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Diabetes Patient Care and Outcome
Improvement Analysis

Posted on September 11, 2018

Valley Diabetes Center is considering a performance-improvement initiative for patients with newly
diagnosed diabetes. The original analysis emphasizes limited finances, equipment purchases, staff
training, information systems, role assignment, and communication. Those elements remain
important, but improvement should begin with a clearly defined population and measurable care gaps
rather than the assumption that buying machines will automatically improve patients. Diabetes
includes several types with different causes and treatments, and newly diagnosed patients may
require urgent insulin, medication, education, complication screening, or referral. A small center with
a $5,000 improvement budget should prioritize reliable workflows, diabetes self-management
education and support, validated basic equipment, access to recommended monitoring technology,
and a registry that identifies missed care. Decisions must follow current clinical standards and
individualized professional judgment rather than one protocol applied to everyone (American Diabetes
Association Professional Practice Committee, 2026).

Defining the Improvement Population
The center should define “onset diabetic patients” more precisely as people newly diagnosed with
type 1 diabetes, type 2 diabetes, gestational diabetes, or another specific form. Type 1 diabetes
usually requires insulin from diagnosis, while type 2 treatment depends on glycemia, symptoms,
comorbidities, preferences, access, and other factors. Gestational diabetes requires pregnancy-
specific care. Adults with unexpected weight loss, ketosis, severe hyperglycemia, or uncertain
classification may need urgent evaluation. Combining every newly diagnosed patient in one pathway
could delay appropriate treatment.

Problem Statement
A useful improvement statement might be: newly diagnosed patients do not consistently receive
complete initial assessment, individualized treatment planning, self-management education,
recommended monitoring, and timely follow-up. The center should confirm this problem through chart
review, staff interviews, patient feedback, and baseline data. Improvement resources should address
verified failures rather than assumptions. For example, if most patients receive appropriate
medication but miss eye referrals, buying another glucose meter will not solve the main gap.
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Patient-Centered Goals
Diabetes care aims to reduce symptoms and acute emergencies, lower long-term cardiovascular,
kidney, eye, nerve, and foot complications, and support a life consistent with the patient’s values. A
laboratory target is only one part of success. Patients may prioritize avoiding hypoglycemia,
maintaining employment, affording medication, planning pregnancy, participating in religious fasting,
or simplifying a difficult regimen. Goals should be discussed and documented. A plan that is clinically
elegant but financially or practically impossible is not effective care.

Forming the Improvement Team
The center should create a small multidisciplinary team including a physician or advanced practice
clinician, nurse, diabetes care and education specialist where available, pharmacist, medical
assistant, front-desk or scheduling representative, information-technology support, and at least one
patient or caregiver advisor. A dietitian, social worker, behavioral-health professional, podiatrist, and
eye-care professional may contribute through referral partnerships. The team should have a named
leader, regular brief meetings, authority to test changes, and a clear reporting relationship.

Patient and Family Input
The original essay recommends a focus group because it requires little money. This can be valuable if
participation is voluntary, accessible, and confidential. Patients can identify confusing instructions,
long waits, language barriers, medication cost, transportation problems, cultural food concerns, and
technology difficulties. One focus group should not be treated as representative of every patient.
Short surveys, individual interviews, complaint review, and follow-up calls can add perspectives from
people unable or unwilling to attend a group.

Baseline Assessment
Before changing care, the center should measure its current process. Baseline indicators might
include the percentage of newly diagnosed patients who receive a complete medical evaluation, A1C
testing, medication reconciliation, blood-pressure measurement, kidney assessment where indicated,
foot examination, eye referral, vaccination review, diabetes education, hypoglycemia education, and
follow-up within a defined period. The center should also examine emergency visits, severe
hypoglycemia, missed appointments, medication affordability, and patient confidence. Data should be
stratified where possible by language, insurance, race or ethnicity, age, disability, and location to
identify unequal care.
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Comprehensive Initial Evaluation
The American Diabetes Association’s 2026 Standards emphasize a comprehensive medical evaluation
at diagnosis and follow-up. This includes confirming diabetes classification, reviewing symptoms and
prior laboratory data, assessing complications and comorbidities, documenting medication and family
history, and considering cardiovascular and kidney risk. The evaluation also addresses nutrition,
physical activity, sleep, psychosocial health, substance use, immunization, reproductive planning, and
social determinants. A checklist can improve completeness, but clinicians need room to respond to
urgent and individual concerns (American Diabetes Association Professional Practice Committee,
2026).

Confirming Diagnosis and Classification
Diagnosis may use A1C, fasting plasma glucose, oral glucose-tolerance testing, or random plasma
glucose in the presence of classic symptoms, according to current standards. Repeat confirmation
may be required when hyperglycemia is not unequivocal. Classification can be difficult in adults
because type 1 and type 2 features overlap. Autoantibody or C-peptide testing may be appropriate in
selected cases. The center should establish an escalation pathway for uncertain type, ketosis,
pregnancy, severe symptoms, or possible medication-induced diabetes.

Individualized Glycemic Goals
ADA guidance recommends individualized glycemic goals based on age, health, duration,
hypoglycemia risk, treatment burden, life expectancy, complications, and patient preference. Many
nonpregnant adults may use an A1C goal around 7 percent, but a lower or higher target may be
appropriate. The center should not grade performance only by how many people reach one threshold.
Safer measures include whether a personalized goal was documented, whether hypoglycemia was
assessed, and whether treatment was intensified or reconsidered when the goal was not met.

Medication Selection
Medication decisions should consider glucose-lowering efficacy, cardiovascular and kidney disease,
weight goals, hypoglycemia risk, side effects, route, cost, and preference. Some patients with type 2
diabetes and cardiovascular or kidney risk benefit from agents with demonstrated organ protection
independent of their effect on A1C. Severe hyperglycemia, catabolic symptoms, or suspected type 1
diabetes may require insulin. The improvement program should not prescribe one preferred drug to
every patient. It should ensure that clinicians document the factors guiding selection and review
whether the patient can obtain and use the medication.
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Medication Access
Cost is a clinical issue. Patients may ration insulin, delay refills, split tablets inappropriately, or
abandon treatment without telling staff. The center should routinely ask about affordability and
connect patients with insurance navigation, manufacturer assistance where appropriate, lower-cost
alternatives, community pharmacies, or social services. A formulary reference and pharmacist
partnership may produce more benefit than purchasing expensive equipment. Treatment failure
should not be labeled noncompliance before access is examined.

Diabetes Self-Management Education and Support
Diabetes self-management education and support helps people understand monitoring, medication,
nutrition, activity, problem-solving, risk reduction, and coping. Education should occur at diagnosis,
periodically, when complications or transitions occur, and when the patient’s situation changes. It
should be interactive rather than a large packet handed to a frightened patient. Teach-back can
confirm understanding. Qualified educators and culturally appropriate materials improve quality,
while interpretation should be provided by trained services rather than children or unqualified
relatives (American Diabetes Association Professional Practice Committee, 2026).

Hypoglycemia Education
Patients using insulin or medications that can lower glucose substantially need instruction about
symptoms, prevention, treatment, driving, physical activity, alcohol, and when to seek help. Family
members or coworkers may need emergency education with the patient’s consent. Glucagon should
be considered for people at increased risk according to current standards. The center should
document whether hypoglycemia risk and a response plan were discussed, not simply whether a
brochure was provided.

Hyperglycemia and Sick-Day Planning
Newly diagnosed patients need to recognize persistent hyperglycemia, dehydration, vomiting,
breathing changes, confusion, and other warning signs requiring urgent care. Sick-day plans may
include medication instructions, hydration, monitoring, ketone testing for selected patients, and
contact thresholds. Advice differs by diabetes type and medication, so generic rules can be
dangerous. The center should provide written individualized instructions and an accessible clinical
contact route.
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Nutrition
There is no single diabetes diet. Nutrition planning should consider culture, budget, household food
access, preferences, health conditions, and treatment. Education can focus on carbohydrate quality
and amount, fiber, minimally processed foods, portion patterns, sugary drinks, and regular meals
where relevant. Food insecurity requires referral and medication plans that reduce hypoglycemia
when meals are unpredictable. Moral language about “good” and “bad” patients can create shame
and discourage honest discussion.

Physical Activity
Physical activity can improve glucose management, cardiovascular health, strength, mood, and
function. Recommendations should account for age, disability, complications, baseline fitness,
medication, and risk of hypoglycemia. Walking may be appropriate for one patient while resistance
training, seated exercise, or supervised rehabilitation fits another. The center should ask what
movement is feasible and enjoyable rather than issue a universal instruction to exercise more.

Weight Management
Weight management may improve type 2 diabetes outcomes, and substantial weight loss can
produce remission in some people. Care should avoid stigma and recognize the biological,
environmental, medication, sleep, and socioeconomic factors influencing weight. Goals may involve
weight reduction, prevention of gain, nutritional adequacy, or strength and function. Medication and
metabolic surgery may be appropriate for selected patients after individualized evaluation. Shame is
not an evidence-based intervention.

Blood-Pressure Care
Validated blood-pressure measurement should be part of routine diabetes care because hypertension
increases cardiovascular and kidney risk. Staff need correct cuff sizes, positioning, rest time, and
repeat procedures. A limited budget may reasonably support replacement of inaccurate devices and
acquisition of multiple cuff sizes. Home monitoring can help selected patients, but devices should be
validated and the patient taught how to use them. The center should track follow-up of elevated
readings, not only measurement completion.
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Lipid and Cardiovascular Risk
Initial and periodic assessment may include lipid levels, smoking, blood pressure, kidney disease,
family history, and existing cardiovascular disease. Statin or other preventive therapy depends on age
and risk. The center should create reminders and clinician decision support without allowing alerts to
replace judgment. Smoking-cessation treatment should be offered respectfully and include behavioral
and pharmacologic options where appropriate.

Kidney Assessment
Diabetes can damage the kidneys without early symptoms. Urine albumin-to-creatinine ratio and
estimated glomerular filtration rate are used for screening in appropriate patients according to
diabetes type, duration, and current standards. Abnormal findings require confirmation, medication
review, blood-pressure management, and sometimes nephrology referral. A registry can identify tests
ordered but not completed and patients with worsening results. The center should avoid saying
“kidneys are normal” based only on serum creatinine.

Eye Care
Diabetic retinopathy can progress before vision changes. Referral timing differs between type 1 and
type 2 diabetes and pregnancy. The center should build a reliable referral and result-return process
rather than only advise patients to see an eye doctor. Tele-retinal imaging may expand access where
validated and connected with timely comprehensive examination for abnormal results. Purchasing
such equipment would exceed many small-center budgets and requires a utilization plan; partnership
may be more practical.

Foot Assessment
Foot care includes skin inspection, pulse assessment, deformity, neuropathy testing, footwear, ulcer
history, and education. Patients at higher risk need more frequent review and podiatry or vascular
referral. Staff should teach patients to inspect feet and seek care promptly for wounds, color change,
swelling, or infection. Telling every patient simply not to walk barefoot is insufficient. Documentation
should identify the risk category and follow-up action.

Vaccination and Preventive Care
Diabetes can increase the risk of complications from some infections. The initial evaluation should
review recommended routine vaccines according to age, pregnancy, medical conditions, and current
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national guidance. Cancer screening, dental care, contraception or pregnancy planning, and other
preventive services remain important. Diabetes should not crowd out general healthcare.

Mental and Behavioral Health
Diagnosis can produce fear, grief, shame, anger, or information overload. Depression, anxiety,
diabetes distress, eating disorders, cognitive impairment, and substance use can affect self-
management. Screening must connect with referral and treatment capacity. Diabetes distress is not
the same as major depressive disorder; it reflects emotional burden specifically related to care. Staff
should use nonjudgmental language and recognize that apparent disengagement may reflect burnout
or overwhelming complexity.

Continuous Glucose Monitoring
The ADA’s 2026 Standards support continuous glucose monitoring for people with diabetes who can
benefit, including use at diabetes onset in appropriate circumstances. CGM can show trends, reduce
fingersticks for some users, and support insulin adjustment and hypoglycemia prevention. It also
requires coverage, training, sensor access, interpretation, and attention to alarm burden or skin
reactions. A small center should not purchase a few devices without a sustainable pathway. It might
instead develop prescribing competence, insurance support, short-term professional CGM access, and
structured data review (American Diabetes Association Professional Practice Committee, 2026).

Blood Glucose Meters
Some patients still need blood glucose meters for treatment decisions, symptoms, confirmation of
CGM readings, or medication regimens. Devices should meet accuracy standards, and strips must be
affordable and available. The center could use a portion of the $5,000 to maintain demonstration
meters, control solution, sharps containers, and a small emergency access supply. Giving a meter
without ongoing strips or education creates the appearance of support without usefulness.

How to Use the $5,000 Budget
The budget should follow the needs assessment. One illustrative allocation could include $1,200 for
validated blood-pressure equipment, scales, monofilaments, meter demonstration supplies, and
replacement cuffs; $1,200 for staff training and protected education time; $1,000 for patient
materials, interpretation, and outreach; $800 for registry or EHR workflow development; and $800 for
transportation, medication-access, or emergency monitoring support. The exact distribution should
change if existing equipment is adequate or a grant covers education. The center should avoid
spending the entire amount on one machine whose maintenance and use cannot be sustained.
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Information System and Registry
An EHR registry can identify newly diagnosed patients, due tests, high A1C values, missed visits, and
incomplete referrals. The system should use reliable definitions and avoid overwhelming staff with
low-value alerts. A simple spreadsheet may be sufficient initially if it is secure, access-controlled, and
compliant with privacy requirements. Patient data should not be placed in ordinary personal cloud
files or unapproved applications. The registry’s purpose is action, not reporting for its own sake.

Workflow Mapping
The team should map the path from abnormal result to diagnosis, education, treatment, referral, and
follow-up. Each step should identify who acts, how the task is documented, and what happens when it
is not completed. Mapping can reveal duplication, missing responsibility, or delays. For example, a
clinician may order education but no one checks whether the appointment occurred. The process
needs a closed loop.

Roles
Clinicians confirm diagnosis, classify diabetes, prescribe treatment, and manage complications.
Nurses assess, educate, monitor symptoms, coordinate care, and reinforce plans. Medical assistants
collect accurate measurements and maintain registries according to training. Educators provide
structured self-management support. Pharmacists address medication use and access. Front-desk
staff support scheduling and communication without receiving clinical responsibilities beyond
competence. Environmental services staff are essential to safety but should not be placed at the
bottom of a hierarchy suggesting lesser dignity.

Communication
Communication may occur through visits, telephone, portal, secure messaging, records, and team
huddles. Patients should know which channel to use for emergencies, routine questions, refills, and
appointments. Email or portal messages should not be relied upon for urgent symptoms. Staff
handoffs should identify pending actions and responsibility. Accessible communication includes
interpretation, large print, hearing accommodation, plain language, and attention to digital access.

Team Huddles
A brief weekly huddle can review newly diagnosed patients, urgent needs, missed follow-up,
medication barriers, and referral status. The huddle should focus on action rather than retelling the
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entire medical history. A shared list can assign tasks and deadlines. Leadership should protect time
and prevent the meeting from becoming an additional burden without authority.

SMART Aim
A SMART aim is specific, measurable, achievable, relevant, and time-bound. Valley Diabetes Center
might aim to increase the proportion of newly diagnosed patients receiving documented
comprehensive assessment, education, and follow-up within thirty days from a measured baseline to
a defined target over six months. The target should be ambitious but realistic. A separate safety aim
could reduce the number of patients leaving without hypoglycemia or sick-day instructions when
those instructions are indicated.

Plan-Do-Study-Act Testing
The center can test a new checklist with one clinician for two weeks, study missed items and workflow
burden, revise it, and expand gradually. Small tests prevent a flawed system from being imposed
center-wide. PDSA does not mean changing practice without evidence; it means testing
implementation of evidence-based care. Results and patient feedback should guide adaptation
(Institute for Healthcare Improvement, 2026).

Process Measures
Process measures might include completion of initial evaluation, A1C or appropriate diagnostic
testing, education referral, individualized goal documentation, medication-access screening, foot
assessment, kidney and eye screening when due, and timely follow-up. Too many measures can
overwhelm a small center. The team should select a core set directly connected with the aim and
rotate deeper audits.

Outcome Measures
Outcomes may include change in A1C over an appropriate period, severe hypoglycemia, emergency
visits, blood-pressure control, patient-reported confidence, treatment access, and attendance. A1C
improvement should not be pursued at the cost of hypoglycemia or excessive burden. Outcomes need
enough time and risk adjustment for fair interpretation. The center should report uncertainty rather
than claim success from a handful of patients.
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Balancing Measures
Balancing measures identify unintended harm. These might include visit length, staff overtime, alert
burden, patient cost, hypoglycemia, delayed care for other patients, and inequity in access to
technology. A program that improves documentation while exhausting staff or excluding non-English
speakers is not successful. Improvement should make care better as a system.

Equity
The center should assess whether outcomes differ by insurance, language, income, disability, race or
ethnicity, rural location, and digital access. Differences should prompt investigation rather than
assumptions about culture or motivation. Solutions may include interpretation, evening appointments,
transportation assistance, community partnerships, lower-cost medication, accessible materials, and
alternatives to portal-only communication.

Privacy and Data Governance
Diabetes information is protected health information. Registry access should be limited, devices
secured, and messages sent through approved systems. Quality-improvement use of data should
follow organizational policy and applicable law. Staff should receive training on phishing, password
security, and appropriate discussion of patients. Patient photographs or CGM screenshots should not
be stored on personal devices.

Staff Training
Training should address diabetes classification, medications, monitoring technology, hypoglycemia,
measurement technique, respectful language, teach-back, referral workflows, and emergency
escalation. Competence should be demonstrated through observation or case practice, not assumed
after attendance. Training must be updated as standards and technology change. Protected time
signals that quality is an organizational responsibility rather than unpaid extra work.

Partnerships
A small center can extend capacity through partnerships with laboratories, pharmacies, eye-care
services, podiatrists, dietitians, community health workers, hospitals, and public-health programs.
Written referral expectations and result sharing reduce fragmentation. Community organizations can
support food access, exercise, transportation, and peer support. Partnerships should protect patient
choice and avoid commercial conflicts.
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Leadership and Accountability
Senior leadership should approve goals, budget, staff time, and data access and should remove
barriers identified by the team. Accountability should follow control. Nurses cannot solve a shortage of
appointment slots by working faster indefinitely, and clinicians cannot fix unaffordable medication
without organizational support. Progress should be reviewed regularly, with honest discussion of
failures and revisions.

Sustainability
A grant-funded project can disappear when supplies or staff time end. The center should build
changes into ordinary scheduling, orientation, documentation, and budget. Equipment needs
maintenance and calibration, educational materials need updating, and registry tasks need
ownership. Sustainability should be considered before purchase. A lower-cost workflow used
consistently may outperform an impressive device used briefly.

Conclusion
Improving care for newly diagnosed diabetes patients at Valley Diabetes Center requires more than
purchasing equipment or assigning duties in a chain of command. The center should define the
population, measure baseline gaps, create a multidisciplinary team, involve patients, and implement
current evidence through small tests. Priorities include accurate classification, comprehensive
evaluation, individualized glycemic and medication plans, self-management education, hypoglycemia
and sick-day preparation, complication screening, mental-health support, affordability, and
appropriate glucose technology. A $5,000 budget should support validated basic tools, staff
competence, accessible education, data systems, and patient barriers rather than one expensive
machine. Clear roles, closed-loop communication, equity analysis, privacy, and PDSA measurement
can turn limited resources into sustainable improvement.
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