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o Expanded access to educational resources and health coaching
services to all patients with diabetes

o Increased proportion of patients with albumin/creatinine ratio
documented

o Increased proportion of patients with lipid panel documented

o Improved Columbus Free Clinic adherence to ADA care
guidelines via pre-appointment patient identification and
implementation of ADA specific EHR dot phrase
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o Time constraints preventing providers from addressing all ADA
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e Increase the proportion of patients with diabetes with a documented A1c in the previous 6

months to at least 75% | | | | | guidelines in addition to patient concerns
e Increase the proportion of patients with diabetes with a documented albumin/creatinine ratio Fl.gure 1. Evaluation ofIninlementatlon on HbAlc Tracking_The eibove figure silows dat.a for tl.le per?entage ofpe.ltlents O Dlﬁ:lculty tO aChieve Continuity Of care Wlth regUIar fO”OW'UpS and
within the previ ous 12 months to at least 75% with a documented HbA1c¢ in the past 6 months. On the x-axis 1s the time point of intervention, prior to implementation or _ _ _ o _
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Months phrase to achieve albumin/creatinine ratio goal and lipid panel
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coaching appointments provided to patients with diabetes
o Hold diabetes-specific education events for patients at the
Columbus Free Clinic

e Patient must be 18 years of age or older
e Patient must have diagnosis of Type 2 Diabetes Mellitus
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e If patient not previously diagnosed with Type 2 Diabetes Mellitus (new : .
to CFC) Prior to implementation Post-implementation
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with a documented Albumin/Creatinine ratio in the past 12 months. On the x-axis is the time during intervention, prior to implementation or
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