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Introduction 

The American Association of Diabetes Educators (AADE) has defined the 

AADE7 Self-Care Behaviors™ as a framework for patient centered diabetes self-

management education (DSME) and care. The seven self-care behaviors essential for 

successful and effective diabetes self-management are: 

 Healthy Eating  

 Being Active 

 
Monitoring 

 

 
Taking Medications

 

 
Problem Solving 

 

 
Healthy Coping 

 

 
Reducing Risks.1-8  

 

AADE7 Self-Care Behaviors™ (AADE7™) provide an evidenced-based framework for 

assessment, intervention and outcome (evaluation) measurement of the prediabetes and 

diabetes patient, program, and population.9, 10  
In addition, diabetes educator interventions 

can be organized according to the framework. This position statement describes the 

application of the AADE7 Self-Care Behaviors™ framework in diabetes education and 

care. 

 

Background 

In 1997, a workgroup of diabetes educators identified the seven self-care 

behaviors by mapping the 15 content areas of the 1995 National Standards for Diabetes 
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Self-Management Education (NSDSME) with a review of literature, and expert 

consensus.11  
The seven behaviors framework supported a paradigm shift in diabetes 

education from a content-driven practice to an outcomes-driven practice that is focused 

on patient centered goals for facilitating behavior change that affects clinical and health 

related outcomes.8, 12
 

AADE’s 2011 Position Statement, “Standards for Outcomes Measurement of  

Diabetes Self-Management Education” articulates standards for outcomes measurement 

of DSME.9
  
The outcomes position statement directs educators to measure behavior 

change, as well as clinical and health status outcomes at regular intervals both pre and 

post intervention. DSME outcomes measurement of seven self-care behaviors is 

essential to determine the effectiveness of diabetes education at the individual and 

population levels.9, 10, 13 

 

 Figure 1. 

 

Adapted from Haas L, Maryniuk M, Beck J, et al. National standards for diabetes self-management education and 

support. Diabetes Care. 2014;37 Suppl 1:S144-153. 

The continuum of healthcare outcomes is important because it acknowledges the 

full impact of diabetes education in the care of the person with diabetes. It is important to 

gather data and measure outcomes for both the individual with diabetes and for an 

aggregate population. Aggregate data guide program development and quality improvement 

efforts at the diabetes program level. The AADE7™ framework supports this by describing 

a full-spectrum approach.11 This includes the AADE7™ measurement methodology; tools 

and a data model that can be applied to a program and/or integrated into existing data 

platforms and electronic medical record (EMR) management systems; and the eventual 
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development of a diabetes data repository that is expected to include a diabetes educator 

and program registry. This approach is pictured immediately below. 

Figure 2. 

 
 
Adapted from Haas L, Maryniuk M, Beck J, et al. National standards for diabetes self-management education 
and support. Diabetes Care. 2014;37 Suppl 1:S144-153. 
 

 

The Importance of the AADE7 ™ to DSME/T Nomenclature 

 
The AADE7 Self-Care Behaviors™ is widely accepted as standardized 

nomenclature that is incorporated into the definition of diabetes education.14  
The action 

oriented terms reflect patient centered self-management and provide a common language 

for communication.15-18  
Diabetes educators are asked to account for the services and 

products that are delivered, as well as the effectiveness of outcomes. Although diabetes 

education programs are individualized, the AADE7™ provide a common framework to 

represent health and diabetes self- management related concepts that are frequently used 

to describe the process of diabetes self-management education, and are also used to 

describe outcomes. The use of a standardized terminology facilitates: 

1. improved communication among health care professionals caring for the same 

patient, and between the patient and the diabetes care team; 

2. the development of a knowledge base for DSME on a global level; 

3. comparisons, research and the growth of evidenced based practice; 

4. the ability to share information between and among practices and the development 

of benchmarks that help in the discovery of what constitutes best practice in the 

profession; 
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5. diabetes educators to have a better understanding of the practice of DSME at a 

global level where a single terminology can be used across regions and nations;19
 

6. communication to consumers, hospital management, and third party payers by 

clarifying and defining process and outcomes of DSME; 

7. documentation to effectively measure the diabetes education process for cross-

mapping to other health care related fields.15
 

 

The Importance of the AADE7™ in Continuous Quality Improvement and Program 

Evaluation 

The Continuous Quality Improvement (CQI) process provides a framework for 

systematically measuring, monitoring and managing the behavioral outcomes of the 

AADE7™.20  
The ultimate goal of CQI is to provide more effective and efficient services 

while ensuring optimal patient care.
 
The National Standards for Diabetes Self-Management 

Education and Support specify that a written CQI plan describing a diabetes education 

program’s process and outcome data be documented.12 
 
The impact of behavioral change 

described in the DSME Outcomes Continuum (Figure 3) best reflects how diabetes self-

management education affects clinical and health related outcomes. Specifically, the National 

Standards for Diabetes Self-Management Education and Support call for annual CQI projects 

related to the assessment of behavioral outcomes for the entire population of patients served 

or for a representative sample. In this way, individual educators or programs can 

continuously assess the impact of their program as well as the progress of the program 

participants.
 
Tools such as the AADE7™ System utilize the AADE7™ Self-Care Behavior 

framework and are designed to help educators collect and review behavioral outcome data 

for CQI purposes. 
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Figure 3. 

 

AADE Maintains the Following Positions 

 
 The AADE 7™ Self-Care Behavior structure has been adopted because it 

provides the necessary framework for driving the profession, allowing for 

benchmarking, setting professional standards, and universal measurement of the 

effects of diabetes educators and DSME. It also provides consistent measures for 

conducting research to provide evidence for policy makers advocating for health 

care policy. 

 The AADE7™ framework is broadly applicable for use in those with prediabetes, 

diabetes and related chronic illnesses. Educators can use the AADE7™ to address 

other medical conditions because most require some education in most if not all of 

the 7 behaviors to assist in supporting or facilitating change of individually tailored 

self-care behaviors. 
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