











TO BE COMPLETED BY THE TEAM

Written contributions to this plan by persons other than those
indicated at the bottom of this page should be signed.

Considerations for Care Planning Identified:

Method of learning:

U Special learning needs (e.g., literacy, language, etc.):
U Religious, family, or cultural influences:
a

Problem Areas ldentified:

U Nutrition QO Exercise/Activity

4 Alcohol U Financial concerns/Access to supplies

U Personal beliefs/Non acceptance

Comments:

Barriers to attending follow up (e.g., transportation, time, etc.):

U Insulin/Medication U Monitoring U Smoking

d Other:

U Insufficient supports and/or stressors

Patient Priorities

Follow up: Q Individual instruction Q Group instruction QO Weight check only
4 Other: Date:
Referral: 4 Social Work/Psychology 4 Eye specialist U4 Foot care services 4 HCNS/VON
4 Other: U none
Date Name (Print) Signature Initials Discipline

Nondiscipline-specific portions of the initial assessment form were completed by

Q PDt aORN
d Other

Pregnancy Initial Assessment
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PREGNANCY

MEDICATION SHEET
DIABETES CENTRE

Medication Allergies:

Instructions:

. Include non-diabetes medication and over the counter (OTC) medications and supplements.

[J No
JYes

See Pregnancy Flow Sheet for insulin and oral anti-hyperglycemic agents (OAA).

. Provide signature and initial at bottom of the page. Initial all entries.

Initial visit:

. Subsequent visits:

Date and record all pertinent medication information (including dosage and frequency). Pay particular attention to folic
acid & prenatal supplement. Initial.
Add new meds and (V) “New Med” column. For dose changes to existing meds, date Dose change (A) column (use

current visit date), indicate new dosage, and initial. If med has been D/C, (\), date (use current visit date), and initial.

Date
(d/mly)

01/02/06

Example:

Medication

Ferrous Sulphate

Dosage
& Freq.

300 mg/
od

*In

Dose
A

(01/04/06)
300 mg/
bid

Dose
A

Dose
A

DIC
Q)

New
Med

(date) (date) (date) Sdateg S\/Z

Folic acid

J No
JYes

[ Preconception

Sig = Signature; *In = Initial

Sig/In:

Sig/In:

Sig/In:

Diabetes Care Program of Nova Scotia May 2006




Date Medication Dosage *In Dose Dose Dose D/C New
(d/mly) & Freq. A A A ) Med

(date) (date) (date) Sdatel S\/Z

Sig = Signature; *In = Initial

Sig/In: Sig/In: Sig/In:

Diabetes Care Program of Nova Scotia May 2006



PREGNANCY FLOW SHEET
DIABETES CENTRE (DC)

Complete on each visit. Check box or record information as
appropriate. See back of form for key. Shading indicates
optional completion if already recorded on prenatal form.

Date of diagnosis:

Type of diabetes: 01 O 2 O GDM O IGT of Pregnancy O Prediabetes

Prepregnancy BMI:

Target weight gain:

=

Record lab ketone value. Indicate if blood (b) or urine (u).

LNMP: BLOOD GLUCOSE LAB DATA TREATMENT
L D Insulin/OAA Nutrition Therapy* Exercise** Comments
DATE |A Wks P MED Fasting | P | Q A TSH/ Prot/ (Type, Dose, Time, Frequency)
B Gest U C|A 1 Free | Micro
(a) (c (d) (e) C T4 (9) (i) Ad ()| Circle Type
Y O|H O |Meter 1 1
N dO M O 2 2
A JL 3 3 3
FC O 4 4
Lab TDD = A O A O 5
Y O(H O |Meter 1 1
N O/M O 2 2
A dJL O 2 2
FC o Lab TDD = A O A O 5
Y H O |Meter 1 1
N dO M O 2 2
A L O 3 3
FC O 4 4
Lab TDD = A O A O 5
Y H O |Meter 1 1
N O/M O 2 2
A L Od 2 2
FC o Lab TDD = A O A O 5
Y H 3 | Meter 1 1
N dO M O 2 2
A L O 3 3
FC O 4 4
Lab TDD = A O A O 5
Y H O |Meter 1 1
N O/M O 2 2
A L Od 2 2
FC o Lab TDD = A O A O 5
Y H O |Meter 1 1
N dO M O 2 2
A L O 3 3
FC O 4 4
Lab TDD = A O A O 5
Y H O |Meter 1 1
N O/M O 2 2
A L Od 2 2
FC O Lab TDD = A O A O 5
(a) Seen at the lab only. Not a DC visit. Yy O N O * Nutrition Therapy (Indicate type of meal plan provided; **Exercise (Circle appropriate # based on categories
(b) Record weight change. e.g., 1600 cals, CHO counting, Insulin: CHO Ratio, | Na, below and write type of exercise in the adjacent column).
(c) Dipstick for protein in urine. Checked during DC visit. etc.) In the adjacent column, indicate adherence (Ad) to 1. Consistent moderate exercise (= 30 min/day, = 5 times/wk.)
(d) BP med. Check Yes (Y), No (N), or change A from previous visit. See Medication Sheet. recommendation by circling appropriate # based on the 2. Regular but less than recommended.
(e) Record meter on top; lab on bottom. categories noted below. 3. Irregular and/or extreme variation in intensity.
(f) Local use. 1. Follows as recommended. 4. Able but no attempt to exercise.
(g) Record proteinuria on top; microalbuminuria (ACR) on bottom. Follows = 4 days/wk. 5. Unable due to medical conditions.
(h
(

i)  Check if changed from previous visit.

2.
3. Unable/unwilling to follow.
4. Revised.




FLOW SHEET KEY

LNMP Last normal menstrual period. Record date.
EDC Expected date of confinement. Record date.
N Nurse. Check (v) if nurse seen during DC visit.
D Dietitian. Check (v) if dietitian seen duing DC visit.
(0] Other. Check (v) if other discipline seen during DC visit; e.g., physician, social worker,
physiotherapist, etc.
Wks Gest. Weeks gestation.
Kg/lbs Kilograms/pounds. Record weight. Circle measurement of choice.
Wt. A Weight change. Indicate weight change from previous visit.
SELF-CARE PRACTICES DPU Dipstick for protein in urine during DC visit.
HEALTH CARE BP Blood pressure. Record measurement.
SMBG K L_HYPO BEHAVIOURS MED Medication. Indicate if the individual is on a BP medication. Check Yes (Y); No (N); or change
from previous visit (A).
Freq | Use ¢ ngsnl]ﬁg.ts y ;mggﬂg{é D | Sm DE}’% 5 5 Int. Ft-A Foot Assessment. Indicate risk (H-High, assess every 3-4 months; M-Moderate, assess every
(Circle) |(Circle) / recommendétion) Treatment 0 0 6 months; L-Low, assess annually); or FC (Foot clinic assessment outside the DC; indicate date).
1 1 yog|vyo LAB DATA
% % NO g g QA Quality assurance. Check (v) if lab to meter comparison completed.
4 4 A1C Glycated hemoglobin.
Protein/Micro Proteinuria/microalbuminuria (ACR).
1 1 TSH Thyroid function.
% % K Ketones. Enter value and indicate whether blood (b) or urine (u).
4 4 AO | AD
SELF-CARE PRACTICES
) ; AT Appropriate technique. Check (v) if SMBG technique is appropriate.
2 2 K Ketones. Check (v) if testing ketones appropriately; note “n/a” if not applicable.
3 3 Hypo Hypoglycemia. Indicate number of episodes a week and if treated appropriately; e.g., tx /.
4 4 A | A0 : . e . . . . .
ID Diabetes identification. Check Yes (Y) or No (N) if wearing ID. Indicate n/a for diet controlled
GDM. Check A if subsequent changes and note change.
1 1
% % Sm Smokes. Check Yes (Y), No (N), or Quit (Q). Check A if subsequent changes and note change.
4 4 AO | ADO P Progress note. Check (v') to refer to progress note.
R Referral. Check () to note that the DC staff has made a referral elsewhere. Indicate referral
1 1 in the progress report.
2 2 Int. Initials. The recording health professional must initial.
3 3
4 4 A | A0
1 1
2 2
3 3
4 4 A | A0
Print Name Signature Initials
1 1
2 2
3 3
4 4 A | A0
1 1
2 2
3 3
4 4 A | A0
Frequency: Use:
1. Regular; as recommended. 1. Uses results to modify treatment (diet, exercise, meds.).
2. Regular but less than recommended. 2. Understands results; does not adjust treatment.
3. Only when feeling poorly. 3. Incorrect interpretation; inappropriate modification.
4. Does not test. 4. Does not use test results.

(i) Record eye appt. on top; dental appt. on bottom.

Pregnancy Flow Sheet Diabetes Care Program of Nova Scotia Revised March 2006 Pregnancy Flow Sheet Diabetes Care Program of Nova Scotia Revised March 2006



PREGNANCY EDUCATION CHECKLIST

DIABETES CENTRE

INSTRUCTIONS:

Instruction

Reinforcement

taught/reviewed.

Date Record date. Initial if required.
Check (v) when exhibits understanding and ability to apply.

(]

H
E
G

(
Check (V) if handouts/material given.
(

Use this column to indicate the first time the topic was

Use this column to indicate review of specific topics.

Check (V) if family/others were present for instruction.
Check (V) if topic was instructed in a group.
Indicates survival skills for appropriate treatment type.

TOPIC

Instruction

Reinforcement

Reinforcement

DATE |C|H

DATE C H|F

DATE |C/H|F |G

What is Diabetes/GDM?

Fetal/Maternal Risks*

Target Blood Glucose Values
+ SMBG/Lab

Antihyperglycemic Agents
+ Name/dosage/action/timing*

» Side effects/interactions*

Insulin
* Name/dosage/action/timing*

« Storage/preparation

« Injection/site selection/rotation

* Pens/syringes

+ Adjustment/pattern management

Hypoglycemia
+ Signs & symptoms/treatment

» Causes/prevention

» Diabetes identification

+ Recognizing patterns

* Driving (safety)

* Glucagon

SMBG
+ Purpose/frequency/timing

» Technique

+ Record keeping

» Target values/interpretation/action

» Meter care/lab comparison

Sharps Disposal*

Pregnancy Education Checklist

DCPNS - Revised January 2010



TOPIC

Instruction

Reinforcement

Reinforcement

DATE

Cc

H

DATE

Cc

H

F

G DATE CIHF|G

Infection Control*

Ketone Monitoring

Nutrition
* Healthy eating guidelines

* CHO sources/balance/consistency*

* Regular meals/spacing*

* Meal balance/variety*

+ Snacking*

* Role of macronutrients

Specific modification:
1 fat

4 sodium

 fiber

* Prenatal complaints (heartburn,
nausea, etc.)

e Other: 0O

0

Meal Plan*
* Just the Basics

™

» Simplified/menus/CFG

» Portion control

* Beyond the Basics™

* CHO counting

* Glycemic Index

+ Adjustment/revision

* Other:

Dietetic Foods/ Sweeteners

Label Reading

Special Eating Situations
» Travel

* Other:

Weight Control and DM

+ Setting goals (pre and post pregnancy)

Pregnancy Education Checklist

DCPNS - Revised January 2010




Instruction Reinforcement Reinforcement

TOPIC DATE C/IHF|G DATE CIHF|G DATE CIHF|G

+ Weight gain guidelines for pregnancy

» Effect on BG

Supplements
* Vitamins/minerals

» Folic acid

* Herbal

Exercise
» Benefits/role

* Monitoring/compensation for exercise

Sick Day Management
* Hyperglycemia/ketoacidosis

* Monitoring protocol

» Medication protocol

OTC medications

* Intake for sick days

Fetal/Maternal Surveillance Tests

Self-Management/
Complication Prevention

+ Goal Setting

- Eye care/dental care

» Foot care/skin care

* Emergency preparedness

* Other:

Postpartum Care and Follow up
* Nutrition management

» Depression

+ Stress management

Breast-Feeding

Preconception Care

Family at Risk (Prevention)

Community Resources/Supports

Other:

Pregnancy Education Checklist DCPNS - Revised January 2010




DIABETES CENTRE SESSIONS ATTENDED:

[ Previous Diabetes Teaching Where:
Group/Modular Sessions Recommended:
a Date Attended:
a Date Attended:
a Date Attended:
Comments:
Date Name (Print) Signature Initials | Discipline

Pregnancy Education Checklist

DCPNS - Revised January 2010




MEAL PLAN SHEET
DIABETES CENTRE

TIME:

CARBOHYDRATES TOTAL CHO | PRO FAT
(GRAMS/CHOICES)

GRAINS &
STARCHES

FRUITS

MILK &
ALTERNATIVES

OTHER CHOICES

VEGETABLES

MEAT &
ALTERNATIVES

FATS & OILS

GRAMS
KCAL
TOTAL KCAL %

Additional Modifications: 1 fat 1 sodium 1 fibre [ protein (1 other:

Meal Plan Given: d Beyond the Basics™ 4 other:

Present for Instruction: [ alone d spouse 1 other:

A INSTRUCTED (see checkilist)
COMMENTS:

Signature: Date:

Meal Plan Sheet Diabetes Care Program of Nova Scotia Revised March 2006




The Diabetic Foot Risk Assessment

Complete during initial assessment and at
follow-up visits as indicated.

SKIN/NAILS STRUCTURE VASCULAR
O Dry R L Hammer toes R L O Shiny skin R L
O Sweaty R L Claw toes R L O Hair Loss R L
Maceration R L Overlapping digits R L O Edema R L
Fissure/cracks R L Bunion R L Edema (weeping) R L
Corn R L Arch deformity R L Cold skin R L
Blister R L ® Amputation R L Pallor/cyanosis R L
Callus R L O Other R L Cap. refill > 3-4 sec R L
tTemp. R L Absent dorsalis pedis R L
® Skin bI;eakdown R L SENSATION Absent posteriorp tibial R L
® Ulcer R L Diminished R L O Other R L
Thickened nails R L Absent R L
Discolored nails R L Painful neuropathy R L
Deformed nails R L MOBILITY
Ingrown nails R L ¥ ROM: = toes R L O NoPROBLEMS NOoTED O
O Other R L —  ankle R L
O Gait abnormality (describe) e igned viek ratings sere oe
guide. Clinical judgment is advised for
more complex findings.
Right Left

C=Callus; F=Fissure; D=Dryness; M=Maceration; B=Blister; E=Edema; U=Ulcer
10-g Semmes-Weinstein 5.07 Monofilament Test: + = sensation present; - = sensation absent; |,= sensation diminished

FOOT CARE/FOOTWEAR
O Poor foot hygiene (includes long or poorly shaped nails)
O Needs assistance with foot care (poor vision, W mobility)
O Inappropriate footwear (poor style, condition, or fit)
O No Problems Noted

RISK CATEGORY
O LoW (Green)...cu.eueeenennennennennsnens assess in 1 year [

@® High (Red) assess in 1- 4 months O

Comments:

FOOT CARE EDUCATION

O Foot Care Questionnaire Completed
O Foot Care Education

O Foot Care Review

O Foot Risk Information Sheet Provided

FOOT CARE REFERRAL

O Family Physician O Orthotist
O Foot Clinic O Other

O Podiatrist

O Wound Care/Vascular Service

Signature:

Date:

Diabetes Care Program of Nova Scotia 2009



COMMENTS FOR THE NEXT EDITION OF
PREGNANCY AND DIABETES MANAGEMENT GUIDELINES

Please forward any comments, suggestions, and/or problems you see as you use this manual.
In order to make this manual more useful to you, we need feedback that only actual use
can provide. The DCPNS will consider these for future revisions. Thank you for your help.

Diabetes Care Program of Nova Scotia
1276 South Park Street
Bethune Building, Suite 548
Halifax, Nova Scotia B3H 2Y9
Tel: (902) 473-3219
Fax: (902) 473-3911
E-mail: dcpns@diabetescareprogram.ns.ca





