabetes are diabetes education, personal commitment, and good 


support from family and your health care team.   Learning what you 


can do is the first step. 







 


 







 


 


Here is what your patient sees: What to teach the patient: 


Checking for understanding: 


Demonstrates BG testing 


procedure with proper technique. 


Verbalizes importance of regular 


testing. 


Can identify BG values that are 


in and out of appropriate range. 


Has a meter and can state how to 


obtain testing supplies. 


Red Flags 


 Does not check blood sugar. 


 Only checks at times blood 


sugar will be good. 


 Cannot demonstrate proper 


procedure for checking blood 


sugar. 


 Reports blood glucose values 


not consistent with A1c. 


1. It is important to check your blood sugar regularly.  Your blood sugar 


levels, which can be checked using a blood glucose meter, will tell you 


if your blood sugar is in good control or not. 


2. All meters require a small sample of blood.  Usually the easiest place 


to get some blood is from the side of a finger tip, however it is also 


possible to use alternative sites, such as your arm or palm. 


Before you test, make sure the site is clean.  Use soap and warm 


water to wash your hands; rub hands vigorously as you wash 


them.  This will improve circulation, which makes it easier to get a 


drop of blood.  Dry your hands (or alternative site) completely.   


Some meters need to be coded/calibrated with each new supply of 


test strips.  Follow the manufacturer’s instructions to code your 


meter if needed. 


Do not share your meter with anyone else. 


Change the lancet in your lancet device each time you test your 


blood sugar. Use a new test strip for each test. 


Record your numbers.  Take your meter and log book with you 


each time you visit your health care provider. 


PATIENT TO DEMONSTRATE TESTING WITH OWN METER. 


3. Your health care provider will suggest the target range for you. 


For patients with uncomplicated diabetes, the range is usually between 


80 and 120 mg/dL.   


4. Your provider will tell you how often you should check your blood 


sugar.  If you take insulin, you should check your blood sugar just 


before you take your insulin so that you can adjust your dose if 


needed.  It is a good idea to check your blood sugar before you go to 


bed each night and first thing in the morning.  Other times to test may 


include just before a  meal and/or two hours after.   


5. Checking before you drive can help ensure your blood sugar is safe (at 


least 100 mg/dL) to operate a car.  When you are sick you may need to 


check more often.  Another good rule of thumb is to test your blood 


sugar if you feel strange, as high and low blood sugar often have 


similar symptoms. 







 


 







 


 


Here is what your patient sees: What to teach the patient: 


Checking for understanding: 


Can identify signs (or his or her 


own symptoms) of hyperglycemia. 


Can state reasons that his or her 


blood sugar may be high (not 


taking meds, eating too much, no 


activity, illness, etc.). 


Can state when he/she should 


contact the provider for 


hyperglycemia. 


Can describe how to check ketones. 


Red Flags 


 Cannot identify BG values 


that are above target range. 


 States a high number is 


"pretty good for me" or 


prefers blood sugars at 


higher than target levels. 


 States that high BG 


numbers are better than low 


BG numbers. 


1. High blood sugar is also called hyperglycemia, which means “too 


much sugar in the blood”.  Your provider will set your target 


ranges.    


2. Some signs of high blood sugar include thirst, having to go to the 


bathroom frequently, hunger, dry skin or mouth, and slow healing of 


wounds. Some people also feel tired, nauseous, or have a headache. 


3. If your blood sugar is higher than your target range, you may need 


adjustments in your medication, diet, activity level, or a combination 


of these factors. If you notice a trend of high blood sugars, you should 


contact your provider. 


Illness and infection can also cause blood sugars to become too 


high.  This is because the stress of illness and infection make the 


liver put extra sugar into your blood.  Other kinds of stress can 


also cause your blood sugar to go higher. If you think a high blood 


sugar may be due to infection or illness, you need to contact your 


provider right away. 


4. To prevent and treat high blood sugar, take your diabetes medication 


correctly every day.  Your provider will tell you if your diabetes 


medication is the kind you can adjust at home on your own. 


Exercising may help your blood sugar come down.  Your provider 


can give you more information on whether and when you should 


exercise to lower your blood sugar.  In cases of very high blood 


sugar, exercise may not be safe. 


Carbohydrates in foods will raise blood sugar.  If your pre-meal 


blood sugar is already high, eating fewer carbohydrates than you 


normally eat may help lower it.  


If you have had repeated high blood sugars that are not coming 


down, you need to check urine ketone levels.  This is done by 


dipping a strip into a urine sample and comparing the color of the 


strip to the bottle.  You can also measure ketone levels in the blood 


with certain meters, similar to how you check your blood sugar.   







 


 







 


 


What to teach the patient: 


Checking for understanding: 


Can clearly identify own signs 


or symptoms of low blood 


sugar. 


Can state reasons that his or her 


blood sugar may drop (not 


eating, exercise, etc.). 


Has a plan to treat low blood 


sugar at all times & places. 


Confirms friends/family are 


aware of risk and know how to 


help in hypoglycemic situation. 


Red Flags 


 Does not carry any glucose 


source despite being at risk for 


hypoglycemia. 


 Takes insulin but does not 


have a glucagon kit and/or 


does not have someone who 


knows how to use it. 


 Purposely keeps blood sugar 


high to avoid hypoglycemia. 


1. Like blood sugar that is too high, blood sugar that is too low is also not 


good for the body.  Low blood sugar is also called hypoglycemia, 


which means “too little sugar in the blood”.  Your provider will set 


your target ranges.  Hypoglycemia is defined as blood sugar less than 


70 mg/dL.  


2. Common signs and symptoms of low blood sugar include sweating, 


shakiness, confusion, hunger, tiredness or weakness and even 


headache.  It is important to identify your own personal signs and 


symptoms of hypoglycemia, since you may experience signs or 


symptoms besides those that have been named.  If you feel strange in 


any way, check your blood sugar. 


3. Low blood sugar is caused when there is more insulin in the blood 


than needed to balance out the sugar.  This can be the result of too 


much of certain diabetes medications, not enough food (such as in 


skipping or delaying a meal) or greater-than-normal activity.  Other 


issues like illness or kidney problems may also cause low blood sugar. 


4. Treatment for hypoglycemia is based on the “Rule of 15”.  This rule 


reminds a person with low blood sugar to eat or drink 15 grams of 


quick carbs and then recheck the blood sugar in 15 minutes.  The steps 


should be repeated if the blood sugar is still less than 70 mg/dL. 


Some items that contain about 15 grams of quick carbs include ½ 


cup (4 oz.) of fruit juice or regular soda, 4 glucose tablets, 1 tube 


of glucose gel, about 5 pieces of hard candy or 10 jelly beans. 


5. In extreme case of hypoglycemia, it is possible to become 


unconscious.  In such cases, family or friends should not attempt to 


give you anything by mouth.  A better option is to use a glucagon kit.  


Glucagon is a hormone that is given by injection.  It tells the liver to 


release stored glucose into the blood stream.  To get this kit you need a 


prescription.  Instructions are shown in picture form on the inside of 


the kit, but it is a good idea to have your “support person” (family 


member or friend) look over the kit before an emergency arises.  If 


you do have to receive glucagon, you’ll need a snack right afterward 


as the glucose from your liver may not last long.  Also, be sure to refill 


your prescription for glucagon if you do use it, so that you will always 


have an emergency kit available. 


Here is what your patient sees: 







 


 







 


 


Here is what your patient sees: What to teach the patient: 


Checking for understanding: 


Can identify foods that are 


made up of carbohydrates. 


Can give an example of a 


balanced meal. 


Correctly identifies 


carbohydrate content on a food 


label. 


States the importance of eating 


appropriately-sized meals 


throughout the day and states 


will not skip meals.  


Red Flags 


 States he or she can never 


have anything good or 


favorite foods again. 


 Advocates for use of fad diets. 


 Only counts sugars on label 


and not total carbohydrates. 


 Eats out excessively. 


 Drinks sugary drink regularly. 


1. Foods are made up of three types of nutrients: carbohydrates, protein, 


and fat.  Of these three, carbohydrates have the greatest impact on 


your blood sugar.  Therefore, it is important to know which foods have 


carbohydrates and how to find their carbohydrate content on a food 


label. 


2. What foods have carbohydrates?  Mainly, starches, fruits, milk, and 


sweets.  Starches include things like bread, pasta, starchy vegetables 


(corn, potatoes, peas, some beans), cereal and grains.  


Because sweets have such high carbohydrate content, they should be 


eaten less often or avoided.  


3. Your provider or a dietitian can help determine the right amount of 


carbohydrate servings you should have at each meal.  It is important to 


keep this number consistent as your medication dosages may be based 


on you having a certain amount of carbohydrates. 


4. There is no such thing as a diabetic diet.  People with diabetes should 


eat a balanced diet of healthy foods from all the food groups. 


Meals should be spread throughout the day.  It is important not to skip 


meals and not to “save” food servings for one big meal.  You may also 


need a bedtime or midday snack, depending on what your provider 


advises and the medications you are taking. 


5. Develop the habit of reading food labels. When reading a label, focus 


on the “total carbohydrate” amount (not just “sugars”).  A “carb 


serving” is any amount of food that contains 15 grams of carbs.  This 


may differ from the serving size listed on the food package. 


Dietary fiber is a good thing for your blood sugar and overall health 


(the more, the better!). Whole grains and vegetables contain fiber. 


Drink plenty of water.  Beverages should be limited to sugar-free 


options.  Avoid fruit juice, unless treating hypoglycemia.  It is better 


to eat whole fruit instead.   


For healthy weight: decrease fat intake and control portion sizes! 


Limit the use of alcohol; don’t drink alcohol without eating food.  







 


 


Do you know . . . 


1. Why it is important to be 
physically active? 


2. How physical activity will 
affect your blood sugar? 


3. How much physical activity 
you need? 


4. What type of exercise is best? 


5. What precautions to take 
before beginning a program? 


6. How to overcomes barriers to 
being physically active? 







 


 


Here is what your patient sees: What to teach the patient: 


Checking for understanding: 


Correctly lists benefits of being 


physically active. 


States lowering effect of 


exercise on blood glucose. 


Expresses appropriate plan for 


physical activity that includes at 


least 30 minutes on most days 


of the week. 


Identifies potential barriers to 


physical activity and plan for 


addressing these barriers. 


Red Flags 


 Does not believe physical 


activity has any benefits. 


 States he/she expereinces 


hypoglycemia when 


physically active. 


 Believes excessive amounts of 


exercise is needed. 


 Exercises in leiu of taking 


medication. 


1. Being physically active can benefit you in many ways.  Some of  these 


benefits include weight loss, lower blood pressure, lower cholesterol 


and increased strength, better rest and an increase in your sense of well 


being. 


2. Because physical activity helps insulin work better, it naturally lowers 


blood sugar.  Therefore, you need to be prepared to treat low blood 


sugar if you take insulin or any medication that increases insulin 


production (such as a sulfonylurea).  Carry a fast-acting carb such as 


hard candy or glucose tablets if you are at risk for hypoglycemia.  The 


best way to prevent this is to check your blood sugar before and even a 


few hours after exercise. 


3. It is recommended that you try to be physically active every day.  At a 


minimum, you should aim for 150 minutes of moderate exercise per 


week, with no more than two days off between activities. 


4. Find ways to be physically active that you enjoy!  Biking, gardening, 


walking, dancing, golfing and many other activities can give you the 


exercise you need. Moderate exercise is any activity that will 


noticeably increase your heart and breathing rate, but that will still 


allow you to carry on a conversation.  Don’t be afraid to break a 


sweat! 


5. In some cases you may need to check with your medical provider 


before beginning an exercise program.  Some of these circumstances  


include: if you have not been physically active, recently had surgery, 


are severely overweight, have any serious health condition such as 


heart disease, COPD, or any sort of musculoskeletal problems. 


6. It is not hard to find excuses to avoid being physically active.  The key 


to a successful activity plan is commitment and good planning. Find a 


way to plan more activity into your schedule.  If you exercise outside, 


have a back up plan for rainy days (such as walking a the mall).  


Stretch before and after exercise to prevent muscle soreness.  Exercise 


with a partner to make the activity more enjoyable. If you lack time 


due to a busy work schedule, find time at work to be physically active: 


take a five minute stair break every hour, walk on your lunch break, or 


plan an after-dinner walk into your schedule, for example. 







 


 







 


 


Here is what your patient sees: What to teach the patient: 


Checking for understanding: 


Associates name brand with 


generic name. 


Can explain how the medication 


lowers blood sugar. 


Recognizes common side 


effects of the medication. 


Knows the correct time to take 


medication and what to do if a 


dose is missed. 


Has a plan for timely refills. 


Red Flags 


 Does not consider possible 


side effects (hypoglycemia). 


 Does not remember doses or 


states inappropriate times. 


 States will skip medications at 


inappropriate times. 


 Is not sure where or how to 


get medication. 
 


GIVE THE PATIENT AN APPROPRIATE MEDICATION  


HANDOUT; FILL IN ANY APPLICABLE INFORMATION IF 


NEEDED. 


FOCUS ON ACTION, SIDE EFFECTS AND CONSIDERATIONS 


OF ONLY THE MEDICATIONS THE PATIENT IS PRESCRIBED 


(REFER TO MEDICATION HANDOUT). 


ANSWERS TO QUESTIONS 1-6 WILL BE SPECIFIC TO THE 


PATIENT’S MEDICATION AND SITUATION.  


There are many different medications for diabetes.  They work in 


different ways.  Medications are grouped in “classes” according to 


how they lower blood sugar in the body. 


Be aware of possible side effects.  If hypoglycemia is a possible side 


effect, be sure that you time your meals and medication appropriately.  


If you notice that you experience hypoglycemia more than one time, 


notify your provider as you may need a different medication or dose. 


If you do experience negative side effects, talk to your provider.  


There may be a better medication option for you. 


Certain medications may not be appropriate for all patients.  Let your 


provider know about any medical conditions you have, such as kidney, 


liver, or heart problems.  Also, talk to your provider about other 


medications you are taking so that he or she can select a diabetes 


medication that will not interfere with your other medications.  


Do not change your dose or skip medication without asking your 


provider. 


Use a “reminder” system to help you to remember to take your 


medication at the correct times (pill organizer, calendar, checklist, etc). 


To prevent running out of your medication, have a plan to get refills. 


Many pharmacies will deliver your medication or call you to remind 


you when it is time for a refill. 







 


 







 


 


Here is what your patient sees: What to teach the patient: 


Checking for understanding: 


Correctly states prescribed 


insulin dose. 


Explains duration of action in 


general terms. 


Verbalizes understanding that 


basal insulin should not be 


skipped if not eating. 


Demonstrates insulin injection 


with pen or syringe using 


proper technique. 


Red Flags 


 Mixes up names of insulin. 


 Does not remember doses. 


 States will skip insulin at 


inappropriate times. 


 Misses steps in demonstating 


insulin injection technique. 


 States using insulin beyond 


expiration date or usage time. 


GIVE THE PATIENT APPROPRIATE INSULIN HANDOUTS: 


INJECTION TECHNIQUES, INSULIN OVERVIEW, ETC.  


There are different kinds of insulin.  Some act over a full day and 


others give a quick burst to match what you are eating.   


Long-acting, or “basal” insulin (i.e. Lantus®), works all day long but is 


generally not enough to control blood sugar when you eat.  Therefore, 


you usually do not skip this insulin if you have to skip a meal.  Basal 


insulin should be taken at the same time every day. 


Quick-acting insulin, or “bolus” insulin (i.e. NovoLog® or Regular), 


gets into your blood stream quickly and last for a few hours, just like 


your food.  It is therefore a good match for mealtimes.  Take 


NovoLog® 5-15 min. before your meal and take Regular 30 min. 


before.  If you skip or delay a meal, you should skip or delay your 


bolus insulin as well. 


Quick-acting insulin can also be used to quickly bring down a high 


blood sugar.  This is called “correction insulin”.  Your provider will 


tell you if, when and how much correction insulin you should take. 


Insulin should be stored in the refrigerator before it is opened.  It 


should never be frozen.  After you have begun using a pen or vial, it 


should be kept at room temperature.  


Always check the packaging for an expiration date and to see how 


long you can use it once it has been opened.  Most insulin should be 


thrown away 28 days after first use; some are even less. 


Before injecting your insulin, make sure the site is clean.  Rotate sites 


to prevent scarring or bulges in the skin and allow the insulin to work 


well. The diagram shows some appropriate injection sites. 


Do not reuse or recap syringes or pen needles. Dispose of used needles 


in accordance with the laws for your state. 


Anyone taking insulin should be prepared to treat hypoglycemia. 


Demonstrate how you would give an insulin injection. (HAVE PT 


DEMONSTRATE INSULIN INJECTION) 







 


 


Do you know… 


1. How often to check your 


blood sugar when sick? 


2. How to take your diabetes 


medicine if you are sick or 


not eating? 


3. What food you can eat if 


you are sick? 


4. When to call your 


provider? 


5. When and how to check for 


ketones? 







 


 


Here is what your patient sees: What to teach the patient: 


Checking for understanding: 


Can explain when and how to 


check urine or blood ketones. 


Lists signs of dehydration. 


States the importance of 


taking diabetes medication. 


States alternative foods for 


sick days. 


Verbalizes understanding of 


when to call the provider or 


seek emergency medical care.  


Red Flags 


 States he/she will not take any  


diabetes medication if sick. 


 States he/she checks blood 


sugar less often when sick. 


 Cannot state association 


between illness and high 


blood sugar. 


 Cannot list actions to prevent 


dehydration. 


1. Check blood sugar more often when ill, and especially when you are 


not eating.  A good rule of thumb is about every four hours.  


2. Do not stop taking all your diabetes medication when you are sick.  


Illness usually causes high blood sugar.  Therefore, you will likely 


need all or part of your diabetes medication, even if you are not eating.  


People with Type 1 diabetes should never skip basal insulin even if not 


eating.  It is possible your provider may recommend a different dose, 


but skipping it all together can quickly lead to severe illness. 


3. If you are nauseous and do not feel like eating, you can substitute 


“sick day” food and drinks such as regular ginger ale, regular Jello®, 


Gatorade®, applesauce, crackers, yogurt, or popsicles. 


4. Contact your provider if you have a high fever, are vomiting or have 


diarrhea for more than a day, have changes in your vision, or 


experience any major change in how you feel. 


If you are unable to keep any fluids down, have signs of dehydration 


(discussed below), or if you have any trouble breathing or any change 


in your mental status, you should seek medical help immediately. 


5. For repeated high blood sugars above 250 mg/dl, you may need to 


check urine or blood ketones.  Ketones are an acid that is left over 


when the body burns fat instead of glucose.  If there are ketones in the 


blood or urine, it means that the insulin is not working to convert 


glucose to energy in the cells.  High ketone levels can make you very 


sick.  You should call your provider if you have blood or urine 


ketones, especially if you have type 1 diabetes.  If you are unable to 


reach your provider and you have high blood sugar and high ketones, 


you should go to the emergency room. 


One of the most important goals when sick is to prevent dehydration.  


Signs that you may be dehydrated include dry mouth, thirst, decreased 


urination, very dark urine, dry flushed skin that does not snap back 


when pinched (called “tenting”). 


To prevent dehydration, take small sips of fluid every 10 to 15 


minutes.  You should consume a total of about 1 cup (8 oz.) of fluid 


per hour when you are sick. 


Do you know… 


1. How often to check your 


blood sugar when sick? 


2. How to take your diabetes 


medicine if you are sick or 


not eating? 


3. What food you can eat if 


you are sick? 


4. When to call your 


provider? 


5. When and how to check 


for ketones? 
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Here is what your patient sees: What to teach the patient: 


Checking for understanding: 


Can name situations in which 


medical attention should be 


sought. 


Can show you the name and 


number of whom to call for 


help. 


Verbalizes importance of fol-


lowing up with provider 


Can repeat when and where to 


get further diabetes education. 


Red Flags 


 States he/she has “heard it all 


before” or “already knows it 


all”. 


 Has no interest in managing 


his/her diabetes. 


 Has no regular provider with 


which to follow up. 


 Seems unclear on when and 


who to call for help. 


1. If you have been hospitalized, you should follow up with the provider 


who helps you manage your diabetes soon after discharge. 


2. Talk to your healthcare provider about your diabetes control, that is, 


your blood sugars, especially high and low blood sugars.  Discuss your 


A1c and any other lab values.  Talk to him or her about medications 


and any problems you may be having, including infections or wounds 


that won’t heal.  Your provider should also check your feet. 


3. PROVIDE PATIENT WITH NUMBER TO CALL IN CASE OF 


EMERGENCY HEALTH SITUATIONS (EXCESSIVE 


HYPERGLYCEMIA, REPEAT HYPOGLYCEMIA, SIGNS OF 


INFECTION, RECURRENCE OF HOSPITAL DIAGNOSIS, ETC). 


4. A family member that lives with you should be informed about your 


diabetes and know how to help you if you need it.  If you live alone, 


make sure you have a loved one, neighbor or friend you can call who 


lives close by, in case you need help. 


5. As a person with diabetes, YOU have to be your own best advocate!  


Being an advocate for yourself means having a good knowledge of the 


disease, your treatment plan and how diabetes affects you.   


Typically, only “survival skills education” is provided in the hospital 


or when you are first diagnosed.  But there is a lot more you need to 


know about diabetes.  You should seek diabetes education soon after 


diagnosis, and every so often as a need arises.  Even if you have  had 


diabetes education in the past, the science of diabetes management is 


always changing, and education refreshers can have great benefits! 


Diabetes educators (CDEs) specialize in giving patients the support 


and tools they need to manage their diabetes.  They are eager to help 


with patients’ individual diabetes management needs. 


NOTE:  Patients may need a referral from their provider for 


outpatient education.  Also, insurance coverage for diabetes education 


can vary.  The center where diabetes education is offered can assist 


patients with the process of obtaining outpatient education.  
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Additional InformationAdditional Information  
Diabetes WebsitesDiabetes Websites  


  


VA/DoD Diabetes CPG  and Toolkit 


        http://www.healthquality.va.gov 


https://www.qmo.amedd.army.mil 


National Diabetes Education Program 


www.ndep.gov 


Centers for Disease Control: Diabetes 


www.cdc.gov/diabetes 


National Institute of Diabetes and 


 Digestive and Kidney Diseases 


www.nih.gov 


American Diabetes Association 
 www.diabetes.org 


ReferencesReferences  


Survival Skills for the Person with Diabetes. 


(2004).  VA/DoD Toolkit   


Funnell, M. (2009).  Life with Diabetes, Fourth 


Edition.  American Diabetes Association. 


American Diabetes Association  (2011). 


Standards of Medical Care in Diabetes. Diabetes 


Care. 


About this Flip Chart ToolAbout this Flip Chart Tool  


PowerPoint Presentation for staff training of “The Self-


Care Skills Flip Chart” tool is available. 


Tool should be tailored to fit needs of patient; he/she 


may not need nor be ready for all information. 


Nurse “scripts” on back sides of pages in “What to 


Teach the Patient” may be summarized and are intended 


as an overview for the patient and nurse. 


The flip chart is not intended as comprehensive diabetes 


self-management education (DSME).   


Developed by T. Swigert, MSN, RN, CDE and staff at 


The Diabetes Center of Excellence, Wilford Hall 


Medical Center, Lackland AFB, TX; February, 2011. 



http://www.ndep.org/

http://www.ndep.org/

http://www.cdc.gov/diabetes

http://www.nih.gov/

http://www.diabetes.org/
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  	 ASK


»» Apply a patient-centered approach


»» Use motivational interviewing


  	 Prioritize


»» �Help the patient focus on specific needs


	 Assess


»» Assess the capacity of the decision-making process


»» Address Patient and Provider Barriers 


	 Advise


»» �What is the evidence?  


»» Discuss benefits and risks


	 Acknowledge


»» Agree on what's important for the individual 


»» Share values, power, expectations 


	 ASSIST


»» Provide tools to help weigh the options


»» Promote input from others


	 MAKE DECISION


»» If ready, patient makes the choice


	 Evaluate


»» Evaluate the process 


»» Revisit the decision if there are concerns


Shared Decision-Making AlgorithmKey Elements of Shared Decision-Making


http://www.healthquality.va.gov  
https://www.qmo.amedd.army.mil                   







Empathy:  understanding the reality of the participants situation
�Developing Discrepancy:  focusing on personalizing desire and reasons for change
�Support Self-Efficacy:  help others find ways to be successful that will work for them
�Roll with Resistance:  don't push for change, don't provide information prematurely 
or without permission from the patient


Basic Principles of Motivational Interviewing:


Ask...


Prioritize


Assess


Advise


ST
EP4


Explore the 
Patient's Needs 


and Expectations


ST
EP2


Evaluate


Overcoming Provider Centered Obstacles


Provider-Centered Barriers Solutions


� Insufficient comfort in experience
Unfamiliar with case


Limited access to resources
Time constraints


Beliefs and values
Unable to establish rapport


➠➠ �   Consider consultation or referral
➠➠ �   Review the record, schedule another visit
➠➠    Communicate limitations
➠➠    Refocus on achievable
➠➠    Transfer care
➠➠    �Allow time, include other team members


Overcoming Patient Centered Obstacles


Patient-Centered Barriers Solutions


Health Literacy and Numeracy
Language


Perceptual (sight, hearing)
Cognitive limitations


Emotional interference
Depression


Decision-making style
Beliefs and values


Knowledge gaps
Transmission (noise or physical distractions)  


➠➠    Use plain language
➠➠    Interpretive services
➠➠    Assistive devices
➠➠    Involve surrogates
➠➠    Identify strong emotions
➠➠    Identify and treat depression
➠➠    Establish roles and preferences
➠➠    Ensure cultural competency
➠➠    Attention to environment
➠➠ �   Real-time education, homework, referral


Allow Time to Discuss  
and Consult with: 


»»


»»


»»
»»


Give It Some Time


»»
»»


»»
»»


Agree on What's  
Important to the Individual


»»
»»
»»


Evaluate the  
Process with 
the Patient


Acknowledge  the Criteria  
upon which the  


decision will be made


Weigh the  Alternatives


Offer Patient-Decision-Aid (PDAs) Tools:
»»
»»
»»


Facilitate the Process


...And Listen 
Use Motivational 


Interviewing to  
identify issues


ST
EP1


Identify  Barriers to   
Shared  Decision-Making


What are the benefits?
What are the risks?


Information Transfer:


Acknowledge


ST
EP5


ST
EP8 Revisit  


the Process 
if concerns arise


Assist


ST
EP6


Make  the Decision


ST
EP7


ST
EP3


Present the  
Options:


What are the 
choices?


Be Prepared to Defer the Process  
to Another Visit, if Needed. 


Shared Decision-Making requires effective communication.  
The process at its best minimizes misunderstanding between  


healthcare team, the patient and family.








Module D:  Core ModuleModule S:  Screening for Diabetes Mellitus Table  S-1 Risk Factors for Type 2 diabetes


•	 Age ≥ 40 years
•	 Family history (First-degree relative with DM)
•	 �High-risk population (e.g. African American, Hispanic, Native American,  


Asian American, and Pacific Islander)
•	 Prediabetes (i.e., history of impaired fasting glucose)*
•	 Hypertension (blood pressure ≥140/90 mmHg)*
•	 �High-density lipoprotein cholesterol (HDL-C) level ≤40 mg/dL  


(0.90 mmol/L) and triglyceride (TG) level ≥250 mg/dL (2.82 mmol/L)*
•	 Vascular disease (coronary, cerebrovascular or peripheral)*
•	 Overweight or Obesity (body mass index [ BMI  ] ≥ 25 kg/m2)*
•	 Abdominal obesity*
•	 Women with polycystic ovarian syndrome (PCOS)*
•	 History of gestational diabetes mellitus (GDM)
•	 History of delivering babies weighing >9 pounds
•	 �Other clinical conditions associated with insulin resistance (e.g., acanthosis 


nigricans, non-alcoholic steatohepatitis (NASH))
•	 Schizophrenia
•	 Treated with certain atypical antipsychotics or antidepressants
•	 Habitual physical inactivity
* Associated with insulin resistance


Table  S-3 Accuracy of using A1c for Diagnosis of DM


The correlation between glucose-based tests of glycemic control (such as, 
fasting blood glucose and oral glucose tolerance) and A1c level is influenced by 
comorbid conditions as well as by age and race.  In addition to these biological
sources of non-glucose-dependent A1c variation, A1c values from any clinical
laboratory have intrinsic variation among the available methods of measure-
ment. A1c testing can be used to screen patients for prediabetes and diabetes. 
However, it should not be used for diagnosis unless the A1c level is ≥7% on  
2 occasions. For A1c values <7%, fasting blood glucose measurements should  
be used to confirm a diagnosis of diabetes.


•	 �Laboratories should use only HbA1c assay methods that are certified by the 
National Glycohemoglobin Standardization Program (NGSP) as traceable to 
the DCCT reference. The manufacturers of assays for HbA1c should also show 
traceability to the IFCC reference method


•	 �Laboratories that measure HbA1c should participate in a proficiency-testing 
program, such as the CAP Glycohemoglobin Survey, that uses fresh blood 
samples with targets set by the NGSP Laboratory Network


•	 �Laboratories should be aware of potential interferences, including 
hemoglobinopathies that may affect HbA1c test results depending on the 
method used. In selecting assay methods, laboratories should consider the 
potential for interferences in their particular patient population. In addition, 
disorders that affect erythrocyte turnover may cause spurious results 
regardless of the method used


•	 �A1C measurements may be unreliable in the presence of hemolytic anemia, 
uremia, chronic kidney disease or pregnancy


•	 �A1c is higher for a given level of glycemic control in older individuals and 
minority patients than in Caucasians, in addition to biological sources of error


Table  S-4 Prevention of Diabetes


•	 �Counsel about the risks of progression to diabetes and the rationale for 
implementing preventive strategies


•	 �Individuals with risk factors for diabetes who are not diagnosed with 
prediabetes should also be counseled and educated about how to reduce risks


•	 �Institute lifestyle modifications to prevent diabetes, including regular aerobic 
exercise and a calorie-restricted diet to promote and maintain weight loss


•	 �Set an individualized goal to achieve and sustain weight loss of ≥ 5 percent of 
body weight for patients with risk factor for diabetes and a BMI ≥ 25


•	 �When lifestyle modifications have been ineffective at preventing a sustained 
rise in glucose, offer pharmacologic therapy with a metformin or an 
alphaglucosidase inhibitor (e.g., acarbose) to delay progression from  
prediabetes to a diagnosis of diabetes


VA/DOD Clinical Practice Guideline


Access to full guideline:
http://www.healthquality.va.gov  or,
https://www.qmo.amedd.army.mil                    August 2010 


Table  S-1


Table  S-4


Repeat screening every 
1-3 years


Counsel for intervention 
to prevent DM
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11 Diagnosis of 
Prediabetes


Diagnosis of 
Diabetes


Y


N


Is FPG ≥ 100 mg/dL 
 in a second random 


sample?


YIs FPG ≥ 126mg/dL 
in a second random 


sample?


Y


N


Is A1c ≥ 7% on a  
second occasion?


Y


N


Is FPG ≥ 100 mg/dL, 
or 


A1c ≥ 5.7% ?


Y


N


Is A1c ≥ 6.5% ?


Y


N


Is FPG ≥ 126 mg/dL 
or  


A1c ≥ 7% ?


Obtain a fasting plasma 
glucose [ FPG ]*  


or 
Hemoglobin A1c**


2


3


6


8 9


10


7


4


5


Table S-2, S-3


1


Note:
* �Casual (i.e. any time of day without regard to time since the last meal) plasma glucose  


≥ 200 mg/dl (on at least two occasions) in the patient with symptoms of hyperglycemia  
is sufficient to diagnose DM. Casual plasma glucose level ≥ 200mg/dl, but without 
symptoms, should be followed by measuring Fasting Plasma Glucose (FPG). Casual plasma 
glucose in the range 111-199 mg/dl should be followed up with FPG. FPG is the preferred test.


** �A1c should be measured using a clinical laboratory methodology (but NOT point of care) 
standardized to the National Glycohemoglobin Standardization Program (NGSP)


Table D-1 Management of Patient with Diabetes


Review All the  Following and Set Priorities


IF: Go to:


❑✓ Individualized HbA1c not at target Glycemic Control Module G


❑✓ SBP ≥ 140 or DBP ≥ 80 mmHg Hypertension VA/DoD HTN 
Guideline


❑✓
No lipids evaluation within one year? 
Elevated cholesterol or lipids? Lipid Control VA/DoD Lipid 


Guideline


❑✓
No kidney evaluation within one year? 
Microalbuminuria or elevated creatinine? Kidney Disease VA/DoD CKD 


Guideline


❑✓
No eye evaluation within two years?  
or Symptoms or high risk for visual loss?  
or History of retinopathy?


Eye Care Module E


❑✓
No foot risk assessment within one year? 
or Risk factors present or active lesion? Foot Care Module F


❑✓
Need additional nutritional or 
lifestyle education?


Self-Management 
and Education Module M


❑✓


•	 �Consider aspirin therapy for patients with diabetes age ≥ 40 or 
evidence of cardiovascular disease risk factors


•	 Administer influenza vaccine in season 


•	 Administer pneumonia vaccine, if indicated


•	 �If the patient is using tobacco, refer to the VA/DoD Clinical Practice  
Guideline for the Management of Tobacco Use


Table  S-2 Diagnosis of Diabetes Mellitus


Status Fasting Plasma Glucose (FPG) (a), (b)


or, Hemoglobin A1c (c)
Casual Plasma  


Glucose (d)


Diabetes
Mellitus


FPG ≥126 mg/dL on two occasions
OR


HbA1c is ≥ 6.5% and FPG ≥126 mg/dL
OR


HbA1c ≥7% on two occasions


Casual plasma
glucose 


 ≥ 200 mg/dL
plus symptoms 


of diabetes


Prediabetes
FPG ≥100 and <126 mg/dL on two occasions


OR
HbA1c ≥ 5.7% and FPG ≥100 and <126 mg/dL


—


Normal FPG <100 mg/dL and HbA1c < 5.7% —
(a) Fasting is defined as no caloric intake for at least 8 hours.  (b)  FPG is the preferred test for diagnosis, but either 
of the two listed is acceptable. In the absence of unequivocal hyperglycemia with acute metabolic decompensa-
tion, one of these two tests should be done on different days.  (c) Using a clinical laboratory (not a Point of Care) 
methodology standardized to the National Glycohemoglobin Standardization Program (NGSP) (d) Casual means 
any time of day without regard to time since the last meal; classic symptoms include polyuria, polydipsia, and 
unexplained weight loss. 


Oral glucose tolerance testing (OGTT) is no longer recommended in routine clinical practice 
because it is an imprecise test with poor reproducibility. The World Health Organization 
suggests continued use of the OGTT for patients with blood glucose values in the "uncer-
tain range."  Also, the OGTT does seem to better predict macrovascular complications.


Adult with hypertension, dyslipidemia, 
BMI ≥25 kg/m or any other recognized 


risk factor for developing DM 
or


 Consider adult age ≥45


N


Table D-3 Management of Patients with Diabetes


Blood Pressure


•	 BP target < 140/80 mm Hg
•	 �Patients with SBP <140 mmHg and DBP 80 - 89 mmHg, may benefit from 


lowering DBP < 80 mm Hg if it can be achieved safely
•	 �Patients with BP <140/80 mmHg who have clinical cardiovascular disease may 


benefit from ACEI even without a reduction in blood pressure


Dyslipidemia Baseline LDL-C [Mg/dL]
≥100 ≥130


DM (with or without 
risk factors for CHD)


Diet and Exercise
Consider drug therapy


Diet and Exercise
Initiate drug therapy


LDL-C <130 mg/dL and 
HDL-C < 40 mg/dL Consider gemfibrozil


DM with triglycerdes (TG)  
400-1000 mg/dL


Consider gemfibrozil if HDL-C < 40 mg/dL
For high TG, use direct LDL-C measurement or  
non-HDL-C as lipid disorder to guide therapy


Foot Care
•	 �Every patient with diabetes must have an annual documented foot risk assessment


•	 �Every high-risk patient should have a visual inspection of his/her feet at each  
routine primary care visit


Eye Care
•	 �Persons who have had no retinopathy on all previous examinations should be 


screened for retinopathy at least every other year
•	 �Persons who have ocular risk factors, are on insulin, or have had retinopathy 


detected on a previous examination should have a fundoscopic exam


Kidney Disease
•	 �Patients with DM should be screened periodically for the presence of kidney 


disease using urinalysis and estimation of the glomerular filtration rate  
(eGFR < 60 ml/min/1.73m2 )


•	 �Patients with diabetes who have a negative urine protein by dipstick should 
be tested for the presence of microalbuminuria


•	 �Microalbuminuria defined as albumin-to-creatine ratio ≥30, confirmed on 
two out of three urine tests in patients with diabetes mellitus


•	 �It is important to consider other causes of increased albumin excretion, 
especially in the case of type 1 diabetes present for < 5 years.


•	 �A 24-hour urine collection for protein and creatinine is not needed for 
quantification of proteinuria


Abnormal Albumin Excretion (Random Urine)
Condition Normal Microalbuminuria Macroalbuminuria
Alb/Cr ratio  
(mg/gr creatinine) < 30 30-300 > 300


Table D-2 Sequential Treatment of Type 2 Diabetes


1.	 Lifestyle modification, diet, and exercise
2.	 Monotherapy with oral agent or insulin
3.	 Combination  (add a second oral agent)
4.	 Insulin with daytime oral agent
5.	 Insulin alone
6.	 Referral


KEY ELEMENTS OF THE DM GUIDELINE


Primary Prevention


»» �Consider screening adults at risk for diabetes or prediabetes


»» �Encourage aerobic exercise and diet to achieve weight loss  
and prevent progression of prediabetes to diabetes


�Secondary Prevention


»» �Achieve individualized HbA1c target through diet, exercise, 
medication, and patient self-management diabetes education


»» �Reduce and control blood pressure to improve quality 
and length of life, and prevent micro- and macro-vascular 
complications


»» Control cholesterol to reduce risk for cardiovascular disease


Tertiary Prevention


»» Screen periodically for kidney disease


»» �Screen for retinopathy every 12-24 months based on 
ophthalmic and clinical findings


»» �Screen for lower extremity complications and stratify risk


Health Preventive measures


»» �Consider aspirin therapy to reduce the risk of  
cardiovascular events


»» Advise about tobacco use cessation


»» Provide influenza vaccination in season
»» Provide pneumonia vaccine, if indicated


Patient Self-Management and Education


»» �Empower patients to make informed decisions about  
their self-care for diabetes


Management of Diabetes Mellitus (DM)







Module G:  Glycemic Control Module M:  Self-Management & EducationTable  G-5 Comparison of Insulin Preparation


Insulin


On
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t 
(m


in
)


Pe
ak


 
(m


in
)


Du
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(h
r)


M
ix 


Co
mp


at
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e


Ap
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Rapid-Acting 


Aspart (Novolog®) 10-20 40-50 3-5 hr NPH Clear


Lispro (Humalog®) 15-30 30-90 3-5 hr NPH Clear


Gluisine (Apidra®) 15-30 30-90 3-4 hr
NPH


(subcutaneous 
use only)


Clear


Short-Acting (prandial)


Regular
(Novolin R ®, Humulin R®) 30-60 2-5 5-8 hr NPH Clear


Regular U-500
(Humulin R U-500®) 30-45 2-4 6-10 hr Do Not Mix Clear


Intermediate-Acting (basal)


NPH
(Novolin N ®, Humulin N®) 60-90 4-12 10-24 hr Rapid-acting 


or Regular, Cloudy


Long-Acting (basal)


Glargine (Lantus®) 60 N/A 20-24 hr Do Not Mix Clear


Detemir (Levemir®) 60-120 6-8 10-24 hr Do Not Mix Clear


Premixed Products (prandial + basal)


NPH/Regular  70/30 
(Novolin 70/30®) 30-60 2-12 


(dual) 10-24 Do Not Mix Cloudy


Insulin protamine 
aspart/aspart 70/30


(Novolog Mix®)
10-20 1-3 


(dual) 10-16 Do Not Mix Cloudy


Insulin protamine lispro 
75/25 or 50/50


(Humalog®Mix 75/25 or 
Humalog Mix 50/50TM)


15-30 1-6 
(dual) 10-16 Do Not Mix Cloudy


*  Listed alphabetically; not in order of preference
‡  �If applicable, refer to VA www.pbm.va.gov or http://vaww.pbm.va.gov or  


DoD guidance/criteria for further recommendations on use of these agents


Insulin
•	 Basal insulin
•	 Basal + bolus insulin
•	 Bolus insulin


Basal insulin= NPH or  
long-acting analog
Bolus insulin= Regular or
rapid-acting analog
�+/– oral hypoglycemic 
agents for type 2 diabetes


Recommended Combination Therapy
•  Biguanide + Sulfonylurea
•  Biguanide + Insulin
•  Sulfonylurea + Insulin


Alternative Combination Therapy*‡


•  Alpha-glucosidase inhibitors
•  DPP-4 inhibitors
•  GLP-1 agonists
•  Meglitinides
•  Thiazolidinediones


Nonpharmacologic Therapy
•  Diet
•  Exercise


Glycemic goals not achieved


Oral agent not 
tolerable or  
A1c >2%  
above target


Very symptomatic  
Severe hyperglycemia  
Ketosis 
Unrecognized type 1 DM


Establish A1C goals


Glycemic goals not achieved


Glycemic goals not achieved


Recommended Monotherapy
•  Biguanide
•  Sulfonylurea
•  Insulin


Alternative Agents*‡


•  Alpha-glucosidase inhibitors
•  DPP-4 inhibitors
•  GLP-1 agonist
•  Meglitinides
•  Thiazolidinediones


Table  G-1 Determination of Target HbA1c Level (1) (2)


1.	 Determine glycemic control target range using risk stratification criteria


2.	 Adjust the target according to patient factors


3.	 Set the target range after discussion with the patient


4.	 Consider risk of hypoglycemia when recommending a target goal 


Major Comorbidity (d)


or Physiologic Age
Microvascular Complications


Absent or Mild (a) Moderate (b) Advanced (c)


Absent
>10 years of life expectancy <7% <8% 8-9%*


Present (e)


5 to 10 years of life expectancy <8% <8% 8-9%*


Marked (f)


<5 years of life expectancy 8-9%* 8-9%* 8-9%*


*  �Further reductions may be appropriate, balancing safety and tolerability of therapy.


(a)  �Mild microvascular disease is defined by early background retinopathy, and/or 
microalbuminuria, and/ or mild neuropathy. 


(b)  �Moderate microvascular disease is defined by pre-proliferative (without severe 
hemorrhage, intraretinal microvascular anomalies [IRMA], or venous bleeding) 
retinopathy or persistent, fixed proteinuria (macroalbuminuria) and/or  
demonstrable peripheral neuropathy (sensory loss). 


(c)   �Advanced microvascular disease is defined by severe non-proliferative (with 
severe hemorrhage, IRMA, or venous bleeding), or proliferative retinopathy  
and/or renal insufficiency (serum creatinine level > 2.0 mg/dL), and/or 
insensate extremities or autonomic neuropathy (e.g., gastroparesis, impaired 
sweating, or orthostatic hypotension). 


(d)  �Major comorbidity includes, but is not limited to, any or several of the following 
active conditions: significant cardiovascular disease, severe chronic kidney dis-
ease, severe chronic obstructive pulmonary disease, severe chronic liver disease, 
recent stroke, and life-threatening malignancy. 


(e)  �Major comorbidity is present, but is not end-stage and management achievable. 
(f)  �Major comorbidity is present and is either end-stage or management is  


significantly challenging.
(1)  �Based upon the DCCT referent standard. Clinicians need to evaluate the  


methodology used at their site.
(2)   �Reflects a “goal” over time. Intensification of therapy should be undertaken based 


upon individual clinical circumstances and treatment option.


Table  M-2 Assessing Patient’s Knowledge and Adherence


Nutrition 
& Meal 


Planning


1 What times of the day do you eat your meals and snacks?  What is 
the relationship of your meals to when you take your medication?


2 When should you eat in relationship to the time you take  
insulin/medication?


3 Which food affects your blood sugar the most—chicken breast, 
salad, or a potato?


Goal  
Setting


4 Do you remember your target goals (BP, LDL, blood sugar, A1c)?
5 What are your target goals? (BP, LDL, blood sugar, HbA1c)?


Home  
Monitoring


6 When do you test your blood sugar?
7 What are your blood sugar results and how do you use them to 


manage your diabetes?


Foot Care 8 How often do you look at your feet?
9 When would you contact a health care provider if you have a  


foot problem?
10 What are the symptoms of foot disease and when would you 


contact your provider?


Activity 11 What effect does activity have on your blood sugar?


Medication 12 What diabetes medicine do you take and how often?
13 Do you take your diabetes medication when you are sick and 


unable to keep food down?


Acute  
Complications


14 Do you know what to do when your sugars are too low, too high, 
and when to call your provider?


Psychosocial 15 Are there any problems in your life that make it difficult for you  
to take care of your diabetes?


16 Are you overwhelmed by your diabetes?
17 Do you worry about developing complications of diabetes?


Preventive 
Screening


18 Do you know why you have to have periodic eye examinations?
19 Have you scheduled your annual eye and foot examinations?


Treatment 
Adherence


20 Is there anything that has been recommended that you do for 
your diabetes that you think you will have difficulty with, or  
will be unable to do?


21 What part of diabetes treatment do you have difficulty with?


Lifestyle 22 How do alcohol and cigarettes affect your diabetes?
23 Do you want to get pregnant—either now or in the near future?
24 If you are sexually active, what contraception methods are  


you using?
25 Have there been any major changes in your life (family crisis, job loss)?


Table  G-3 Self-Monitoring Blood Glucose (SMBG)


1.	 SMBG is indicated for patients taking insulin
2.	 No evidence for routine SMBG in patients not on insulin
3.	 Patients must be instructed on procedures, importance of recording, and  


how to interpret results
4.	 SMBG can be used to adjust treatment
5.	 Frequency of testing based on type of treatment, hypoglycemia, goals of treatment
6.	 SMBG is not recommended for prediabetes


Table  G-2 Limitations of A1c Measurement Methodology


6.0


7.0


8.0


9.0


10.0


Lab result 7.4%


Error = 3%


Error = 7%


Recognize the limitations of A1c measurement methodology reconciling the  
differences between A1c readings and SMBG on a case-by-case basis. A value of 
A1c,reported by the lab as 7.4% could be anything between 6.9 and 7.9. The assay  
has an overall error acceptable for clinical use of 7%. If the overall error of the LAB 
assay is 3% the range is narrower (7.2 to 7.6)


 


Table  G-4 Indications for Considering Consultation or Referral


•	 �Type 1 DM; especially with history of hospitalizations for metabolic complications 
and/or receiving intensive insulin therapy


•	New-onset of insulin-requiring DM or marked insulin resistance
•	 �Contraindications or intolerances to diabetes medications 
•	Recurrent episodes of incapacitating hypo- and/or hyperglycemia
•	 �Poor recognition of hypoglycemia or history of severe hypoglycemic reactions 


(including coma, seizures, or frequent need for emergency resuscitation)
•	Visual and/or renal impairment
•	 �Psychosocial problems that complicate management (e.g., alcohol or  


substance abuse)
•	 ��A1c >9.0% considered for aggressive management on an expedited basis
•	 �Not achieving glycemic control despite comprehensive treatment with complex 


regimen of combination pharmacotherapy including insulin
•	 �Require evaluation or management beyond the level of expertise and resource 


level of the primary team


Table  M-1 Core Competencies  (Self-Care Skills) 


Core competency education should cover at least the following topics: 
•	 Hyperglycemia
•	 Hypoglycemia (if applicable)
•	 Medication education (including insulin administration, if applicable)
•	 Self-monitoring of blood glucose
•	 Basic dietary principles
•	 Sick day management
•	 When to seek further treatment and/or medical advice
Acute Complications


Education regarding hyperglycemia and hypoglycemia (if applicable) should include: 
•	 Definition
•	 Common symptoms
•	 Possible causes


•	 Action to take 
•	 �Actions to take, whom to call when 


the acute condition is not reversed 
Medication Education


Education regarding diabetes medications should include (as appropriate): 
•	 Names of medications
•	 Action & duration of medications
•	 Times & mode of administration


•	 Possible side effects
•	 Drug/food interactions


Self-Monitoring of Blood Glucose
Individualized education regarding self-monitoring of blood glucose should include: 
•	 Indications and frequency of routine monitoring, including target glycemic range
•	 Indications for more frequent monitoring
•	 Preparation and use of monitoring devices, including puncture devices
•	 Recording and analysis of results
•	 Collaborating with providers in applying results
•	 Actions to take, whom to call when results are out of target range
Basic Diet Principles


General principles to be reviewed are: 
•	 Eat at regular times—distribute CHO food intake throughout the day
•	 Define CHO, protein, and fat
•	 Describe which foods affect blood sugar the most (e.g., CHO)
•	 �Emphasize the importance of eating a variety of foods, increasing fiber
•	  Use the Healthy Plate to control portion sizes
Physical Activity
•	 Getting 30 minutes physical activity on most days of the week
Special Circumstances
•	 Sick day management •	 When to seek further medical assistance


The core competencies are not substitutes for comprehensive interdisciplinary diabetes self-management education 
(DSME) or medical nutrition therapy. If such a program is not available or if the patient is unwilling to attend or is newly 
diagnosed and awaiting enrollment in such a program, core competency (self-care skills) education should be given.







