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Learning Objectives

1. Name the 3 major building blocks of the 2012 National 
Standards for Diabetes Self-Management Education.

2. Name the overarching goal of DSME.

3. Name the objectives of a DSME program and of the educators.

4. List the benefits of a DSME program.

5. Identify the requirements and process to become an AADE-
accredited or ADA-recognized DSME program.

6. Name 2 types of DSME program curricula for purchase.

7. List commonly-cited barriers to patient attendance in programs.

8. Explain the proven strategies for reducing these barriers.



Key Definitions

• DSME = Diabetes Self-Management Education

o Term the American Diabetes Association (ADA) and 
American Association of Diabetes Educators (AADE) 
use to cover full range of diabetes self-management 
education services

• DSMP = Diabetes Self-Management Program

o Term that Stanford University uses for its diabetes self-
management program

• DSMT = Diabetes Self-Management Training

o Term the Centers for Medicare & Medicaid Services 
(CMS) uses for DSMT benefit available to Medicare 
beneficiaries



• DSMS = Diabetes Self-Management Support

oType of support provided can be behavioral, educational, 
psychosocial or clinical

oReceipt of a customized DSMS plan for patient with 
diabetes (PWD) is required, per the NSDSME

Key Definitions



• NSDSMES = National Standards of Diabetes Self-
Management Education and Support, 2012; implemented 
1-1-14

o Developed by joint task force of ADA and AADE, and 
other stakeholders in 2012

o DSMT program must adhere for achieving:

 Accreditation AADE or recognition by ADA

 2 organizations approved by CMS for granting 
certification to DSMT programs

 Certification process is primarily based on NSDSMES

Key Definitions



Diabetes Self-Management Education Defined

• According to American Association of Diabetes Educators 
(AADE), DSME defined as: 
“a collaborative process through which people with or at 
risk for diabetes gain the knowledge and skills needed to 
modify behavior and successfully self-manage the 
disease and its related conditions. The intervention aims 
to achieve optimal health status, better quality of life and 
reduce the need for costly healthcare. 4

• Certified diabetes educators (CDEs) utilize DSME curricula 
that engage participants in informed decision-making, 
and reinforces self-care, problem-solving behaviors and a 
collaborative approach with their healthcare providers to 
improve clinical outcomes.5



• Goal:  To achieve optimal health status, better quality of 
life and reduce the need for costly healthcare. 4

• Diabetes is serious public health concern in U.S.:

o 7th leading cause of death in U.S. in 2011. 1

o For PWDs, risk of death is 2 times that of person of 
similar age who does not have disease. 2

o Nearly 26 million adults and children have diabetes.3

o 79 million have pre-diabetes; many do not know it.3

o Diabetes is 7 times more prevalent in people >65 yrs
compared to those in 20-44 age group.3

Overarching Goal of 
Diabetes Self-Management Education



• Improve entire spectrum of patient’s outcome measures by:

oMotivating and empowering the PWD to participate in 
informed decision making about his/her care and 
treatment with members of the health care team

oReinforcing and supporting the patient’s diabetes 
problem solving

oDiabetes educators actively collaborating with patient’s 
health care team in care and treatment decisions

oReinforcing and supporting the patient’s healthy diabetes 
key self-care behaviors

Overall Objectives of Diabetes Self-Management 
Education Program and of Educators 5



AADE7 Self-Care Behaviors™ 6

Source: http://www.diabeteseducator.org/ProfessionalResources/AADE7/
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• Healthy People 2010 objective regarding DSME: 60% of 
PWD should receive formal diabetes education.6

• Proportion of PWDs who receive DSME is very small!4

oEstimates vary from 1% to more than 50%

oNational (2005) survey data: 54.3% of PWDs had 
attended some type of DSME class

oPer 2007 Roper U.S. Diabetes Patient Market Study: out 
of 16,660,000 PWDs, 26% or 4,249,000 have seen 
diabetes educator in past 12 months

oCMS reimbursement data: 1% of Medicare beneficiaries 
with diabetes received DSMT in ‘04 and ‘05

Why Have a  
Diabetes Self-Management Education Program?



• Per ADA’s 2015 Standards of Medical Care in Diabetes7:

o “People with diabetes should receive DSME according to 
National Standards for Diabetes Self-Management 
Education and Support at diagnosis and as needed 
thereafter.

o Effective self-management, quality of life are key 
outcomes of DSME; should be measured, monitored as 
part of care.

o DSME should address psychosocial issues, since 
emotional well-being is associated with positive 
outcomes.”

Why Have a  
Diabetes Self-Management Education Program?



• Increase revenue in your organization via health care 
insurance reimbursement for DSME/T:

oMedicare Party B pays for DSMT; 2015 rates are:

Why Have a  
Diabetes Self-Management Education Program?

Rates*, Facility and Non-Facility:

G0108, individual, 30 min: $48.46 – $68.11
G0109, group, 30 min:       $12.05 – $18.43

*Rates also vary per geographic region.



oMost private and commercial plans cover and pay for 
DSMT/E in primary care settings:

 At least 46 states required private payor coverage for 
diabetes-related services/supplies

Many specifically require DSME/T coverage

• Increased revenue via your DSME patients receiving other 
diabetes-related services in organization:

oLab tests…vaccinations…therapies…medical exams and 
treatments….Rx medications….etc.

Why Have a  
Diabetes Self-Management Education Program?



• Increased revenue via your DSME patients receiving other 
non-diabetes related services in organization:

oSurgeries

oInpatient admissions

oEtc.

• Is vehicle of ‘goodwill’ in the community for your 
organization

Why Have a  
Diabetes Self-Management Education Program?



AADE Accreditation and ADA Recognition of 
DSME Programs

Comparison:

• Both support the NSDSME

• Either can certify your DSME program, which is required 

for Medicare Part B reimbursement

• Differences:

o Organizations themselves

o Slight differences in:

 Interpreting NSDMSE and essential elements

 Application process and requirements



Benefits of Accreditation and or Recognition:
Spell V.I.T.A.L.

V Value of DSME program to patients, providers, payers

I Individualized education and support furnished

Increased provider referrals to DSME program 

Increased revenue to sponsoring organization

T Trusted quality of DSME program

A Adherence to evidence-based standards by instructors

Ability of organization to bill Medicare* for program

L Learned instructors with the required education and 
experience to furnish program according to NSDSMES

*Other private/commercial payers may also require for reimbursement.
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Example:  Assessment of Prevalence and Type of 
Diabetes Population in State and Local Area

• Daley County: Mostly Type 2 diabetes, >50 y/o

• Madison County: 11.4% >30 y/o with Type 2 diabetes 
compared to 8.2% in state

• State: 15% of pregnant women get GDM (elsewhere in 
US: 2-10% of pregnancies)* 

*Reference: NIH Publication No. 11–3892, February 2011

Community Needs Assessment: Identifying Your 
Target Diabetes Population



Assessment of Local Patients’ Demographics:

Age

Educational status

Literacy/Numeracy

Race/Ethnicity

Marital status

Community type

Transiency

Work status/setting

Leisure habits

Economic status

Needs Assessment: Patients in Target Population



Assessment of Local Patients’ Needs and Expectations:

What are their needs 
and expectations?

Needs Assessment: Patients in Target Population

Where do they 
receive medical care?  



Assessment of Local Patients’ Needs and Expectations:

Needs Assessment: Patients in Target Population

Availability

• Convenient hours

• Frequency of new 
group formation

• Appointments 
within reasonable 
time frame

• Emergency visits

• Tele-DSME

• Program locations

Services

• MNT/dietitian 
availability

• Weight loss 
program

• Classes (exercise, 
cooking, etc.)

• Grocery store tours

• Pump therapy 

• Support group

Other

• Where they 
receive medical 
care

• Quality / empathy 
of practitioner

• Insurance coverage

• Complimentary 
initial class?

• Patients’ DSME 
health needs met



Assessment of Local Patients’ Needs and Expectations:

Needs Assessment: Patients in Target Population

Find Groups

• Association meetings

• Fitness centers

• Grocery stores

• Church activities

• School activities

Ask Questions

• What other services would 
you like us to offer?

• What days and times should 
classes be scheduled?

• What locations would work 
better for you?

• What type of guest speakers 
would you like?

• How would you like us to 
communicate with you 
between visits?



Review of the:

National Standards for Diabetes 

Self-Management 
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The 3 Major Building Blocks of the 10 NSDSMES 

1. Structure

2. Process

3. Outcomes



Structure Standards

Standard One – Internal Structure

Standard Two – External Input

Standard Three – Access

Standard Four – Program Coordination



Process Standards

Standard Five – Instructional Staff

Standard Six – Curriculum

Standard Seven – Individualization

Standard Eight – Ongoing Support 



Outcome Standards

Standard Nine – Patient Progress

Standard Ten – Quality Improvement



The provider(s) of DSME will document an organizational 

structure, mission statement, and goals.  

For those providers working within a larger organization, 

that organization will recognize and support quality DSME 

as an integral component of diabetes care.

Standard 1: Internal Structure



Standard 1: Essential Elements/Indicators

AADE

• Clearly documented organizational 
structure of DSME Program 
illustrating the clear channels of 
communication to the program from 
sponsorship

• Documentation of program mission

• Documentation of program goals

• Letter of support from your 
sponsoring organization

ADA

• There is evidence of the program’s:

a. Organizational structure
b. Mission statement
c. Goals

• There is evidence of the larger 
organization’s support and 
commitment to the DSME program

Examples:

a. Letter of support

b. Participation of senior 
administrative personnel in the 
advisory process or onsite audit



Standard 2: External Input

The provider(s) of DSME will seek ongoing input from 

external stakeholders and experts to promote program 

quality. 



Standard 2: Essential Elements/Indicators

AADE

• Program has a documented plan for 
seeking outside input

• The program’s outreach to 
community stakeholders and the 
input from these stakeholders must 
be documented and available for 
review, annually and periodically as 
requested

ADA

• There is evidence of a process for 
seeking external input and/or 
describing activities involving 
diverse stakeholders providing 
input or feedback for program 
improvement or development.

• Single discipline programs must 
also have a healthcare 
professional(s) of a different 
discipline-other than that of the 
single discipline program.

• There is documented evidence of 
at least annual input from 
external stakeholders of the 
program.



Standard 3: Access 

The provider(s) of DSME will determine whom to serve, 

how best to deliver diabetes education to that population, 

and what resources can provide ongoing support for that 

population.



Standard 3: Essential Elements/Indicators
AADE

• Documentation identifying your 
population is required and is 
reviewed at least annually

• Documented allocation of 
resources to meet   population 
specific needs. (E.g. room, 
materials, curriculum staff, 
support etc…)

• Identification of and actions 
taken to overcome access related 
problems as well as 
communication about these 
efforts to stakeholders

ADA

• Documentation exists that 
reflects an annual assessment of:

a. Population served

b. Program resources relative to 
the population served

c. Plan to address any identified 
needs



Standard 4: Program Coordination

A coordinator will be designated to oversee the DSME 

program.  

The coordinator will have oversight responsibility for 

planning, implementation, and evaluation of education 

services.



Standard 4: Essential Elements/Indicators
AADE

• Coordinator’s resume (reflecting 
experience managing a chronic 
disease, facilitating behavior 
change, and experience with 
program and/or clinical 
management) 

• Job description describing 
program oversight (must  include 
planning, implementation and 
evaluation of the DSMT program)

• Documentation that the Program 
Coordinator received a minimum 
of 15 hours of CE credits  per 
year (program management, 
education, chronic disease care, 
behavior change) OR credential 
maintenance (CDE or BC-ADM)

ADA

• There is documentation of one 
program coordinator as 
evidenced by a job description, 
performance appraisal tool, or 
other.

• Curriculum Vitae, resume or job 
description of the coordinator 
reflects appropriate 
qualifications.

• Coordinator is CDE or BC-ADM, 
or annually accrues 15 hours of 
CE credits based on program 
anniversary date.



Standard 5: Instructional Staff

One or more instructors will provide DSME and, when 

applicable, DSMS.  At least one of the instructors 

responsible for designing and planning DSME and DSMS will 

be an RN, RD or pharmacist with training and experience 

pertinent to DSME, or another professional with 

certification in diabetes care and education, such as a CDE 

or BC-ADM.  Other health workers can contribute to DSME 

and provide DSMS with appropriate training in diabetes 

with supervision and support. 



More About Staffing

• Many, many variables impact your staffing needs…thus 
there is no tried-and-true formula or ratio!

• Following variables are to be considered: 

o 1 RN or RD or pharmacist required by NSDSME does not
have to be full time

o Hours assigned for above, plus additional diabetes 
educator hours vary, based on:

 If program at one location, or >1

 If CHWs and/or secretary will be part of program

 Total budget for program, and allotment for 
educators, CHWs, secretary



 Other responsibilities of educators, such as:

 Data management

 Marketing

 Inpatient DSME

 Operational activities

 In-service education and training programs (e.g., 
for CHWs)

 Quality management (CQI) duties

More About Staffing



 Volume of patient referrals to program

 Number of classes in a program

 Percent of patients who require individual DSME

 How often each class scheduled (e.g., morning and 

afternoon on same day)

When determining staffing, variables are not lacking!

More About Staffing



o If other services are offered:

 Support groups

 Exercise classes

 Cooking classes

 Grocery store tours

 Weight loss program

 Medical nutrition therapy

 Continuous glucose management

 Insulin pump initiation and management

More About Staffing



Standard 5: Essential Elements/Indicators (1 of 2)

AADE

• Document that at least one of the 
instructors is an RN, RD or 
pharmacist with training and 
experience pertinent to DSME, or 
another professional with 
certification in diabetes care and 
education, such as a CDE or BC-ADM 

• Current credential for instructor(s)  
(including licensure and/or 
registration proof)

• Instructor’s  resume  is current  and 
reflects their diabetes education 
experience 

• 15 hours of CE credits per year for 
all instructors annually

ADA

• At least one RN or one RD or one 
pharmacist or one certified diabetes 
professional (e.g. CDE or BC-ADM) is 
involved as an  instructor in the 
education of program participant(s).

• Clinical Instructor(s) must have valid, 
discipline-specific licenses and/or 
registrations. 

• Paraprofessional instructors must 
have supervision by a clinical or 
healthcare professional instructor 
(identified in A.1. above)  supervision 
can be demonstrated by job 
description, performance appraisal 
tool or other.

• Paraprofessional staff must 
demonstrate training or 
competencies in specific areas 
determined by the program.



Standard 5: Essential Elements/Indicators (2 of 2)
AADE

• There is documentation of 
successful completion of a 
standardized training program for 
CHWs (Training includes scope of 
practice relative to role in DSME)

• Documentation that community 
health workers (CHWs) are 
supervised by the named 
diabetes educator(s) in program

• Policy that identifies a mechanism 
for ensuring participant needs are 
met if needs are outside of 
instructor’s scope of practice and 
expertise

ADA

• All instructors must demonstrate 
ongoing training in DSME/S topics.

a. Non-certified diabetes educators 
must accrue 15 hours CE annually 
based on program anniversary date. 

b.Paraprofessional instructors must 
accrue 15 hours of in-services 
annually based on program 
anniversary date.

• Guidelines must be in place for 
determining procedure for  meeting 
participants’  educational needs when 
they are outside the scope of practice 
of instructor(s).



Standard 5: Essential Elements/Indicators (2 of 2)

• Community health workers (CHWs), aka paraprofessionals 
in DSME programs:

o Serve as bridges between their ethnic, cultural, or 
geographic communities and health care providers

o Typically of same ethnic background as program’s diverse 
population

 Thus, community people have increased trust in CHWs 



Standard 5: Essential Elements/Indicators (2 of 2)

o Fill key non-technical, non-clinical roles/responsibilities:

 Strengthening existing community networks for care

 Identifying program participants in community

 Leveraging trust of community’s diverse populations to 
urge those who would benefit from DSME to enroll

Collaborating with program’s diabetes educators by:

 Gathering patient and program

 Inputting data into software systems 

 Teaching participants on non-technical topics:

 How to cook ethnic foods with less fat and salt

 How to ‘fit in’ exercise on busy work days



Standard 5: Essential Elements/Indicators (2 of 2)

 Helping participants:

 Problem solve to better adhere to behavior goals 
(decrease barriers)

 Receive tests, vaccines, etc. on timely basis

 Schedule classes so that attendance increased

 Find avenues of ongoing support in community 
when initial DSME program ends

o Must obtain from program’s diabetes educators:

 Initial + ongoing training in specific areas per 
program requirements 

 Supervision and guidance when fulfilling their roles 
and responsibilities as appropriate 



Standard 6: Curriculum

Written curriculum reflecting current evidence and 

practice guidelines, with criteria for evaluating outcomes, 

will serve as the framework for the provision of DSME.  

The needs of the individual participant will determine 

which parts of the curriculum will be provided to that 

individual.



Standard 6: Essential Elements/Indicators 
AADE

• Evidence of a written 
curriculum, tailored to meet the 
needs of the target population, 
is submitted and includes all 
content areas listed in the 
essential elements

• The curriculum adopts principles 
of AADE7™ behaviors

• The curriculum is reviewed at 
least annually and updated as 
appropriate to reflect current 
evidence, practice guidelines 
and its cultural appropriateness 

• Curriculum reflects maximum 
use of interactive training 
methods

ADA

• Validate that education process is guided by 
reference curriculum with learning 
objectives, methods of delivery and criteria 
for evaluating learning for populations 
served (incl. pre-diabetes, diabetes type 1, 
type 2, GDM or pregnancy complicated by 
diabetes) in the 9 content areas.

• There are supporting materials relevant to 
the population served.

• There is evidence of regular review and 
revisions as needed (at least annually), of 
the curriculum and/or course materials by 
DSME instructor(s) and/or advisory group.

• There is documentation in curriculum 
(methods) or other supporting document 
which demonstrates that instruction is 
tailored/individualized and involves 
interaction.



Standard 7: Individualization

The diabetes self-management, education, and support 

needs of each participant will be assessed by one or more 

instructors.  

The participant and instructor(s) will then together 

develop an individualized education and support plan 

focused on behavior change. 



Standard 7: Essential Elements/Indicators 

AADE

• The education process is defined 
as an interactive, collaborative 
process which assesses, 
implements  and evaluates the 
educational intervention to meet 
the needs of the individual

• Individualized educational plan of 
care based on assessment and 
behavioral goal

• Documented individualized 
follow-up on education and goals 

ADA

• An assessment of participant is performed 
in following domains in prep for DSME:

a. Clinical (diabetes and other pertinent 
clinical history)

b. Cognitive (self management skills 
knowledge, functional health literacy)

c. Psychosocial (emotional response to 
diabetes)

d. Diabetes distress, support systems

e. Behavioral (readiness for change, 
lifestyle practices, self care behaviors)

• Parts of the complete assessment may be 
deferred if applicable and the rationale for 
deferment documented.

• There is evidence of ongoing education 
planning and behavioral goal-setting 
based on assessed and/or re-assessed 
needs of participant.



AADE

• De-identified patient chart  must 
include evidence of  the following 
elements:

a. Collaborative participant initial 
assessment includes minimally:

o Medical history, age, cultural 
influences, health beliefs and 
attitudes, diabetes knowledge, 
diabetes self-management 
skills and behaviors, emotional 
response to diabetes, 
readiness to learn, literacy 
level (encompassing health 
literacy and numeracy), 
physical limitations, family 
support, and financial status

ADA

• Education is provided based on 
participant need(s) and  
education plan.

• Documentation in the participant 
chart includes evidence of the 
education process: referral from 
provider (if applicable), 
assessments, education plan and 
educational interventions.

Standard 7: Essential Elements/Indicators 







Standard 8: Ongoing Support

The participant and instructor(s) will together develop a 

personalized follow-up plan for ongoing self-

management support.  

The participant’s outcomes and goal and the plan for 

ongoing self-management support will be communicated 

to other members of the healthcare team. 



Standard 8: Essential Elements/Indicators 

AADE

• De-identified chart must also 
include the following:

a. On-going Self-Management 
Support options reviewed with 
the Participant 

b. Communication to the health 
care team includes 
participant’s plan for ongoing 
support

ADA

• There must be evidence of a 
personalized follow-up plan for 
Diabetes Self Management Support 
(DSMS) as part of the education 
process either within or outside of 
the DSME program.

• There must be evidence of 
communication with other health 
care team members (e. g. referring 
provider, social services agency staff, 
school nurse, etc.) regarding 
education plan or education 
provided, outcomes and the DSMS 
plan.



Standard 9: Patient Progress 

The provider(s) of DSME and DSMS will monitor whether 

participants are achieving their personal diabetes self-

management goals and other outcome(s) as a way to 

evaluate the effectiveness of the educational 

intervention(s), using appropriate measurement 

techniques. 



Standard 9: Essential Elements/Indicators 

AADE

• De-identified chart must also show 
evidence of:

a. Collaborative development of 
behavioral goals with 
interventions provided and 
outcomes evaluated

b. Documentation and 
assessment of at least one 
clinical outcome measure 

ADA

• DSME program has a process for 
follow-up to evaluate and document 
at least one of each of the following: 

a. Behavioral goal achievement (e. 
g. healthy eating, being active, 
other)

b. Other participant outcome: (e.g. 
clinical, quality of life, 
satisfaction)



Standard 10: Quality Improvement 

The provider(s) of DSME will measure the effectiveness 

of the education and support and look for ways to 

improve any identified gaps in services or service quality, 

using a systematic review of process and outcome data. 



Standard 10: Essential Elements/Indicators 

AADE

• Evidence of aggregate data 
collected and used for analysis of 
both behavioral and clinical 
outcomes is clearly identified at 
time of application 

• Annual report documenting the 
ongoing CQI activities following 
initial accreditation 

ADA

• There is documentation of a CQI 
plan/process. (e. g. written policy, 
annual program plan, CQI  meeting 
minutes)

• There is evidence of aggregate data 
and summary for use or application 
for improvement of DSME/S (e. g. 
description of project, summary of 
aggregate data, written plan for 
improvement, using data)



Other AADE Accreditation Requirements 

• Submission of 1 complete de-identified record of patient 
who completed entire DSME program

• Submission of documents in record showing evidence of:

o Collaborative participant initial assessment 

o Collaborative development of >1 behavioral goal(s) 
with education provided and outcomes evaluated 

o Assessment of > 1 clinical outcome measure

o Individualized patient educational plan

o Educating participant in area(s )of assessed need(s)



Other AADE Accreditation Requirements 

o Individualized patient support plan

o Participation of all educators in program, and 
communication among

o Communication to referring provider after each visit

o Individualized follow-up on patient’s DSME and goals

• Telephone interview or on-site audit

o 5% of new applications selected for an audit are 
identified randomly from all initial (new) applications



Other AADE Accreditation Requirements 

• Submission (electronically or hard-copy) of other various 
documents:

o Mission and vision statement

o Evidence of sponsoring organizational support

o DSME program organizational chart that represents the 
sponsoring organization’s commitment to program

o Sample patient education handout

o Re: DSME curriculum:

 Copy of table of contents or of title page

o Names of members on program’s advisory committee



Other AADE Accreditation Requirements 

o DSME referral from provider

o For program coordinator, each level/type of instructor 
and each level/type of non-clinical staff (CHWs):

 Job descriptions

 Resumes/CVs

 Certificate of credential(s)

 Continuing education certificates of completion

 Active licenses and/or registration numbers 



Other ADA Recognition Requirements 

Nearly identical to AADE, but with these key differences:

AADE ADA

Behavioral goals in patient record >1 >2

Reporting time frames for new and 
renewal applications

Non-specific Specific

Evidence of DSME curriculum Copy of table of 
contents or of

title page

Copy of full section of 1 
assigned content area 

of  curriculum 

On-site audits conducted annually 5% or up to total of 70 
of recognized programs

Average length of time to review 
application & supporting documentation

2 - 6 weeks Up to 30 days

Communications regarding application 
review and status 

Call via telephone and 
email by Director 
and/or Manager

All, via online portal on 
ADA website



DSME Program Certification Cycle 

Both AADE and ADA have the same specific requirements 
to maintain accreditation/recognition 

4 year cycle:

• Annual status report

• Change of status report

• Audits

o Medicare

o AADE or ADA



AADE Accreditation Structure

 

AADE Accreditation 
Regulations 

 

BRANCH SITES 

 

COMMUNITY SITES 
Sites are within same 
healthcare entity 

  Required. Sites cannot be from different  
  business entity umbrella 

 

  

  Not required (can be library, fitness center) 

Sites have independent 
operations 

 Yes. Operate semi-independently from parent 
site. 

  Do not operate independently from parent                 
  site 

 
DSME program and 
oversight structure 

 Must be same as parent site (is copy of  
 with minor alterations for specific target  
 population needs).  

 
    

 Must be same as parent site (is copy of  
 with minor alterations for specific target  
 population needs). Site offers extended copy of 
program. 

Same state as parent site   Yes. Sites must be in same state.   Yes. Sites must be in same state. 

Cost   Each branch location that receives own      
  certificate requires additional $100 fee  

 No additional cost for <10 sites on original  
 application 

Target population Can be different from parent site Must be same as at parent site 



AADE Accreditation Structure

 

AADE Accreditation 
Regulations 

 
Regulations 

BRANCH SITES COMMUNITY SITES 

Curriculum Can be different from parent site Must be same as parent site (carbon copy) 

Staff Can be different from parent site Must be same as at parent site 

Program coordinator  Must be same as at parent site. All 
communications between AADE DEAP for 
branches and program as a whole will go 
through program coordinator 

 Must be same as at parent sit. All 
communications between AADE DEAP for sites 
and program as a whole will go through program 
coordinator 

Advisory group Must be same as parent site Must be same as at parent site 

CQI Can be different from parent site Must be same as at parent site 

P & P Can be different from parent site Must be same as at parent site 

Forms Can be different from parent site Must be same as at parent site 

Accreditation certificate  Get separate, customized certificate. 
Certificates generated with ID number and 
name of parent site DSME program but branch 
site programs can also add additional ID 
number qualifier to allow for separate billing 

 

  No separate certificate. Gets copy of parent    
  site’s certificate with its community site’s name   
  on it 

 

Billing  Can bill separately and independently under 
own NPI 

  Parent site bills under its NPI 

Audit  Have potential to be audited even if parent  
 site not chosen for an audit 

 Not audited 

Website posting  Listed separately  Unlisted 



ADA Recognition Structure 

 

Distinctions between multi-sites and expansion sites 

  Multi-site Expansion Site 

Curriculum Can be different from primary site Must be same as at parent multi-site 

Staff Can be different from primary site Must come from same pool of staff as at parent 
multi-site 

CQI Can be different from primary site Must be same as at parent multi-site 

Policies and 
Procedures 

Can be different from primary site Must be same as at parent multi-site 

Forms Can be different from primary site Must be same as at parent multi-site 

Certificate Site receives separate Recognition 
certificate 

Site receives an approval letter not a certificate 

ERP Website Program is listed and searchable by zip 
code on ERP website. 

Expansion sites are not listed or searchable on 
ERP website. 

Fee $100 per additional multi-site per 
Recognition Cycle 

No additional fee for unlimited expansion sites 
within the same state or 100 miles of the multi-
site 

Parent multi-site is the site that the expansions site expands out from. 



AADE and ADA Initial and Renewal Fees 

AADE

Initial and Renewal application fees 
per program accreditation 4 year 
cycle:

a. DSME program initial and renewal 
application fee: $900.00 

b. Community Sites: free 

c. Branch Locations: $100.00 per 
each location 

ADA

Initial and Renewal application fees as 
of April, 2015 per program recognition 
4 year cycle:

a. DSME program initial and renewal 
application fee: $1,100.00 

b. Expansion Sites: free

c. Multi Sites: $100.00 per 
additional site



Estimated Time Frame for Achieving 
AADE Accreditation or ADA Recognition

• Just like with determining your staffing needs, many 
variables affect how long it will take to achieve this gold 
standard of quality:

o How many people and how many hours per day or per 
week can be dedicated to the work

o Pre-existing knowledge of these people of NSDSME and 
requirements

o If DSME program already implemented (as >1 patient 
must completed entire program as part of application)

 If not, if approvals must be sought by administration 
(may require written proposal)



Estimated Time Frame for Achieving 
AADE Accreditation or ADA Recognition

o If staff must be hired….and trained

o If relationship with area providers needs to be 
developed as DSME referral is required documentation 
in DSME patient record submitted with application

o BIGGEST VARIABLE: If all turn-key materials required 
for accreditation/recognition available to worker-bees 
Examples:

 DSME Program Policy and Procedure Manual that 
aligns with current 10 NSDSME

 Patient handouts, forms, worksheets
 Provider forms
 Medical record forms and templates
 Medicare compliant referral form



Estimated Time Frame for Achieving 
AADE Accreditation or ADA Recognition

Bottom line estimates on next slide….

Please note that these are author’s ‘best guesses’ 

based on her experience and networking with 

educators across the U.S. for many years!



Estimated Time Frame for Achieving 
AADE Accreditation or ADA Recognition

Estimated Time Frames*
for Achieving 

Accreditation or Recognition

Dedicated Time 
to Achieving Certification

without Turn-Key Materials*

No
DSME Program 
Implemented

DSME Program 
Already

Implemented

5 hours per week 24 months 18 months

10 hours per week 20 months 14 months

15 hours per week 16 months 10 months

20 hours per week 12 months 6 months

*With turn-key materials, estimated time frames reduced by 50%!



DSME Program Curricula

• NSDSME require approved written curriculum which:

o Reflects current diabetes self-management evidence 
and practice guidelines

o Has content outline

o Specifies topics to teach

o Suggests teaching strategies, patients’ clinical and 
behavior goals, etc.

o Defines participant learning objectives

o Suggests methods of delivery

o Suggests strategies for evaluation of learning



• Several ready-made, quality DSMES curricula are for 
purchase

• Complete curriculum must include:

o Learning objectives

o Methods of teaching

o Methods to evaluate whether learning has taken place

• Per NSDSME, entire core curriculum may be taught by an 
instructor from one discipline: RD or RN or pharmacist

DSME Program Curricula



• Examples of published curricula: 

oAmerican Diabetes Association

oAmerican Association of Diabetes Educators

oInternational Diabetes Federation

oInternational Diabetes Center, Park Nicollet

DSME Program Curricula



DSME Program Curricula



DSME Program Curricula



DSME Program Curricula



DSME Program Curricula



DSME Program Curricula

• Maine Diabetes Self-Management Training (DSMT) 
Curriculum

o Maine Diabetes Prevention and Control Program, 
Division of Population Health, Maine Center for 
Disease Control and Prevention

http://www.maine.gov/dhhs/mecdc/population-
health/dcp/documents/DSMTProgramManual2013.pdf



DSME Program Curricula: Example of Lesson Plan



DSME Program Curricula: Example of Lesson Plan



DSME Program Structural Design: 

Align with Medicare 

DSMT Reimbursement Coverage Rules



DSME Program Structural Design: One Example

• Goal of this 6 week DSMT program design is to provide 
each participant with an individual assessment and 
education plan that has been developed collaboratively 
by participant and instructor{s) to direct the selection 
of appropriate education, interventions and self-
management support strategies:



Workshop Overview – Activity Session 1 Session 2 Session 3 Session 4 Session 5 Session 6

Overview of self-management and diabetes:
Reducing Risk 

Making an action plan: Reducing Risk
     

Monitoring: Monitoring      

Nutrition/Healthy Eating: Healthy Eating
   

Feedback/problem-solving: Problem 
Solving     

Preventing low blood sugar: Reducing Risk


Preventing complications: Reducing Risk


Fitness/exercise: Being Active  

Stress management: Healthy coping 

Relaxation techniques: Healthy coping
 

Difficult emotions: Healthy coping 

Monitoring blood sugar: Monitoring 

Depression: Healthy coping 

Positive thinking: Healthy coping 

Communication: Healthy coping 

Medication: Taking medication 

Working with healthcare professional:
Reducing Risk 

Working with healthcare system: Reducing 
Risk 

Sick days: Healthy coping 

Skin and foot care: Monitoring 

Future plans: Reducing Risk 



DSME Program Structural Design: Topic Table Mats

• Conversation Maps™ for DSME by Healthy Interactions:

o Embody principles of adult learning

o 3’ by 5’ map visual featuring pictures and metaphors 
that promote discussion and learning throughout the 
class and beyond

o Educators trained to use support materials to:

 Stimulate engaging discussions

 Guide patients toward developing individualized 
personal action plan

http://c.ymcdn.com/sites/www.chronicdisease.org/resource/resmgr/diabetes_proj
ects/edge_implementation_kit_fina.pdf



Conversation Maps™ for Diabetes 
by Healthy Interactions





DSME Program Structural Design: 
Mary Ann’s Own Design 

• 8 visits total (individual and group) to furnish:

o 10 hours of initial DSME, and

o 3 hours of initial Medical Nutrition Therapy (MNT)

 Design matches maximum number of hours 
reimbursed by Medicare for each benefit

 Refer to separate hard copy of this design furnished 
as supplement to presentation



Visit #1 1 Hr Group DSME Medicare DSMT coverage:

• 10 initial hrs in 12 
consecutive months:

o Required: 9 hrs group if 
no special needs Rx’d

o Optional: 1 hr individual

Medicare MNT coverage:

• 3 hrs in initial calendar yr:
o Group or individual

Visit #2 2 Hrs Group DSME

Visit #3 2 Hrs Group DSME

Visit #4 2 Hrs Group MNT

Visit #5 1 Hr Individual MNT

Visit #6 2 Hrs Group DSME

Visit #7 1 Hr Individual DSME

Visit #8 2 Hrs Group DSME

On next 3 slides is complete, actual design of 
Mary Ann’s 13 hour combined DSME/MNT Program. 

Also see separate Word document of same.



Refer to separate Word document 

furnished as supplement to this presentation!







DSME Program Structural Design: 
Mary Ann’s Own Design 

• 6 visits total (individual and group) to furnish:

o 10 hours of initial DSME

 Design matches maximum number of hours 
reimbursed by Medicare for DSME benefit

 Refer to separate hard copy of this design furnished 
as supplement to presentation



Visit #1 1 Hr Group DSME Medicare DSMT coverage:

• 10 initial hours in 12 
consecutive months:

o Required: 9 hrs group if 
no special needs Rx’d

o Optional: 1 hr individual

Visit #2 2 Hrs Group DSME

Visit #3 2 Hrs Group DSME

Visit #4 2 Hrs Group DSME

Visit #5 1 Hr Individual DSME

Visit #6 2 Hrs Group DSME

On next 3 slides is complete, actual design of 
Mary Ann’s 10 hour DSME Program. 

Also see separate Word document of same.



Refer to separate Word document 

furnished as supplement to this presentation!











I just want

to curl up

and go to

sleep after 

THAT talk!





1. American Association of Diabetes Educators

2. AADE Guidelines for the Practice of Diabetes Self-

Management Education and Training (DSME/T) ©2009,

3. American Diabetes Association

4. Juvenile Diabetes Research Foundation

5. Academy of Nutrition and Dietetics

6. American Association of Clinical Endocrinologists

7. National Diabetes Education Program

8. Diabetes Action Research and Education Foundation

Resources for DSME and MNT 



9.  Diabetes Care and Resources Toolbox

www.nehc.med.navy.mil/bumed/diabetes/diabetes/diabet

10. Diabetes Care Quality Improvement: Resource Guide, US 

Dept. of Health and Human Services, Agency for 

Healthcare Research and Quality, National Institute of 

Diabetes, Digestive and Kidney Diseases

11. State-Based Diabetes Prevention and Control Programs

12. National Diabetes Education Initiative



13. American College of Physicians Diabetes Portal

14. American Heart Association

15. National Kidney Foundation and State Affiliates

16. Medline Plus (service of U.S. National Library of Medicine, 

National Institutes of Health)

17.  National Kidney and Urologic Diseases Information 

Clearinghouse

18. National Kidney Disease Education Program

19. Weight-Control Information Network

20. Diabetes Exercise and Sports Association 

21. Endocrine Society    



22. National Diabetes Information Clearinghouse

23. Centers for Disease Control and Prevention

24. National Certification Board for Diabetes Educators 

25. Dept. of Veteran Affairs, Veterans Health Administration
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