
Diabetes Driver Diagram
Drivers that reduce patient HbA1C

Developed by the Massachusetts League of Community Health Centers

Primary Drivers Secondary Drivers Specific Ideas to Test or Change Concepts

Refer patient to Diabetes Self-management Education and Support (DSME/S) programs 

Use motivational interviewing strategies to foster empowering environment for patient and 

improve provider interactions

Introduce system to measure patient activation/empowerment to inform treatment options. 

Include quality of life, both in general and diabetes related

Create patient self-management toolkit (i.e., "Diabetes Passport" serves as a patients 

personal record of blood pressure, HbA1c levels, weight, cholesterol, goals and plans.)

Offer onsite exercise classes or skill-based learning sessions on healthful cooking 

modifications for traditional foods

Provide self-management tools (eg, blood pressure cuffs, glucometers, culturally sensitive 

diets)

Provide culturally appropriate health education and information 

Encourage knowledge and skill building through referral to community-based classes

Employ "teach back" method in diabetes education sessions

Review and update internal resource materials

Posters and videos are visible in waiting rooms, exam rooms, and other patient areas

Create health center-tailored visual displays for patient audience that focus on changing 

targeted behavior

Create case management plan with patient (shared decision making)

Patients are a part of the goal selection process. Set small goals with clear action steps 

(self-selected goals vs provider-selected goals)

Encourage patient to evaulate their efforts and identify lessons learned during process

Identify personal caregiver/champion and include that person in service provision and care 

planning. Assess caregiver needs
Provide diabetes-specific education to CHWs/MAs/Patient navigators and incorporate into 

team workflows

Offer health coaching during home visits 

Offer health coaching in health center 

Provide information to families to support lifestyle changes 

Providers use "warm handoffs" to introduce patients to care extenders

Follow national standards for Culturally and Linguistically Appropriate Services (CLAS)

Allocate health center resources for translation and interpretation

Expand health center hours to reflect patient population needs

Practice redesign to encourage group visits for diabetic patients

Use telemedicine to connect with diabetes specialists

Use of culturally sensitive programming for target populations (i.e., Project Dulce)

Use of graphic illustrations (fotonovellas) to present patient education messages

Patient education materials (small media) are available and presented to patients in 

preferred languages.

Hire and retain multilingual clinicians and staff

Assess and address Social Determinants of Health through internal programs and external 

referrals. Diabetes-relevant factors consist of food insecurity, housing insecurity, finacial 

barriers, transportation, childcare, and eating disorders

Conduct mental health screening and referrals. Support diabetic patients in addressing 

depression and motivation.

Provide financial supports and sliding fee scale for patients with financial barriers

Assess and leverage family, psychosocial, peer and community supports

Develop pathways for referral to nutrition education and/or counseling 

Create partnerships with gyms, peer support groups, shelters and faith-based organizations

Develop referral pathways to community resources (development and maintenance of 

communication channels and networks)

Host community health fair focused on diabetes
Assess and develop catalogue of community resources available to patients and train staff 

to use
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Train staff in health behavior change methodology and motivational interviewing

Train/retrain staff on ADA standards of care/guidelines

Have provider champions reinforce guidelines and lead educational sessions for practice 

teams

Develop annual competencies for staff

Generate and disseminate provider-specific reports on diabetes measures

Meet with physicians to give feedback on measures reports

High performing providers/teams share best practices

Orienting new providers and staff on diabetes policies & workflows

Use a diabetes patient registry to track clinical measures

Identify and develop interventions for elevated risk patients

Use a registry to print out summary for specific patients (a prioritized list of all elements of 

care the patient should receive)

Generate patient performance reports for both patients and providers

Incorporate and build workflows for a diabetes educator/diabetes nurse/CHW into primary 

care team

Redefine or expand health care team roles (eg, nurses, instead of PCPs become 

responsible for foot exams)

Develop standing orders to allow nurses or pharmacist case managers to make some 

independent medication changes without waiting for provider approval

Embed evidence-based care guidelines and protocols in EMR

Activate EMR alerts to recall patient-specific information and prompts to perform tasks

Script reminder calls to patients

Use HIPAA compliant automated (prerecorded) telephone calls or texts to send reminders 

and follow-up with patients
Conduct staff calls to remind patients about appointments and important aspects of self-

care

Use template letters in EMR for patient reminders

Health Information Technology/Information 

Systems

Team Based Care

Decision Support Tools (Provider Reminders)

Health Center 

Systems

Patient Reminder Systems

Provider Feedback

Provider Education


2

2/21/2019



   

Massachusetts League of Community Health Centers  

Diabetes Driver Diagram References 
 

American Diabetes Association. Standards of Medical Care in Diabetes - 2019. Diabetes Care. 

42(1). http://care.diabetesjournals.org/content/42/Supplement_1.  

 

Chin MH, Cook S, Drum ML, et al. Improving Diabetes Care in Midwest Community Health 

Centers With the Health Disparities Collaborative. Diabetes Care. 2003;27(1):2-8. 

doi:10.2337/diacare.27.1.2.  

 

Cleveringa FG, Gorter KJ, Donk MVD, Gijsel JV, Rutten GE. Computerized Decision Support 

Systems in Primary Care for Type 2 Diabetes Patients Only Improve Patients Outcomes when 

Combined with Feedback on Performance and Case Management: A Systematic Review. 

Diabetes Technology & Therapeutics. 2013;15(2):180-192. doi:10.1089/dia.2012.0201.  

 

Fisher EB, Brownson CA, O’Toole ML, Shetty G, Anwuri VV, Glasgow RE. Ecological 

Approaches to Self-Management: The Case of Diabetes. American Journal of Public Health. 

2005;95(9):1523-1535. doi:10.2105/ajph.2005.066084.  

 

Glasgow RE, Peeples M, Skovlund SE. Where Is the Patient in Diabetes Performance 

Measures?: The case for including patient-centered and self-management measures. Diabetes 

Care. 2008;31(5):1046-1050. doi:10.2337/dc07-1845.  

 

Glazier RH, Bajcar J, Kennie NR, Willson K. A Systematic Review of Interventions to Improve 

Diabetes Care in Socially Disadvantaged Populations. Diabetes Care. 2006;29(7):1675-1688. 

doi:10.2337/dc05-1942.  

 

Golden SH, Maruthur N, Mathioudakis N, et al. The Case for Diabetes Population Health 

Improvement: Evidence-Based Programming for Population Outcomes in Diabetes. Current 

Diabetes Reports. 2017;17(7). doi:10.1007/s11892-017-0875-2.  

 

Harkness E, Macdonald W, Valderas J, Coventry P, Gask L, Bower P. Identifying Psychosocial 

Interventions That Improve Both Physical and Mental Health in Patients With Diabetes: A 

systematic review and meta-analysis. Diabetes Care. 2010;33(4):926-930. doi:10.2337/dc09-

1519.  

 

Heisler M, Mase R, Brown B, Wilson S, Reeves PJ. Study protocol: The Technology-Enhanced 

Coaching (TEC) program to improve diabetes outcomes – A randomized controlled trial. 

Contemporary Clinical Trials. 2017;55:24-33. doi:10.1016/j.cct.2017.01.006.  

 

HIPxChange. Improving Diabetes Care & Outcomes. HIPxChange.org. 

https://www.hipxchange.org/DiabetesCare. Published November 21, 2018. Accessed March 5, 

2019.  

 



   

Hupke C, Camp AW, Chaufournier R, Langley GJ, Little K. Transforming Diabetes Health Care: 

Part 1: Changing Practice. Diabetes Spectrum. 2004;17(2):102-106. 

doi:10.2337/diaspect.17.2.102.  
 

Lasky RA, Homa K, Splaine M. A Quality Improvement Initiative to Enhance the Care of 

Diabetic Patients in a General Medicine Clinic. Clinical Diabetes. 2010;28(3):115-119. 

doi:10.2337/diaclin.28.3.115.  

 

Nam S, Chesla C, Stotts NA, Kroon L, Janson SL. Barriers to diabetes management: Patient and 

provider factors. Diabetes Research and Clinical Practice. 2011;93(1):1-9. 

doi:10.1016/j.diabres.2011.02.002.  

 

Nilasena, David & J Lincoln, M. (1995). A computer-generated reminder system improves 

physician compliance with diabetes preventive care guidelines. Proceedings / the ... Annual 

Symposium on Computer Application [sic] in Medical Care. Symposium on Computer 

Applications in Medical Care. 1995. 640-5. 

 

Norris S, Nichols P, Caspersen C, et al. The effectiveness of disease and case management for 

people with diabetesA systematic review. American Journal of Preventive Medicine. 

2002;22(4):15-38. doi:10.1016/s0749-3797(02)00423-3.  

 

Piette JD, Resnicow K, Choi H, Heisler M. A diabetes peer support intervention that improved 

glycemic control: mediators and moderators of intervention effectiveness. Chronic Illness. 

2013;9(4):258-267. doi:10.1177/1742395313476522.  

 

Satterfield DW, Volansky M, Caspersen CJ, et al. Community-Based Lifestyle Interventions to 

Prevent Type 2 Diabetes. Diabetes Care. 2003;26(9):2643-2652. doi:10.2337/diacare.26.9.2643.  

 

Seidu S, Khunti K. Non-adherence to diabetes guidelines in primary care – The enemy of 

evidence-based practice. Diabetes Research and Clinical Practice. 2012;95(3):301-302. 

doi:10.1016/j.diabres.2012.01.015.  

 

Schmittdiel JA, Gopalan A, Lin MW, Banerjee S, Chau CV, Adams AS. Population Health 

Management for Diabetes: Health Care System-Level Approaches for Improving Quality and 

Addressing Disparities. Current Diabetes Reports. 2017;17(5). doi:10.1007/s11892-017-0858-3. 

 

Shojania KG, Ranji SR, Mcdonald KM, et al. Effects of Quality Improvement Strategies for 

Type 2 Diabetes on Glycemic Control. Jama. 2006;296(4):427. doi:10.1001/jama.296.4.427.  

 

Stellefson M, Dipnarine K, Stopka C. The Chronic Care Model and Diabetes Management in US 

Primary Care Settings: A Systematic Review. Preventing Chronic Disease. 2013;10. 

doi:10.5888/pcd10.120180.  

 

South Eastern Sydney Local Health District. 

https://www.aci.health.nsw.gov.au/__data/assets/pdf_file/0003/355629/Diabetes_Care_Collabor

ative.pdf. July 2017.  

 



   

Tang TS, Funnell MM, Gillard M, Nwankwo R, Heisler M. The Development of a Pilot Training 

Program for Peer Leaders in Diabetes. The Diabetes Educator. 2011;37(1):67-77. 

doi:10.1177/0145721710387308.  

 

Van der Wees P, Friedberg M, Alcala Guzman E, Ayanian J, Rodriguez H. Comparing the 

implementation of team approaches for improving diabetes care in community health centers. 

BMC Health Services Research. 2014;14 (1): 608. doi:10.1186/s12913-014-0608-z. 

http://dx.doi.org/10.1186/ s12913-014-0608-z. 

 

 


	Diabetes Driver Diagram Web Posting 2.21.19
	Diabetes Driver Diagram Reference List

