Diabetic Case Manager Role and Responsibilities

Role:
The Diabetic Case Manger (DCM) is: an individual that works with identified Diabetes Mellitus Collaborative (DMC) patients, on a one-on-one basis and in group sessions, to best address issues of diabetes management and control.

Responsibilities:
1. Remind patients of key care standards and identified self-management goals, such as regular eye exams or HgbA1c tests.
2. Contact patients concerning the attendance of follow-up appointments and referrals. 

3. Remind patients to bring medication bottles to all diabetes collaborative visits.

4. Manage data and update flow-sheet after each DMC visit.

5. Address questions concerning medicines, test results, or instructions that they receive from their Primary Care Providers (PCP).

6. Discuss diabetic care issues that they may find confusing.

7. Discuss injury-prevention techniques and maintenance of skin integrity, including foot care and fall-prevention.

8. Screen for depression and assess quality-of-life. Collaborate with PCP, Medical Assistants and Social Workers to ensure issues are being addressed.

9. Provide quality-of-life, pain, palliative-care counseling and address advanced directives.

10. Regular mailings of standards-of-care reminders and other educational materials.

Diabetic Case Manager Role and Responsibilities cont.

Point-by-Point detailed instructions:
1. Remind patients of key care standards and identified self-management goals, such as regular eye exams or A1c tests.
· Locate self-management goals in patient file. 

· Remind patient of identified goals.
· Emphasize areas of improvement and areas where improvement is needed.
· Ask patient if they have questions or concerns regarding identified goals.  Do they understand their selections?  

· Provide patient with materials (written and/or verbal) that may assist in successful goal accomplishment AND that they identify as significant (ie., there little point in giving out reading or verbal material if 1) patient does not read, 2) patient is disinterested and/or 3) the material is not culturally appropriate). 
2. Contact patients concerning the attendance of follow-up appointments and referrals. 

· DMCs will meet with patients directly after DMC visits with PCPs and/or call by phone to make sure that:

 
1) Appointments are schedule appropriately.

2) Patients both know about and attend scheduled appointments at CRHS and 
    outside referrals.

3) Educate patients on importance of scheduled referrals, ie. why eye and/or dental     

    appointments are critical to the overall health of diabetics.  May provide literature or 

    materials on subjects as appropriate.
3. Remind patients to bring medication bottles to all Diabetes Collaborative visits.

· Call patients by phone 1-2 days prior to each DMC visit and remind them to bring in medicine bottles.  Can be used as an opportunity to remind patients of scheduled DMC visit in general (see  #2).
4. Manage data and update flow-sheet after each DMC visit.

· See PCP, Mark, Mary Ellen or Rachel for detailed instructions .  
5. Address questions concerning medicines, test results, or instructions that patients receive from their Primary Care Providers (PCP).

· Using a variety of DMC established education models/tools, address patient questions and concerns. Approach PCPs with difficult queries. 
· Encourage patients to contact their DCM without hesitation as questions/concerns arise. Provide DCM phone number.
6. Discuss diabetic care issues that patients may find confusing.

· Ask patients at points of contact (during phone calls or in person) if they have questions/concerns.  Address as required.
7. Discuss injury-prevention techniques and maintenance of skin integrity, including foot care and fall-prevention.

· During person-to-person visits, share materials and information regarding the above. Utilize educational materials/methods as appropriate to patient needs. 
8. Screen for depression and assess quality-of-life. Collaborate with PCP, Medical Assistants and Social Workers to ensure issues are being addressed.

· See Depression brief/pt template in SOAPware.  Discuss with PCP
9. Provide quality-of-life, pain, palliative-care counseling and address advanced directives.

10. Regular mailings of standards-of-care reminders and other educational materials

· Discuss weekly at DMC meeting.

· Send out information as requested keeping a record of what was sent when and to whom 
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