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This document provides a comprehensive overview of Diabetes Group Visits, 

how to implement them into the clinical setting, and resources available to 

clinicians who are beginning to administer diabetes group visits in practices.  

 

 

For more information on the Greater Flint Health Coalition, diabetes group 

visits, or on how to acquire additional copies of this manual, please contact:  

 

Greater Flint Health Coalition  
Commerce Center  
519 South Saginaw Street, Suite 306  
Flint, Michigan 48502  
Phone:  (810) 232 -2228  
Email:  gfhc@flint.org  
Web:  www.gfhc.org  
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OVERVIEW OF DIABETES GROUP VISITS  
 

What is a Diabetes Group Visit?  
A Diabetes Group Visit (DGV) is a customized, extended, medical appointment with a 
patientôs own doctor and sometimes, a behavioral health professional.  These physician-
specific appointments are held in a group setting that is composed of other patients 
with similar medical issues (in this case diabetes) from his/her own roster of patients.  
 
Patients best served by DGVs are those who have diabetes and require regular follow-
up visits.  The monitoring and support components of DGVs also make an excellent 
vehicle for patients with a new diagnosis or recently prescribed medication.  In addition, 
patients wanting to know their physician better or  to speak with their physician about 
non-emergency issues are good candidates.  The optimal group size is approximately 8-
12 patients. 
 
DGVs provide a supportive, interactive environment for both patients and physicians, 
enabling a flow of information to o ccur over an extended period of time and in a much 
more open setting than what typically occurs during the conventional, brief medical 
appointment.  DGVs typically last approximately 2 hours and exams (e.g. eye, foot, 
etc.) can occur during the visit or in  private depending on the comfort level of the 
patient.  This is a medical appointment and patients should schedule the visit as such 
so charts and labs may be retrieved for use during the appointment.   
 
Given the length of time allotted to conduct group visits, there is ample time to discuss 
general education topics that could lead to improvements in the patientsô understanding 
of diabetes and potentially improve self -management.  These topics include: 
 

 General information about diabetes; 
 Goals and targets; 

 Diabetes health maintenance; 
 Medications and how they work; 
 Foot care; and 
 General nutrition/reading labels. 

 
What is the rationale for establishing Diabetes Group Visits?  
It is widely acknowledged that the current medical environment has placed tremendous 
pressure on physicians and institutions to reduce the cost of care while improving 
patient outcomes.  Because of the demand for decreased utilization, many patients, 
particularly those with chronic illnesses (like diabetes) and/or challenging psychosocial 
issues, find it increasingly difficult to gain access to their physicians and to spend 
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adequate time with them when they do get access.  This limitation leads to an inabi lity 
to effectively manage their diabetes in some cases. 
 
Diabetes Group Visits alleviate this issue by giving patients more time with their 
physicians and by giving physicians more insight into the challenges their patients face 
in managing their diabetes.  Greater access provided by the group setting results in a 
better use of time in the treatment of this chronic condition.  In fact, studies conducted 
on this model of care (i.e. group medical appointments) have indicated increased 
satisfaction for both t he patient and physician while simultaneously improving clinical 
outcomes and reducing the cost of care. 
 
The format of the group visits also allows for a significant amount of patient interaction, 
allowing them to share not only their own challenges with each other, but also what 
they have found helpful in dealing with those challenges.  The setting promotes best -
practice sharing among patients, encouragement by others living with the same 
condition, and in some cases, friendly competition between patients over diabetes 
monitoring test values, such as HbA1c levels.  This interaction also provides more 
opportunity for patients to ask questions that may not have occurred to them during a 
conventional appointment. 
 
Who benefits from Diabetes Group Visits?  
Diabetes Group Visits offer substantial benefits to virtually everyone involved in the 
delivery and receipt of care.  For example: 
 

 Patients get more time with their physician along with extended access to a 
broad range of medical services in a supportive group setting.  
 

 Patients get more guidance with lifestyle changes because they are able to meet 
with their physician more frequently.  This can lead to better outcomes relative 
to diabetes management. 
 

 Physicians are better able to manage multiple patients through extended, in-
depth interaction which provides a more satisfying level of medical care for 
patient and physician. 
 

 Physician hospital organizations and medical groups will see increases in 
physician productivity, patient access, efficiency, and quality of care, all while 
utilizing existing resources. 
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What is the physicianôs role in Diabetes Group Visits? 
The physicianôs role in group visits is vital to the adoption, implementation, and ultimate 
success of Diabetes Group Visits.  The physicianôs responsibilities include: 
 

 Marketing and promoting the concept of DGVs to both patients and staff;  
 

 Encouraging patients to make their next appointment a group visit;  
 

 Physicians and office staff will be responsible to keep group visits full;  
 

 Physicians need to develop a relationship with a Behaviorist as they will, at 
times, co-facilitate a group.  The Behaviorist should be allowed to observe the 
office practice prior to participating in a DGV;  
 

 Arrive on time;  
 

 Be open, flexible, and most importantly, willing to learn new ways of doing 
things in treating patients.  

 
GR-8D21 DGV.overview.long.080609cn 
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KEY PRINCIPLES OF DIABETES GROUP VISITS  
 

Census/Production  
 BENEFITS 
 

 Gives the patient the opportunity to be seen earlier than if they scheduled an 
individual appointment;  

 Gives the physician an opportunity to talk about things once and reach a number 
of people; 

 Physician can see more patients per unit of time without working harder;  

 Patients can be seen more often if needed in order to respond to treatment;  
 Patients learn more from other patients.  

 
 GROUP VISITS ARE SUCCESSFUL IF: 
 

1. There is active recruitment of patient participants by the physician.  

 The physician encourages patients to make his or her next appointment in 
 a group. 
 
 The physician uses statements such as:  

o ñI want you to attend one of my diabetes group visits for your next 
 appointment.ò 
o ñI am excited about this opportunity and would appreciate your 
 feedback.ò 
o ñI would like my patients to try a group visit once to see if this may 
 work for them.ò 
o ñMany patients enjoy the group visits and benefit from them too.ò 
 

 Physicians and staff remain open to new ideas and concepts. 
 

2. There is purposeful scheduling: 

  Schedulers offer group visits first to patients who may benefit f rom them 
 in lieu of the standard appointment.  

  Letters inviting patients to participate in group visits are provided when a 
 patient checks in. 

  Physicians, medical assistants, and schedulers ensure that certain patients 
 leave with a flyer about group vi sits. 

  The physician escorts willing patients to the scheduler and asks that the 
 patientôs next appointment be a group visit. 
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Enhanced Patient and Physician Experience  
 
 Patientsô experience is enhanced: 
 

 ñThey donôt feel so alone.ò  This is heard numerous times, both,  during the group 
visits and after.  

 They learn from other patientôs health problems and experience, even though 
the situations appear to be very different.  

 They feel like they have had 90 minutes with their physician even though their 
medical issues may have only been specifically addressed for 5-10 minutes. 

 They are able to both give and receive help. 

 There is both laughter and tears, both of which are more therapeutic in a group.  
 They experience hope. 
 They donôt have to worry about getting a timely appointment, as this is regularly 

available. 

 They go away with hope for living a higher quality of life.  
 
 Physiciansô experience is enhanced: 
 

 Provides the opportunity to incorporate creativity, care and compassion into the 
group visit.  

 The workload is reduced as physician and staff learn to use the other patients in 
the group to teach patients.  

 Itôs an opportunity to sit for 90 minutes with very few, if any interruptions. 
 Opens up schedule and reduces access problems. 
 Is wonderful for pro blem or time-consuming patients. 

 Is fun!  
 Patients who have attended group visits are often easier to deal with , in 

comparison to those that have not , as both the physician and patient are more 
relaxed. 

 Physicians can use other patients as models of good adherence to treatment 
protocol which reinforces good behavior and serves as an excellent education 
tool for other patients.  
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THERAPEUTIC FACTORS OF DIABETES GROUP VISIT S 
 

As discerned from The Theory and Practice of Group Psychotherapy by Yalom 

 
Instillation of Hope  

 Hope is enchanced/increased as patients see other patients in the group cope 
effectively with similar problems.  
 

 Research shows that having hope correlates with positive therapeutic outcoms. 

 
Universality  

 Many patients believe that their problem is unique, which is often heightened by 
social isolation.  They tend to have less hope for the possibility of positive 
outcomes.  When they hear other patients discuss similar problems, patients fell 
less isolated, more understood, and have a general feeling of everyone being ñall 
on the same boat.ò 
 

 Despite the complexity of human problems, there is no human deed or thought 
that is fully outside the experience of other people.  Understanding that there are 
others out there that also have problem s often reduces the level of anxiety and 
urgency patients may feel about their health problems.  

 
Imparting Information  

 In groups patients receive education from a variety of sources.  Often the 
experience of another patient provides the best source of education for the 
patient. 
 

 Excellent opportunity to teach patients about the disease process and lifestyle 
management without restrictions on time.  
 

 Able to provide information to many at once instead of repeating the same 
information multiple times a day.  
 

 People are uncomfortable with uncertainty.  Groups are an excellent opportunity 
for patients to ask questions, and through education they often perceive that 
they have gained a measure of control in their lives.  
 

 As we know, anxiety stemming from uncertain ty often creates more havoc than 
the primary disease. 
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Altruism  

 Patients receive through giving. 
 

 Often persons with chronic conditions feel a deep sense of having nothing to 
offer others.  Finding out that they were able to help another person in the 
group with information, support, etc. is refreshing and boosts their sense of self -
worth.  
 

 Patients will often listen and absorb observations from another patient more 
readily than from the physician or behaviorist.  

 
The Corrective Recapitulation of the Pr imarily Family Group  

 Observing and getting the opportunity to participate in healthy interactions can 
often serve as a corrective healing experience for the patient.  

 
Development of Socializing Techniques  

 The groups offer the opportunity for accurate feedback for the patient and also 
gives the direction in helping that patient make changes to better function in the 
world. 
 

 Groups are a powerful modeling force for healthy behaviors.  Examples of this 
are for patients to learn to resolve conflict, to experience giving and receiving 
accurate empathy, to be less judgmental, and to be able to better understand 
areas in which they could benefit from changes. 

 
Imitative Behavior  

 In groups patients get the opportunity to observe behaviors that receive positi ve 
reinforcement and other behavior that are discouraged.  Groups are an 
opportunity to practice new behaviors and responses to situations that occur in 
their lives. 

 
Interpersonal Learning  

 Change can be an emotional and corrective experience.  Group members 
responding spontaneously and with honesty help ñhold up the mirrorò for other 
group members. 
 

 Groups help keep patients focused on the here and now, reducing time spent in 
lamenting over lost ability and moving them toward active problem solving.  
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Group  Cohesiveness  

 Patients quickly develop group cohesiveness or a sense of solidarity to varying 
degrees in each group visit. 
 

 Cohesiveness helps patients be more accepting, and more understanding of each 
other. 
 

 Patients feel safe being vulnerable. 
 

Catharsi s 
 Purging of feelings often opens up the patients to be willing to look at their 

current unhealthy behavior and make changes to healthier behavior.  In the 
group visit, patients are more likely to tell the truth and take responsibility to be 
accountable to the other group members.  

 
Existential Factors  

The following factors are often illustrated in group visits:  
 

 Recognizing that life is at times unfair and unjust.  
 

 Recognizing that ultimately there is no escape from some of lifeôs pain and from 
death. 
 

 Recognizing that no matter how close I get to other people, I must still face life 
alone. 
 

 Facing the basic issues of my life and death and as a result living life more 
honestly, being less caught up in trivialities.  
 

 Learning that I must take the ultimate  responsibility for the way I live my life no 
matter how much guidance and support I get from others.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
GR-8D21 DGV.key.principles.082509cn 
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LI TERATURE REVIEW  

 

Sadur CN , Moline N , Costa M , Michalik D , Mendlowitz D , Roller S , Watson R , 

Swain BE , Selby JV , Javorski WC . 

Diabetes management in a health maintenance organization. 
 
Department of Medicine, Kaiser Permanente Medical Care Program, Northern California, Pleasanton 

94588, USA. 

OBJECTIVE: To evaluate the effectiveness of  a cluster visit model led by a diabetes nurse educator for 
delivering outpatient care management to adult patients with poorly controlled diabetes. RESEARCH 

DESIGN AND METHODS : This study involved a randomized controlled trial among patients of Kaiser 

Permanente's Pleasanton, CA, center who were aged 16-75 years and had either poor glycemic control 
(HbA1c > 8.5%) or no HbA1c test performed during the previous year. Intervention subjects received 

multidisciplinary outpatient diabetes care management delivered by a diabetes nurse educator, a 
psychologist, a nutritionist, and a pharmacist in cluster visit settings of 10 -18 patients/month for 6 

months. Outcomes included change (from baseline) in HbA1c levels; self-reported changes in self-care 
practices, self-efficacy, and satisfaction; and utilization of inpatient and outpatient health care.  

RESULTS: After the intervention, HbA1c levels declined by 1.3% in the intervention subjects versus 

0.2% in the control subjects (P < 0.0001). Several self -care practices and several measures of self-
efficacy improved significantly in the intervention group. Satisfaction with the program was high. Both 

hospital (P = 0.04) and outpatient (P < 0.01) utilization were significantly lower for intervention subjects 
after the progr am.  

CONCLUSIONS : A 6-month cluster visit group model of care for adults with diabetes improved glycemic 

control, self-efficacy, and patient satisfaction and resulted in a reduction in health care utilization after 
the program.  

 

AL Peters , MB Davidson  
 
Application of a diabetes managed care program. The feasibility of using nurses and a 
computer system to provide effective care.  
 
Diabetes care, Vol. 21, No. 7. (July 1998), pp. 1037 -1043. 

 
OBJECTIVE: Treatment of patients with diabetes often falls short of recommended process and outcome 

guidelines. To improve the quality of the provided diabetes care, a program (the Comprehensive Diabetes 

Care Service [CDCS]) using a computerizing tracking and recall system in conjunction with nurses 
following protocols was implemented in a managed care setting. The impact of this program was studied 

and compared to the care provided to patients in another managed care setting. RESEARCH DESIGN AND 
METHODS: Patients followed in the CDCS who completed a diabetes education course were compared 

with patients followed in a group model health maintenance organiz ation (GMH) who also completed a 
diabetes education course. CDCS patients received routine care in the program. GMH patients came to 

the CDCS yearly to have a diabetes evaluation. A chart review was also performed on their GMH 

outpatient records.  
RESULTS: Initial HbA1c levels were higher in the CDCS group than in the GMH group (median of 11.9 

vs. 10.0%). In the CDCS patients, HbA1c levels not only fell significantly but were also significantly lower 
(P < 0.05) than in the GMH patients during the 2nd and 3r d year of follow -up care. There were no 

significant changes in HbA1c levels in the GMH patients. When CDCS patients were divided into compliant 

http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Sadur%20CN%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Moline%20N%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Costa%20M%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Michalik%20D%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Mendlowitz%20D%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Roller%20S%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Watson%20R%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Swain%20BE%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Selby%20JV%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Javorski%20WC%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.citeulike.org/user/mallinga/author/Peters:AL
http://www.citeulike.org/user/mallinga/author/Davidson:MB
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and noncompliant patients, the median HbA1c levels in compliant patients was 8.2%, compared with 

11.5% in the no ncompliant group. The CDCS patients who needed treatment for hypercholesterolemia 
were more likely to have a lowering of their cholesterol levels than the GMH patients. All process 

measures, such as yearly measurement of HbA1c levels, lipid levels, and foot and retinal exams, occurred 
much more frequently in the CDCS patients.  

CONCLUSIONS : The system developed and implemented for managing diabetes improved both 

outcome and process measures. The comparison group, followed at another managed care setting, 
received the care consistent with the average (suboptimal) quality of care provided to patients with 

diabetes in the U.S. Therefore, by using innovative systems of management, the treatment of patients 
with diabetes can be greatly improved.  

 
 

Renders CM , Valk GD , Griffin S , Wagner EH , Eijk JT , Assendelft WJ . 
 

Interventions to improve the management of diabetes mellitus in pri mary care, 
outpatient and community settings.  
 
Cochrane Database Syst Rev.  2001;(1):CD001481  

 

BACKGROUND: Diabetes is a common chronic disease that is increasingly managed in primary care. 
Different systems have been proposed to manage diabetes care.  

OBJECTIVES: To assess the effects of different interventions, targeted at health professionals or the 
structure in which they deliver care, on the management of patients wi th diabetes in primary care, 

outpatient and community settings.  

SEARCH STRATEGY: We searched the Cochrane Effective Practice and Organisation of Care Group 
specialised register, the Cochrane Controlled Trials Register (Issue 4 1999), MEDLINE (1966-1999), 

EMBASE (1980-1999), Cinahl (1982-1999), and reference lists of articles.  
SELECTION CRITERIA : Randomised trials (RCTs), controlled clinical trials (CCTs), controlled before 

and after studies (CBAs) and interrupted time series (ITS) analyses of professional, financial and 

organisational strategies aimed at improving care for people with Type 1 or Type 2 diabetes. The 
participants were health care professionals, including physicians, nurses and pharmacists. The outcomes 

included objectively measured health professional performance or patient outcomes, and self-report 
measures with known validity and reliability.  

DATA COLLECTION AND ANALYSIS : Two reviewers independently extracted data and assessed study 

quality.  
MAIN RESULTS : Forty-one studies were included involving more than 200 practices and 48,000 

patients. Twenty-seven studies were RCTs, 12 were CBAs, and two were ITS. The studies were 
heterogeneous in terms of interventions, participants, settings and outcomes. The methodological quality 

of the studies was often poor. In all studies the intervention strategy was multifaceted. In 12 studies the 
interventions were targeted at health professionals, in nine they were targeted at the organization of 

care, and 20 studies targeted both. In 15 studies patient edu cation was added to the professional and 

organizational interventions. A combination of professional interventions improved process outcomes. The 
effect on patient outcomes remained less clear as these were rarely assessed. Arrangements for follow-

up (organizational intervention) also showed a favorable effect on process outcomes. Multiple 
interventions in which patient education was added or in which the role of the nurse was enhanced also 

reported favorable effects on patients' health outcomes.  

REVIEWER' S CONCLUSIONS : Multifaceted professional interventions can enhance the performance of 
health professionals in managing patients with diabetes. Organizational interventions that improve 

regular prompted recall and review of patients (central computerized tr acking systems or nurses who 
regularly contact the patient) can also improve diabetes management. The addition of patient -oriented 

interventions can lead to improved patient health outcomes. Nurses can play an important role in patient -
oriented interventions, through patient education or facilitating adherence to treatment.  

http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Renders%20CM%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Valk%20GD%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Griffin%20S%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Wagner%20EH%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Eijk%20JT%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Assendelft%20WJ%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
javascript:AL_get(this,%20'jour',%20'Cochrane%20Database%20Syst%20Rev.');
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Aubert RE , Herman WH , Waters J , Moore W , Sutton D , Peterson BL , Bailey 
CM, Koplan JP . 
 
Nurse case management to improve glycemic control in diabetic patients in a health 
maintenance organization. A randomized, controlled trial. 
 
Prudential Center for Health Care Research, Atlanta, Georgia 30339, USA. 

 
BACKGROUND: Control of hyperglycemia delays or prevents complications of diabetes, but many 

persons with diabetes do not achieve optimal control. OBJECTIVE: To compare diabetes control in 
patients receiving nurse case management and patients receiving usual care. DESIGN: Randomized, 

controlled trial.  

SETTING : Primary care clinics in a group-model health maintenance organization (HMO).  
PATIENTS : 17 patients with type 1 diabetes mellitus and 121 patients with type 2 diabetes mellitus. 

INTERVENTION : The nurse case manager followed written management algorithms under the direction 
of a family physician and an endocrinologist. Changes in therapy were communicated to primary care 

physicians. All patients received ongoing care through their primary care physicians.  

MEASUREMENTS: The primary outcome, hemoglobin A1c (HbA1c) value, was measured at baseline and 
at 12 months. Fasting blood glucose levels, medication type and dose, body weight, blood pressure, lipid 

levels, patient-perceived health status, episodes of severe hypoglycemia, and emergency department and 
hospital admissions were also assessed.  

RESULTS: 72% of patients completed follow -up. Patients in the nurse case management group had 
mean decreases of 1.7 percentage points in HbA1c values and 43 mg/dL (2.38 mmol/L) in fasting glucose 

levels; patients in the usual care group had decreases of 0.6 percentage points in HbA1c values and 15 

mg/dL (0.83 mmol/L) in fasting glucose levels (P < 0.01). Self -reported health status improved in the 
nurse case management group (P = 0.02). The nurse case management intervention was not associated 

with statistically significant changes in medication type or dose, body weight, blood pressure, or lipids or 
with adverse events.  

CONCLUSIONS : A nurse case manager with considerable management responsibility can, in association 

with primary care physicians and an endocrinologist, help improve glycemic control in diabetic patients in 
a group-model HMO. 

 
 

Alice P.S. Kong , FRCP, Xilin Yang , PHD, Gary T.C. Ko , MD , Wing -Yee So , 
FRCP, Wing -Bun Chan , FRCP, Ronald C.W. Ma , MRCP, Vanessa W.S. Ng , 
MRCP, Chun -Chung Chow , FRCP, Clive S. Cockram , MD, Peter C.Y. Tong , PHD, 
Vivian Wong , MD and Juliana C.N. Chan , MD  
 

Effects of Treatment Targets on Subsequent Cardiovascular Events in Chinese Patients 
With Type 2 Diabetes 
 
Diabetes Care April 2007 vol. 30 no. 4 953-959 

 

OBJECTIVEðInternational guidelines recommend optimal control of risk factors in diabetes to prevent 
cardiovascular events. We examined risk associations between achieving treatment targets for glycemia, 

blood pressure and lipid control, and other risk factors on su bsequent cardiovascular events in Chinese 
patients with type 2 diabetes.  

RESEARCH DESIGN AND METHODSðBetween 1995 and 2005, 6,386 Chinese type 2 diabetic patients 

without a history of coronary heart disease (CHD) or stroke were recruited. They were classi fied 
according to the number of treatment targets attained at baseline, and their cardiovascular outcomes 

http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Aubert%20RE%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Herman%20WH%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Waters%20J%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Moore%20W%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Sutton%20D%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Peterson%20BL%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Bailey%20CM%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Bailey%20CM%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Koplan%20JP%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://care.diabetesjournals.org/search?author1=Alice+P.S.+Kong&sortspec=date&submit=Submit
http://care.diabetesjournals.org/search?author1=Xilin+Yang&sortspec=date&submit=Submit
http://care.diabetesjournals.org/search?author1=Gary+T.C.+Ko&sortspec=date&submit=Submit
http://care.diabetesjournals.org/search?author1=Wing-Yee+So&sortspec=date&submit=Submit
http://care.diabetesjournals.org/search?author1=Wing-Bun+Chan&sortspec=date&submit=Submit
http://care.diabetesjournals.org/search?author1=Ronald+C.W.+Ma&sortspec=date&submit=Submit
http://care.diabetesjournals.org/search?author1=Vanessa+W.S.+Ng&sortspec=date&submit=Submit
http://care.diabetesjournals.org/search?author1=Chun-Chung+Chow&sortspec=date&submit=Submit
http://care.diabetesjournals.org/search?author1=Clive+S.+Cockram&sortspec=date&submit=Submit
http://care.diabetesjournals.org/search?author1=Peter+C.Y.+Tong&sortspec=date&submit=Submit
http://care.diabetesjournals.org/search?author1=Vivian+Wong&sortspec=date&submit=Submit
http://care.diabetesjournals.org/search?author1=Juliana+C.N.+Chan&sortspec=date&submit=Submit


 ©  Greater Flint Health Coalition, Inc. Page 17 

 

were compared. Treatment targets were defined as A1C <7.0%, blood pressure <130/80 mmHg, and 

LDL cholesterol <2.6 mmol/l.  
RESULTSðAfter a median follow-up of 5.7 years, cumulative incidence of CHD or stroke (n = 749) 

increased with decreasing numbers of treatment targets attained at baseline. Attainment of two or more 
targets at baseline was associated with reduced risk of CHD compared with those with no target achieved 

(hazard ratio 0.69 [95% CI 0.50 ï0.94], P = 0.020). However, the association lost its significance after 

adjustment for urinary albumin -to-creatinine ratio, estimated glomerular filtration rate, and hemoglobin.  
CONCLUSIONSðReaching more treatment targets was associated with reduced risk of new onset of 

CHD in Chinese patients with type 2 diabetes. 
 
GR-8D21 DGV.lit.review.052109cn 
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ANTICIPATED RESULTS & CARE IMPROVEMENTS  
 

Trento, et al. showed that group visits improved metabolic control by inducing more 
appropriate health behaviors in a randomized controlled clinical trial of 112 patients (56 
patients were allocated to groups of 9 or 10 individuals) who participated in group 
consultations and 56 patients (considered control subjects) who underwent individual 
visits plus support education.1   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Clancy, et al. demonstrated that for patients with Type 2 diabetes, who are uninsured 
or inadequately insured, participating in group visits showed an improved sense of trust 
in their physician, reported better coordination of their care, better community 
orientation, and more culturally competent care. 2  Using group visits as a method for 
diabetes care helps patients improve their behaviors relative to their diabetes 
treatment.  Recognizing the proven successfulness of the diabetes group visits, the 
McLaren Family Medicine Residency Program in Genesee County has conducted 
diabetes group visits since January 2007.  Thus far, these group visits have 
demonstrated that not only do patients respond positively to the basic concept, but 
they also become advisors and champions for each other, resulting in previously unseen 
levels of motivation to activ ely engage in self-management of their disease and its root 
causes.  Participants ability to share individual experiences around unique challenges 
and the tactics they've developed to overcome them has been an unexpected benefit to 
the participants of the program.   
 
                                                
1
 Trento M, Passera P, Marco T, et al. Group Visits Improve Metabolic Control in Type 2 Diabetes.  Diabetes Care. 

24(6) 2001: 995-1000. 
2
 Clancy D., Cope D; Magruder K, et al. Evaluating group visits in an uninsured or inadequately insured patient 

population with uncontrolled Type 2 diabetes.  The Diabetes Educator. 29(2) 2003: 292-302. 

 
GR-8D21 DGV.anticipated.results.070709cn 
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GROUP VISIT MEETING STRUCTURE / FORMAT / AGENDA  
 

A component of the success of the group visit model is that it does not adhere to a 
strict structure which allows for greater patient to doctor and patient to patient 
interaction.  Some topics should be covered at each group visit however.  These topics 
include: 
 

 General information about diabetes 
 Goals and targets 
 Diabetes health maintenance 

 Medications and how they work 
 Foot care 
 General nutrition/reading labels 

 
Two hypothetical scripts follow this page to demonstrate how to begin a group visit and 
how a diabetes group visit may progress during the session.  A list of issues related to 
lifestyle is also included which provides a list of questions which the physician should 
seek to have answered during the course of the Diabetes Group Visit. 
 
GR-8D21 DGV.struc.format.052109cn 
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Facilitator Introduction Script  
 

Hello, my name is ______________ and welcome to the Diabetes Group Visit. 
 
A group visit is just like an individual medical appointment except in here you will have 
the others in the group present while you speak with your physician.  Another 
difference is that instead of waiting and having a only a few minutes for your 
appointment, you will have 90 minutes to 2 hours of time.  How many of you have 
thought of another question right after the physician leaves the room?  Some 
advantages of these groups are that you have more time to get answers  to your 
questions and learn from others who have had similar experiences and can share 
information that may be helpful to you.  This is an open forum and we encourage you 
to share your personal experience with each other.  Another advantage of group visits 
is that they take place every ___________ and you can use this as a tool to see your 
physician more often if needed. 
 
We ask that you look over your list of questions and select your two biggest concerns to 
discuss today.  Often times, other patients wil l ask questions that may provide you with 
some of the answers you needed, but if you still have questions, we will schedule you 
for another group until all of your concerns are addressed.  If I interrupt you, please 
know that it has nothing to do with the quality of your statement but reflects my desire 
to keep things moving along.  
 
Now we will address confidentiality.  You are going to hear stories during the group visit 
that could be helpful for you to pass on to your friends and relatives.  We ask that y ou 
only share the story and not the name or any identifying information about the person 
who shared their experience with the group.  
 
If anyone needs to leave early, please let me know now so we may field your questions 
first.  If anyone needs to have a pr ivate discussion, there will be time allotted at the 
end of the group visit f or private exams or questions. 
 
The restrooms are located in __________. 
Coffee, tea, and water are available at ___________. 
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Diabetes Group Visit Script ï March 31, 200 8 
 
Physician:  Good afternoon, everyone; welcome to todayôs Diabetes Group Visit; Tom, 
itôs good to see you again ï are you still working the night shift at the pharmacy?  
 
Tom:  Yes, but I was able to sleep about 5 hours since my shift ended, so Iôm feeling 
fairly good right now, and Iôll catch a few more hours before I go back in tonight.  Last 
time we met, Elaine and John had mentioned a few tips for increasing exercise without 
interfering with a busy schedule and those have really helped; since that meeting, Iôve 
been usually getting in a total of 25 -30 minutes of walking every day, in 3 -5 minute 
segments; I feel less stiff and more energetic, and Iôm even sleeping better, when I do 
get to bed.  
 
Physician:  Thatôs great to hear.  Elaine, how are you today?   
 
Elaine:  Iôm OK, I guess, but Iôm worried about Jean.  She hasnôt been able to walk with 
me for the last week or so because sheôs having a problem with her foot.  She stubbed 
her toe walking barefoot to the bathroom in the night and didnôt realize it was bleeding 
until the next morning.  She remembered that we had talked several meetings ago 
about always turning the light on when you get up at night, but she said George had 
had a very busy day and she didnôt want to wake him up.  She had an appointment 
yesterday with her Podiatrist and it looks like the nail will fall off soon.  He said itôs not 
looking infected, but he wanted her to stay off her feet for another few days.  She 
asked me to let everyone know she wouldnôt be able to make it today, but she expects 
to be here next time.  
 
Physician:  Iôll watch for a note from her Podiatrist. 
 
Joe:  Let her know weôre thinking of her and weôre looking forward to seeing her next 
month.  I always like her cooking tips.  She comes up with great ideas to he lp spice up 
plain old chicken and fish.  The other day, my wife made one of the recipes she brought 
to the last meeting.  I didnôt know a diabetic chicken dish could taste so good! 
 
Physician:  Catherine, I particularly want to welcome you to our group tod ay, since itôs 
your first meeting.  Can you tell us a little about yourself and what sort of problems 
youôve been having with your diabetes. 
 
Catherine:  Hi everybody.  Iôm Catherine Jones and Iôve known about my diabetes for 
about two years, but my doctor  told me I probably had it for at least a few years before 
that.  Iôve been having a terrible time getting motivated to stick with the right foods and 
to exercise and he said coming to this group type of visit might really help me.  I donôt 
like the medicine I have to take, because it seems to make me gain weight.  
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Physician:  Iôm sure youôll find everyone eager to help you out in any way they can.  
Theyôre not at all bashful about letting folks know what has worked for them with these 
kinds of issues.  Well, it looks as if everyone weôre expecting is here now, so does 
anyone have any burning issues they would like to talk about today.  
 
Joe:  I would like to get some idea of what itôs like to be on insulin.  My sugar checks at 
home have been way too high and Iôve been told Iôll have to start it as soon as I take 
the class on self-injection at the hospital.  I donôt much like needles and Iôm worried 
that it might be too complicated for me to understand.  
 
Elaine:  I remember feeling that way about a year ago wh en my doctor told me the 
same thing.  But I was feeling lousy, tired all the time because I was running to the 
bathroom 4 and 5 times a night, and my A1c was over 10.  I tried to get her to just up 
the dose of some of the pills I was already taking, but sh e said I was already on the 
maximum doses.  She told me that once my blood sugar started coming down where it 
belonged, I would probably be able to stop some of the pills I was taking.  Now I take 
one type of insulin shot each evening and a different type just before each meal and 
Iôm only on one pill twice a day; itôs actually a lot simpler than what I was taking before 
the insulin.  I feel a lot better, my last A1c was 6.9, the insulin needles donôt hurt nearly 
as much as when I check my blood sugar, and Iôm sleeping straight through the night.   
 
Joe:  Thanks a lot.  That makes me feel better about it already.  
 
Catherine:  Iôd like to know more about what sorts of eye problems to watch out for.  
Iôm going for my first exam next week and Iôd like to be able to understand what the 
doctor is talking about when he tells me what he found.  
 
Physician:  Excellent suggestion, Catherine!  In fact, Dr. Joseph, one of our residents, 
will be joining us shortly, and she is going to give a talk on that very topic a little later 
in the meeting.  After that, she will have some time to answer any other questions you 
might have about it.   
Well, letôs get started with the usual questions; weôll start here and go around the room 
getting each personôs answer.  First, have you been having any unusually frequent 
urination or any insulin reaction symptoms? 
 
From this point, we usually work our way through the Subjective portion of the progress 
note template.  The discussion typically wanders occasionally into answering a 
particular question posed by someone and, at those times, the greatest challenge for 
the physician is to keep quiet and let the group teach itself as much as possible.  I 
usually join the conversation only to offer a piece of information the group needs to 
continue its problem-solving or to correct any misconceptions. 
 
GR-8D21 dgv.struc.format.script.070709cn 
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What To Look For During A Diabetes Group Visit  
 

1. Are they addicted to or using any substances that would negatively affect their 
health? 

 
2. Social Support: 

a. Are they married or living with someone?  If alone, is there someone who 
checks up on them regularly? 

b. Do they have people they can confide in or are they the type that shoulder  
other peopleôs burdens? 

c. Do they attend a church or belong to some other community group?  
 

3. Coping Ability: 
a. Have they been through difficult times before?  
b. How have they coped? 
c. How resourceful are they?  Knowledge and ability to seek help from: friends, 

family, or community.  
 

4. Lifestyle Changes: 
a. Exercise:  

i. Do they currently exercise? 
ii. What do they do for exercise? 
iii. Are they able to develop a plan and stick with it?  

 
b. Diet: 

i. Are they aware of dietary restrictions? 
ii. Do they need to see a nutritionist? 
iii. Do they do their own cooking? 
iv. Do they eat regular meals? 
v. Can they do their own grocery shopping? 
vi. Can they afford healthy food? 

 
c. Stress: 

i. Do they experience an amount of stress that is negatively impacting 
their life? 

ii. What is their level of coping skills? 
iii. How do they cope with stress? 
iv. Are they able to look for support?  
v. Do they report feeling overwhelmed, no options to change a bad 

situation? LOOK FOR SIGNS OF DEPRESSION 
 

5. Sleep: Itôs a habit 
a. Do they have trouble sleeping? 
b. What is their sleep hygiene? 
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i. Do they go to bed at the same time every night?  
ii. Do they take in caffeine products during the day?  
iii. Do they exercise close to bedtime or work until bedtime? 
iv. Do they have a TV in the bedroom. 

 
6. Depression: 

a. Food ï Too much? Too little? 
b. Sleep ï Too much? Too little?  Do they wake up after several hours and are 

unable to go back to sleep? 
c. Donôt enjoy activities like they used to? 
d. Frequent accidents? 
e. Suicidal thoughts or plans? 
f. Family history of depression? 
g. Ever been on antidepressants before? 
h. Psychotherapy? 
i. BRING BACK TO THE GROUP OFTEN TO MONITOR 
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MISCELLANEOUS TOOLS FOR  
DIABETES GROUP VISIT START UP  

 
In recognition that Diabetes Group Visits are quite a departure from the traditional 
treatment model, a number of miscellaneous tools to facilitate the launch of group visits 
have been included in this manual.  Utilization of these tools can ensure that group 
visits are implemented with minimal interruption to office workflow and staff burden.  
 
The following items are included: 
 

 Diabetes Group Visit Start Up Tasks in Chronological Order 
 Group Design Guide 

 Group Visit Checklist 
 Sample Recruitment Letter 
 Sample Welcome Correspondence 
 Plan for Communication of Diabetes Group Visits 
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Diabetes Group Visit Start -Up Tasks in Chronological Order  
 

1. Understand the idea that group visits may be a helpful tool for practice. 
2. Become educated on the basic aspects of the group visits and begin to get a 

general idea of how they could be effective.  
3. Present the ideas to both the operational and medical administration.  
4. Give a presentation to the total administrative team an d possible interested 

physicians. 

 Look at resources currently available within the system to set this up.  
 Data: financial, access, & disease outcomes. 
 Design a group/groups that address the goals to be achieved in the 

practice ï use all levels of employees to gather input.  
5. Assign a project manager (where applicable) to work with the project start -up. 
6. Obtain a consolidated business plan of resources ï both staff and monetary, 

needed and create a timeline with tasks that include:  

 Start date of group  
 Marketing materials 
 Charting and scheduling mechanisms 

 Space to conduct the group visits 
 Training for the team and physicians 
 Outcome studies planned and ready to implement 

7. Start the group 
8. After every group have some time to debrief to fine tune and discuss the 

experience, which is also an excellent training tool for all involved.  
 

Group Design Guide  
 

1. What are the most pressing problems in your practice? (i.e. access, not enough 
quality time with patients, a type of patient taking too much time, no enjoyment 
in practicing medicineé) 

2. In what ways could groups help manage these issues? 
3. What resources are currently available? 

 Space 
 Staff ï Facilitator? 
 Coverage for the physician so that interruptions are minimal  
 Marketing 

 Other? 
4. Implementation  

 Set date for first grou p (generally 4-6 weeks after design of group)  
 Use group visit checklist. 

5. Decide outcomes and how they will be measured. 
6. Plan team review strategies.  For example you may want the facilitator and 

physician to debrief for 5 minutes after every group and the team to meet 
monthly to problem solve.  
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Group Visit Checklist  
 

Task  Responsible 
Person  

Due Date  Task Completed  

Marketing (Posters, 

Letters, Flyers)  

   

Scheduling (Change 

schedule to 
accommodate group 

participants)  

   

Review scheduling 
scripts with 

schedulers  

   

Develop strategies 
for enrolling patients 

in group visits  

   

Locate space which 
can accommodate 8 -

12 patients plus staff  

   

Identify staff to do 
vitals  

   

Locate any 
equipment needed  

   

Put supplies (name 

tags, paper, etc.) in 
identified  room  

   

Design flow and 
structure of the 

group  

   

Review flow and 
structure with staff 

which will assist  

   

Review roles of 
physician and staff 

prior to visit  

   

OTHER    

OTHER    

OTHER    

OTHER    
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Sample Recruitment Letter  
 
Dear Valued Patient, 
 
I would like to invite you attend a new diabetes group visit program I am starting for 
patients from my pract ice.  My diabetes group visits give you an extended 90 minute to 
2-hour medical appointment.  This group includes other patients from my practice,  
other professionals, and me. 
 
I am very  excited about this new program.   It will give us time to get to know each 
other better  and discuss your questions and concerns.  This group will also give you 
support and information from other patients with diabetes.  This can help you cope with 
your situation and live a better life .  During each group visit, I will be able to answer 
questions, prescribe and refill medications, order tests, discuss test results, talk about 
side effects and treatment options, and provide brief exams.  These group visits are 
very useful, interesting, and more relaxed than a regular , private office visit.  Group 
visits are another option and do not take the place of individual medical visits.  There 
will be times when you will need to see me one on one. 
 
My group visits take place every ___________ from _______ to ________.  Please 
register 15 minutes before the start of the group .  You will pay your regular co -pay and 
we will then meet in the group room.  
 
Pre-register for the gro up by calling (____) _____-_______ to make an appointment for 
the group you would like to attend.  Please feel free to bring your s pouse or another 
support person.  They will likely find the discussions helpful as well. 
 
It is a pleasure to be able to reco mmend this new program to you.  It will be a warm, 
supportive, and rewarding experience.  I look forward to participating in this group visit 
with you.  For questions about this program, please call ____________ at (____) 
_____-______. 
 
Sincerely, 
 
 
 
[NAME] 
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Sample Welcome Correspondence  
 

Hello ____________, 
 
We are excited about the diabetes group visits at the ____________ and are looking 
forward to your participation.  For your information, diabetes group visits are scheduled 
for the following time s: 
 
 DAY, DATE, YEAR, TIME 
 DAY, DATE, YEAR, TIME 
 DAY, DATE, YEAR, TIME 
 DAY, DATE, YEAR, TIME 
 DAY, DATE, YEAR, TIME 
 DAY, DATE, YEAR, TIME 
 
Please make sure to arrive on time for group visits as with any appointment.  For any 
questions, please contact _________ at (____) ____-______. 
 
We look forward to seeing you!  
 
Sincerely, 
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Plan For Communication of Diabetes Group Visits  
 

Here is a summary of the plan for communication to the primary care physicians when 
you have a patient attending the diabetes group visits.  
 
Patients will be informed that they may not be seeing their primary care physician 
during these sessions (if applicable).  They will be told that all of the physicians in this 
building are part of the same practice and  this is like a referral to a diabetes care team 
for managing diabetes.  The patients will also be told that their primary care physician 
will be kept informed and made aware of any changes to their treatment and/or issues 
which may arise. 
 
Documentation of each diabetes group visit will be done using the included forms.  The 
diabetes group visit progress note will be used for the appointments.  We will also be 
completing the diabetes self-management tool (ñMy Action Planò) at each visit.  
Between visits, __________ may contact the patient to review their self -management 
goals and to assess their medication adherence.  All contacts will be documented and 
reviewed by the appropriate physician before entering the information in the patient 
chart. 
 
All medication changes, specialty referrals, or changes to therapy will be discussed with 
the primary care physician before implementation.  The patient will be informed that 
they are able to consult with their own doctor at any time while participating in the 
group visit program. 
 
If a patient is scheduled for a group visit and does not show up, they will be contacted 
by phone by appropriate office staff and the reason for their absence will be 
documented.  If transportation is an issue, we will work to find alternati ve 
transportation for the individual using local resources.  
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DIABETES GROUP VISIT PATIENT  
QUESTIONNAIRE  OVERVIEW AND USE  

 
The Diabetes Group Visit Patient Questionnaire following this page should be completed 
by all group visit participants at the beginning of each group visit .  For your reference, 
two examples are included for consideration.  A patient questionnaire is a useful tool 
which gives the physician a good overview of how well the patient is managing their 
condition.  It also can provide the physician with a general understanding of the 
barriers patients are experiencing in managing their diabetes. 

 
GR-8D21 DGV.questionnaire.instruct.070809cn 
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No

Yes When?

No

Yes When?

Yes

No Why Not?

No Why Not?

Yes Yes No

Yes No

Yes No

Yes

No Why Not?

Yes

No Why Not?

Yes

No Why Not?

A.M.'s P.M.'s

Yes

No Why Not?

No

Yes What?

No

Yes What?

DOB: / /

/ /

1.  Have you had any unusually frequent urination?

DIABETES GROUP VISIT PATIENT QUESTIONNAIRE

3.  Have you been staying with your diabetic diet?

4.  Are you a smoker? If NO then skip to question # 5. If YES then go to the next line.

Are you trying to quit?

Are you interested in some help with this?

рΦ  Lƴ ǘƘŜ Ǉŀǎǘ ƳƻƴǘƘΣ ƘŀǾŜ ȅƻǳ ōŜŜƴ ōƻǘƘŜǊŜŘ ōȅΧ

feeling down, depressed or hopeless?

2.  Have you had any insulin reaction symtpoms since your last office visit?

little interest or pleasure in doing things?

6.  Are you excercising regularly?

7.  Are you taking good care of your feet?

8.  Are you taking your medications as directed by your doctor?

REVIEWED BY: (DR'S SIGNATURE)

PATIENT NAME

VISIT DATE:

Welcome to today's Diabetes Group Visit! Please answer the following questions by circling the 
appropriate choice.  If your chosen answer is followed by an arrow, please fill in the blank that follows.

GR-8D21 dgv.questionnaire.070709cn

11. Is there anything you would like to be sure we discuss during today's visit?

12. Is there any other information you would like the doctor to know today?

9.  What are your blood sugar levels?

10. Are you satisfied with the treatment of your diabetes so far?
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Diabetes Group Visit  
Documentation Tool:  

Progress Note Template  
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DIABETES GROUP VISIT PATIENT PROGRESS NOTE 
 

Following this page are three sample Patient Progress Notes (SAMPLE A, SAMPLE B, 
and SAMPLE C) which capture all vital clinical information for a diabetic patient.  Use of 
these tools (or ones that are similar) allows the physician to monitor patient progress 
over time, and capture the necessary information for reimbursement and pay for 
performance incentives. 
 
Relative to the Progress Note labeled ñSAMPLE A,ò the second page, which is labeled 
ñSAMPLE A (cont.),ò should be copied directly on the back of the of the first page  and 
upside down so the two-sided document can be used in ñtumble fashion.ò  This 
document is completed by the physician and captures the level care which will be 
provided to the patient.  
 
Medication lists are invaluable reference tools when treating patients for diabetes.  A 
sample medication list is included which will log all medications, dosages, pharmacy 
information, and any allergies. 
 
Also included are two tools for measuring depression in patients, which occurs at higher 
rates in individuals who suffer from chronic conditions such as diabetes.  Included for 
your use are the PHQ-2 and PHQ-9 depression assessment tools.  The PHQ-2 should be 
administered first and if the results are positive, the PHQ-9 should be utilized.  
Interpretation guidelines a re included. 

 
GR-8D21 DGV.progressnote.instruct.070809cn 
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McLAREN FAMILY PRACTICE CENTER DIABETES GROUP VISIT PROGRESS NOTE (Draft 2-9-09) 
 

S:  ____ y/o ___ M  F  returns Ą ____ as requested;  OR _________________ late Ą  for diabetes followup. 
See Summary of Care, Medication List, and Diabetic Plan of Care, all of which are reviewed with the pt today. 
History (in addition to the 
Group Visit Questionnaire): ________________________________________________________________ 
 

  _____________________________________________________________________________________ 
 

  _____________________________________________________________________________________ 
 

O:  Ht: ___ò Wt: ____# Change ___# BMI: ____ BP:____/____; ____ deg, P ___, R ___  MA Initials Ą ____ 
 

___ No distress  OR Ą Distress as follows ____________________________________________________ 
        Oral 
Fundus exam ___ deferred OR ___________________ Lesions?  No  OR __________________________ 
 

Neck:___Carotid pulses ___+/4, no bruit, mass or tend OR Ą _____________________________________ 

       

Lungs  ___ Clear  or Ą Crackles   Rhonchi   Wheezes Ą (where) __________________________________ 
Heart 
Rhythm? Reg OR ____________________ Murmur?  None  Or Ą Grade___/VIĄ Murmur _____________ 
Peripheral                       Type/Location 

Pulses Ą  Radial - R____+/4, L____+/4; *Pedal ï DPĄR____+/4, L____+/4; PTĄ R____+/4, L____+/4 
 

Abd ___ No mass, organomegaly, or tenderness (in sitting position) OR Ą ___________________________ 
Feet Exam ï (* = required for Diabetic Foot Exam billing)   

 *Lesions?   No   Yes Ą  What/Where? _______________________________________________________ 
  *Monofilament    _____ Deferred 
Test Abnormal?   No  Yes Ą Where?______________________ Edema?  None OR Ą____+/4  Right  Left 
Other 
Findings: _______________________________________________________________________________ 
 

 _______________________________________________________________________________________ 

      

A:  Diabetes Mellitus, Type Ą   ___1 Uncontrolled;  ___1 Controlled;  ___2 Uncontrolled;  ___2 Controlled 
BP      Lipid 
Control ___ Good ___ Poor;   Control ___ Good ___ Poor; alsoĄ __________________________________ 
 

 ______________________________________________________________________________________ 
P:  See Medication List for changes.  
Topics discussed at todayôs visit: ____________________________________________________________ 
 

 ______________________________________________________________________________________ 
 

 ______________________________________________________________________________________   
 

 ______________________________________________________________________________________      
Next Studies Due: ___Call c results; ___ Discuss/RTO                                                                                                                       
Micro-                                        
A1c Ą _____/________; albuminuria Ą ____/_______;    
                  

   GFR Ą _____/________; FLP Ą _____/_________;        
   Retinal               Provider 

Exam Ą _____/________; Return in ____wks ____mos.  Sig: _____________________________________ 

 
Pt Name:____________________________________ Pt DOB: ____/____/____ Visit Date: ____/____/____   

SAMPLE A 
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                             Diabetes & DM-Related Diagnoses Standards for Monitoring/Treatment

(4th digit is for complications; 5th digit is for type/control; Measure At target/Nml Not at target/Abn

e.g. 250.42 = Uncontrolled DM 2 c renal manifestations) HgA1c Q 6 mos Q 3 mos

Diagnosis ICD-9 Code LDL Q 6 mos Q 3 mos

Angiopathy, Peripheral, Diabetic 443.81 GFR Q 1 year Q 6 mos

Diabetic Coma 250.3 Microalbuminuria Q 1 year Q 6 mos

Diabetic Nephropathy NOS 583.81 Retinal exam Q 1 year PRN

DM 1, Controlled 250.x1 Monofilament (foot) Q 1 year Q 6 mos

DM 1, Uncontrolled 250.x3 Foot Inspection Each visit Each visit

DM 2, Controlled 250.x0 BP Each visit Each visit

DM 2, Uncontrolled 250.x2

DM c complications not o/w specified 250.9 Measure Target

DM c Ketoacidosis 250.1x HgA1c  <7.0

DM c Neurological Manifestations 250.6x LDL <100

DM c Ophthalmic Manifestations 250.5x GFR >60

DM c Peripheral Circulatory Disorders 250.7x Microalbuminuria <18

DM c Renal Manifestations 250.4x Systolic BP  <130

Gangrene, Diabetic 785.4 Diastolic BP  <80

Gastroparesis Diabeticorum 536.3

Gestational Diabetes 648.8 Other Recommendations

Hyperglycemia 790.6 Flu Vaccine Annually

Hyperosmolar Nonketotic Coma 250.2x Pneumonia Vaccine    Initially; then Q 8-10 years

Neonatal DM 775.1 Smoking Cessation Advice Each visit

Neuropathy, Peripheral Autonomic 337.1 Depression Screening    At least annually

* TO BE COPIED ONTO THE BACK OF THE DIABETES GROUP VISIT PROGRESS NOTE UPSIDE DOWN TO 

BE USED IN "TUMBLE" FASHION BY THE PHYSICIAN

SAMPLE A (continued)  
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SAMPLE B 
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SAMPLE C 
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