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• 1A: Care Teams Training  

• 1B: Care Teams Facilitation  

• 2A: Pre-Visit Planning Training –Today 

• 2B: Pre-Visit Planning Facilitation – Wed., May 8, 2:00-2:30 PM EDT 

• 3A: Patient Engagement Training – Wed., May 29, 1:00-2:30 PM EDT 

• 3B: Patient Engagement Facilitation – Wed., June 12, 1:30-2:00 PM EDT 

Promoting Improved Interventions and Clinical 
Outcomes in Diabetes Care 



National Nurse-Led Care Consortium 

The National Nurse-Led Care Consortium (NNCC) is a membership 
organization that supports nurse-led care and nurses at the front 
lines of care. 

NNCC provides expertise to support comprehensive, community-
based primary care. 

• Policy research and advocacy 
• Technical assistance and support 
• Direct, nurse-led healthcare services 



This project was supported by the Department of Health and Human Services (HHS), 
Health Resources and Services Administration (HRSA) under cooperative agreement 
number U30CS16089. This information or content and conclusions are those of the author 
and should not be constructed as the official position or policy of, nor should any 
endorsement be inferred by CDC, HRSA, HHS, IP or the US Government. 
 
This learning collaborative was sponsored by the National Association of Community 
Health Centers (NACHC) and draws upon tools, resources, and best practices developed by 
NACHC and the Clinical Advisory Group convened by NACHC to provide subject matter 
expertise for its Improve Diabetes Care in Health Centers project.  
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Welcome & Introductions 



In the chat box, for each participant, please enter: 

1. Your name and email (necessary for CE credit) 

2. Your role. 

3. Your organization. 

4. Something you want to learn/share today about pre-
visit planning for diabetics. 

Getting to know you… 



Learning Objectives 

1. Identify the purpose and benefits of implementing pre-visit 
planning 
 

2. Describe tools useful for pre-visit planning that can improve the  
patient experience 
 

3. Create a plan to implement pre-visit planning tools that 
improve practice efficiency 

 
 
 
 



Time Module    

15 minutes Welcome and Introductions • Orientation to the session and goals 
• Review of Care Team work 

15-20 
minutes 

Topic 1: Pre-Visit Planning 
Overview 

• Standing order 
• Huddles 
• Risk Stratification 

10-15 
minutes Diabetic Risk Stratification Exercise 

15-20 
minutes 

Pre-visit 
Intra-visit 
Post-visit 

• Introduction of standardized check lists 
• Utilization of PDSA for implementation 

10-15 
minutes    Q+A 

5 minutes Conclusion/Wrap-Up  
Practice Transformation Work: PDSA of choice 

Today’s Schedule 



Small test of change report back:   
 
Duffy Health Center - complex diabetes visit 
swimlane diagram 
 
La Communidad Hispana - RACI matrix 
 
Eastport Health Center - Care Management Process  
 
Open share- Optimizing roles/care map 



Review of Care Team Formation 
• Shared Vision 
• Define Goals for team  
• Clarify/Optimize roles 
• Minimal Competencies for team members 
• Align admin systems to support care goals 
• Prioritize communication systems 
• Use data to assess progress: monthly, often 
• Be innovative and practice team work 
• Share with others your success 



The Chronic Care Model   
• a widely adopted approach to 

improving ambulatory care 
• guiding clinical quality 

initiatives in the United States 
• evidence on the CCM is 

encouraging 
• support practices to improve 

their systems 
• studies suggest that 

redesigning care using the CCM 
leads to improved patient care 
and better health outcome 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5091929/ 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5091929/


Topic 1: Pre-Visit Planning 
Overview 

 



Pre-visit planning for diabetes-focused 
care visits helps ensure that both 
patients and practice staff are 
prepared for visit. 
 

Ideally, pre-visit preparation starts at 
the end of the current visit.  
 

Pre-visit Planning 



Pre-visit Planning Research  

“…pre-visit preparation may be a key strategy for 
primary care practices to improve areas critical for 
chronic disease management, such as patient 
engagement, appointments kept, and compliance 
with recommended screenings, tests, and services.” 
 

Rivo, J., Population Health Management 2016. 



Enhancing Team Communication 
Tool #1 

“An internal medicine practice in Boston 
found that pre-visit laboratory testing reduced 

the number of letters and phone calls by 
more than 80% and saved $25 per visit in 

physician and staff time.” 
 
 

 

J. Benjamin Crocker, MD Internal Medicine, Ambulatory Practice of the Future, 
Boston, MA 
 

• No additional staff needed to be hired 
• Follow up appts scheduled one year in advance 
• Automated reminders for labs 3, 6 and 12 months out 
• Useful for other diagnostic tests as well, pre-visit 
• A missed lab appointment prompts a follow up call  

• to assess for status changes 
• reschedule labs immediately  
• use as a reminder for up coming provider visit 

 

 
 
 

  
 
 



Enhancing Team Communication 
Tool #1 

• Improved communication within team and neighborhood 
• Enhanced job satisfaction within care team   
• Streamlined scheduling of appointments 
• Enhanced care team efficiency:  

• During appointment, between visits, and at next visit 
• Enhances patient experience  
• Increases patient involvement 
• Improves overall practice efficiency  

 

Benefits of Pre-visit Planning 



Enhancing Team Communication 
 

Tool #1 

• Proactively identify patients who have care gaps 
• Contact Patients prior to visit 

• Lab reminders 
• Meet with diabetes educator 
• Self-management referral follow up 

• Activate patient for upcoming visit 
• Prepare questions 
• Create diaries/logs of SMBG/activities  
• Goals sheets completed to share 

 
 

Pre-visit Strategy Goals 



Enhancing Team Communication 
 

Tool #1 

1. Standing Orders 

2. Huddles: scrubbing charts, no show risks 

3. Risk Stratification 

Pre-visit Strategies 



Enhancing Team Communication 
 

Tool #1 

• is a prescribed procedure that remains in place as guidance for administering 
healthcare until changed or canceled 

 
• considered best practice guidelines 
 
• are established by providers but implemented by nurses or MA without direct 

order by the provider every time the practice is enforced 
 
•  example: children’s vaccines 

• at certain age or after a given increment of time vaccines are administered without 
verbal or written authorization  

• it is up to MA or nurse to determine if children are due for vaccinations  

Strategy #1: 
Standing Orders 



Can be tailored to meet 
care team available to 
implement  
 
Include specialized care 
focus (DM2) and general 
preventative care 
 
Improves immunization 
rates 

Standing Orders 



Huddles are short, daily 
meetings in which a 
“teamlet” or pod (a Primary 
Care Provider/Clinician and 
an RN/MA/LPN and other 
support staff) reviews their 
patient list for the day for 
coordination, continuity, and 
efficiency. 

Strategy #2: 
Huddles 



• No longer than 10 minutes 
• Schedule time & place 
• Identified team members present 
• No interruptions 
• Complete pre-work (agenda, chart reviews, SBAR, etc.)  
• Designate facilitator & time keeper 

Characteristics of Successful Team Huddles  



Huddles are not Meetings or Case Conferences 



Type of information shared 

Goal 

Help team organize the day and patient care delivery 

Duration and frequency 

Daily or several times in a day 

• Schedule for the day / changes  
• Rapid review of patient needs 
• Health maintenance  
• Standing orders 
• Referrals needed 

• Chronic disease management 
• Self-management 
• Adherence 
• Focus on scheduled patients / current 

emergent needs 



Flag patients 
with complex 

care needs 

Review risk 
factors and 

areas to assess 
changes (note 
risk tools to be 

completed) 

Anticipate likely 
consultations 
and referrals 

Anticipate need 
for longer team 

meeting 

Huddle Focus for Efficient Care Coordination 



1. Do a quick check in with everyone  
A. How is everyone feeling today?  
B. Is anyone leaving early?  
C. Is anyone out today?  
D. How can we support each other through the session?  

2. Know the status of each team member because 
everyone is critical to the success of the team.  

More strategies for a Successful Team Huddles  



Risk assessments allow for 
targeted care to improve 
outcomes and reduce costs. 
 
• Create a baseline response  
• Optimize staff to work with 

designated risk levels  

Strategy #3: 
Risk Assessment 



•Why am I assessing for risk? 
• Hospital admission / readmission 
• High service use / expense for practice 
• Adverse outcomes, e.g., medication errors, 

functional decline, failure to thrive 
• Meeting quality/incentive payment guidelines 
• Responding to community/patient need 
• Panel management 

Risk Assessment 



Identifies patients at 
risk and in need of 
more intense care 

coordination. 

The process of grouping 
patients and targeting 

interventions according 
to their level of risk. 

A statistical technique 
used in quality 

measurement to allow 
for comparability 

across patient 
populations. 



Risk Screening Results 
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Low 

Health promotion 

Self-care education 

Moderate Above + chronic illness management + 
telephone contact 

High 

Above + complex   care coordination 

Home visits 



Example of Lab results 
Presentation in stratified manner for patient education 



Risk Stratification Activity 

Activity:    
1. Consider the case scenario on the next slide 

• What information might you need to better understand 
this patient’s risks? 

2. Consider the stratification tool provided  
• What indicators of risk would you include at the top? 
• What management steps or sieves do you think are 

missing from the bottom? 
3. What score would you use to stratify risk? This tool uses  

0-3 care management 
4-7 moderate 
8< high risk 

4. Consider your own scale for risk, how would it be 
different/ 

5. Consider your care team and designate the team for each 
stratification level: 

 
 

 



Risk Stratification Activity 

Patient #1 - Chuck 

• Age: 72  
• Gender: Male 
• Race: White, Non-

Hispanic Male 
• Insurance Coverage: 

Medicare 
• Blood Pressure:  198/90 

• Maintenance Meds: 5 

• Blood Sugar:  Over 300 
• Diagnoses:  Diabetes, 

Hypertension 
• Patient has history of 

Renal Failure 
• Patient is a lifelong 

smoker 
• Patient is overweight 



Topic 2: Pre-visit,  
Intra-visit and  

Post-visit check lists 



Strategy #4: 
Standardized Check Lists 



1.Scrub charts check list 
2.Patient visit check list 
3.Huddles check list 
4.Risk stratification check 

list 
 



1.Shared decision making 
2.Goals check list 
3.Office visit check list 

(standing orders) 
4.Patient education 

check-list, risk based 
 



1.MA checklist/follow up 
2. Referral follow up 

check list 
3.Routine care 

management check list 
4.Ensure labs are done 
 



Enhancing Team Communication 
 

Tool #1 

Diabetes Check-list Example 



Final Questions 



Practice Transformation Work 
1. Use a PDSA cycle to implement one tool into the pre-visit 

planning period. 
a) Identify and draft one diabetic standing order 
b) Pilot test diabetic team huddle 
c) Review current risk profile of diabetics in your EHR 
d) Create consensus check lists with diabetic care team 

2. Resources available in session 2B on Moodle 
a. Forum for sharing tools/ideas in Moodle 

3. Session 2B: check in to share progress & feedback 

Final Reminder! 



Test of Change: Decide a pre-visit tool you 
would like to try over the next few week 

The steps in the PDSA cycle are: 
Step 1: Plan—Plan the test or observation, including a plan for collecting data 
Step 2: Do—Try out the test on a small scale 
Step 3: Study—Set aside time to analyze the data and study the results 
Step 4: Act—Refine the change, based on what was learned from the test  
 
 



THANK YOU! 



• 1A: Care Teams Training  

• 1B: Care Teams Facilitation  

• 2A: Pre-Visit Planning Training –Today 

• 2B: Pre-Visit Planning Facilitation – Wed., May 8, 2:00-2:30 PM EDT 

• 3A: Patient Engagement Training – Wed., May 29, 1:00-2:30 PM EDT 

• 3B: Patient Engagement Facilitation – Wed., June 12, 1:30-2:00 PM EDT 

Promoting Improved Interventions and Clinical 
Outcomes in Diabetes Care 
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