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Before you begin, please review Policy 5: Compliance Enforcement and the Annual Status and Performance Measurement Report Instructions

General Program Information:
	Date of Report:
	

	Initial Date of Accreditation:
	

	Program ID #:
	

	Name of Program:
	

	Number of Sites:
	

	Program Coordinator:
	

	Program Coordinator email:
	

	Mailing Address:
	Street: Click here to enter text.
City, State, Zip: Click here to enter text.

	Phone:
	



Program Status Updates:
	1) Has your program added or reduced any of the locations where DSMT services are provided over the past 12 months?
	Yes☐  No ☐
If yes, was AADE DEAP notified of this change via a Change of Status form?  Yes☐  No ☐

Note: A Change of Status Form is required for site changes at this time if not reported to AADE previously.  

	2) Identify the number of locations where services are provided for each setting:
	☐Academic ………………………..….……….# Click here to enter text.
☐Clinic………………………………..….……….# Click here to enter text.
☐Community Site……………..……….……# Click here to enter text.
☐Extended Care Facility……………………# Click here to enter text.
☐Federally Qualified Health Center....#Click here to enter text.
☐Health Department……………..………..# Click here to enter text.
☐Hospital Outpatient Department…..# Click here to enter text.
☐Library ………………………………………....# Click here to enter text.
☐Pharmacy………………………………….…..# Click here to enter text.
☐Physician Office……………………………..# Click here to enter text.
☐Religious Establishment……………….. # Click here to enter text.
☐Other…………………………………………....# Click here to enter text.

	3) Have there been any changes to your target population?
	Yes☒  No ☒

If yes, please provide a copy of the needs assessment completes and a detailed plan on how the change will be addressed

	4) Have there been any changes to your primary staff in the past 12 months? (Program Coordinator/Instructors)
	Yes☐  No ☐
If yes, was AADE DEAP notified of this change/s via a Change of Status form?  Yes☐  No ☐

Note: A Change of Status Form is required for primary staff changes at this time if not reported to AADE previously.  

	5) Has the Program Coordinator maintained the minimum 15 hours of continuing education required?
	Yes☐  No ☐

You may be asked to provide proof of continuing education hours

	6) Have all instructors obtained the minimum 15 hours of continuing education in the field of diabetes management and education?
	Yes☐  No ☐


You may be asked to provide proof of continuing education hours



OUTCOME MEASUREMENTS (STANDARD 9):									
THE DSME ENTITY WILL MEASURE ATTAINMENT OF PATIENT-DEFINED GOALS AND PATIENT OUTCOMES AT REGULAR INTERVALS USING APPROPRIATE MEASUREMENT TECHNIQUES TO EVALUATE THE EFFECTIVENESS OF THE EDUCATIONAL INTERVENTION.    

	7) What is the total number of patients seen in your DSMT program in the past 12 months?
	



Behavior Change Goal Achievement:
8) The following is a table provided for you to submit aggregate data on the AADE7 Self-Care Behaviors.  Please fill in the requested information or attach your own document.  
	AADE7 Category
	Number of Patients Who Chose this Goal
	Number of Patients who Chose this Goal and Completed your Program According to your policy**
	Number of Patients Who Reported Success with this goal and Completed your Program According to your Policy**
	Percentage of Patients who Reported Success with this Goal and Completed your Program According to your Policy**
(column3/column2)
	Benchmark Percentage of Patient Goal Achievement

	Healthy Eating
	
	
	
	
	

	Being Active
	
	
	
	
	

	Monitoring
	
	
	
	
	

	Taking Medication
	
	
	
	
	

	Problem Solving
	
	
	
	
	

	Reducing Risks
	
	
	
	
	

	Healthy Coping
	
	
	
	
	


**This value should not include patients who were lost to follow-up

	9) If an individual does not meet their set goal, describe your process for working with the patient:
 




Post-Intermediate or Long-Term Health Outcomes:
10)  There needs to be evidence of a critical analysis to determine the choice of a post-intermediate (clinical improvement) or long term health (health status improvement) “outcome measure.” 

	Below are a few recommended measures. These are recommendations based on common measures that programs should review. AADE has provided tables below for highly recommended outcome measures. Please indicate which measure your program tracked.  (See instructions for more information)
	Post Intermediate:
☐A1C 
☐Blood Pressure
☐BMI/Weight
☐Lipids
☐Dilated Eye Exam (past 12 months)
☐Foot Exam (past 12 months)
☐Other
	Long Term:
☐Quality of Life
☐Hospitalization
☐Reduction in ER Visits
☐Customer Satisfaction
☐Other



Aggregate Patient Clinical Outcome Information
	Clinical Outcome
	Average Baseline Before DSMT
	Average after Completion of DSMT Education and Follow-Up
	Comments if applicable

	A1C
	
	
	

	B/P
	
	
	

	BMI
	
	
	

	Other (specify)
	
	
	



	Indicator
	Number of patients who completed the exam in the 12 months prior to starting DSMT
	Number of patients who had the exam completed after starting DSMT
	Total number of patients who had the exam completed
(column1+column2)
	Comments if applicable

	Foot Exam
	
	
	
	

	Eye Exam
	
	
	
	

	Other (specify)
	
	
	
	



Continuous Quality Improvement:
	11) Please describe and/or attach your CQI Plan:  (An example of a CQI process is included in the instructions)



	12) Was your CQI Plan shared with your Advisory Board?   Yes☐  No ☐




Affirmation: Upon Completion of this Annual Status and Performance Measurement Report, please read and sign below: 
	· As an accredited Diabetes Self-Management Education Program I attest that the National Standards for Diabetes Self-Management Education Program (NSDSMEP) quality standards, accreditation program policies and procedures and the instructions for AADEs accreditation process have been and will continue to be complied.
· The administrator responsible for the program verifies that the information included in this annual status and performance measurement report is true and accurate.
· It is the responsibility of the program coordinator to notify appropriate entities and comply with their requirements in order to receive reimbursement.


Name of Person Completing Report: Click here to enter text.

Title of Person Completing Report:Click here to enter text.




Submit this form via one of three methods anytime between 30 days before or 30 days after your accreditation anniversary date.  Please refer to the Annual Status Report Instruction Booklet to help you in completing the report.  You do not need to submit this form more than once.  AADE will confirm, process and review within 30 days of receipt:

e-mail:  	deap@aadenet.org

Postal Mail: 	Attn: DEAP
		200 W. Madison, Suite 800
		Chicago, IL 60606

Fax:		312-601-4894		

The most updated, electronic Word document version of the Annual Status Report is always available on our website at www.diabeteseducator.org/accreditation 
Revised 11/16/2011
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