NOTES

MODULE 1
ASSESSING YOUR
COMMUNITY
Objectives
After completing this session, you will be
able to:
Describe your community.
Identify ways to involve the
community in the community
assessment.
Identify community strengths,
resources, and assets.
Identify community weaknesses,
limitations, and constraints.
Describe the burden of diabetes in
your community.
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1
Introduction
A community assessment is the first and most
important step in planning for a diabetes
program (or any other program) – but it is the
most overlooked step and is often skipped. It
involves the gathering and organizing of
accurate information (both community
opinions and data) to understand a
community and its needs, conditions, and
situation. Knowing your community will help
you to plan a course of action for your
community.
Doing a
community
assessment is like
finding out what
the situation is for
your canoe journey. Before you plan your
canoe journey, you have to find out about
the trees that are available to make your
canoe; the tools that are available; the length
of the journey; the wind and sea conditions;
the distance of the journey; who is available
to go on the journey; and who knows how
to build a canoe. How you plan your canoe
journey is determined by your given
conditions and situation.
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In the same way, your program planning will
depend on the conditions and situation of
your community. This is why gathering
information about your community
(description, resources, strengths, weaknesses,
programs, and diabetes data) before you
begin your planning is important. People, by
nature, are action oriented, but it is important
not to neglect this assessment step in their rush
to get their programs up and running.
"Why do a community assessment?"
To make sure that the program you are
planning is the program that the
community wants and needs;
To gain guidance and acceptance from the
community;
To base a program on research,
information, data, and facts – not on
assumptions or guesses;
To provide justification for a program;
To involve people early in the planning
process.
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2
Community
Involvement
"Why and how do we get our community
involved?"
It is important to get the community involved
from the very first step in project planning.
This means that community members need to
play an active role in assessing their own
community.
Community involvement is important for
many reasons. Community involvement and
participation will result in:
Culturally appropriate solutions to
problems;
Greater community ownership;
Improved community organization;
Greater skill in solving other problems;
Self-confidence and pride leading to
increased self-reliance;
Support (buy-in) and acceptance from the
community.
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Develop a list of key individuals and
organizations and contact them by phone or in
person. When involving the community, it is
important to let them know:
What you plan to do;
Example:

You are finding out about:
• What people think are the most serious
problems;
• Why people are or are not using
existing diabetes programs;
• What diabetes programs people want.
Why you plan to do it;
Example:

You want to:
• Help people with diabetes;
• Start a community program to help
control diabetes;
• Start a diabetes program that people
want and will use.
What role they can play;
Example:

They can help by:
• Explaining how diabetes is affecting
their community;
• Explaining what is good or bad about
the diabetes programs out there;
• Explaining what diabetes program they
would like in the community.
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3
Describing your
Community
"What is our community like?"
The description of your community will
provide relevant background information to
your project. There are many different ways
to describe a community:
By geography: as a city, a section of a city,
a county, a health district, the outreach
area of a hospital or clinic, a village, an
island, or a defined geographic area.
By population density: rural or urban.
By size of area: in miles or acres.
By social and economic characteristics:
age group (youth, elderly, etc.), gender,
ethnicity (Carolinian, Hawaiian,
Micronesian, etc), underserved, or
uninsured.
By availability of modern conveniences:
electricity, transportation, television, or
computers.
As a group of individuals who share the
same values, culture, or religious beliefs.
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4
Community
Assets,
Resources, And
Strengths
"What strengths and resources do we
have in our community?"
Knowing your community's assets will allow
you to make the most of a diabetes program.
These assets can include anything from
human resources to natural resources. By
identifying the community assets, you and
your team will be able to utilize them and
focus your efforts toward a meaningful
program. Some examples of community
assets are:
COMMUNITY INTEREST/SUPPORT/
PARTICIPATION
Is your community known for supporting
community-based programs? Do people in
the community help plan and carry out
programs? Who can get support and
participation in the community?
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HUMAN RESOURCES
People are a community's most valuable asset.
It is important to identify community members
and leaders who have participated in past
community-based programs. Can you also
identify people with potential (key individuals
who can assist in future programs)? Who can
you count on for volunteer time? Who can
provide capital (financial) assistance? Who
can provide technical assistance (training,
skills, or expertise)?
Work with your group to identify people in the
community whose support will assist with the
planning and implementation of a program.
Some suggestions are listed below:
People with diabetes from the community;
People with specific skills or knowledge
about diabetes: doctors, nurses,
nutritionists, Diabetes Control Program
coordinators, and traditional healers;
Community leaders (elected officials, civic
group leaders) who make key decisions,
are respected, or have influence over
community resources;
People who are active in volunteer
organizations;
Spokespersons for special interest groups,
such as women's groups, church groups, or
senior citizen groups.
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AGENCIES, ORGANIZATIONS, AND
ASSOCIATIONS
Identify all organizations that can potentially
assist in addressing diabetes in your
community. Which organizations can provide
financial assistance? Which organizations can
provide technical assistance (training, skills, or
expertise)? Below are some organizations to
consider:
Citizens/neighborhood associations;
Cultural organizations;
Financial institutions (banks & credit
unions);
Government organizations (State Diabetes
Control Programs [DCP] & Women, Infant,
and Child [WIC] programs);
Local businesses;
Media agencies (newspapers, newsletters,
TV, & radio stations);
Private & non-profit organizations
(colleges, universities, & hospitals);
Professional organizations (physicians’ or
nurses’ associations);
Public institutions (schools, community
health centers, & libraries);
Religious organizations (churches &
YMCA/YWCA);
Village councils;
Women's groups.
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FACILITIES
Are there places in the community that can
house or accommodate a new diabetes
program? Which facilities are being used right
now by people with diabetes and their family
members? Consider hospitals, health care
centers, state and local health departments,
schools, community colleges, gyms, churches,
village facilities, etc.
PROGRAMS AND SERVICES
Does your community have health promotion
activities and intervention programs? Find out
which programs are available in your
community. Which health care services are
available for people with diabetes?
Annual physical exams;
Diabetes screening;
Foot exams & eye exams;
Diabetes support groups;
Diabetes education;
Physical activity (exercise) programs;
Nutrition/diet programs;
Prenatal care for pregnant women with
diabetes;
Blood work-up including glycosylated
hemoglobin;
Pneumococcal (pneumonia) and influenza
(flu) vaccinations.
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When considering community assets,
take into account the different levels of
influence:
Individual factors: Individual strengths
in knowledge, attitudes, beliefs, personality,
and behavior.
Example: Generosity
Group/Community factors: Strengths of
groups such as family, friends, and peers;
social or cultural norms, and standards.
Example: Strong family support
Public policy factors: Local, state, and
national regulations, policies, and laws that
promote good health.
Example: Free health care

Environmental factors: Environmental
conditions that promote good health.
Example: Good weather for outdoor

exercise/activities
Economic factors: Economic conditions
that promote good health.
Example: Low cost of fruits and

vegetables
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5
Community
Weaknesses,
Limitations, and
Constraints
"What are some of the limitations in our
community?"
It is also important to identify factors that get
in the way of diabetes prevention and care in
the community. Take into account the
different levels of influence:
Individual factors: Individual limitations
in knowledge, attitudes, beliefs, personality,
and behavior.
Example: Low awareness of diabetes
Group/Community factors: Limitations
of groups such as family, friends, and
peers; social or cultural values, norms and
standards.
Example: Obesity is seen as a positive
body image
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Public policy factors: Local, state, and
national regulations, policies, and laws that
hinder good health.
Example: Not enough money and

resources committed for
disease prevention
Environmental factors: Environmental
conditions that hinder good health.
Example: Limited infrastructure for
physical activity and
exercise – no basketball
courts, few tracks or
sidewalks for walking, no
community gym etc.

Economic factors: Economic factors
that hinder good health.
Example: High unemployment rates

and low income levels
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6
The Burden of
Diabetes
"How is our community affected by
diabetes?"
Getting a complete picture of the burden of
diabetes in your community will help you and
your group to decide where you want to focus.
The burden of diabetes can be described by:
A) Prevalence of diabetes
These data include the number or percentage
of people in the community who have
diabetes. How do these rates compare with
other communities? Are the rates higher in
certain age groups or ethnic groups?
Example:
• 8.7% of the people in Guam have

diabetes.
• More than 52,997 people in Hawai‘i
had diagnosed diabetes in 1997.
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B) Mortality (death) due to diabetes
Mortality (death) data should be available
from the vital records section of your health
department.
Example:
• 135 people died from diabetes-related

causes in the Federated States of
Micronesia during a seven-year
period (1990-1997).
• Between 1994 and 1997, the leading
cause of death in the Republic of the
Marshall Islands was diabetes –
nearly 1 in 5 Marshallese died of
diabetes related conditions.
C) Morbidity due to diabetes
Morbidity is the illness, complications, or
disability caused by diabetes. See page 14 for
a list of diabetes complications.
Example:
• In American Samoa, there are nearly

40 diabetes-related foot amputations
per year.
• In the Commonwealth of the Northern
Mariana Islands, the rate of foot
amputations for people with diabetes
is 12.8 per 1000.
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D) Rates of risk factors for diabetes
To plan programs and interventions, it is
important to find out the proportion of the
population with major risk factors for diabetes.
See page 13 for a list of risk factors for
diabetes.
Example:
• Over 30% of adults over the age of 24

in Guam are obese.

E) Cost of diabetes
To get a complete picture of how diabetes
affects the community, it is important to know
the cost of diabetes to your community.
Medical treatment for complications of
diabetes takes a large toll on resources, which
are already limited. Consider:
Cost of medical care (clinic visits,
amputations, hemodialysis for end-stage
renal disease, medications, hospitalizations,
etc.);
Sick days due to diabetes;
Cost of diabetes education classes and
medical supplies.
Example:
• In 1997, the direct (medical care) and

indirect (loss of productivity and
premature death) cost of diabetes in
Hawai‘i was about $594 million.
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Summary of
module 1:
Assessing your
Community

HAS YOUR GROUP COMPLETED
THE FOLLOWING?
Described your community.
Identify ways to involve the
community in the community
assessment.
Identified community strengths,
resources, and assets.
Identified community weaknesses,
limitations, and constraints.
Described the burden of diabetes in
your community.
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MODULE 1 OBJECTIVES
Describe your community.
Identify ways to involve the community
in the community assessment.
Identify community strengths,
resources, and assets.
Identify community weaknesses,
limitations, and constraints.
Describe the burden of diabetes in your
community.

PACIFIC
DIABETES
TODAY
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WHAT IS A
COMMUNITY ASSESSMENT?
•

•

•

Gathering information (both
community views and community data)
about the community;
Organizing the community information
to better understand the community;
Learning about the community’s needs.

PACIFIC
DIABETES
TODAY
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WHY DO A
COMMUNITY ASSESSMENT?
•

•

•

•
•

To make sure that the program you are
planning is the program that the
community wants and needs;
To gain guidance and acceptance from
the community;
To base a program on research,
information, data, and facts – not on
assumptions or guesses;
To provide justification for a program;
To involve people early in the planning
process.

PACIFIC
DIABETES
TODAY
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DESCRIPTION OF THE COMMUNITY
• Geography: South Pacific Islands.
• 57 villages in 3 districts.
• Size: 76 square miles.
• Population: 63,000. Population growth of 2.5% annually.
• Income level: $3,000 per capita.
• Education: High School (compulsory education – 14 years).
•
•
•
•
•
•
•
•
•
•

8 public high schools & other private schools.
Where they live: Coastal areas.
Work: 1/3 government, 1/3 fish canneries, others in small
business.
Transportation: Decent public transportation; many private
vehicles; good roads.
Information sources: TV, radio, and newspaper.
Major social groups: Church.
87% of the population (residents) receives free medical care
($2.00/visit).
Eating habits: eat too much and not enough vegetables.
In the past, people worked hard to grow and prepare food.
That is no longer the case.
People have more money now than ever – they can buy more
food.
Matai culture. Spiritual life.
* Information from the Pacific Diabetes Training in American Samoa.
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DESCRIPTION OF THE COMMUNITY
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Community Limitations,
Weaknesses & Constraints

Community Strengths

• Limited number of

• Organizational support

•
•
•
•
•
•
•
•
•

from government, churches,
and community
organizations.
Faa Samoa.
Good educational system.
Year-round walking
climate.
Year-round planting
climate.
Reasonable accessibility to
health care services.
Reasonable costs for health
care programs and services.
Good transportation system.
High potential for
agriculture.
Cultural values related to
care: sick people are well
looked after by family and
friends.

•

•
•
•
•
•
•

“experts”.
“Brain Drain” – educated
and qualified people moving
out of the country.
People don’t farm because
it’s a cash economy.
Physical isolation of
American Samoa.
People think being
overweight is “normal”.
Low awareness of and
education in diabetes.
Health problems are not
discussed because of shame.
Too much “junk” foods and
very few healthy eating
choices.

* Information from the Pacific Diabetes Training in American Samoa.
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Community Strengths

Community Limitations,
Weaknesses & Constraints
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COMMUNITY RESOURCES*
Individuals:
• Dr. Dan Perin, Office of the Governor, Pohnpei State (Policy

research & analysis; and grant-writing)
• Dr. Richard Womack, College of Micronesia (Grant-writing)
• Ron Maroni, (Regional planning and program development)

Organizations:
• Micronesia Human Resource Development Center (MHRDC),

Grant-writing and program development
• Micronesian Seminar, Community development, video
production, public awareness, and education

Programs and Services:
• Hospital (90 beds)
• Diabetes Control Program

* Community resources in Pohnpei, FSM
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COMMUNITY RESOURCES
Individuals:

Organizations:

Programs and Services:
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MODULE 2
PLANNING YOUR
DIABETES PROGRAM
Objectives
After completing this session, you will be
able to:
Identity diabetes problems in your
community.
Prioritize diabetes problems in your
community.
Complete a problem statement.
Develop a program goal.
Develop program objectives.
Develop activities for each objective.
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1
Introduction
Planning is essential in developing and
managing effective diabetes programs and
measuring program effects.
Too often communities rush into action and
seek immediate solutions without proper
planning. Because poorly planned programs
set the stage for failure, it is important to invest
time and effort on the planning steps.
Think of planning a diabetes
program the same way you
would think of planning a
canoe journey. Before
setting off on your canoe,
you need to know where you are going and
how you are getting there. You need to
know in advance your final canoe
destination (program goal) and the steps that
will help you reach that destination.
Planning allows communities to identify and
prioritize problems; to set goals and objectives;
and to determine program activities. This
process gives focus and direction to the
program.
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2
IDENTIFYING
DIABETES PROBLEMS
"What are the problems?"
The diabetes problems that affect the
community must be identified before setting
goals, objectives, and activities for the
program. Use the information from the
community assessment (Module 1) to identify
the diabetes problems in the community.
How do you know what the problems are?
What constitutes a problem? For there to be a
problem, there must be:
Awareness/Agreement: A considerable
number of people identify a condition to be
a problem.
Verification/Justification: The data,
statistics, and facts indicate a problem.
The diabetes problems should be directly
related to one or more of these:
Diabetes prevalence (the number or
percentage of people with diabetes);
Death from diabetes;
Illness and complications from diabetes;
Diabetes risk factors in the community;
Cost of diabetes in the community.
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3
PRIORITIZING
DIABETES PROBLEMS
"On which problem are we going to
focus?"
It is impractical and often impossible to
address every diabetes-related problem in the
community. For the purposes of planning a
program, it is necessary to prioritize the
diabetes problems in the community and focus
on one or two.
Before moving on to setting objectives and
activities for the program, the priority problem
must be determined. Success of the program
depends on having a focus.
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With so many problems to choose from, on
which one do you focus? When prioritizing
diabetes concerns, consider these factors:
Importance of addressing the problem
How many people are affected by the
problem?
How great or urgent is the need to address
the problem (according to data/statistics or
community opinion)?
Feasibility of addressing the problem
How realistic/possible is it to solve the
problem?
Are there resources in the community to
address the problem?
What are the cultural beliefs, traditions, and
values of the community related to the
problem?
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4
WRITING THE PROBLEM
STATEMENT
The problem statement describes the
justification for developing a specific program.
It reveals "why" the program is needed.
A complete problem statement answers these
questions using findings from the community
assessment:
A) What is (or what contributes to) the
community’s diabetes problem?
B) How do you know it's a problem?
C) What are the causes of that problem?
A) WHAT IS THE COMMUNITY’S
DIABETES PROBLEM?
The community’s diabetes problem should
already have been identified and prioritized.
The problem must now be described.
Example:

Community’s Diabetes Problem:
In our community, the lack of physical
activity (exercise) is a major problem especially among youths (age 12-18).
Sedentary lifestyle is a major risk factor
for diabetes and diabetes complications.
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B) HOW DO YOU KNOW IT'S A
PROBLEM?
This is the time to use the information and
data from the community assessment to verify
and justify that the problem really exists. In
other words, provide information that supports
your claim that the problem has been
researched.
How did you conclude that the problem
exists?
How do you know that it's a problem?
What information (data or community
opinion) supports your claim?
How and where did you obtain this
information?
Example:

A community study revealed the
following:
• 75% of persons age 12-18 do not get
physical activity (exercise).
• Only 10% of persons age 12-18
participate in physical activity in
school.
A study done by the Department of Health
and the Diabetes Control Program
revealed the following:
• 40% of persons with diabetes exercise
less than once per week.
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C) WHAT ARE THE CAUSES OF THAT
PROBLEM?
Knowing the causes will help you to set
program objectives and activities. Consider
these factors when looking at causes of a
problem:
Individual factors: Individual
characteristics that influence behavior, such
as knowledge, attitudes, beliefs, and
personality traits.
Example:
• People do not know the benefits of

physical activity and exercise.
• People spend their free time
watching television.
• Some people see obesity as a
positive body image.

Group/Community factors:
Characteristics of groups such as family,
friends, and peers.
Example:
• Families do not encourage physical

activity and exercise.
• Parents and teachers do not know
how to encourage physical activity.
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Public policy factors: Local, state, and
national policies and laws that affect health
practices.
Example:
• Physical education and activity are

not mandated in the schools.
• Local government does not
allocate funds to be used for
physical education and activity in
the schools.

Environmental/Economical factors:
transportation, weather, living conditions,
income, etc., that are beyond the control of
the individual.
Example:
• Exercise/sports equipment and

supplies are expensive.
• There are no existing exercise
programs or places to exercise in the
community.
• There is a lack of appropriate
educational materials for physical
activity and exercise.
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5
Setting Goals
"What do we hope to accomplish in the
long term?"
A program goal is a broad, general statement
that describes what a program hopes to
accomplish in the long term. A goal describes
the desired outcome.
Once you have specified your program goal,
you can develop appropriate objectives and
activities to meet this goal.
Example:

Program Goal:
Increased physical activity in youths
(age 12-18).
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6
Setting Objectives
"How do we reach our goal?"
Objectives are specific and measurable results
or achievements that contribute to reaching
the goal. Objectives must describe end results
or outcomes – not an activity.
Clearly stated objectives should include
information about:
1. Who? The intended audience or target
population.
2. What? The diabetes problem.
3. When? The time-frame in which the goal
will be achieved.
4. How much? The degree to which the
change will occur.
Example:

Program Objectives:
A. By year 2 of the program, 80% of
schools will have a physical education
and activity program in place.
B. By year 2 of the program, 50% of
15-year-olds will be participating in
physical activity in school at least
twice per week.
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7
Setting
Program Activities
"How do we achieve our objectives?"
Activities are all the things you need to do in
order to achieve the objectives. To design the
activities, use all the information gathered
from the community assessment and the
problem statement. The community
assessment will point out the resources in the
community that you can incorporate into the
program activities. Use this information to
determine possible solutions that can also help
to shape the program activities.
Remember to:
Address each objective separately and
develop activities needed to meet that
objective.
Address the causes of the problem.
Incorporate the cultural beliefs and
customs of the community in each
activity.
Plan activities that will build capacity
(skills and knowledge) within the
community.
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Find out what activities have been
developed and tried in the past so
that you do not duplicate programs or
services.
Use the resources in the community
and involve community members
who are interested in the program
goal and objectives.
Example:

Program Activities:
1. Complete Memoranda of
Understanding between the Ministry
of Health and the Ministry of
Education.
2. Urge the government to mandate
physical education for all grade
levels.
3. Determine the technical assistance
needs for physical education
programs.
4. Provide support and assistance to all
schools that are developing or
expanding their physical education
programs.
5. Institute school-based exercise
programs for students.
6. Teach students about physical
activity.
7. Establish intramural sports teams.
8. Institute a fitness week in the
schools (including competitions).
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Summary of
Module 2:

Program Planning
HAS YOUR GROUP COMPLETED
THE FOLLOWING?
Identified the diabetes problems in the
community.
Prioritized the diabetes problems in
the community.
Completed a problem statement.
Developed a program goal.
Developed program objectives.
Developed activities for each
objective.
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MODULE 2 OBJECTIVES
Identify diabetes problems in your
community.
Prioritize diabetes problems in your
community.
Complete a problem statement.
Determine program goal.
Determine program objectives.
Determine activities for each objective.

PACIFIC
DIABETES
TODAY
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General Problem (Wide Focus)
Diabetes in the entire community
Diabetes complications among people with diabetes
Diabetes complications among people
over 65 years of age
Foot disease among people with diabetes
Obesity and exercise among
high school students
Eye disease among
people with
Type I diabetes

Specific Problem (Narrow Focus)
PACIFIC
DIABETES
TODAY
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Goal

Objectives

Activities
Activities are all
the things you
need to do in
order to achieve
the objectives.

Objectives are
A goal is a general
specific and
statement of what
measurable results
a community
hopes to do in the or outcomes that
help reach that
long term.
goal.
1

A
2
3

B
4
5

PACIFIC
DIABETES
TODAY
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3 4 5

4 5

3 4 5

1 2 3 4

1

Lack of diabetes
awareness in the
community

1
1 2

Lack of physical
activity and
exercise among
youths

Feasibility of
Addressing the Problem
(How realistic or possible is it
to address the problem?)

5

5

4 5

3 4 5

1 2 3

1 2

1

1 2 3

Consider: # of people affected;
Consider: availability of
complication rates; risk factor
resources in the community;
rates; community views related to community views related to the
the problem.
problem.

Importance of
Addressing the Problem
(How great is the need or urgency
to address the problem?)

Most people in the
community do not
exercise

People at risk for
foot complications

Community
Diabetes
Problem

Prioritizing the Community Diabetes Problem

Example 2.1

9

5

5

6

The problem
with the
highest score
has priority.

Priority
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Community
Diabetes
Problem

Feasibility of
Addressing the Problem
(How realistic or possible is it
to address the problem?)
Consider: availability of
resources in the community;
community views related to the
problem.

1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5

Importance of
Addressing the Problem
(How great is the need or
urgency to address the problem?)
Consider: # of people affected;
complication rates; risk factor
rates; community views related
to the problem.

1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5

Prioritizing the Community Diabetes Problem

Exercise 2.1

The problem
with the
highest score
has priority.

Priority

Example 2.2

Problem Statement
What is the community diabetes problem?
Diabetes-related foot disease is a serious problem in
Madeupland.

What are the evidences of that situation?
(What information or data show that it’s a problem?
How do you know that it’s a problem?
Where did you get the information?)

According to the Department of Health:
200 people are at risk for diabetes-related foot complications.
70 people have foot complications.
40 people had a foot amputation in the past five years.

What are the causes of that situation?
(Consider individual, group, organizational, community,
public policy, environmental, and socio-economical factors)

Many people walk around barefoot; it is part of their
culture.
There is no convenient place to go for routine foot exams.
Health care providers do not check their patients’ feet
during regular exams.
People don’t see foot disease as a serious diabetes
complication.
People are not aware of diabetes foot care.
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Problem Statement
What is the community diabetes problem?

What are the evidences of that problem?
(What information or data show that it’s a problem?
How do you know that it’s a problem?
Where did you get the information?)

What are the causes of that situation?
(Consider individual, group, organizational, community,
public policy, environmental, and socio-economical factors)
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PROGRAM GOAL

The goal of our program is to decrease the
burden of diabetes foot disease.
OBJECTIVES

ACTIVITIES
1. Identify barriers to routine foot checks and

foot care.
A.
2. Adapt or develop appropriate materials
By end of year 2,
(pamphlets, flyers, newsletters, fact sheets)
reduce diabetesfor diabetes foot care.
related foot
complications to 3. Determine best way to distribute
educational and promotional materials.
a rate of 2 in
1000.
4. Produce materials.
5. Distribute educational and materials for

diabetes and diabetes foot care.
B.
By end of year 1,
increase by 50%
the number of
persons with
diabetes who
perform routine
foot checks at
home.

6. Market foot care program and recruit

participants.
7. Provide people with diabetes with

transportation to foot clinic.
8. Provide on-site diabetes foot care treatment

and education.
9. Perform hands-on demonstrations and

practice sessions in small groups.
10. Provide follow-up support.
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PROGRAM GOAL

OBJECTIVES

ACTIVITIES
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MODULE 3
MONITORING AND
EVALUATING YOUR
DIABETES PROGRAM
Objectives
After completing this session, you will be
able to:
For program monitoring:
Determine current information related
to the program activities.
Determine indicators (measures) of
success for the program activities.
Determine how to get the information
needed to measure success for each
activity.
For program evaluation:
Determine current (baseline) data
related to the program objectives.
Determine indicators (measures) of
success for the program objectives.
Determine how to get the data needed
to measure success for each objective.
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1
Introduction
Program monitoring and evaluation are
continuous processes that involve collecting
information to:
Determine the progress of the program;
Determine the success of the program;
Improve or make changes to the program;
Help prove successes and identify failures.
During your canoe journey,
you will often need to check
the progress of the journey.
Are you on schedule? Are
you on course? To do that,
you need to decide on your progress
expectations in advance. In other words,
decide, in advance, where you want to go,
when you want to get there, and what you
would consider a successful journey.
Similarly, planning your expectations in
advance and describing what you would
consider a successful program provides the
checkpoints and milestones to monitor and
evaluate your program. It is important to
determine monitoring and evaluation steps at
the same time the program objectives and
activities are being planned.
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2
Program Monitoring
"What is Program Monitoring?"
Monitoring describes and measures the
program's progress.
Monitoring is a way of keeping track of
program activities.
Monitoring answers the question, "Is the
program doing what it is supposed to do?
Monitoring is concerned with how program
activities are being done.
"Why Monitor a Program?"
To determine which activities work well;
this information can lead to improving the
activities or changing the activities;
To guide decision making;
To make sure that the program is on
schedule;
To make sure that the program is staying
within the budget;
To find out how well the program is being
implemented as planned;
To document implementation of the
program so that others can duplicate your
program;
To provide feedback to staff, volunteers,
partners, funders, and the community.
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"How Do We Monitor a Program?"
MONITORING STEPS:
STEP 1.
List the program's activities
for each objective. These activities will help
you to develop the indicators of success.
Example:

Activity:
Provide support and assistance to all
schools that are developing or expanding
their physical education programs.

STEP 2.
Determine current
information related to each activity. List
current information related to each activity so
that you have something to compare to during
the activities. In other words, list the starting
point; the situation that you want to change;
or the reason for doing the activity.
Example:

Current Information:
• Schools currently do not have age

appropriate materials for physical
education and nutrition.
• School staff members know very little
about appropriate physical activity for
students.
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STEP 3.
Determine indicators
(measures) of success for each activity.
Program activities can be assessed by
answering the following questions:
How will you know that the activities are
being done?
What are the criteria for success?
What change do you hope to make from
the current situation?
How will you know that the activities are
successful?
• How many people attended the sessions?
• What percentage of the activity was
completed?
• Were participants satisfied the program?
Example:

Indicators of Success:
• At least 2 staff members from each

school are provided support and
assistance.
• At least 1 staff member from each

school calls back for additional
support and assistance.
• Each school provided with at least 2

educational materials on physical
activity and nutrition.
• At least 4 out of 10 schools develop

their own educational materials.
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STEP 4.
Determine how to get the
information needed to measure success
for each activity. Now that you have
determined which information will show that
the activity is a success, you need to say how
you will get that information. How you get the
information depends on what information you
are trying to get (indicators). Some general
suggestions are:
Records of education/training sessions;
Program accounts;
Phone logs;
Meeting records and notes;
Other documentation of program activities.
Example:

How to get the information:
• Keep records of assistance and

support provided.
• Keep records of assistance and

support requests.
• Make follow-up phone calls to

schools and the staff members that
were provided assistance support.
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3
Program Evaluation
"What is Program Evaluation?"
Program evaluation is a way of finding out
whether the objectives have been met.
Evaluation describes and measures the
results achieved by the program.
Evaluation is a comparison of conditions
"BEFORE" and "AFTER" the program.
"Why Evaluate a Program?"
To find out if program objectives have
been met.
To see concrete results.
To find out what difference the program
made. (To measure the change made by
the program).
To find out if the program was appropriate
to address the problem.
To find out if the program was realistic and
affordable.
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"How Do We Evaluate a Program?"
EVALUATION STEPS:
STEP 1.
List program objectives.
You will use these objectives to develop
indicators of success.
Example:

Objective:
A. By year 2 of the program, 80% of
schools will have exercise programs in
place.
STEP 2.
List current data or
information (baseline data) related to
each objective. List current data,
information, or situations related to each
objective so that you have something to
compare to at the end. In other words, list:
The starting point;
The situation that you want to change;
The reason for selecting the objective.
Example:

Current Information:
• Two out of 10 schools have exercise

mandated for students.
• Four out of 10 schools have exercise
space or facilities for exercise.
• Three out of 10 schools have an
exercise program in place.
• One out of 10 schools have exercise
program in place for all grade levels.
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STEP 3.
Determine indicators
(measures) of success for each
objective. Program objectives can be
assessed by answering the following questions:
What will show that the objectives have
been met?
What are the criteria for success?
What change do you hope to make from
the current situation?
What change from the baseline data would
be considered a success?
What are the changes in attitudes (beliefs),
actions (behaviors), or knowledge
(awareness) of the participants?
What are the changes in health status?
Example:

Indicators of Success:
• 80% of schools have mandated

exercise programs and trained health
coordinators in health assessments.
• 80% of schools have designated

facilities or space for exercise
programs.
• 80% of schools have exercise programs

in place.
• 50% of schools have programs in place

for all grade levels.
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STEP 4.
Determine how to get the
data needed to measure success for
each objective. Now that you have
determined which data (indicators) will show
that the objectives are being met, it’s time to
say how you will get that data. Your choice of
data collection will depend on what data you
are trying to get. Some general methods are:
Questionnaires;
Interviews;
Focus group discussions;
Community meetings;
Project records reviews;
Direct observation;
Pre/post tests;
Review of hospital/clinic records.

Example:

How to get the information:
• Interview school Headmasters or

Principals.
• Interview teachers and school health

coordinators.
• Interview school students.
• Natural observation – go and see the

physical activity programs in action).
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Summary of
Module 3:

Monitoring &
Evaluating your
Diabetes Program
HAS YOUR GROUP COMPLETED
THE FOLLOWING?
Determined current information
related to the program activities.
Determined indicators of success for
the program activities.
Determined how to get the
information needed to measure
success for each activity.
Determined current (baseline) data
related to the program objectives.
Determined indicators of success for
the program objectives.
Determined how to get the data
needed to measure success for each
objective.
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MODULE 3 OBJECTIVES
For Program Monitoring:
Determine current information related
to the program activities.
Determine indicators (measures) of
success for the program activities.
Determine how to get the information
needed to measure success for each
program activity.

PACIFIC
DIABETES
TODAY
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MODULE 3 OBJECTIVES
For Program Evaluation:
Determine current (baseline) data
related to the program objectives.
Determine indicators (measures) of
success for the program objectives.
Determine how to get the data needed
to measure success for each objective.

PACIFIC
DIABETES
TODAY
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PROGRAM MONITORING:
(Relates to program activities)
•

Assesses (describes and measures) a
program’s progress.

•

Tracks the program activities and
determines the success of program
activities.

•

Answers the question, “Are the program
activities being carried out and how well
are they being carried out?”

PACIFIC
DIABETES
TODAY
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PROGRAM EVALUATION:
(Relates to program objectives)
•

Assesses (describes and measures) the
specific, immediate results achieved by a
program.

•

Determines the success in reaching the
objectives.

•

Does a “BEFORE” and “AFTER”
comparison.

PACIFIC
DIABETES
TODAY
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What is Program
Monitoring and Evaluation?
Problem
Identification

Program
Evaluation

Program
Planning

Program
Monitoring
Program
Implementation

PACIFIC
DIABETES
TODAY
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Assess the
Community

Identify the
Problems

Select
(prioritize) the
Problem

Develop
Program
Goal
Evaluate the
Program
Develop
Objectives

Monitor the
Program
Implement the
Program

PACIFIC
DIABETES
TODAY

Develop
Activities
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Monitoring Steps
1.

List the program’s activities for each
objective.

2.

Determine current
information/situation related to each
activity.
•

3.

Determine indicators (measures) of
success for each activity.
•

4.

Here is where you say why you are doing the
activity. State the current situation that you are
trying to change.

State what change you are trying to make or what
will show that the activities are being successful.

Determine how to get the
information needed to measure
success for each activity.

PACIFIC
DIABETES
TODAY
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Evaluation Steps
1.
2.

List program objectives.
List current data or information
related to each objective.
•

3.

Determine indicators (measures) of
success.
•

4.

Here is where you state why that objective is
important. State the current situation that you are
trying to change.

State what change you are trying to make or what
will show that the objectives have been achieved.

Determine how to get the data
needed to measure success for each
objective.

PACIFIC
DIABETES
TODAY
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•

Current Data
or Situation
•

Indicators of
Success

How to get the
Data Needed

Transportation
is limited in the
community.

50% of community • Record the
Provide people
members with
number of
with diabetes
diabetes will
people who
request service.
with
request the
The
clinic
is
not
•
transportation
service.
• 100% of people
within walking
to foot clinic.
who request
distance for most
• Record the
service will be
families.
number of
provided
requests met.
transportation
• Many people do
within three days
not go to the
• Collect
of the request.
satisfaction
clinic because of
data from
transportation
• People are
participants.
issues.
satisfied with the
service.

Activity

Example 3.1
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Institute a
fitness
week in the
schools.

Activity

Current Data
or Situation

Indicators of
Success

Exercise 3.1.A

How to get the
Data Needed
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Activity

Current Data
or Situation

Indicators of
Success

Exercise 3.1.B

How to get the
Data Needed
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By the end of
24 months,
increase
diabetes
knowledge in
70% of 12-18
year-olds in
the target
communities.

Objective

Indicators of
Success

How to get the
Data Needed

Student’s
• 70% of 12-18 year- • Diabetes
knowledge of
olds will be able to:
knowledge
diabetes is low.
1) Define diabetes
tests at the end
2) Define the types
of the school
of diabetes
year.
• Less than 2 out
of 20 students
3) List 5 diabetes
from each
signs, risk
grade passed a
factors,
diabetes
complications,
knowledge
and control
test.
methods.
•

Current Data
or Situation

Example 3.2
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By year 2 of
the program,
50% of
15-year-olds
will be
participating
in physical
activity in
school at least
twice per
week.

Objective

Current Data
or Situation

Indicators of
Success

Exercise 3.2.A

How to get the
Data Needed
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By end of
year 1,
increase by
50% the
number of
persons with
diabetes who
perform
routine foot
checks at
home.

Objective

Current Data
or Situation

Indicators of
Success

Exercise 3.2.B

How to get the
Data Needed
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Objective

Current Data
or Situation

Indicators of
Success

Exercise 3.2.C

How to get the
Data Needed

NOTES

MODULE 4
IMPLEMENTING YOUR
DIABETES PROGRAM
Objectives
After completing this session, you will be
able to:
Identify ways of gaining community
acceptance, support, and participation
for your program.
Identify resource needs for your
program.
Develop a program budget.
Develop a funding strategy.
Develop a program schedule.
Develop a responsibility sheet.
Complete a “NEXT STEPS”
worksheet.
Carry out program activities (put
program into ACTION!)

MODULE 4

117

NOTES

1
Introduction
Now that you have completed a community
assessment; identified and prioritized a
community diabetes problem; set program
objectives and activities; and determined
monitoring and evaluation strategies, you
need to detail all the steps needed to carry out
the program.
"Implementation" means that you put the
program into action by organizing all the steps
needed to start and maintain the program. In
short, it means carrying out the program plan.
This Module will prepare you to carry out the
plan by taking you through some important
steps. This includes developing program
budgets, schedules, resource needs, and
management strategies.
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2
Gaining community
acceptance, support,
and participation for
your program
One of the most important aspects of program
implementation is gaining and maintaining
community acceptance, support, and
participation.
The first step is to involve community
members from the beginning of the planning
process. Too often, programs are planned
without input from the community. This step
should have been started in the community
assessment where the community was
involved in identifying its own needs.
There are two main groups of people that you
must gain acceptance and support from:
1. The intended audience (target population)
who will use the program or benefit from the
program.
2. The community partners (individuals and
organizations) who can offer assistance and
support to the program.
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Marketing your Program
The next step in gaining community support is
to raise the community's awareness of the
program – get the word out. Before you
implement a community program, you’ll want
to have a well thought-out marketing/
promotion strategy. Much work in planning a
program may go to waste if the program is
poorly advertised.

Tips for Marketing your Program:
There are two major groups in the
community that you want to reach:
1. The intended audience that will use the
program or benefit from the program.
2. Community partners that can offer
assistance or support to the program.
Collaborate/partner with existing social and
media networks in the community.
Get the word out through community
leaders.
Enlist community volunteers.
Take advantage of public community
events such as health fairs, conferences,
and other appropriate gatherings to make
presentations, display posters, hand out
newsletters or calendar of events, etc.
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Your marketing strategy will address the
following questions:
• Who is offering the program?
• Who will benefit from the program?
• What is the program offering?
• Why are you offering the program?
(Why is the program needed?)
• When is the program being offered?
• What’s in it for them (participants and
partners)?
Based on your resources and marketing
needs, develop a marketing kit that may
include:
• Brochures that answer the previous
questions.
• Public Service Announcement (PSA) for
radio or television.
• Promotional products such as pens or
water bottles.
• Newspaper or newsletter ad;
• Poster or flyer.
Make the marketing kits available and keep
the information up-to-date.
Use visuals such as pictures and graphics –
for example, staff photos and program
logos.
Adapt your marketing strategies and
materials to meet the cultural needs of the
community.
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3
Resource needs
Beginning a program is easier if you
determine what resources are needed to carry
out each activity. It is important to list every
resource you need such as: staff, volunteers,
supplies and equipment, transportation,
facilities, etc. Successful implementation
requires having resources available when
needed. This involves understanding program
activities and what is needed to carry them
out.
A complete resource list helps you to complete
a more accurate budget. Listing program
resource needs is easier if you have all the
program activities detailed. Next to each
activity, list all possible resources needed to
complete the activity.
Diabetes projects can often be carried out
without the need for additional resources.
Consider projects that access existing
resources in the community, enlist
volunteers, hold fundraisers, seek local
donations, etc. An example of a project that
requires little or no funding is a project that
addresses policy change (nutrition policy).
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4
Program Budget
A budget is an educated guess or an
estimate of the money you will need to
implement your program.
After determining resource needs for each
activity, estimate and list costs for staff,
supplies, equipment, communications,
office space, and travel.
Be as specific as possible. Do not include
any unclear items in your budget such as
"extras," "miscellaneous," or "other costs."
Do not round off numbers. For example, if
something costs $68.95, do not round off
to $70.00.
Be sure to include contributions or
donations made by the community,
agencies, and volunteers. Contributions
and donations include: volunteer time and
expertise; donated equipment and
supplies; and cash.
A budget narrative usually follows the
budget and provides more written detail for
each budget category.
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5
Funding Strategies
When seeking program funds, always consider
resources within the community in addition to
state, national, and international funding.
Your strategies for funding will be based upon
your program needs. Below are some ideas
for securing resources for your program:
Government (local and national)
Grantmakers and Foundations
Donations (businesses, individuals,
agencies/organizations, etc.)
Fundraisers
There are pluses and minuses to different
funding sources. Some are more secure and
long-term while others are short term and a
one-time-only source. Some funders require
lots of reporting and some do not. Things to
consider when looking for funds:
Does your programs meet the mission of
the funding agency?
Is your program eligible to apply?
Does your program have the capacity to
manage the funds (accountability and
reporting)?
Remember to be creative and make it a
collaborative effort. Meet with programs like
yours and investigate how they support their
programs.
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6
Program Scheduling
Estimate how much time each activity will
take to complete and make a timeline or
schedule for the entire program period.
List each activity needed to complete the
objective.
Place the activities into a calendar format.
This will show you clearly when one or
more of the activities must be completed
before the next activity can begin. It will
also show you if you are ahead of or
behind schedule.
Consider factors such as summers,
holidays, and community events when
developing a program schedule.
Making a schedule ahead of time will show
you what is realistic.
This type of timeline or schedule is a useful
guide for monitoring the program.
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7
Program Management
Develop or describe the management system
that will be used to coordinate program
activities, resources, and schedules. Detail the
roles and responsibilities of managers, staff,
community partners, and volunteers. To
design a management system, you should ask
the following questions:
Who will manage or coordinate the
program?
Who will guide the activities?
Who will monitor and evaluate the
program?
Are assignments of responsibility clear?
How will we keep track of our progress?
(Weekly meetings, monthly reports, site
visits?)
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8
Next Steps
Complete the program plan.
Assign a main contact person to
communicate with PDTRC and other
relevant organizations.
Schedule follow-up conference calls with
PDTRC.
Identify technical assistance needs.
Access PDTRC technical assistance funds.
Establish, formalize, or expand a coalition.
Research funding opportunities.
Secure resources, support, and
commitments.
Promote the program.
Start the program! (Put program into
ACTION)
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Summary of
Module 4:

Implementing your
Diabetes Program
HAS YOUR GROUP COMPLETED
THE FOLLOWING?
Identified ways of gaining community
acceptance, support, and
participation.
Identified resource needs for your
program.
Developed a program budget.
Developed a funding strategy.
Developed a program schedule.
Developed a responsibility sheet.
Completed a NEXT STEPS
worksheet.
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MODULE 4 OBJECTIVES
Identify ways of gaining community
acceptance, support, and participation.
Identify resource needs for your
program.
Develop a program budget.
Develop a program schedule.
Develop a funding strategy.
Develop a responsibility sheet.
Complete a “NEXT STEPS” worksheet.

PACIFIC
DIABETES
TODAY
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What is program
implementation?
•

Implementation is putting the
program into action by organizing all
the steps needed to start and maintain
the program.

•

Implementation is taking the
necessary steps to carry out the
program plan.

•

It includes determining program
resource needs, budget, schedules,
assignments, and responsibilities.

PACIFIC
DIABETES
TODAY
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CDE or MD, office supplies, translators,
graphics program, computer

Volunteers, office supplies, focus group
materials, people with diabetes, questionnaires

Media, volunteers, office supplies, community
leaders, community partners

Media, volunteers, community leaders,
community partners

Office supplies, computer, printer & toner,
copier

10. Provide follow-up support.

small groups.

9. Perform hands-on demonstrations and practice sessions in

8. Provide on-site diabetes foot care treatment and education.

Nurse or CDE, volunteers, office supplies,
telephone

Room/Office, chairs, flip charts

Clinic, Nurse, CDE, MD, or Podiatrist, TV &
VCR, monofilaments, educational materials

7. Provide people with diabetes with transportation to foot clinic. Van, Driver, gasoline, telephone

6. Market foot care program and recruit participants.

materials for diabetes and diabetes foot care.

5. Distribute and communicate educational and promotional

4. Produce materials.

materials.

3. Determine best way to distribute educational and promotional Volunteers, media, people with diabetes

newsletters, fact sheets) for diabetes foot care.

2. Adapt or develop appropriate materials (pamphlets, flyers,

1. Identify barriers to routine foot checks and foot care.

RESOURCES NEEDED

Decrease the burden of diabetes foot disease.

ACTIVITIES

PROGRAM GOAL:

Example 4.1
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PROGRAM GOAL:
ACTIVITIES

Exercise 4.1

RESOURCES NEEDED

Example 4.2
Item

Cost

Exercise Instructor – part
time (18 hr/week for 3
months @ $2.00/hr)

PERSONNEL:
$468

Health Worker (1 day/month $1,800
for 12 months @ $150/day)
Paper for record keeping,
certificates and posters

In-Kind
Contribution

SUPPLIES:
$500

Office supplies (pens, pencils, $200
files, etc.)

Amount
Needed
$468

$1,800

$500
$200

Refreshments (200 sessions @ $4,000
$20/session)

$4,000

ROOM RENTAL:
Local church (200 sessions @ $2,000
$2,000
$10/session)
Exercise mats (25 @ $40)

EQUIPMENT:
$1,000

$1,000

VCR

$300

$300

TV

$500

$500

Weight scale

$30

$30

Body-fat scale

$400

TOTAL: $ 11,198 $ 5,300

MODULE 4
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$ 5,868

133

Exercise 4.2
Item

Cost

In-Kind
Contribution

Amount
Needed

TOTAL:
MODULE 4
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11. Provide follow-up support.

transportation to foot clinic.
9. Provide on-site diabetes foot care treatment and
education.
10. Perform hands-on demonstrations and practice
sessions in small groups.

7. Market program and recruit participants.
8. Provide people with diabetes with

promotional materials for diabetes and diabetes
foot care.

6. Distribute and communicate educational and

5. Produce materials.

x

x
x

x
x

1. Perform pre-test of foot care knowledge.
2. Identify barriers to routine foot checks and foot

care.
3. Adapt or develop appropriate materials
(pamphlets, flyers, newsletters, fact sheets) for
diabetes foot care.
4. Determine best way to distribute educational
and promotional materials.

2

1

x

3

x

x

4

x

x

5

x

x

x

6

x

x

7

MONTH

x
x
x
x
x

x
x
x

x

9

x
x

x

8

x

x

x

x

x

10

Decrease the burden of diabetes foot disease.

ACTIVITIES

PROGRAM GOAL:

Example 4.3

x

x

x

x

x

11

x

12
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8.

7.

6.

5.

4.

3.

2.

1.

ACTIVITIES

PROGRAM GOAL:

1

2

Exercise 4.3

3

4

5

6

7

8

MONTH
9

10 11 12
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Program

B.

A.

Objectives

8.

7.

6.

5.

4.

3.

2.

1.

RESPONSIBILITY SHEET

Exercise 4.4

Activities

Exercise 4.5

NEXT STEPS Worksheet
By what
Person
date?
responsible:

Step:
Complete the program plan.
Assign a main contact person to
communicate with PDTRC and
other relevant organizations.
Schedule follow-up conference
calls with PDTRC.
Identify technical assistance
needs.
Access PDTRC technical
assistance funds.
Establish, formalize, or expand a
coalition.
Research funding opportunities.
Secure resources, support, and
commitments.
Promote the program.

Start the program!
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