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Improved 
clinical outcomes 
for patients with 

diabetes and 
asthma.

Measures of success:

Diabetes:
>70% BP < 130/80

>70% LDL <100 mg/dl

<5% A1c greater than 9.0%

>80% received dilated eye 

exam

>90% tested (or treated) for 

nephropathy

>90% counseled to stop 

tobacco use

Asthma:
>90% control assessed

>90% with persistent 

asthma on anti-

infl ammatory
>90% with infl uenza 
vaccination

>75% with assessment of 

control + anti-infl ammatory 
+ infl uenza vaccination

•

•

•

•

•

•

•

•

•

•

Use Registry to Manage 
Population

Identify each affected 

patient at every visit

Identify needed services for 

each patient

Recall patients for follow-

up

•

•
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Planned Care

Care Team is aware of 

patient needs and work 

together to ensure all 

needed services are 

completed

•

Standardized Care 
Processes

Practice-wide guidelines 

implemented per condition 

(asthma, diabetes)

•

Self-Management 
Support

Realized patient and care 
team partnership

•

Implement Registry

Determine staff workfl ow 
to support registry

Populate registry with 

patient data

Routinely maintain registry 

data

Use registry to manage 

patient care & support 

population management
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Use Templates for 
Planned Care

Select template tool from 

registry or create a fl ow 
sheet

Determine staff workfl ow 
to support template

Use template with all 

patients

Ensure registry updated 

each time template used

Monitor use of template
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Employ Protocols

Select and customize 
evidence-based protocols 

for asthma and diabetes

Determine staff workfl ow 
to support protocol, 

including standing orders

Use protocols with all 

patients

Monitor use of protocols
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Provide Self-
Management Support

Obtain patient education 

materials

Determine staff workfl ow 
to support SMS

Provide training to staff 

in SMS

Set patient goals 

collaboratively

Document & monitor 

patient progress toward 

goals

Link with community 

resources
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IPIP Methodology of Implementing the Chronic Care Model

Key Driver 
Elements

Chronic Care 
Model Elements
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RELATIONSHIP BETWEEN THE CCM AND KEY DRIVERS
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