Key Changes for Diabetes

	Self-Management
	Decision Support
	Clinical Information System
	Delivery System Design
	Organization of Health Care
	Community

	Use diabetes self-management tools that are based on evidence of effectiveness
	Embed evidence-based guidelines in the care delivery system.
	Establish a registry.
	Use the registry to review care and plan visits
	Make improving chronic care a part of the organization’s vision, mission, goals, performance improvement and business plans.
	Establish linkages with organizations to develop support programs and policies.



	Set and document self-management goals collaboratively with patients
	Establish linkages with key specialists to assure that primary care providers have access to expert support.
	Develop processes for use of the registry, including designating personnel for data entry, assuring data integrity, and registry maintenance.
	Assign roles, duties, and tasks for planned visits to a multidisciplinary care team.  Use cross-training to expand staff capability.
	Make sure senior leaders and staff visibly support and promote the effort to improve chronic care.


	Link to community resources for defrayed medication costs, education, and materials.



	Train providers and other key staff on how to help patients with self-management goals.


	Provide skill-oriented interactive training programs for all staff in support of chronic illness improvement.
	Use the registry to generate reminders and care-planning tools for individual patients.
	Use planned visits in individual and group settings


	Make sure senior leaders actively support the improvement effort by removing barriers and providing necessary resources.
	Encourage participation in community education classes and support groups.

	Follow up and monitor self-management goals.


	Educate patients about guidelines
	Use the registry to provide feedback to care team and leaders.
	Make designated staff responsible for follow-up by various methods, including outreach workers, telephone calls, and home visits.
	Assign day-to-day leadership for continued clinical improvement.


	Raise community awareness through networking, outreach, and education.

	Use group visits to support self-management
	
	
	
	
	

	Tap community resources to achieve self-management goals.  
	
	
	Use promotoras and community health worker programs for outreach.
	Integrate Collaborative Models into the Quality Improvement program..
	Provide a list of community resources to patients, families, and staff.


