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MAKING SYSTEMS CHANGES FOR

Better Diabetes Care

Chronic Care Model
(adapted from MacColl Institute ICIC Chronic Care Model)

1. Health Systems
This applies to your CHC structure and day-to-day operations:

Chef.k one

Ij:Y |——|N Does your current Heal’th [;HI'B Plaﬂ (grant} include - Diubatas [:am. =
Ehmniu Diuaw Manngom.nt?

: |Y l |N Whal are your Health cars Plan goals?

jY DN Doas your EED.{ Madleal Dimelnr understand the Mﬂdel? (il no, what

'
are your team s plans to edueate?]

|—_|Y DN Is the EEOI Madiea! Direetor committed (visit timevf scheduling,

money 8! for ed tion, etu.) to

7

patients with chronie illness.

ting the needs of

:‘Y DN Do you have a plan to better enlist support of the {:EW Mndiaal
D

and nal’l?

'y other p

! |Y | |N Il there currently an .M:"‘I'E patient education and services for your

ENTIRE poputation?
CIY CIN What is your p imp aer? (QA, QI
program)
Y [N ® |5 it actively in use?
Oy N ® s there a (l team or committee?
® Do they meet regutarty?
* Does the program effectively imp ything?

.A!I there plans to incorporate the SOHiur I.aador report as part
of the QI meeting

:iY DN Ommm:, costs and i ionof a le of diabeti

P POF

are lyzed regularly (i-e. F ‘,} to access the performance of the

system of care for the population.

CIY TIN Does the team understand the PDSA Modet weit enough to teach it to
?

the rest of the ltaﬂ? Il not, what are the plans to get that done.

?

s to support iliness goals:

ZY DN Rnthm' i for p

2. Decision Support

This is about the Standards of Care developed/adopted by your CHC
to care for DIABETIC patients that come to your center:

Chaek one

CIY TN Do you have evid based Diab guidelines integ i into
clinical practi ?

Oy N Do you have clinical p Is for diab 7

jY DN ﬂ.. they regularly usod?

DY DN Is there a method in the system for integrating clinical expertise from
. o
and s§

DY I:‘N Buo: the care team work to maximize cooperation and apply the

Guidetines and protosols
DY I:‘N L If no, is there a plan in plan to imp the peration and
appiieation?

3. Clinical Information System
This applies to the center's IS System AND the Diabetic Registry:

Chﬁck one

LJY CIN lsl.heregill.fy daveloped?

| ]Y | |N |s there a plan to include ﬂl.l of your diabetic population in the

mgislry?

CIY CIN 1 ere o g

DY I:‘N Is there a method for obtaining the data to enter into the ragisl.ry?

DY ’:lN Il there a plan for

nnedl?

7

igned to upd the registry on a regular basis.

for

y pati and team of follow up

DY E‘N Il there a plan in place for the team to regularly review data from the

regl:u'y?

DY I:‘N Il there a system in place to allow for care pl-nning?

4. Delivery System Design
This applies to the delivery of care provided for diabetic patients:

Chcok one

DY I:‘N nre there visits specifically
imlruall? (Al opposed to m.L acute care opilodu?]

d for D' betic pati at regular

g

I:lY I:‘N Islhoreamalhodinplau!nrlhor ice to icif probl and
provide services to intain quality of life and fi ion for the
patim?

nmribc the care team of the patient with diabetes.

9

Hw does the care team work together with the patient.

I:lY I:‘N Dm the care tearm meet regularly to i their diabeti
the pati ?

and how well the care provided is img

I:‘Y I:‘N Islha y ig for regul
7

the patient.

and follow up with
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5. Self Management Support

PLEASE NOTE: self-management is NOT the TRADITIONAL approach
to education of the patient. Self-management involves methods to
make the PATIENT responsible for their disease process rather than
the provider. This sections addresses that aspect of the model

Cheek one
|jY :N Dm the program you have (or are dnnloping) EMPHASIIE the
pauum's role in managing the i!lnnn?

CIY OIN Are there - iHable to i

knowledge, confidence and skill in managing their il!neﬂ? (Sell'

Managﬂmml materials as well as traditi I ed i 1 ials)
|:Y :N ls there a method to A.SSIST the pati in ing g ] goal:?
EY :N . Is there a method to document these for the patient and the

medical motd?
DY :N nuthm hods to progr and p d db to
on their prog ?
,:Y :N - A.m there aids & programs to assist in changing behavim?
(smoking sessation programs, walking groups, et

LJY [N Are there patient group ing (P“' PF )?

EY :N I! there a plan to assist pati in improving ication with

9

providers about their healthcare.

6. Community Resources & Policies
This addresses the community aspects of the model - what's
available and can it be linked back to the patient:

Chsck. one
I_.Y :_.N Hava you made contact with your local hospital to discuss the

program and how it could be mutually banelleial?
L !Y N Dn you know what your needs am?

': Y :N ﬂle there p ibl nity to support diabetes cnro?

)

(mighhorhnod groups, church; senior centers, work sites; other

diabetes projects, etc,

I.ist the ity service ag
EY :N Alathoy ible for the pati Y
i IY' N Alathm lities b ynuandthom?

|jY __N Hava you met with them to discuss common goa!s?

What is your plan for i Iving the i ,?

© 2006 National Diabetes Education Program. All rights reserved.



