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Introductory Summary

The American Diabetes Association (2025) has reported that the prevalence of
diabetes in America is a significant public health concern, with approximately 38.4
million individuals, or 11.6% of the population, living with the condition in 2021. This
includes disparities across various racial and ethnic groups, where American Indians and
Alaskan Natives face higher rates compared to non-Hispanic Whites. The economic
burden of diabetes in the United States was around $412.9 billion in 2022, encompassing
both direct medical expenses and indirect costs. Given that nearly 29.2% of adults aged
65 and older are affected by diabetes, alongside a growing number of individuals with
prediabetes, there is a significant need for comprehensive and integrated diabetes
management programs within healthcare systems. Establishing such a program could
address disparities, enhance patient care, and alleviate the economic impact associated
with diabetes management, thereby improving health outcomes on a systemic level.

Impetus for Change in Practice

According to the American Diabetes Association (2025), the prevalence of
diabetes is especially pronounced among seniors, with 29.2% of Americans aged 65 and
older (about 16.5 million individuals), being affected by the condition. The annual
incidence of diabetes continues to rise, with 1.2 million new cases diagnosed each year.
An estimated 97.6 million Americans age 18 and older were reported to have prediabetes
in 2021, placing them at a higher risk for developing both Type I and Type II diabetes.

Approximately 352,000 Americans under age 20 have diagnosed diabetes, with an

incidence rate in 2017-2018 reflecting 18,200 cases of Type 1 diabetes and 5,300 cases



of Type 2 diabetes American Diabetes Association (2025). There are significant
disparities in diabetes prevalence among various racial and ethnic groups. For instance,
13.6% of American Indian/Alaskan Native adults and 12.1% of non-Hispanic Black
adults are diagnosed with diabetes American Diabetes Association (2025). This disparity
extends to Hispanic adults (11.7%) and Asian American adults (9.1%), highlighting an
urgent need for culturally relevant interventions American Diabetes Association (2025).

Diabetes is the eighth leading cause of death in the United States, with 399,401
death certificates mentioning diabetes as a cause in 2021. The total cost of diagnosed
diabetes in the United States reached $412.9 billion in 2022, broken down into $306.6
billion for direct medical costs and $106.3 billion for indirect costs as revealed by
American Diabetes Association (2025).

These statistics as provided by American Diabetes Association (2025), underscore
the necessity for a structured clinical practice intervention aimed at equipping healthcare
providers with the knowledge and skills to manage Type II diabetes effectively. The
current challenges faced by providers include outdated practices and insufficient training,
highlighting a critical need for enhanced capabilities. By improving the education and
training of healthcare providers, it is believed that healthcare organizations can improve
patient outcomes and ensure that individuals with Type II diabetes receive the highest
quality care.

Internal and Community-Level Data
Internally, patient records indicate that a significant percentage of individuals

(approximately 15%—20%) visiting the practice are diagnosed with Type II diabetes.



Screenings reveal that about 10% of patients attending routine check-ups have
undiagnosed diabetes or prediabetes, highlighting a critical gap in awareness and
management. Clinical outcomes are concerning, as data shows that 40% of patients with
Type 1I diabetes have HbAlc levels exceeding the recommended target of 7%, indicating
poor glycemic control (Adeji et al., 2025). Internal audits reveal that around 25% of
patients present with diabetes-related complications, such as neuropathy and
cardiovascular issues, underscoring the need for improved management protocols.
Provider training also presents challenges as surveys indicate that more than 60% of
healthcare providers feel inadequately trained to manage Type II diabetes effectively, and
an analysis of continuing education records shows a lack of recent training on this critical
topic. Patient feedback further supports these findings, with satisfaction surveys
indicating that only 45% of patients feel they receive near-adequate education about
managing their diabetes.
Key Literature Supporting the Program

Research underscores the need for a comprehensive, interprofessional approach to
diabetes management to enhance patient outcomes. Richardson et al. (2021) highlighted
that diabetes self-management education (DSME) is crucial for improving glycemic
control, but ongoing support from a multidisciplinary team, including care managers,
nurses, dietitians, and pharmacists, is essential for sustained behavior change. They also
stress the importance of tailoring DSME to fit patients’ social and cultural contexts and
coordinating care among healthcare providers for effective management of diabetes and

associated conditions. The authors advocated for mental health screenings and supportive
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tools like computerized tracking systems to improve care coordination. According to the
American Diabetes Association (2023), a collaborative, multidisciplinary care team,
including endocrinologists, primary care providers, and mental health professionals, is
vital for addressing diabetes’s multifaceted nature. The guidelines emphasize person-
centered team care and ongoing communication to tailor treatment plans to individual
needs. They also encourage healthcare systems to facilitate both in-person and virtual
team-based care (TBC), utilizing patient registries and community resources.

Jacobs et al. (2024) demonstrated the effectiveness of a TBC model that integrates
services across clinical and social domains, enhancing holistic diabetes management. The
study showed that patients reported high satisfaction with the TBC model, which
improved communication and engagement in their care. Effective teamwork and
addressing barriers, such as language differences, were crucial for success, leading to
significant improvements in clinical metrics like reduced HbAlc levels. Abdulrhim et al.
(2021) emphasized the importance of the Collaborative Care Model, which fosters
improved communication and coordinated care among healthcare providers. This shared
responsibility empowers patients to manage their diabetes actively, resulting in better
glycemic control and reduced healthcare visits. So, these findings highlight that an
interprofessional approach significantly enhances diabetes management, improves patient
outcomes, and empowers individuals to take charge of their health.

Purpose, Goals, and Projected Outcomes
This project aims to assemble an interprofessional team of healthcare

professionals to develop a strategic management plan for a comprehensive diabetes



management program. The initiative seeks to create a standardized model incorporating
best practices and evidence-based recommendations for A1C testing and screening tools.
It will explore specialized educational programs for newly diagnosed patients and assess
culturally tailored resources, such as cookbooks for Hispanic patients. Ultimately, the
project aims to enhance patient education, improve health outcomes, and promote health
equity across diverse populations.
Organization’s Readiness to Change

The organization demonstrates a strong readiness to implement the proposed
intervention, as evidenced by the Organizational Readiness for Implementing Change
(ORIC) Tool assessment. Staff members express high confidence in the organization’s
ability to engage and support them throughout the change process, with all indicators
scoring a 5 out of 5. This includes a collective commitment to the change, confidence in
tracking progress, and a determination to overcome challenges. The supportive leadership
within the organization further enhances this readiness, creating an environment
conducive to successful implementation. However, addressing potential barriers, such as
resistance to change and time constraints, will be crucial for ensuring a smooth transition.

SWOT Analysis

The organization has several strengths, including knowledgeable healthcare staff,
a solid understanding of diabetes management, and evidence-based clinical guidelines
that can enhance care. Supportive leadership promotes staff education, and previous
successful training programs offer valuable implementation frameworks. However,

challenges such as potential resistance to change, limited training time due to clinical



demands, and inconsistent application of guidelines across departments highlight the
need for a tailored training approach. Opportunities exist to leverage technology through
e-learning platforms and mobile applications, foster interdisciplinary collaborations, and
benefit from increased public awareness of chronic disease management. Conversely,
threats like high staff turnover disrupt training continuity, whereas competing
organizational priorities and the risk of competitors adopting similar programs necessitate
strategic planning to sustain the initiative’s effectiveness.
Potential Risks to the Organization

Despite the strong rationale for the diabetes management program, several
potential risks could impact its successful implementation. One significant risk is
resistance to change among staff members, particularly those who are comfortable with
existing workflows and may view the program as an additional burden rather than a
beneficial initiative. This resistance could hinder adoption and effectiveness.
Additionally, gaps in training may pose challenges, as inadequate initial training or lack
of ongoing support could undermine staff confidence in implementing the program,
potentially jeopardizing its overall success. Resource allocation emerges as another risk,
as financial constraints may limit the ability to maintain necessary funding and resources.
Furthermore, managing the diverse needs of patients is crucial; failing to address cultural
and linguistic barriers effectively can lead to inequitable outcomes and patient
dissatisfaction. Lastly, the sustainability of the program, particularly amid changing
organizational priorities or high staff turnover, could disrupt continuity and weaken its

overall impact. Addressing these potential risks through effective change management



strategies, strategic planning, ongoing staff engagement, resource allocation, continuous
quality improvement processes, and proactive communication will be essential to foster a
successful diabetes management program.
Stakeholders and Expertise

To develop a comprehensive diabetes management program model, I assembled
an interprofessional team of stakeholders with diverse expertise. This collaborative
approach ensures that all aspects of diabetes management are thoughtfully addressed to
enhance the program’s effectiveness. The team includes healthcare providers, such as
endocrinologists and primary care doctors, who are crucial for diagnosing and managing
diabetes through individualized care plans. Diabetes educators guide patients in self-
management practices, while registered dietitians create personalized meal plans to
support glycemic control and weight management. Mental health professionals, including
social workers and psychologists, address social determinants and mental health concerns
that affect diabetes management. Wound care experts focus on preventing complications
like foot ulcers, and nurses provide ongoing monitoring and education to foster effective
management. Data analysts and quality assurance professionals ensure the program is
evidence-based and compliant with best practice standards. This diverse team
collaboratively develops a comprehensive diabetes management program model that
effectively addresses the complexities of diabetes care, promoting better health outcomes

for patients.



New Technologies and Software Requirements

The plan enhances the electronic health record (EHR) to support integrated
diabetes care workflows, featuring automated order sets, customized data fields for
DSME participation, and decision support alerts. A central care coordination platform
will display HbA Ic levels, screening adherence, and risk stratification tools. Telehealth
tools will enable secure video visits and remote glucose data sharing, while a patient-
facing digital platform will offer educational materials, appointment reminders, and self-
management trackers. The analytics and reporting suite will standardize dashboards for
quality metrics and ensure data governance for quality, privacy, and security. HIPAA-
compliant messaging and secure data exchange among team members and community
partners will facilitate seamless interactions with external labs and agencies. Vendor
contracts should include provisions for user training, data migration, and ongoing
optimization to support these initiatives.
Training Needs

Core interprofessional training will cover diabetes care guidelines, structured
DSME delivery, and cultural safety training. Role-specific training will focus on
advanced skills for dietitians, social workers, wound care specialists, and clinicians. Self-
management training will include structured DSME modules and culturally tailored
materials, with assessments to ensure understanding. A 6- to 12-month training calendar
will align with the phased rollout, incorporating competency assessments and

multilingual resources.



How the Plan Will Be Used by the Organization

The organization will utilize this action plan as a foundational framework for
developing and implementing the diabetes management program. Specific aspects of the
plan will guide how the interprofessional team collaborates, ensuring that each member’s
expertise is leveraged effectively in the creation of the strategic management model. The
insights gathered from the team will inform the establishment of best practices and
guidelines, helping to standardize care delivery across the healthcare system. By
articulating clear recommendations for A1C testing, screening, and patient assessments,
the organization will be better equipped to enhance its diabetes care initiatives. Moreover,
the action plan will support ongoing staff training and education efforts, ensuring that
healthcare providers are knowledgeable about the new protocols and are empowered to
deliver effective care to patients with diabetes.
Accreditation Standards

For our interprofessional diabetes management project, we will adhere to
accreditation standards set by The Joint Commission and similar national organizations,
as well as guidelines from the American Diabetes Association and care-coordination
advice from the Institute for Healthcare Improvement. Our plan involves aligning each
program element with key accreditation domains, including patient-centered care,
interprofessional collaboration, care transitions, data privacy, patient education,
performance measurement, and governance. We will create standardized protocols and
care pathways, establish a governance structure with clear leadership, and implement

secure health information technology systems. A formal gap analysis will pinpoint any
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missing requirements, assigning owners and timelines for each action. To ensure
readiness, we will conduct regular internal audits, mock surveys, and continuous
improvement cycles. Additionally, we will customize the standards to fit our jurisdiction,
clearly mapping them to our procedures and policies. Performance metrics, such as
hemoglobin Alc targets and patient satisfaction, will be established to demonstrate
compliance during accreditation surveys.
Regulatory and Legal Issues

We anticipate various regulatory and legal issues, including privacy protection
under laws like the Health Insurance Portability and Accountability Act and the General
Data Protection Regulation, consent for education and remote monitoring, and
compliance with data-sharing regulations among the care team. We must also consider
scope-of-practice regulations for healthcare professionals, as well as accessibility and
nondiscrimination laws. Union-related issues may involve staffing ratios, overtime,
compensation for additional duties, and ensuring alignment with collective bargaining
agreements. Furthermore, we must address data governance, audit trails, security for
remote monitoring and EHR systems, and liability concerns.
Addressing Issues

To address regulatory and legal challenges, we will conduct a regulatory gap
analysis and create data-sharing agreements, consent forms, and privacy impact
assessments, involving legal and compliance teams early in the process. We will review
collective bargaining agreements to identify allowable scopes of practice and negotiate

necessary role and compensation changes, along with providing training on privacy and
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security. Standard operating procedures will be established for data handling, consent
processes, and audit trails in EHRs and remote-monitoring systems, along with risk
management processes for clear reporting. A governance lead will monitor regulatory
changes, track compliance metrics, and ensure timely policy updates to maintain ongoing
readiness.
Project Outcomes

The model aims for a 0.5%—1.0% reduction in mean HbAlc and an increase in
patients achieving HbAlc < 7%, along with fewer diabetes-related complications over
18-24 months. It will expand DSME reach using culturally and linguistically appropriate
materials, promote health equity through standardized care pathways, and enhance
system efficiency via standardized testing and data-driven coordination. A sustainable,
cost-neutral or cost-saving operation is expected within 24 months, with potential
applicability to other chronic
Social Change, Diversity, Equity, and Inclusion

The project integrates diversity, equity, and inclusion into governance, design,
and outcomes reporting, incorporating patient input through established advisory
channels. It engages an interprofessional team (dietitians, social workers, wound care
experts, and diabetes educators), to develop resources that reflect best practices and
community needs. Language-concordant education and accessible DSME are essential
for closing outcome gaps, with transparent disparity measurements to ensure

accountability and inclusive impact.
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