DSME for Older Adults:
Relative Utility of Selected

Assessment Tools

ﬁ ﬁ 6 American Association
J of Diabetes Educators



> -\ Kathy Stroh

MS, RD, LDN, CDE

Westside Family Healthcare
Wilmington, DE

* Public Health Community of Interest Co-Leader

e Co-Author of AADE Practice Advisory “Special Considerations in the
Management and Education of Older Persons with Diabetes”

(December 13, 2013)
e NDEP Practice Transformation Task Group

ﬁ ﬁ 6 American Association
J of Diabetes Educators



Linda Gottfredson, PhD

'™

Professor, University of Delaware, School of Education

Co-Author of AADE Practice Advisory “Special
Considerations in the Management and Education of
Older Persons with Diabetes” (December 13, 2013)

ﬁ ﬁ 6 American Association
J of Diabetes Educators



Background

Beyond Health Literacy

l

The Psychometrics of
Diabetes Self-management

In Aging Patients

l

DSME for Older Adults:
Relative Utility of Selected

Assessment Tools




Older adults with diabetes

|. Trends in prevalence, costs, delivery of care

Il. Current guidelines and tools for assessing their
DSM* needs, challenges, resources

Ill. Likely sources of DSM errors and non-adherence

IV. Criteria for evaluating quality and relevance of
assessments

V. Most useful assessments for older adults

*DSM=diabetes self-management



Older adults with diabetes

I.  Trends in prevalence, costs, delivery of care

*DSM=diabetes self-management



National Diabetes Statistics Report, 2014
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. Estimates of Diabetes and Its Burden in the
" United States

'

**This document is intended to provide up-to-date scientific data and
statistics on diabetes and its burden in the United States.

Formerly referred to as the National Diabetes Fact Sheet, this
consensus document is written for a scientific audience.**

& ™
Fast FAacts on DIABETES

29.1 million people or 9.3% of
the U.S. population have diabetes.

DiAGNOSED
21.0 million people

UNDIAGNOSED
8.1 million people
(27.8% of people with diabetes are undiagnosed).
Ll Allages, 2012/




Older adults are more likely to have diabetes

Diagnosed and undiagnosed diabetes
among people aged 20 years or older,
United States, 2012

Number with Percentage with
diabetes diabetes
{millions) {unadjusted)
Total
20 years or older 289 123
43 41
1 134
55 years or older 11.2
155 126
124 11.2

Source: 2009-2012 National Health and Nutrition Examination Survey estimates applied
to 2012 U.S. Census daia.
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New cases of DM in persons
>65 will continue to increase

New Cases of Diagnosed Diabetes

New cases of diagnosed diabetes among people aged 20 years or older,
United States, 2012
Number of new Rate of new diabetes cases
diabetes cases per 1,000 (unadjusted)
Total
20 years or older 1.7 million 7.8
By age
20-44 371,000 3.6
45-64 892,000 12.0
65 years or older 400,000 11.5
S
Source: 2010-2012 National Health Interview Survey, 2009-2012 National Health and Nutrition
Examination Survey, and 2012 U.S. Census data.




People with diabetes have higher health costs

EsTIMATED DIABETES cosTs IN THE UNITED STATES, 2012

ToTAL (DIRECT AND INDIRECT)
S 245 billion

DIRECT MEDICAL COSTS
S 176 billion

After adjusting for population age and sex differences, average medical expenditures
among people with diagnosed diabetes were 2.3 times higher than people without diabetes.

INDIRECT COSTS
S 69 billion

(disability, work loss, premature death).

Centers for Disease Prevention and Control
National Diabetes Statistics Report 2014



Forecast for 2025:
50% increase in prevalence and costs

Pre-Diabetes and Diabetes Trends' among Seniors in the United States

U.S. Seniors Diabetes Data and Forecasts 2010 ™= 2025
Population 40,229,000 | 63,907,000
Pre-diabetes 20,115,000% 31 954,000

Diagnosed diabetes

7,901,000mp 12,551,300

Undiagnosed diabetes

2,920,600 g 4,639,700

Total with diabetes [diagnosed and undiagnosed) 10,821,600 | 17,191,000
Total with pre-diabetes or undiagnosed diabetes 23,035,600 | 36,593,700
Complications:
Vigual impairment 1,607,800 »2,435:UDEI
Renal failure 20,250 26,700
Leqg amputations 27,180 31,400
Annual deaths attributable to diabetes 109,520 135,900

Total annual cost (2010 dollars)

$105.7 BMp $168.0B

Annual medical costs

57438

31181 B

Annual nonmedical costs

3148

$499B

& 2011 Institute for Altemnative Futures

www.altfutures.org



Special Studies
Current Population Reports

By Loralna A Wask, Samantha Cok, Danlel Coodkind, and Wan He
Iszuad Juna 2014
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Population getting older and older

Figure 1-1.
Population Aged 65 and Over: 1900 to 2050

{For information on confidentiality protection, nonsampling error, and definitions, see
www.census.gov/prod/cen2010/doc/sf1.pdf)

Bl 65+ population (left scale) 6— 65+ as proportion of total @ight scale)
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Sources: 1900 to 1940, and 1960 to 1980, .5, Bursau of the Census,1983; 1950, U.5. Bureau of the Census, 1953; 1990,
11.5. Bureau of the Census, 1992; 2000, L.5. Census Bureau, 2001; 2010, .5, Census Bureau, 2011; 2020 to 2050, L.5. Census
Bureau, 2012a; 1900 to 2010, decennial census; 2020 to 2050, 20712 National Population Projections, Middle series.

Source: U.S Census, 65+ in the United States: 2010, Current Populations Reports, June 2014, p. 8.

13



Figure 1-3.

Population Aged 85 and Over: 1900 to 2050

(For information on confidentiality protection, nonsampling error, and definitions, see
WwWw.census.gov/prod/cen2010/doc/sf1.pdf)

[ 85+ population (left scale) =——f—— 85+ as proportion of 65+ (right scale)
Millions Percent

0
1900 1910 1920 1930 1940 1950 1960 1970 1980 1990 2000 2010 2020 2030 2040 2050

Sources: 1900 to 1940, and 1960 to 1980, U.5. Bureau of the Census, 1983; 1950, U.5. Bureau of the Census, 1953; 1990,
U.5. Bureau of the Census, 1992; 2000, U.S. Census Bureaw, 2001; 2010, U.S. Census Bureau, 2011; 2020 to 2050, U.5. Census
Bureau, 2012a; 1900 to 2010, decennial census; 2020 to 2050, 2012 National Population Projections, Middle series.

Source: U.S Census, 65+ in the United States: 2010, Current Populations Reports, June 2014, p. 8.



The older old have more chronic conditions that
limit their activity

Figure 2-9.
Limitation of Activity Caused by Chronic Health Condition by Age: 2006-2007
(Per 1,000) Self reported

B Arthritis or Bl Heart I piabetes Crun Mvision ] Hearing [ senility or

other or other congitians conditions proplems dementia
musculoskeletal circulatory or problems
disorder condition seeing 281 *

65 to 74 75 to B4 85 and over
Age

Mote: Data are combined from the 2006-2007 National Health Interview Surveys, which cover the civilian noninstitutionalized population.
Source: National Center for Health Statistics, 2010,

Source: U.S Census, 65+ in the United States: 2010, Current Populations Reports, June 2014, p. 36. 15



The older old have more functional limitations

Figure 2-14.

Functional Limitations in the Population Aged 65 and Over by Age: 2010
{In percent. For information on confidentiality protection, sampling error, nonsampling error, and definitions, see

WWW.CENSUS.gov/acs/ www) Self reported
B 65 and over G5 to 74 []75 to 84 &5 and over
726

making decisions

Source: LS. Census Bureau, 2011a; American Community Survey, 2010, 1-year estimates.

With any Difficulty Difficulty Difficulty Difficulty Difficulty doing  Difficulty walking/
disability hearing seeing remembering, dressing/ errands alone climbing stairs
concentrating, bathing

Source: U.S Census, 65+ in the United States: 2010, Current Populations Reports, June 2014, p. 43.
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The older adults have less functional literacy

Objectively assessed

% with very low functional literacy*
100

90
80
70
60
50

Majority
have very
weak
literacy
skills

40
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20
10

% of age group

Document

H25-59 E60-69 m70-79 m80andolder

Age

*Level 1 or 2 on NCES adult literacy survey’s 5-level scale Source: Tables 1.2 and 1.3 of Literacy of Older Adults in
America, 1996, http://nces.ed.gov/pubs97/97576.pdf (accessed 8/1/14)



http://nces.ed.gov/pubs97/97576.pdf

Older adults with diabetes

I.  Trends in prevalence, costs, delivery of care

*DSM=diabetes self-management



Patient-Centered Medical Home (PCMH)

Whole person orientation:
the personal physician is responsible for providing for all the patient’s
health care needs or taking responsibility for appropriately arranging care with other qualified
professionals. This includes care for
all stages of life;
acute care, chronic care, preventive services,
and end of life care.

Care is coordinated and/or integrated:

across all elements of the complex health care system
(e.g., subspecialty care, hospitals, home health agencies, nursing homes) and the patient’s
community (e.g., family, public and private community-based services). Care is facilitated by
registries, information technology, health information exchange, and
other means to assure that
patients get the indicated care when and where they need and want it
in a culturally and
linguistically appropriate manner.

http://www.aafp.org/dam/AAFP/documents/practice_management/pcmh/initiatives/PCMHJoint.pdf



Diabetes PCMH

The care of individuals with diabetes—in particular,
those with diabetes
mellitus (type 2 diabetes)—provides one of the best opportunities to
illustrate the promise of the patient centered medical home.

The medical home offers patients a team-based model of care led by a
provider that ensures high-quality, compassionate and coordinated care,
superb access and communication, and is committed to quality and safety.

The evidence demonstrates that proper management of diabetes can
reduce the risk of complications; well-designed care coordination
interventions, delivered to the right individuals, can improve patient,
provider and payer outcomes.

Patient-Centered Primary Care Collaborative

- 20
http://www.pcpcc.org/guide/practices-spotlight



http://www.pcpcc.org/guide/practices-spotlight
http://www.pcpcc.org/guide/practices-spotlight

Program of All-inclusive Care for the Elderly
(PACE)

A team of health care professionals will give you the coordinated care you need.
These professionals are also experts in working with older people.

They will work together with you and your family (if appropriate) to develop your
most effective plan of care.

http://www.medicare.gov/your-medicare-costs/help-paying-costs/pace/pace.html



Older adults with diabetes

Il. Current guidelines and tools for assessing their
DSM* needs, challenges, resources

*DSM=diabetes self-management



Geriatric syndromes

Biological syndromes unique to aging bodies:

Age-related biological declines
across multiple organ systems
which become increasingly vulnerable to dysregulation,
vield altered diagnostic signs and symptomes,
and often lead to a downward spiral in health & mobility.




Common elements in geriatric syndromes

—

Physical Declines
Cognitive impairments
Vision & hearing impairments
Weakness & poor balance
Fatigue
Limited mobility
Chewing & swallowing difficulties
Poor wound healing
Comorbidities

—

Y

Conseguences
Falls & Fractures
Infections
Polypharmacy
Social isolation
Depression
Poor nutrition
Poor self-care
Lack of physical activity

S

24



Frailty Syndrome

Indicators Clinical diagnosis—

* Loss of appetite 3 of the following

e Loss of muscle loss

e Loss of bone mass 1. Unintentional weight loss
e Loss of mobility (10 Ibs. in past year)

e Fatigue 2. Self-reported exhaustion
e Poor balance 3. Weakness (Grip Strength)
e Risk of falls 4. Slow walking speed

e Poor physical health 5. Low physical activity
 Homeostenosis*

* Difficulty maintaining homeostasis under physiological stress

Todays’ Geriatric Medicine. Jan/Feb 2014



The older old have more functional limitations

Figure 2-14.

Functional Limitations in the Population Aged 65 and Over by Age: 2010
{In percent. For information on confidentiality protection, sampling error, nonsampling error, and definitions, see

WWW.CENSUS.gov/acs/ www) Self reported
B 65 and over G5 to 74 []75 to 84 &5 and over
726

making decisions

Source: LS. Census Bureau, 2011a; American Community Survey, 2010, 1-year estimates.

With any Difficulty Difficulty Difficulty Difficulty Difficulty doing  Difficulty walking/
disability hearing seeing remembering, dressing/ errands alone climbing stairs
concentrating, bathing

Source: U.S Census, 65+ in the United States: 2010, Current Populations Reports, June 2014, p. 43.
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Functional Categories of

Older People with Diabetes
Category 1: Functionally Independent

Category 2: Functionally Dependent
Sub-category A: Frail
Sub-category B: Dementia

Category 3: End of Life

International Diabetes Federation:
Managing Older People with Type Diabetes.
Global Guideline. 2013



Diabetes Disaster Averted series:

http://www diabetesincontrol com/articles/practicum




Diabetes Disaster Averted #51: Careful Listening Saves
Lives

A few years ago, | was working as a Nurse Practitioner in an endocrinology practice. One
of my longstanding elderly patients, age 82, called me to report that the paramedics had to
come to her house because she passed out....

| scheduled her for an appointment the next day, and 1ok her history. She'd had diabetes for abaut
16 ymars, and was faking a long acting insulin at bedtime and rapid acting insulin before her meals. |
reviewed her activities of the day {meal times, insulin doses and times, and activily level). She
reported that she had her dinner, and then next thing she knew she was passed out at the dinner
table. | performed a complete physical exam, which was normal. | was ready to order a battery of lab
tests, and considering testing her for gastroparesis since it appeared that she'd had a severe
hypoglycemic reaction so soon after eating.

| reviewed her recent episode with her again, stating "so you ate your dinner, and then you passed
out...” at which paint she interruptled with *na, | did not eat my dinner, | HAD it, it was right in front of }

me an the table, and then | passed out...." The conclusion was that she had a sewvere hypoglycemic
reaction because she delayed her dinner.

Leszon learned: Obfain a complete history from the patisnt, choosing words carefully, and make
sure you and your pafienf are speaking the same language and have the same meaning! The lesson
learned from this case saved a ot of time and maney from winecessary lesting and work wp.

Lowise DeRisa, MSH, CRNP, CCRC
Coordinator, Wascular Clinical & Translational Ressarch Center

University of Pittzburgh



"Do Not Crush, Chew or Cut"

From the Institute for Safe Medication Practices (ISMP): When a patient is
prescribed a timed release medication such as Glucotrol XL or Glucophage
XR, clinicians need to ensure that the patients understand that they should not
crush, chew or cut these pills. The medications must be swallowed whole.

In one case an elderly patient was prescribed Glucotrol XL to treat elevated
blood sugars. This is a specially formulated medication that releases an entire
day's supply of the medication slowly over a 24-hour period. The pill was too
large for the woman to swallow, so she chewed it. She soon complained of
feeling dizzy, weak, listless, and lethargic. Chewing the drug caused it to be
released all at once, causing dangerously low blood glucose levels, which
could have been fatal....

In some cases pills are coated so the
medication won't be released in the
stomach where it may cause irritation.
other cases, special coatings or other
properties slow the delivery of the
medication into the body so that the drug
is delivered over a period of time. This is
more convenient than having to take a
drug several times a day, but if these
pills are crushed or chewed, the way
they are supposed to work will be
destroyed and the medication may go
into the body too fast. If that happens,
then a large amount of the drug will be
released all at once, which could cause
side effects or serious harm.

n




The Power and Dangers of Advertising

Recently a 69 year old man returned to see me after being started on a single
bedtime dose of Levemir via the Flex pen along with a long acting sulfonylurea.
He had received education about basal insulin action from the start. On return
his morning glucose was terrible but | noticed that the rest of the day his
glucose was near goal. | began to wonder if his sulfonylurea was working
better with the addition of basal insulin but was puzzled by the worsening
overnight rise. | was considering lowering the oral dose and increasing the
basal dosing to balance glucose control better when he volunteered a critical
piece of information nonchalantly.... T —.

He proudly announced that he had been
listening to MovoMordisk commercials on
TV and realized that when you use the
Flex pen you need to eat a meal right
afterwards. Since he was getting his
insulin at bedtime, he decided he should
add a fourth meal to the day. This was
occurring after his bedtime dose of
insulin and AFTER his glucose check.

It was then obvious he did not need a
basal rate increase but instruction in the
action of Levemir and the difference to
the Mevolog Flex pen action. If
adjustments had been made without
changing the dietary cause. this
individual may have needed a very high
basal dose to control this prandial
problem and could have experienced increased hypoglycemia during the day.

Lesson Learned:

Many other sources of information through the media are now available and can be very
confusing to a patient. Take time to re-evsluate a patient's understanding of their
medications at subsequent visits.

Lynn White M5, FNF, CDE, 8G-ADM



All Insulins Not the Same

| recently had a home care patient who had been discharged from a skilled
nursing facility with a prescription for regular insulin, and who was puton a
sliding scale dosage. The patient was experiencing hypoglycemic reactions. |
was called to see him to find out why he was having multiple hypoglycemic
reactions. When | asked to see how he and his wife were calibrating and
injecting his insulin, she brought out a bottle of Lantus insulin....

The patient's wife had not filled the new
prescription for the regular insulin
because she thought that she already
had insulin that her husband could use at
home. She had the Lantus insulin which
he was on prior to his hospitalization,
and she wanted to use that insulin before
purchasing any more. She was using
Lantus for the sliding scale dosage
instead of the regular insulin which was
proving highly dangerous.

Lesson Learned:

Never take for granted that the patient is
dosing properly er is using the insulin
the doctor has prescribed.

Linda, RN, CDE



Patient's Method of Figuring Meal-time Insulin
Doesn't Quite Work

Recently | assessed an 84 year old inpatient with diabetes for his insulin usage
at home. In reporting his dosing he stated that after he checked his glucose
before each meal he took the "first two numbers of the result,” and made that

his dosage for meal-time insulin. For example, ifthe glucose reading was 240
he would take 24 units of Humalog.

| asked him if tl']is was his instruction per his provider and he said, "No, but it

was the only thing that made sense to me that | could remember."...

A specific teaching plan with simple
dosing was designed for him and a home
health evaluation for medication
administration safety was also made on
his return home.

Lesson Learned:

This example once again reiterates the
importance of having the patient give you
a verbal and sometimes a practice
demonstration of what they understand
to be the practice for medication
administration.

Janet Howard-Ducsay, RN, BA/BSN,
CDE
Diabetes Nurse Educator



Most frail individuals have comorbidities,
functional disabilities, or both

p=7) [T Comorbidity
Relevance to ’ = \ -
DSME? Vom \ om / N\ _.
Critical tasksand N\ =~ > ®=m \ /
complex burdens in
self-care multiply
with age.

Figure 3. Venn diagram displaying extent of overlap of frailty with
ADL disability and comorbidity (=2 diseases). Total represented:
2,762 subjects who had comorbidity and/or disability and/or frailty. =
of each subgroup indicated in parentheses. + Frail: overall n = 368
frail subjects (both cohorts). *Comorbidity: overall n = 2,576 with 2
or more out of the following 9 diseases: myocardial infarction, angina,

pertension, COPD. Of these, 249 were also frail. **Disabled: overall
n = 363 with an ADL disability; of these, 100 were frail.

Fawmal g Gevonioiogy: MEDICAL SETENT £5 Crprrizh 20T oy Thir Derpesteiingitel Sosnioes af Aserin
1] Vol 348, Mo 3 NEAABAES

Frailty in Older Adults: Evidence for a Phenotype



To summarize......

» Many of your patients/clients will:

— have complex medical problems,
— experience heavy burdens in self-care,
— but have fewer physical and cognitive reserves for effective self-care.

» Patients’ physical and cognitive health trajectories will differ

: e
widely nr {/,




Physical Health Cognitive Ability

Complexity of DSM



Older adults with diabetes

Il. Current guidelines and tools for assessing their
DSM* needs, challenges, resources

*DSM=diabetes self-management



Appropriate assessment is essential
for individualizing DSME.

To do that, CDEs will need to:

1. screen older adults for most critical DSM
tasks

2. assess patient’s major barriers to learning

(3. recognize the complexity levels of the DSM
tasks: Bloom’s Taxonomy)




INTERNATIONAL DIABETES FEDERATION

MANAGING OLDER PEOPLE
WITH TYPE 2 DIABETES

GLOBAL GUIDELINE
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IDF
Managing Older People with Diabetes
Global Guideline
2013

Examples of Assessment Tools and Procedures

Gait, balance & mobility
ADI & IADL
Cognition
Mood Level
Frailty Measures
Hypoglycemia Risk
Self-care Abilities
Nutritional Assessment
Pain
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SPECIAL ARTICLE

Diabetes in Older Adults: A Consensus Report

M. Sue Kirkman, MD,” Vanessa Jones Briscoe, PhD, NP, CDE." Nathaniel Clark, MD, MS, RD,
Hermes Florez, MD, MPH, PhD.? Linda B. Haas, PHC, RN, CDES Jeffrey B. Halter, MD, Elbert S.
Huang, MD, MPH.*? Mary T. Korytkowski, MD.” Medha N. Munshi, MD,’ Peggy Soule Odegard, BS,
PharmD, CDE, Richard E. Pratley, MD.® and Carrie S. Swift, MS, RD, BC-ADM, CDF'

Morc than 25% of the US. population aged  Consensus Development Conference on Diabetes and
> 65 years has diabetes mellitus (hereafter referred ~ Older Adults (defined as those aged > 65 years) in Feb-

Journal of the American Geriatrics Society 2012
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Additional Consensus Recommendation

for Care of Older Adults

with Diabetes

“In order to develop and update an individualized treatment plan,
screen older adults periodically for
cognitive dysfunction,
functional status
and fall risk,
using simple tools, such as
those at

http:h’www.hnépitalmedicine.nrgf“geriresburceftnnlbnﬂdete_rmine htm.



WHAT ISSUES NEED TO BE CONSIDERED IN
INDIVIDUALIZING TREATMENT
RECOMMENDATIONS FOR OLDER ADULTS?

;, ||1 |;,1. . E | -

Diabetes is associated with increased risk of multiple coex-
isting medical conditions in older adults. In addition to the
classic cardiovascular and microvascular diseases, a group
of conditions termed geriatric syndromes, described below,
also occur at higher frequency in older adults with diabe-
tes and may affect self-care abilities and health outcomes
including quality of life.”®

Cognitive Dysfunction

Alzheimer’s-type and multi-infarct dementia are approxi-

mately twice as likely to occur in those with diabetes com-
- bt e il L obtoee 59 T

http://www.hospitalmedicine.org/gerires ource/toolbox/determine.htm.
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Consensus Recommendation

for Research Question

About Diabetes in Older Adults

“What is the impact of Geriatric Syndrome
on the management of diabetes
and the risk for
adverse treatment effects
and poor outcomes ?”’

Journal of the American Geriatrics Society 2012



4 a

High rates of unidentified cognitive deficits in older
adults suggest that it is important to periodically screen
Jor cognitive dvsfunction, Simple assessment tools can be
accessed at www.hospitalmedicine.org/geriresource/tool-
box/howto.htm. Such dysfunction makes it difficult for
patients to perform complex self-care tasks such as glucose
monitoring, changing insulin doses, or appropriately main-
taining timing and content of diet. In older patients with
cognitive dysfunction, regimens should be simplified, care-

Journal of the American Geriatrics Society 2012
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High rates of unidentified cognitive deficits in older
adults suggest that it is important to periodically screen
for cognitive dysfunction. Simple assessment tools can be
accessed at www.hospitalmedicine.org/geriresource/tool-
box/howto.htm. Such dysfunction makes it difficult for
patients to perform complex self-care tasks such as glucose
monitoring, changing insulin doses, or appropriately main-
taining timing and content of diet. In older patients with
cognitive dysfunction, regimens should be simplified, care-
givers involved, and the occurrence of hypoglycemia care-
fully assessed.

Journal of the American Geriatrics Society 2012
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interactions. A challenge in treating type 2 diabetes is that
polypharmacy may be intentional and necessary to control
related comorbidities and reduce the risk of diabetes com-
plications.”*”* In one study, polypharmacy (defined as the
use of 6 or more prescription medications) was associated
with an increased risk of falling in older people.”” The
costs of multiple medications can be substantial, especially
when older patients fall into the “doughnut hole” of Medi-
care Part D coverage. Medication reconciliation, ongoing
assessment of the indications for each medication, and the
assessment of medicaton adherence and barriers are
needed at each visit.

48



Depression

Diabetes is associated with a high prevalence of depres-
sion.”® Untreated depression can lead to difficulty with self-
care and with implementing healthier lifestyle choices’” and
is associated with a higher risk of mortality and dementia in
patients with diabetes.”®”? In older adults, depression may
remain undiagnosed if screening is not performed. Clinical
tools such as the Geriatric Depression Scale®” can be used to
periodically screen older patients with diabetes.

Journal of the American Geriatrics Society 2012
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to standard assessments and treatments for incontinence,
clinicians should remember that uncontrolled hprrgly{,L‘
mia can increase the amount and frequency of urination.

Unique Nutrition Issues

Nutrition is an integral part of diabetes care for all ages,
but there are additional considerations for older adults
with diabetes. Though energy needs decline with age, mac-
ronutrient needs are similar throughout adulthood. Meet-
ing micronutrient needs with lower caloric intake is
challenging; therefore older adults with diabetes are at
higher risk for deficiencies. Older adults may be at risk for
undernutriion due to anorexia, altered taste and smell,
swallowing difficulties, oral/dental issues, and functional
impairments leading to difficulties in preparing or consum-

ing food. Overly restrictive eating patterns, either self-
imposed or provider-directed, may contribute additional
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risk for older adults with diabetes. The Mini-Nutritional
Assessment, specifically designed for older adults, is simple
to perform and may help determine whether referral to a
registered dietitian for medical nutrition therapy (MNT) is
needed (http://www.mna-elderly.com/).

MNT has proven to be beneficial in older adults with
diabetes.®** Recommendations should take into account the
patient’s culture, preferences, and personal goals and abili-
ties. When nutrition needs are not being met with usual
intake, additional interventions may include encouraging
smaller more frequent meals, fortifying usual foods, chang-
ing food texture, or adding liquid nutrition supplements
(either regular or diabetes-specific formulas) between
meals. For nutritionally vulnerable older adults, identifying
community resources such as Meals on Wheels, senior cen-
ters, and the U.S. Department of Agriculture’s Older
Americans Nutrition Program may help maintain indepen-
dent living status.
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Vulnerability to Hypoglycemia

i i T e e e

intervention arms had ~50% higher rates of severe
hypoglycemia (hypoglycemia requiring third-party assis-
tance) than participants under age 65 years (M. Miller,
personal communication). In a population analysis of
Medicaid enrollees treated with insulin or sulfonylureas,
the incidence of serious hypoglycemia (defined as that lead-
ing to emergency department visit, hospitalization, or
death) was approximately 2 per 100 person-years,'”® but
clearly studies based on administrative databases miss less
catastrophic hypoglycemia.

The risk factors for hypoglycemia in diabetes in gen-
eral (use of insulin or insulin secretagogues, duration of
diabetes, antecedent hypoglycemia, erratic meals, exercise,
renal insufficiency)'® presumably apply to older patients
as well. In the Medicaid study cited above, independent
risk factors included hospital discharge within the prior
30 days, advanced age, black race, and use of five or more
concomitant medications.'”® Assessment of risk factors for
hypoglycemia is an important part of the clinical care of
older adults with hypoglycemia. Education of both patient
and caregiver on the prevention, detection, and treatment
of hypoglycemia is paramount.
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brain function.®’ Cross-sectional studies have shown an
association between hyperglycemia and cognitive dysfunc-
tion.®” Hypoglycemia is linked to cognitive dysfunction in a
bidirectional fashion: cognitive impairment increases the
subsequent risk of hypoglycemia,®” and a history of severe
hypoglycemia is linked to the incidence of dementia.®?

High rates of unidentified cognitive deficits in older
adults suggest that it is important to periodically screen
for cognitive dysfunction. Simple assessment tools can be
accessed at www.hospitalmedicine.org/geriresource/tool-
box/howto.htm. Such dysfunction makes it difficult for
patients to perform complex self-care tasks such as glucose
monitoring, changing insulin doses, or appropriately main-
taining timing and content of diet. In older patients with
cognitive dysfunction, regimens should be simplified, care-

Journal of the American Geriatrics Society 2012
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Hospital admissions for hyper- or hypoglycemia
Medicare PWDs, ages 65+, 1999-2011

Retrospective observational study

e Both types of admission are relatively rare, so data capture most severe
cases

e 279,937 patients had 302,095 hospitalizations for hyperglycemia

e 404,467 patients had 429,850 admissions for hypoglycemia

Over the 12 years, rates of admission for:
\1, — hyperglycemia dropped by 38.6 percent

1\ — hypoglycemia rose by 11.7 percent

Lipska, K. L., MD. JAMA Internal Medicine. Published online May 17, 2014.
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OBJECTIVES

& [ncomporate high-quality new evidence with signibcant
effect on diabetes melling (DM} care that has become
available since the 2003 “Guidelines for Improving the
Care of the Older Person with Diabetes Mellins™ into
a mew 2013 Guideline update.

®  Improve the camre of older people with DM by providing
an updated set of evidence-based recommendations
individualized to adults with DM aged 65 and alder.

en years ago, the California Health Care Foundarion

(CHCFyAmerican Geriatrics Society (AGS Panel pub-
lished some of the fArar patient-centered clinical guidelines
to assist clinicians with the complex and individwalized
care of older adults with DM, The abatracted set of rec-
ommendations presemed here provides essential guidance
in the care of older adults with DM and is based on the
2013 AGS Guidelines, which have incomporated new evi-
dence available since 2003, The full version of the updated
guidelines, American Geriatnes Society (AGS) Guadelmes
for buprovisg the Care of the Older Adult with Diaberes
Melitus: 2013 Update, & available at www.Gedatrics
CareOmnline. org.

COMPONENTS OF CARE

The components of the 2003 guidelines were aspirin,
tobacco cessation, glooose control, blood pressure manage-
ment, lipids management, eye care, foot care, and DM
self-management education and suppaort [DSMESS), Specific
geriatric syndmomes that have been included and empha-
sized in the updated 2013 guidelines are depression, poly-
phamacy, cognitive impairment, uhnary incontinence,
imjurious falls, and pesistent pain,

Climical and functional beterogeneities in alder adults
with DM that were ako addressed in the 2013 guidelines
are differences in general health stanes, age and duration
of disease at diagnoss, number of years of treatment,

comaorbidities and undedying chronic conditions, ramge of
complications, degree of frailty, limits in physical ar cogni-
tive function, and differences in life expectancy (time hari-
zom for benetit ).

PATIENT-CENTERED CARE AND
ININVIDUALLZED GOALS

The 2013 guidelines update ecommends DM care that is
customized and prioritized to the individual person with
DML, with attemtion to gquality of life and persomal and
caregiver choices related to health care. The 2013 guide-
limes wpdate:

& Mo longer recommends aspirin for the primary preven-
tion of cardiovascular disease (CVD).

* BRenews the emphasis on treating dyslipidemias with
stating but not 1o target kwek.

o Comtinues to support glycemic control recommenda-
tions customized to burden of comorhidity, functional
aatus, and life expectancy.

& Presents stronger, more-prescriptive, patient-centered
meommendations for lifestvle modification because of
increased evidence of i impomance for bealthy older
aduls with DM,

EVIDEMNCE

The guidelines were updated by reviewing the existing
peer-reviewed lterature [2002-2012) and guidelines on
each DM topic. PubMed was searched for relevam studies
published in the peer-reviewed literature from 2002 o
2012, Randomized clinical rrals and systematic reviews or
meta-amalyses were reviewed. When reasonable, the expen
panel extrapolited Bndings to older aduls with DM, Evi-
demce tables [available &t horpeffwww. GeriatricsCareCOn-
line.arg) were comtrocted summanzing new evidence,

An expert pamel comsisting of generl imerniss, family
practitioners, gedatriciang clinical phamnacis, health
services researchers, and certified DM educators was con-
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Depression

1. Older adults with DM are at greater risk of major
depression and should be screened for depression during
the initial evaluation period (first 3 months) and if there is
any unexplained decline in clinical status. (IIB)

On inital presentation of an older adult with DM, a
healthcare professional should assess the individual for
symptoms of depression using a standardized short

screener, 't such as the

Geriatric Depression Scale Patiens
Heath Questiopnaire (PHQ-9), or other available instru-
ments." Expert opinion suggests screening for depression
when there is new-onset cognitive decline.

Psychosocial problems other than depression, such as
attitudes about DM, quality of life, DM-related distress,
and lack of financial resources, are also important for
older adults with type 2 DM.

2. Older adults with DM who present with new-onset
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Cognitive Impairment

istrurmernt during the mital evalwation period and with
arry significant decline in clinical status. Increased diffiadty
with self-care should be considered a change i clintcal sta-
tus. (IHA)

Systematic review and meta-analyses of up to 15 stod-
ies found that dementia was more likely in persons with
DM and suggested that DM was assodated with faster
cognitive dedine in older aduls, ™

Simple tools are available to clinicians (httpaaowss hos-
pitalmedicine. org/geriresource/mol boo' mental _status_page.
htm). The Montreal Cognitive Assessment tool 15 available
in several langnages and is easily accessible for clinical and
education purposes (httpyfwww mocatest.org).

2. If there iz evidence of cogritive fmparrment m an
older adult with DM and delirium bas been excluded as a
cause, then an fuitial evaluation designed to sdemtify
repersible conditions that may cause or exacerbate cogri-
tive impairment should be performed within the first
3 momths after diagmosis and with amy significant change
i dimical status, (11IA)

The Amencan Academy of Meorology guidelines rec-
ommend screening older aduolts with evidence of cognitve
impairment for depression, By; deficiency, and hypothy-
rovdism: structural neuroimaging to identfy lesions is also
recommended for those recently diagnosed.™ If the cogni-
tive impairment is due to delinom, wrgent assessment for
etiology and management is indicared.

Tlale saae Ta aaasla aaaa
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Regular monitoring of diabetes management enables the diabetes team to assess achievement of treatment goals and to adjust therapy
as necessary. Regular checking for long-term complications can help detect problems at a time when they can be treated and managed
successfully. The physical examination, laboratory tests, and other assessments that the team conducts to monitor management and to
identify complications early should be performed during routine diabetes visits, and at quarterly and annual visits.

At each diabetes visit:
+ Measure weight, blood pressure, and calculate BMI.
+ Inspect feet for lesions or abnormalities if one or more high-risk foot conditions are present.
+ Review self-monitoring glucose record.

+ Review/adjust medications to control glucose, lipids, blood pressure. Include regular use of low dose aspirin (if there are not
contraindications) for cardiovascular disease prevention, as appropriate.

+ Review self-management skills, progress toward behavior change goals, dietary needs, and physical activity as indicated.
+ Assess for coping, depression, or other mood disorder.
+ Counsel on smoking cessation and alcohol use.

+ Review interventions for weight loss.
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Older adults with diabetes

Il. Current guidelines and tools for assessing their
DSM* needs, challenges, resources

*DSM=diabetes self-management



Single Item Literacy Screen (SILS)

“How often do you need to have someone help you when you
read instructions, pamphlets, or other written material from
your doctor or pharmacy?”

1-Never

2-Rarely

3-Sometimes Difficulty reading
4-Often and understanding

printed health related material.

5-Always

BMC Family Practice 2006, 7:21
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lliness Perception Questionnaire (IPQ-R)

YOUR VIEWS ABOUT YOUR ILLNESS
Listed below are a number of symptoms that you may or may not have experienced since your
iliness. Please indicate by circling Yes or No, whether you have experienced any of these symptoms
since your illness, and whether you believe that these symptoms are related to your illness.

| have experienced this symptom This symptom is related to my illness
since my illness

Pain Yes No Yes No
Sore Throat Yes No Yes No
Nausea Yes No Yes No
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(Brief-1PQ)

The Srief liness Parcepdon Questionnalre
For e foliowing questions, pleass cincle the NUMmber Mat Dest COMasponds 10 Wour Wews:

How much does your liness affect your IeT

o 1 2 3 4 5 E T a a o
o amect sEvErely
at all afiects miy iife
HOW long 0o you think your nsss will contnus?

D 1 2 3 4 5 E T a ] 10
aveary Torever
short Ime
How much conirol 0o vou feel vou have ower your liness?

o 1 2 3 4 5 B T a 9 0
absolutely exiname amount
o coniol of contmi
How much go you Think your realment can help your NinessT

D 2 3 4 Bl E T a 9 0
nat at al exiremealy

hedptul
How much oo you sxperisncs symptoms Trom your Hinesa?

o 1 2 3 4 5 B T a 9 0
e BYMpoms ANy Gevese
aall SYMploms
How concemed are you about your lliness?

D 1 2 3 4 Bl E T a 9 0
nat a al =
concamend concemed
How weall G0 you Tael you undarstand your Niness7

o 1 2 3 4 5 E T a a o
don't understand undersiand
aall very deany
How much does your liness affect you emotonally7 (8. dose [l make you angry, acared,
Upaet o !I"O";l? ¥ by? (e ¥ oy,

Y 2 3 4 3 B T a 3 1
rat at al
afected

emaidonal
z ank—orde fires mos
Niness. The MOST ATHPOIMANT Causes for me:-

1.

w

= Al rights resenied. For pEATISSHN 10 LSe Mie 5Cale Diease contact: Izbrmadbentipeaar.net nz
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An important guestion that we have litte information on at present is where do illness belie®s come from? It is Bkely that people build up knowled: nd impressions of iling ?‘E English [redels of particular diseases. It is not necessary to have had direct experience with an
illmezz, The szurce of Fe=cpl=s perceptions o ilness is Gverss and ranges from fest hand mperienc=s with = family member Wha may sffer from = ilness, t3 information F rrren =il 2= the m=ia. Thess percepticns may lis deemant Uril they so= acivated By ther
i llm=zs or samesne dows 0 them. 2 Fren
Patient cogaiive mogels of teirinss ar, by their nature, privat. Patiants ar= oftan reluctant to discuss their beets about it liness in medical corssitaions because | 92 Geman Irizinfrme=d. Until sclertl) asszszment ofiness perceptions has besn by open-endsd
int=rvimas d=sgned 1o =nssurage patienls fs slstorats their own idess of the their finess. However, resently = Suestionnairs fas been developed b messure iiness gercsg] 4 Suestiznnairs s=zzss=s percegtions on ==eh of the five dimensiors &y asking gatiznts
far their cwn beliafs sbout thei cordition. Example of the questions ussd o assess thess compan=rts = shown belo. * ey
L~ Geman (sh
Component Tterms
¥ e
Igmntity Rating of = number =f symptoms that the patient s==s == part of the iln=ss.
Examples rom the CFS id=nity scae inchde; nauses, sore or swollen glards, forgetfunes, zziness, <t or sore Joints, 1 %2 tistrea
Cauz= & g=rm ar virus caus=d my illness.
Pilution o the smirsnment caus=d my ilness. ¥ rungaran
Stress was 3 major Tacter in cavsing my illne=s.
Timasne My ilinmss is likely o Be permanes I rather Man t=mpsrary. F tatan
Py lin=ss vl last for & lomg time D
Corsequences My iliness hax major consequences on my e, i
Py ilin=ss i = sericus somtar. % Narwegan
Cure-Carteal There iz ltti= that can be dare 0= improve my iiness. ~
My tr=atment will b= =fective in curing my illness. ?—’ Perelan
limmss parcestions fas = wide variety of usss in the hesith peycholosy ares. Tliness parceptioms heve been wesd I splain behisvisur Tollzwing hesrt sttacks, ressoness| o POMUDEEE Iefiraric fatigus syrdrome, Paw palients cope with cancar trestment, and = varisty o
flimezz=s such =5 distetes and revmatoid sthotis.
?? Porugess (haalthy pacpis)
¥ sioventan
?? Spanish
¥E sweamn
¥ Tumsn
B Humber of his Vv
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IPQ-R-DM

Listed below are a number of sympioms that you may or may not have experienced simce vour

diabetes. Please indicate by circling Fes ar No, whether yon have experienced any of these symptoms
since voar diabetes, and whether you believe that these symptoms are related to your diabetes.

I hawe experiemced this
symphom simce my shabetes

Pain Ve
Sore Throat Yes
Namzea Ve
Breathleszness Ve
Weight Loss Yes
Fatigne Yes
Saff Joints Yez
Sore Eves Yes
Wheeziness Ve
Headaches Ve
Upzet Stemach Yes
Sleep Difficulties Yez
Dizrimess Yes
Lazz of Strenmth Yoz

Xo
No
Ho
Xo
No
Ho
o
Xo
o
Ho
Xo
No
Ho
o

Thas symptem is related io mey
diabetes

We are mterested in vour own personal views of how vou now see vour corrent diabetes.

No

No

Please mdicate how moch vou agree or disagree with the following statements about your diabetes by

o STROSGLY | CASAGREE | WENTHER fIREE STRONGLY
VIEWS ABOUT YOUR DIABETES | 500 nner sow | i
IHEAREL
® | My disbetes will last 2 short time
™| My diabetes iz likely to be permanent rather
than temporary
m

Al disbetes will lazt for a long time
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IPQ-R-DM

VIEWS ABOUT YOUR DIABETES

=4 | This dialbenes will s quicksy

T | Weupect tn have this diabetes for the e of
=y life

= | My dabeses i @ seous condisan

T | My dabenes bas major comseqpuesce on my
Nife

= | My dishetes does nist have much effect an my
nife

= | My diabeies sirungly sffects the way atkers

T | My diabetes s scrious financisl
crmrguences

My dishetes camses difficabties for Ui wha
are chese

There & a kot which 1 can do 0 contral my
i

What T o cam determine whether my disbeies
et btler o worse

The course of my disbetes depends sn me

= | Naing 1 do will sffect my Eabess

| v the power o influcscs y disbetes

= | My setivas will hae o affect on e sutoime
ol my diskbetes

My diabetes

Theere is very lie that can be done i
mprove my disbeics

== | My treatmene will be dlfective s carisg my
diabeis

= | The megative effcces of my dishetes cam be
prevested avaided) by sy ircatses

T | My iratment can el sy disbetes

T2 | There i nething which cus belp my condi

T | The symprams of my condition sre pucding i

My dishetes is & myspery 1o me
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IPQ-R-DM

L] I don= understand my diabetes

T
Ay diabetes doesn=® make any senze to me

we | L have a clear picture or underztanding of my
condition

3% | The symptoms: of my diabetes change a great
deal from day to day

Lo Ay symptoms: come and go in cycles

Ll My diabetes iz very unpredictable

W32 | T go through cycles in which my diabetes gets
better and worse,

™32 | I get depressed when I think about my
diabetes

™3| When I think about my diabetes I get upset

3% | Ay diabetes makes me feel angry

36" | Nfy ciabetes does mot worry me

Lol Having thiz diabetes makes me feel andous

P

My diabetes makes me feel afraid
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IPQ-R-DM

CAUSES OF MY DIABETES

We are interesced in what Tou censider may Bave been the canse of your diabetes. A: prople ase very
different, there iz no correct answer for this question. We are mest interested in your own views abost the
facters that camzed your diabetes rather thas what sthers inclading docters or family may bave suggested to
you. Below is a Est of passible camses for your diabetes. Please indicate how much rou agree or dizagree that
they were camses for you by ticking the appropriate box.

POSSIBLE CAUSES | sesscars | [BETRELY sanre
bisagy

Seress or worTy.

“* | Hereditary - it rus: in my famiy

= A Germ or virus

% | Dietor eating habits

“* | Chance or bad luck

Foor medicsl care in my past

Pollucion in the savironment

| My own behavieur

© | My mental atimde e.g. thinking about life
negarively

Family problems or werries

| Oreermark

My emotional state e.g. feeling dows, Lemely,
anTicus, emptv

o4 | Alcobsl
cas- | Smoldng
=

Accident or injury

o1 | My personality

Altered immunity

In the table below, please list is rank-order the three most important factors that you now believe camed
YOUR disbetes. Yom may mse any of the items from the box above, or you may have additional ideas of your
o

The most important canses for me-

o
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Beacon Patient-Reported Outcome
Quality-of-Life Tool

* Providersin 11 southeast Minnesota counties have their patients with
diabetes complete a real-time, easy-to-use assessment tool that helps in
identifying and addressing their biggest quality-of-life concerns.

* Completed just before each visit, the tool asks patients to identify their
biggest concern, complete a checklist that helps define specific aspects of that
concern, and rank various aspects of their perceived well-being.

* Based on the patient’s responses, the tool generates a list of interventions that
could help the patient (tailored to the site using the tool), including treatment
modifications and referrals to locally available resources.

 The electronic version also generates a graphic depiction of trends in patient
responses over time. Although a formal, survey-based evaluation of the
program is not yet complete, it has generated overwhelmingly positive
feedback from patients and clinicians.

 Evidence Rating : Suggestive: The evidence consists of anecdotal feedback
from patients and clinicians who have used the assessment tool.

Cited by AHRQ
http://www.innovations.ahrg.gov/content.aspx?id=3760



On the next few screens please tell us about
a concern that you would like to discuss
with your diabetes care team today and
answer a few questions about how you are
feeling.

This information will become part of your
medical chart. This will not replace your
regular discussion with your health care
team. They will still talk to you today about
test results or other health-related 1ssues.

Not only will this allow your health care
team to assist you, but 1t will also help
us 1dentify areas where more community
resources are needed.

Please click the button below to get started.
It will take about 5 minutes to complete.

BEGIN
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which of the following, if any, represents your

personal
refationships

= Family
* Friends

medicine

+ Taking
medication

* Managing
side effects

monitoring
health
= Testing
blood
sugars
* Checking

getting
health care

= Finding a
provider to

single biggest concern

right now...

physical
health

» Schedule

* Environment

* Managing
your health
condition st
work

= Pain

* Fatigue

* Physical
difficulties

health
behaviors

» Diet
» Exercizse
* Sleep

something
else
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back

monitoring health

Have you recently had any of the
following problems or concerns?
(Check all that apply)

Difficulty testing your blood sugar (glucose) levels

Feeling bothered by the time and energy required
to test your blood sugar levels

Difficulty keeping a record of your blood sugar levels

| Feeling bothered taking medical instruments (such as
a glucose monitor, insulin syringes) wheraver you go

Difficulty finding a place to check blood sugar or
take insulin when you are away from home

Difficulty checking your feet

Difficulty checking your blood pressure
Difficulty monitoring weight, calories or carbs

Something else

next
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'}zzz health behaviors

Have you recently had any of the
following problems or concems?
(Check all that apply)

Eating too much or too little
Mot sticking to your meal plan

Mot exercising the right amount

Difficulty doing everyday physical activities such as
walking, climbing stairs, carrying groceries

Not sleeping enough to feel well-rested

Feeling you should cut down on the amount
of alcohol you drink

Feeling you should quit smoking or using tobacco

‘ ‘ Something else

S w—>
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medicine

Have you recently had any of the
following problems or concemns?
(Check all that apply)

Difficulty taking your medicine the way you
should (at the right time and in the right amount)

Feeling bothered by the time and energy needed

to take your medicine

l

Difficulty paying for your medicine

Experiencing side effects from your medicine

Difficulty administering insulin

[ ]

should be taking

Something else

Difficulty adjusting your medicine based on
sugar levels, meals or changing body weight

Difficulty understanding what medicines you

—>
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physical health

Have you recently had any of the
following problems or concems?
(Check all that apply)

Pain

Fatigue

Vision problems

Sleep problems

Difficulty walking

L]l

Shortness of breath
Skin changes or infections
Sexual problems

Numbness or tingling in your hands and feet

h Something else

back - next
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€ = C [} wwwdiabetesinitiativeorg/resources/resources.html i —

DIABETES INITIATIVE

A Matienal Program of The Rebert Wood Johnson Foundation

Materials By Type

Resources

Materials By Topic Grantees ofthe Diabetes Initiative have adapted and developed materials
Diak nitia ugeful to projectimplementation, fraining, education and assessment

tes tive Tools activities. We are making them available on this Web site for others to use or
Hecord ofGraﬂteeMBeﬁnﬂS adapt in their own organizations. [fyou use or adapt these please give credit

to the developing organization.

¥ Materials By Type

Aszeszment Materials, Forms & Instruments
Patient Education Materials

Presentations

Program Management & Implementation
Spanish Materials

Staff Training Materials & Methods

Template Recruitment & Marketing Materials

¥ Materials By Topic

Community Health Workers (including Lay Health Workers & Educators, Coaches & Promaotoras)
Follow-up and Support

General Administration
Goal Setting
Healthy Coping

Healthy Eating

Individual Assessment

Linking to Quality Clinical Care

Multiple Self Management Behaviors | b

B/6/2014

80



9 www.diabetesinitiative.org/resources/topics/IndAssessment.html

Resources
Materisis By Typs

Materials By Topi:
Coormeunly Hesbh Worksrs
Faollzw-up and fuppori
Genaral Adminlsiration
Bonl Eadling
Heaittty Coping
Hexlty Exting
Inafvinuz! Assessment
MuRiple S8 Mansgeme
[Eahmviors
I;:_hnn:lﬂnuln
Physhosl Aodhvily
Emoiing Cassadion
Eysd=ms fo Support

for EaE Mansgemsn

Dizbstas Inthative Toods
Record of Grantss Mestings

Reszources
Individual Assogsment

Trils section Includes Indkidual assessment materials relted fovarkus toplcs Including goal sefing, depresslon, action planning
and mare. | also Includes provider documentation forms for Indidusl patients or program paniclpants. Materials are ongantoed oy
e naEture of Melr use

% Assessment Materials, Forms & Instruments

Acthon Plan Form English

Action Plan Fonm Spantsh

Attitdes Survey

BCE Patient Questionnaire

Eehavioral Health Assescment Tool
Eehawvioral Health facezement Tool Spanish
Behawvior Worksheest

Caze Management Amemment and Follow Up Form
Caze Mansgement Intake Form

Dusbetes Chindcal Form

[msbeetes Growp Yistt Fomm

Dusbetes Provider Visit Form

50wl Follow up Form

Goal Setting Amesement Tool

Goal Setting Foom and Tips Englishs/Spantsh
zoal Setting Support Tool
Health Belief Questionnatees EnglichiSpantch

Lifestyle Survey

Mental Health Progres Report Form

Hutrition Goal Setting Form

Patient Azeccment Form

Patient Asvezoment Fonm Spanish

Patient [abetes Knowledge Questionnaine English
Patient [abetes Knowledze Questionnaire Spantsh
Pattent Information Sheet EnglichiSpanich
Program Evalustion

Program Evalustion Telephone Survey

Program Intake Form

Program Intake Fomm

Project Participant Asessment

Project Participant Post-test

Project Participant Pre-test

Project Participant (uoestioninaine

Questions for People with Dlabetes

Ready for Change Amesment Form

Seif Efftcacy Amesmment Tool

Seif Management Goal Follow Up Form

Self Management Goal Fom

Self Management Goal Form English

Feif Management Goal Form Spantsh

Short Depreston Soresning Tool EnglichrSpantch
Spcial Support Asesoment Tool

Sootal Support Amezment Tool Spanish

Stages of Change Questions

Type I [abetes Standing Orders (M4 Planned Yisith
Weelkdy Action Plan Form

‘Whisking Your Way to Health Program Evalustion
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Appendix B: Health Belief Questi ire

Key: 5 = Strongly Agree; 4 = Agree; 3 = Not Sure; 2 = Disagree; 1 = Strongly Disagree
Clave: S=Totalmente Deacuerdo; 4=Deacuerdo; 3=No estay seguro; 2= Desacuerde;
TmTotalmente en desacuerdo

—

Mi diabetes esta bien controlada
My diabetes is well controlled

[

Tendria gque cambiar demasiadas costumbres para seguir mi dieta {comidas de
diabeticos)

2. | I would have to change too many habits to follow my diet (diabetic foods)
3. | Ha sido dificil seguir la dieta (comidas de diabeticos) que me receto el doctor
3. | It has been difficult following the diet (diabetic foods) the doctor ordered for me
4. | Estoy undide por tode el medic. gue el doctor me ha dade
4. | I am confused by all the medication the doctor has given me
3. | Tendria que cambiar muchos habitos para tomar mi medicamenio
3. | I'would have to change too many habits to take my medication
6. | Tomar mi medicamento fnterfiere con mis actividades diarias normales
6. | Taking my medication interferes with my normal daily activities

ol

Tengo otras personas alrededor de mi gue me recuerdan de comer los alimentos
adecuados
I have others around me who remind me to eat the right foods

ol

8. | Puedo contar con mi familia euande necesito ayuda para seguir mi dieta eomidas
de diabeticos)

8. | I can count on my family when I need help following my diet (diabetic foods)
9. | Mi esposedesposa me ayuda a seguir mi dieta {comidas de diabeticos)
9. | My husband /wife helps me follow my diet (diabetic foods)

1 Si cambiara de “trabajo” seria mas facil seguir mi dieta (comidas de diabeticos)
104 If T changed “jobs™ I would be easier to follow my diet (diabetic foods)

11| Me cansa tanto mi trabajo que es dificil seguir mi dieta (comidas de diabeticos)
11§ My work makes me so tired that it’s hard to follow my diet (diabetic foods)

12| Podria controlar mi peso si las presiones de mi trabajo no fueran tan grandes
12} T could control my weight if the pressures of my job weren’t so great
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How do CDEs prioritize ?

Many standards to
Much to meet.

teach. American Guidelines: DSME
DSM behaviors &/or Elderly

@ DSME Q

AACE/ACE/OS

| —( 2011




Older adults with diabetes

Ill. Likely sources of DSM errors and non-adherence

*DSM=diabetes self-management
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Patient's Method of Figuring Meal-time Insulin
Doesn't Quite Work

Recently | assessed an 84 year old inpatient with diabetes for his insulin usage
at home. In reporting his dosing he stated that after he checked his glucose
before each meal he took the "first two numbers of the result,” and made that

his dosage for meal-time insulin. For example, ifthe glucose reading was 240
he would take 24 units of Humalog.

| asked him if tl']is was his instruction per his provider and he said, "No, but it

was the only thing that made sense to me that | could remember."...

A specific teaching plan with simple
dosing was designed for him and a home
health evaluation for medication
administration safety was also made on
his return home.

Lesson Learned:

This example once again reiterates the
importance of having the patient give you
a verbal and sometimes a practice
demonstration of what they understand
to be the practice for medication
administration.

Janet Howard-Ducsay, RN, BA/BSN,
CDE
Diabetes Nurse Educator



Diabetes Disaster Averted #51: Careful Listening Saves
Lives

A few years ago, | was working as a Nurse Practitioner in an endocrinology practice. One
of my longstanding elderly patients, age 82, called me to report that the paramedics had to
come to her house because she passed out....

| scheduled her for an appointment the next day, and 1ok her history. She'd had diabetes for abaut
16 ymars, and was faking a long acting insulin at bedtime and rapid acting insulin before her meals. |
reviewed her activities of the day {meal times, insulin doses and times, and activily level). She
reported that she had her dinner, and then next thing she knew she was passed out at the dinner
table. | performed a complete physical exam, which was normal. | was ready to order a battery of lab
tests, and considering testing her for gastroparesis since it appeared that she'd had a severe
hypoglycemic reaction so soon after eating.

| reviewed her recent episode with her again, stating "so you ate your dinner, and then you passed
out...” at which paint she interruptled with *na, | did not eat my dinner, | HAD it, it was right in front of }

me an the table, and then | passed out...." The conclusion was that she had a sewvere hypoglycemic
reaction because she delayed her dinner.

Leszon learned: Obfain a complete history from the patisnt, choosing words carefully, and make
sure you and your pafienf are speaking the same language and have the same meaning! The lesson
learned from this case saved a ot of time and maney from winecessary lesting and work wp.

Lowise DeRisa, MSH, CRNP, CCRC
Coordinator, Wascular Clinical & Translational Ressarch Center

University of Pittzburgh



Performance

Normal age-related cognitive decline

How important?

Cognitive ability a2 ability to learn & reason well 23 functional literacy

Cognitive ability mm) better DSM
Functional literacy ™ better adherence

Crystallized (Pragmatics) » Basic
_____________ El:'?lligencem I I
e x&-}@\ cultura
&nnr:;p:s: / """ '-..__‘.- % // 1 \ KnOW'Edge
frobemSalving | T M, 1 M (ch)
et !
ino & : bfity - \
______________________ Learning & reasoning ability ™. | Age)
“F 80 | .
" -~-..§0 1 g - Basic
\ I’ information
\ .
N // processing
\
] T
ca. 15 ca. 70

Age
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Recall: older adults have less functional literacy
How handicapping? VERY!

% with very low functional literacy*

100
90 Most
80 have very
o 70 weak
?D 60 learning
skills
@ 50 - =
®
%5 40
X 30
20
10
0

Document

H25-59 E60-69 m70-79 m80andolder

Age

*Level 1 or 2 on NCES adult literacy survey’s 5-level scale Source: Tables 1.2 and 1.3 of Literacy of Older Adults in
America, 1996, http://nces.ed.gov/pubs97/97576.pdf (accessed 8/1/14)
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http://nces.ed.gov/pubs97/97576.pdf

Typical literacy items, by difficulty level
National Adult Literacy Survey (NALS), 1993

Community dwelling

NALS % US adults peaking at
difficulty | this level: Prose scale
level

Simulated everyday tasks

Age

Daily self-maintenance in modern literate societies

16-59 60-69 70-79 80+

5 4 1 1 O | = Use calculator to determine cost of carpet for a room

= Use table of information to compare 2 credit cards

4 20 | 8 5 1 | = Use eligibility pamphlet to calculate SSI benefits

= Explain difference between 2 types of employee benefits

3 35 | 27 | 19 | 6 | = Calculate miles per gallon from mileage record chart

= Write brief letter explaining error on credit card bill

2 25 | 33 | 22 | 27 | = Determine difference in price between 2 show tickets

= Locate intersection on street map

1 16 | 30 | 42 | 66 :|Tota| bank deposit entry

Lﬁte expiration date on driver’s license

Includes normal >
cognitive decline
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Typical literacy items, by difficulty level
National Adult Literacy Survey (NALS), 1993

NALS % US adults peaking at
difficulty | this level: Prose scale
level

Simulated everyday tasks

Age

Daily self-maintenance in modern literate societies

16-59 60-69 70-79 80+

5 4 1 1 O | = Use calculator to determine cost of carpet for a room

= Use table of information to compare 2 credit cards

4 20 | 8 5 1 | = Use eligibility pamphlet to calculate SSI benefits

- — iy,

-

iy,

- -

2 25 | 33 | 22 | 27 | = Determine difference in price between 2 show tickets

= Locate intersection on street map

1 |16 30|42 |66 ‘ NOT reliable informants!
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Typical literacy items, by difficulty level
National Adult Literacy Survey (NALS), 1993

NALS % US adults peaking at :
difficulty | this level: Prose scale SImUIBted eve ryday taSkS
level Age
g Daily self-maintenance in modern literate societies
16-59 60-69 70-79 80+
5 4 1 1 O | = Use calculator to determine cost of carpet for a room
= Use table of information to compare 2 credit cards
4 20 \ 8 5 1], ohlet to calculate SSI benefits
\ b The “simple between 2 types of employee benefits
N \ i becomes
3 35 N7 9 \ 6 | harder or gallon from mileage record chart
\l .| impossible to |xplaining error on credit card bill
\ \:\ \\ I do
2 23‘\ 33\" 22‘ B'27 t hce in price between 2 show tickets
N N Y |eocorerrreeroeeeron ON street map
\ NEAN N~ Z
1 16 [¥30 2 \66 = Total bank deposit entry

= Locate expiration date on driver’s license
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Typical literacy items, by difficulty level
National Adult Literacy Survey (NALS), 1993

Simulated everyday tasks

Daily self-maintenance in modern literate societies

Elements of “process
complexity”

number of features
to match

level of inference

abstractness of info

= distracting info

NALS % US adults peaking at
difficulty | this level: Prose scale
level
Age
16-59 60-69 70-79 80+
[\ 5 4 1 1 O | = Use calculator to determi
= Use table of information t
4 20 | 8 5 1 | = Use eligibility pamphlet tq
= Explain difference betwee
"'a-; 3 35 | 27 | 19 | 6 | = Calculate miles per gallon
ry = Write brief letter explaini
€
S| 2 25 | 33 | 22 | 27 | = Determine difference in p
= Locate intersection on str
1 16 | 30 | 42 | 66 | = Total bank deposit entry
= Locate expiration date on driver’s license
I

Task difficulty level is not about readability,
but about “problem solving” 92
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ppropriate assessment is essential
for individualizing DSME.

To do that, CDEs will need to:

3. recognize the complexity levels of the DSM
tasks (Bloom’s Taxonomy)



Bloom’s Taxonomy of Learning
Obj@CtiveS (2001 revision)

Bloom’s levels = continuum of cognitive complexity

Table 1. The cognitive processes dimension — categories, cognitive processes (and alternative names)

extrapolating,
interpolating,
predicting)

comparing
(contrasting,
mapping, matching)

explaining
(constructing
modelz)

Assessment of

learning materials

Learning activities &

lower order thinking skills higher order thinking skills
remember understand apply analyze evaluate create
recognizing interpreting axecuting differentiating checking generating
(identifying) (clarifying, (carrying out) (discriminating, (coordinating, (hypothesizing)
. paraphrasging, . ] distinguishing, detecting, .
recalling representing, implementing focusing, selecting) | monitoring, testing) | Planning
(retrieving) translating) - (designing)
exemplifying Le_'am_mg producing
(ilustrating, objectives {construct)
instantiating)
classifying
(categorizing,
subsuming})
summarizing
(abstracting,
generalizing) Cognltlve
inferring complexity
(concluding,

(Table 1 adapted from Andersaon and Krathwaohl, 2001, pp. 67-68.)
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Bloom’s taxonomy of
DSM educational objectives

tasks differ in (cognitive domain)*
CompleXity Remember

measure food:
drinks & read
Remember to

take BGs &R
Recall effects of
exercise on
glucose.

Simplest tasks

1. Remember
recognize, recall,
Identify, retrieve

2. Understand

paraphrase, summarize,

Anticipate effect compare, predict, infer

of exercise &
foods on blood
glucose.

3. Apply

execute familiar task,,

Coordinate meds, diet, apply procedure to
and exercise. unfamiliar task
Manage sick days.
4. Analyze
distinguish, focus, select,
Determine when & why integrate, coordinate

blood glucose is out of

control
5. Evaluate
Monitor symptoms; assess check, monitor, detect
whether action needed; inconsistencies, judge
evaluate effectiveness of effectiveness
actions
6. Create
hypothesize, plan, invent,
Create daily and contingency devise, design
plans that control blood Most Complex tasks
glucose *
Revised 2001: Anderson, L. W., &
Krathwohl,D. R. A taxonomy for learning,
96 teaching, and assessing: A revision of
© Stroh, K., & Gottfredson, L. S. Beyond health literacy: Cognitive Bloom's taxonomy of educational

demands of diabetes self-management. Presented at the annual meeting of the American Association of Diabetes Educators, Indianapolis, August 2, 2012. objectives. NY: Addison Wesley Longman.



Instructional
strategy—minimize
unnecessary cognitive
load

Teach essential DSM
tasks first, one at a time
Sequence instruction
from simple to complex
ideas & skills

Adjust speed and
abstractness of
instruction to
accommodate
individual’s learning
needs

Never assume that
something is “simple”
or obvious

Confirm mastery before
moving on

Don’t squander
individual’s cognitive
resources by teaching
non-essential skills and
content, using too-
complex materials, etc.

control

Monitor symptoms; assess
whether action needed;
evaluate effectiveness of
actions

eate daily and contingency
pns that control blood
licose

© Stroh, K., & Gottfredson, L. S. Beyond health literacy: Cognitive
demands of diabetes self-management. Presented at the annual meeting of the American Association of Diabetes Educators, Indianapolis, August 2, 2012.

Coordinate meds, diet,
and exercise.
Manage sick days.

Determine when & why
blood glucose is out of

Remember td

drinks & read
Remember to

take BGs &R
Recall effects of
exercise on
glucose.

Anticipate effect
of exercise &

foods on blood
glucose.

measure foody

|
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Bloom'’s taxonomy of
educational objectives
(cognitive domain)*

Simplest tasks

1. Remember

recognize, recall,
Identify, retrieve

N

. Understand

paraphrase, summarize,
compare, predict, infer

3. Apply
execute familiar task,,
apply procedure to
unfamiliar task

4. Analyze
distinguish, focus, select,
integrate, coordinate
5. Evaluate
check, monitor, detect
inconsistencies, judge
effectiveness
6. Create

hypothesize, plan, invent,
devise, design

Most complex tasks

*Revised 2001: Anderson, L. W., &
Krathwohl,D. R. A taxonomy for learning,
teaching, and assessing: A revision of
Bloom's taxonomy of educational
objectives. NY: Addison Wesley Longman.



Risk of cognitive overload!

DSME

Especially when cognitive

{/ \ resources are
weak or declining

DSM is O DSME @
complex
job

VL
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Bloom’s taxonomy of
DSM educational objectives
tasks differ iﬂ (cognitive domain)*
complexity e Simplest tasks

drinks & read b 1. Remember

Diabetes Disaster Averted #11: Label Literacy Remember o sl (el
take BGs g1 \\ Identify, retrieve
| am a dietitian working as a diabetes educator. | often work with patients on RoeeettEliects of
insulin, and teach insulin to carb ratios and correction factors... exercise on
_ glucose. \ 2. Understand
Fatients nezg paraphrase, summarize,
 effect compare, predict, infer
5e &
plood
3. Apply

execute familiar task,,
apply procedure to
unfamiliar task

4. Analyze
— distinguish, focus, select,
/ / integrate, coordinate

5. Evaluate
check, monitor, detect
inconsistencies, judge

/ effectiveness
He has not been the only patient who gets confused by this.

Marilyn Baker, MS, D CIE == 6. Create

Take home message: hypothesize, plan, invent,
devise, design

Most complex tasks

*Revised 2001: Anderson, L. W., &
Krathwohl,D. R. A taxonomy for learning,

teaching, and assessing: A revision of
© Stroh, K., & Gottfredson, L. S. Beyond health literacy: Cognitive Bloom's taxonomy of educational

demands of diabetes self-management. Presented at the annual meeting of the American Association of Diabetes Educators, Indianapolis, August 2, 2012. objectives. NY: Addison Wesley Longman.




Diabetes Disaster Averted #51: Careful Listening Saves
Lives
A few years ago, | was working as a Nurse Practitioner in an endocrinology practice. One

of my longstanding elderly patients, age 82, called me to report that the paramedics had to
come to her house because she passed out....

| scheduled her for an appointment the next day, and 1ok her history. She'd had diabetes for abaut
16 ymars, and was faking a long acting insulin at bedtime and rapid acting insulin before her meals. |
reviewed her activities of the day {meal times, insulin doses and times, and activily level). She
reported that she had her dinner, and then next thing she knew she was passed out at the dinner
table. | performed a complete physical exam, which was normal. | was ready to order a battery of lab
tests, and considering testing her for gastroparesis since it appeared that she'd had a severe
hypoglycemic reaction so soon after eating.

| reviewed her recent episode with her again, stating "so you ate your dinner, and then you passed
out...” at which paint she interruptled with *na, | did not eat my dinner, | HAD it, it was right in front of
me an the table, and then | passed out...." The conclusion was that she had a sewvere hypoglycemic
reaction because she delayed her dinner.

Leszon learned: Obfain a complete history from the patisnt, choosing words carefully, and make

sure you and your pafienf are speaking the same language and have the same meaning! The lesson
learned from this case saved a ot of time and maney from winecessary lesting and work wp.

Lowize De=Risa, MSH, CRHP, CCRC
Coordinator, Vascular Clinical & Translational Research Center

University of Pittsburgh

She did not accurately remember (“eat dinner”) the DM ed,
She did not understand (“eat vs had meal”),

Could not apply instructions appropriately,

Could not analyze her situation

Could not evaluate what she did wrong



Older adults with diabetes

IV. Criteria for evaluating quality and relevance of
assessments

*DSM=diabetes self-management
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What is most important to know
e about this patient
* right now
 and why?

T 3
v

VL

)




Is the assessment tool

Clinically relevant ?
Valid ?
Reliable ?
Useful ?

For your elderly patient ?



Criteria for evaluating assessment tools

e Clinical relevance: Is what you intend to measure, really

worth measuring?
— In this population*®
— For my purposes

e Validity: Does this tool really measure it?
— In this population

e Reliability: Does it provide results precise and consistent

enough for my purposes?
In this population

o Utility: Do the benefits of using it outweigh the costs/harm?

— In this population

*Here, older adults with diabetes



Single Item Literacy Screen (SILS)

“How often do you need to have someone help you when you

read instructions, pamphlets, or other written material from

BMC Family Practice 2006, 7:21

your doctor or pharmacy?”

1-Never
2-Rarely
3-Sometimes
4-Often
5-Always

Difficulty reading
and understanding
printed health related material.
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1. Clinical relevance

Is what you intend to measure,
really worth measuring?

1 High priority patient behavior or outcome?

A big causal influence? Hhow?do you know
that?
d Malleable? (fixable) ™ Good evidence, or
. _ A
O In my intended population?__ mostly supposition:

[ Results would guide instructional decisions



2. Validity

Does the tool really measure what it claims to?

 Am | really clear about what | want to measure ?

1 Does this tool really measure it?
O Solid evidence?
O Label is poor guide

— Same label often means different things (e.g., “quality of life”)
— Different labels often mean same thing (e.g., “literacy” & “cognitive

ability”)
O Testimonials are poor guide

. Any validation for older adults?




3. Reliability

How precise and consistent are the results this tool
provides?

. Margin of error (if “continuous” variable)?

1 Or, rate of false positives and false negatives (if categorical)?
d Accurate enough for my intended use?

[ Any evidence for older adults?

Evidence matters, popularity does not.



4. Utility

Do the benefits outweigh the costs/harm of using this
tool?

(J Acceptable to patients & providers?
J Comprehensible to users?

J Feasible for practical use?
O Expense; time to administer, score and record; flow of work; staff
d Consequences of collecting and using the info?

O Benefits of true positives and negatives
O Harm of false positives and negatives

Evidence matters, wishful thinking does not



Older adults with diabetes

V. Most useful assessments for older adults

*DSM=diabetes self-management
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Assessment Realities

» Myriad assessments, but few validated for older adults

» Older adults have a more complicated DSM job

» Older adults tend to have fewer cognitive resources for
learning and doing DSM well

» But they differ enormously—one size does not fit all



The most useful assessment tools for the elderly
answer these questions:

1. What is most important, right now, for this patient to learn to do DSM?
2. What are the major barriers to this patient learning to do DSM?

3. What is the most effective way to teach this patient ?

And meet these criteria:

Clinically relevant
Valid
Reliable
Useful



Recall........

» Many of your patients/clients will:

— have complex medical problems,
— experience heavy burdens in self-care,
— but have fewer physical and cognitive reserves for effective self-care.

» Patients’ physical and cognitive health trajectories will differ

WIdEly Vf?‘-/?‘fﬂ/'

f’,/v/

y nev »{ﬁ//r’




Contact Info:

kathy.stroh@westsidehealth.org

osottfred@udel.edu



mailto:kathy.stroh@westsidehealth.org
mailto:gottfred@udel.edu
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