
 
 

GIM Enhanced Care- Diabetes Program Flow Diagram 

 

Patient Identified with Diabetes 

Type 1 
Referral to Endocrine Type 1 or Type 2 Diabetes? 

 

Type 2 

Enroll UNC General Internal 
Medicine Diabetes Care 

Program  

Yes 

Refer to Endocrine 

Patient Agrees to Referral 
No 

Clinical Assessment 

A1C, BP, Statin* and ASA Utilization, 
Depression Screen, Smoking Status, 

& Global Assessment 

High Risk** 
Risk Score of 6 or more 

 
A patient with any of the following: 

A1C > 8.5% 
OR 

BP > 160/90 
OR 

Global Assessment Poor 
OR 

No ASA or Statin 

Moderate Risk**
Risk Score of 3 to 5 

 
A patient with any of the following: 

A1C 7.5 to 8.5% 
AND 

BP > 140-160/85-90 
AND 

Global Assessment Fair 
 

Low Risk
Risk Score of < 3 

 
A patient with any of the following: 

A1C < 7.5% 
AND 

BP < 140/85 
AND 

Global Assessment Good 

Patient Care Plan 
All new or recent onset patients are encouraged to 
attend our group class. 
 
1. Bimonthly CDE visits (Medical Intervention). 
2. Intense medication management. 

a. If not on ASA, start. 
b. If not on Statin, start. 

3. Program Assistants present at every PCP 
visit. 

4. Target 3 RD MNT‡ visits per year. 
5. Yearly Nutrition class referral. 
6. Monthly to biweekly phone follow-up. 
7. Toll-Free telephone access and after hours 

nurse support. 
8. Automated lab ordering and interpretation 

Stepped-Care Stratification 

Patient Care Plan
All new or recent onset patients are encouraged to 
attend our group class. 
 
1. Quarterly CDE visits (Medical Intervention). 
2. Intense medication management. 

a. If not on ASA, start. 
b. If not on Statin, start. 

3. Program Assistants present at most PCP 
visits. 

4. Target 3 RD MNT‡ visits per year. 
5. Phone follow-up as needed. 
6. Toll-Free telephone access and after hours 

nurse support. 
7. Automated lab ordering and interpretation 

Patient Care Plan
All new or recent onset patients are encouraged to 
attend our group class. 
 
1. CDE visits per request (Medical Intervention). 
2. Program Assistants present at PCP visits per 

request only. 
3. RD MNT‡ as needed. 
4. Passive medication management. 
5. Quarterly phone follow-up. 
6. Toll-Free telephone access and after hours 

nurse support. 
7. Automated lab ordering and interpretation 

Continuous Clinical Reassessment 

GIM EC-DP Staff^ 
 

• Supervising MD (0.1 FTE) 
• Mid-Level Providers 

o PharmD/CDE (0.5 FTE) 
o NP/CDE (0.5 FTE) 
o RD (1 FTE) 

• Program Coordinator (0.75 FTE) 
o Responsible for day-to-day 

operations of program and 
patient follow-up/education 

• Program Assistant (2.8 FTE) 
o Responsible for day-to-day 

patient follow-up/education 
• Administrative Assistant (0.5 FTE) 

o Scheduling, triage, other 
administrative tasks 

 
^FTE/Staff may be altered with contracts. 

Limited clinical intervention if 
followed by Endocrine. 

Periodic quality and clinical 
assessments are performed.  

A risk score is generated by algorithms within CIPHER™. 
 

These calculations occur in real-time and stratification 
drives programatic intervention. 

*All patients with Diabetes over age 39 who are not 
currently taking a Statin and have a Total 
Cholesterol over 135 mg/dl. 
**Automatically categorized as Moderate to High 
Risk if not on a Statin and ASA. 
‡ Medical Nutrition Therapy. 
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