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• This CNE activity receives no sponsorship or commercial support.
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• UDS measures
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 Improvement Methodology
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OBJECTIVES

At the conclusion of this activity, 
participants will be able to:

• Describe the HRSA UDS measures related to 
diabetes and national benchmarks. 

• Describe the impact of the COVID-19 
pandemic on the provision of diabetes care. 

• Describe relevant approaches to diabetes care 
for mobile populations and agricultural 
workers. 

• Describe resources available for diabetes 
performance improvement. 



You are not alone

Resources will be highlighted throughout 
this presentation…

Know your National Training and Technical 
Assistance Partners (NTTAPs) 
https://www.healthcenterinfo.org/

https://www.healthcenterinfo.org/


HRSA’s Diabetes 
Quality Improvement 

Initiative

https://bphc.hrsa.gov/qualityimprovement/clinicalquality/diabetes.html

https://bphc.hrsa.gov/qualityimprovement/clinicalquality/diabetes.html


https://bphc.hrsa.gov/qualityimprovement/clinicalquality/diabetes.html   



Also…

High Cost: 2.3 X cost of 
non-diabetic patients

Complex condition



Improve diabetes 
treatment and 
management

Increase diabetes 
prevention efforts

Reduce health 
disparities

Overall Goals of the Initiative



And then COVID-19 happened…

• The virtual OSV (VOSV) was 
designed

• Diabetes Performance 
Analysis is no longer part of 
the OSV



• Operational Site Visit (OSV) no longer 
includes the performance analysis review 
of the health center’s own diabetes 
performance. 

• UDS reporting on DM control 
https://data.hrsa.gov/tools/data-reporting/program-
data/

• Select health centers receiving TA related 
to DM

• Community Health Quality Recognition 
Awards 
https://bphc.hrsa.gov/qualityimprovement/communi
ty-health-quality-recognition

Current HRSA Expectations Related to Diabetes

https://data.hrsa.gov/tools/data-reporting/program-data/
https://bphc.hrsa.gov/qualityimprovement/community-health-quality-recognition
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Quality of Care Indicators

Percentage of patients aged 3 - 17 who 
had a visit during the current year and 

who had Body Mass Index (BMI) 
documentation, counseling for nutrition, 

and counseling for physical activity during 
the measurement year.

Percentage of patients aged 18 years or 
older who had their Body Mass Index (BMI) 

calculated at the last visit or within the 
previous 12 months to that visit and, when 
the BMI is outside of normal, a follow-up 

plan is documented during the visit or 
during the previous 12 months of that visit.

Note: Normal parameters: Age 18 years and older BMI greater than or equal to 18.5 and less than 25 kg/m2 



Diabetes and 
COVID-19 
• Diabetes didn’t go away….
• Chronic care management changes

 Decreased face-to-face visits
 Telehealth
 Testing, medication, self-care challenges

• Revisiting our improvement efforts



One health center’s experience…



Adaptations During 
COVID

• Self-management 
training

• Telehealth appts

• Remote monitoring 
(ecri.org) 

• CHWs
• Combinations or all of 

the above 

• Other ideas?



Diabetes Performance 
Improvement and MSAWs



Social 
Determinants 
of Health

www.nachc.org/prapare

http://www.nachc.org/prapare


Migration…
• Loss of family and social 

network

• Threats of violence from 
fellow travelers, locals and 
law enforcement

• Isolation from social networks 
as well as from social service 
and healthcare providers 



BH 
issues

Diabetes



Source: National Center for Cultural Competence, 2011



CHWs and Diabetes



Other Solutions?
• Staff trainings
• Screening tools—PRAPARE, TIC, Depression
• Patient education
• Systems changes—service integration, mobile care, 

employer collaboration



MCN Diabetes Resources





27



“Fernando” is a 56 year old migrant 
farmworker diagnosed with diabetes at 
age 49. He traveled each year from South 
Texas to Minnesota or “wherever I can 
find work”

Enrolled in Health Network 8/02

10/02

1/03

10/03

11/05

12/06

6/07

10/074/09 Fernando was 
closed out of 
Health Network 
in 2013 because 
he said that he 
was no longer 
migrating.

Over the ten years he 
was enrolled, Health 
Network made 46 
clinic contacts, 124 
patient contacts, 
transferred medical 
records 9 times to 6 
different clinics.
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Available online at https://www.migrantclinician.org/issues/diabetes

https://www.migrantclinician.org/issues/diabetes


Performance Improvement Basics

“Systematic and 
continuous actions that 
lead to measurable 
improvement in health 
care services and the 
health status of 
targeted patient 
groups” 

http://www.ihi.org/resources/Pages/HowtoImprove/default.aspx

http://www.ihi.org/resources/Pages/HowtoImprove/default.aspx


• Root cause analysis
• SWOT analysis
• Fishbone
• 5 Whys

• PDSA

Various 
methodologies



Elements of the QA/QI Program

QA/QI Plan

QA/QI 
Committee

Data Systems

QA/QI 
Reporting

Improvement 
Projects

Board 
Involvement



QA/QI and Special 
Populations

Including special 
populations in your QA/QI 
program:
• Include relevant staff on 

committee(s)

• Integrate special populations 
patients through
 Committee/Board 

representation
 Patient satisfaction 

surveys, suggestions
 Focus groups
 Interviews



May need to consider a separate 
performance improvement process 

and goals for your MSAW population:

Stratify and 
compare 
your data 
(please!)

Culturally 
and 

linguistically 
appropriate 

care

Role of 
CHWs and 
outreach

Continuity 
of care for 

mobile 
patients





Strengths Weaknesses

Opportunities Threats                      

SWOT 
Analysis





Source: Holyoke Health Center



The 
Five 
Whys



Why? Patients forget to come or are not sure when classes are 
happening

Why? Staff member who usually makes reminder calls has not 
been making those calls

Why? She does not have the list of patients to 
call

Why? Current lists are not being 
created

Why?

The person 
assigned to create 
these lists from 
the EHR is out on 
leave.

Problem: Recently, patients have stopped coming to diabetes group visits



Plan-Do-Study-Act

Source: http://www.hrsa.gov/quality/toolbox

http://www.hrsa.gov/quality/toolbox


PDSA Documentation
     

Institute for Healthcare Improvement 

 
Aim: (overall goal you wish to achieve) 
 
   Every goal will require multiple smaller tests of change 

Describe your first (or next) test of change:  Person 
responsible 

When to 
be done 

Where to 
be done 

    

Plan   
List the tasks needed to set up this test of change Person 

responsible 
When to 
be done 

Where to 
be done 

 
 

 .  

 
Predict what will happen when the test is carried 
out 

Measures  to determine if prediction succeeds 

   

Do  Describe what actually happened when you ran the test 
 
 
 
Study Describe the measured results and how they compared to the predictions 
 
 
 
Act  Describe what modifications to the plan will be made for the next cycle from what you learned  


PDSA Worksheet for Testing Change




Aim: (overall goal you wish to achieve)



 Every goal will require multiple smaller tests of change


		Describe your first (or next) test of change: 

		Person responsible

		When to be done

		Where to be done



		

		

		

		





Plan




		List the tasks needed to set up this test of change

		Person responsible

		When to be done

		Where to be done



		

		

		.

		





		Predict what will happen when the test is carried out

		Measures  to determine if prediction succeeds



		 

		





Do

Describe what actually happened when you ran the test

Study
Describe the measured results and how they compared to the predictions

Act

Describe what modifications to the plan will be made for the next cycle from what you learned



Institute for Healthcare Improvement








Data 
Needs

Create a MSAW diabetes registry

Accurate identification of MSAWs!

Clearly define your metrics and goals

Establish baselines before starting improvement efforts

Documentation training for staff

Reporting capabilities

Documentation of efforts and results—PDSAs, minutes, etc. 



hiteqcenter.org



The Path to Success



Other Diabetes Resources
HRSA  Diabetes Quality Improvement Initiative webpage 

https://bphc.hrsa.gov/qualityimprovement/clinicalquality/diabetes.html

Diabetes self-management tools 
https://www.cdc.gov/diabetes/dsmes-toolkit

National Cooperative Agreements
https://bphc.hrsa.gov/qualityimprovement/strategicpartnerships/ncapca/
natlagreement.html

https://www.healthcenterinfo.org/results/?Combined=diabetes
NACHC Diabetes Change Package http://www.nachc.org/wp-

content/uploads/2019/08/Diabetes-Change-
Package_FINAL_08.13.2019.pdf

https://bphc.hrsa.gov/qualityimprovement/clinicalquality/diabetes.html
https://www.cdc.gov/diabetes/dsmes-toolkit
https://bphc.hrsa.gov/qualityimprovement/strategicpartnerships/ncapca/natlagreement.html
https://www.healthcenterinfo.org/results/?Combined=diabetes
http://www.nachc.org/wp-content/uploads/2019/08/Diabetes-Change-Package_FINAL_08.13.2019.pdf




Access our 
latest resources

and a lot more at

Connect with !

www.migrantclinician.org

Get updates 
from the field

Attend our 
virtual trainings

@tweetMC
N

@migrantclinician @migrantcliniciansnetwork| |

https://www.migrantclinician.org/tools-and-resources.html
https://www.migrantclinician.org/community/blog.html
https://www.migrantclinician.org/trainings.html


Thank you!

EVALUATION:



Questions?
Candace Kugel, CRNP, CNM, RN
Clinical Specialist
Migrant Clinicians Network
ckugel@migrantclinician.org

This webinar is supported by the Health Resources and Services Administration (HRSA) of the U.S. Department of Health and Human Services (HHS) as part of an award totaling $1,094,709.00 
with 0 percentage financed with non-governmental sources. The contents are those of the author(s) and do not necessarily represent the official views of, nor an endorsement by, HRSA, HHS, 

or the U.S. Government. For more information, please visit HRSA.gov. 
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