Michigan Department of Community Health

Division of Chronic Disease and Injury Control

Diabetes and Other Chronic Diseases Section

Certified Diabetes Self-Management Education Programs

Annual Report**


Program Name:                                                                                                                      

Coordinator Name:                                                                                                      

Fiscal Year Cycle:   Beginning Date 10/1/2007 to End Date 9/30/2008
                                  (Change default dates if necessary)


Mission Statement
Include your mission statement:             
Are you achieving this mission?   FORMDROPDOWN 

    If no, why?              
Give one example of how your statement supports your organization’s mission:             
Any plans to change the mission statement next year?  FORMDROPDOWN 

    If yes, describe:             
​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​

Organizational Structure
What department do you report to in the organization?             
Is your placement within the organizational structure working?  FORMDROPDOWN 

    If no, why?              
Are there communication problems between your program and the organization?  FORMDROPDOWN 

    If yes, identify an area for improvement and your plan of action:             
​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​

Program Goals/Objectives   (for reporting period listed above)

1)             
    Goal met?  FORMDROPDOWN 

    If no, discuss why and plan for next year:             
2)             
    Goal met?  FORMDROPDOWN 

    If no, discuss why and plan for next year:             
3)             
    Goal met?  FORMDROPDOWN 

    If no, discuss why and plan for next year:             
4)             
    Goal met?  FORMDROPDOWN 

    If no, discuss why and plan for next year:             
Advisory Group
Number of official contacts/meetings the advisory group had?  FORMDROPDOWN 

Select all disciplines and stakeholder groups represented on the advisory committee: 

     FORMCHECKBOX 
  RN
     FORMCHECKBOX 
  RD
     FORMCHECKBOX 
  MD
     FORMCHECKBOX 
  DO
     FORMCHECKBOX 
  MSW

     FORMCHECKBOX 
  PT
     FORMCHECKBOX 
  Chaplain
     FORMCHECKBOX 
  Community Member(s)
     FORMCHECKBOX 
  Former DSMT Participant
     FORMCHECKBOX 
  Administrator
     FORMCHECKBOX 
  Pharmacist
     FORMCHECKBOX 
  Other
How do you assure all members participate?             
Any changes anticipated?  FORMDROPDOWN 

    If yes, describe:             
​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​

Resources
Briefly describe your staffing situation (disciplines, FTEs, # CDEs, CHWs, etc.):             
    Is this adequate to serve your target population?  FORMDROPDOWN 

    If no, describe plan of action:             
What curriculum do you use?  FORMDROPDOWN 

    If other, what is the curriculum’s name?             
    Date of last review/revision/update by you and/or your staff?      
Any equipment or supplies needed to better serve your population?  FORMDROPDOWN 

    If yes, describe what and plan of action:             
Is your budget adequate to allow you to serve your population?  FORMDROPDOWN 

    If no, describe need and plan of action:             
    Briefly describe how you participate in the budget process:             
Any changes related to resources anticipated for next year?  FORMDROPDOWN 

    If yes, describe what and plan of action:             
Population
Describe who you are trying to reach (“Target population”):             
Who did you actually see (“Actual Population”): Please provide demographic data

            
If target and actual populations differ, please discuss:             
Any anticipated changes/plans to reach target population better next year?  FORMDROPDOWN 

    If yes, describe:             

Participants Access
Total number of referrals received: 0
Number of “new” enrollees: 0
Number of “return” enrollees: 0
Number of “new” who completed: 0
Number of “return” who completed: 0

Number of “no shows”: 0
How do the overall numbers compare to last year?             
Any trends noted?  FORMDROPDOWN 

    If yes, describe:             
Any problem areas noted?  FORMDROPDOWN 

    If yes, describe:             
Self- Management Support (DSMS)

Percent of all participants that completed their education plan (“new” and “returns”) and received a personalized plan for on-going self-management support: 0%
Percent of those plans that were communicated to the referring provider: 0%
What is your usual method for addressing on-going support need?  FORMDROPDOWN 

    If other, describe:             
Any problems related to DSMS identified?  FORMDROPDOWN 

    If yes, describe:             
Any changes planned for next year?  FORMDROPDOWN 

    If yes, describe:             
Post-Education Follow-ups
When do you initiate post-education follow-up?  FORMDROPDOWN 

    If other, describe:             
Number of participants reached for post-education follow-up: 0
How does that number compare to previous year(s):             
    Is this rate satisfactory?  FORMDROPDOWN 

Participant behavior change measure used:  FORMDROPDOWN 

    If other, describe:             
TABLE: Include only those participants who completed their education plan and were reached for post-education follow-up. If not using AADE 7, type over default categories.

	Category
	Number who chose this goal
	Number reporting success
	Actual %

achieved
	Program benchmark

	Healthy Eating
	0
	0
	0%
	0%

	Being Active
	0
	0
	0%
	0%

	Monitoring
	0
	0
	0%
	0%

	Taking Medication
	0
	0
	0%
	0%

	Problem Solving
	0
	0
	0%
	0%

	Healthy Coping
	0
	0
	0%
	0%

	Reducing Risks
	0
	0
	0%
	0%


Method for measuring “successful” behavior change as reported by participants:  FORMDROPDOWN 

    If other, describe:             
Program benchmarks met/exceeded:  FORMDROPDOWN 

    For those not met, describe possible reasons and your plans to address next year:             
Briefly discuss your findings and implications for practice:             
Program Outcome (only one is required to be tracked)
Which program outcome did you track:  FORMDROPDOWN 

    If other, describe:             
Describe your results:             
Plan for next year tracking:  FORMDROPDOWN 

    If a different outcome chosen, which one and why?             
Continuous Quality Improvement Process

What CQI process or software do you use at your organization?             
Briefly describe your CQI project with results:             
CQI plans for next year:  FORMDROPDOWN 

    Briefly explain your decision based on problem-solving principles:            
Other Comments

Is there anything else you wish to comment on regarding your program (achievements, awards, etc.) that was not covered in the above questions?             

Next fiscal year Program Goals/Objectives (SMART):

1)             
2)             
3)             
4)             

Thank you for submitting your annual report to MDCH by January 31, 2009.

** Note: Documentation supporting all answers should be available at the time of a site visit.
Working definitions: “New”= no past formal DSMT, “Return”= history of past DSMT


                                  “No Show”= referral received but person never seen


                                  “Post-education follow-up”= Contact after DSMT completed 


Reminder: New enrollees+ return enrollees+ no shows= total referrals








