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WELCOME

WELCOME
Welcome to the Diabetes: Together 2 Goal® campaign!
We look forward to working with you and your organization―as well as your fellow AMGA
members―to collectively improve care for 1 million people with Type 2 diabetes by 2019.
Together 2 Goal® is all about working together to achieve this shared goal. Together, we can help
people with Type 2 diabetes live longer, healthier lives―meaning better quality of life, greater
productivity, and significant cost savings.
To help you implement best practices and address many of the common challenges associated
with effectively managing Type 2 diabetes, AMGA Foundation has produced this Together 2 Goal®
Campaign Toolkit. Toolkit highlights include:
• Getting Started: The Getting Started section provides simplified steps meant to help medical
groups organize their approach, particularly if Together 2 Goal® is one of your first major
quality initiatives. The steps are not meant to be prescriptive, but helpful to your group in
developing a systematic, logical method to improve the health care you deliver.
• Implementing the Campaign Planks: The “campaign planks” are evidence-based care
processes that can be implemented in your practice. Together 2 Goal® offers 11 campaign
planks―organized by three domains―for improving the care of people with Type 2 diabetes.
For each plank, you will find concise one-pagers with guidance and actionable steps for
adoption, as well as tools used by some of the nation’s leading healthcare organizations.
This Toolkit is a living document and will be updated throughout the campaign. A downloadable
version can be accessed at www.Together2Goal.org. We hope you find the Toolkit useful and
consider sharing it with your colleagues.
Other campaign resources, including our monthly campaign webinars, data reporting portal, and
additional patient and provider resources, are also available at the campaign website.
Best,
The Together 2 Goal® Team

3

TABLE OF CONTENTS
INTRODUCTION
Together 2 Goal® Campaign Overview

7-9

GETTING STARTED
Checklist

13-15

Quick Wins

16

			
IMPLEMENTING THE PLANKS
Build an Accountable Diabetes Team

19

Tool: Clinic Team Roles (Intermountain Healthcare)

20

Tool: Diabetes Care Standing Orders (Community Physician Network)

21-23

Tool: Top Tips from Care Teams and FAQs (Meriter-UnityPoint Health)

24-25

Tool: Simple Insulin Dose Adjustments Competency Validation
          (ThedaCare Physicians)

26-32

Integrate Emotional and Behavioral Support

33

Tool: Healthy Coping Patient Handout (English) (Sutter Health)

34-38

Tool: Healthy Coping Patient Handout (Spanish) (Sutter Health)

39-43

Refer to Diabetes Self-Management Education and Support Programs

45

Tool: Patient Goal Setting (Northeast Georgia Physicians Group)

46

Tool: Diabetes Report Card (Billings Clinic)

47

Tool: DSME Program Referral List (Intermountain Healthcare)

48

CAMPAIGNTOOLKIT

Conduct Practice-Based Screening

49

Tool: Screening and Diagnosis Algorithm (Intermountain Healthcare)

50-52

Tool: Screening for Type 2 Diabetes (Community Physician Network)

53-54

Adopt Treatment Algorithm

55

Tool: Diabetes Management Algorithm (Intermountain Healthcare)

56-67

Tool: Diabetes Decision Guide (Sutter Health)

68

Tool: Diabetes Pathways (Cornerstone Health Care, P.A.)

69

Tool: Treatment Algorithm (Meriter-UnityPoint Health)

70

Measure HbA1c Every 3-6 Months
Tool: Diabetes Medication Refill and Visit Frequency Guidelines
          (Meriter-UnityPoint Health)
Assess and Address Risk of Cardiovascular Disease

71
72
73

Tool: CVD Algorithm (Intermountain Healthcare)

74-75

Tool: Cholesterol Algorithm (Intermountain Healthcare)

76-77

Tool: Hypertension Algorithm (Intermountain Healthcare)

78-79

Tool: Adult Lipid Guidelines (Sutter Health)

80-84

Contact Patients Not at Goal and with Therapy Change within 30 Days
Tool: Diabetic Follow-Up Scripting and Note
          (Cornerstone Health Care, P.A.)
Tool: Targeted Patient Portal Messaging
          (Premier Medical Associates, P.C.)
Tool: Diabetes Medication Refill and Visit Frequency Guidelines
          (Meriter-UnityPoint Health)

85
86

87
88

Use a Patient Registry

89

Embed Point-of-Care Tools

91

Tool: Diabetes Review List Protocol (Premier Medical Associates, P.C.)

92

Tool: Diabetes Medication Refill and Visit Frequency Guidelines
          (Meriter-UnityPoint Health)

93

Tool: Diabetes CareGuides (Cornerstone Health Care, P.A.)

94-96

Tool: Clinical Quality Solution (Premier Medical Associates, P.C.)

97

Tool: Health Maintenance (ThedaCare Physicians)

98-101

Publish Transparent Internal Reports

TABLE OF CONTENTS

IMPLEMENTING THE PLANKS (CONTINUED)			

103

Tool: Pathways to Excellence Reports (Cornerstone Health Care, P.A.)

104

Tool: Provider D3 Percentage (Premier Medical Associates, P.C.)

105

Tool: Work List by Physician (Colorado Springs Health Partners)

106

Tool: Transparent Reports (Colorado Springs Health Partners)

107-110

			
APPENDICES			
Appendix A: Acknowledgements

113-115

Appendix B: FAQs

117-119

Appendix C: Contacts

121

Appendix D: Data Reporting

123-124

Appendix E: Citations and Suggested Readings

125-128

Appendix F: Copyright and Disclaimer

129
5

ONE PREVALENT AND
COSTLY CONDITION.
ONE POWERFUL,
NATIONAL CAMPAIGN.

THE ISSUE
Your organization sees people with Type 2 diabetes every day. This chronic disease impacts approximately 28
million Americans and this figure is expected to rise. Two in every five U.S. adults are expected to develop Type
2 diabetes throughout their lifetime. Cases of diagnosed diabetes account for $1 of every $10 spent on medical
care in the United States. Most people with diabetes have at least one comorbidity that complicates care,
treatment, and outcomes.

INTRODUCTION TO TOGETHER 2 GOAL®

INTRODUCTION TO
TOGETHER 2 GOAL®

Improving diabetes management will require an expanded effort and an increased focus from healthcare systems,
clinicians, patients, employers, and the entire nation.
THE CAMPAIGN
Created by AMGA Foundation, Together 2 Goal® is a three-year national campaign to improve care for 1 million
people with Type 2 diabetes by leveraging the coordinated care delivery systems of members of AMGA, which
collectively deliver care to 1 in every 3 Americans.
As of February 2016, more than 100 medical groups and health systems delivering care to more than 26.2 million
patients have joined the campaign. In addition to working with AMGA members, Together 2 Goal® has also
teamed up with nonprofit partners and supporting organizations, as well as corporate collaborators in a
wide-reaching effort to raise awareness and empower individuals and communities to tackle one of the
nation’s most important public health challenges. A comprehensive list of these organizations is available at
www.Together2Goal.org.
To achieve this ambitious goal by 2019, medical groups and health systems joining the campaign will:
(1) Adopt one or more evidence-based care processes (“campaign planks”) known to improve care and patient
outcomes. The campaign planks (see page 8) are based on best practices derived from our Best Practices in
Managing Diabetes Collaboratives, and in consultation with the campaign’s National Advisory Committee and
Scientific Advisory Committee. Participating medical groups and health systems commit to implementing at
least one campaign plank, although we anticipate many will address multiple planks and some with adopt all
11. The campaign planks are organized by domain.
(2) Report data on a quarterly basis. With Together 2 Goal®, participating organizations will always know how
they’re doing. By reporting diabetes-related data on a quarterly basis, medical groups and health systems
measure progress towards their organization’s goals for diabetes and our shared campaign goal of improved
care for 1 million people with Type 2 diabetes. We provide multiple data reporting tracks:
— Basic Track: A1c control only
— Core Track: A1c control, blood pressure control, lipid management, and testing for renal disease (reported
both individually and as a “bundle”)
— Innovator Track: Core Track and additional measures to be determined
More information about data reporting, including access to the data portal, data specifications, and data
reporting schedule, is available in Appendix D: Data Reporting.
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(3) Use free campaign resources to help you get to goal. Throughout the three-year campaign, you’ll be
supported by powerful tools and resources that have been developed by AMGA members and are proven to
deliver the best outcomes. These resources include:
• Together 2 Goal® Campaign Toolkit
• Monthly campaign webinars
• Educational resources for patients
• Online discussion forum
• National Day of Action
These resources can be accessed at www.Together2Goal.org.

CAMPAIGNTOOLKIT

Together 2 Goal® is the second campaign in AMGA Foundation’s Chronic Care Challenge. In the first campaign,
Measure Up/Pressure Down®, nearly 150 AMGA members worked together to improve blood pressure detection or
control for more than half a million Americans.
Through this effort, we’ve learned how to leverage our collective strengths to transform care. Now it’s time to build
on this momentum and join forces in the fight against the next chronic condition: Type 2 diabetes.

ABOUT US
AMGA Foundation is AMGA’s nonprofit arm that enables medical groups and other organized systems of care to
consistently improve health and health care. AMGA Foundation serves as a catalyst, connector and collaborator
for translating the evidence of what works best in improving health and health care in everyday practice.

INTRODUCTION TO TOGETHER 2 GOAL®

OUR HISTORY

AMGA is a 501(c)(6) trade association representing medical groups, health systems, and other organized
systems of care, including some of the nation’s largest, most prestigious integrated delivery systems. AMGA is
a leading voice in advocating for efficient, team-based, and accountable care. AMGA members encompass all
models of organized systems of care in the healthcare industry, including: physician-owned, independent group
practices, integrated delivery systems, hospital-affiliated medical groups, independent practice associations
(IPAs), academic and faculty practices, accountable care organizations, and high-performing health systems.
Approximately 165,000 physicians practice in AMGA member organizations, providing healthcare services for
133 million patients (approximately one in three Americans). Headquartered in Alexandria, Virginia, AMGA is
the strategic partner for these organizations, providing a comprehensive package of benefits, including political
advocacy, educational and networking programs, publications, benchmarking data services, and financial and
operations assistance.
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GETTING STARTED

GETTING STARTED
No matter where you are on your journey, Together 2 Goal® provides a tailored pathway for diabetes
improvement. This Getting Started section provides a checklist and quick wins to jumpstart your Together 2
Goal® campaign efforts.
The steps are not meant to be prescriptive, but helpful to your group in developing a systematic, logical method
to improve the health care you deliver.

CHECKLIST
The Together 2 Goal® Getting Started Checklist will assist in preparing for your diabetes improvement journey
ahead. For each step, consider if your team has completed the potential activities. If not, weigh the most
important items and create a plan to accomplish each.
STEP 1: SECURE BUY-IN FROM ALL RELEVANT KEY STAKEHOLDERS.
Ensure Together 2 Goal® is seen as a top priority at your organization, by fostering support and commitment
from key leaders and stakeholders. This buy-in will be important as your team works to secure the resources
and attention needed for the project (e.g., data, staff time, budget). To do so:
Meet with the campaign’s most prominent supporter at your organization (e.g., Chief Executive Officer,
Medical Director, Board of Directors).
Talk with key Division Chiefs, Department Chairs, and administrative leaders in person to share information
about the campaign and address any concerns they may have (e.g., staffing, resources).
STEP 2: ASSEMBLE YOUR TOGETHER 2 GOAL® TEAM.
It truly takes a team to improve diabetes management for your patient population. From care process
modifications and data reporting to project management, different team members can be responsible for
different roles. As you assemble your team:
Identify 8-10 team members to lead your Together 2 Goal® campaign efforts (refer to Build an Accountable
Diabetes Team on page 19). These team members will be critical to your success, so be strategic and select
colleagues with relevant skills, enthusiasm, and influence to engage others across the organization.
Ensure your team includes Champions that can drive the involvement and support of their peers.
Conduct internal team kick-off meeting. Consider using the initial meeting to:
• Orient team members to campaign goals, timeline, measures, and reports.
• Define specific roles and responsibilities for each team member.
• Review and document current diabetes processes, protocols, and education materials for patients
and providers.
Build accountability for senior leaders, physicians, and staff by creating plans that specify how you will
monitor the implementation of campaign planks and measure campaign successes.
Schedule regular team meetings for the duration of the campaign to develop and monitor your plan.
Together 2 Goal® suggests monthly meetings initially.
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STEP 3: ENSURE ACCESS TO ACCURATE AND TIMELY DATA.
Participating medical groups and health systems should determine your organization’s approach to data
collection, such as a clinical data repository or data warehouse that includes diabetes clinical measures. These
data will be utilized throughout the campaign for internal and external reporting as well as measuring progress
over the three-year effort.
Schedule a meeting with your data analytics/information technology team and/or vendor. In this meeting:
• Confirm if data is readily available or new processes will need to be developed
• Determine how data will be extracted
• Discuss and address any potential barriers
• Review the Together 2 Goal® measure specifications and data reporting schedule (refer to Appendix D:
Data Reporting for more information) to guide programming and planning.
Share the campaign’s webinar on Data Reporting with the data team as a resource. To access the recording,
visit www.Together2Goal.org and select “Improve Patient Outcomes” and then “Webinars.”
STEP 4: UNDERSTAND BASELINE PERFORMANCE AND OUTLINE IMPROVEMENT GOALS.
A baseline measurement of performance is a critical step for quality initiatives. Once you have your baseline rates,
you will want to begin to understand and prioritize areas for improvement.
Run a report on baseline diabetes performance using the campaign measure specifications. If available,
segment the results by care site and providers.
Create a flowchart of current processes to better understand how diabetes is managed and treated in your
system. The resulting diagram will allow the team to visualize patient flow, as well as discover and address
opportunities of improvement such as redundancies, bottlenecks, and/or gaps in care to achieve greater
efficiency.
• Document the step-by-step actions experienced by a typical patient and by a typical care team. This
should include activities before the visit (e.g., scheduling, lab tests, reminders), during the visit (e.g.,
arrival, rooming, decision-making, after-visit summary) and after the visit (e.g., education, follow-up calls,
home monitoring).
• Include information about who is responsible, time constraints, and necessary resources.
Use baseline data to identify high-performing providers and sites of care. Meet with the physicians, care
teams, and leaders to discover their best practices and create a plan to disseminate these across the
organization.
Begin to understand and prioritize at least two tactics for improvement―with a balance of short-term, lessresource intensive interventions and long-term, more-resource intensive ones.
Note: For additional support in creating a flowchart of current processes, we recommend watching the Institute
for Healthcare Improvement’s related video, available at http://www.ihi.org/education/IHIOpenSchool/resources/
Pages/AudioandVideo/Whiteboard11.aspx.
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Implementation of at least one “campaign plank” (evidence-based care process) is at the heart of Together 2
Goal®—and how the campaign aims to improve care for 1 million people with Type 2 diabetes. Learn more about
the campaign planks in Introduction to Together 2 Goal® (page 7) and Implementing the Campaign Planks (pages
19-110).
Review each of the plank overviews and accompanying tools available in the “Implementing the Planks”
section. Find the best match for the areas of improvement you have chosen.

GETTING STARTED

STEP 5: PICK CAMPAIGN PLANK(S) FOR IMPLEMENTATION.

Start with one plank before adopting the next, but plan on implementing additional planks over time.
Create an action plan to implement the plank(s). The plan should address:
• Key areas for improvement
• Plan for accomplishing the improvement in each area, including measureable goals and the activities
needed to achieve these goals
• Project leader and team (be sure to include individuals that directly work in the area that is under
improvement)
• Quantitative and qualitative measurements to monitor progress
• Timelines and deadlines
Modify your baseline flowchart to incorporate the changes you will make to adopt the plank. Be specific―note
on your chart who will do what and when they will do it.
Implement the campaign plank(s) using your action plan as a reference. Consider introducing the changes at
a single site of care as a pilot before system-wide implementation. Consider the “Quick Wins” on page 16 for
suggested initial steps that will generate momentum and show progress.
Monitor the revised process to ensure the change is implemented and sustained over time. Documenting the
changes in writing in policies and procedures can assist in assuring standardization, sustaining the activities,
and training new staff.
STEP 6: DEVELOP A TOGETHER 2 GOAL® COMMUNICATIONS PLAN.
With the right messaging and delivery, your Together 2 Goal® efforts can be visible across your organization and
community.
Prepare an “elevator speech”―a quick way to communicate objectives in a clear, compelling manner―about
the campaign. Consider including why the diabetes campaign is important, how your organization will achieve
the goal, and what specific changes each physician or staff member will need to make in order for the project
to be successful.
Schedule a meeting with your communications, marketing, and/or public relations team and/or agency. In this
meeting, begin to discuss:
• Target audiences (internal and external) who should be made aware of your organization’s Together 2 Goal®
efforts
• Goals and objectives of this communication
• Messages that align with the goals and objectives
• Strategies and tactics for reaching these audiences (e.g., email newsletters, media outreach, social media,
paid advertisements)
Develop the communications plan using information gathered in the initial meeting. Ensure the plan includes
responsibilities, timelines, and evaluation mechanisms to determine if the communications activities are
reaching your target audiences with the right messaging through the identified channels and achieving the
selected goals.
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QUICK WINS
“Quick wins” can generate momentum and sustain enthusiasm for the campaign over time. By breaking down
each plank into a number of smaller steps and accomplishing one, morale will be boosted, progress will be
perceived, and leadership will be engaged.
Consider these “quick wins” for each plank, identified by Together 2 Goal® staff:
Build an Accountable Diabetes Team: Assemble the team and schedule the first meeting of the
diabetes team.
Integrate Emotional and Behavioral Support: Share the “Emotional Side of Diabetes – 10 Things You
Should Know” booklet from Behavioral Diabetes Institute (enclosed) with your team and discuss as a
group.
Refer to Diabetes Self-Management Education and Support Programs: If you currently offer or refer
to a diabetes self-management education (DSME) program, audit how many patients are currently or
have participated in programs in the past year. If you do not currently offer or refer to a DSME program,
identify DSME programs in your area and meet with one to explore a potential partnership.
Conduct Practice-Based Screening: Run a report of patients with an HbA1c ≥ 6.5 in the past year who
do not have a diagnosis of diabetes on their problem list.
Adopt Treatment Algorithm: If you currently have a treatment algorithm, review the guidelines with
your diabetes team. If you don’t have one, meet with the campaign’s most prominent supporter at your
organization to determine the next steps in developing or adopting a treatment algorithm.
3-6

Measure HbA1c Every 3-6 Months: Run a list of patients with diabetes without an HbA1c in the last 12
months.
Assess and Address Risk of Cardiovascular Disease: Identify 1-2 physicians willing to integrate
cardiovascular disease risk assessment using the ACC/AHA ASCVD Risk Calculator into their workflow
as a pilot project.
Contact Patients Not at Goal and with Therapy Change within 30 Days: Run a report of patients whose
last A1c > 9 without an office visit in the past six months.
Use a Patient Registry: If you currently use a patient registry, work with your vendor to determine if
there are useful reports within the registry that you may not be using. If you do not currently use a
patient registry, schedule a meeting with your EHR vendor to discuss registry options.
Embed Point-of-Care Tools: If you currently embed point-of-care tools, conduct an inventory of the
diabetes-specific tools that have been implemented. If you do not currently embed point-of-care tools,
inventory the diabetes tools available in your EHR.
Publish Transparent Internal Reports: If you currently publish transparent internal reports, host a small
focus group to understand perceptions and effectiveness of current reports. If you do not currently
publish transparent internal reports, pilot transparent internal reports at one site of care.
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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.

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

BUILD AN ACCOUNTABLE DIABETES TEAM

BUILD AN ACCOUNTABLE
DIABETES TEAM

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

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

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

n Schedule regular team meetings, at least monthly.
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TOOL: CLINIC TEAM ROLES
INTERMOUNTAIN HEALTHCARE
Used with permission from Intermountain Healthcare. Copyright 2001-2015, Intermountain Healthcare.
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COMMUNITY PHYSICIAN NETWORK

BUILD AN ACCOUNTABLE DIABETES TEAM

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

BUILD AN ACCOUNTABLE DIABETES TEAM

TOOL: DIABETES CARE STANDING ORDERS (CONTINUED)
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TOOL: TOP TIPS FROM CARE TEAMS AND FAQS
MERITER-UNITYPOINT HEALTH
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MERITER-UNITYPOINT HEALTH

BUILD AN ACCOUNTABLE DIABETES TEAM

TOOL: TOP TIPS FROM CARE TEAMS AND FAQS (CONTINUED)
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THEDACARE PHYSICIANS

BUILD AN ACCOUNTABLE DIABETES TEAM

TOOL: SIMPLE INSULIN DOSE ADJUSTMENTS COMPETENCY VALIDATION (CONTINUED)

27

TOOL: SIMPLE INSULIN DOSE ADJUSTMENTS COMPETENCY VALIDATION (CONTINUED)
THEDACARE PHYSICIANS

CAMPAIGNTOOLKIT

THEDACARE PHYSICIANS

BUILD AN ACCOUNTABLE DIABETES TEAM

TOOL: SIMPLE INSULIN DOSE ADJUSTMENTS COMPETENCY VALIDATION (CONTINUED)
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THEDACARE PHYSICIANS

BUILD AN ACCOUNTABLE DIABETES TEAM

TOOL: SIMPLE INSULIN DOSE ADJUSTMENTS COMPETENCY VALIDATION (CONTINUED)
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THEDACARE PHYSICIANS
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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 selfmanagement. Patients are offered resources and/or referrals for
behavioral health support.
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.

INTEGRATE EMOTIONAL AND BEHAVIORAL SUPPORT

INTEGRATE
EMOTIONAL AND
BEHAVIORAL SUPPORT

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 agreedupon 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.
33
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SUTTER HEALTH

INTEGRATE EMOTIONAL AND BEHAVIORAL SUPPORT

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

INTEGRATE EMOTIONAL AND BEHAVIORAL SUPPORT

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

INTEGRATE EMOTIONAL AND BEHAVIORAL SUPPORT

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

INTEGRATE EMOTIONAL AND BEHAVIORAL SUPPORT

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

INTEGRATE EMOTIONAL AND BEHAVIORAL SUPPORT

TOOL: HEALTHY COPING PATIENT HANDOUT (SPANISH) (CONTINUED)
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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.

More than any other chronic condition, effective
diabetes treatment is dependent on patient selfawareness, 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.

If your organization does not offer a DSME program:

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.

If your organization offers or refers to a DSME program:

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.

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.

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

REFER TO DIABETES SELF-MANAGEMENT EDUCATION AND SUPPORT PROGRAMS

REFER TO DIABETES SELFMANAGEMENT EDUCATION
AND SUPPORT PROGRAMS

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.
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BILLINGS CLINIC

REFER TO DIABETES SELF-MANAGEMENT EDUCATION AND SUPPORT PROGRAMS

TOOL: DIABETES REPORT CARD
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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.

CAMPAIGNTOOLKIT

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 prediabetes 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.
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.

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:

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.

CONDUCT PRACTICE-BASED SCREENING

CONDUCT PRACTICEBASED SCREENING

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 decisionmaking. 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 prediabetes who are obese or have additional
risk factors. Shared decision-making is
recommended for these patients.
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TOOL: SCREENING AND DIAGNOSIS ALGORITHM
INTERMOUNTAIN HEALTHCARE
Used with permission from Intermountain Healthcare. Copyright 2001-2015, Intermountain Healthcare.
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INTERMOUNTAIN HEALTHCARE

CONDUCT PRACTICE-BASED SCREENING

TOOL: SCREENING AND DIAGNOSIS ALGORITHM (CONTINUED)
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TOOL: SCREENING AND DIAGNOSIS ALGORITHM (CONTINUED)
INTERMOUNTAIN HEALTHCARE
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COMMUNITY PHYSICIAN NETWORK

CONDUCT PRACTICE-BASED SCREENING

TOOL: SCREENING FOR TYPE 2 DIABETES
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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.

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.

ADOPT TREATMENT ALGORITHM

ADOPT TREATMENT
ALGORITHM

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

ADOPT TREATMENT ALGORITHM

TOOL: DIABETES MANAGEMENT ALGORITHM (CONTINUED)
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INTERMOUNTAIN HEALTHCARE
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INTERMOUNTAIN HEALTHCARE

ADOPT TREATMENT ALGORITHM

TOOL: DIABETES MANAGEMENT ALGORITHM (CONTINUED)
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INTERMOUNTAIN HEALTHCARE
Reprinted with permission of the American Diabetes Association, Inc. Copyright 2015.

ADOPT TREATMENT ALGORITHM

TOOL: DIABETES MANAGEMENT ALGORITHM (CONTINUED)
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TOOL: DIABETES MANAGEMENT ALGORITHM (CONTINUED)
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INTERMOUNTAIN HEALTHCARE

ADOPT TREATMENT ALGORITHM

TOOL: DIABETES MANAGEMENT ALGORITHM (CONTINUED)
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INTERMOUNTAIN HEALTHCARE

ADOPT TREATMENT ALGORITHM

TOOL: DIABETES MANAGEMENT ALGORITHM (CONTINUED)
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INTERMOUNTAIN HEALTHCARE

ADOPT TREATMENT ALGORITHM

TOOL: DIABETES MANAGEMENT ALGORITHM (CONTINUED)
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CORNERSTONE HEALTH CARE, P.A.

ADOPT TREATMENT ALGORITHM

TOOL: DIABETES PATHWAYS
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TOOL: TREATMENT ALGORITHM
MERITER-UNITYPOINT HEALTH
Reprinted with permission of the American Diabetes Association, Inc. Copyright 2015.
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3-6

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.

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.

MEASURE HbA1c EVERY 3-6 MONTHS

MEASURE HbA1c
EVERY 3-6 MONTHS

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.
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TOOL: DIABETES MEDICATION REFILL AND
VISIT FREQUENCY GUIDELINES
MERITER-UNITYPOINT HEALTH
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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.
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.

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

TIPS TO INCORPORATE
CARDIOVASCULAR RISK ASSESSMENT

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 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 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).

ASSESS AND ADDRESS RISK OF CARDIOVASCULAR DISEASE

ASSESS AND
ADDRESS RISK OF
CARDIOVASCULAR
DISEASE

n Establish a process to assess medication
adherence such as patient questionnaires, selfreports, pill counts, and pharmacy refills.
n Offer patient education materials and selfmanagement 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.
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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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INTERMOUNTAIN HEALTHCARE

ASSESS AND ADDRESS RISK OF CARDIOVASCULAR DISEASE

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

ASSESS AND ADDRESS RISK OF CARDIOVASCULAR DISEASE

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

ASSESS AND ADDRESS RISK OF CARDIOVASCULAR DISEASE

TOOL: HYPERTENSION ALGORITHM (CONTINUED)
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SUTTER HEALTH

ASSESS AND ADDRESS RISK OF CARDIOVASCULAR DISEASE

TOOL: ADULT LIPID GUIDELINES (CONTINUED)
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SUTTER HEALTH

ASSESS AND ADDRESS RISK OF CARDIOVASCULAR DISEASE

TOOL: ADULT LIPID GUIDELINES (CONTINUED)

83

TOOL: ADULT LIPID GUIDELINES (CONTINUED)
SUTTER HEALTH

CAMPAIGNTOOLKIT

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.

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 competencytrained 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.

CONTACT PATIENTS NOT AT GOAL AND WITH THERAPY CHANGE WITHIN 30 DAYS

CONTACT PATIENTS NOT AT
GOAL AND WITH THERAPY
CHANGE WITHIN 30 DAYS

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).
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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

CAMPAIGNTOOLKIT

PREMIER MEDICAL ASSOCIATES, P.C.

IMPLEMENTING
CONTACT
PATIENTS
THE NOT
PLANKS
AT GOAL AND WITH THERAPY CHANGE WITHIN 30 DAYS

TOOL: TARGETED PATIENT PORTAL MESSAGING
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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.

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.

USE A PATIENT REGISTRY

USE A PATIENT REGISTRY

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 populationbased results for quality improvement. Feedback about
performance on specific measures can direct the
team’s diabetes improvement efforts.

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.
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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.
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 highcost 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-ofcare 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.

EMBED POINT-OF-CARE TOOLS

EMBED
POINT-OF-CARE TOOLS

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 patientprovider 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.
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PREMIER MEDICAL ASSOCIATES, P.C.

CAMPAIGNTOOLKIT

MERITER-UNITYPOINT HEALTH

EMBED POINT-OF-CARE TOOLS

TOOL: DIABETES MEDICATION REFILL
AND VISIT FREQUENCY GUIDELINES
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CORNERSTONE HEALTH CARE, P.A.

EMBED POINT-OF-CARE TOOLS

TOOL: DIABETES CAREGUIDES (CONTINUED)
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TOOL: DIABETES CAREGUIDES (CONTINUED)
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EMBED POINT-OF-CARE TOOLS

TOOL: CLINICAL QUALITY SOLUTION
PREMIER MEDICAL ASSOCIATES, P.C.

Patient Dashboard
View:
> Care Actions
> Health Goals

Care Actions

Internal Medicine PHM
Sort by:

> Appointments

DM

Eye exam near due

03/30/2015

> Populations

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

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

Health Goals

Importance

02/22/2013

Sort by:

Importance

Appointments

Next appointment of type PE 20
Populations

+ “Chronic Kidney Disease”
+ “Hypertension”
+ “Diabetes”
+ “Nephropathy”

Good
Warning
Attention Needed
Missing Data
Exclusion
In Progress
Print

More

Close
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THEDACARE PHYSICIANS

EMBED POINT-OF-CARE TOOLS

TOOL: HEALTH MAINTENANCE (CONTINUED)
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THEDACARE PHYSICIANS

EMBED POINT-OF-CARE TOOLS

TOOL: HEALTH MAINTENANCE (CONTINUED)
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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.

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;

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

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

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

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

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®.

PUBLISH TRANSPARENT INTERNAL REPORTS

PUBLISH TRANSPARENT
INTERNAL REPORTS

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.
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PREMIER MEDICAL ASSOCIATES, P.C.

PUBLISH TRANSPARENT INTERNAL REPORTS
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TOOL: WORK LIST BY PHYSICIAN
COLORADO SPRINGS HEALTH PARTNERS

DM: Pts w A1C >= 9% or w/o Urine Albumim Roundhouse
Patient List
Patient ID

Current PCP

Last
A1c

Date of Last A1c

Pts had Urine
Albumim

6.0

03/09/2015

7.6

Pt w Dx of Dm
(Problem List)
[Up to End of
Time Period]

Pt w Dx of Dm
w/o Dx of
Sec/Gest DM
[Up to End of
Period]

No

Yes

Yes

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

Yes

Yes

Yes

Yes

7.3

05/19/2015

No

9.3

10/30/2015

Yes

5.0

08/28/2015

No

Yes

Yes

5.7

09/14/2015

No

Yes

Yes

10.1

09/04/2015

Yes

Yes

Yes

No

Yes

Yes

Yes

Yes

Yes

Yes

10/30/2015

11/04/2015

7.9

10/06/2015

No

9.3

08/25/2015

Yes

6.5

04/30/2015

No

Yes

Yes

5.7

08/28/2015

No

Yes

Yes

No

Yes

Yes

No

Yes

Yes

No

Yes

Yes

No

Yes

Yes

5.8
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Date of Urine
Albumim

06/01/2015

04/29/2015

COLORADO SPRINGS HEALTH PARTNERS

PUBLISH TRANSPARENT INTERNAL REPORTS

TOOL: TRANSPARENT REPORTS
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COLORADO SPRINGS HEALTH PARTNERS

PUBLISH TRANSPARENT INTERNAL REPORTS

TOOL: TRANSPARENT REPORTS (CONTINUED)
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TOOL: TRANSPARENT REPORTS (CONTINUED)
COLORADO SPRINGS HEALTH PARTNERS

CAMPAIGNTOOLKIT

APPENDIX

CAMPAIGNTOOLKIT

AMGA Foundation’s Together 2 Goal® campaign and this Toolkit would not be possible without the time
and expertise of the following individuals (as of January 31, 2016):

TOGETHER 2 GOAL® CAMPAIGN TOOLKIT WORKGROUP
Thanks to the Together 2 Goal® Campaign Toolkit Workgroup members for contributing their time
and expertise in reviewing the content of this resource, including campaign plank overviews and
accompanying tools and resources. Workgroup members include:
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ACKNOWLEDGEMENTS

n Parag Agnihotri, MD, Medical Director, Continuum of Care, Sharp Rees-Stealy Medical Group
n Deloris Berrien-Jones, MD, Internal Medicine, Physician Champion for Diabetes Initiative, Henry
Ford Health System
n Frank Colangelo, MD, FACP, Chief Quality Officer, Premier Medical Associates, PC
n Joan Compton, RN, MSHA, Director, Clinical Innovation Department, Colorado Springs Health
Partners
n Roberta Eis, RN, BSN, MBA, Manager, Henry Ford Medical Group – Primary Care
n Deborah Greenwood, PhD, RN, BC-ADM, CDE, FAADE, 2016 Immediate Past President, American
Association of Diabetes Educators Board of Directors; Program Director, Sutter Health Integrated
Diabetes Education Network; Clinical Performance Improvement Consultant; Research Scientist,
Office of Patient Experience, Sutter Health
n Betty Sedlor, RN, Clinical Outcomes Analyst, Colorado Springs Health Partners

TOGETHER 2 GOAL® CAMPAIGN TOOLKIT REVIEWERS
We also extend our gratitude to experts at AMGA members and campaign partners who reviewed
specific campaign plank overviews enclosed. These reviewers include:
n Ann Albright, PhD, RD, Director, Division of Diabetes Translation, National Center for Chronic
Disease Prevention and Health Promotion, Centers for Disease Control and Prevention
n Beth Averbeck, MD, Senior Medical Director, Primary Care, HealthPartners Medical Group
n Jay Cohen, MD, FACE, Medical Director, Baptist Medical Group—The Endocrine Clinic
n John Cuddeback, MD, PhD, Chief Medical Informatics Officer, AMGA Analytics
n R. James Dudl, MD, Diabetes Clinical Lead, Care Management Institute and Co-Director, Diabetes
Guidelines Group, Kaiser Permanente
n Dominick L. Frosch, PhD, Chief Care Delivery Evaluation Officer, Palo Alto Medical Foundation;
Senior Scientist, Palo Alto Medical Foundation Research Institute
n Deborah Greenwood, PhD, RN, BC-ADM, CDE, FAADE, 2016 Immediate Past President, American
Association of Diabetes Educators Board of Directors
n David G. Marrero, PhD, J.O. Ritchey Endowed Professor of Medicine and Director, Diabetes
Translational Research Center, Indiana University School of Medicine; 2015 President, Health Care
and Education, American Diabetes Association
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TOGETHER 2 GOAL® CAMPAIGN TOOLKIT REVIEWERS (CONTINUED)
n Victor M. Montori, MD, MSc, Consultant, Division of Endocrinology and Diabetes and Health Care and
Policy Research, Mayo Clinic; Lead Investigator, Knowledge and Evaluation Research Unit, Mayo Clinic;
Co-I, Center for Clinical and Translational Science, Mayo Clinic
n William H. Polonsky, PhD, CDE, Co-founder and President, Behavioral Diabetes Institute; Associate
Clinical Professor, University of California, San Diego
n Patricia Thorbin, RN, BS, CPHQ, Director, Quality Improvement, Watson Clinic LLC
n Yates Lennon, MD, Chief Quality Officer, Cornerstone Health Care

TOGETHER 2 GOAL® NATIONAL ADVISORY COMMITTEE
The National Advisory Committee is the voting body on approval of campaign goals, planks, and
specifications. The Committee also provides general oversight, guidance, and input on campaign goals,
structure, and activities; assists in the evaluation of risks, challenges, and opportunities; and serves as
project champions by aiding AMGA Foundation in recruiting member groups, building relationships with
stakeholders and securing funding and other resources.
National Advisory Committee members include:
n Ann Albright, PhD, RD, Director, Division of Diabetes Translation, National Center for Chronic Disease
Prevention and Health Promotion, Centers for Disease Control and Prevention
n Deloris Ann Berrien-Jones, MD, Internal Medicine, Physician Champion for Diabetes Initiative, Henry
Ford Health System
n Lawrence P. Casalino, MD, PhD, Livingston Farrand Professor of Public Health Chief, Division of Health
Policy and Economics, Department of Healthcare Policy and Research, Weill Cornell Medical College
n Kelly L. Close, MBA, Founder and Chair, The diaTribe Foundation; President and Founder, Close
Concerns
n Jay Cohen, MD, FACE, Medical Director, Baptist Medical Group—The Endocrine Clinic
n R. James Dudl, MD, Diabetes Clinical Lead, Care Management Institute and Co-Director, Diabetes
Guidelines Group, Kaiser Permanente
n Dominick L. Frosch, PhD, Chief Care Delivery Evaluation Officer, Palo Alto Medical Foundation; Senior
Scientist, Palo Alto Medical Foundation Research Institute
n Deborah Greenwood, PhD, RN, BC-ADM, CDE, FAADE, 2016 Immediate Past President, American
Association of Diabetes Educators Board of Directors; Program Director, Sutter Health Integrated
Diabetes Education Network; Clinical Performance Improvement Consultant; Research Scientist,
Office of Patient Experience, Sutter Health
n John W. Kennedy, MD, Endocrinology Department Director, Geisinger Health System
n David G. Marrero, PhD, J.O. Ritchey Endowed Professor of Medicine and Director, Diabetes
Translational Research Center, Indiana University School of Medicine; 2015 President, Health Care and
Education, American Diabetes Association
n Robert E. Matthews, President and CEO, Medisync; Vice President, Quality, PriMed Physicians
n Victor M. Montori, MD, MSc, Consultant, Division of Endocrinology and Diabetes and Health Care and
Policy Research, Mayo Clinic; Lead Investigator, Knowledge and Evaluation Research Unit, Mayo Clinic;
Co-I, Center for Clinical and Translational Science, Mayo Clinic
n William H. Polonsky, PhD, CDE, Co-founder and President, Behavioral Diabetes Institute; Associate
Clinical Professor, University of California, San Diego
n Hector P. Rodriguez, PhD, MPH, Chair, Faculty Group in Health Policy and Associate Professor of
Health Policy and Management, University of California, Berkeley
n Marie W. Schall, MA, Director, Institute for Healthcare Improvement
n Kimberly Westrich, MA, Vice President, Health Services Research, National Pharmaceutical Council
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The Scientific Advisory Committee establishes the scientific and practice-based framework for the
campaign, including campaign planks and measurable goals. Scientific Advisory Committee members
include:
n Deloris Ann Berrien-Jones, MD, Internal Medicine, Physician Champion for Diabetes Initiative, Henry
Ford Health System
n Jay Cohen, MD, FACE, Medical Director, Baptist Medical Group—The Endocrine Clinic
n John Cuddeback, MD, PhD, Chief Medical Informatics Officer, AMGA Analytics
n R. James Dudl, MD, Diabetes Clinical Lead, Care Management Institute and Co-Director, Diabetes
Guidelines Group, Kaiser Permanente
n Todd M. Hobbs, MD, Vice President, Chief Medical Officer – Diabetes and Obesity, Novo Nordisk, Inc.
n David G. Marrero, PhD, J.O. Ritchey Endowed Professor of Medicine and Director, Diabetes
Translational Research Center, Indiana University School of Medicine; President, Health Care and
Education, American Diabetes Association
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TOGETHER 2 GOAL® SCIENTIFIC ADVISORY COMMITTEE

n Victor M. Montori, MD, MSc, Consultant, Division of Endocrinology and Diabetes and Health Care and
Policy Research, Mayo Clinic; Lead Investigator, Knowledge and Evaluation Research Unit, Mayo Clinic;
Co-I, Center for Clinical and Translational Science, Mayo Clinic
n Jerry Penso, MD, MBA, President, AMGA Foundation; Director, AMGA Foundation Board of Directors;
Chief Medical and Quality Officer, AMGA
n R. Daniel Pollom, MD, Senior Medical Advisor, Diabetes, US Medical Affairs, Lilly, USA
n William H. Polonsky, PhD, CDE, Co-founder and President, Behavioral Diabetes Institute; Associate
Clinical Professor, University of California, San Diego

TOGETHER 2 GOAL® MEASUREMENT COMMITTEE
The Measurement Committee provides expertise and guidance on measure specifications, data
collection, monitoring, evaluation, and reporting procedures. Measurement Committee members
include:
n John Cuddeback, MD, PhD, Chief Medical Informatics Officer, AMGA Analytics
n R. James Dudl, MD, Diabetes Clinical Lead, Care Management Institute and Co-Director, Diabetes
Guidelines Group, Kaiser Permanente; Member, ADA Professional Practice Committee
n Avrim R. Eden, MD, MBA, Medical Director, Quality Health Care Services, Summit Medical Group
n Richard Fornadel, MD, Medical Director, Aetna
n Richard Hodach, MD, MPH, PhD, Chief Medical Officer, Phytel
n Mary Jane Lowrance, RN, MSN, MBA, Chief Nurse Executive, Community Physician Network
n Jerry Penso, MD, MBA, President, AMGA Foundation; Director, AMGA Foundation Board of Directors;
Chief Medical and Quality Officer, AMGA
n Kristie Raker, PharmD, RD, CDE, Director, Professional Association Relations, Novo Nordisk
n Hector P. Rodriguez, PhD, MPH, Chair, Faculty Group in Health Policy and Associate Professor of
Health Policy and Management, University of California, Berkeley
n Anne Sullivan, MD, FAAFP, Medical Director of Quality Programs, Baptist Medical Group
n Bruce Taylor, Director, Healthcare Strategy and External Affairs, Diabetes Care, Roche
n Sam VanNorman, MBA, MS, Vice President of Healthcare Economics and Analytics, OptumCare

115

CAMPAIGNTOOLKIT

APPENDIX B: FAQs

APPENDIX B: FAQs
CAMPAIGN OVERVIEW
n WHEN DOES THE TOGETHER 2 GOAL® CAMPAIGN START?
The Together 2 Goal® campaign will officially launch in March 2016.
n HOW LONG IS THE CAMPAIGN?
The Together 2 Goal® campaign, similar to Measure Up/Pressure Down® will be a three-year effort
ending in 2019.
n WHAT IS THE CAMPAIGN GOAL?
Together 2 Goal® aims to improve care for 1 million people with Type 2 diabetes. To help us achieve
this ambitious goal, there are seven distinct opportunities for improvement related to diabetes
care that your organization can focus on, including A1c measurement and control, blood pressure
measurement and control, medical attention for nephropathy, statin prescription, and practice-based
screening.
n HOW WILL PROGRESS TOWARD THE CAMPAIGN GOAL BE MEASURED?
AMGA members participating in the Together 2 Goal® campaign will be responsible for reporting
data on a quarterly basis. The campaign will disseminate blinded comparative reports as well as
progress toward goal on a quarterly basis. Diabetes-related data will include A1c control, blood
pressure control, lipid management, and testing for renal disease. Measures will be reported both
individually and as a bundle. For more information about data reporting, please review Appendix D:
Data Reporting and the FAQs “Data Reporting Tracks” section on page 123.

CAMPAIGN PARTICIPATION
n IS THERE A FEE TO JOIN THE TOGETHER 2 GOAL® CAMPAIGN?
Campaign participation is complimentary for all AMGA members. A complete roster of AMGA
members is available at www.amga.org.
n WHAT ARE THE EXPECTATIONS OF PARTICIPATING ORGANIZATIONS?
No matter where you are on your journey, the Together 2 Goal® campaign offers a pathway to better
tackle diabetes. The campaign is designed so AMGA members can customize their program based
on resources and capacity. Most importantly, this three-year initiative ensures AMGA members have
the time needed to succeed. To participate, AMGA members are asked to: (1) implement at least
one evidence-based care process (“campaign plank”), (2) report data quarterly, and (3) use free
campaign resources to help you get to goal. Please continue reading the FAQs to learn more about
each of these activities.
n HOW CAN I JOIN OR SUPPORT THE CAMPAIGN IF I AM NOT AN AMGA MEMBER?
Non-AMGA member provider organizations can enroll in the Together 2 Goal® campaign for a
one-time $2,500 campaign fee. Hardship cases are considered on a case-by-case basis. This fee
covers the cost of resources and engagements over the three-year campaign. Corporations/funders
and select national nonprofit organizations may join the campaign as corporate collaborators and
supporting organizations, respectively. Please contact together2goal@amga.org to learn more about
these opportunities.
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n WHAT RESOURCES WILL BE AVAILABLE FOR PARTICIPATING MEDICAL GROUPS AND HEALTH
SYSTEMS?
Throughout the three-year campaign, you’ll be supported by powerful tools and resources that have
been developed by AMGA members and are proven to deliver the best outcomes. These resources
include:
• Together 2 Goal® Campaign Toolkit
• Monthly campaign webinars
• Educational resources for patients
• Online discussion forum
• National Day of Action
These resources can be accessed at www.Together2Goal.org.

CAMPAIGN PARTICIPATION
n WHAT ARE THE CAMPAIGN PLANKS?
“Campaign planks” are evidence-based care processes you implement in your practice. Our Together
2 Goal® campaign offers 11 for improving the care of people with Type 2 diabetes. The 11 campaign
planks span three domains and include:
• Empowering Patients domain (planks are: Build an Accountable Diabetes Team, Integrate Emotional
and Behavioral Support, and Refer to Diabetes-Self Management Education and Support Programs);
• Improving Care Delivery domain (planks are: Conduct Practice-Based Screening, Adopt Treatment
Algorithm, Measure HbA1c Every 3-6 Months, Assess and Address Risk of Cardiovascular Disease,
and Contact Patients Not at Goal and with Therapy Change within 30 Days); and
• Leveraging IT domain (planks are: Use a Patient Registry, Embed Point-of-Care Tools, and Publish
Transparent Internal Reports).
n WHAT RESOURCES ARE AVAILABLE FOR CAMPAIGN PLANK IMPLEMENTATION?
This Together 2 Goal® Campaign Toolkit includes a guide for getting started in the campaign, provides
an overview of each campaign plank, and features accompanying tools and resources used by leading
AMGA members for adoption. Together 2 Goal® will also host monthly campaign webinars featuring
experts and organizations that will share best practices and lessons learned for the implementation of
each plank.
n HOW CAN OUR TOOLS AND RESOURCES BE INCLUDED IN THE TOGETHER 2 GOAL® CAMPAIGN
TOOLKIT?
AMGA members participating in Together 2 Goal® can submit their diabetes tools and resources for
inclusion in the online version of Together 2 Goal® Campaign Toolkit by emailing diabetestoolkit@amga.
org. In addition to attaching the tool to the email, please include:
• The purpose and intended audience of the tool, how it is used within your practice, length of time in
use, and scope of implementation (e.g., pilot site vs. system level);
• The successes that your organization has achieved as a result of using this tool (indicate whether you
have documentation or data to support the results that you have described); and
• The campaign plank that best represents your submission.
Approved submissions will be credited to your organization and provide an additional avenue to
promote your dedication to best practices learning and collaboration. All submissions will be evaluated
by the Together 2 Goal® Campaign Toolkit Workgroup prior to inclusion.
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n WHY DOES THE TOGETHER 2 GOAL® CAMPAIGN INCLUDE DATA REPORTING?
By reporting data on a quarterly basis through our dedicated campaign portal, AMGA members
will be able to measure progress and benchmark against peers through blinded comparative
reports. Additionally, Together 2 Goal® will be able to measure progress toward the campaign
goal of improved care for 1 million people with Type 2 diabetes.
n WHAT ARE THE DIFFERENT DATA REPORTING TRACKS?
Three data reporting tracks are available for groups participating in Together 2 Goal®. These
tracks include:
• Basic Track (A1c control only);
• Core Track (A1c control, blood pressure control, lipid management, and testing for renal
disease; reporting measures both individually and as a bundle); and

IMPLEMENTING
APPENDIX
B: FAQs
THE PLANKS

DATA REPORTING TRACKS

• Innovators Track (Core Track measures, as well as additional measures to be determined
in conjunction with participating groups. Measures under consideration to date include
hypoglycemia and shared decision-making).
n CAN I CHANGE DATA REPORTING TRACKS DURING THE CAMPAIGN?
Participating organizations can change data reporting tracks during the campaign by contacting
their regional liaison (identified upon enrollment). We encourage those groups that begin at the
Basic Track level to advance to the Core Track over the three-year campaign, and for Core Track
participants to join the Innovators Track, if resources allow.
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APPENDIX C:
CONTACTS
CAMPAIGN STAFF
n Jerry Penso, MD, MBA
President, AMGA Foundation, and Chief Medical and Quality Officer, AMGA
jpenso@amga.org
(703) 838-0033, ext. 352
n Kendra Gaskins
Director, Chronic Care Initiatives, AMGA Foundation
kgaskins@amga.org
(703) 838-0033, ext. 346
n Lisa Cornbrooks
Senior Program Manager, Chronic Care Initiatives, AMGA Foundation
lcornbrooks@amga.org
(703) 838-0033, ext. 385
n Shannon Walsh
Program Manager, Chronic Care Initiatives, AMGA Foundation
swalsh@amga.org
(703) 838-0033, ext. 377
For general campaign inquiries, please contact campaign staff at together2goal@amga.org.

DATA STAFF
n Cindy Shekailo
Director of Operations, AMGA Analytics
DataForT2G@amga.org
(703) 838-0033, ext. 361
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AMGA Foundation prides itself in measuring and reporting the impact of our programs.
Medical groups and health systems members participating in Together 2 Goal® will report
data to the campaign on a quarterly basis.

APPENDIX D: DATA REPORTING

APPENDIX D:
DATA REPORTING
Through this reporting, medical groups and health systems can measure progress toward
their organization’s goals for diabetes and our shared campaign goal of improved care for
1 million people with Type 2 diabetes.
DATA REPORTING TRACKS
Upon enrollment, participating medical groups will select one of three data reporting tracks:
n Basic Track: A1c control only;
n Core Track: A1c control, blood pressure control, lipid management, and testing for renal
disease (reporting both individually and as a “bundle”); or
n Innovator Track: Core Track and additional measures to be determined in conjunction
with participating groups. Measures under consideration to date include hypoglycemia
and shared decision-making.
To confirm or change your data reporting track, please contact your Regional Liaison or
email together2goal@amga.org.
MEASUREMENT SPECIFICATIONS
To access the measurement specifications, visit www.together2goal.org and select
“Improve Patient Outcomes” and “Campaign Data Reporting.”
DATA REPORTING PORTAL
To access the data reporting portal, visit https://data.together2goal.org.
RESOURCES
For questions about data reporting, please email DataForT2G@amga.org. In addition, the
following resources can be accessed to support your efforts. Visit www.together2goal.org
and select “Improve Patient Outcomes” and “Campaign Data Reporting” to download:
n Recorded webinar about the measurement specifications and data portal,
n Step-by-step instructions for registering and using the data portal, and
n Frequently asked questions.
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REPORTING TIMELINE:
Measurement Periods
(Defined by Quarters)

Measurement Periods
(Defined by Months
and Days)

T2G Baseline:

2016 Q1
(2015 Q2 - 2016 Q1)

T2G Year 1:

T2G Year 2:

T2G Year 3:

Reporting Deadline

Blinded, Comparative
Reports Sent to
Participating Organizations

2016 Q1
(2015 Apr 1 - 2016 Mar 31)

June 1, 2016

July 15, 2016

2016 Q2
(2015 Q3 - 2016 Q2)

2016 Q2
(2015 Jul 1 - 2016 Jun 30)

September 1, 2016

September 23, 2016

2016 Q3
(2015 Q4 - 2016 Q3)

2016 Q3
(2015 Oct 1 - 2016 Sep 30)

December 2, 2016

December 22, 2016

2016 Q4
(2016 Q1 - 2016 Q4)

2016 Q4
(2016 Jan 1 - 2016 Dec 31)

March 1, 2017

March 24, 2017

2017 Q1
(2016 Q2 – 2017 Q1)

2017 Q1
(2016 Apr 1 - 2017 Mar 31)

June 1, 2017

June 23, 2017

2017 Q2
(2016 Q3 - 2017 Q2)

2017 Q2
(2016 Jul 1 - 2017 Jun 30)

September 1, 2017

September 22, 2017

2017 Q3
(2016 Q4 - 2017 Q3)

2017 Q3
(2016 Oct 1 - 2017 Sep 30)

December 1, 2017

December 22, 2017

2017 Q4
(2017 Q1 - 2017 Q4)

2017 Q4
(2017 Jan 1 - 2017 Dec 31)

March 1, 2018

March 23, 2018

2018 Q1
(2017 Q2 – 2018 Q1)

2018 Q1
(2017 Apr 1 - 2018 Mar 31)

June 1, 2018

June 22, 2018

2018 Q2
(2017 Q3 - 2018 Q2)

2018 Q2
(2017 Jul 1 - 2018 Jun 30)

September 4, 2018

September 21, 2018

2018 Q3
(2017 Q4 - 2018 Q3)

2017 Q3
(2017 Oct 1 - 2018 Sep 30)

December 3, 2018

December 21, 2018

2018 Q4
(2018 Q1 - 2018 Q4)

2018 Q4
(2018 Jan 1 - 2018 Dec 31)

March 2, 2019

March 30, 2019

2019 Q1
(2018 Q2 – 2019 Q1)

2019 Q1
(2018 Apr 1 - 2019 Mar 31)

June 3, 2019

June 28, 2019
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Below, please find suggested readings that may provide background information and additional
context for each campaign plank:
BUILD AN ACCOUNTABLE DIABETES TEAM
• National Diabetes Education Program. Redesigning the health care team: diabetes prevention
and lifelong management. Available at: http://www.niddk.nih.gov/health-information/healthcommunication-programs/ndep/health-care-professionals/team-care/Documents/ndep37_
redesignteamcare_4c_508.pdf.
• National Diabetes Education Program. Team care approach for diabetes management.
Excerpt from: Working together to manage diabetes: a guide for pharmacy, podiatry,
optometry, and dentistry. Available at: http://www.cdc.gov/diabetes/ndep/pdfs/ppod-guideteam-care-approach.pdf.
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APPENDIX E:
CITATIONS AND
SUGGESTED READINGS

INTEGRATE EMOTIONAL AND BEHAVIORAL SUPPORT
• Archer J, Bower P, Gilbody S, et al. Collaborative care for depression and anxiety problems.
Cochrane Database of Systematic Reviews. 2012.
• Klein S, Hostetter M. In focus: integrating behavioral health and primary care. Quality Matters.
August/September 2014. Available at: http://www.commonwealthfund.org/publications/
newsletters/quality-matters/2014/august-september/in-focus.
• Lin EHB, Von Korff M, Ciechanowski P, et al. Treatment adjustment and medication
adherence for complex patients with diabetes, heart disease, and depression: a randomized
controlled trial. Ann Fam Med. January/February 2012;10(1):6-14.
REFER TO DIABETES SELF-MANAGEMENT EDUCATION AND SUPPORT PROGRAMS
• American Association of Diabetes Educators. Find accredited DEAP programs/branches.
https://nf01.diabeteseducator.org/eweb/DynamicPage.aspx?WebKey=e831e862-f94b-4ff98fd6-6ef5631272d4.
• American Diabetes Association. Find a recognized education program in your area by state.
http://professional2.diabetes.org/ERP_List.aspx.
• Boren SA, Fitzner KA, Panhalkar PS, Specker, JE. Costs and benefits associated with diabetes
education: a review of the literature. Diabetes Educ. January/February 2009;35(1):72-96.
• Dunkan I, Birkmeyer C, Couglin S, Li QE, Sherr D, Boren S. Assessing the value of diabetes
education. Diabetes Educ. September/October 2009;35(5):752-60.
• Khunti K, Wolden ML, Thorsted BL, Andersen M, Davies MJ. Clinical inertia in people with
type 2 diabetes: a retrospective cohort study of more than 80,000 people. Diabetes Care.
November 2013;36(11):3411-7.
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• Li R, Shrestha SS, Lipman R, Burrows NR, Kolb LE, Rutledge S. Diabetes self-management
education and training among privately insured persons with newly diagnosed diabetes —
United States, 2011–2012. MMWR. November 21, 2014; 63(46):1045-9.
• Powers MA, Bardsley J, Cypress M, et al. Diabetes self-management education and support
in type 2 diabetes: a joint position statement of the American Diabetes Association, the
American Association of Diabetes Educators, and the Academy of Nutrition and Dietetics.
Published in:
- Diabetes Care. 2015;38:1372-82.
- Diabetes Educ. August 2015;41(4):417-430.
- J Acad Nutr Diet. August 2015;115(8):1323-34.
• Strawbridge LM, Lloyd JT, Meadow A, Riley GF, Howell BL. Use of Medicare’s diabetes selfmanagement training benefit. Health Educ Behav. August 2015;42(4):530-8.
CONDUCT PRACTICE-BASED SCREENING
• American Diabetes Association. Section 2: Classification and diagnosis of diabetes. Excerpt
from: Standards of medical care in diabetes—2016. Diabetes Care. January 2016;39(Suppl.
1):S8-16.
• American Diabetes Association. Section 4: Prevention or delay of type 2 diabetes. Excerpt
from: Standards of medical care in diabetes—2016. Diabetes Care. January 2016;39(Suppl.
1):S36–S38.
• Centers for Disease Control and Prevention. National Diabetes Education Program. Available
at: http://www.cdc.gov/diabetes/prevention/index.htm.
• Menke A, Casagrande S, Geiss L, Cowie CC. Prevalence of and trends in diabetes among
adults in the United States, 1988–2012. JAMA. 2015;314(10):1021-9.
• U.S. Preventive Services Task Force. Abnormal blood glucose and type 2 diabetes
mellitus screening. Available at: http://www.uspreventiveservicestaskforce.org/Page/
Document/UpdateSummaryFinal/screening-for-abnormal-blood-glucose-and-type-2diabetes?ds=1&s=diabetes%20screening.
• Yudkin JS, Montori VM. The epidemic of pre-diabetes: The medicine and the politics. BMJ.
July 16, 2014;349:g4485.
ADOPT TREATMENT ALGORITHM
• American Association of Clinical Endocrinologists/American College of Endocrinology
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DISCLAIMER
The Together 2 Goal® Campaign Toolkit is intended to aid healthcare professionals
in managing the care of people with Type 2 diabetes. While the toolkit describes
recommended courses of intervention, it is not intended as a substitute for the advice
of a physician or other knowledgeable healthcare professional.
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