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Leading organizations collaborate on new initiative to combat growing 
diabetes and cardiovascular disease threat.
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TARGET: TYPE 2 DIABETES℠

http://www.heart.org/en/professional/quality-improvement/target-type-2-diabetes
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AHA DISCLOSURES

• AHA DOES NOT ENDORSE ANY PRODUCTS OR DEVICES

• THE FOLLOWING CONTENT REFLECTS THESE HOSPITALS’ BEST PRACTICES
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DISCLOSURES

• NONE
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MOUNT NITTANY MEDICAL CENTER

• 260-bed community hospital in central Pennsylvania

• Primary Stroke Center certification in 2014 with successful 
recertifications

• 2020 Get With The Guidelines® Gold Plus, Target: Stroke Honor Roll Elite, 
Target: Type 2 Diabetes Honor Roll
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DEMOGRAPHICS AND POPULATION

• 60,000+ University Students

• Retirement Destination

• Urban and Rural Areas

• 2019:

• 55,167 ED visits

• 457 stroke discharges
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• Extensive research has shown that diabetes is associated with WORSE 

OUTCOMES in hospitalized patients  

• Diabetes is a co-diagnosis* at Mount Nittany Medical Center (MNMC) for:

• 20% of all inpatients

• 38% of patients with stroke

• People who have diabetes are at a 1.5 times greater risk of having a 

stroke as compared to people without diabetes

• Post-stroke outcomes are poorer in patients with uncontrolled glucose 

levels

WHY FOCUS ON DIABETES CARE?

*CY 2017 Data, Source:  Crimson Continuum of Care

https://www.diabetes.org/diabetes/complications/stroke
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INPATIENT DIABETES CARE PROGRAM

• Initial certification in 2014 with successful recertifications

• Requires that we demonstrate our excellence and expertise in providing 
quality diabetes care and education to our patients

• To meet this requirement, 

• Commitment to helping patients achieve the best diabetes care

• Follow American Diabetes Association (ADA) clinical practice guidelines

• Understand and follow all diabetes policies, protocols, and procedures

• Daily patient education on diabetes self-management survival skills

• Diabetes care plan for ALL patients with diabetes (regardless of dx)

• Discharge planning

• Data collection

• Continuing and up to date diabetes education to ALL staff
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CDCES CARE AND SERVICE PLAN

Patients identified by:

• Consults

• Nursing admission screening

• Admitting diagnosis list

• Hemoglobin A1c list

• Blood sugar list 

• Other patients as time allows
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RN ADMISSION ASSESSMENT

Source: Mount Nittany Health Medical Center 
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CDCES VISITS

• INITIAL ASSESSMENT

• BASIC EDUCATION 

• EDUCATION FOLLOW-UP AS NEEDED

• CARE COORDINATION

• POST-DISCHARGE FOLLOW-UP
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PHARMACY GLYCEMIC CONTROL

• Providers can consult pharmacy to write orders and adjust insulin on any 
patient to improve glucose control

• Glycemic control pharmacist provides recommendations to help improve 
blood glucose levels for all patients  in the ICU

• Glycemic control pharmacist can assist with appropriate discharge orders 
as needed for consulted patients

• Glycemic control pharmacist is a resource for nursing staff for any 
glycemic issues 
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INITIAL STEPS FOR INTEGRATION

• Collaboration with Inpatient Diabetes Team

• Sharing of data

- Number of discharges with a stroke diagnosis

- Number of patients with stroke and type 2 diabetes

- Trends in stroke and type 2 diabetes

• Review of Get With The Guidelines® requirements
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STROKE EDUCATION

All patients receive the Stroke Education packet if the stroke order set was 
used

• 2019: Order set used for 1,012 patients

• Also built into the nursing worklist

STROKE DISCHARGE TEMPLATE

Source: Mount Nittany Health Medical Center 
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Source: Mount Nittany Health Medical Center 
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Source: Mount Nittany Health Medical Center 
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Source: Mount Nittany Health Medical Center 



21
Source: Mount Nittany Health Medical Center 
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FUTURE PLANS
• Establish regular meetings between Diabetes Program and Stroke 

Program

• Set goals

• Share data

• Review discharge template and stroke education 

• Explore methods to capture post-discharge information

• Explore partnerships with community education
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THANK YOU
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BEST PRACTICES FOR INTEGRATING 
DIABETES CARE IN THE HOSPITAL

MELODY HALIO, RN, BSN, SCRN, CCRN-K
NURSE NAVIGATOR, STROKE AND DIABETES PROGRAMS

HENRY MAYO NEWHALL HOSPITAL
VALENCIA, CA
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DISCLOSURES

NONE
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HENRY MAYO NEWHALL HOSPITAL VALENCIA, CA 

• 357-bed, not-for-profit community hospital and trauma center 

• The hospital offers a wide range of services:  

• Affiliated medical staff is comprised of physicians whose expertise ranges 
across more than 71 specialties and subspecialties. 

Acute rehab unit Cardiovascular services

Advanced primary stroke center Outpatient wound care services

Spine and joint program Physical and occupational therapies

Breast health center Community education center

Lactation support and childbirth 

education programs

Inpatient and outpatient surgical 

services
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HENRY MAYO NEWHALL HOSPITAL DIABETES PROGRAM 

• The Diabetes Program was started in 2015 after identifying need for more 
comprehensive diabetes care within the facility.

• Originally constructed to have a Nurse Navigator overseeing the program 
and doing patient education, and a Registered Dietitian who was also 
Certified Diabetes Educator (CDE) to assist with the patient education 
portion.
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HENRY MAYO NEWHALL HOSPITAL DIABETES PROGRAM 

STRUCTURE AND CHANGES: 

• Full time Nurse Navigator oversees the program 

• Two dietitians/CDEs support patient education

• CDE is available Mon-Sat, 8 hours a day for any organizational diabetes 
needs

• Nurse Navigator position was changed in 2018, not only to oversee the 
Diabetes Program, but also to include the oversight of the Stroke Program

• Challenges and impact for patients with cardiovascular disease, stroke 
and diabetes 
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HENRY MAYO NEWHALL HOSPITAL DIABETES PROGRAM

From left to right: Kathleen Wall RD, CDE Diabetes Educator, Yanique Beersingh RN, BSN, CCRN Clinical Nurse Manager of Critical Care Services, 
Stroke Program and Diabetes Program, Jennifer Fitzpatrick MSN, RN, CCRN, NEA-BC Service Line Director of Critical Care Services, Respiratory 

Services and Cardiovascular Services, Melody Halio, RN, BSN, SCRN, CCRN-K Nurse Navigator of the Stroke and Diabetes Programs, Yvonne Toro-
Miranda, RN, MSN, CDE Diabetes Educator 



31

HENRY MAYO NEWHALL HOSPITAL DIABETES PROGRAM

The goal of the diabetes program at Henry Mayo Newhall Hospital 
is to provide comprehensive education and disease management 
to those with any form of diabetes including insulin and non-insulin 

dependent diabetes, pre-diabetes, gestational diabetes, and 
those with complications related to diabetes. 
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• In order to identify the patients who can benefit from diabetes 
education or follow-up, a referral process was created

• Any doctor, nurse, or dietitian could put in a referral if they saw a need

• This was very successful for the first few years, and allowed the CDEs and 
Nurse Navigator to capture those patients who could use assistance

HENRY MAYO NEWHALL HOSPITAL DIABETES PROGRAM
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HENRY MAYO NEWHALL HOSPITAL DIABETES PROGRAM

• The role of the CDE has evolved from not just patient education but assisting 
with discharge planning

• Identifying discharge needs: 

❑ New potential discharge medications

❑ Need for insulin teaching

❑ Glucose monitors

❑ Insurance barriers

• Insurance coverage for medications 

• Coordination with patient, physician, and case manager to ensure a safe and 
reasonable discharge plan 
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PRACTICE CHANGES

KEY AREAS IDENTIFIED FOR PERFORMANCE IMPROVEMENT:

1. Follow-up care and education post discharge

2. More robust referral process

3. Need for an interdisciplinary approach to diabetes care

4. Nurse-driven accountability in the care of diabetes patients

5. Standardized evidence-based insulin dosing
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FOLLOW-UP CARE AND EDUCATION 
POST DISCHARGE
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COMMUNITY EDUCATION PROGRAM

• Free community education program in-person or virtually to address the 
issue of follow-up and education post-discharge (all are currently done 
virtually due to COVID-19)

• Community education staff and in-patient CDEs have a collaborative 
process to identify, follow-up, and register patients who may benefit from 
the classes

• Nutrition classes taught by Registered Dietitians who are also CDEs

• Year long Diabetes Prevention Program for those whose HgA1C is between 
5.7-6.4 has been nationally recognized for its success

• The Community Education staff works with the patient’s insurance 
company to get the cost of the program covered

• Class list is automatically added to discharge papers 
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COMMUNITY EDUCATION PROGRAM

• Diabetes self-management education class for those already diagnoses with 
diabetes

• Gestational Diabetes class to support the mothers struggling with GD

Source: Henry Mayo Newhall Hospital
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COMMUNITY EDUCATION PROGRAM

• Not only are educational classes offered, but more recently a need for 
a support groups related to diabetes was identified

• In 2019 the “Type ONE-derful” Support Group was created for type 1 
patients and family members to be able to talk and relate to others 
going through similar processes

• The program is currently working on starting a type 2 support group as 
well
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COMMUNITY EDUCATION PROGRAM: SUMMARY 

A robust community outreach and education process has helped 
the process of follow-up after discharge and has helped address the 

knowledge deficit which is a common theme in patients with 
diabetes
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REFERRAL PROCESS
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REFERRAL PROCESS

• Gaps in current process 

• Conditions List

o The list for diabetes was created to capture all patients with keywords 
(or lab values or medications) that would indicate a need for diabetes 
education or at least chart review 

o Those keywords included diabetes, DKA, AIC>7, hyperglycemia, any lab 
value with glucose over 300mg/dL, any ordered insulin, etc. 

o As part of their routine, the CDEs perform a check using this report to 
ensure all appropriate patients are being referred for diabetes 
education
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INTERDISCIPLINARY APPROACH TO 
DIABETES CARE
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DIABETES STEERING COMMITTEE

Identified need for a collaborative, interdisciplinary approach to diabetes care

Diabetes nurse 
navigator

CDE

Diabetes 
program 

manager and 
director

Endocrinologists
Clinical nurse 
managers for 
nursing units

Dietitians
Attending 
Physicians 

Pharmacy 
Representative

Medication 
Safety Officer

Chief Nursing 
Officer
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DIABETES STEERING COMMITTEE

SUCCESS IN DRIVING PRACTICE CHANGES

• Policy Revisions

• Reduction in medication-induced hypoglycemia hospital-wide

• Insulin administration practice changes

• Many more that have had a continued positive effect on patient care
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DIABETES STEERING COMMITTEE: PROJECT HIGHLIGHTS

• Revised Critical Care Insulin Drip process and monitoring

• New Insulin Pump Policy, waiver, and nursing process

• New DKA protocol to better address the needs of these critically ill 
patients, and make it easier for nursing to monitor and treat appropriately

• Revised insulin administration policy, which is still in the hospital approval 
process, but it more comprehensively addresses the practices around 
insulin administration and patient safety with this high-risk medication 
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NURSE-DRIVEN ACCOUNTABILITY IN 
THE CARE OF DIABETES PATIENTS
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NURSING PERFORMANCE IMPROVEMENTS

DRIVE DIABETES CARE FROM THE BEDSIDE NURSING LEVEL (FROM THE 
“GROUND UP”): 

• Insulin administration, meal-times, general care of patients with diabetes

✓ Better meal-time documentation to help guide physicians in dosing 
insulin and glycemic agents 

✓ Changing the meal tray lid color to give nurses the ability to ensure 
blood glucose checks prior to the patient eating

• Nursing education and engagement were focused on to improve critical 
thinking at the bedside resulting in quality care for our patient population
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FY19: 78.9%

FY20: 86.0%

Improved 

by 7%!

Source: Henry Mayo Newhall Hospital
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NURSING PERFORMANCE IMPROVEMENTS

OTHER PROCESS IMPROVEMENTS MADE IN NURSING CARE INCLUDE:

• Ensuring all insulin is administered with a recent blood glucose check within 
30 minutes of the insulin being given

• Streamlining and tracking the treatment and  documentation of any 
hypoglycemic event

• Nursing engagement through staff meeting presentations, pizza parties for 
best performance in process improvement projects, and unit-based 
Diabetes Champions



50

FY18: 85.2%

FY19: 90.2%

FY20: 90.7%

Source: Henry Mayo Newhall Hospital



5151

STANDARDIZED EVIDENCE-BASED 
INSULIN DOSING
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STANDARDIZED INSULIN DOSING

• The diabetes team also focused on the dosing practices of diabetes 
medications, particularly insulin dosing

• Hospital had a relatively high percentage of medication-induced 
hypoglycemia and no standardized evidence-based dosing when dosing 
insulin or oral hypoglycemics

52
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STANDARDIZED INSULIN DOSING

• Order set created August 2018

• Suggested insulin dosing based on the most up to date evidence

• Nursing orders for glucose checks and hypoglycemic events 

• Pre-checked order for D50 and glucagon if needed to eliminate any delay of 
treatment for hypoglycemia

• Standardized sliding scales based on the total daily insulin requirements of the 
patient
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STANDARDIZED INSULIN DOSING

INSIGHTS:

• After rolling out this project, the team realized that many physicians were 
not always utilizing the order set, and so continued education and 
feedback to the physicians was implemented

• The insulin order set is now well established and is being utilized ~ 97% of 
the time among admitting/attending physicians
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Source: Henry Mayo Newhall Hospital
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STANDARDIZED INSULIN DOSING

Source: Henry Mayo Newhall Hospital
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Source: Henry Mayo Newhall Hospital
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FY17: 1,547

FY18: 1,205

FY19: 912

FY20: 853

~45% Reduction!

Source: Henry Mayo Newhall Hospital
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TARGET: TYPE 2 DIABETES HONOR ROLL RECOGNITION

• Henry Mayo was fortunate that when the Target: Type 2 Diabetes℠ Honor Roll 
(TT2D) was announced it was so closely related to the Stroke program

• Having a Nurse Navigator over both programs was an advantage because 
most of the measures within the award criteria were measures being 
addressed by the stroke program
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TARGET: TYPE 2 DIABETES HONOR ROLL AT HENRY MAYO

• Each fallout is individually addressed with the physician caring for the 
patient either by the nurse navigator or medical director

• Face-to-face suggestions and education is preferred, or email is sent if 
needed

• If a trend is identified, it is brought to the attention of the Stroke Steering 
Committee for identification and performance improvement ideas

• A plan of action is created and then is reported back at the steering 
committee once it is addressed
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TARGET: TYPE 2 DIABETES HONOR ROLL AT HENRY MAYO

• Each fallout is also tracked on the dashboard, and reported out at 
steering committee

• Common fallouts or areas for improvements are also presented 2-3 times 
a year at Medical Staff Committees, Emergency Services Committee, 
Critical Care Committee, and Quality and Performance Committee for 
continued accountability and transparency
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DIABETES TREATMENT MEASURE

Percent of diabetic patients or newly-diagnosed diabetics receiving diabetes 
treatment in the form of glycemic control (diet or medication) or follow up 
appointment for diabetes management scheduled at discharge.

• Physicians buy-in from previous diabetes work proved to be resourceful here

• Discovered that measure was already being addressed almost 100% of the 
time

• Any fallouts on this measure are brought up directly with the attending 
physician

• Physician documentation: “follow up with primary care regarding new 
diagnosis of diabetes”

• It was apparent it was on their radar, but needed a little further education 
on the requirements for the measure
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LOOKING AHEAD

• This year, since the focus had previously been on reducing patient harm 
from medication-induced hypoglycemia, the program is moving forward 
with re-writing our definition for capturing hyperglycemic patients within the 
hospital and looking at root causes and performance improvement projects 
in this area

• CMS has recently put out some suggested guidelines for tracking this data

• The program is currently in the process of creating new definitions per the 
CMS recommendations for hyperglycemia, hypoglycemia, and severe 
hypoglycemia to allow the hospital to better evaluate the quality of care 
for our patients with diabetes, and potentially be able to benchmark with 
other facilities 
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https://cmit.cms.gov/CMIT_public/ViewMeasure?MeasureId=3180
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LOOKING AHEAD

OTHER PROJECTS ON THE HORIZON:

• Safe IV push insulin administration for hyperkalemia

• Gap analysis for TJC Disease-Specific Certification in Diabetes

• Increasing utilization of the referral process for continued follow-up care 
through the hospital community education program

• Continued staff education and awareness of insulin administration safety 
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RECOMMENDATIONS

• Creation of our interdisciplinary diabetes committee helped make the 
program more visible and provided the ability to make changes and 
recommendations with all the key players present at one time

• Standardized insulin order set (strong suggestions but with the capability 
to be changed per physician preference)

• Dosing guidelines per evidence-based practice 

• Nursing care orders

• Insulin orders including long-acting, meal-time, and sliding scale orders

• Hypoglycemia protocol activation
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RECOMMENDATIONS

COLLABORATION BETWEEN PHYSICIANS, NURSES, AND THE DIABETES TEAM HAS 
BEEN IMPERATIVE IN THE SUCCESS OF THE PROGRAM

• Sitting down face-to-face with private practice doctors to explain the 
program and the oversight, especially within our interdisciplinary 
committee

• Listening to their barriers and challenges 

• Follow through is key for physician buy-in 

• Events including pizza parties and raffles and involving the unit-based 
Diabetes Champions
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