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Over 24 million people in the U.S. are  diagnosed 

with Type 2 Diabetes Mellitus (DM: CDC, 2012). 
 

 Uninsured and low income patients with DM face 

barriers to access care because of cost and lack of 

comprehensive primary care 
 

 Transforming safety net clinics to adopt Chronic 

Care Model (CCM) can effectively reduce gaps and 

cost 

Since 1960s, safety net clinics have provided health 

care to uninsured patients. Although safety net clinics 

are vital to the uninsured population with chronic 

diseases, research is limited on patients’ outcomes in 

managing Type 2 DM as a chronic disease  

  U.S. cost of diabetes care rose from $132 billion in 

2002 to $174 billion in 2007 (CDC, 2011).  
 

 People with diabetes spent 2.3 times more for 

health care than those without diabetes 
 

Georgia, 36% of the population are uninsured 
 

Gaps in chronic care management: 

  rushed providers, lack of coordinated care, 

limited follow-up, inadequate training of patient 

and staff. (Lemberg, 2009).   

 Evaluate the effectiveness of non-profit safety net 

clinic in NW Georgia  management Type 2 DM - 

analyze clinical biomarkers, patients’ perspectives 
 

 This also fulfilled  clinical research requirement of 

the Doctor of Nursing Practice (DNP) degree at 

Georgia Southern University.  

Are there changes in the measurements of 

glycosylated hemoglobin (A1c) levels, low density 

lipoprotein (LDL) cholesterol levels,  blood pressure 

(BP) levels in12 month period, in uninsured with 

Type 2 diabetes?  
 

Hypothesis: There are no changes in biomarkers 

from first and last quarters of 2011.  
 

What are the perceptions of uninsured patients with 

Type 2 DM using CCM: quality of care received, 

barriers experienced, priority issues encountered, 

knowledge of effective management of  Type 2 DM?  
 

Based on findings, what gaps and interventions will 

improve self-care of patients in diabetes program at 

safety net clinic? 

Sample: Quantitative & Qualitative 

Part 1, (n=322) patients with Type 2 DM, > age 18 

for the analysis of  biomarkers (A1c, LDL, BP) with 

>2 repeated biomarkers in year 2011.  
 

Part 2, (n=30), convenience sample of patients 

with type 2 DM attending the clinic during May-

June, 2012.  
 

Research conducted at safety net clinic in NW 

Georgia 
 

Procedures:  

Patient biomarker measures A1c, LDL, and BP 

(n=322) retrieved from electronic medical record 

from 1st& 4th quarters of 2011 for retrospective 

analysis. 
 

Patient survey administered to convenience 

sample (n=30) to assess the patients’ current 

knowledge, satisfaction, and perception of care 

received at the safety net clinic. Focus: Quality of 

care, barriers experienced, priority issues, and 

knowledge of DM management 
 

Data Analysis:  

Descriptive statistics - frequencies, percentages, 

means, standard deviations, and confidence 

interval (CI). 
 

Parametric analysis: Paired t-tests assessed 

significant differences in the means of recorded 

values of A1c, LDL and BP over 2 time periods. 

Statistical significance p < 0.05. 

 Retrospective Study Demographics (n=322): 

Hispanics (48.1%), Blacks (28%), White (20.2%), 

Asians (1.9%) Other (1.9%); Males (33%), 

Females (67%)  
 

Survey Demographics (n=30):  

 Hispanic (30%), White (36.7%), Black or African 

American (33.3%); Males (33%), females (67%).  
 

Results suggest patients with Type 2 DM enrolled in 

the clinic in 2011 showed significant reduction in 

A1c, LDL, BP from the first and the last quarters.  

Table 3 

Paired Difference of Samples Test between first and fourth quarter  test results of biomarkers 

 Paired Samples Test 

Paired Differences 

t df 

Sig. 
(2-

tailed) 

Mean 
Std. 

Deviation 

Std. 
Error 
Mean 

95% 
Confidence 

Interval of the 
Difference 

Lower Upper 

Pair 1 change 
as in Table 2 
and spacing 

Hemoglobin 
A1c first test 
result. 
Hemoglobin 
A1c last test 
result. 

.3757 1.2123 .0690 .2400 .5114 5.448 308 .000 

Pair 2 LDL first test 
result. 
LDL last test 
result. 

7.070 23.827 1.450 4.215 9.925 4.876 269 .000 

Pair 3 BP first test 
– systolic.   
BP last test-
systolic. 

5.953 17.044 .957 4.069 7.836 6.218 316 .000 

Pair 4 BP First Test 
– Diastolic. 
BP Last Test 
– Diastolic. 

2.883 8.954 .503 1.894 3.873 5.733 316 .000 

 
 
Sig. p < .001 

Most patients stated satisfaction with care obtained 

at the clinic but survey demonstrated that 

 57% did not know their last A1c measure 
 

 57% did not know their last BP reading 
 

 87% did not know their last LDL measure 
 

 47% of respondents never attended diabetes 

classes 
 

 70% of respondents had not attended the on-site 

diabetes support group 
 

 Most patients reported struggling with food 

management, exercise, medication knowledge 

and unawareness of community resources 
 

Most patients were from low socio-economic status 

and diverse ethnicity, i.e. Hispanics, Black and 

Whites 

 

This non-profit safety net clinic is making a 

difference in the patients’ outcomes with reduction in 

biomarkers although no specific interventions could 

be linked to outcomes 
 

Major areas of concern from patient survey were:  

 Lack of knowledge of self-care behaviors in 

diabetes management  
 

 Lack of collaboration of interventions between 

providers and patients 
 

 Lack of evidence-based interventions in self-care 

management and patient-centered health care 
 

 Minimal knowledge and access of community 

resources  
 

Chronic Care Management areas to focus on: 

 Patient self-care knowledge and skills to achieve 

sustained compliance with diabetes care. 

 Providers’ coaching of patients toward Type 2 

DM self-care using motivational interviews 

 Organization adoption of CCM and providing 

tools to improve patients’ outcomes 

 Increased patient awareness and access to 

community resources.  

The DNP prepared advanced practice nurse (ANP)  

Provides transformational leadership in chronic 

disease management 
 

Leads inter-professional team in organization design 

using CCM to address complex health care needs of 

uninsured patients with Type 2 DM and other chronic 

diseases. 

From this research study, the recommendations 

developed in collaboration with the clinic’s 

administrator were for incremental changes: 

 Creation of patient report card “ABCs of Type 2 

Diabetes Management” - promote patient’s active 

participation 
 

 Use of motivational interviewing technique by 

providers 
 

 Track areas of non-compliance – rate of timely 

pick-up of diabetes prescriptions at in-house 

pharmacy 
 

 Education in community resources and access 
 

 Regular outcomes evaluations 

Safety net clinic is filling the wide gap in health care 
 

Patients with Type 2 DM need empowerment in self-

care behaviors. 
 

Providers need training in chronic care management 
 

DNP prepared Advanced Practice Nurses can lead 

changes to transform the management of type 2 DM 

as a chronic disease 
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