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1)
Outline the goals, objectives, and action plans for your project:

	Goal 1: Persons of Galveston County who have diabetes, their families or caretakers will have knowledge, skill, knowledge, and support to manage their diabetes.

	Objective 1.1:  During FY2, increase the number of participants in the diabetes classes (Take Action Program and Whisking Your Way to Health) and support groups.

	Activity 1.1.1:  Promote awareness of diabetes classes and support groups through individual coaches, community agencies, clinics, and other resources in the community.  (ie., providing promotional information to Outreach Workers in other programs, such as Community Health Nursing, Immunizations, and posting fliers in washaterias, grocery stores, etc,)

	Activity 1.1.2:  Continue to evaluate classes at the end of each class series and make changes as appropriate.

	Activity 1.1.3:  Recruit coaches to expand program into areas of the county not currently served.

	Objective 1.2: During FY2, increase the %-age of people with diabetes who have made self-management goals within the past year from 12% to 30% at the Galveston 4 C’s Clinic and 30% to 60% at the Texas City 4 C’s Clinic.

	Activity 1.2.1: Determine why %-ages of self-management goals made has been slowly decreasing at Texas City Clinic.

	Activity 1.2.2:  Provide education to 50% of 4 C’s Clinic staff who work with clients with diabetes.

	Activity 1.2.3:  Run monthly reports regarding progress toward goals and distribute to Executive Director, 4 C’s Medical Director, Nursing Supervisor, and Strategic Plan Coordinator.

	Activity 1.2.4:  Consider recognition for provider/team with highest %-age of clients with self-management goals.

	Objective 3: Implement a 6- 12 month evaluation tool to determine if clients are maintaining their healthy behaviors. 

	Activity 1.3.1: Develop questionnaire and determine appropriate ways to administer the questionnaire (mail, phone, “reunions”) 

	Activity 1.3.2: Administer questionnaire and report results to Board of Health on a semi-annually basis.


	Goal 2: Local community agencies will have sustainable working relationships that support people who are managing diabetes.

	Objective 2.1: During FY2, determine how and why agencies support the community partnership, using a community network analysis.

	Activity 2.1.1: Survey agencies to determine reasons for participation.

	Activity 2.1.2: Determine tangible and intangible support provided by each agency.

	Activity 2.1.3: Determine what, if any, other resources are needed and recruit others to participate.

	Activity 2.1.4: Activity 2.1.4: Summarize findings of network analysis and share with other projects.


	Goal 3: Investigate, strengthen, and support Community Health Coaches (CHC). 

	Objective 3.1: During FY2, determine reasons why people volunteered to become CHC’s and how to keep them engaged and involved in the project.

	Activity 3.1.1: Continue participation in the LHW (RWJ) evaluation project.

	Activity 3.1.2: Conduct local CHC “needs” assessment.

	Activity 3.1.3: Log hours worked with coaches and support provided.

	Activity 3.1.4: Determine CHC retention rates.

	Activity 3.1.5: Determine cost/benefits (tangible and intangible) of program.

	Objective 3.2: Strengthen the CHC program through increased contact with Coaches, assistance with certification, or other identified incentives.

	Activity 3.2.1: Schedule quarterly meetings which include an educational component (chosen by coaches), time for sharing re: experiences and resources known to coaches, and program updates.

	Activity 3.2.2: Develop a listserv for coaches to share information between meetings.

	Activity 3.2.3: Investigate Community Health Worker certification program and assist volunteers to become certified, if they desire.


	Goal 4: Participate in project evaluation that improves the quality of life for persons with diabetes, their families, and their caretakers.

	Objective 4.1: During FY2, increase participation in RWJ/ RTI evaluation

	Activity 4.1.1: Investigate the use of the one-page consent form.

	Activity 4.1.2: Provide regular training to CHC’s regarding the importance of participation in the evaluation.


	Goal 5: Investigate strategies for long-term sustainability of the project.

	Objective 5.1: During FY2, identify community resources and increase community awareness of them.

	Activity 5.1.1: Work with Senior Health Advisory Counsel’s community assessment, including Walk-ability assessments.

	Activity 5.1.2: Work with indoor malls and community buildings to provide measured, safe walking “trails” for people desiring to increase their physical activity.

	Activity 5.1.3: Provide above information to Jesse Tree and others in the community.



	Objective 5.2:  During FY2, investigate sources of funding for project continuation.

	Activity 5.2.1: Investigate fees for classes for persons who can afford classes or classes/ support groups at local businesses (industry).

	Activity 5.2.2: Investigate sources of monetary funding.

	Activity 5.2.3: Integrate diabetes teaching and support with other programs (clinics, WIC, St Vincent’s House, senior services)


2)
Indicate what you believe are your key lessons to be learned and describe data for collecting each:

	Key lesson
	Data to be collected

	Volunteers need support and recognition to continue participation in the program
	· # volunteers

· retention rates

· log of hours spent w/ volunteers and support provided

· survey: why volunteered and why continue to volunteer

· listing of methods of recognition

· # hours provided by volunteers in the program

	Volunteer coaches and class participants with chronic diseases require flexible scheduling because of interruptions caused by health issues.
	· Review of class attendance records

· Review of coach reports



	Classes need to be ongoing rather than a one-time series as participants have indicated a desire to complete the training by attending a 2nd series of classes.
	· class attendance records

· # participating in several class series and/or multiple class/support group activities

· 6-month participant evaluation

	Community partnerships are extremely important to the project.
	· # community partnerships 

· relationships between programs in relation to this project as well as other community projects

· description of what each partner brings to the project

· social network analysis

	Community partners are frequently unaware of what services each provides.  Regular meetings help to keep everyone up to date.
	· documentation of community partners and services provided

· activities conducted to increase awareness of services available

· Partner satisfaction survey (after each activity)

	The making of self-management goals by 4 C’s Clinic client requires support of all staff: Executive and Medical Director, nurses, and medical aides. 
	· Monthly CV-DEMS reports

· # education activities; # participants

· results of follow-up activities 




3)
 To help us prepare for upcoming site visits, please list specific questions and/or technical assistance needs that you would like us to address.

We have already had our site visit.

4)
 Please attach CVs/resumes of any new personnel if you have not previously sent them to us 

We have no new staff.

