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Improvement Aim
Valley Diabetes Center is considering how to improve care for people who are newly diagnosed with
diabetes while working with limited resources. The most important first step is to define the
improvement target correctly. “Onset diabetic patients” is too broad because newly diagnosed type 1
diabetes, type 2 diabetes, gestational diabetes, and other forms of diabetes can require very different
treatment. A safer quality-improvement aim is: within six months, increase the proportion of newly
diagnosed adult patients who receive complete initial assessment, individualized treatment planning,
diabetes self-management education and support, appropriate monitoring, and timely follow-up, while
reducing missed care and avoidable acute events. The 2026 American Diabetes Association
Standards of Care recommend person-centered, team-based management, use of reliable data
metrics, attention to social barriers and financial cost, and a culture of continuous quality
improvement rather than a one-size-fits-all protocol (ADA Professional Practice Committee, 2026a). A
$5,000 improvement budget should therefore prioritize reliable workflows, education, basic
equipment, and data tracking before purchasing expensive technology that benefits only a small
number of patients.

Initial Assessment
A newly diagnosed patient should first receive a comprehensive clinical evaluation that confirms the
diagnosis and type of diabetes, assesses current glycemia, reviews medications and other health
conditions, identifies cardiovascular and kidney risk, screens for relevant complications, and
evaluates social circumstances that may interfere with treatment. ADA’s 2026 standards specifically
recommend assessment of health status, comorbidities, support systems, social determinants of
health, treatment burden, and financial barriers as part of the initial and ongoing plan (ADA
Professional Practice Committee, 2026b). This means the center should not define improvement as
simply buying glucose meters or adding one new machine. A patient who cannot afford medication,
has unstable housing, does not understand insulin, lacks transport to appointments, or has symptoms
suggesting type 1 diabetes may need a different intervention from a patient with uncomplicated type
2 diabetes and strong family support.
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The intake workflow should use a standardized checklist that prompts staff to document diagnosis
and classification, A1C or other appropriate glycemic data, blood pressure, weight, medication access,
hypoglycemia risk, smoking status, kidney and cardiovascular risk, vaccination needs, and referrals.
The checklist should also record whether the patient needs eye care, nutrition therapy, diabetes
education, behavioral-health support, or specialist review. Standardization improves reliability without
eliminating clinical judgment. If a patient presents with marked hyperglycemia, ketosis, unintended
weight loss, pregnancy, or uncertain diabetes type, the pathway should trigger urgent medical review
rather than routine education alone. Quality improvement is successful only when the workflow helps
clinicians recognize both common needs and exceptions.

Diabetes Education
Newly diagnosed patients spend only a small portion of their lives in the clinic; most diabetes care
occurs at home. Diabetes self-management education and support (DSMES) should therefore be a
central part of the improvement plan. CDC describes DSMES as personalized support that develops
practical skills in healthy eating, physical activity, medication use, glucose monitoring, problem
solving, risk reduction, and healthy coping, and notes that participation can improve health and
quality of life while reducing emergency care and costs (CDC, 2024). The center should establish a
referral process so that every eligible newly diagnosed patient is offered DSMES rather than receiving
education only when an individual clinician remembers to arrange it.

Education should be staged rather than delivered as one overwhelming session. At diagnosis, patients
may need immediate information about medication, glucose monitoring, symptoms of hypoglycemia
and hyperglycemia, sick-day planning, and when to seek urgent care. Later visits can address
nutrition, physical activity, weight management, complication prevention, emotional adjustment, and
problem solving. Teach-back should be used to confirm understanding instead of asking, “Do you
understand?” The center can create a small set of standardized teaching materials in plain language
and commonly used local languages. This is a high-value use of a limited budget because the same
materials can support many patients while reducing variation in what staff explain.

Medication and Monitoring
Medication selection should not follow one automatic sequence for every patient. ADA’s 2026
pharmacologic guidance emphasizes individualized treatment based on glycemic needs,
cardiovascular and kidney disease, obesity, hypoglycemia risk, side effects, treatment burden,
preferences, and cost (ADA Professional Practice Committee, 2026c). Some patients with type 2
diabetes may begin with metformin or another noninsulin therapy, while others require combination
treatment or insulin from diagnosis. People with type 1 diabetes require insulin. Patients with heart
failure, chronic kidney disease, or established cardiovascular disease may benefit from drugs selected
partly for organ-protective effects rather than glucose lowering alone. The center’s quality goal should
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therefore be timely, evidence-based selection and follow-up rather than use of one preferred drug for
everyone.

Monitoring should also match treatment. Blood glucose meters remain appropriate for many patients,
while continuous glucose monitoring (CGM) can provide additional information and is increasingly
recommended for people using insulin and for selected others. ADA’s 2026 technology standards
state that diabetes devices should be offered and selected according to the individual’s needs,
circumstances, preferences, and skill level, with initial and ongoing education (ADA Professional
Practice Committee, 2026d). A small clinic should not spend its entire improvement budget
purchasing devices that may not be covered or sustainable. A better investment may be several
reliable demonstration meters, control solution, blood-pressure equipment, staff training, and a
process for helping eligible patients obtain CGM through insurance or assistance programs.
Technology creates value only when patients can access it, understand it, and use the data to make
safer decisions.

With approximately $5,000 available, the center should fund the parts of care most likely to reduce
inconsistency. A reasonable local allocation might include modest spending on validated blood-
pressure devices and glucose-meter demonstration supplies; printed or digital education materials;
staff training in DSMES principles, hypoglycemia response, insulin teaching, and device use; and basic
registry or electronic-record configuration that identifies newly diagnosed patients and overdue
follow-up. Exact prices should be obtained locally rather than invented in advance. The principle is to
purchase reliability, not prestige. A new machine has little value if the clinic still misses referrals,
cannot identify patients who fail to return, or gives inconsistent instructions.

The registry is particularly important because diabetes quality improvement requires population-level
awareness. ADA recommends patient registries, decision-support tools, proactive care planning, and
relevant data metrics to improve outcomes (ADA Professional Practice Committee, 2026a). The center
should be able to produce a list of newly diagnosed patients, identify who has not completed follow-
up, and determine whether important elements such as DSMES referral, medication review, blood-
pressure assessment, kidney-risk evaluation, and complication screening were completed. A simple,
well-maintained registry can create more improvement than sophisticated technology that is not
integrated into workflow.

Outcome Measurement
The improvement team should collect baseline data before changing the process. Useful measures
can be grouped into process, clinical, and balancing measures. Process measures might include the
percentage of newly diagnosed patients receiving a complete initial assessment, DSMES referral,
medication-access review, follow-up within a defined interval, and appropriate complication
screening. Clinical measures may include individualized A1C improvement over time, blood-pressure
control where relevant, severe hypoglycemia, emergency visits for hyperglycemic crises, or
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hospitalizations. The team should avoid setting one A1C target for every person because ADA
recommends individualized glycemic goals that balance benefit, hypoglycemia risk, treatment
burden, comorbidities, and patient preferences (ADA Professional Practice Committee, 2026e).

Balancing measures help determine whether improvement creates a new problem. If the intake
checklist adds excessive visit time, staff may stop using it. If follow-up is scheduled too aggressively,
no-show rates may increase. If medication intensification lowers A1C but increases hypoglycemia, the
apparent improvement is not acceptable. The team should review data monthly using a simple run
chart and discuss a small sample of missed cases. Quality improvement should be iterative: identify a
failure, test a change, measure the result, and refine the workflow. The goal is not perfect
performance in the first month but a system that learns from variation.

A multidisciplinary approach is necessary even in a small center. Physicians or advanced-practice
clinicians are responsible for diagnosis and medical treatment, nurses may coordinate education and
follow-up, pharmacists can identify medication problems, dietitians can provide medical nutrition
therapy, and diabetes care and education specialists can strengthen self-management skills. Front-
desk and administrative staff also affect outcomes because appointment scheduling, reminders,
insurance verification, and referral completion determine whether patients actually receive planned
care. The center should assign one person to own each critical step rather than assume “the team”
will handle it.

Patients should also help shape the project. Short interviews or surveys can reveal whether
instructions are understandable, whether appointments are difficult to attend, whether medication
costs are causing rationing, and which parts of the first month after diagnosis create the most
confusion. ADA explicitly recommends shared decision-making and attention to social determinants
and financial considerations in diabetes care (ADA Professional Practice Committee, 2026a; 2026b). A
workflow designed without patient input may improve documentation while failing to improve lived
experience. The strongest quality initiative therefore combines guideline adherence with the practical
realities of managing diabetes every day.

Conclusion
Valley Diabetes Center can improve outcomes for newly diagnosed patients without assuming that
better care requires expensive equipment. The strongest strategy is to create a reliable system:
define the patient population, complete a comprehensive initial assessment, individualize medication
and glycemic goals, provide DSMES, match monitoring technology to patient needs, track follow-up,
and use a small registry to identify missed care. A limited budget should be directed toward validated
basic equipment, education, staff capability, and workflow support rather than one high-cost
purchase. Current ADA standards emphasize person-centered team care, data-driven improvement,
technology matched to individual circumstances, and attention to financial and social barriers, while
CDC identifies DSMES as a core support for daily self-management. Success should be measured
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through a focused set of process, clinical, and balancing measures rather than one average A1C. The
improvement project becomes sustainable when staff know their roles, patients help identify barriers,
and the center reviews its own data regularly enough to learn what is working.
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