
IMPLEMENTING 
THE PLANKS
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MSTEP 1: ESTABLISH A TEAM

 n Assemble a core team that consists of 8-10 
members across the organization. Find those with 
an interest and/or skills who will be committed 
throughout the campaign. The team may consist of 
a patient or family member, Primary Care Physician, 
Advanced Practice Provider, Endocrinologist, Nurse, 
Certified Medical Assistant, Office Manager, Quality 
Manager, Information Technologist, Certified 
Diabetes Educator, and/or Dietitian. 

 n Identify extended team members (e.g., Pharmacist, 
Administrator, Podiatrist, Optometrist, Dentist, 
Health Coach, Specialty Provider, Behavioral Health 
Practitioner, Community Liaison) to support the core 
team at different intervals. 

 n Identify project management support to oversee 
campaign activities and responsibilities.

STEP 2: SCHEDULE THE FIRST TEAM MEETING 

 n Prepare or review a charter that identifies 
performance goals and related measures and an 
action plan that includes specific measureable 
objectives and related activities; responsibility 
for each objective; timeframe to complete each 
objective; and resources available or needed (e.g., 
support staff, data reports, financial). 

 n Appoint a leader who can generate internal support 
and secure commitment and resources from senior 
leadership. 

 n Select a “physician champion” who will gather 
support from the other physicians. 

 n Schedule regular team meetings, at least monthly. 

n Commit to transparency and sharing of results 
throughout the organization. 

STEP 3: HOLD ONGOING MEETINGS 

At each meeting, the team will:

 n Evaluate current procedures and guidelines for 
diabetes management to evaluate if processes 
are effective.  

 n Review and discuss data reports to evaluate the 
team’s progress toward improvement.

 n Review the action plan and have each member 
report on their specific objective(s). 

 n Identify early indicators of success and 
challenges preventing the team from meeting 
objectives.

 n Determine process changes that need to occur 
as a result of successful interventions. 

 n Invite extended team members (as needed) to 
the meetings to build collaboration.

 n Ensure development and implementation of 
internal communication plan. 

STEP 4: CELEBRATE SUCCESS

 n Communicate your team’s progress and success 
to the rest of the organization through various 
channels (e.g., employees, department meetings, 
board meetings).

 n Acknowledge the members of the team and others 
who contributed to the success of the program.

The organization creates a diabetes team that accepts 
accountability for overall performance and achievement of goals. 
The team consists of engaged, multi-disciplinary participants who 
will address all aspects of diabetes care. Team composition is 
flexible and adapted to each organization and its culture.

BUILD AN ACCOUNTABLE 
DIABETES TEAM



TOOL: CLINIC TEAM ROLES
INTERMOUNTAIN HEALTHCARE

CAMPAIGNTOOLKIT

Used with permission from Intermountain Healthcare. Copyright 2001-2015, Intermountain Healthcare.
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TOOL: DIABETES CARE STANDING ORDERS
COMMUNITY PHYSICIAN NETWORK



TOOL: DIABETES CARE STANDING ORDERS (CONTINUED)
COMMUNITY PHYSICIAN NETWORK

CAMPAIGNTOOLKIT
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TOOL: DIABETES CARE STANDING ORDERS (CONTINUED)
COMMUNITY PHYSICIAN NETWORK
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TOOL: TOP TIPS FROM CARE TEAMS AND FAQS
MERITER-UNITYPOINT HEALTH
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TOOL: TOP TIPS FROM CARE TEAMS AND FAQS (CONTINUED)
MERITER-UNITYPOINT HEALTH
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TOOL: SIMPLE INSULIN DOSE ADJUSTMENTS 
COMPETENCY VALIDATION

THEDACARE PHYSICIANS
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TOOL: SIMPLE INSULIN DOSE ADJUSTMENTS COMPETENCY VALIDATION (CONTINUED)
THEDACARE PHYSICIANS
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TOOL: SIMPLE INSULIN DOSE ADJUSTMENTS COMPETENCY VALIDATION (CONTINUED)
THEDACARE PHYSICIANS
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TOOL: SIMPLE INSULIN DOSE ADJUSTMENTS COMPETENCY VALIDATION (CONTINUED)
THEDACARE PHYSICIANS
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TOOL: SIMPLE INSULIN DOSE ADJUSTMENTS COMPETENCY VALIDATION (CONTINUED)
THEDACARE PHYSICIANS
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TOOL: SIMPLE INSULIN DOSE ADJUSTMENTS COMPETENCY VALIDATION (CONTINUED)
THEDACARE PHYSICIANS
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TOOL: SIMPLE INSULIN DOSE ADJUSTMENTS COMPETENCY VALIDATION (CONTINUED)
THEDACARE PHYSICIANS
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With good care, people with diabetes can live long, 
healthy lives. Yet, many struggle with managing 
their diabetes and can become overwhelmed by the 
often burdensome self-care demands, potentially 
leading to anger, guilt, depression, fear, or feelings of 
hopelessness. This reality highlights the importance of 
integrating psychosocial support with clinical care.

Behavioral health conditions are more common in 
patients with chronic conditions. Those with untreated 
depression and diabetes or heart disease have 
poorer self-care, greater functional impairment, lower 
quality of life, and an increased risk of developing 
complications and premature death. Patients with 
these diagnoses use more medical resources, are more 
likely to be hospitalized for medical conditions, and are 
readmitted to the hospital more frequently.

Evidence indicates that having two, mostly independent 
systems of care leads to worse health and higher 
total spending. The main goal of most integrated 
care programs is to improve communication between 
behavioral health and primary care providers, thereby 
improving care coordination. 

INTERVENTIONS TO INCREASE EMOTIONAL 
AND BEHAVIORAL HEALTH SUPPORT

n Provide communication skills training to providers 
that promotes listening to the patients, expressing 
empathy, allowing patients to share their 
frustrations openly, and validating feelings. 

n Emphasize the importance of careful use of 
language. Messaging should avoid judgmental tone, 
motivate patients, and emphasize that patients can 
lead long, healthy lives.    

n Create the role of care managers to monitor the 
patient’s condition, provide self-management 
support, coordinate care, refer to community 
resources, and proactively work closely with 
physicians and behavioral providers. 

n Refer to resources such as support groups, patient 
advocacy groups, online forums, social media, 
patient blogs, and web-based tools. 

n Focus on a manageable number of mutually agreed- 
upon goals for each patient. A scorecard with key 
diabetes numbers can avoid overwhelming patients. 

n Use validated tools to screen for depression and 
anxiety, and understand the difference between 
depression and diabetes distress.  

n Develop a collaborative plan with behavioral health 
practitioners to address depression, anxiety, and 
other conditions. 

n Select people with diabetes to serve as advocates 
on decision-making committees.

A critical component of managing and treating patients with 
Type 2 diabetes is emotional and behavioral support, addressing 
patient motivation as well as diabetes-related distress (i.e., 
emotional responses related to the disease). This support includes 
intervention strategies to promote patient engagement and self-
management. Patients are offered resources and/or referrals for 
behavioral health support.

INTEGRATE  
EMOTIONAL AND 
BEHAVIORAL SUPPORT



CAMPAIGNTOOLKIT

TOOL: HEALTHY COPING PATIENT HANDOUT 
(ENGLISH)

SUTTER HEALTH
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TOOL: HEALTHY COPING PATIENT HANDOUT (ENGLISH) (CONTINUED)
SUTTER HEALTH
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TOOL: HEALTHY COPING PATIENT HANDOUT (ENGLISH) (CONTINUED)
SUTTER HEALTH
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TOOL: HEALTHY COPING PATIENT HANDOUT (ENGLISH) (CONTINUED)
SUTTER HEALTH
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TOOL: HEALTHY COPING PATIENT HANDOUT (ENGLISH) (CONTINUED)
SUTTER HEALTH
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TOOL: HEALTHY COPING PATIENT HANDOUT 
(SPANISH)

SUTTER HEALTH
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TOOL: HEALTHY COPING PATIENT HANDOUT (SPANISH) (CONTINUED)
SUTTER HEALTH



41

IN
TE

G
R

A
TE

 E
M

O
TIO

N
A

L A
N

D
 B

E
H

A
V

IO
R

A
L SU

P
P

O
R

T

TOOL: HEALTHY COPING PATIENT HANDOUT (SPANISH) (CONTINUED)
SUTTER HEALTH
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TOOL: HEALTHY COPING PATIENT HANDOUT (SPANISH) (CONTINUED)
SUTTER HEALTH
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TOOL: HEALTHY COPING PATIENT HANDOUT (SPANISH) (CONTINUED)
SUTTER HEALTH
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More than any other chronic condition, effective 
diabetes treatment is dependent on patient self-
awareness, self-management, self-motivation, and 
ultimately self-care. Research shows the positive 
impact DSME can have on people with Type 2 diabetes, 
including improved HbA1c, enhanced self-efficacy, 
decreased presence of diabetes-related distress and 
depression, and reduced onset and/or advancement  
of diabetes complications. 

Diabetes self-management education (DSME) is 
the process of facilitating the knowledge, skill, 
and ability necessary for diabetes self-care. Such 
programs offer quality education that meet the 
National Standards for Diabetes Self-Management 
Education and Support, and are eligible for third-party 
insurance reimbursement (including Medicare and 
many Medicaid). Currently, two organizations, ADA 
and AADE, are CMS-designated national accreditation 
organizations. 

TIPS FOR REFERRING PATIENTS

 n Create and implement a communications plan 
to educate providers about the availability and 
effectiveness of DSME programs and how to 
effectively refer patients.

 n Determine if your organization currently offers or 
refers to a DSME program.

If	your	organization	does	not	offer	a	DSME	program:

 n Identify DSME programs in your area using search 
tools offered by ADA and AADE (refer to Appendix 
E: Suggested Readings for links). If programs 
exist, collaborate to create a referral process 
that includes a formal feedback loop to track 
attendance.

 n Consider creating a recognized program.

If	your	organization	offers	or	refers	to	a	DSME	program:

 n Focus initial DSME referrals on four critical time 
points: 

1. New diagnosis of Type 2 diabetes

2. Annual health maintenance and prevention of 
complications

3. New complicating factors that influence 
self-management (e.g., prescribing a new 
medication) 

4. Transitions in care occur (e.g., transitioning into 
adulthood, hospitalization, and moving into an 
assisted living facility, skilled nursing facility, 
correctional facility, or rehabilitation center)

 n Develop a streamlined, systematic referral 
process to DSME programs. For reimbursement, 
referrals must be generated by the physician or 
qualified non-physician practitioner managing the 
individual’s diabetes condition. 

Patients are referred to an American Diabetes Association (ADA) 
Education Recognition Program or an American Association of 
Diabetes Educators (AADE) Diabetes Education Accreditation 
Program. The program emphasizes collaboration with patients to 
develop their own educational plan to promote self-management 
skills that facilitate behavior change. The program also offers 
resources and/or referrals for community services.

REFER TO DIABETES SELF-
MANAGEMENT EDUCATION 
AND SUPPORT PROGRAMS



TOOL: PATIENT GOAL SETTING

CAMPAIGNTOOLKIT

NORTHEAST GEORGIA PHYSICIANS GROUP
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TOOL: DIABETES REPORT CARD
BILLINGS CLINIC



CAMPAIGNTOOLKIT

TOOL: DSME PROGRAM REFERRAL LIST
INTERMOUNTAIN HEALTHCARE

We	recommend	AMGA	members	implementing	this	plank	create	a	similar	program	referral	list	for	your	area.		
The	program	list	included	below	is	intended	to	serve	as	an	example.

Used with permission from Intermountain Healthcare. Copyright 2001-2015, Intermountain Healthcare.
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CONDUCT PRACTICE-
BASED SCREENING

One-fourth of Americans who have Type 2 diabetes—
and nearly twice that proportion among Asian and 
Hispanic Americans—are unaware they have it. 
Screening asymptomatic adults (practice-based case 
detection) is therefore an essential population health 
strategy.

According to the American Diabetes Association’s 
Standards of Care: 

n All patients 45 years of age or older should be 
tested, with repeat testing every 3 years if the 
results are normal, every year for people who have 
prediabetes; and

n Testing should be considered in adults younger than 
45 who are overweight (BMI ≥ 25, or ≥ 23 in Asian 
Americans) and have additional risk factors.

TIPS FOR EFFECTIVE SCREENING

n Conduct screening in a practice-based setting, 
where patients can receive individualized treatment 
and support. 

n Use hemoglobin A1c (HbA1c), fasting plasma 
glucose, or a two-hour oral glucose tolerance 
test for screening. Equivocal results should be 
confirmed through repeat testing or a different test. 

n Identify people with diabetes who are “hiding in 
plain sight.” These are patients who already have lab 
results that are diagnostic for diabetes or who are 
being treated for glycemic control but do not have 
the diagnosis on their problem list.  

n Address “clinical inertia” to improve the 
effectiveness of identifying, documenting, and 
treating patients with diabetes or at risk to develop 
the condition.

n Organizations should consider addressing policy, 
system, and environmental factors through 
community interventions to promote healthy 
lifestyles.

n Create care pathways for those newly diagnosed 
with Type 2 diabetes or pre-diabetes: 

• For people found to have Type 2 diabetes, 
therapy should be individualized.

• For people who have “pre-diabetes” (HbA1c 
5.7–6.4%, impaired fasting glucose, or impaired 
glucose tolerance), retesting should occur at 
least once a year.

•  Clinicians should provide full diagnostic 
disclosure that promotes shared decision-
making. This may include creation of a 
“roadmap” for aggressive lifestyle interventions 
to prevent or delay the onset of overt Type 2 
diabetes.

• Consider referral to programs that meet the 
guidelines of the Centers for Disease Control 
and Prevention’s National Diabetes Prevention 
Program. 

• Other modifiable risk factors should be 
addressed, including smoking cessation and 
treatment of hypertension.

• Clinicians should discuss the benefits and 
risks of medications for glycemic control for 
people at the upper end of the range for pre-
diabetes who are obese or have additional 
risk factors. Shared decision-making is 
recommended for these patients. 

A process is in place to identify patients seen in the practice who 
are at high risk for Type 2 diabetes, according to American Diabetes 
Association (ADA) recommendations for testing for diabetes or pre-
diabetes in asymptomatic adults. Screening occurs at primary care, 
endocrinology, cardiology, nephrology, and other specialty visits (as 
determined by the group), and appropriate follow-up is provided. The 
EHR is used to identify patients who already meet the clinical criteria 
for type 2 diabetes but lack a diagnosis or problem list entry.



TOOL: SCREENING AND DIAGNOSIS ALGORITHM
INTERMOUNTAIN HEALTHCARE

CAMPAIGNTOOLKIT

Used with permission from Intermountain Healthcare. Copyright 2001-2015, Intermountain Healthcare.
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TOOL: SCREENING AND DIAGNOSIS ALGORITHM (CONTINUED)
INTERMOUNTAIN HEALTHCARE
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TOOL: SCREENING AND DIAGNOSIS ALGORITHM (CONTINUED)
INTERMOUNTAIN HEALTHCARE
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TOOL: SCREENING FOR TYPE 2 DIABETES
COMMUNITY PHYSICIAN NETWORK
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TOOL: SCREENING FOR TYPE 2 DIABETES (CONTINUED)
COMMUNITY PHYSICIAN NETWORK
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ADOPT TREATMENT 
ALGORITHM

As defined by the Institute of Medicine (a division of 
the National Academies of Sciences, Engineering, 
and Medicine), clinical guidelines are “systematically 
developed statements to assist practitioner and patient 
decisions about appropriate health care for specific 
clinical circumstances.” Guidelines and algorithms 
contain recommendations that are based on evidence 
from rigorous systematic review and synthesis of the 
published medical literature. Such algorithms support 
decision making by:

 n Describing a range of generally accepted 
approaches for the diagnosis, management, and/or 
prevention of Type 2 diabetes.

 n Defining practices to help most patients achieve 
optimal outcomes.

It is critical that clinicians and patients develop 
individualized treatment plans together, tailored to the 
specific needs and circumstances of the patient and 
their mutually agreed-upon goals. 

The organization develops and consistently uses a treatment 
algorithm for patients with Type 2 diabetes that is consistent 
with evidence-based guidelines. Care teams and patients 
determine mutually agreed-upon treatment plans and goals that 
are individualized to each patient’s needs and circumstances. 
Adherence to the treatment algorithm is monitored.

STEPS	TO	DEVELOP	AND	CONSISTENTLY	USE	A	
TREATMENT	ALGORITHM	FOR	YOUR	DIABETES	
POPULATION

 n Create a Guidelines Committee to review your 
organization’s existing diabetes treatment 
approach or to develop/adopt an algorithm if 
one does not exist. Most organizations start with 
nationally endorsed guidelines, such as those 
noted in Appendix E: Suggested Readings. The 
Committee should be multidisciplinary, adequately 
represent your organization, and include primary 
care, specialists, leadership, and support staff. 

 n Engage clinicians in algorithm development and 
review. Those who are involved in the process and 
feel ownership will be more likely to implement and 
endorse the tool. 

 n Create a practical summary that is brief, 
actionable, and written in plain language. 

 n Train physicians and other practitioners on the 
guideline and integrate clinical decision support 
(e.g., EHR alerts) into the workflow. 

 n Monitor utilization of the guideline and identify 
reasons for lack of adoption. Creating a feedback 
loop will help the organization understand the 
effectiveness of guideline training and need to 
revise the guidelines. 

 n Develop a systematic process for a periodic review 
of the guidelines as new evidence emerges. 

 n Leverage transparent data reports (refer to Publish 
Transparent Internal Reports plank) to promote the 
effectiveness of algorithm adherence. 



CAMPAIGNTOOLKIT

TOOL: DIABETES MANAGEMENT ALGORITHM
INTERMOUNTAIN HEALTHCARE

Used with permission from Intermountain Healthcare. Copyright 2001-2015, Intermountain Healthcare.
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TOOL: DIABETES MANAGEMENT ALGORITHM (CONTINUED)
INTERMOUNTAIN HEALTHCARE
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TOOL: DIABETES MANAGEMENT ALGORITHM (CONTINUED)
INTERMOUNTAIN HEALTHCARE
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TOOL: DIABETES MANAGEMENT ALGORITHM (CONTINUED)
INTERMOUNTAIN HEALTHCARE
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TOOL: DIABETES MANAGEMENT ALGORITHM (CONTINUED)
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TOOL: DIABETES MANAGEMENT ALGORITHM (CONTINUED)
INTERMOUNTAIN HEALTHCARE

Reprinted with permission of the American Diabetes Association, Inc. Copyright 2015.
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TOOL: DIABETES MANAGEMENT ALGORITHM (CONTINUED)
INTERMOUNTAIN HEALTHCARE
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TOOL: DIABETES MANAGEMENT ALGORITHM (CONTINUED)
INTERMOUNTAIN HEALTHCARE
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TOOL: DIABETES MANAGEMENT ALGORITHM (CONTINUED)
INTERMOUNTAIN HEALTHCARE
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SUTTER HEALTH
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TOOL: DIABETES PATHWAYS
CORNERSTONE HEALTH CARE, P.A.
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TOOL: TREATMENT ALGORITHM
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Reprinted with permission of the American Diabetes Association, Inc. Copyright 2015.
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MEASURE HbA1c  
EVERY 3-6 MONTHS

HbA1c is the most important surveillance tool to 
monitor glycemic control and provides an accurate 
reflection of how well the treatment plan is working. 
HbA1c levels are predictive of risk for diabetic 
microvascular complications. The ADA’s Standards of 
Medical Care recommend that HbA1c testing be done 
for patients with Type 2 diabetes at least two times per 
year for those meeting treatment goals, and quarterly 
for those whose therapy has changed or are not at 
target.   

Successful diabetes improvement interventions assure 
that patients are aware of the need for testing, create 
monitoring systems to assure testing is completed, 
perform routine outreach to those who are overdue, 
and embed patient education to convey the importance 
and meaning of the results. Equally critical is the need 
for care providers to respond timely to the HbA1c result 
by intensifying treatment for all those not at target. 

STEPS TO ASSURE HbA1c TESTING IS BEING 
PERFORMED EFFECTIVELY FOR YOUR 
DIABETES POPULATION

n Incorporate HbA1c testing frequency 
recommendations into your guidelines (refer to 
Adopt Treatment Algorithm plank).

n Include specific HbA1c frequency in each individual 
patient’s care plan.  

n Make HbA1c awareness a key component in your 
patient education efforts. Use simple language, 
pictures, and patient stories that communicate the 
critical importance of this test.  

n Add language to the after-visit summary, your 
patient portal, and other individualized patient 
materials that explains the meaning of the HbA1c 

test, indicates whether the patient is at target 
range, and displays when the patient is due for his 
or her next test.  

n Create a list from your diabetes registry at a 
specified interval (e.g., monthly, quarterly) of 
patients overdue for HbA1c testing. Consider 
starting by identifying patients who have not had 
an HbA1c test in over a year. For more information, 
refer to Use a Patient Registry plank. 

n Contact those overdue for testing using letters, 
phone calls, or automated tools such as text 
messaging.   

n Use point-of-care alerts within the EHR that indicate 
if a patient is overdue. Consider implementing 
these prompts for all providers, not just primary 
care, and developing standardized processes to 
alert patients at the time of their visit to obtain 
necessary testing.    

n Implement standard order sets for patients with 
diabetes that can be deployed by non-physicians to 
facilitate HbA1c testing.   

n Monitor your organization’s HbA1c testing 
performance on and report back to the Accountable 
Diabetes Team (refer to Build an Accountable 
Diabetes Team plank). 

n Include data comparing A1c ordered versus 
completed as part of your internal reports (refer 
to Publish Transparent Internal Reports plank) to 
illustrate potential gaps in care.  

n Incorporate simple, low-cost strategies, such as 
room signage with a clear call-to-action, to foster 
discussion regarding needed testing. 

HbA1c is measured every three to six months for patients with 
Type 2 diabetes, according to American Diabetes Association 
(ADA) guidelines. This will occur without exception and processes 
are in place to monitor system adherence and conduct outreach to 
patients overdue for testing.

3-6
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ASSESS AND 
ADDRESS RISK OF 
CARDIOVASCULAR 
DISEASE 

Heart diseases and stroke are the top causes of death 
and disability among people with Type 2 diabetes. 
In fact, at least 65 percent of people with diabetes 
die from some form of heart disease or stroke. To 
reverse these trends, care teams must assess risk of 
cardiovascular disease for people with Type 2 diabetes 
and intervene in order to prevent these major health 
events.

TIPS TO INCORPORATE  
CARDIOVASCULAR RISK ASSESSMENT

 n Use the ACC/AHA ASCVD Risk Calculator (refer 
to Appendix E: Suggested Readings for a link) for 
all patients with Type 2 diabetes over 40 years 
old annually, but including those who are newly 
diagnosed with the condition. 

 n Develop a workflow to facilitate ease of adoption. 
This workflow may incorporate:

• Inclusion of point-of-care alerts,

• Delegation of this responsibility (e.g., to a 
medical assistant or care coordinator),

• Development of automated tools built into the 
EHR, and

• Utilization monitoring of these tools (e.g., Did a 
point-of-care alert appear and was statin ordered, 
if appropriate? Did medication reconciliation 
include statin adherence over 80%?).

 n Ensure the results are entered into the EHR and/or 
your diabetes registry in a discrete, searchable field. 

 n Educate clinicians and care team members about 
the importance of cardiovascular risk assessment 
for patients with Type 2 diabetes, the approved 
workflow, and appropriate management per your 
organization’s treatment algorithms (refer to Adopt 
Treatment Algorithm plank). 

 n Develop or adopt treatment guidelines that include 
use of moderate- or high-intensity statins, lifestyle 
changes, antihypertensive medications, and aspirin 
for at-risk patients.

 n Establish a process to assess medication 
adherence such as patient questionnaires, self-
reports, pill counts, and pharmacy refills. 

 n Offer patient education materials and self-
management tools that are culturally appropriate 
and accessible to audiences with low literacy. 

 n Monitor use of the risk calculator and adherence to 
the workflow and report back to the Accountable 
Diabetes Team at your organization (refer to Build 
an Accountable Diabetes Team plank).  

 n Leverage the work previously completed in your 
organization with Measure Up/Pressure Down® or 
other related efforts.

Care teams systematically evaluate each patient’s risk for 
cardiovascular disease, using a trusted risk assessment tool. For 
patients at risk, treatment plans include primary and secondary 
prevention in accordance with American Diabetes Association 
(ADA) recommendations for lifestyle, lipid-lowering and 
antihypertensive medications, and aspirin.
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TOOL: CARDIOVASCULAR DISEASE ALGORITHM
INTERMOUNTAIN HEALTHCARE

Used with permission from Intermountain Healthcare. Copyright 2001-2015, Intermountain Healthcare.
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TOOL: CARDIOVASCULAR DISEASE ALGORITHM (CONTINUED)
INTERMOUNTAIN HEALTHCARE
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TOOL: CHOLESTEROL ALGORITHM
INTERMOUNTAIN HEALTHCARE

Used with permission from Intermountain Healthcare. Copyright 2001-2015, Intermountain Healthcare.
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TOOL: CHOLESTEROL ALGORITHM (CONTINUED)
INTERMOUNTAIN HEALTHCARE
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TOOL: HYPERTENSION ALGORITHM
INTERMOUNTAIN HEALTHCARE

Used with permission from Intermountain Healthcare. Copyright 2001-2015, Intermountain Healthcare.
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TOOL: HYPERTENSION ALGORITHM (CONTINUED)
INTERMOUNTAIN HEALTHCARE
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TOOL: ADULT LIPID GUIDELINES
SUTTER HEALTH
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TOOL: ADULT LIPID GUIDELINES (CONTINUED)
SUTTER HEALTH
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TOOL: ADULT LIPID GUIDELINES (CONTINUED)
SUTTER HEALTH



83

A
SSE

SS A
N

D
 A

D
D

R
E

SS R
ISK

 O
F C

A
R

D
IO

VA
SC

U
LA

R
 D

ISE
A

SE
 

TOOL: ADULT LIPID GUIDELINES (CONTINUED)
SUTTER HEALTH
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TOOL: ADULT LIPID GUIDELINES (CONTINUED)
SUTTER HEALTH
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CONTACT PATIENTS NOT AT 
GOAL AND WITH THERAPY 
CHANGE WITHIN 30 DAYS 

Most adults with diabetes have at least one comorbid 
chronic disease and as many as 40% have at least 
three. The complexity of multiple chronic diseases 
can be challenging for many people with diabetes to 
manage. Frequent clinical contact for those not at goal 
or with a new prescription can create opportunities to 
focus:

 n Treatment Intensification: Accelerating care can 
help patients achieve their treatment goals: those 
not at target range who saw their care team every 
1-2 weeks achieved treatment goals sooner than 
those who saw their team every 3-6 months. 

 n Treatment Adherence: Patients who have positive 
reinforcement from their provider and frequent 
support of their care team demonstrate better 
adherence and less risk of poor outcomes.  

 n Patient Engagement in Self-Management: With 
frequent contact, patients and care teams can 
develop a strong therapeutic bond that promotes 
patient engagement and increases patient 
confidence and motivation.    

TIPS TO CONTACT PATIENTS WITHIN 30 DAYS

 n Incorporate contact frequency into treatment 
guidelines. 

 n Consider group visits, nurse visits, telephonic 
follow-up, or e-messaging. Contact may not 
need to be face-to-face with a physician. Nurse 
practitioners, pharmacists, or competency-
trained and tested nurses, for instance, could use 
standardized treatment algorithms.

 n Create a reminder system via EHR, patient portal, 
or a simple calendar program to track patients who 
need follow-up.

 n Identify patients who may not be adherent to 
their current regimen because they are not on 
appropriate medications.

 n Schedule follow-up appointments for patients not 
at goal before they leave the clinic. 

 n Offer options for patient home monitoring and 
reporting through telephone, patient portal, texting, 
or secure e-messaging.

 n Monitor performance of 30-day follow-up for those 
not at goal or with new prescription and report 
results to the diabetes team (refer to Build an 
Accountable Diabetes Team plank).

All patients not at goal and with either a new prescription or a 
change in therapy receive proactive clinical contact within 30 
days to assess progress. An appropriate member of the care team 
initiates clinical interaction(s) in the form of an office or home visit, 
medication therapeutic management, telephone outreach, contact 
via the patient portal, virtual visit, or e-messaging. Treatment is 
intensified as appropriate.
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TOOL: DIABETIC FOLLOW-UP SCRIPTING AND NOTE
CORNERSTONE HEALTH CARE, P.A.

PCA Scripting:

Good morning/afternoon, may I speak with ____________?  Hi, Mr./Mrs. _____________.  My name is 
________________ and I’m a Patient Care Advocate from Cornerstone Health Care calling for Dr. __________ 
office.  Do you have a moment?  We noticed that it is time for you to have your six month Diabetic follow up 
appointment.  I would like to go ahead and schedule this for you.  What day and time works best for your 
schedule?  Is your address still _______________ and would you mind sharing your email address with me?  In 
addition to what we have already discussed, is there anything else I can help you with today?  Thank you for 
your time and choosing Cornerstone Health Care as your Medical Home.  Have a great Day!

PCA Note:

Sept. 17, 2015

I had the opportunity to speak with Foot Chctest about ways to improve their healthcare.  In an effort to 
improve Diabetes, I have scheduled an appointment for her to have a Follow-up.  She was able to schedule an 
appointment for this service.  I set up an appointment with ______ on ______ at ______.  The patient accepted 
and understood the purpose of my call.

Thank you,

Patient Care Advocate
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TOOL: TARGETED PATIENT PORTAL MESSAGING
PREMIER MEDICAL ASSOCIATES, P.C.
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TOOL: DIABETES MEDICATION REFILL AND  
              VISIT FREQUENCY GUIDELINES
MERITER-UNITYPOINT HEALTH
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USE A PATIENT REGISTRY

Just as an electronic health record (EHR) is an 
essential tool for caring for individual patients, a 
registry is essential for managing populations. EHRs 
provide a single-patient view with clinical decision 
support to apply evidence-based protocols to each 
patient and workflow tools to support team-based care. 
Patient registries aggregate EHR data on individual 
patients to provide a population view.

Conceptually, a registry is layered on top of an EHR, 
integrating key data on all patients who make up a 
certain population, such as all patients with Type 2 
diabetes. This cross-patient view may be a separate 
system or simply an additional module from the 
EHR vendor. Registries can also be used for risk 
stratification, which can range from simply identifying 
patients whose HbA1C is above their individual target 
to using statistical predictive models that use trends in 
multiple lab values and historical utilization patterns to 
stratify patients by risk of a hospital admission.

Many times, EHRs and registries overlap in terms of 
applying care protocols prior to, during, and after a 
patient visit. The EHR, for instance, ensures that all of a 
patient’s chronic conditions and preventive care needs 
are addressed at every visit. Meanwhile, a registry 
applies the same protocols to patients who are not 
scheduled for a visit, to identify patients for outreach. 

For organizations that possess a functioning registry, 
awareness and training is essential as well as protocols 
and accountability embedded into workflow for how 
the care team utilizes the tools. Ensure the data is 
timely and accurate, and create a feedback process to 
improve data quality.

PRIOR TO THE VISIT

Registries can facilitate pre-visit planning to assure 
efficient use of office visits. A list of patients with Type 
2 diabetes who require labs and preventative services 
is reviewed by the team. For example, standing orders 
can be implemented to facilitate ordering of required 
tests and services prior to the visit. Ensure care teams 
have access to registry reports with adequate time for 
pre-visit planning.

DURING THE VISIT

Notifications or alerts are communicated to the 
provider during the patient visit about specific 
recommended tests or services. Sharing reports with 
the patient during the visit can empower patients to 
self-manage their disease by promoting discussion 
about self-management and progress toward goals. 

AFTER THE VISIT

Care coordination can be enhanced between practice 
visits by outreach to patients needing additional 
services. Many patients identified as being at greatest 
risk for poor outcomes can be prioritized for case 
management. The registry can provide population-
based results for quality improvement. Feedback about 
performance on specific measures can direct the 
team’s diabetes improvement efforts.

An up-to-date registry exists and is utilized to identify all patients 
with Type 2 diabetes. Reviewed prior to a patient visit, the registry 
will inform the care team if the patient is not meeting care 
goals. Outreach is performed to patients who missed scheduled 
appointments, have gaps in care, or are overdue for follow-up.  
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EMBED  
POINT-OF-CARE TOOLS

The main purpose of clinical decision support (CDS) 
is to provide clinicians and patients timely health 
information to best inform clinical decisions at the 
point of care.  

Most clinicians aim to practice evidence-based 
medicine, yet many are challenged in remembering  
the specific care recommendations that might  
apply to an individual patient. For this reason, CDS  
tools can alert clinicians to patient-specific care  
needs, providing customizable order sets, easy  
access to disease guidelines, reminders for chronic  
or preventive care, safety alerts, patient-specific 
treatment recommendations, or even advanced 
predictive analytics that assess a patient’s risk of high-
cost complications.  

The best point-of-care tools provide valuable 
information beyond rules and alerts. First-generation 
diabetes point-of-care tools in outpatient settings, for 
instance, focused on prompts and reminders which 
improved test ordering but did not track intermediate 
outcomes of care such as glucose, blood pressure, 
or lipid levels. More sophisticated diabetes point-of-
care tools use EMR data to provide patient-specific 
advice on medication use based on previous treatment, 
distance from goal, and evidence-based algorithms. 
These tools also organize clinical data in a thoughtful 
manner that facilitates decision-making.  

TIPS TO IMPROVE THE VALUE AND USE OF 
POINT-OF-CARE TOOLS

 n Convene a core group dedicated to point-of-care 
tools. This team will review the content of the tools 
up front, review the guidelines as a group, and then 
decide together how to implement them. 

 n Focus practice resources and tools on care 
processes that will have the greatest population 
impact to avoid risk of alert fatigue. 

 n Ensure point-of-care tools align with organizational 
practice guidelines to avoid confusion.

 n Create workflows that allow team members to 
manage certain alerts by practicing to the “top 
of their license.” (Caution: States have different 
guidelines on what registered nurses, licensed 
practical nurses, or medical assistants can do with 
standing orders versus direct physician orders.)

 n Aim to reduce “clicks” by consolidating all 
information into a single-screen display. 

 n Consider incorporating these tools in patient-
provider communications, such as patient 
portals, shared decision-making aids, or after-visit 
summaries. 

 n Remember that tools must save time for providers 
and be perceived as valuable in increasing the 
quality of care.  

 n Make certain that data is timely and accurate and 
creates a feedback process to improve data quality. 
False positives and negatives will undermine 
provider confidence and therefore reduce the 
effectiveness of these tools.  

 n Create a process to assess the usage and 
effectiveness of the tools.  

Clinical decision support tools are embedded in workflow to 
ensure that all members of the care team are aware of the 
patient’s status on diabetes management and preventive 
measures, even if the current visit is for an unrelated problem. 
Protocols assist the care team in addressing patient needs.
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TOOL: DIABETES REVIEW LIST PROTOCOL
PREMIER MEDICAL ASSOCIATES, P.C.
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TOOL: DIABETES MEDICATION REFILL    
              AND VISIT FREQUENCY GUIDELINES
MERITER-UNITYPOINT HEALTH
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TOOL: DIABETES CAREGUIDES
CORNERSTONE HEALTH CARE, P.A.
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TOOL: DIABETES CAREGUIDES (CONTINUED)
CORNERSTONE HEALTH CARE, P.A.
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TOOL: DIABETES CAREGUIDES (CONTINUED)
CORNERSTONE HEALTH CARE, P.A.
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TOOL: CLINICAL QUALITY SOLUTION
PREMIER MEDICAL ASSOCIATES, P.C.

Patient Dashboard

View:    Internal Medicine PHM

Care Actions

Health Goals

Appointments

Populations

> Care Actions

> Health Goals

> Appointments

> Populations

Sort by:    Importance

Sort by:    Importance

Print More Close

DM Eye exam near due 03/30/2015

DM Urine albumim screening near due 04/08/2015

DM Lipid panel near due 04/08/2015

DM Foot exam up-to-date 10/14/2015

DM HbA1c up-to-date 6%, 10/14/2015

Prev Flu immunization given within current flu season 10/14/2015

Prev Pneumonia vaccination given after age 50 10/17/2015

Prev Pneumonia vaccination given after age 65 10/17/2015

Prev Tdap/Td vaccination up-to-date 04/24/2015

Prev Zoster vaccination administered after age 50 10/27/2015

02/22/2013

Prev BP: S≥ 120 and < 140 and/or D ≥ 80 and < 90 129 / 68 mmHg. 10/14/2015

Risk Some chronic conditions Disease RAF: 0.368

DM HbA1c < 7 6%, 10/14/2015

Next appointment of type PE 20

+   “Chronic Kidney Disease”

+   “Hypertension”

+   “Diabetes”

+   “Nephropathy”

Good

Warning

Attention Needed

Missing Data

Exclusion

In Progress
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TOOL: HEALTH MAINTENANCE
THEDACARE PHYSICIANS
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TOOL: HEALTH MAINTENANCE (CONTINUED)
THEDACARE PHYSICIANS
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TOOL: HEALTH MAINTENANCE (CONTINUED)
THEDACARE PHYSICIANS
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TOOL: HEALTH MAINTENANCE (CONTINUED)
THEDACARE PHYSICIANS
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PUBLISH TRANSPARENT 
INTERNAL REPORTS

Internal transparent reporting in the context of quality 
initiatives can foster a culture of candor and provide 
ongoing feedback that enhances performance and 
improves outcomes. This transparency also serves 
as an important driver of accountability for individual 
providers, care teams, and the entire organization. 

Tracking and reporting quality data through such 
reports can:

 n Motivate everyone to improve performance;

 n Recognize high performers; 

 n Disseminate their best practices across the 
organization;

 n Provide the opportunity for leadership to better 
understand and address system and workflow 
barriers to improving care;

 n Mobilize and motivate all care team members to 
create solutions that improve performance;

 n Prepare the group for the shift to publicly-reported 
data; and 

 n Promote changes in clinical behaviors, such as 
following evidence-based guidelines, ordering 
recommended tests, and addressing patient 
adherence.

Transparent internal reports should clearly show the 
baseline and progress toward the goal for appropriate 
clinical measures and include comparative graphs or 
charts organized by individual provider, care team, and 
site of care. Diabetes-related metrics should align with 
your organizations’ strategic quality goals, which might 
reflect value or risk-based contracts or participation in 
state or national programs including Together 2 Goal®. 

TIPS TO EFFECTIVELY CREATE TRANSPARENT 
INTERNAL REPORTING

If	your	organization	does	not	currently	publish	
transparent internal reports:

 n Start by reviewing individual reports confidentially 
with providers to assure data accuracy and address 
any concerns. 

 n Discuss the purpose of the reports and recognize 
high performers at group meetings to garner 
understanding and buy-in.

 n Determine frequency and dissemination of reports.

 n Communicate timeline for unblinded reports. 

If	your	organization	currently	publishes	transparent	
internal reports:

 n Determine if reports are being reviewed by all care 
team members.

 n Consider delivering reports by hand, reviewing 
reports at beginning of meetings, or posting results 
publicly to convey importance of reports.

 n Continue to discuss the purpose of the reports, 
preferably at group meetings, to garner 
understanding and buy-in.

 n Include an up-to-date worklist of patients not 
at goal (refer to Use a Patient Registry plank) 
and develop an action plan with clear timelines, 
responsibilities, and accountability. 

 n Create friendly competition between providers 
or sites of care by offering incentives, such as a 
healthy lunch or gift card, to the teams with most 
improvement.

Unblinded performance reports are generated and distributed 
at least quarterly to providers and care teams, as well as 
administrative leadership. Action plans establish targets for 
improvement and address performance. There is a process to 
recognize and spread best practices.
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TOOL: PATHWAYS TO EXCELLENCE REPORTS
CORNERSTONE HEALTH CARE, P.A.
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TOOL: PROVIDER D3 PERCENTAGE
PREMIER MEDICAL ASSOCIATES, P.C.
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TOOL: WORK LIST BY PHYSICIAN
COLORADO SPRINGS HEALTH PARTNERS

Last Date of Last A1c Pts had Urine Date of Urine Pt w Dx of Dm Pt w Dx of Dm
A1c  Albumim Albumim (Problem List) w/o Dx of
    [Up to End of Sec/Gest DM 
    Time Period] [Up to End of
     Period]  
6.0 03/09/2015 No  Yes Yes

7.6 10/28/2015 No  Yes Yes

7.1 12/10/2014 No  Yes Yes

12.8 08/28/2015 Yes 08/28/2015 Yes Yes

9.8 09/12/2015 Yes 09/112/2015 Yes Yes

6.8 08/17/2015 No  Yes Yes

  No  Yes Yes

7.1 05/21/2015 No  Yes Yes

5.7 12/08/2014 No  Yes Yes

  No  Yes Yes

7.3 05/19/2015 No  Yes Yes

9.3 10/30/2015 Yes 10/30/2015 Yes Yes

5.0 08/28/2015 No  Yes Yes

5.7 09/14/2015 No  Yes Yes

10.1 09/04/2015 Yes 11/04/2015 Yes Yes

  No  Yes Yes

7.9 10/06/2015 No  Yes Yes

9.3 08/25/2015 Yes 04/29/2015 Yes Yes

6.5 04/30/2015 No  Yes Yes

5.7 08/28/2015 No  Yes Yes

  No  Yes Yes

  No  Yes Yes

5.8 06/01/2015 No  Yes Yes

  No  Yes Yes

Patient ID             Current PCP

DM:  Pts w A1C >= 9% or w/o Urine Albumim Roundhouse
Patient List
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TOOL: TRANSPARENT REPORTS
COLORADO SPRINGS HEALTH PARTNERS
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TOOL: TRANSPARENT REPORTS (CONTINUED)
COLORADO SPRINGS HEALTH PARTNERS
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TOOL: TRANSPARENT REPORTS (CONTINUED)
COLORADO SPRINGS HEALTH PARTNERS
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TOOL: TRANSPARENT REPORTS (CONTINUED)
COLORADO SPRINGS HEALTH PARTNERS


