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A Change Package is a document that describes the improvement 
methodology for a clinical or operational process1. 

It includes a collection of ideas and resources 
that have a high likelihood of resulting in system 
improvements. These ideas have either been 
tested by a Learning Collaborative, sourced 
from literature, or developed by experts in 
the field. The change package is intended 
to be a pragmatic guide of best practices, 
testable ideas, tools, and strategies that can be 
adapted to a new setting, thereby accelerating 

implementation1. This Device Health Equity 
change package represents shared learning 
from seven diabetes centers, members of 
the T1D Exchange Quality Improvement 
Collaborative2. This document aims to 
summarize lessons learned, provide examples, 
and share results from a pilot equity-focused 
quality improvement multi-site project. 

INTRODUCTION

HOW TO USE THIS CHANGE PACKAGE
A change package can be used by hospital administrators, clinicians, and other 
healthcare stakeholders who seek ideas for changes to improve equitable access 
to diabetes technology. To use this change package, review the different tested 
change ideas with your improvement team and select ideas that can be adapted to 
your organization. Change ideas outlined can be tested quickly using the Institute 
of Healthcare Improvement Model for Improvement3. It is best used in combination 
with other quality improvement methodology and relevant skills. 

Clinical sites should consider the following to ascertain readiness to 
change: 

•	 Alignment with the organization’s goals 
and leadership support

•	 A motivated multi-disciplinary team and a 
change champion

•	 The relevance of the project and the desire 
to implement change

•	 Development of specific, measurable, 
achievable, realistic, time-bound aims

•	 Team members with their own unique skills 
to map existing clinical processes, identify 
potential failures and opportunities 

•	 Organizational willingness to try small tests 
of change (PDSA cycles); adapt what works 
and abandon/quickly learn lessons from 
what doesn’t 

•	 A team member with analytic capabilities to 
measure and display data 

•	 Infrastructure to spread successful 
interventions to eligible clinic populations 
and sustain them over time 
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The T1D Exchange is a Boston-based 
nonprofit with a mission to improve the 
outcomes of people with type 1 diabetes (T1D). 
The T1D Exchange Quality Improvement 
Collaborative (T1DX-QI) has 54 pediatric and 
adult endocrinology center sites with 70,000+ 
patient data. (Figure 1). T1DX-QI has the largest 
registry of patients with T1D in the US. In 
designing the Collaborative, the T1D Exchange 
mobilized endocrinologists, parents/patients 

with T1D, informational technology experts, 
diabetes educators and other clinical staff, 
quality improvement experts, and others to 
design broad “interventions” that can result 
in the highest impact for patients and lead to 
improved organizational quality improvement 
culture2. Participating organizations receive 
quality improvement guidance from the T1DX-QI 
Improvement Coaches.1,4

BACKGROUND

FIGURE 1 MAP OF T1D EXCHANGE PARTICIPATING CENTERS
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BACKGROUND continued

 FIGURE 2  T1D EXCHANGE EQUITY FRAMEWORK

STEP 1
Review program/project 
baseline data for existing 
disparities

STEP 2
Build an equitable project 
team

STEP 3
Develop equity-focused 
goals

STEP 4
Identify inequitable 
processes/pathways

STEP 5
Identify how socio-
determinants are 
contributing to the current 
outcome

STEP 6
Brainstorm possible 
improvements

STEP 7
Use the decision matrix 
with equity as a criterion 
to prioritize improvement 
ideas

STEP 8
Test out one small change 
at a time

STEP 9
Measure and compare  
results with predictions  
to identify inequitable 
practices or consequences

STEP 10
Celebrate small wins and 
repeat the process
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CGM & INSULIN PUMP EQUITY PROJECT 

The project was led by T1D Exchange, using the T1DX-QI Health Equity Framework5. The ideas in the 
change package were developed by the participating centers’ faculty, team members, and patient 
advisors. It includes test ideas employed by seven participating sites and their experiences. 

T1D Exchange QI Collaborative Equity Framework

Participating centers utilized the T1DX-QI Health Equity Framework to plan and test interventions5. 
The following components of the T1DX-QI Health Equity Framework were implemented during 
the project: baseline analysis for disparities, identifying pain points in the processes, identifying 
contributing factors to disparities, brainstorming improvement ideas, and testing interventions 
using the Plan-Do-Study-Act cycles.
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BACKGROUND continued

DIABETES DEVICES

The introduction of diabetes devices such as 
insulin pumps and continuous glucose monitors 
(CGMs) in the management of type 1 diabetes 
(T1D) has improved patients’ care and glycemic 
outcomes6–7. Studies have demonstrated that 
CGM and insulin pumps improve glycemic 
control and long-term outcomes in pediatric 
and adult patients8–12. These devices have 
improved quality of life, have reduced diabetes 
distress, resulted in high patient satisfaction, 
and are cost-effective13–15. There are significant 
inequities in diabetes technology use by race/
ethnicity and socioeconomic status despite its 
documented benefits16. When compared to non-
Hispanic white patients, Non-Hispanic Black 
and Hispanic patients use diabetes technology 
less frequently17,18. Individuals from high SES and 

non-Hispanic white groups were more likely to 
be started on insulin pumps within the first year 
of diagnosis when compared to those who were 
Non-Hispanic Black, Hispanic, or of lower SES19. 
The attitudes, assumptions, and behaviors of 
providers have been identified as some of the 
factors contributing to health disparities20–22. 
These biases are likely to impact diagnosis and 
treatment decisions at all levels of care including 
diabetes technology recommendations23–25. 
Studies have demonstrated a disconnect 
between providers’ perceived barriers to 
diabetes technology use and those experienced 
by persons with T1D26. Additionally, perceived 
discrimination, cultural congruence, and 
limited English proficiency likely exacerbate this 
disconnect between providers and patients27–28.
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OUTCOME 
ASSESSMENT

STUDY POPULATION

7 participating centers

Phase 1: Clinic complete Equity 
Training and begin data collection

Team demonstrate increased 
knowledge of different contributors  

to inequities

Phase 2: Complete at least 10 Equity 
improvement cycles to reduce 

disparities in diabetes technology use

CLINICS

STUDY METHODOLOGY

This study was deemed non-human subject 
research by the Western Institutional Review 
Board. The study was conducted among seven 
diabetes clinics in the T1D Exchange Quality 
Improvement Network (five pediatric and two 
adult centers). In the first phase of the study, 
providers participated in a virtual training 
module on health inequities and implicit bias. 
The training was followed by a second phase 
where participating sites applied the T1DX-QI 
Health Equity Framework to reduce disparities 
through an extensive review of their baseline 
data and testing specific changes using a series 
of rapid cycles to increase prescription and 
adoption of CGM and insulin pumps among non-
Hispanic Black (NHB) and Hispanic populations. 
(Figure 3) Aggregate data were collected 
monthly from November 2020 to June 2022.

BASELINE DATA ANALYSIS

Baseline data were collected between November 
2020 through June 2021. The data were analyzed 
and stratified by race and ethnicity.

METHODOLOGY/STUDY DESIGN

At baseline, the median CGM use was 58% 
among non-Hispanic White (NHW) patients, 
49% among NHB patients, and 48% among 
Hispanic patients. The difference in the median 
between NHW and NHB patients was 9% and the 
difference between NHW and Hispanic patients 
was 10%. 

At baseline the median pump use for NHW was 
45%, 17% for NHB, and 26% for Hispanic patients. 
The difference in the median between NHW 
and NHB patients was 28% and the difference 
between NHW and Hispanic patients was 19%. 

FIGURE 3: STUDY PROCESS FLOW
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METHODOLOGY continued

Finding out specific 
pharmacy/DME 

covered by insurance

Difficulty contacting 
patients for pump 
classes, visits, and 
shipment of device

Language barrier/Lack 
of interpreter/materials 
not in other languages

Lack of standardized 
screening tools to 

assess pump readiness

Communication to and 
from pump vendors to 

clinic/patients

Provider bias in 
offering pumps

Provider concerns 
about pump safety

Insurance issues/
denials

Stringent guidelines/
multiple paperwork 

for patients on public 
insurance

Multiple visits/travel 
cost/missed school/

work

Staffing challenges/
staff turnovers

Patient refusal/
believes/want nothing 
attached to their body

Out of pocket cost 
for uninsured or 

underinsured patient

Tier 1

Tier 1

Need for multiple 
electronic prescription

Tier 2

Tier 2

Tier 3

Providers not aware 
when CGM has been 
approved or denied

High burden of 
complex paperwork/

insurance denials

Lag time between 
prescription and 

initiation of paperwork

Language barrier for 
non-English speakers

PROCESS MAPS

Process map is a tool that help to understand 
and visualize complex systems and support the 
adaptation of improvement interventions (29,30). 
All seven participating sites shared their team’s 
process maps with the coordinating center. The 
process maps were different for all participating 
sites, but there were a few similarities in their 
clinical workflows.  Recurring themes were 
categorized into tier 1, tier 2 for the CGM group, 
and tier 3 pain points was added for the pump 
group. This was based on how common the 
occurrence was with tier 1 being the most 

common and tier 3 being least common.  For the 
CGM group, tier 1 pain points include confusion 
about which pharmacy or supplier to send CGM 
prescriptions: providers not being aware of 
CGM approval or denial and lag time between 
prescription and initiation of paperwork. For 
the pump group, tier 1 pain points include 
communication issues among pump vendors, 
patients, and providers; insurance denials; and 
multiple and complex paperwork requirements. 
Figures 4 and 5 outline all pain points identified.

FIGURE 4 PAIN POINTS CONTRIBUTING TO INEQUITABLE CGM USE

FIGURE 5  PAIN POINTS CONTRIBUTING TO INEQUITIES IN PUMP UPTAKE
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METHODOLOGY continued

EQUITY
•	 Provider bias
•	 Education staff bias
•	 Language limitations
•	 Social determinants of health
•	 Cost/Insurance access
•	 Issues with trust in medical 

system
•	 Family’s job does not allow them 

to make it to clinic appt

PEOPLE
•	 Staffing limitations
•	 Provider bias
•	 Patient technology/adoption 

anxiety
•	 Patient family utilization literacy
•	 Communication barrier patient/

provider/supplier
•	 Lack of provider education/

awareness
•	 Competing priorities amongst 

patients

FISHBONE

The fishbone diagram also known as the cause-and-effect diagram is a quality improvement tool 
used to identify the contributing factors of an issue. It is a useful tool for brainstorming causes and 
potential solutions to a problem (30,31). The Equity Framework described a fishbone with an equity 
component (5). The participating sites used a fishbone with an equity lens to identify the root causes 
of disparities in CGM and insulin pump use. (Figure 6). 

FIGURE 6 CGM EQUITY FISHBONE 

PRODUCT
•	 Cost/copay
•	 Dexcom complicated with 

transmitter and sensor, Libre 
easier but possibly not as accurate

•	 Automated systems availability
•	 Technology brand/type

POLICIES & PROCEDURES
•	 Insurance problems—denials
•	 Insurance reauthorizations for 

refills
•	 DME procedures complicated
•	 Insurance requiring certain 

number of glucose checks per day
•	 Variation among payer 

requirements and impact on clinic 
standard work process

PROCESS
•	 Complicated process with 

multiple bottlenecks and 
breakdown points

•	 Potential language barriers
•	 Clinic appointment access and 

flow
•	 Not a streamline process for CGM 

uptake
•	 Paper instead of automated 

process
•	 Ordering and shipment delays
•	 No streamline process for CGM 

uptake

PLACE
•	 Need to have appointment in 

clinic to get process started
•	 Family not able to get to clinic
•	 Problems with CGM technology at 

home
•	 Problems with companies and 

clinic only being available during 
working hours

Disparities 
in CGM device 
uptake
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KEY DRIVER DIAGRAM

AIM

PRIMARY DRIVERS CHANGE CONCEPTS

Provider & Team Bias

Access

Equity/SDOH

Education/Training

Technology

Policies/Insurance

Communication/
Shared decision

Equity Framework

FIGURE 7  EQUITY PROJECT KDD (CGM)

A. �Participating Centers will collaboratively reduce the inequities in CGM Use between Non-
Hispanic White and Hispanic T1D Patients from 10% to 5% by June 2022

B. �Participating Centers will collaboratively reduce the inequities in CGM Use between Non-
Hispanic White and Non-Hispanic Black T1D Patients from 10% to 5% by June 2022

•	 Handouts from companies in other 
languages

•	 Create CGM peer support groups for 
Black and NHB patients

•	 Device data reviews and interpretation, 
staff troubleshoot device for patients 
who need it

•	 SDOH screening at every visit

•	 Discuss CGM regularly at appointments
•	 Provide education on basic criteria for 

insurance (Medicaid vs Private)
•	 Have CGM education visible in waiting 

rooms

•	 Utilize Patient advocates to help talk 
with technology-hesitant families

•	 Force function/automatization
•	 Provider training

•	 Tracking insurance forms/refills/initial 
starts

•	 Create process for CGM start based on 
insurance type

•	 Improve/standardize workflow for 
insurance coverage

•	 Provide contact information for device 
reps/patient support

•	 Lessen insurance requirements that 
make it so hard to get technology

•	 Standardize criteria for prescription
•	 Force function/automatization

•	 Require patients to provide logs at 
initiation

•	 Standardize communication for staff 
and device companies

•	 FAQ education sheet

•	 Use EPIC flow sheet identify barriers
•	 “CGM champion” to help follow up with 

family
•	 Nurse training/outreach

•	 Provide alternative contact options for 
families to call clinic: Email, iConnect 
message

•	 Best practice alert reminder

•	 Barrier assessment survey
•	 More time with CDE and make 

introduction to technology a bigger part 
of initail education

•	 Utilize PDSA cycles to test small changes and scale up

•	 Accessibility to translated materials
•	 Have CDE/SW with Black and NHB 

patients to address SDOH
•	 Disparity Advocacy
•	 Translator available in clinic

•	 Live interpreters for CGM starts and 
follow ups

•	 Utilize community outreach staff to help 
families with some of the more difficult 
steps

•	 Equity/unconscious bias training
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CHANGE CONCEPTS

PRIMARY DRIVERS

A. Participating Centers will collaboratively reduce the inequities in pump Use between Non-
Hispanic White and Hispanic T1D Patients from 19% to 5% by June 2022

B. Participating Centers will collaboratively reduce the inequities in pump Use between Non-
Hispanic White and Non-Hispanic Black T1D Patients from 28% to 14% by June 2022

FIGURE 8  EQUITY PROJECT KDD (INSULIN PUMPS)

KEY DRIVER DIAGRAM continued

AIM

Provider & Team Bias

Access

Equity/SDOH

Education/Training

Technology

Policies/Insurance

Communication/
Shared decision

Equity Framework

•	 Handouts from companies in other 
languages

•	 Device data reviews and interpretation, staff 
troubleshoot device for patients who need it

•	 Create insulin pumps peer support groups for 
Black and NHB patients

•	 Provide log-books in clinic when refer to pre-
pump and have patient bring the completed 
logs to pre-pump class

•	 Provide education on basic criteria for 
insurance (Medicaid vs Private)

•	 TRACK the content of what educators are 
providing to families

•	 Utilize Patient advocates to help talk with 
technology-hesitant families

•	 Use EMR to track interest, discussions, and 
issues with pumps in the past

•	 Tracking insurance forms/refills/initial starts
•	 Make discussing pump a part of CDE care at 

the 6 months and 1 year from diagnosis
•	 Improve/standardize workflow for insurance 

coverage

•	 Provide contact information for device reps/
patient support

•	 Lessen insurance requirements that make it 
so hard to get technology

•	 Standardize criteria for prescription

•	 “block” 1 “pre-pump” slot per week to hold as 
a “schedule-in-clinic” slot

•	 Scheduling Pump class at time of 
appointment

•	 Team reaches out to pump company to order 
the pump for non English families

•	 Skills assessment
•	 Change Rigid Clinical guidelines for pump 

committee
•	 “pump champion” to help follow up with 

family

•	 Provide alternative contact options for 
families to call clinic: Email, iConnect message

•	 My diabetes journey shared decision tool
•	 Best practice alert reminder
•	 Barrier assessment survey

•	 More time with CDE and make introduction 
to technology a bigger part of initial 
education

•	 Utilize PDSA cycles to test small changes and scale up

•	 Add additional pump classes to give families 
more options

•	 Accessibility to translated materials
•	 Bave CDE/SW work with Black and NHB 

patients to address SDOH
•	 Disparity Advocacy

•	 Translator available in clinic
•	 Live interpreters for pump starts and follow 

ups
•	 Utilize community outreach staff to help 

families with some of the more difficult steps

•	 Equity/unconscious bias training
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KEY DRIVER DIAGRAM continued

A Key Driver Diagram (KDD) is a quality improvement tool that teams use as a guide to increase 
the chance of success during their QI journey30. 

This diagram is a pictorial illustration of the relationship between the aim statement of the project, 
the primary drivers that contribute directly to achieving the aim, and the change ideas that influence 
the primary drivers. The participating centers created a KDD (Figures 7 & 8) to collaboratively reduce 
the inequities in pump use and CGM use between NHW and Hispanic and between NHW and NHB 
T1D Patients. The center column lists primary drivers that are essential components for the aim to be 
accomplished. The following drivers were identified for improving access to CGM and insulin pumps 
for NHB and Hispanic patients:

1.	 Provider & Team Bias

2.	 Social Determinants of Health 

3.	 Education/Training

4.	 Technology

5.	 Policies & Insurance

6.	 Access

7.	 Communication/Shared Decision-Making

PARTICIPATING CENTERS 

SITE 1
Cincinnati Children’s 
Hospital Medical 
Center, University of 
Cincinnati 
Cincinnati, Ohio 
(Pediatric)

SITE 2 
Emory University, 
Children’s Healthcare 
of Atlanta, Georgia 
(Pediatric)

SITE 3 
Nationwide Children’s 
Hospital, Ohio State 
University
Columbus, Ohio 
(Pediatric)

SITE 4 
Le Bonheur Children’s 
Hospital, University of 
Tennessee
Memphis, Tennessee 
(Pediatric)

SITE 5 
University of Alabama 
at Birmingham, 
Alabama 
(Pediatric)

SITE 6 
Albert Einstein 
College of Medicine/
Montefiore Medical 
Center
Bronx, New York 
(Adult)

SITE 7 
SUNY (State 
University of New 
York) Upstate, Joslin 
Center
Syracuse, New York 
(Adult)
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PROJECT INTERVENTIONS AND KEY LEARNINGS

Interventions to improve access to CGM and insulin pumps among NHB and Hispanic patients 
with type 1 diabetes can reliably be implemented with significant results. The team customized 
the implementation of elements reflected in key drivers to meet the resources of the clinical care 
environment in which they operate. The tables below outline the interventions tested, tools, results, 
and challenges for centers that tested them. 

DRIVER 1: PROVIDER & TEAM BIAS

INTERVENTIONS TOOLS/RESULT/CHALLENGES CENTERS WHO 
TESTED

CGM & Pump Group  Online course content for Unconscious Bias Training

https://we.intentionallyact.com/courses/5536734/
content

https://dsl.richmond.edu/panorama/
redlining/#loc=5/39.1/-94.58 

https://opportunityatlas.org/ 

https://drive.google.com/file/
d/1AfO2Munae5NK4OYyfmoY9F-CO3dl0Vqy/
view?usp=sharing 

https://easyretro.io/publicboard/
i5gCK1GusTOSw9s8mK8vyrq42Cz1/ae3364b9-2d04-
424b-8d45-544facda264e   

Participants completed a Pre-training survey with 
Diabetes Provider Implicit Bias (D-PIB) tool. 

https://t1d.iad1.qualtrics.com/jfe/form/
SV_3dDlCjXyrL7ytOS 

Results from the assessment can be found here  

https://www.liebertpub.com/doi/abs/10.1089/
dia.2022.0042 

Sites 1, 2, 3, 4, 5, 
6, 7

Conducted Two 
sessions of equity/
unconscious bias 
training

Evaluated Provider 
Bias using the 
Diabetes Provider 
Bias Tool.
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KEY LEARNING AND INTERVENTION continued

DRIVER 2: SOCIAL DETERMINANT OF HEALTH SCREENING/EQUITY

CGM & PUMP GROUPS

INTERVENTIONS TOOLS/RESULT/CHALLENGES CENTERS WHO 
TESTED

Provide SDOH screening at 
every visit

Provide Social work referral 
for positive screens

Revised Social Work 
workflow to make the 
process more efficient

SDOH screener can be found here

https://trello.com/c/RlOOESz3/26-cchmc-
sdoh-screener 

Social work workflow can be found here 
https://trello.com/c/6cnezvSr/31-nch-sw-
workflow

https://trello.com/c/6cnezvSr/31-nch-sw-
workflow  

Social work questionnaire referral 

https://trello.com/c/xvhZai6Y/25-cchmc-
social-worker-questionnaire  

Provide resources for positive screens

https://trello.com/c/8YL1pGkb/28-nch-sdoh-
resources 

Site 1, 3, 5, 7

Provide translation services 
in the clinic and during 
telehealth visits

Provide translation materials 
and classes in other 
languages

Implemented Social work 
screening in Spanish

Transportation screening

Hospital interpreter program to connect 
families to interpreters

https://trello.com/c/xlzrRV4Q/30-nch-
interpreter-services 

Implemented social work follow-up for 
positive screens in Spanish

https://trello.com/c/61ZTOqnI/29-nch-sdoh-
resources-spanish 

A challenge noted was an increasing 
demand for interpreters

Site 2

Site 5
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KEY LEARNING AND INTERVENTION continued

table is continued on next page

DRIVER: EDUCATION/TRAINING

INTERVENTIONS TOOLS/RESULT/CHALLENGES CENTERS WHO 
TESTED

Standardize CGM workflow to address pain 
points and make the process more efficient

Standardize criteria and educational 
documents for CGM initiation for providers 
and patients

Translation of materials and classes into other 
languages

Provide routine CGM patient education

https://trello.com/c/
ZWOwBu55/3-process-
maps 

https://trello.com/c/
Vm30TFKT/32-joslin-
resources 

https://trello.com/c/
ZWOwBu55/3-process-
maps 

https://trello.com/c/
xlzrRV4Q/30-nch-
interpreter-services 

Site 1, 6, 7

Site 3

Site 1, 3, 4, 6, 7

Place information about CGM on the media 
in the waiting room to make information 
accessible to patients while they are waiting 

https://trello.com/c/
Vm30TFKT/32-joslin-
resources 

Site 7

Virtual CGM education for our <5year old new 
onsets, but available for all patients

Created CGM Survey to understand patients’ 
perspectives on CGM

CGM survey https://trello.
com/c/Kl1MgMaf/22-
tennessee-cgm-survey 

Site 4
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KEY LEARNING AND INTERVENTION continued

INTERVENTIONS TOOLS/RESULT/CHALLENGES CENTERS WHO 
TESTED

Standardize criteria for pump initiation for 
providers and patients

Assisted families in obtaining pumps and 
reaching out to suppliers on behalf of 
patients

Created a survey to determine staff’s 
perception of who should be eligible for an 
insulin pump

https://trello.com/c/
Kl1MgMaf/22-tennessee-
cgm-survey

Challenges in reaching 
patients to set up pump 
training

Site 2, 4, 5, 6

Site 4, 5

Site 4

Provided pump flyers before pump classes

Called patients before pump classes to 
reduce the no-show rate. 

Created additional slots to make follow-up 
closer after pump class

A site created “Golden tickets” to schedule 
pre-pump classes for Medicaid and high-risk 
patients 

https://trello.com/c/
qEOJbAKK/35-choa-flyer-
spanish https://trello.com/
c/7ehsqC4F/34 choa-flyer-
english 

https://trello.com/c/
Ni1dVOu0/36-uab-golden-
ticket 

High no-show rate for 
pump classes

Site 2

Site 2

Site 5

Provider education to discuss patient 
eligibility and prescription practices for 
pumps and provider CGM/Pump technology 
education

Site 2, 4, 6
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KEY LEARNING AND INTERVENTION continued

DRIVER: TECHNOLOGY

INTERVENTIONS TOOLS/RESULT/CHALLENGES CENTERS WHO 
TESTED

Discuss CGM regularly at the clinic

Provide early access to CGM at T1D diagnosis

Provided starter kits to patients (CGM Trial 
Program)

Site 1, 3, 4, 6, 7 

Site 4

Site 1

Increase communication with DME companies 
through Weekly reports by DME companies 
to help the education team to follow up with 
patients and improve CGM uptake.

Utilized DME to complete new and refill CGM 
authorization, provides weekly updates on 
approvals, and track authorization process. 
Admin staff sends update to providers when 
devices are delivered to patients 

Weekly reporting by DME 
companies helped to know 
if the order is a refill or a 
new sensor. 

Site 6, 7

Site 6

Utilized pump company representative to 
improve post insulin pump class process and 
efficiency and as a resource for insulin pump 
initiation

Site 4,5

Standardized criteria for insulin prescription Site 3

Increase patient engagement on Mychart to 
improve patient-provider communication. 
Messages and information such as pump 
flyers are shared through Mychart

https://trello.com/c/
jbbaZXnP/37-choa-mychart 

Site 2

Utilize device company representative 
to provide patient education and device 
troubleshooting. 

Site 4, 5
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KEY LEARNING AND INTERVENTION continued

DRIVER: POLICIES/INSURANCE

INTERVENTIONS TOOLS/RESULT/CHALLENGES CENTERS WHO 
TESTED

Standardize workflow for public vs 
private insurance

Multiple paperwork requirement for 
patients on public insurance 

Site 1, 2,3, 4, 5, 
6, 7

CGM and Pump Advocacy letter 
to appeal to Medicaid for fewer 
insurance barriers for their patients

Bypass the pump committee to 
reduce barriers to getting on pumps

Currently, publicly insured patients 
require 6 weeks of glucose data 
with insulin dose and carbs are also 
documented. This is not required by 
the patients with private insurance. 
Sample CGM Advocacy letter: https://
trello.com/c/yEDEfKRG/42-sample-
medicaid-advocacy-letter 

The pump committee decides who 
gets on the pump

Site 5

Site 4

Loosen A1c guidelines for patients 
who qualify for pumps.

Site 4 prescribed pumps for patients 
with A1c>9% which was not the usual 
practice

Site 4
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KEY LEARNING AND INTERVENTION continued

DRIVER: SHARED DECISION-MAKING

INTERVENTION TOOLS/RESULT/CHALLENGES CENTERS WHO 
TESTED

Discuss CGM regularly at the clinic Site 1, 3, 6, 7

Get patient input on treatment 
decisions in real-time using a shared 
decision-making tool ‘My diabetes 
journey’

“My diabetes Journey” encourages 
open dialogue in the clinic. 

“My diabetes Journey” works well 
with some patients, less well with 
others. Seen as “another paper”. Can 
be missed in the paperwork given to 
the provider.

It may increase rates of referral to 
pump training in patients who are 
less self-directed in their treatment 
discussions

‘My Diabetes journey” was previously 
used by the team to increase 
equitable CGM use

https://www.liebertpub.
com/doi/abs/10.1089/
dia.2021.0511?casa_token=bjTn5e-
U2yUAAAAA:Qv08DCADqlwT-
Ch1AcV8FgO5K1KCt2c96MQbpKPF0-
3l2kv-kRuP4mwoIu3uJLejvfHMMKs8
X9w3mbU 

Site 4, 5
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RESULTS

The results below are from the seven sites that participated in the scheduled monthly calls and 
completed at least ten rapid improvement cycles (Plan-Do-Study-Act cycles).

NATIONWIDE CHILDREN HOSPITAL

Nationwide Children’s Hospital (NCH) is one 
of the nation’s largest children’s hospitals and 
pediatric research institutes. They have 2000+ 
patients with T1D with half on public insurance. 
NCH was interested in reducing the inequity 
of CGM and insulin pump technology access/
utilization. Baseline data showed inequity in both 
CGM and insulin pump use. NCH implemented 
new processes to increase the adoption and 
prescription of CGM and insulin pumps in their 
clinic. The following interventions were tested to 
increase CGM and pump use: 

•	 Standardize criteria and educational 
documents for CGM and pump initiation for 
providers and patients

•	 Ongoing CGM and pump patient education

•	 Verbal translation services available in the 
clinic and during telehealth visits

•	 Translation of pump supplier instructions

•	 Measure and assess staff availability & allocation 
for pump class with feedback to management

•	 Early access to CGM at diagnosis through the 
“Inpatient Program”

•	 Implemented SDOH screening

Following a series of rapid PDSA cycles, the  
team is beginning to see an increase in the 
uptake for both CGM and pump for all racial 
groups. There was a 12% increase in the median 
for the NHW population, a 19% increase in the 
median for the NHB population, and a 15% 
reduction in the gap between NHW and NHB 
groups. See Figure 9 below.
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RESULTS continued

LE BONHEUR CHILDREN’S HOSPITAL, TENNESSEE
Le Bonheur Children’s Hospital is one of the 
nation’s top hospitals and it is an academic 
partner with the University of Tennessee. 
Pediatric Endocrinology serves 400+ patients 
with T1D with 60% on public insurance. The team 
was interested in increasing the use of CGM 
and pumps in their NHB and Hispanic patients. 
Before the project, there were strict guidelines 
guiding the prescription of insulin pumps at 
the center. The staff perception is that a patient 
with A1C >9% should not be on a pump, and the 
existing pump committee decides who gets 
on the pump. Since this was not a universal 
standard, the team wanted to test out changes 
to lessen these guidelines and increase buy-in 
from providers. The team mapped out a detailed 
process and identified multiple pain points. This 
is represented in Figure 10 below.

To increase equitable access to insulin pumps, the 
team tested the following interventions locally:

•	 Lessened guidelines to offer insulin pumps to 
patients with A1c >9%

•	 Developed a pump initiation survey for 
families 

•	 Utilized pump company representatives to 
improve post insulin pump class process and 
efficiency

•	 Standardized follow-up guidelines after insulin 
class: phone calls vs in-person follow-ups

•	 Provider education sessions for staff 

•	 Created an Insulin pump binder for the nurses 
with troubleshooting tips, sick day rules, 
device settings guide, etc. to help clinic staff 
during clinic appointments and phone calls

FIGURE 10 LE BONHEUR PUMP PROCESS MAP
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RESULTS continued

There has been an increase in the median 
uptake of insulin pumps among non-Hispanic 
Black patients by 6%. 

The team also tested the following interventions 
to increase equitable access to CGM: 

•	 Discussed CGM regularly at clinic 
appointments

•	 Created CGM start folders with important 
information for families based on insurance 

•	 Appointed CGM champions to assist families 

to troubleshoot and to communicate with 
DME companies

•	 Used My Diabetes Journey to promote shared 
decision between patients and providers

•	 Created a CGM survey for families to 
understand patient’s perspective 

Following series of rapid changes outlined above, 
there was a 10% increase in median CGM use 
among NHW patients and 11% increase among 
NHB patients. (Figure 11)

FIGURE 11 
TENNESSEE CGM USE BY RACE/ETHNICITY 

TENNESSEE CGM USE BY RACE/ETHNICITY (MEDIAN)
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RESULTS continued

CINCINNATI CHILDREN’S HOSPITAL MEDICAL CENTER (CCHMC)

Cincinnati Children’s Hospital is an academic 
center founded in 1883 in the greater 
Cincinnati area. The Diabetes Center provides 
comprehensive care to 2200+ T1D patients with 
an average of 200+ new onset annually. CCHMC 
was interested in increasing equitable access to 
CGM for their patients. The team and patient/
parent advocates outlined their process, barriers, 
and change ideas (Figure 12)

The team tested and scaled the following 
interventions:

•	 Automated weekly report mailed to CDCES 
indicating NHB and Hispanic patients who do 
not have CGM 

•	 CDCES meeting with patients not on CGM 
during their visit to discuss patients’ current 
barriers to starting CGM, 

FIGURE 12 CGM PROCESS: BARRIERS AND CHANGE IDEAS 
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RESULTS continued

•	 CDE provides education/troubleshooting as 
needed

•	 Standardized workflow to utilize CGM 
coordinator, financial counselor, insurance 
navigator, communication coordinator

•	 Regular barrier assessment & social 
determinants of health screening 

•	 Expanded the CGM trial program to provide 
starter kits to patients

Following a series of PDSAs, the CCHMC team 
saw an increase of 17% from baseline in the use 
of CGM for NHB patients (figure 13).

FIGURE 13 % OF BLACK PATIENTS* WHO REPORTED USING CGM DURING 
REPORTING MONTH 
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Was this 
supposed to 
go to local 

pharm?

RESULTS continued

SUNY UPSTATE MEDICAL UNIVERSITY 

The Joslin Diabetes Center at the SUNY Upstate 
Medical University in Syracuse is an affiliate of 
the Joslin Diabetes Center. They provide care to 
the largest number of patients with diabetes in 
the Central New York area and were interested in 
reducing inequities in CGM use. The team shared 
their process and identified multiple pain points 
in their workflow that contributes to inequities in 
CGM use (Highlighted in figure 14)  

The team reviewed their CGM process to 
promote equitable CGM access for their patients. 
They tested the following interventions: 

•	 Streamlined the process for sending the 
initial message or script from providers to 
educators so that the CGM script can be sent 
correctly to either DME or local pharmacy

•	 Increased screening for barriers to care/SDOH 
and social worker involvement in addressing 
identified issues, in collaboration with CDCES 
and provider.

•	 Improved ability to track ordering and receipt 
of CGM devices through weekly reports from 
several DME companies.  

•	 Developed educational materials for patients 
with input from patient advisors.

•	 Improved CGM education process (including 
visit checklists and better scheduling process) 
to ensure standardized and equitable training

•	 Created a generic smart phrase for all 
educators

•	 Created a FAQ document with educators and 
patients input

FIGURE 14 
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The pre-intervention median CGM use among 
NHB patients was 34%, and 44% among NHW. 
Following a series of rapid PDSA cycles, the 
median use increased to 65% in NHB patients 
and to 72% among NHW patients. The proportion 
of NHB patients who are not on CGM decreased 
from baseline of 64% to 29%. (Figures 15 and 16). 

RESULTS continued

FIGURE 15 
SUNY CGM USE BY RACE/ETHNICITY 

FIGURE 16 SUNY NHB PATIENTS NOT 
USING CGM 
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RESULTS continued

CHILDREN HEALTHCARE OF ATLANTA

Children Healthcare of Atlanta (CHoA) is one of the largest pediatric clinical care providers in the 
country and the leading pediatric endocrinology program in Georgia. CHoA is an affiliate of the 
Emory University School of Medicine. The team was interested in increasing pump use for their Black 
and Hispanic patients and in closing the disparity gap between NHW, NHB, and Hispanic patients. 
They tested the following interventions:

•	 Provided pump flyers with basic pump information to patients before pump prep to set 
expectation and improve patient’s understanding of the technology

•	 Revised the pump start scheduling process

•	 Provider bias education

•	 Tested elimination of saline start 

•	 Created pump request letter for each pump type in EPIC 

•	 Increase Mychart utilization to improve communication with the patients 

The median pump use increased by 3% and 4% respectively for Black and Hispanic patients (figure 17). 

FIGURE 17  ATLANTA PUMP USE BY RACE 
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RESULTS continued

ALBERT EINSTEIN-MONTEFIORE MEDICAL CENTER​

Montefiore Medical Center is affiliated with the 
Albert Einstein College of Medicine and is in 
the Bronx, NY. The Division of Endocrinology at 
Montefiore Medical Center is one of the largest 
in the New York metropolitan area, serving a 
diverse and underserved population of 1,500 
adults with T1D, with over 90% of patients on 
public insurance. Einstein-Montefiore tested the 

following interventions to increase equitable use 
of CGM and Pump use across their practice:

•	 CGM

•	 Provider CGM Tech education

•	 Provider bias training

•	 Standardized CGM prescription workflow 
across multiple clinical sites

FIGURE 18 
MONTEFIORE PUMP USE BY RACE/ETHNICITY 

MONTEFIORE PUMP USE BY RACE/ETHNICITY (MEDIAN)
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RESULTS continued

•	 Partnership with certain DME’s who 
participated with managed Medicaid plans 
with weekly progress reporting

•	 Provider CGM technology introductory 
conversation role-playing activity

•	 Nurse Training on CGM in-clinic placement

•	 Device trials for CGM 

•	 Patient information access and onboarding 
support

•	 Pump

•	 Provider pump education and case-based 
learning

•	 Loosening of carb counting and HbA1c 
criteria for prescription 

•	 Pump policy development

•	 Partnership with pump companies for better 
post-initiation follow-up

•	 Use of dummy pumps as trials and hands-on 
pump introduction conversations

Montefiore team showed improvement in both 
CGM and Insulin pump use across all racial 
groups. Figure 20 below shows a 7% increase 
in median pump use among NHB patients, 8% 
increase among NHW patients and a 2% increase 
among Hispanic patients. (Figure 18)
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RESULTS continued

FIGURE 19 
ALABAMA PUMP USE BY RACE/ETHNICITY 

ALABAMA PUMP USE BY RACE/ETHNICITY (MEDIAN)
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UNIVERSITY OF ALABAMA 

The Division of Pediatric Endocrinology and 
Diabetes at Children’s of Alabama at The 
University of Alabama at Birmingham provides 
comprehensive care for 1600+ patients with 
T1D, with almost half of the patients on public 
insurance. The University of Alabama tested the 
following interventions to increase equitable 
access to insulin:

•	 Standardize requirements for patients to 
begin pump

•	 Advocacy to Medicaid

•	 Use the “My diabetes Journey tool” to 
promote shared decisions about insulin 
pumps in the clinic

•	 Standardized Pump education process

•	 Social work screening for transportation 

Alabama team showed a 10% increase in median 
pump use among NHW patients and a 7% 
increase among NHB patients. (Figure 19)
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We thoughtfully applied the T1DX-10-Step Equity Framework to implementing this project. 
Participating sites tested and scaled interventions using rapid PDSA cycles, and successful changes 
were scaled and sustained. Although reducing racial inequities is complicated, it is achievable with 
gradual and consistent changes to processes at all levels of care. The following lessons were learned 
through the project:

1.	 Quality Improvement tools were useful in increasing equitable CGM and insulin pump use

2.	 Clinic processes and policies are different for participating sites, and interventions can be tailored 
to the guidelines and procedures in place for successful outcomes

3.	 Monthly team meetings with multi-disciplinary team members are a valuable tool for sharing 
improvement ideas and to foster learning

4.	 Ensuring patient/parent participation is important in brainstorming change ideas, and to 
understand barriers and contributors to inequities

5.	 Staff turnover, burnout, and staff shortages limit the ability of clinical sites to scale up 
interventions

6.	 Timely data reporting and a dedicated and engaged QI team accelerate the success of QI 
projects

SUMMARY
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APPENDIX
OF ADDITIONAL 

RESOURCES
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APPENDIX A: T1DX-QI COLLABORATIVE CLINIC PROFILE 

CLINIC
COLLABORATIVE TEAM 
MEMBERS & ROLES EMAIL

ALBERT EINSTEIN 
MONTEFIORE 
(ADULT) 
Bronx, NY

Shivani Agarwal
PI Priyanka Mathias

shivani.agarwal@einsteinmed.org
pmathias@montefiore.org

BARBARA 
DAVIS CENTER, 
UNIVERSITY OF 
COLORADO (ADULT) 
Aurora, CO

Halis, Akturk, PI
Amanda Rewers
Lisa Meyers
Darya Wodetzki

HALIS.AKTURK@CUANSCHUTZ.EDU
amanda.rewers@ucdenver.edu
Lisa.meyers@cuanshutz.edu
Darya.wodetzki@cuanschutz.edu  

BARBARA 
DAVIS CENTER, 
UNIVERSITY 
OF COLORADO 
(PEDIATRICS)
Aurora, CO

G. Todd Alonso, PI 
Olivia Docter
Claire Zimmerman
Katie Thivener 
Jacqueline Carmer

Guy.alonso@ucdenver.edu 
olivia.docter@cuanschutz.edu
claire.zimmerman@cuanshutz.edu
katelin.thivener@ucdenver.edu
jacqueline.carmer@cuanschutz.edu

BILLINGS CLINIC 
(ADULT) 
Billings, MT

Haleigh James, PI
Gabe Blomquist
Becky Kiesow
Lisa Raines

hjames@billingsclinic.org
gblomquist@billingsclinic.org
bkiesow@billingsclinic.org
lranes@billingsclinic.org

BOSTON MEDICAL 
CENTER (ADULT)
Boston, MA

Devin Steenkamp, PI
Catherine Sullivan
Elizabeth Brouillard 
Howard Wolpert
Astrid Atakov Castillo
Corinne Aia

desteenk@bu.edu 
catherine.sullivan@bmc.org
elizabeth.brouillard@bmc.org
Howard.Wolpert@bmc.org
astrid.atakovcastillo@bmc.org
corinne.aia@bmc.org
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APPENDIX A: T1DX-QI COLLABORATIVE CLINIC PROFILE continued

CLINIC
COLLABORATIVE TEAM 
MEMBERS & ROLES EMAIL

C.S MOTT 
CHILDREN’S 
HOSPITAL 
PEDIATRIC 
DIABETES CLINIC, 
MICHIGAN 
MEDICINE 
(PEDIATRIC)
Ann Arbor, MI

Joyce Lee, PI
Inas Thomas 
Michael Wood
Ashley Garrity
Amy Ohmer 
 

joyclee@med.umich.edu 
inash@med.umich.edu mawoodmd@
med.umich.edu 
ashleyna@med.umich.edu 
naturallysweetsisters@gmail.com

CHILDREN’S 
HOSPITAL OF 
LOS ANGELES 
(PEDIATRIC) 
Los Angeles, CA

Brian Miyazaki, PI
Jose Ceves
Anne Peters
Lily Chao

bmiyazaki@chla.usc.edu 
jaceves@chla.usc.edu
apeters@chla.usc.edu
Lchao@chla.usc.edu

CHILDREN’S  
MERCY — KANSAS 
CITY (PEDIATRIC) 
Kansas City, MO

Mark Clements, PI
Ryan McDonough
Malisa McEchen
Heather Feingold    
Stephanie Wurtz
Jerin Wurtz
Christen Williams
Emily DeWit
Melissa Newmaster
Julie Kincheloe

maclements@cmh.edu 
rjmcdonough@cmh.edu 
mbmceachen@cmh.edu 
hfeingold@cmh.edu 
swurtz@nemvch.org 
jwein.wurtz@frontierfarmcredit.com 
7williamsfarm@gmail.com 
eldewit@cmh.edu 
mnewmaster@cmh.edu 
jakincheloe@cmh.edu
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CLINIC
COLLABORATIVE TEAM 
MEMBERS & ROLES EMAIL

CHILDREN’S 
NATIONAL 
(PEDIATRIC)
Washington, DC

Shideh Majidi, PI
Lauren Clary
Shideh Majidi
Alexis Marie 
Richardson
Jennifer Reilly
Bailey Christine 
Boggen
Susan Mehlman 
Amanda Perkins 
Jody Grundman 
Sarah Lydia Holly
Stephanie Bowers

smajidi4@childrensnational.org
LClary@childrensnational.org
smajidi4@childrensnational.org
amrichards@childrensnational.org
jreilly@childrensnational.org
BCGOGGIN@childrensnational.org
smelhman@childrensnational.org 
aperkins@childrensnational.org   
jgrundman@childrensnational.org   
sholly@childrensnational.org 
sbowers@childrensnational.org    

CINCINNATI 
CHILDREN’S 
HOSPITAL MEDICAL 
CENTER
Cincinnati, OH

Sarah Corathers, PI 
Nana Hawa Yaya Jones
Larry Dolan
Amy Grant
Carla Allen
Jessica Kichler
Amanda Sylvester 
Justin Masterson

Sarah.corathers@cchcm.org 
Nana.Jones@cchmc.org 
larry.dolan@cchmc.org 
Amy.Grant@cchmc.org
Carla.Allen@cchmc.org 
Jessica.Kichler@cchmc.org 
Amanda.Sylvester@cchmc.org 
justin@empathoscompany.com

CLEVELAND CLINIC 
(PEDIATRICS)
Cleveland, OH

Andrea, Mucci, PI
Cheryl Switzer 
Amber Marquardt

MUCCIA@ccf.org
SWITZEC@ccf.org
marquaa2@ccf.org

CLEVELAND CLINIC 
(ADULTS)
Cleveland, OH

Pratibha Rao, PI
Kelly Brake
Mary Kellis Youyoiklis
Susan Suglio
Arica Hardgrove

raop@ccf.org
rakek2@ccf.org 
vouyiom@ccf.org
suglios@ccf.org
hardgra@ccf.org

APPENDIX A: T1DX-QI COLLABORATIVE CLINIC PROFILE continued
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CLINIC
COLLABORATIVE TEAM 
MEMBERS & ROLES EMAIL

COOK CHILDREN’S 
MEDICAL CENTER 
(PEDIATRICS) 
Fort Worth, TX 

Susan Hsieh, PI
Mouhammad Alwazeer
Stephanie Ogburn
Candice Williams
Paul Thornton 
Christin Morell

Susan.Hsieh@cookchildrens.org 
mouhammad.alwazeer@
cookchildrens.org 
Stephanie.Ogburn@cookchildrens.org 
Candice.Williams@cookchildrens.org 
Paul.Thornton@cookchildrens.org 
Christin.Morell@cookchildrens.org

EMORY UNIVERSITY, 
CHILDREN’S 
HEALTHCARE 
OF ATLANTA 
(PEDIATRICS)
Atlanta, GA

Kristina Cossen, PI
Chloe Shay
Gonzalez, Lynette 

kristina.cossen@emory.edu 
chloe.shay@emory.edu
lynette.gonzalez@emory.edu 

GRADY MEMORIAL 
HOSPITAL (ADULTS)
Atlanta, GA

Sonya Haw, PI
Alisha Virani
David Ziemer
Georgia Davis
Kristi Haman 
Francisco Javier 
Pasquel

jeehea.sonya.haw@emory.edu 
avirani@GMH.EDU 
dziemer@emory.edu 
georgia.marie.davis@emory.edu 
KQUAIROLI@gmh.edu 
fpasque@emory.edu 

INDIANA 
UNIVERSITY HEALTH 
(PEDIATRICS)
Indianapolis, IN

Anna Neyman, PI
Katie Haberlin-Pittz
Elizabeth Moran

aneyman@iupui.edu 
khaberli@iupui.edu
emoran1@iuhealth.org  

LE BONHEUR 
CHILDREN’S 
HOSPITAL, 
UNIVERSITY 
OF TENNESSEE 
(PEDIATRICS)
Memphis, TN

Ahlee Kim, Co-PI
Grace Bazan Nelson, 
Co-PI
Blake Adams
Jayme Wasson

akim20@uthsc.edu 
gracebazan@gmail.com
Blake.Adams@lebonheur.org 
jayme.wasson@lebonhorg

APPENDIX A: T1DX-QI COLLABORATIVE CLINIC PROFILE continued
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CLINIC
COLLABORATIVE TEAM 
MEMBERS & ROLES EMAIL

LURIE CHILDREN’S 
HOSPITAL 
(PEDIATRICS)
Chicago, IL

Naomi Fogel, PI
 Laura Levin 
Naomi Sullivan
Mary McCauley 
Apoorva Aekka
Sean DeLacey 
Monica Bianco
Maria Chiappetta
Paula Petrie 
Jill Weissberg- 
Benchell
Kaitlin Karlin
Abby Dieguez

NFogel@luriechildrens.org 
LLevin@luriechildrens.org 
NSullivan@luriechildrens.org 
Mamccauley@luriechildrens.org 
aaekka@luriechildrens.org 
sdelacey@luriechildrens.org 
mbianco@luriechildrens.org 
mrchiapp@luriechildrens.org 
Pipetrie@luriechildrens.org
jwbenchell@luriechildrens.org
kkarlin@luriechildrens.org
adieguez@luriechildrens.org

MOUNT SINAI 
(ADULT)
New York, NY

Carol Levy, PI
David Lam
Camilla Levister
Selassie Ogyaadu
Grenye O’Malley
Madeleine Rouviere
Emily Ellis 

carol.levy@mssm.edu
david.w.lam@mssm.edu
camilla.levister@mssm.edu
selassie.ogyaadu@mssm.edu
grenye.o’malley@mssm.edu  
madeleine.rouviere@mountsinai.org 
emily.ellis@mssm.edu 

MOUNT SINAI 
(PEDIATRICS)
New York, NY

Meredith Wilkes, PI
Robert Rapaport
Julie Samuels

meredith.wilkes@mountsinai.org
robert.rapaport@mountsinai.org
julie.samuels@mssm.edu 

APPENDIX A: T1DX-QI COLLABORATIVE CLINIC PROFILE continued
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CLINIC
COLLABORATIVE TEAM 
MEMBERS & ROLES EMAIL

NATIONWIDE 
CHILDREN’S 
HOSPITAL 
(PEDIATRICS)
Columbus, OH

Manmohan Kamboj, PI
Justin Indyk
Kathryn Obrynba
Kajal Gandhi
Don Buckingham
Travis Wells
Alyssa Kramer
Emily Klamet
Beth Edwards
Nicholas Lanno
Ming Hong
Heather Yardley

Manmohan.Kamboj@
Nationwidechildrens.org
Justin.Indyk@Nationwidechildrens.
org 
Kathryn.Obrynba@
nationwidechildrens.org 
Kajal.Gandhi@nationwidechildrens.
org 
Don.Buckingham@
nationwidechildrens.org
Travis.Wells@Nationwidechildrens.org 
Alyssa.Kramer@nationwidechildrens.
org 
Emily.Klamet@nationwidechildrens.
org 
Beth.Edwards@nationwidechildrens.
org
Nicholas.Lanno@Nationwidechildrens.
org 
MingChan.Hong@
Nationwidechildrens.org 
Heather.Yardley@
Nationwidechildrens.org

NORTHWESTERN 
MEDICINE (ADULTS)
Chicago, IL

Grazia Aleppo-
Kacmarek, PI
Stefanie Herrmann
Jared Friedman

Grazia.Aleppo@nm.org
s-herrmann@northwestern.edu
jared.friedman@mn.org 

NORTHWELL 
HEALTH, COHEN 
CHILDREN’S 
MEDICAL CENTER 
(PEDIATRICS)
Queens, NY

Jennifer Sarhis, PI  
Allison Mekhoubad 
Aditya Bissoonauth 
Rashida Talib

JSarhis13@northwell.edu 
ABauman@northwell.edu 
abissoonau@northwell.edu 
rtalib@northwell.edu

APPENDIX A: T1DX-QI COLLABORATIVE CLINIC PROFILE continued
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CLINIC
COLLABORATIVE TEAM 
MEMBERS & ROLES EMAIL

NYU LANGONE 
HEALTH (ADULT)
New York, NY

Lauren Golden, PI 
Arita Asani
Roshney Jacob-Issac 
Akankasha Goyal

Lauren.Golden@nyulangone.org 
Arita.Asani@nyulangone.org
Roshney.Jacob-issac@nyulangone.org 
Akankasha.Goyal@nyulangone.org 

HASSENFELD 
CHILDREN’S 
HOSPITAL AT 
NYU LANGONE 
(PEDIATRICS)
New York, NY

Mary Pat Gallagher, PI
Jeniece Ilkowitz
Juana Gonzalez
Emily Breidbart

Marypat.Gallagher@nyulangone.org 
Jeniece.Ilkowitz@nyulangone.org 
Juana.Gonzalez@nyulangone.org 
Emily.Breidbart@nyulangone.org

NYU LANGONE 
LONG ISLAND 
(PEDIATRICS)
Mineola, NY

Siham Accacha, PI
Ulka Kothari 
Maria Quintos-
Alagheband 
Sheila Dennehy  
Lori Benzoni
Edith Fiore

Siham.Accacha@nyulangone.org 
ulka.kothari@nyulangone.org
maria.quintos-alagheband@
nyulangone.org 
sheila.dennehy@nyulangone.org  
Lori.Benzoni@nyulangone.org
edith.fiore@nyulangone.org  

OREGON HEALTH 
AND SCIENCE 
UNIVERSITY 
(ADULT) 
Portland, OR

Andrew Ahman, PI
Caleb Schmid
Ryan Tweet
Brianna Morales

ahmanna@ohsu.edu
tweet@ohsu.edu
schmid@ohsu.edu
moralesb@ohsu.edu

OREGON HEALTH 
AND SCIENCE 
UNIVERSITY 
(PEDIATRICS)
Portland, OR

Ines Guttmann, PI
Brittany Caswell

guttmann@ohsu.edu
caswelbr@ohsu.edu
 

APPENDIX A: T1DX-QI COLLABORATIVE CLINIC PROFILE continued
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CLINIC
COLLABORATIVE TEAM 
MEMBERS & ROLES EMAIL

RADY CHILDREN’S 
HOSPITAL 
(PEDIATRICS)
San Diego, CA

Carla Demeterco, PI
Christy Byer-Mendoza
Jennifer Ruiz
Michael Gottschalk 
Kim McNamara

cdemeterco@rchsd.org 
cbyer-mendoza@rchsd.org 
Jenruiz@rchsd.org 
mgottschalk@rchsd.org 
kmcnamara@rchsd.org

SEATTLE 
CHILDREN’S 
HOSPITAL 
(PEDIATRICS)
Seattle, WA

Malik Faisal, Co-PI
Alissa Roberts, Co-PI
Meenal Gupta
Catherine Pihoker
Kathryn Ness 
Kevin Blake 
Samantha Perez,
Yasi Mohsenian

Faisal.Malik@seattlechildrens.org 
Alissa.Roberts@seattlechildrens.org 
Meenal.Gupta@seattlechildrens.org 
catherine.pihoker@seattlechildrens.
org 
kathryn.ness@seattlechildrens.org
Kevin.Blake@seattlechildrens.org
Samantha.Perez@seattlechildrens.org 
Yasi.Mohsenian@seattlechildrens.org 

SPECTRUM HEALTH, 
HELEN DEVOS 
CHILDREN’S 
HOSPITAL 
(PEDIATRICS)
Grand Rapids, MI

Donna Eng, PI 
Britini Schipper

donna.eng@spectrumhealth.org  
Britni.Schipper@spectrumhealth.org 

STANFORD 
UNIVERSITY 
(PEDIATRICS) 
Palo Alto, CA

Priya Prahalad, PI
David Maahs
Jeannine Leverenz
Kim Clash
Barry Conrad
Melissa Anderson 

prahalad@stanford.edu 
dmaahs@stanford.edu 
jleverenz@stanfordchildrens.org 
kclash@stanfordchildrens.org 
barconrad@stanfordchildrens.org 
melissa@lookfamily.org

APPENDIX A: T1DX-QI COLLABORATIVE CLINIC PROFILE continued
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CLINIC
COLLABORATIVE TEAM 
MEMBERS & ROLES EMAIL

STANFORD 
UNIVERSITY 
(ADULT)
Palo Alto, CA

Marina Basina, PI  
Deene Mohandas

mbasina@stanford.edu 
deenem@stanford.edu 

SUNY UPSTATE, 
JOSLIN CENTER 
(ADULT)
Syracuse, NY

Ruth S. Weinstock, PI
Marisa Desimone 
Rachel Hopkins
Margaret Greenfield

weinstor@upstate.edu 
desimoma@upstate.edu 
hopkinra@upstate.edu
GreenfMa@upstate.edu

SUNY UPSTATE, 
JOSLIN CENTER 
(PEDIATRICS) 
Syracuse, NY

Roberto Izquierdo, PI, 
MD 
Margaret Greenfield
Prashant Nadkarni 
Cassie Bunker
Kathyn Fredenburg
Emilie J. Hess

Izquierr@upstate.edu 
GreenfMa@upstate.edu 
nadkarnp@upstate.edu 
bunkercm3@gmail.com 
wowelkok@upstate.edu 
HessEm@upstate.edu

TEXAS CHILDREN’S 
HOSPITAL
Houston, TX

Rona Sonabend
Daniel DeSalvo, PI
Sarah Lyons 
Selorm Dei-Tutu
Bonnie McCann-
Crosby
Curtis Yee
Rick Fernandez
Guido Alarcon-Mantilla

rysonabe@texaschildrens.org 
Daniel.DeSalvo@bcm.edu 
sarah.lyons@bcm.edu 
selorm.dei-tutu@bcm.edu 
mccann@bcm.edu 
cxyee@texaschildrens.org 
rfernandez008@bellsouth.net
guido.alarconmantilla@bcm.edu

UNIVERSITY OF 
ALABAMA AT 
BIRMINGHAM 
(PEDIATRICS) 
Birmingham, AL

Mary Lauren Scott, PI, 
Andrea Coulter
Nicole Chilton
Amanda Reaves
Kathleen Heste

mlscott@peds.uab.edu 
amcoulter@uabmc.edu
nicole.chilton@childrensal.org 
amanda.reaves@childrensal.org 
byhishandsdesigns@gmail.com

APPENDIX A: T1DX-QI COLLABORATIVE CLINIC PROFILE continued
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CLINIC
COLLABORATIVE TEAM 
MEMBERS & ROLES EMAIL

UNIVERSITY OF 
CALIFORNIA 
(ADULT) 
San Francisco, CA

Umesh Masharani, PI
Judy Gonzalez-Vargas

Umesh.Masharani@ucsf.edu 
judy.gonzalez-vargas@ucsf.edu
 

UNIVERSITY OF 
CALIFORNIA 
(PEDIATRICS)
San Francisco, CA

Jenise Wong, PI
Judy Gonzalez-Vargas
Barbara Liepman
Alison Reed
Sonali Belapurkar
Angel Nip

jenise.wong@ucsf.edu
judy.gonzalez-vargas@ucsf.edu
barbara.liepman@ucsf.edu
alison.reed@ucsf.edu
sonali.belapurkar@ucsf.edu
siuying.nip@ucsf.edu 

UNIVERSITY OF 
FLORIDA DIABETES 
INSTITUTE 
Gainesville, FL

Laura Jacobsen, PI
Sarah Peeling
Magdalena Gradek

lauraj@ufl.edu 
smpeeling@peds.ufl.edu
mgradek@peds.ufl.edu

UNIVERSITY OF 
MIAMI, MILLER 
SCHOOL OF 
MEDICINE (ADULT)
Miami, FL

Francesco Vendrame, PI
Maddison Saalinger
Aleida Saenz
Monica Mogollon
Lauri Deane

FVendrame@med.miami.edu 
m.saalinger@umiami.edu
asaenz@miami.edu
mam861@med.miami.edu
lxd757@med.miami.edu

UNIVERSITY. 
OF MIAMI, 
MILLER SCHOOL 
OF MEDICINE  
(PEDIATRICS)
Miami, FL

Janine Sanchez, PI 
Gomez Patricia 
Judy Ruth Waks

jsanchez@med.miami.edu 
PGomez5@med.miami.edu 
j.waks@med.miami.edu 

APPENDIX A: T1DX-QI COLLABORATIVE CLINIC PROFILE continued
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CLINIC
COLLABORATIVE TEAM 
MEMBERS & ROLES EMAIL

PENN MEDICINE, 
PENN RODEBAUGH 
DIABETES CENTER 
(ADULT)
Philadelphia, PA

Ilona Lorincz, PI 

Magdalena Garbacz 

Mark Shutta

Ilona.Lorincz@pennmedicine.upenn.
edu 

Magdalena.Garbacz@pennmedicine.
upenn. edu

Mark.Shutta@uphs.upenn.edu 

UNIVERSITY OF 
PITTSBURGH 
(PEDIATRICS)
Pittsburgh, PA

Alissa Guarneri, PI guarneriam@upmc.edu

 
 

UNIVERSITY OF 
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