Roles and Responsibilities of Diabetic Team Members

1.   The patient is the center of the team. Their role includes:
· Accessing their healthcare team via appropriate methods & at appropriate intervals

· Being punctual or notifying clinic (s) of an inability to meet planned appointment times

· Ensuring that pertinent personal & medical data is available to the healthcare team (e.g., self-maintained medical records, immunization/vaccination records, civilian medical records)

· Participating in the development & execution of a diagnostic/therapeutic/self-management plan

· Providing feedback to the team regarding their experience with the clinical services they have received.

2.   The Primary Care Manager (PCM) coordinates patient care. They are responsible for:

· Providing or establishing access to all elements of primary care including those specific to diabetes management (Glycemic control, lipid control, blood pressure control)

3.   Team RNs responsibilities include:
· Triage

· Health Promotion/Patient Education (Diabetes-focused)

· Basic case management

· Initiating, managing, & screening of telephone consultations

· Routine prescription refills following locally established protocols

· Facilitation of patient flow via real-time schedule management

· HM/LPN/MA diabetic education and training

· Follow-up appointing

4.   Team HM/LPN/MA responsibilities include:
· Patient escorting

· Recording Chief complaints

· Vitals, foot exam

· Documentation of medications, allergies, tobacco & alcohol status, pain assessment, learning needs assessment, post-deployment health questions

· Procedural assistance & performance 

· Follow-up appointing

5.   Receptionists/Medical Clerks contribute via:
· Patient reception

· SF600 generation

· DEERS Verification

· Collects third party insurance information

· Update CHCS demographic/contact data

· Follow-up appointing

· Telephone call screening & telephone consultation generation

· Clinic information services

· Ensuring medical record availability

· Patient notification of schedule changes

6.   Coders contribute via:
· Feedback on documentation to providers

· Education of providers regarding current coding & documentation rules

7.   Pharmacists contribute via: 

· In depth individual & group diabetic patient counseling regarding medications & devices

· Polypharmacy screening

· Healthcare team drug information & education

· Therapeutic/Clinical practice recommendations

· Collaborative diabetes disease management programs

· Monitoring & follow-up of diabetic medical regimens

8.   Case Management contributes by:
· Assessment & coordination of care for high-risk, medically complex & socially fragile diabetic patients requiring interdisciplinary involvement

· Coordination of care for diabetes-specific populations

· Coordinating the acquisition of durable medical equipment

· Regularly communicating the status of patients in active case management to the healthcare team

9.   Nutritionists contribute by:
· Providing diabetes & related condition-specific nutritional counseling to both individuals & groups

· Educating healthcare team on current nutritional guidelines

· Providing follow-up care to individuals with identified nutritional concerns

10.   Health Promotions personnel contribute by:

· Providing diabetes & related condition-specific counseling to both individuals & groups

· Promoting healthy lifestyle choices through individual & group counseling as well as marketing tools

· Educating the healthcare team on health promotion diabetes & related condition initiatives/guidelines

11.   Podiatrist contribute by:
· Providing assessment & treatment of ulcers & other diabetic-related foot problems

· Educating the healthcare team regarding foot exams & high risk feet

12.   Optometrist/Ophthalmologist contribute by: 
· Providing assessment & treatment of diabetic-related eye conditions (retinopathy)

· Educating the healthcare team regarding diabetic-related eye conditions

13.   Certified Diabetic Educator contributes by: 
· Providing diabetes education to healthcare team

· Monitors command-level aggregate & clinic-level diabetes data to ensure BUMED goals are achieved (e.g., HbA1c, lipids, preventive screening)

14.   Endocrinologist contribute by:
· Providing assessment & guidance on managing complicated diabetic patients with PCM team

· Provide education to healthcare team regarding managing diabetic patients including appropriate consultation for high risk diabetic patients

15.   Nephrologists contribute by:

· Providing assessment & guidance on managing diabetic patients with severe uncontrolled HTN or end stage renal disease & well-controlled patients with GFR < 20 cc/min (near dialysis)

16.   Population Health Coordinator/Utilization Management contribute by:
· Monitoring diabetic patients for high utilization & poor use of primary care portals of care

· Oversee the Diabetes Disease Management Program

