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Abstract
Background—Despite the availability of expert guidelines and widespread diabetes quality
improvement efforts, care of patients with diabetes remains suboptimal. Two key barriers to care
that may be amenable to informatics-based interventions include (1) lack of patient engagement
with therapeutic care plans and (2) lack of medication adjustment by physicians (“clinical inertia”)
during clinical encounters.

Methods—The authors describe the conceptual framework, design, implementation, and analysis
plan for a diabetes patient web-portal linked directly to the electronic health record (EHR) of a
large academic medical center via secure Internet access designed to overcome barriers to
effective diabetes care.

Results—Partners HealthCare System (Boston, MA), a multi-hospital health care network
comprising several thousand physicians caring for over 1 million individual patients, has
developed a comprehensive patient web-portal called Patient Gateway that allows patients to
interact directly with their EHR via secure Internet access. Using this portal, a specific diabetes
interface was designed to maximize patient engagement by importing the patient's current clinical
data in an educational format, providing patient-tailored decision support, and enabling the patient
to author a “Diabetes Care Plan.” The physician view of the patient's Diabetes Care Plan was
designed to be concise and to fit into typical EHR clinical workflow.

Conclusions—We successfully designed and implemented a Diabetes Patient portal that allows
direct interaction with our system's EHR. We are assessing the impact of this advanced
informatics tool for collaborative diabetes care in a clinic-randomized controlled trial among 14
primary care practices within our integrated health care system.
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Introduction
TYPE 2 DIABETES is a complex chronic disease that requires effective collaboration between
physicians and patients to achieve evidence-based goals of care. Despite the availability of
expert guidelines and widespread diabetes quality improvement efforts, however, care of
patients with diabetes remains suboptimal.1 Shortfalls in diabetes care have been
documented in the areas of testing frequency, preventive services, medication initiation and
adjustment, medication adherence, and control of glycosylated hemoglobin (HbA1c), low-
density lipoprotein (LDL)-cholesterol, and blood pressure levels.2–7

Given the clinical complexity and data-intensive nature of diabetes management, informatics
applications have been heralded as a means to improve diabetes care.8,9 In medical systems
with advanced informatics infrastructures, much work to date has focused on physician-
oriented electronic health records (EHRs) with computerized clinical decision support and/
or clinical care reminders10–12 and on population management using computerized disease
registries.13,14 Patient-focused web applications for education, peer-to-peer support, and
medical advice have also been developed. However, these patient portals have generally not
been linked directly to the EHRs used by the patients' physicians and have had a relatively
modest impact on care.15–19

A patient web-portal that can draw the patient's clinical data directly from the ambulatory
EHR and, in turn, link the patient back to his or her primary care physician (PCP) via the
EHR represents a novel mechanism for engaging patients in their care and augmenting
traditional visit-based medicine.20 Such a system also has the potential to overcome many of
the current barriers to effective diabetes care. Partners HealthCare System, a large integrated
health delivery system in Boston, MA, comprising several thousand physicians caring for
over 1 million individual patients, has developed a comprehensive patient web-portal called
Patient Gateway that allows patients to interact in a limited manner with their electronic
medical record via secure Internet access.21,22 Patient Gateway is currently available to over
150,000 patients in 14 primary care clinics within our system. In this report, we describe the
conceptual framework, design, implementation, and evaluation plan for a Diabetes Module
to be integrated into Patient Gateway.

Conceptual Framework
Wagner et al.23 and Bodenheimer et al.24 have proposed the Chronic Care Model as a
framework for interventions directed towards chronic diseases such as diabetes. In this
model of care, an informed and prepared patient is the central figure of the care team. Based
on this model, we designed our Diabetes Collaborative Care module to directly address two
key barriers to care: (1) lack of patient engagement with therapeutic care plans and (2) lack
of medication adjustment by physicians (“clinical inertia”) during clinical encounters.

Lack of patient engagement
A central theme of chronic disease management is the critical role of patient self-care.25,26

Prior research has shown that increased diabetes education results in improved self-care
behaviors and improved disease-related outcomes.27,28 In one seminal study, Greenfield et
al.29 used “pre-visit activation” (e.g., personally coaching patients with diabetes on how to
address care issues with their physician) to improve diabetes-related outcomes. Similarly, in
a 4-year randomized controlled trial, Rachmani et al.30 found that actively encouraging
intervention patients to participate in their care by providing detailed clinical data resulted in
significantly lower HbA1c, blood pressure, and lipid levels compared with control patients.
While these studies are encouraging, the sustainability of such labor-intensive interventions
is uncertain.
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Other studies have found that patients are often unaware of their diabetes control. One
survey of 686 health plan members with diabetes who had an HbA1c test in the prior 6
months found that 66% of respondents did not know their result and another 10% were
incorrect in their estimate.31 A similar study of patients with hypertension found that 41% of
respondents did not know their blood pressure level.32 We found similarly low levels of
HbA1c, cholesterol, and blood pressure result awareness in a survey of current Patient
Gateway users in our system.33 Thus, there is evidence both for better diabetes control
among patients with greater knowledge of their current management status and for the broad
opportunity to improve diabetes knowledge given the current low prevalence of patient
awareness.

Lack of medication adjustment
Medication prescription is a key component of effective diabetes control. However,
medication changes are often not made during clinic visits despite the presence of elevated
risk factor levels. In a survey of 32 U.S. academic health center practices, we found that
dose or regimen changes were made at fewer than half of clinic visits among medically
treated patients with elevated HbA1c.3 For untreated patients with elevated blood pressure
or lipid levels, corresponding medications were initiated in fewer than 15% of visits. Others
have found similar evidence for clinical inertia in the management of diabetes.34–39

Although published trials of interventions to overcome clinical inertia are limited, one study
found that individual encouragement from other physicians reduced inertia.40 Another
recent study that compared computerized versus patient-delivered reminders to screen for
diabetes provided evidence that—if properly prepared and engaged in care—patients
themselves may be effective catalysts for changing clinical care processes.41 We
hypothesized that a patient web-portal designed to encourage patients with elevated risk
factor levels to discuss corresponding medication initiation or dose adjustment would help
reduce clinical inertia and thereby improve diabetes-related clinical outcomes.

Key Design Elements: Form
In designing the Diabetes Collaborative Care web-portal, we sought to specifically address
the problems of patient engagement and clinical inertia by providing an interactive,
algorithm-driven interface with which an individual patient could review all elements of
ideal, evidence-based diabetes care as it applied to him- or herself. In going through this
interface, the patient would be able to “self-audit” his or her care and to specifically identify
areas of inadequate adherence and opportunities to modify his or her treatment plan. The
results of this self-audit would subsequently be shared with the patient's PCP at the next
(upcoming) appointment, thereby allowing an opportunity for the patient and PCP to discuss
the current care plan. More than simply educating patients, this process would also empower
them to understand and contribute to making changes in their care plan.

In this section we describe the design of (1) the patient interface within the web-portal and
(2) the physician's view of patient activities. In Key Design Elements: Function we discuss
the integration of the web-portal into our health system's EHR.

The patient's view
Two key goals of the design for the patient interface were (1) to organize the clinical data in
an educational format and (2) to enable patients to author a detailed, tailored Diabetes Care
Plan to share with their PCP.

The first major organizational division was to separate the three core diabetes-related
medically managed conditions (glucose control, blood pressure control, and cholesterol
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control) from the six behavioral or referral-associated goals (diet and exercise, smoking
cessation, anti-platelet agent, and eye and foot exam referrals) using a “tab” format (Fig. 1).

The three diabetes-related conditions were grouped into the “condition management” page,
which was organized using left-side markers for control of blood sugar, blood pressure, and
cholesterol. As the patient clicks on each of these three links, he or she is presented with all
the key data related to that condition on the central area of the page. For example, choosing
“Blood Sugar Control” brings together the patient's data regarding: HbA1c test result, test
date, HbA1c goal, and corresponding medication for HbA1c control. Coupled to each result
is “patient-centered decision support”—recommendations of what actions should be taken
(e.g., for out-of-date or elevated result). Finally, beneath each decision support item, patients
have the opportunity to check a box or fill in free text to add a concern or suggested
management change to their Diabetes Care Plan. The Diabetes Care plan authored by the
patient is the primary product of the module (Fig. 2).

Because medication management is key to risk factor control (and underlies the problem of
clinical inertia), we created a “Medication Module” to allow patients to view their EHR
medication list in order to make corrections, add new medicines, and report any medication-
specific adherence barriers or side effects. We then created a diabetes-specific medication
library that imported from the Medication Module to the Diabetes Module any medication
(and associated patient comments) used to treat each of the three diabetes-related conditions.
This organizational framework allowed us to specifically link medication names to their
corresponding treatment targets and to provide patients with a tailored view of their own
current care for a given condition (Fig. 1), thereby enabling tailored “patient-centered
decision support” focused on medication management. Thus, for patients with elevated risk
factor levels, the link with corresponding medications permits specific decision support
regarding medication increase (or initiation).

The behavioral/referral-related page was organized in a similar format, with the six areas
(diet and exercise, smoking cessation, antiplatelet agent, and eye and foot exam referrals)
listed along the left-hand panel of Figure 3. For each area, clinical data are imported from
the EHR where available, and decision support is provided to enable the patient to add to his
or her Diabetes Care Plan. Throughout both divisions of the module, individual
“Information Icons” link specific terms and concepts on the web page to corresponding
explanations provided by a commercial patient education content provider (Healthwise®,
Boise, ID).

Thus, as the patient works through the various sections of the diabetes module, he or she
learns about the current status of each element of his or her diabetes care and has the
opportunity to request that specific areas be addressed at the next clinical visit through the
mechanism of the semiautomated, self-authored Diabetes Care Plan.

The physician's view
In contrast to the patient view of the diabetes Patient Gateway, where the goals were to be
educational, explicit, and detailed, the priorities for the physician view in the EHR were to
be concise and to fit into existing workflow. To achieve these priorities, invitations for
patients to open a diabetes module are limited to those patients with an upcoming (within 3
weeks) appointment with their designated PCP. This approach ensured that physicians (who
receive no payment for non-visit care) would be able to address concerns raised by patients
in the context of a clinic visit rather than as “additional work” through a phone call or other
correspondence. Moreover, as part of registering for the Patient Gateway and consenting to
the research study, patients were required to specifically identify their PCP, which served to
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avoid sending completed Diabetes Care Plans to other physicians not directly involved in the
patients' diabetes care.

PCPs are made aware when a patient transmits a completed Diabetes Care Plan by the
presence of an alerting icon in the EHR. PCPs can then open the Diabetes Care plan—which
is reformatted as a concise list of specific management decisions and patient concerns (Fig.
4)—to review the contents, add physician comments, and save as a “Letter” in the EHR.
PCPs also have the option of importing the concise Diabetes Care Plan directly into a
physician progress note, thereby facilitating documentation.

Key Design Elements: Function
Patient Gateway, the basic patient portal that provides the infrastructure for the Diabetes
Module, is implemented using the Caché programming platform (InterSystems, Cambridge,
MA) and redundant Microsoft® (Redmond, WA) Internet Information Servers utilizing
HTML and Javascript-based page rendering. Realizing our design goals for a patient
diabetes portal within Patient Gateway required a system that could (1) read clinical data
from multiple sources (e.g., the hospital data repository, administrative demographic data,
clinic scheduling, the EHR), (2) store data entered by patients, and (3) interface directly with
the EHR for data capture (e.g., medications, problem lists), data transfer (e.g., patient-
generated Diabetes Care Plans), and shared clinical decision support and application logic.
A schematic overview of this information infrastructure is presented in Figure 4.

To effectively implement our diabetes portal application within our existing EHR, we
needed to effectively integrate (1) EHR and patient portal data, (2) EHR and patient portal
decision support, and (3) patient and clinician workflow.

Integration of EHR and patient portal data
Our design goal was to provide patients' control over their diabetes portal entries while
retaining clinicians' control over EHR data entries. Clinical data such as the medication list
and the most recent HbA1c and cholesterol results are displayed in the patient portal using a
real-time lookup service from the EHR, ensuring that patients have access to the same
information as the clinician. Patients are encouraged to correct any inaccuracies or
omissions they see, and are reminded that clinicians will review their Diabetes Care Plan at
(but not before) their next scheduled visit in the office.

When a patient accesses his or her Diabetes Module, an “EHR snapshot” of relevant clinical
data is copied into the module, which ignores any subsequent changes in EHR data while it
is being edited by the patient. The patient may determine if EHR data have changed since
they were copied into the diabetes module, and may elect to “refresh” the module with a
current EHR data snapshot if desired. This assures that a clinician can update clinical data in
the EHR regardless of patient portal activity.

Patient-submitted data are not stored in the EHR without clinician approval. Since clinical
judgment determines which information is accurate, relevant, and important to document,
clinicians are encouraged to review patient-submitted Diabetes Care Plan information. They
can document that information using new shortcuts placed in the EHR that permit clickable
updates to the medication list and allow the user to save a diabetes care plan as a note. Or,
they can type or dictate a note. Documentation is completely determined by the clinician,
since the EHR is not only the provider's record of care, but also serves financial, legal, and
administrative purposes as well. Certain diabetes module information is visible to the patient
after it has been updated in the EHR (such as medication lists), while other data are not
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(such as a diabetes progress note). Future system enhancements may make it possible to
release more chart information to the patient.

Integration of decision support services
Displaying EHR decision support directly to the patient was an important aim of the patient
diabetes portal design. Patients are offered a web page (available at any time) that relies on
EHR decision support services to determine if they have reached their goal in controlling
cholesterol, blood sugar, and blood pressure. Advice intended for the clinician is rewritten
for a less technical reader, the patient. Since EHR decision support systems are imperfect,
patients may be presented with information that disagrees with their clinician's judgment.
This was judged to be better than the alternative— avoiding showing the patient the same
decision support seen by his or her clinician. Decision support services from the EHR were
used with slight modifications for the patient portal [e.g., calculation for due/overdue status
of a test (HbA1c) was based on the future appointment date rather than the current date, as is
done in the EHR for the clinician].

Patient and clinician workflow
The system was designed with the following workflow parameters: (1) only one diabetes
module at a time can be open per patient; (2) a Diabetes Care Plan can only be submitted if
the visit still appears in the scheduling system; (3) once submitted, a Diabetes Care Plan link
appears near the patient's name on the provider schedule, even if the appointment time was
changed; and (4) patient submissions autoclose after 21 days of inactivity to permit future
Diabetes Care Plan creation. These rules were established to avoid having physicians receive
multiple care plans from a single patient, or care plans submitted without an appointment.
Our overarching goal was to be sensitive to physician concerns when introducing new
technology into routine clinical care in order to maximize ongoing physician participation.

Evaluation Plan
Because of ongoing quality improvement efforts within our institution that affect various
aspects of diabetes care, we felt that it was imperative to evaluate the impact of the diabetes
Patient Gateway in a randomized controlled trial (ClinicalTrials.gov identifier
NCT00251875). This study design allows us to measure the impact of the intervention
above and beyond temporal trends in care. Randomization will occur at the clinic level and
will involve 14 primary care practices across our health care system.

Identification of patients with diabetes is based on an algorithm using problem lists,
diabetes-specific medications, and HbA1c results >7.0%. Prior work has found 98%
specificity and sensitivity for this algorithm compared with a manual chart review gold-
standard (authors' unpublished data). The subset of eligible patients randomized to receive
the Diabetes Module will be invited via the Patient Gateway portal to sign a consent form,
specify the name of their PCP, and complete a baseline questionnaire. Clinical outcomes in
these patients will be compared with those in patients in the control clinics who have
registered for a Patient Gateway account but have not been provided access to the Diabetes
Module. Control patients will serve as active comparators in that they will receive a non–
diabetes-related intervention involving family medical history and (nondiabetes) preventive
services screening.

Diabetes-related study outcomes that we will be measuring include changes in the
proportion of patients with up-to-date testing for HbA1c, blood pressure, and LDL-
cholesterol; changes in HbA1c, blood pressure, and LDL-cholesterol levels; changes in
proportion of patients prescribed medications (or with increased doses of existing
medications) to treat the three conditions; and changes in proportion of patients prescribed
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anti-platelet agents, provided eye or foot exam referrals, or prescribed medications for
smoking cessation. We plan to perform an intention-to-treat analysis of all patients with
diabetes at study inception to compare changes between such patients in each of the two
study arms. Patients will be stratified by baseline treatment modality (diet-only, oral
medications only, any insulin). To address the clustering effects of clinic-level
randomization and of individual providers caring for multiple study subjects, we will use a
hierarchical statistical modeling technique when analyzing outcomes.

Implications
In this report we describe a web-based patient portal for diabetes management linked
directly to our system's ambulatory EHR that enables patients (1) to review detailed clinical
information in an educational context related to their own diabetes care, (2) to prepare for
upcoming scheduled visits with their PCPs by authoring a Diabetes Care Plan, and (3) to
interact in a controlled manner with their PCPs via the portal. Key elements of our project
have been (1) to begin with a sound conceptual framework for action, (2) to design the web-
portal based on our hypothesized mechanism of action, (3) to integrate the web-portal with
physician work flow, and (4) to test the impact of this system in a rigorous, randomized
controlled trial.

One of the major challenges of this project has been to create a mechanism that provides
patients with access to their own selected medical record information and access to their
PCPs that fits into the current model of care. Physicians have reported concerns that
permitting patients to view elements of their medical records could engender patient
confusion, worry, and misinterpretation.21 Moreover, many physicians resist permitting
patients to contact them directly outside of planned clinical encounters. Our solution has
been to carefully link patients to specific PCPs, limit transmission of completed Diabetes
Care Plans to the 2-week period preceding a scheduled visit with that PCP, and engineer the
physician-side to reduce time delays. In the initial rollout phase, we have also found that
significant time must be invested in training physicians to use the new system, a process that
includes educational e-mails, a help line, links to a web-based educational module,
discussion with practice leaders, and one-on-one demonstrations.

A significant limitation of this intervention that must be addressed is the current disparity in
patient access to and comfort with on-line technology, with older, poorer, and less educated
people less likely to adopt the web-based system described here.42 The consequence of this
disparity is that our study population will likely consist of younger and more affluent
patients and thus may not be immediately generalizable to other patient groups. A second
potential concern is that some patients may receive elements of their care outside of our
hospital system. Ideally, these outside services will come to light when the patient presents
to his or her PCP for care and brings the Diabetes Care Plan to review at the clinic visit.

Despite current physician reservations, innovations in information technology will ensure
that the practice of medicine will continue to change. The challenge remains to develop
integrated systems of care that permit transparency, enhance collaboration between
clinicians and patients, and emphasize a patient-centered approach to care.43 Extension of
the EHR from the clinic to the home via web-portals represents one such new paradigm of
care. Results from our study will provide clinical trial evidence for the clinical impact of one
such system. Moreover, the diabetes portal described here represents a first step towards
such future innovations as web-based visits and serves as a model for continuous
collaborative care.

Grant et al. Page 7

Diabetes Technol Ther. Author manuscript; available in PMC 2013 November 15.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Acknowledgments
This study was supported in part by grant AHRQ R01 HS013660-02: Shared Online Health Records for Patient
Safety and Care from the Agency for Healthcare Research and Quality. R.W.G. is also supported by NIDDK Career
Development Award K23 DK067452.

References
1. McGlynn EA, Asch SM, Adams J, Keesey J, Hicks J, DeCristofaro A, Kerr EA. The quality of

health care delivered to adults in the United States. N Engl J Med. 2003; 348:2635–2645. [PubMed:
12826639]

2. Levels of diabetes-related preventive-care practices— United States, 1997–1999. MMWR Morbid
Mortal Wkly Rep. 2000; 49:954–958.

3. Grant RW, Buse JB, Meigs JB. Quality of diabetes care in US academic medical centers: low rates
of medical regimen change. Diabetes Care. 2005; 28:337–442. [PubMed: 15677789]

4. Pladevall M, Williams LK, Potts LA, Divine G, Xi H, Lafata JE. Clinical outcomes and adherence
to medications measured by claims data in patients with diabetes. Diabetes Care. 2004; 27:2800–
2805. [PubMed: 15562188]

5. Saydah SH, Fradkin J, Cowie CC. Poor control of risk factors for vascular disease among adults
with previously diagnosed diabetes. JAMA. 2004; 291:335–342. [PubMed: 14734596]

6. Saaddine JB, Engelgau MM, Beckles GL, Gregg EW, Thompson TJ, Venkat Narayan KM. A
diabetes report card for the United States: quality of care in the 1990's. Ann Intern Med. 2002;
136:565–574. [PubMed: 11955024]

7. Beckles GL, Engelgau MM, Narayan KM, Herman WH, Aubert RE, Williamson DF. Population-
based assessment of the level of care among adults with diabetes in the U.S. Diabetes Care. 1998;
21:1432–1438. [PubMed: 9727887]

8. Institute of Medicine: Priority Areas for National Action: Transforming Health Care Quality.
Washington, DC: National Academy Press; 2003.

9. Bodenheimer T, Grumbach K. Electronic technology: a spark to revitalize primary care? JAMA.
2003; 290:259–264. [PubMed: 12851283]

10. Sequist TD, Gandhi TK, Karson AS, Fiskio JM, Bugbee D, Sperling M, Cook EF, Orav EJ,
Fairchild DG, Bates DW. A randomized trial of electronic clinical reminders to improve quality of
care for diabetes and coronary artery disease. J Am Med Inform Assoc. 2005; 12:431–437.
[PubMed: 15802479]

11. Demakis JG, Beauchamp C, Cull WL, Denwood R, Eisen SA, Lofgren R, Nichol K, Woolliscroft
J, Henderson WG. Improving residents' compliance with standards of ambulatory care: results
from the VA Cooperative Study on Computerized Reminders. JAMA. 2000; 284:1411–1416.
[PubMed: 10989404]

12. Kaushal R, Shojania KG, Bates DW. Effects of computerized physician order entry and clinical
decision support systems on medication safety: a systematic review. Arch Intern Med. 2003;
163:1409–1416. [PubMed: 12824090]

13. Grant RW, Hamrick HE, Sullivan CM, Cagliero E, Meigs JB. Impact of population management
with direct physician feedback on care of patients with type 2 diabetes. Diabetes Care. 2003;
26:2275–2280. [PubMed: 12882848]

14. Grant RW, Cagliero E, Sullivan CM, Dubey AK, Estey GA, Weil EM, Gesmundo J, Nathan DM,
Singer DE, Chueh HC, Meigs JB. A controlled trial of population management: diabetes mellitus:
putting evidence into practice (DM-PEP). Diabetes Care. 2004; 27:2299–2305. [PubMed:
15451891]

15. Glasgow RE, Boles SM, McKay HG, Feil EG, Barrera MJ. The D-Net diabetes self-management
program: long-term implementation, outcomes, and generalization results. Prev Med. 2003;
36:410–419. [PubMed: 12649049]

16. Tatti P, Lehmann ED. A prospective randomised-controlled pilot study for evaluating the teaching
utility of interactive educational diabetes simulators. Diabetes Nutr Metab. 2003; 16:7–23.
[PubMed: 12848301]

Grant et al. Page 8

Diabetes Technol Ther. Author manuscript; available in PMC 2013 November 15.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



17. Baker AM, Lafata JE, Ward RE, Whitehouse F, Divine G. A Web-based diabetes care
management support system. Jt Comm J Qual Improv. 2001; 27:179–190. [PubMed: 11293835]

18. Feil EG, Glasgow RE, Boles SM, McKay HG. Who participates in Internet-based self-management
programs? A study among novice computer users in a primary care setting. Diabetes Educ. 2000;
26:806–811. [PubMed: 11140008]

19. Smith KE, Levine BA, Clement SC, Hu MJ, Alaoui A, Mun SK. Impact of MyCareTeam for
poorly controlled diabetes mellitus. Diabetes Technol Ther. 2004; 6:828–835. [PubMed:
15684636]

20. Woolf SH, Chan EC, Harris R, Sheridan SL, Braddock CH 3rd, Kaplan RM, Krist A, O'Connor
AM, Tunis S. Promoting informed choice: transforming health care to dispense knowledge for
decision making. Ann Intern Med. 2005; 143:293–300. [PubMed: 16103473]

21. Wald JS, Middleton B, Bloom A, Walmsley D, Gleason M, Nelson E, Li Q, Epstein M, Volk L,
Bates DW. A patient-controlled journal for an electronic medical record: issues and challenges.
Medinfo. 2004; 11:1166–1170.

22. Staroselsky M, Volk LA, Tsurikova R, Pizziferri L, Lippincott M, Wald J, Bates DW. Improving
electronic health record (EHR) accuracy and increasing compliance with health maintenance
clinical guidelines through patient access and input. Int J Med Inform. 2005 Dec 7. Epub ahead of
print.

23. Wagner EH, Austin BT, Von Korff M. Organizing care for patients with chronic illness. Milbank
Q. 1996; 74:511–544. [PubMed: 8941260]

24. Bodenheimer T, Wagner EH, Grumbach K. Improving primary care for patients with chronic
illness. JAMA. 2002; 288:1775–1779. [PubMed: 12365965]

25. Golin C, DiMatteo M, Gelberg L. The role of patient participation in the doctor visit. Implications
for adherence to diabetes care. Diabetes Care. 1996; 19:1153–1164. [PubMed: 8886566]

26. Lorig KR, Sobel DS, Stewart AL, Brown BWJ, Bandura A, Ritter P, Gonzalez VM, Laurent DD,
Holman HR. Evidence suggesting that a chronic disease self-management program can improve
health status while reducing hospitalization: a randomized trial. Med Care. 1999; 37:5–14.
[PubMed: 10413387]

27. Norris SL, Engelgau MM, Narayan KM. Effectiveness of self-management training in type 2
diabetes: a systematic review of randomized controlled trials. Diabetes Care. 2001; 24:561–587.
[PubMed: 11289485]

28. Chodosh J, Morton SC, Mojica W, Maglione M, Suttorp JM, Hilton L, Rhodes S, Shekelle P.
Meta-analysis: chronic disease self-management programs for older adults. Ann Intern Med. 2005;
143:427–438. [PubMed: 16172441]

29. Greenfield S, Kaplan SH, Ware JEJ, Yano EM, Frank HJ. Patients' participation in medical care:
effects on blood sugar control and quality of life in diabetes. J Gen Intern Med. 1988; 3:448–457.
[PubMed: 3049968]

30. Rachmani R, Levi Z, Slavachevski I, Avin M, Ravid M. Teaching patients to monitor their risk
factors retards the progression of vascular complications in high-risk patients with Type 2 diabetes
mellitus—a randomized prospective study. Diabet Med. 2002; 19:385–392. [PubMed: 12027926]

31. Heisler M, Piette JD, Spencer M, Kieffer E, Vijan S. The relationship between knowledge of recent
HbA1c values and diabetes care understanding and self-management. Diabetes Care. 2005;
28:816–822. [PubMed: 15793179]

32. Oliveria SA, Chen RS, McCarthy BD, Davis CC, Hill MN. Hypertension knowledge, awareness,
and attitudes in a hypertensive population. J Gen Intern Med. 2005; 20:219–225. [PubMed:
15836524]

33. Wuerdeman L, Volk LA, Pizziferri L, Tsurikova R, Harris C, Feygin R, Epstein M, Meyers K,
Wald JS, Lansky D, Bates DW. Can patients contribute accurate information to their electronic
health record? J Gen Intern Med. 2005; 20(Suppl 1):S93. abstract.

34. Shah BR, Hux JE, Laupacis A, Zinman B, van Walraven C. Clinical inertia in response to
inadequate glycemic control: do specialists differ from primary care physicians? Diabetes Care.
2005; 28:600–606. [PubMed: 15735195]

Grant et al. Page 9

Diabetes Technol Ther. Author manuscript; available in PMC 2013 November 15.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



35. Grant RW, Cagliero E, Dubey AK, Gildesgame C, Chueh H, Barry MJ, Singer DE, Nathan DM,
Meigs JB. Clinical inertia in the management of type 2 diabetes metabolic risk factors. Diabet
Med. 2004; 21:150–155. [PubMed: 14984450]

36. Phillips LS, Branch WT, Cook CB, Doyle JP, el-Kebbi IM, Gallina DL, Miller CD, Ziemer DC,
Barnes CS. Clinical inertia. Ann Intern Med. 2001; 135:825–834. [PubMed: 11694107]

37. Berlowitz DR, Ash AS, Hickey EC, Friedman RH, Glickman M, Kader B, Moskovitz MA.
Inadequate management of blood pressure in a hypertensive population. N Engl J Med. 1998;
339:1957–1963. [PubMed: 9869666]

38. Berlowitz DR, Glickman M, Ash AS, Friedman R, Hickey EC, Kader B. Hypertension
management in patients with diabetes. Diabetes Care. 2003; 26:355–359. [PubMed: 12547862]

39. Brown JB, Nichols GA, Perry A. The burden of treatment failure in Type 2 diabetes. Diabetes
Care. 2004; 27:1535–1540. [PubMed: 15220224]

40. Phillips LS, Ziemer DC, Doyle JP, Barnes CS, Kolm P, Branch WT, Caudle JM, Cook CB, Dunbar
VG, El-Kebbi IM, Gallina DL, Hayes RP, Miller CD, Rhee MK, Thompson DM, Watkins C. An
endocrinologist-supported intervention aimed at providers improves diabetes management in a
primary care site: Improving Primary Care of African Americans with Diabetes (IPCAAD) 7.
Diabetes Care. 2005; 28:2352–2360. [PubMed: 16186262]

41. Kenealy T, Arroll B, Petrie KJ. Patients and computers as reminders to screen for diabetes in
family practice. Randomized-controlled trial. J Gen Intern Med. 2005; 20:916–921. [PubMed:
16191138]

42. Grant RW, Cagliero E, Chueh HC, Meigs JB. Internet use among primary care patients with Type
2 diabetes: the generation and education gap. J Gen Intern Med. 2005; 20:470–473. [PubMed:
15963175]

43. Davis K, Schoenbaum SC, Audet AM. A 2020 vision of patient-centered primary care. J Gen
Intern Med. 2005; 20:953–957. [PubMed: 16191145]

Grant et al. Page 10

Diabetes Technol Ther. Author manuscript; available in PMC 2013 November 15.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Fig. 1.
Screen shot of the Diabetes Patient Portal shows the three core diabetes-related medically
managed conditions (glucose control, blood pressure control, and cholesterol control) and
patient decision support related to glucose control.

Grant et al. Page 11

Diabetes Technol Ther. Author manuscript; available in PMC 2013 November 15.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Fig. 2.
Screen shot of a completed Diabetes Care Plan.
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Fig. 3.
Screen shot of the Diabetes Patient Portal shows the six behavioral/referral-related areas
(diet and exercise, smoking cessation, anti-platelet agent, and eye and foot exam referrals)
and patient decision support related to eye care.
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Fig. 4.
Schematic diagram shows the integration of the Patient Gateway patient portal with the
clinical data repository (CDR), EHR, scheduling systems, and underlying decision support
tools. MPI, Message Passing Interface.
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