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• 10% of people with SMI have diabetes
• Only 1/3 of people with these 

coexisting conditions receive a 
diagnosis and treatment

• Relationship is bidirectional: having 
diabetes increases the risk of mh
disorders and having mh disorders 
increases the risk of diabetes

Cook, 2017
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Scope of the Problem

Melville, 2014; 
Dixon & Wohlheiter, 2003 
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• Enhance adherence to ADA standards of 
care by improving care delivery and 
coordination

• More effectively link patients to specialty 
care in accordance with ADA standards

• Tailor patient education & promote 
diabetes self-management

• Develop new treatment/service resources
• Monitor health indicators and outcomes 

over time

Project Purpose
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DIABETES & SMI

Multiple complex mechanisms 
underlie the association between 
diabetes mellitus and SMI; these 
mechanisms include: 
• Genetic
• Environmental
• Disease-specific factors
• Treatment-specific factors.
Although antipsychotics are the 
mainstay of treatment in SMI, a 
causative link, albeit of uncertain 
magnitude, seems to exist 
between antipsychotics and 
diabetes mellitus. 

Nat Rev Endocrinol. 2015 Feb;11(2):79-
89. doi: 10.1038/nrendo.2014.203. 
Epub 2014 Dec 2.

DIABETES & DEPRESSION

Shared biological and behavioral 
mechanisms, such as 
• Hypothalamic-pituitary-adrenal 

axis activation 
• Inflammation
• Autonomic dysfunction
• Sleep disturbance
• Inactive lifestyle
• Poor dietary habits
• Environmental & cultural risk 

factors
are important to consider in 
understanding the link between 
depression and diabetes.

Diabetes Care 2014 Aug; 37(8): 2067-
2077. http://dx.doi.org/10.2337/dc13-
2134

SHARED MECHANISMS?
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Intervention

Electronic Diabetes Registry
 Real-time tracking & reporting of adherence to 

ADA standards of care
Patient Education

Creating & using tailored diabetes education 
resources

Care Coordination
 Linking clients to mandated specialty care 
 Educating pts re: diabetes & self-management
 Enhancing coordination between PCP & MH 

clinicians

Online Diabetes Toolkit 

http://www.cmhsrp.uic.edu/health/diabetes-
library-home.asp

*http://www.cmhsrp.uic.edu/health/medical_home_registry.asp



 One electronic database 
with data from multiple 
sources to inform complex 
disease management

 Immediate focus on 
managing chronic disease 
at patient, clinic & 
population level

 Useful to multiple parties 
(clinicians, patients, 
administrators) to facilitate 
care delivery 

Why a Registry?

(Ortiz, 2006)
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Sample Patient Specific Registry Report
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Sample
Patient 
Report
Card

Diabetes Report Card









Sample 
from 
Patient 
Education
Library



Study time frame

Pre-
Intervention

Period
24 months

April 1, 2010 – March 31, 2012

Implementation
Period 

Intervention
Introduction
12 months

April 1, 2012-March 31, 2013 

Follow-Up
Period

Full
Intervention
12 months

April 1, 2013-March 31, 2014



Background Characteristics of Registry 
Participants at Study Baseline*

Background Features Full Sample 
(N=179)

North Clinic
(N=88)

South Clinic
(N=91)

Male 66.5% 68.2% 64.8%

Race:   African American
White

Hispanic/Asian/Other             

61.8%
28.3%

9.8%

46.5%
40.9%
11.7%

77.0%**
14.9%

8.0%

Age (mean, SD) 51.22 (9.8) 52.46 (9.6) 50.0 (9.8)

Education:   < High School
High School Grad

Some College +

30.9%
41.9%
27.2%

25.3%
50.7%
20.9%

35.8%
34.5%
29.9%

Diagnosis: Bipolar
Depression

Schizoaff/Schizophrenia

19.0%
19.0%
62.0%

18.2%
21.6%
60.2%

19.8%
16.5%
63.8%

*Baseline = April 1, 2010
**At baseline, clinics differed significantly on race with a higher % of African Americans at south clinic (p<.05)



Clinical Outcomes Pre-Post Intervention

Quality
Measure

Nadir Value at 
Pre-Intervention 
Mean (SD)

Most Recent
Follow-Up
Mean (SD)

Independent T-Test
t, p-value

A1c 8.0 (2.4) 6.9 (1.7) 5.0, p<.001

LDL 107.4 (34.8) 89.4 (29.9) 4.9, p<.001

HDL 43.5 (14.5) 44.2 (13.0) 0.4, p=.682

Triglycerides 173.2 (116.2) 144.2 (84.8) 2.4, p=.015**

Total Cholesterol 182.0 (42.6) 165.4 (37.8) 3.6, p<.001

Cholesterol/HDL 4.5 (1.6) 3.9 (1.3) 3.5, p=.001

Triglycerides/HDL 4.4 (3.6) 3.4 (2.4) 2.7, p<.008***

Systolic BP 133.4 (19.7)  122.2 (17.4) 5.7, p<.001

Diastolic BP 85.0 (12.7) 77.0 (9.4) 6.8, p<001

Combined Clinic Comparisons of Pre- & Follow-Up Lab Values (N=179)*

*Pre-Intervention period = April 1, 2010 – March 31, 2012; Follow-Up period = April 1, 2013 – March 31, 2014 
**In sub-analysis, statistically significant decrease in triglycerides was present for only the North clinic
***In sub-analysis, statistically significant decrease in triglycerides/HDL ratio was present for only the North clinic



Clinical Outcomes for Patients with Very 
Poor Pre-Intervention Lab Values

Clinical Standards
Nadir Value at 
Pre-Intervention 
(%)

Most Recent
Follow-Up 
(%)

Paired T-Test
t, p-value

A1c>=10% (N=33) 12.2% 8.6% 6.84, p<.001

LDL>=160 (N=15) 177.1 126.7 5.46, p<.001

Total Cholesterol >=240 
(N=14)

271.2 189.2 6.32, p<.001

Systolic BP>=160 (N=19) 170.8  133.7 8.82, p<.001

Diastolic BP>=100 (N=23) 105.6 82.8 8.42, p<001

Patient-level Within-Subjects Comparison of Pre- & Follow-Up Lab Values 



Pre-Post Comparisons of Diabetes 
Responder Rate: Meeting 3 ADA Standards

A1c<7, LDL<100 and BP<140/90*

Nadir Value at 
Pre-Intervention 
(%)

Most Recent
Follow-Up (%)

Paired T-Test
t(DF), p-value

Responder
Rate

9.2% 39.2% 7.23(152), 
p<.001

Patient-Level Within-Subjects Comparison of Pre- & Follow-Up Responder Rates (N=128 pairs)

*Yu, G. C., & Beresford, R. (2010). Implementation of a Chronic Illness Model for Diabetes Care 
in a Family Medicine Residency Program. Journal of General Internal Medicine, 25(Suppl 4), 
615–619. doi:10.1007/s11606-010-1431-9



Pre-Post Changes in Completed 
Specialty Care Appointments (N=179)

Type of Care
Completed Referrals 

During 
Pre-Intervention

% (N)

Completed Referrals
During Follow-Up

% (N)

Chi-Square
p-value

Dental 3.5 (6) 16.8 (29) 16.815, p<.001

Optometry 23.1 (40) 33.3 (58) 4.464, p=.023

Podiatry 17.2 (30) 27.6 (48) 5.354, p=.014

Care coordination was effective in helping to improve the specialty care referral 
completion rate. Between the pre-intervention and follow-up time points: 

 completed dental referrals increased by 380%
 completed optometry referrals increased by 44%
 completed podiatry referrals increased by 60%
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Observations
 Disease registries can focus immediate attention on the needs 

of patients who most require intensive & coordinated care

 Integrated patient education, health literacy, and illness self-
management training are 3 critical promotion and prevention 
approaches 

 Care coordination can enhance medical & behavioral health 
management while promoting adherence to standards of care

 Usefulness of easily accessible patient education materials 
geared to the needs of people with serious mental illness
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