
 
  



ABOUT 

The Diabetes Champions Toolkit is a portfolio of resources intended for 

Community Health Center staff committed to improving outcomes for 

patients with diabetes.  These resources specifically focus on interventions 

that a health center can readily implement into practice.  Based on the 

National Association of Community Health Center’s (NACHC) framework, 

the toolkit structures interventions into four categories: Patient Activation 

and Behavior Change, Reducing Health Inequities, Optimizing Teams, and 

Health Systems and Infrastructure.   
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PATIENT ACTIVATION AND BEHAVIOR CHANGE 

 

Diabetes Education 
These resources are intended to guide and support diabetes education programs and interventions. 

▪ CDC National Diabetes Prevention Program 
▪ American Diabetes Association Diabetes Self-Management Education & Support 

 Toolkit for Providers and Educators 
▪ Medicare Coverage Guidelines for Diabetes Self-Management Training  
▪ ADA Living with Type 2 Diabetes Program 
▪ Patient/Family/Caregiver Teaching Checklist for Diabetes Education 
▪ Low-Level Literacy Diabetes Patient Education Resources 
▪ 10 Elements of Competence for Using Teach-Back Effectively 

 

Patient Engagement 
The following resources include information on how to promote patient engagement in self-care 
and treatment management, including patient engagement interventions, motivational 
interviewing techniques, and innovative strategies leveraging health apps. 

▪ NACHC Patient Engagement Action Guide 
▪ Be Prepared to Be Engaged Toolkit 
▪ Helping Patients and Families Prepare for an Appointment: A Guide for Clinicians 
▪ Physician Diabetes Referral Form 
▪ ADA Project Power Adult 
▪ Engaging Patients with Type 2 Diabetes: Provider Checklist 
▪ CCNC Motivational Interviewing (MI) Resource Guide 
▪ NACHC Healthy Together Program 
▪ Leveraging Mobile Apps to Support Diabetes Self-Management  

Community Interventions 
The following interventions are existing community-based programs for diabetes prevention, 
education, and treatments among specific cultural groups. These resources may be beneficial for a 
Community Health Worker or for a CHC to share with community partners 

▪ Faith Leaders Toolkit for Diabetes Management and Prevention  
▪ Healthy Congregations, Healthy Communities: A Toolkit for Congregations 
▪ Native Lifestyle Balance 
▪ Project Dulce: Diabetes Intervention for Latine Communities 
▪ New Leaf Diabetes Intervention for High-Risk Low-Income Populations 
▪ Juntos Podemos (Together We Can): Family-Centered Latine Health Intervention 

Peer Education and Support 
Diabetes peer education and support groups can encourage mutual learning and emotional 
support, and studies have demonstrated the effectiveness of grouping patients based on shared 
cultural identities. Healthcare providers can promote and facilitate diabetes peer support groups 
based on their clinic’s population. 

▪ Peer Support Group Toolkit 
▪ The Importance of Peer Support 
▪ Health Coaching: Help Patients Take Charge of their Health 
▪ New Beginnings: A Discussion Guide for Living Well with Diabetes 
▪ Diabetes Sisters Peer Support 

 

https://www.cdc.gov/diabetes/prevention/index.html
https://professional.diabetes.org/sites/professional.diabetes.org/files/media/ada_dsms_toolkit.pdf
https://professional.diabetes.org/sites/professional.diabetes.org/files/media/ada_dsms_toolkit.pdf
https://www.cdc.gov/diabetes/dsmes-toolkit/pdfs/Participating-Medicare-DSMT-Coverage-Guidelines-11-20-17_508tagged.pdf
https://diabetes.org/diabetes/type-2/living-with-type-2-diabetes-program
https://www.healthquality.va.gov/guidelines/CD/diabetes/DiabetesTeachingChecklist.pdf
https://clinicians.org/programs/programs-resource-archive/diabetes/
https://www.dartmouth.edu/cphs/tosubmit/teachback/teachback10elementsofcompetence.pdf
https://www.nachc.org/wp-content/uploads/2022/01/Patient-Engagement-AG-Jan-2022.pdf
https://www.ahrq.gov/patient-safety/reports/engage/interventions/prepared.html
https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/quality-patient-safety/patient-family-engagement/pfeprimarycare/clinician-info-poster.pdf
https://professional.diabetes.org/sites/professional.diabetes.org/files/media/erp-sample-physician-referral-form.pdf
https://diabetes.org/get-involved/community/project-power
https://www.carepathhealthyengagements.com/sites/carepathhealthyengagements.com/files/engagement-with-diabetes.pdf
https://www.communitycarenc.org/sites/default/files/2017-10/MI_Resource_Guide-updated-October-2017.pdf
https://www.nachc.org/wp-content/uploads/2021/12/Healthy-Together-Info-Sheet_1-pager_12.7.21.pdf
https://www.nachc.org/wp-content/uploads/2021/12/Healthy-Together-Info-Sheet_1-pager_12.7.21.pdf
https://www.diabeteseducator.org/docs/default-source/practice/educator-tools/mobile-apps/mobile-app-onboarding.pdf?sfvrsn=2
https://www.cdc.gov/diabetes/professional-info/toolkits/faith-leaders.html?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fdiabetes%2Fndep%2Ftoolkits%2Fcamino-hacia-buena-salud.html
https://www.kydiabetes.net/images/files/Healthy%20Congregations%20Healthy%20Communities/HC2%20Toolkit%20Master%20revised%20January%202019.pdf
https://www.ihs.gov/nlb/
https://www.atsdr.cdc.gov/communityengagement/pce_dulce.html
https://cisils.web.unc.edu/alice-ammerman-pr/
https://mhpsalud.org/programs/our-programs/juntos-podemos/
https://www.peersupport.phpc.cam.ac.uk/what-is-peer-support/
https://www.diabeteseducator.org/living-with-diabetes/peer-support
https://edhub.ama-assn.org/steps-forward/module/2702562
https://www.cdc.gov/diabetes/professional-info/toolkits/new-beginnings/index.html
https://diabetessisters.org/pods-meetups


REDUCING HEALTH INEQUITIES 

 

 

Assess and Address Barriers to Care 
These resources can help providers assess patients’ barriers to access and tailor interventions 
for specific populations. 

▪ Assessing Patient Treatment Barriers 
▪ Protocol for Responding to & Assessing Patients’ Assets, Risks, & Experiences (PREPARE) 
▪ Diabetes Numeracy Test 
▪ Understanding Health Literacy and Numeracy 
▪ Health Literacy Tool Shed 
▪ An Overview of Food Insecurity Coding in Health Care Settings 
▪ Finding ACE Score Questionnaire 
▪ Access and Affordability Resources 
▪ Exceptions and Appeals: How to Help your Patients Access their Diabetes Treatment 

Engage in Culturally-Competent Nutrition Conversations 
A lack of cultural competence creates a barrier to effective communication between providers 
and patients, and may perpetuate health disparities among marginalized populations. 
Particularly when engaging in patient conversations with a topic as culture-laden as food and 
nutrition, a one-size-fits-all approach will not speak to diverse patient experiences. The 
following resources guide patient-provider conversations about food, which must be responsive 
and tailored to different living conditions, dietary needs, and cultures. 

▪ Using Cultural Competence Constructs to Understand Food Practices and Provide Diabetes 
Care and Education 

▪ My Healthy Plate Educational Tool 
▪ Diabetes Guide to Foods of African Heritage 
▪ Joslin Diabetes Center Asian-American Food Resources 
▪ How Foods Affect Blood Sugar: A Guide for Latino Patients with Diabetes 
▪ EthnoMed: Multilingual Nutrition Resources 
▪ Diabetes and Ramadan: Practical Guidelines 
▪ Fasting and Diabetes 
▪ Nutrition Supports for Health Clinics 

Confront Implicit Bias and Cultural Barriers to Care 
Implicit bias refers to attitudes and stereotypes that affect decisions in an unconscious manner. 
These resources are aimed at deconstructing implicit bias within health care providers and 
systems, as well as intentionally tailoring interventions to specific sub-populations. 

▪ Implicit Bias in Healthcare 
▪ Project Implicit: Research and Interventions for Implicit Bias Prevention 
▪ Building an Organizational Response to Health Disparities: A Practical Guide to 

Implementing the National CLAS Standards 
▪ Diabetes Prevention Programs: Equity Tailored Resources 
▪ The “A to Z” of Managing Type 2 Diabetes in Culturally Diverse Populations 
▪ Cultural Sensitivity with Diabetes Management 

https://www.carepathhealthyengagements.com/sites/carepathhealthyengagements.com/files/T2D-treatment-barrier-resources-1.pdf
https://prapare.org/
https://healthliteracy.bu.edu/documents/43/Diabetes%20Numeracy%20Test%20Eng.pdf
https://www.diabeteseducator.org/docs/default-source/practice/educator-tools/health-literacy-and-numeracy.pdf?sfvrsn=2
http://healthliteracy.bu.edu/
https://childrenshealthwatch.org/wp-content/uploads/An-Overview-of-Coding_2.15.18_final.pdf
https://www.ncjfcj.org/wp-content/uploads/2006/10/Finding-Your-Ace-Score.pdf
https://www.diabeteseducator.org/practice/practice-tools/app-resources/affordability-resources
https://www.diabeteseducator.org/docs/default-source/practice/educator-tools/diabetesaccessguide_sanofi_hcp.pdf?sfvrsn=e5fb8058_4
https://diabetesjournals.org/spectrum/article/22/1/43/70163/Using-Cultural-Competence-Constructs-to-Understand
https://diabetesjournals.org/spectrum/article/22/1/43/70163/Using-Cultural-Competence-Constructs-to-Understand
https://mhpsalud.org/portfolio/healthy-plates/#plates
https://www.diabeteseducator.org/docs/default-source/practice/educator-tools/african-american-heritage-food.pdf?sfvrsn=2
https://aadi.joslin.org/en/educational-materials/pan-asian-recipes
https://ethnomed.org/resource/how-foods-affect-blood-sugar-a-guide-for-latino-patients-with-diabetes/
https://ethnomed.org/clinical_topic/endocrine-diabetes/?audience=providers
https://www.idf.org/e-library/guidelines/87-diabetes-and-ramadan-practical-25
https://www.diabeteseducator.org/docs/default-source/practice/educator-tools/fasting_tip_sheet.pdf?sfvrsn=2
https://www.sc.edu/study/colleges_schools/public_health/internal/documents/snap-ed_toolkit.pdf
https://www.jointcommission.org/-/media/tjc/documents/newsletters/quick-safety-issue-23-apr-2016-final-rev.pdf
https://www.projectimplicit.net/
https://www.cms.gov/About-CMS/Agency-Information/OMH/Downloads/CLAS-Toolkit-12-7-16.pdf
https://www.cms.gov/About-CMS/Agency-Information/OMH/Downloads/CLAS-Toolkit-12-7-16.pdf
https://www.cms.gov/files/document/culturally-and-linguistically-tailored-type-2-diabetes-prevention-resource.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6127640/
https://www.piedmont.org/media/file/PAR-CME-Diabetes-Khetani-Sensitivity-Diabetes-Management.pdf


OPTIMIZING TEAMS 

 

 

 

Promote the Role of Community Health Workers 
Community Health Workers have been shown to be effective in improving diabetes outcomes, 
especially in low-income and minority populations. CHWs help patients overcome individual, 
community, and systems-level barriers as they often share the cultural identity of the 
communities they serve, and promote culturally-tailored interventions such as group classes, 
one-on-one goal setting, and peer support groups. 
Resources for Leadership and Management to Support the Role of CHWs: 

▪ The Role of Community Health Workers in Diabetes: Update on Current Literature 
▪ Community Health Workers and Diabetes Interventions: A Resource for Program Managers 

and Administrators 
▪ Community Health Workers in Health Care for the Homeless: A Guide for Administrators 

Resources for CHWs: 
▪ Su Corazon, Su Vida, Your Heart, Your Life Guided Implementation 
▪ Community Health Worker Training: Diabetes 101 
▪ NACHW Focus on Diabetes Training, en Espanol 
▪ NYU Prevention Research Center Community Health Worker Toolkit 
▪ Competencies for Diabetes Educators and Diabetes Paraprofessionals 

Continue Provider Education 
These resources provide continued education, training, and engagement for diabetes health 
care providers. 

▪ Improving Diabetes Outcomes Curated Expert Guidance, Tools, and Resources 
▪ Improving Cultural Competency for Behavioral Health Professionals 
▪ Scripps Diabetes Professional Training 
▪ Diabetes Management: Directory of Provider Resources 
▪ The Huddle Podcast: Conversations with the Diabetes Care Team 

Group Visits 
Group visits can provide an innovative solution for both provider and patient, by increasing 
patient education opportunities, providing peer support, empowering patients in their self-care, 
and reducing backlogs in scheduling. Group visits can include patient education, shared problem 
solving, and medical evaluations. 

▪ The Potential of Group Visits in Diabetes Care 
▪ Medical Group Visit Starter Kit 
▪ Diabetes Group Visits: Moving Beyond the One-on-One Office Visit 
▪ Empowerment Diabetes Group Visit Curriculum for the Rural-Urban Underserved: 

Development and Staff Training 
▪ Adapting In-Person Diabetes Group Visits to a Virtual Setting Across FQHCs 

 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3929361/
https://mhpsalud.org/portfolio/community-health-workers-diabetes-interventions/
https://mhpsalud.org/portfolio/community-health-workers-diabetes-interventions/
https://nhchc.org/wp-content/uploads/2019/08/CHWguide.pdf
https://mhpsalud.org/portfolio/su-corazon-su-vida-your-heart-your-life-guided-implementation/
https://www.youtube.com/watch?v=iPt_fQ7c9bQ
https://www.youtube.com/watch?v=6FgDaMjZeQY
https://med.nyu.edu/departments-institutes/population-health/divisions-sections-centers/health-behavior/section-health-equity/research/nyu-cuny-prevention-research-center/tools-publications/community-health-worker-toolkit
https://www.diabeteseducator.org/docs/default-source/practice/practice-resources/comp003.pdf?sfvrsn=2
https://hiteqcenter.org/Resources/HITEQ-Resources/improving-diabetes-outcomes-1
https://thinkculturalhealth.hhs.gov/education/behavioral-health
https://www.scripps.org/services/metabolic-conditions/diabetes/diabetes-professional-training
https://www.cms.gov/files/document/diabetes-provider-resource-directory.pdf
https://podcasts.apple.com/us/podcast/the-huddle-conversations-with-the-diabetes-care-team/id1474687652
https://diabetesjournals.org/clinical/article/26/2/58/1808/The-Potential-of-Group-Visits-in-Diabetes-Care
https://www.sfhp.org/wp-content/files/Diabetes_Medical_Group_Visit_Toolkit.pdf
http://unmfm.pbworks.com/w/file/fetch/71417637/dm
https://www.semanticscholar.org/paper/Empowerment-Diabetes-Group-Visit-Curriculum-for-the-Sturm/597d74075d42474e2c5673ecc71b14770db14fcc?p2df
https://www.semanticscholar.org/paper/Empowerment-Diabetes-Group-Visit-Curriculum-for-the-Sturm/597d74075d42474e2c5673ecc71b14770db14fcc?p2df
https://www.frontiersin.org/articles/10.3389/frhs.2022.961073/full


 

OPTIMIZING TEAMS 

Diabetes and Dental Care 

Diabetes and Vision Care 

Diabetes and Behavioral Health 

 

 

 

 

Integration of Care Teams 
Health centers can enhance the delivery of diabetes care by coordinating the roles of each 
member of the care team. The care team model has been shown to be cost effective, improve 
health outcomes, and enhance patient and provider experiences. 

▪ Care Team Model Action Guide 
▪ Team as Treatment: Driving Improvement in Diabetes 
▪ Pharmacy, Podiatry, Optometry, and Dentistry (PPOD) 
▪ Using Medical Scribes in a Physician Practice 

▪ Innovations in Oral Health and Primary Care Integration 
▪ How Medical-Dental EHR Integration Can Improve Diabetes Care 

Research has demonstrated a well-established link between diabetes and depression. 
Diabetes distress, or emotional distress resulting from the burden of daily self-care and 
management, is also a common experience of diabetes patients, and those with less social 
support may be particularly susceptible. The following resources can help guide responsive 
care for both depression and diabetes distress. 

▪ A Research Brief: Screening for Depression and Diabetes Distress in Adults with Type 2 
Diabetes 

▪ ADA Mental Health Workbook: Diabetes Distress 
▪ Depression Screening and Follow-Up Flow Chart 
▪ Psychosocial Care for Diverse People with Diabetes 
▪ Behavioral Health and Diabetes Resources and Guidance 
▪ Living a Balanced Life with Diabetes: PHQ-9 Nine Symptom Checklist 
▪ Diabetes Distress Screening Scale 

▪ ADA Practical Guide to Diabetes-Related Eye Care 
▪ Eye Care of the Patient with Diabetes Mellitus Clinical Practice Guideline 
▪ Diabetes and the Eyes Educational Toolkit 
▪ Diabetic Eye Disease Resources for African Americans 

https://www.nachc.org/wp-content/uploads/2022/01/Care-Teams-AG-Jan-2022.pdf
https://vimeo.com/341869876
https://www.cdc.gov/diabetes/ndep/pdfs/working-together-to-manage-diabetes_2014.pdf
https://library.ahima.org/doc?oid=106220#.Y1GqD_zMK5e
https://www.pcpcc.org/sites/default/files/resources/PCC_Oral_Health_Primary_Care_Integration.pdf
https://journalofethics.ama-assn.org/article/how-medical-dental-ehr-integration-can-improve-diabetes-care/2022-01
https://www.cdc.gov/diabetes/pdfs/managing/Depression_Diabetes_Distress_Brief_508.pdf
https://www.cdc.gov/diabetes/pdfs/managing/Depression_Diabetes_Distress_Brief_508.pdf
https://professional.diabetes.org/sites/professional.diabetes.org/files/media/ada_mental_health_workbook_chapter_3.pdf
http://www.diabetesinitiative.org/resources/tools/documents/26-GATE-Depressionscreeningandfollowupflowchart_web.pdf
https://www.diabeteseducator.org/docs/default-source/practice/educator-tools/a-cultural-lens.pdf?sfvrsn=2
https://www.diabeteseducator.org/practice/practice-tools/diabetes-management-tools/mental-health-and-diabetes
https://www.cdc.gov/diabetes/ndep/pdfs/83-balanced-life-ndep-123-phq-9-symptom-checklist-508.pdf
http://www.diabetesed.net/page/_files/diabetes-distress.pdf
https://professional.diabetes.org/sites/professional.diabetes.org/files/media/ada-retinopathy_compendium_2_fin.pdf
https://www.aoa.org/AOA/Documents/Practice%20Management/Clinical%20Guidelines/EBO%20Guidelines/Eye%20Care%20of%20the%20Patient%20with%20Diabetes%20Mellitus%2C%20Second%20Edition.pdf
https://preventblindness.org/diabetes-and-the-eyes-educational-toolkit/
https://www.nei.nih.gov/learn-about-eye-health/outreach-campaigns-and-resources/eye-health-among-african-americans/write-vision-resources/resources-topic/diabetic-eye-disease-resources-african-americans


HEALTH SYSTEMS AND INFRASTRUCTURE 

INTERVENTIONS 

 

 

Establish Diabetes as an Organizational Priority 
These resources describe the importance for leadership to establish diabetes as an 
organizational priority, communicate shared goals, and support the diabetes champion role. 
These measures will ensure that systems-level changes are sustainable long-term. 

▪ NACHC Value Transformation Framework Action Guide 
▪ Diabetes Champions: Culture Change through Education 

Partner Diabetes Interventions with Systems Interventions 
These systems interventions suggest best practices for health centers to integrate education, 
quality improvement, and communications for interdisciplinary teams. Faced with limited 
resources, health centers can coordinate evidence-based interventions with a systems 
perspective to streamline diabetes care. 

▪ NACHC Companion Action Guide: Evidence-Based Care for Diabetes Control 
▪ Demonstrating Real Improvement Value in Equity (DRIVE) Toolkit for Type 2 Diabetes 
▪ Rural Diabetes Prevention and Management Toolkit 

Standardize Clinical Policies and Procedures 
These resources provide information on creating or updating diabetes clinical policies, 
procedures, and standing orders based on current evidence-based best practices. 

▪ Guiding Principles for the Care of People With or at Risk for Diabetes 
▪ Standards of Medical Care in Diabetes 2022 Abridged for Providers 
▪ Pre-Visit Planning: Save Time, Improve Care, and Strengthen Care Team Satisfaction 

Leverage Health Information Technology 
Meaningful use of EHR data can improve health center’s ability to target specific populations in 
diabetes care. These resources are intended to help create a diabetes patient registry, identify 
elevated-risk patients, and track clinical measures. Possible interventions could also include a 
clinic dashboard with point-of-care advisories for providers. 

▪ Capturing High Quality Electronic Health Records Data to Support Performance 
Improvement 

▪ Electronic Health Record Best Practices for Managing Patients with Hypertension and 
Diabetes 

▪ Optimize Your EHR to Prevent Type 2 Diabetes 
▪ NACHC Population Health Management Risk Stratification Action Guide 

http://www.nachc.org/wp-content/uploads/2017/09/Action-Guide_Leadership-Sept-2017.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4523733/
https://www.nachc.org/wp-content/uploads/2020/05/NACHC-VTF-Diabetes-AG-Final-12.9.19.pdf
https://shcdrive.org/the-drive-framework-diabetes/
https://www.ruralhealthinfo.org/toolkits/diabetes/about-this-toolkit
https://www.niddk.nih.gov/health-information/professionals/clinical-tools-patient-management/diabetes/guiding-principles-care-people-risk-diabetes?dkrd=hisce0021
https://diabetesjournals.org/clinical/article/40/1/10/139035/Standards-of-Medical-Care-in-Diabetes-2022
https://edhub.ama-assn.org/steps-forward/module/2702514
https://www.healthit.gov/sites/default/files/onc-beacon-lg3-ehr-data-quality-and-perform-impvt.pdf
https://www.healthit.gov/sites/default/files/onc-beacon-lg3-ehr-data-quality-and-perform-impvt.pdf
https://championprovider.ucsf.edu/sites/champion.ucsf.edu/files/images/CDCB-Electronic-Health-Record-Best-Practices-ADA.pdf
https://championprovider.ucsf.edu/sites/champion.ucsf.edu/files/images/CDCB-Electronic-Health-Record-Best-Practices-ADA.pdf
https://amapreventdiabetes.org/sites/default/files/uploaded-files/18-300622%20-IHO-STAT%202.0%20Optimize-ehr.pdf
http://www.nachc.org/wp-content/uploads/2019/03/Risk-Stratification-Action-Guide-Mar-2019.pdf

