
ADA RECOMMENDED STRATEGIES2

•  Align care with components of the Chronic 

Care Model to ensure productive healthcare 

professional–patient interactions.

•  Care systems should support team-based care, 

community involvement, patient registries, and 

decision support tools.

•   Treatment decisions should be timely and follow 

evidence-based guidelines that are tailored to 

individual patient needs.

•   A patient-centered communication style that 

addresses patient preferences, literacy and 

numeracy, and cultural barriers, should be employed.

Successful transition from inpatient to outpatient  
care is critical for the management of T2D3  

•  Understand the patient’s daily life, including the living situation postdischarge

•  Identify comorbidities before and at time of hospitalization

•  Set goals for therapy and select antihyperglycemia regimen

•  Provide nutritional counseling and recommendations for physical activity

While improvements have been made 
in the number of patients achieving A1C 
goals, only 50% of patients achieved 
a goal of <7% in 2007-2010.1 Effective 
coordination of care may impact the 
delivery of optimal care for patients with 
type 2 diabetes (T2D). The American 
Diabetes Association (ADA) has 
recommended strategies to help ensure 
continuity of care for patients with T2D.2

People with diabetes are at high risk of complications at the time of discharge2 

•  Discharge planning should begin upon admission2,4 

The Agency for Healthcare Research and Quality recommends the following  
for discharge plans5:

•  Medication reconciliation

–  Ensure the safety of any new prescription and that no chronic medication was stopped.

•  Structure discharge communication

–  Communicate medication changes, tests, and follow-up needs to outpatient physicians.

– Transmit discharge summaries to primary physician.

–  Schedule outpatient follow-up prior to discharge to help ensure patients keep appointments.

Ongoing patient engagement is vital to effective care coordination

Throughout the continuum of diabetes care, opportunities exist to provide effective care coordination and 
maintain patient engagement. Since hospitalization can be common in patients with diabetes, the efficient 
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Weeks Postdischarge

Recommended
follow-up visit9

1

ADA-recommended
follow-up visit2

4

Average time 
to follow-up

visit

Outpatient visit

Acute
care visit

6 7 12

Opportunities in care coordination can improve diabetes care and reduce costs.2,10,11  
 Effective transitions of care and ongoing patient engagement can reduce risk at hospital 
discharge and improve patient self-management.2,12
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transfer of care from the inpatient to outpatient setting may help to maintain appropriate diabetes care.

The continuum of diabetes care

• Effective inpatient care can improve hospital outcomes in diabetes6-8

•  Improved outcomes can reduce health service utilization and hospitalizations7

•  Integrated outpatient care works with a goal of achieving good glycemic control7

•  Patients who are lost to follow-up have more severe hyperglycemia and are at greater  
risk of complications8 

Postdischarge follow-up presents opportunities to improve care coordination

•  Healthcare reform provisions promote patient follow-up visits to an appropriate  
physician within the first week following hospital discharge9

•  The ADA recommends a follow-up visit with a primary care provider, an endocrinologist,  
or a diabetes educator within one month of discharge2

The length of time between discharge and recommended follow-up visit vs actual  
follow-up visit for patients with diabetes discharged from a municipal hospital*9

* A retrospective analysis conducted in 2001 of records for 658 patients from one municipal hospital to examine the pattern of immediate 
postdischarge visits and patient characteristics. 
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This information has been developed by Janssen Pharmaceuticals, Inc., and made widely available to support patient and provider education.

CarePath Healthy Engagements is a comprehensive program designed to help improve the lives of people
living with type 2 diabetes and assist those that care for them. CarePathHealthyEngagements.com

CarePathHealthyEngagements.com
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