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Hassenfeld Children’s Hospital at NYU — Pediatric

Multidisciplinary Team Volume and
Members Demographics

Diabetes Center

Ped Endo MD: 5
PNP: 1
Ped Endo Fellows: 3

CDCES: 3RD, 2RN
Staff RN: 1

Social Worker: 1
Psychologist: 0.5 FTE
Child/Adol
Psychiatrist: 0.2 FTE
Neuropsych: 0.1 FTE

Child Life: shared
Family Advisors: 5
Research Team: 2.2

~450 patients with T1D
for more than one year
receiving ongoing care
~600 patients seen at
Diabetes Center

Newly diagnosed
patients per year:
~70

Insurance:

~ 50% public

Race:

~ 50% White

~ 10% Black

~ 5% Asian

~ 35% Unknown/Other
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Background

» Youth with T1D require care throughout the day regardless of
their setting.

School staff require diabetes management education and supportso
that students with T1D are able to remain successfulin the
academic/childcare setting.

Children with diabetes require:

« Accomodations +  Substitutes/hallway

- 504 plans/meetings monitors/all staff being aware

- IEP plans/meetings «  Special teachers being aware

« DMAF *  Afterschool/sports care

- Supplies in nurses » Care during field trips
office/classroom +  Emergency drills/go bags

« Technology *  Emotional support

« Yearly training — *  Phoneftech support

glucagon/diabetes
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Problem Identified
There was no official/streamlined education plan for

patients

returning back to school after type 1 diagnosis for our

Policies &
Procedures

I I People

Everyoneinvolved lacked “\Provider, staff, youth and family concerns, diagnosis
resources and time

Schools unableto provide supportand
education necessary to all staff at diagnosi

avery stressful time
No plan/program,
No identified contact person at school or diabetes cenxer

Childcare settings are notall set up to
provide the care necessary'when first

diagnosed

School and school staff resistance/concern

No official plan at diagnosis due to theindixig'Kzed

nature of type L diagnosis
Unclear who will provide educatio
».

»

Limited staff/lack-of-time/money/rules and guidelines

Process
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QI Project

* The purpose of this quality improvement (QI) project was to
increase school diabetes education sessions by 20% each
year, over the first three years following the development of a
diabetes education and support program at a NYC diabetes
center.

« Additional aims include:

* improving the quality of care and education provided to schools by
beginning a school program

- offering programsand initiatives
* improve NYC DOE/DOH collaboration
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School Education Program for Children at the
NYU Pediatric Diabetes Center

Ql initiatives began- Summer 2020

CDCES RN was designated to lead this program and be the one to
provide in-person and remote education sessionsto schools and
childcare settings

Additional initiatives:

Reached out to schools/childcare programs at diagnosis

Created option for additional schooland diabetes class at diagnosis
School education events:

- Safe at School Event for families

« School Staff Education day

Continue to meet with other NYC diabetes centers about diabetes
management at schools, discussionabout NYC DMAF/504, CDCES
staffing for schools, etc.
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e
Ongoing Initiatives

« 2021-2022

» Create dedicated email and phone number/cell phone for school
liaison

» Create online option forrequesting schoolforms using RedCap

* Quarterly Zoom program for educators and parents of children with
diabetes

« 2022-2023
*  Monthly Zoom program for educators and parents
* Schoolbags made at diagnosis for child to bring supplies to schools

* Protectstaff time of schoolliaison RN, CDCES for schoolrelated
tasks

* Surveys and questions administered to staff who use RN, CDCESto
assess needs and identify challenges for families and staff

« Planning of 2024 school conference Sy
7 UL e



Results of School Education Program

« To assess the school diabetes education program growth we reviewed

the number of in-person and remote education sessions provided to
our patient’s schools.

« 2020-2021: 26 sessions
o 2021-2022: 35 sessions
o 2022-2023: 60 sessions

« Education sessions increased each year by more than 20%

* Results from surveys administered to school staff were also reviewed
to understand unmet needs:
* Question: Do you feel proficient with diabetes technology?
* 51 respondents
17 strongly agreed/agreed
» 27 reported having limited education/understanding
7 disagreed/strongly disagreed E5Ty Sirorens
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School Education Sessions by Year
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Quotes from School Staff

“‘NYU staff offered support to my school in the past two years,
which was vetoed by the Principal. However, | am still able to call
the NYU staff personally as a resource.”

“It is good to refresh skills before school starts. Not every year

there is student with diabetes and so it is always nice to refresh

skills. Diabetes technologies change all the time. Thank you for
doing this.”

“We need consistent support form the health care provider,
parent and the school administration.”
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Future Steps

« Continue to assess needs of schools and patients
« Qualitative interviews and surveys
* Knowledge assessments
* Monitor patient outcomes (HbAlc, TIR, etc.)
* Pre-record educationsessionsto help RN, CDCES save time
« Modules for all staff to help provide more education
« Specificallyfor diabetes technology and updates
* Increase events — planning Feb 2024 event
« Continue to ensure student needs are being met

* Legal action as needed/continue meeting with other NYC diabetes
centers

- g
R Ty
11 ? »* AT NYU LANGONE



Conclusion

« With ongoing initiatives our center was able to increase
diabetes education sessions to schools

« Biggeststep was creation of a Diabetes at School Program/staff
member

* Need fordiabetes education and supportfor school staff is growing

* Nurses and school staff are utilizing the NYU school liaison and
are requesting individual education sessions and attending
continuing education events

 Additionally, school nurses report a need for education on
diabetes technology

« This will only increase due to the release of improved and new
technology
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Patient Involvement to Improve New
Onset Type 1 Diabetes Mellitus Education
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Background

+ Little research exists on the transition from inpatient to outpatient care in
pediatric patients with newly diagnosed Type 1 Diabetes Mellitus (T1D)

« Our practice does not have a standardized approach for inpatient new
onset diabetes education

o Patients and providers have reported knowledge gaps

« Engaging patients in decision making can improve quality of care and
patient outcomes

* Objective
o Standardize and improve diabetes education for those with newly
diagnosed T1D by utilizing patient/family feedback
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Aim

Standardize
diabetes
education for
patients with
new TID by
utilizing
patient and
family
feedback

KDD for Inpatient to Outpatient Education

Primary
Drivers

Change Ideas

Health
Literacy/Education
and Support

Set small patient-and provider- .
selectedgoals withclear action steps

Test patient/family knowledge
at discharge with readiness assessment
Accessibility to translated materials

Patient education

Provider education

Surveys for patients newly diagnosed withe
TiDM

Diabetes Readiness Quiz prior to
discharge to assess knowledge

Additional visit with CDCES scheduled
at dischargeto reinforce diabetes
education

Additional carb counting materials
New T1DMclass

Peer support

Standardize diabetes educationfor
providers

Additional materials for carb counting

Family Focus Group
Peer support groups

New onset classes

Glucose monitoring

Insulin / monitoring /nutrition .
interactions
Continue quick accessto CGMs

Appropriate education for blood sugar
checks

Psychosocial
Support

Connect patient with mental health .
provider at diagnosis

Providers to address mental health at
appointments, talking to patients one-on-
one




Methods
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Provider Patient Utilize Improve
Survey Survey CDCES/RD patient
May 2023  June2023  June2023  SUV€y
response
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July 2023
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Family
Focus
Group
Involvemen
t

Sept 2023

Standardiz  Develop

e new Diabetes
onset Readiness
education Quiz
Sept 2023 September
2023
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Patient and Provider Surveys

Provider survey: response rate 65%
Patient survey: response rate 44%




Difficult Concepts - Inpatient

Provider Responses

® Insulin dosing and corrections (36%)

® Hypo and hyperglycemia (20%)
Carb counting (16%)

m Return to school (16%)

A

u Sick day management (8%)
m Understanding diabetes (4%)

m Exercise (0%)

@ Weill Cornell Medicine
Pediatrics

Patient Responses

-

= Insulin dosing and corrections (20%)

= Hypo and hyperglycemia (10%)
Carb counting (60%)

m Other (0%)

m Sick day management (0%)

m Understanding diabetes (10%)

u Exercise (0%)

2 NewYork-Presbyterian
Komansky Children’s Hospital



Difficult Concepts - Outpatient

Provider Responses Patient Responses

m Carb counting (31%)
® Education gaps (48%) Sitn dosine (23%)
nsulin dosing (23%

= Pharmacy/supply issues (33%) Hypo and hyperglycemia (23%)

Coordinating follow up care (14%) m Diabetes technology (15%)

m Diabetes tech (5%) Coordinating follow up care (8%)

®m Pharmacy/supply issues (0%)
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Patient Input

—_— Patient Survey

eTopics to be reinforced inpatient-
*"How to getback to your normal dayto day life after being diagnosed with diabetes. Es pecially for the children with
going back to school andjustlearningandunlearningnew and old habits."

e"Return to school. That was hardest for me to wrap myheadaround. It’s all soincredibly overwhelmingin
the beginning andyou are just tryingto figure out how to make it fromdayto day. Some practical tips from
parents would be helpful to add to the wonderful booklet you distribute would be helpful."

eTopics to be reinforced outpatient-
e "Carb counting and when to do corrections. More about the honeymoon phase"
*"Low bloodsugars"

— Family Focus Group

eMore teachingforemergency medications priorto discharge
eTeaching videos priorto discharge to reinforce topics
*More community support-parent groups, virtual new-onset class post discharge

£\ ay s e A :
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Standardizing New Onset Teaching

Diabetes team
meeting to
standardize
education

Diabetes
Knowledge
Assessment

® Weill Cornell Medicine

e Sick Day Management
e Overnight Blood Sugar Management
e Ketone Management

» Goal to give out to 1 patient in October 2023
e At first outpatient visit post diagnosis

e Translate to Spanish

e Social work to review for health literacy

22
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Conclusions and Next Steps

Continue to streamline diabetes education

eCDCES visit1weekafterdischarge

eAdditional resources needed-
eHandouts for patients and providers on difficult to understand topics
eCarb counting booklet

Diabetes discharge videos

eGrant Funding

Patient and parent involvement

eNew onset surveys
eFamilyfocus group
eMonthlyclass for new diabetes diagnosis

Additional community and school support

- oo | N
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Background

* In 2022, CHLA was invited by T1D Exchange to participate in QI PROJECT INCREASING
EQUITABLE ACCESS TO CONNECTED PEN DATA USE AND SHARED DECISION MAKING IN
THE T1DX-Ql COLLABORATIVE

Hospital

Increase connected pen dosing data availability
by 10% from baselinein 9 months

Increaseshared decision-making documentation

usingthe Diabetes Technology Assessment tool
for eligible patients on connected pens by 25%
from baselinein 9 months

Increasebyatleast5%, the patientson a
connected pen with a clinically significant HbAlc
improvement of 0.5%

Reduce by 5% racialinequitiesin the availability
of connected pen insulin dosing reporting for
clinical management

Increasetime spent educating patients on
connected pen use

Implement standardized workflows to improve
clinical efficiencies.

Children's» Keck School of

LOS ANGELES

Medicine of USC
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Existing patient on | or new et T1D patient

Clinician and patient agree to proceed with smart pen use

|¢

Ordering

Clinician or assistant emails order form Clinician prescribes insulin cartridge

(Gl skt et s e e i) to Medtronic electronically to patient's pharmacy

Authorization

|¢

Medtronic investigates insurance Family pays $35 if not covered by
benefits insurance

Medtronic ships pen to patient/family

Smart pen setup

Medtronic rep contacts patient to arrange virtual teaching

Smart pen use

Family sends PDF report to clinician for review when

Family uses smart pen for insulin dosing 1T e e

Emd ’.?2.5 Keck School of
LOS B\NGELESA Medicine of USC
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Communication/Shared decision making Develop tools to help facilitate discussion Cycle 1: 5 MDI
Cycle 2: 5MDI & 5 CGM
Cycle 3: Independent Clinician

Figure 5: Diabetes Technology Assessment questions

How much do you agree with these statements?

1) Diabetes technology has made my life better

1 2 3 4
Strongly disagree Disagree Neutral Agree Strongly agree
2) Diabetes technology has made my life easier

1 2 3 4 5
Strongly disagree Disagree Neutral Agree Strongly agree
3) Diabetes technology has made my health better

1 2 3 4+ 5
Strongly disagree Disagree Neutral Agree Strongly agree

4) Diabetes technology does more good than bad

1 2 3 4 5
Strongly disagree Disagree Neutral Agree Strongly agree
5) I am lucky to live in a time with so much diabetes technology

2 3 4 5
Strongly disagree Disagree Neutral Agree Strongly agree

ﬁh"df.“—‘_"'f Keck School of
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Communication/Shared decision making Develop tools to help facilitate discussion Cycle 1-3: DTA
Cycle 4: Technology Laminate
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Communication/Shared decision making Develop tools to help facilitate discussion Cycle 1-3: DTA
Cycle 4: Technology Laminate
Cycle 5: Technology Sample Box

Childrgn'lsg’ Keck School of
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Medtronic InPen Smart start Pilot program

Medtronic

InPen Access Program

Your InPen Sample Expires On

gglsdrﬁgfg' Keck School of
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Results

* Between December 2022 to April 2023, we documented 45 total share decision makinginstances
(N=34 for type 1, N=11 for type 2 diabetes; 18 already using continuous glucose monitor [CGM]).

19 CGM (65%)

29 optedfor
technology
changes (64%)

8 insulinpump
(28%)

6 SmartInsulin

Pen (20%)

ﬁrggdgﬁg'fg' Keck School of
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Results

* Among patients interested in the SmartPen, none succeeded in
initiating smart pen.
* Barriers to Smart Pen
* copay requirement
* lack of insulin cartridge samples in clinic to facilitate in-clinic
device training
* poor responsiveness when trainer reaches out to family.

ﬁhildrgn'fg' Keck School of
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Clinic process change: technology sample boxes are now
placed in every patientroom for our cliniciansto utilize when
discussing technology with family

ﬁhildrgn'fg' Keck School of
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Integrated Diabetes Education
and Support (IDEAS) Program
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Background

« Atour Diabetes Center in 2022, the percent of patients with TLD who were admitted to the hospital
with DKA or another acute complication of diabetes:

— 7% of youth with T1D and public insurance
— 2% of youth with T1D and private insurance
- The national rate of DKA in youth with established T1D is 6-8%.1

+  DKA is a potentially fatal complication of diabetes with both short- and long-term health
consequences: cerebral edema, renal injury, electrolyte imbalances, rhabdomyolysis, DVT, PE,
among others.?2

+  DKA is more prevalent in those with fewer resources, mental health or other health challenges.

1EL-Mohandes N, Yee G, Bhutta BS, et al. Pediatric Diabetic Ketoacidosis. [Updated 2023 Apr 9]. In: StatPearls [Internet]. Treasure Island (FL): StatPearls Publishing; 2023
Jan-. Available from: https:/www.nchi.nim nih.qov/books/NBK 470282/

2Glaser N, Fritsch M, Priyambada L, Rewers A, Cherubini V, Estrada S, Wolfsdorf JI, Codner E. ISPAD clinical practice consensus guidelines 2022: Diabetic ketoacidosis
and hyperglycemlc hyperosmolar state. Pediatr Diabetes. 2022 Nov;23(7):835-856. doi: 10.1111/pedi.13406. PMID: 36250645.

INDIANA UNIVERSITY
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Integrated Diabetes Education and Support (IDEAS) Program

* We started the IDEAS program to:

* Organize the resources and support available for families struggling to maintain
metabolic control (financial, social, school, and health behavior support);

* Increase patient knowledge of how to reduce the risk of having a repeat
diabetes related hospitalization;

* Better direct clinic and outpatient resources toward higher risk patients.

* Pilot program

* Patients with T1D who were admitted in the hospital/or in the ED for diabetes related
reason who are at highrisk for readmission in the next 2 years as determined by
provider/diabetes educator, should be referred to the IDEAS Program.

» SW, Diabetes Educators, Health Educator/Coach.

INDIANA UNIVERSITY

SCHOOL OF MEDICINE

=

iley Children’s Health

= Indiana University Health




Key Driver Diagram

Primaryaim:
IDEAS patients will
not require
hospitalization for
DKAin next 6
months

Secondary Aim:
Improve HbA1lc by 2%
over6 months if HbAlc

is >8%

Tertiary Aim:
Facilitate use of CGM

Health

nand support

Data systems

Glucose
Monitoring

Self-management

Access to Care

Patient Care Equity

Psychosocial

support

Primarydrivers

Literacy/Educatio

Diabetes educator visitat IDEAS clinic
to address #1 concern

[ Telehealth option

Patient/family
engagement

Schedule next 2 follow-ups ]
)
J

[ Future: patient/family advisory group

Capturedatainthe EMR ]

Discuss satisfaction/efficacy with
mode of insulindelivery

Help CGM access if not on already ]

Provide handout
Patient care navigator ]
[ Misit ]

Offer integrative health coaching ]

INDIANA UNIVERSITY

I'IJ SCHOOL OF MEDICINE

ﬁ Riley Children’s Health
= Indiana University Health



PDSA Cycles

t he made s d/c from hospital.
+ Allow SW to heI|5 with an intake for those that may benefit A
8  from health coaching. <

» Sick day and technology stations went live

" " "  — x x

4| ¢ Reinvigorate IDEAS: Remind educators, physicians.

INDIANA UNIVERSITY

4oy Riley Children’s Health
SCHOOL OF MEDICINE

Y- Indiana University Health




Results

_ 2022 DKA (n=58) IDEAS Referrals (n=14)

Age at the time of hospitalization, 12.91[3.47] 13.9[1.8]
mean [SD],years
Sex (%) 45% M 64% M
Race/ethnicity
Non-Hispanic Black 18% 36%
Non-Hispanic White 69% 57%
Hispanic 5% 7%
Unknown 8%
Insurance 71% public 71% public
Technology use
CGM Prescribed- 79% Using CGM- 50%
Pump 18% %
Most recent HbAlc (%), mean [SD] 10.0%[2.1] 12.2%[2.5]
# DKA events*, mean [SD] 1.82 [1.27] 0.92 [1.5] (insulin omission most common)

INDIANA UNIVERSITY

SCHOOL OF MEDICINE
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Results

20
. All consulted with a LMSW
. One participated in integrative health coaching; had reductionin 15
HbAlc (-1.9 %). 52
5y
< Seven had repeatHbA1c 21 (mean 3.1 + 1.3 months) after p> 10+
baseline. o
I
. Trend towards reductionin HbAlc (13.1% vs 10.8%, p=0.16) 5
. One of eleven had a DKA episode after participation in the 0 T T
program.
S
» That participant had a history of 5 DKA episodes in the prior year 0‘90 ¥©
and has had 1 DKA admission after enrolling in IDEAS. This ? QO

participant has not been admitted to the hospital in past 4 months

and HbAlc has decreased from14.4% to 12.3%.
’ ° Figure 1: HbA1c at baseline and at

most recent follow-up visit.
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Session Objectives

* Improve communication between patients/families
and diabetes care team.

 Incorporate the voice of the consumer by
Increasing the exchange of ideas for improvement
between patients/families and diabetes care team.

« Establish a greater sense of camaraderie among
patients/families and providers.

q@f} NATIONWIDE CHILDRENS

When your child needs a hospital, everything matter



Interventions

Family Focus Group Program Development

. i * |Identify and select diverse,
Alm Kev Drlvers appropriate Patient/Family
participants
Family centered groups for Patients and Family < * Send invitation letter with follow-

up calls to recruit

patients and families with
diabetes focusing on sharing

perspectives on ways to improve * List roles and responsibilities
* Identify and select from staff

clinic experience by meeting . . . oL
. L * * Recruit for interest and availabilit
with clinical staff two or three Pl for each event Y

times annually.

-~

* Identify current Ql initiatives

Discussion Topics ] Wherefeedback would be helpful =
list of issues
. Deve!op “Barrier” sit_uation and )
Diabetes Patient/Family sqlutlon worksheetsin partnership
with DE staff
Centered Care
Journey to Best Outcomes Event Logistics Y+ schedule / Duration
* Location
. * Materials / Equipment
Global Aim * Refreshments
A
Mﬁ NATIONWIDE CHILDREN'S

When your child needs a /ﬂm/nm/ ever) )!/rmq matters.



Diabetes (DM) Patient/Family Focus Groups (FFG)
PDSA 2018 - 2023

Family Focus Group Program Implementation

PDSA 4: 3/10/2020 Focus: Coping, anxiety, self PDSA 8: 4/26/2023 Focus: Acute care visits,
care, connecting families, peer support; and sick [ ication with diabetes team, prior
day management. Continued affirmation of value authorizations (PA’s), My Chart, TrialNet.

Continued affirmation of value of FFG

of FFG
PDSA 3: 11/7/2019 Focus: Holiday meals and 6

recipes, family stories, and CGM education.
Continued affirmation of value of FFG

PDSA 7: 7/14/2022 Focus: DIISC Team; pattern
management, DASH school health program,
Family Centered Perspective to diabetes
management. Continued affirmation of value of

FFG
PDSA 2: 4/16/2019 Focus: Safe driving, seeking
conference topics of interest, clinic flow
dissatisfiers, and composite score. Participants PDSA 6: 9/30/2021 Focus: Prior authorization and
shared great ideas and encouraged more FFG diabetes technology, pattern management, mental
health, and diabetes communities support
agencies. Participants shared feedback and
encouraged more FFG
PDSA 1: Pilot FFG 10/04/2018 Focus: Self glucose
monitoring and outpatient diabetes clinic 6
scheduling and clinic flow. Participants gave
excellent feedback, received enthusiastic response v PDSA 5: 2/25/2021 Focus: HIPPA, mind/body
for concept of FFG relaxation, care coordination; T1D and COVID,
BCMH, CGM, Pump Education, and emergency

a visits in ED/ UC. Great feedback.



Leadership

Diabetes team members
meet with patients/families
2-3 times annually in
evenings, with dinner
provided. Agenda items are
preplanned and presenters
pre-selected.

%‘f} NATIONWIDE CHILDREN'S

When your child needs a hospital, everything matters.



Content

The topics that have been discussed
to date include, diabetes daily
management, sick day
management, DM technologies,
school diabetes resources, medical
handicap/insurance, and strategies
and resources for coping with DM.

&NATIONW[DE CHILDRENS

When your child needs a hospital, everything matters.



Feedback

Our groups encompass
diversityin age,
gender, ethnicity, race,
SOCio-economic
backgrounds, allowing
for families to correlate
their experiences with
different families with
diverse backgrounds
and needs.

‘f)NATIONWIDE CHILDREN'S

When your child needs a hospital, everything matters.



Results

* Session participation has demonstrated encouragementin a
desire of patients/families to increase their technology usage,
improve emotional support, develop coping mechanisms,
decrease difficulty with social determinants of health, and
improved health literacy.

» Additionally, this has allowed the DM team to identify areas for
practice change to best meet needs of patients and families.

* Some of the feedback testimonials include: “I do not feel alone”,
“Great to feel our feedback matters”, “We are all on different
paths but still some similarity”.

I}NAT[ONWIDE CHILDRENS

When your child needs a hospital, everything matters



Thank you for your
Interest!
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	Slide 1:   Implementation of a School Diabetes Education and Support Program  Jeniece Ilkowitz, RN, MA, CDCES, Chris Lally, RN, CDCES, Vanessa Wissing, RD, CDCES, Mary Pat Gallagher, MD  The Hassenfeld Children’s Hospital, Pediatric Diabetes Center at NYU
	Slide 2: Hassenfeld Children’s Hospital at NYU – Pediatric Diabetes Center
	Slide 3: Background
	Slide 4:   
	Slide 5: QI Project 
	Slide 6: School Education Program for Children at the NYU Pediatric Diabetes Center
	Slide 7: Ongoing Initiatives
	Slide 8: Results of School Education Program
	Slide 9:  School Education Sessions by Year 
	Slide 10: Quotes from School Staff 
	Slide 11: Future Steps 
	Slide 12: Conclusion
	Slide 13: Thank you!  The authors would like to acknowledge and thank the Dubin Family Fund for their ongoing support of this program. 
	Slide 14: Patient Involvement to Improve New Onset Type 1 Diabetes Mellitus Education
	Slide 15: Background
	Slide 16:  KDD for Inpatient to Outpatient Education
	Slide 17: Methods
	Slide 18: Patient and Provider Surveys
	Slide 19: Difficult Concepts - Inpatient
	Slide 20: Difficult Concepts - Outpatient
	Slide 21: Patient Input
	Slide 22: Standardizing New Onset Teaching 
	Slide 23: Conclusions and Next Steps 
	Slide 24
	Slide 25: Strategies to Improve Smart Pen Uptake – Lessons Learned from a Pediatric Diabetes Center
	Slide 26: Background
	Slide 27
	Slide 28
	Slide 29
	Slide 30
	Slide 31: Medtronic InPen Smart start Pilot program
	Slide 32: Results 
	Slide 33: Results 
	Slide 34
	Slide 35: Integrated Diabetes Education and Support (IDEAS) Program
	Slide 36: Background
	Slide 37: Integrated Diabetes Education and Support (IDEAS) Program
	Slide 38
	Slide 39: PDSA Cycles
	Slide 40: Results
	Slide 41: Results
	Slide 42: Thanks and Acknowledgements
	Slide 43: Diabetes Patient and Family Focus Group Program: A new initiative to incorporate the voice of the consumer!
	Slide 44: Session Objectives
	Slide 45
	Slide 46
	Slide 47: Leadership
	Slide 48: Content
	Slide 49: Feedback
	Slide 50: Results
	Slide 51: Thank you for your interest! 

