
Successful Change Management Strategies for Improving 
Diabetes Care Delivery Among High-Performing Practices

ABSTRACT
PURPOSE To learn how the highest-performing primary care practices manage change when 
implementing improvements to diabetes care delivery.

METHODS We ranked a total of 330 primary care practices submitting practice management 
assessments and diabetes reports to the Understanding Infrastructure Transformation Effects 
on Diabetes study in 2017 and 2019 by Optimal Diabetes Care performance. We ranked 
practices from the top quartile by greatest annual improvement to capture dynamic change. 
Starting with the top performers, we interviewed practice leaders to identify their most effec-
tive strategies for managing change. Interview transcripts were qualitatively analyzed to 
identify change management strategies. Saturation occurred when no new strategies were 
identified over 2 consecutive interviews.

RESULTS Ten of the top 13 practices agreed to interviews. We identified 199 key comments 
representing 48 key care management concepts. We also categorized concepts into 6 care 
management themes and 37 strategic approaches. We categorized strategic approaches into 
13 distinct change management strategies. The most common strategies identified were (1) 
standardizing the care process, (2) performance awareness, (3) enhancing care teams, (4) 
health care organization participation, (5) improving reporting systems, (6) engaging staff 
and clinicians, (7) accountability for tasks, (8) engaging leadership, and (9) tracking change. 
Care management themes identified by most practices included proactive care, improving 
patient relationships, and previsit planning.

CONCLUSIONS Top-performing primary care practices identify a similar group of strategies 
as important for managing change during quality improvement activities. Practices involved 
in diabetes improvement activities, and perhaps other chronic conditions, should consider 
adopting these change management strategies.

Ann Fam Med 2023;21:424-431. https://doi.org/10.1370/afm.3017

INTRODUCTION
lthough the need to improve diabetes outcomes in primary care is evident, 
exactly how a practice successfully manages change in care delivery in 
the midst of a busy clinical environment is much less clear.1,2 Conceptual 

models for improving care delivery often identify foundational principles and high-
light thematic and strategic approaches based on those principles.3-5 The National 
Demonstration Project organizes change around core principles of primary care, 
whereas the National Committee for Quality Assurance structures strategic guide-
lines around 6 transformational themes supporting team-based care.6,7 Changing 
existing care management processes is essential for successful quality improvement; 
however, introducing new processes into a busy practice environment can often be 
disruptive. Many local factors, such as problems with clinician engagement, staff 
education, or leadership, can contribute to incomplete or ineffective adoption of 
care management change and compromise anticipated improvements in clinical 
outcomes.8-12

Improving diabetes care delivery is a common focus of quality improvement 
activities in primary care.13 As a model for chronic disease management, successful 
strategies for diabetes care delivery can inform on how to best implement effective 
care management processes (CMPs) across a variety of chronic diseases in primary 
care settings.14 A CMP is a specific activity performed in a clinical practice with 
the goal of providing high-quality care.15 Quantitative improvement in diabetes 
performance has been associated with multiple CMPs.15-18 We previously reported 
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CHANGE MANAGEMENT STRATEGIES FOR DIABETES IN HIGH-PERFORMING PRACTICES

that CMPs used by high-performing practices differ from 
those used by low-performing practices.17 The ability to 
effectively adopt a CMP and manage potentially disruptive 
change in a demanding care setting might be another dif-
ferentiating characteristic of high-performing practices. The 
7-year Understanding Infrastructure Transformation Effects 
on Diabetes (UNITED) study combined the efforts of experi-
enced investigators from the University of Minnesota Center 
of Excellence in Primary Care and HealthPartners Institute 
to identify the CMPs most effectively improving primary 
diabetes care across Minnesota and surrounding regions.19 

In this qualitative study, we explored strategies used by the 
highest-performing primary care practices to determine how 
they managed change.

METHODS
Practice Selection
We surveyed practices participating in the Physician Prac-
tice Connections Readiness Survey (PPC-RS) to determine 
the presence of CMPs from all 585 primary care practices 
reporting to the Minnesota Statewide Quality Reporting and 
Measurement System in 2017 and 626 practices reporting 
in 2019. Response rates were 71% in 2017 and 72% in 2019. 
Respondents and nonrespondents were comparable in rural-
ity and health system size. Details about the survey process 
can be found elsewhere.15 A total of 477 practices completed 
the PPC-RS survey in either 2017 or 2019. For this study, 
we selected practices for interviews from the 330 practices 
completing the PPC-RS survey and submitting annual diabe-
tes performance data in both 2017 and 2019. Submission of 
performance data is mandatory for Minnesota practices see-
ing >30 patients aged 18 to 75 years with diabetes per year. 
A patient is considered to have received optimal care if they 
achieve concurrent blood glucose control and blood pressure 
control, have guideline-based use of a statin and an antiplate-
let drug, and are a nonsmoker. These participating practices 
provide care to 191,513 patients with type 1 or type 2 diabe-
tes. To control for variation in practice populations and set-
tings, we matched performance data with American Commu-
nity Survey data to capture zip code–level descriptors of each 
patient’s neighborhood including measures of racial distribu-
tion, income/education, and wealth. The wealth and income/
education measures were computed from a factor analysis of 
income, housing, education, and family composition measures 
retrieved from 5-year American Community Survey data for 
2015. We measured practice performance using the National 
Quality Forum (NQF)-Endorsed Maintenance Standard Opti-
mal Diabetes Care (ODC) (NQF#0729). The methods used 
to determine the measurement of practice performance by 
population characteristics have been described in more detail 
previously.14 Average Optimal Diabetes Care (ODC) perfor-
mance in Minnesota increased from 12% to 45% during the 
period 2004 to 2017. The national average was 23% during 
the period 2013 to 2016.20

We identified practices in the upper quartile of ODC 
performance in both 2017 and 2019 and then ranked the 
practices by annual percentage improvement in ODC score 
to capture those that are continuing to improve. Beginning 
with the highest-performing practice, we contacted practice 
leaders by telephone and e-mail and explained why they were 
selected. We asked practices to identify the individual(s) 
completing the PPC-RS survey to participate in a 20-minute 
onsite interview with study investigators.

Qualitative analysis of interviews was performed by 
5 investigators (K.A.P., L.I.S., M.E., R.J., H.N.F.) after every 
set of 2 interviews.21,22 The investigators determined satura-
tion to occur when 2 practices were interviewed sequentially 
with no new identified strategies.

Qualitative Interview
Semistructured interviews were conducted by the study inves-
tigators (K.A.P., L.I.S., M.E.) in 2020. Nine interviews were 
conducted onsite. One interview was conducted by videocon-
ference, owing to concerns regarding the coronavirus disease 
2019 pandemic. The number of practice participants in each 
interview ranged from 1 to 5. We used a grounded theory 
approach for the interviews, which focused on the manage-
ment of diabetes care improvements in the practice over the 
prior 3 years.23 Interviews began with brief unscripted personal 
introductions and a recognition of each practice’s achievement 
of high-quality diabetes outcomes. After obtaining oral con-
sent for audio recording, interviewers read the following script 
using scripted probes to promote further discussion:

1.	�What changes do you think contributed most to that 
improvement in ODC scores?
a.	� (Probe if this is unclear.) Consider changes in struc-

ture or process of care. For example, some clinics 
have implemented reminders or outreach to patients.

b.	� (Continue to ask the question until they have identi-
fied everything that might have contributed.) Is there 
anything else you’d like to add?

2.	�How did you implement those changes? Did you use 
any particular strategies?
a.	� Was there a change in personnel or resources that 

made the changes possible?
b.	� What aspects of your clinic or its relationship with 

the larger medical group contributed to making the 
change possible?

3.	�Were there any other factors that contributed to your 
improvement?

Interviews were transcribed by an external professional 
transcription service and evaluated qualitatively using con-
ventional content analysis. Practices did not review tran-
scripts. All practice comments identifying a specific CMP, or 
a specific method of change implementation, were identified 
using NVivo 12 software (QSR International). Comments 
were derived directly from the text data. We constructed 
an initial coding framework as a directed content analysis 
after review and discussion of the first 2 interviews by all 5 
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investigators.21 During subsequent review, we coded com-
ments into distinct concepts. The framework and individual 
concept codes were modified by consensus as we discussed 
each interview. We used a combination of individual reviews 
followed by group discussion to clarify and standardize con-
cept codes across all interviews. Any changes in the coding 
that resulted from subsequent reviews resulted in rereview 
of previous interviews and recoding to reflect the change. 
This was followed by assigning concepts into 1 of 3 distinct 
categories: (1) process of care (what was being implemented), 
(2) strategy for managing change (how a process was imple-
mented), and (3) obstacles to care delivery. Data saturation 
was determined to occur when no additional strategies were 
identified in the 9th or 10th interviews. We then conducted a 
summative analysis of themes, combining frequency counts 
with observations in a constant-comparative approach.22

All interviews were performed with informed consent. 
The study, all data handling procedures, and all study pro-
cesses were approved and overseen by the University of Min-
nesota Institutional Review Board.

RESULTS
The UNITED study measured ODC in 330 primary care 
practices in 2019. Thirteen practices were approached, and 
10 were interviewed and analyzed before saturation occurred. 
The selected practices belonged to different health care orga-
nizations. Each practice was managed by an administrative 
clinic manager and a clinician leader. None of the practices 
had worked together on a common quality improvement ini-
tiative. Selected practices included small rural, large rural, and 
urban settings. All practices belonged to health care systems 
of ≥2 practices. The average ODC performance 
of the 330 practices participating in the UNITED 
study was 48.4% in 2019.19 The average ODC 
performance for the 10 high-performing practices 
interviewed in the present study was 56%. This 
included any patient aged 18 to 75 years with type 
1 or type 2 diabetes seen over the course of the 
year. The selected practices had increased ODC 
performance by an average of 2.9 percentage 
points (range, 1.6-4.0 percentage points) per year 
from 2017 to 2019, showing that dynamic active 
improvement was still occurring in the practice at 
the time of the interview. Practice characteristics 
are listed in Table 1.

The investigators wrote notes on 199 key com-
ments over the course of the 10 interviews. Analy-
sis of comments identified 48 distinct concepts 
(Supplemental Table 1). Using interpretive analy-
sis, we categorized the concepts into 6 care man-
agement themes, 37 strategic approaches, and 4 
obstacles. Five investigators (K.A.P., L.I.S., H.N.F., 
R.J., M.E.) categorized the strategic approaches 
into 13 distinct change management strategies.

Change Management Strategies
Change management strategies are shown in Table 2. 
Selected quotes are shown in Supplemental Table 2. (All 
strategic approaches are available in supplemental informa-
tion.) Nine change management strategies from a total of 13 
identified were recognized as important by ≥5 practices and 
are presented below.

1. Standardizing the Care Process
Every practice identified the principles of change manage-
ment during quality improvement activities using descrip-
tors such as standardization, individualization of standard-
ization, clear priorities, keeping it simple, and providing 
consistent messages. Developing a standard process for 
diabetes care simplified the complexity of diabetes care 
management. Some practice leaders considered standard-
izing roles and responsibilities to be important for account-
ability of the care team. Standardized tasks also simplified 
covering for staff absences by clarifying expectations for 
replacement staff.

2. Performance Awareness
Nine of the 10 practices identified the importance of perfor-
mance awareness and commitment to quality that was regu-
larly nurtured across the entire clinic staff. Beginning with 
the hiring and onboarding process, and included as a part of 
staff meetings, leaders emphasized the importance of deliver-
ing high-quality care as reflected by performance measures. 
Some practices encouraged a feeling of competition between 
providers or with other practices. Several made a point of cel-
ebrating good scores or improvement in scores with recogni-
tion or awards for high-performing teams.

Table 1. Performance Characteristics of Selected Practices

Clinic

Health Care 
System Size 

(>12 Practices)

Average 
Annual 
Increase 

in ODC, %

Average 
Annual 
Increase 
in ODC

ODC 
Measure 
in 2019

Total 
Diabetes 

Population 
in 2019

A No 3.1 0.062 0.579 302

B Yes 4.0 0.079 0.553 215

C Yes 2.3 0.045 0.571 631

D No 3.2 0.064 0.516 273

E Yes 2.5 0.050 0.660 259

F Yes 0.3 0.007 0.529 1,432

G Yes 1.6 0.032 0.530 1,250

H Yes 2.2 0.044 0.517 286

I Yes 2.2 0.044 0.593 351

J Yes 3.8 0.076 0.585 1,129

ODC = optimal diabetes care.
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3. Care Teams
Nine of the 10 practices reported expanded roles for care 
team members or increased size of the teams as key to 
improving diabetes performance. Expansion of the teams 
provided capacity for additional support for patient outreach 
and enhanced patient relationships. Three practices had care 
teams comprising clinician-medical assistant pairs, whereas 6 
practices described expanded care teams beyond those roles. 
Some practices modified physical space to improve care team 
interactions.

4. Support From Health Care Organization
Participation with the health care organization (HCO) was 
identified by 8 practices as important in contributing to bet-
ter performance. The 2 practices that did not identify this 
support belonged to 2 different large HCOs. Practices used 
the HCO for additional information and expertise. Support 
included improving patient registries, expanding quality 
improvement meetings, improving access to expert opin-
ion, assisting with standardizing workflow, and enhancing 
staff training.

5. Population-Based Reporting
Eight practices identified the importance of better reporting 
systems for improving diabetes care. Six practices identified 
the need for reliable, up-to-date reports, whereas 5 practices 
additionally identified the need to dedicate time for actively 
working on those reports. Reports needed to be easy to 

use and focused on actionable information that supported 
outreach and previsit care. One practice hired an assistant 
(shared between 3 clinics) with the sole responsibility of 
evaluating reports.

6. Engagement
Seven practices identified clinician engagement, and 5 identi-
fied staff engagement in the improvement process as impor-
tant for success. Practices engaged clinicians and staff in mul-
tiple ways including competition and celebration of success. 
Leaders promoted clinician and staff engagement by empha-
sizing shared goals regarding improved clinical outcomes.

7. Accountability
Seven practices identified management of staff accountability 
for completing processes as important. Five practices required 
staff to meet process targets. Four practices monitored staff 
performance of processes. Accountable processes included 
evaluation of registry reports, monitoring clinical perfor-
mance scores, and checking that patient behavior change was 
sustained over time.

8. Leadership
Five practices identified local and/or organizational leadership 
or diabetes champions as important. Leadership was noted 
to play an important role in enhancing clinician and staff 
engagement, setting priorities, and promoting awareness and 
accountability.

Table 2. Code Counts Extracted During Interviews That Identified Change Management Strategies Important for 
Improving Diabetes Care

Change Management Strategy

Practice
No. of 

Comments
No. of 
ClinicsA B C D E F G H I J

Clinician and staff engagement 2 2 4 6 1 4 4 23 7

Accountability 5 4 1 2 2 2 1 17 7

Performance awareness 1 2 1 2 3 1 1 1 4 16 9

Staff education 3 1 2 1 7 4

Reminders 1 1 1 3 3

Effective care teams 1 6 2 4 2 1 2 2 2 22 9

Engaged leadership 2 2 1 3 1 9 5

Quality-improvement activities 1 1 5 1 1 9 5

Standardization as a QI strategy 9 3 5 3 2 4 5 4 1 4 40 10

Documentation 1 1 1 3 3

Patient expectations 1 1 1 1 4 4

Health care organization support 3 1 2 1 1 4 3 3 18 8

Population-based reporting 1 2 1 1 3 1 1 3 13 8

QI = quality improvement.
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9. Quality-improvement activities
Five practices identified organizational structures responsible 
for managing the change process. Three practices relied on 
quality improvement meetings to track change, whereas oth-
ers used huddles or small teams.

Care Management Themes
All care management themes identified as important for 
improving diabetes care are shown in Table 3. Selected 
quotes are shown in Supplemental Table 3. The 3 
themes recognized by more than half of the practices are 
described below.

1. Proactive Outreach
Proactive outreach was defined as any approach initiating care 
outside of a diabetes care visit. Proactive care was identified 
by 10/10 high-performing practices as important for improv-
ing diabetes care delivery. It was mentioned more often than 
any other CMP and was commented on an average of 2 to 
3 times during each interview. Proactive outreach included 
actively contacting patients who needed testing, medication 
changes, or appointments. Most practices (8/10) reported 
evaluating diabetes registry reports to identify when to reach 
out and inform patients of care needs and/or deficiencies in 
current targets. Outreach included contact by telephone, mail, 
e-mail, and web-portal messages to individual patients who 
were missing a targeted diabetes performance goal.

2. Enhancing the Patient Relationship
Eight practices focused on enhancing the patient relationship 
primarily by increasing the frequency and quality of interac-
tions using telephone calls, letters, or electronic communica-
tion. Practices characterized the practice relationship with 
patients as particularly involving the clinicians (2/8), the care 
team (4/8), or both the clinician and the care team (2/8). A 
better relationship with the patient was perceived as essential 
in establishing the patient trust necessary to promote adher-
ence to behavioral change recommendations. Long-standing 
relationships with patients were seen as particularly important 
for improving diabetes performance measures.

3. Previsit Planning
Six practices identified previsit planning as important. A form 
of proactive care, previsit planning was defined as planning to 
use an upcoming appointment as an opportunity to address 
needed diabetes care. Previsit planning usually involved gen-
eration of a physician or staff reminder to ensure that diabe-
tes care requirements were addressed during a patient visit for 
another reason.

Barriers to Performance Improvement
Barriers were infrequently identified by these high-perform-
ing practices. No single barrier was noted by >4 practices. 
The identified barriers are shown in Table 4. Four prac-
tices identified staff and clinician turnover as a barrier by 

Table 3. Code Counts Extracted During Interviews That Identified Care Management Themes Considered Most 
Important for Improving Diabetes Care

Care Management Theme

Practice
No. of Key 

Quotes
No. of 
ClinicsA B C D E F G H I J

Proactive approach to care 2 2 4 1 4 4 2 1 2 3 25 10

Patient relationship/interaction 1 3 8 3 3 3 3 3 27 8

Previsit planning 2 2 2 3 1 3 13 6

Patient education 2 1 1 4 3

Intensifying activities 1 1 1

Priority 1 1 1

Table 4. Code Counts Extracted During Interviews That Identified Barriers to Improving Diabetes Care

Code Label

Practice
No. of Key 

Quotes
No. of 
ClinicsA B C D E F G H I J

Health care organization 1 1 2 2

Social determinants of health 1 1 1 3 3

Community resources 1 2 3 2

Turnover 1 1 1 1 4 4
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diminishing the relationship with patients and compromising 
the experience and training of the care team. This ultimately 
decreased the practice’s ability to provide outreach and 
motivate behavioral change. Three practices identified the 
challenge of providing high-quality care to patients with eco-
nomic or social barriers. These practices identified the value 
of integrating community resources, but no practice reported 
having a good system for systematically identifying social or 
economic needs or integrating community resources.

DISCUSSION
This qualitative study provides evidence that high-perform-
ing primary care practices share a similar perception of the 
change management strategies that are important for success 
during performance-improvement activities for diabetes. All 
selected practices shared outstanding performance. Despite 
never working together, 9 change management strategies 
were independently identified by more than half of the prac-
tices as important for successful implementation of practice 
change. Although the same strategies were commonly identi-
fied, no single practice identified all 9 strategies.

The strategies represent methods of managing core ele-
ments of a practice as described in the National Demonstra-
tion Project.24 This includes the management of resources, 
organizational structure, and functional processes. Other 
strategies identified provide methods of managing leadership 
and engagement and more closely address constructs defining 
adaptive reserve.25

Variation in the core elements of practice could be 
expected to contribute to implementation differences. 
Change management strategies that address core practices 
around resources, organizational structure, functional pro-
cesses, and adaptive reserve offer a plausible pathway for 
enhancing adoption of practice improvement initiatives. 
Because the strategies identified by these practices were not 
developed from a particular approach to improvement, they 
suggest an approach to change management that potentially 
has broader applicability beyond diabetes improvement. The 
strategies highlighted by the practices were successful across 
a variety of improvement approaches.

The identified change management strategies are not 
goals to accomplish and do not lend themselves to estab-
lishment of simple metrics; however, together they provide 
a perspective for how successful practices manage change 
during performance improvement. A review of these perspec-
tives might help practices identify strengths and weaknesses 
in their own approach to change management during prac-
tice improvement activities. Quality improvement initiatives 
might consider further evaluation of change management 
strategies that are commonly considered important for suc-
cessful performance improvement.

Standardization of diabetes care management processes 
was the only strategy identified by all practices. All prac-
tices defined a uniform process to address the challenges of 

managing complex disease in a busy clinical setting. Stan-
dardization has been credited with providing a pathway for 
quality care improvement.26,27 Standardized work was noted 
to clarify roles and simplify interactions between staff. It also 
provided greater flexibility and efficiency in staffing a group 
practice. Staff absences were noted to be more easily man-
aged when roles and tasks were well defined and accountabil-
ity was clarified. Performance awareness, staff and clinician 
engagement, and accountability are 3 themes that have been 
recognized in the Harvard Business Review as counteracting 
a disconnection between personal and organizational perfor-
mance.28 Most practices identified each of these as important 
for supporting practice performance improvement. Qual-
ity improvement activities were identified as providing an 
organizational approach to track implementation of change. 
Although quality improvement teams were not always identi-
fied, most practices implemented organizational activities to 
manage the change process.

Additional important strategies provided direct support 
for providing proactive care. Providing an expanded care 
team and the creation of better reporting systems were seen 
by practices as important for expanding the capability of 
the practice to reach out to patients who needed additional 
support. Expanding the care team might include task delega-
tion or increasing personel.29,30 A 2020 study in 4 states (24 
health care systems) demonstrated the necessity of using 
health information technology to improve performance.31 In 
the present study, practices described using reports to imple-
ment a review of systematically collected data that resulted 
in targeted telephone calls, e-mails, web-portal notifications, 
or letters to patients. Nearly all practices used reporting 
systems to support previsit planning, ensuring that recom-
mended care was offered when a patient visited the practice 
for another reason. Although a better reporting system was 
seen as necessary for care delivery, it was not considered suf-
ficient. Good reporting systems still required someone on the 
care team to spend time working with the reports to initiate 
proactive care activities. Expanded care teams were used 
to review reports, and organizational improvement teams 
tracked performance. Engaged leadership and the health care 
organization were identified as providing valuable administra-
tive direction. Leadership contributed primarily by increasing 
awareness of performance measures, promoting engagement, 
providing accountability, supporting education, and engaging 
additional organizational resources and expertise.

In addition to similar perspectives on how to manage 
change, the practices shared perspectives on what processes 
should be targeted. Three main care management themes 
were identified, suggesting a similar focus between the 
practices on what was necessary. The delivery of proactive 
care was identified by all practices as essential for improv-
ing diabetes care. Proactive patient outreach has previously 
been identified as the most important approach for achieving 
and maintaining high-quality diabetes outcomes by high-
performing practices.17 Previsit planning is a form of proactive 
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care that allows for opportunistic care to be provided when 
the patient visits the practice for another reason. Practices 
implemented previsit planning by reviewing upcoming 
appointments to flag care that might otherwise be missed dur-
ing the visit. The importance of proactive care is consistent 
with previously published work identifying care management 
processes that distinguish high- from low-performing prac-
tices.15,17 Improving the patient relationship was the third care 
management theme identified by most practices. A strong 
patient relationship has previously been identified as impor-
tant for patient-centric diabetes care.32,33 The common focus 
on improving patient relationships underscores the perception 
in the practices that good patient relationships contribute 
directly to better diabetes outcomes. Establishing a strong 
relationship was acknowledged as important for enhancing 
patient adherence to recommendations and promoting behav-
ioral change. The identification of the above themes supports 
the findings of previous work identifying differences between 
high- and low-performing primary care practices in the provi-
sion of diabetes care.17

This qualitative study has several limitations. Although 
high-performing practices report change management strate-
gies as important, whether the strategies identified are neces-
sary or sufficient in any particular practice was not addressed 
by the analysis. All practices wanted to increase proactive 
care, and interpretation should be limited to practices with 
this goal. Although the sample was geographically limited to 
practices serving Minnesota, substantial variation in perfor-
mance exists across Minnesota. Minnesota practices use the 
same delivery models adopted across the county. Given that 
practice performance was statistically controlled for race, 
ethnicity, and income, it is unlikely that these known bar-
riers would be identified during the analysis. Because only 
high-performing practices were selected, common barriers 
to care delivery that influence performance were unlikely to 
be identified.

CONCLUSIONS
High-performing primary care practices share a common 
perspective regarding the change management strategies they 
consider important for successful implementation of change 
during diabetes performance improvement activities. These 
strategies focus on the management of core elements of the 
practice including resources, organizational structure, func-
tional processes, and adaptive reserve. Implementing a stan-
dardized process of care during patient-initiated encounters 
helped to address the complexity of diabetes care, whereas 
staff engagement, performance awareness, and account-
ability promoted alignment of personal and organizational 
performance. Engaged leadership and organizational support 
increased awareness, engagement, and accountability. High-
performing practices also shared a similar approach to diabe-
tes care delivery, focusing on proactive outreach to patients 
not in clinic and opportunistic care delivery for patients in 

clinic, to deliver recommended clinical services. Finally, high-
performing practices focused on improving patient relation-
ships to improve adherence to recommendations and promote 
behavioral change.

 Read or post commentaries in response to this article.
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