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Diabetes Trends in US (CDC)Diabetes Trends in US (CDC)



2002 Snapshot2002 Snapshot

 2 million Californians have diabetes, 600,0002 million Californians have diabetes, 600,000
undiagnosedundiagnosed

 $17.9 billion annual CA expenditures on diabetic$17.9 billion annual CA expenditures on diabetic
care, ~ 100 billion nationallycare, ~ 100 billion nationally

 25% of US population with 25% of US population with ““metabolic syndromemetabolic syndrome””,,
and growing; 58% of cases of diabetes can beand growing; 58% of cases of diabetes can be
prevented in this group via weight loss and exerciseprevented in this group via weight loss and exercise
(NEJM)(NEJM)

 diabetic per capita health care costs $13,243 vs.diabetic per capita health care costs $13,243 vs.
$2,560 for non-diabetics$2,560 for non-diabetics



Why Control MattersWhy Control Matters
To the patient and their familyTo the patient and their family
Maintenance of Maintenance of glycemicglycemic control at 7.2% : control at 7.2% :
 Increases life expectancyIncreases life expectancy
 Reduces complicationsReduces complications

 Blindness reduced 72%Blindness reduced 72%
 End Stage Renal Disease reduced 87%End Stage Renal Disease reduced 87%

Combined with cholesterol controlCombined with cholesterol control::
 Reduces risk of cardiovascular event from 39% to 17%Reduces risk of cardiovascular event from 39% to 17%

To those who pay for their careTo those who pay for their care
 Costs increase 10, 20 and 30% for each 1% increase over 7%Costs increase 10, 20 and 30% for each 1% increase over 7%

Eastman RC, et al. Analysis of the health benefits and cost-effectiveness of treating NIDDM with
the goal of normoglycemia. Diabetes Care, 1997; 20(5): 735-44

Gilmer TP et al. The cost to health plans of poor glycemic control. Diabetes Care, 1997; 20(12):
1847-53.



Chronic Care ModelChronic Care Model



Community Resources and Policies:Community Resources and Policies:
Humboldt Diabetes ProjectHumboldt Diabetes Project

 CHCF-funded research project started 11/02;CHCF-funded research project started 11/02;
International Diabetes CenterInternational Diabetes Center

 P4P provides resource as wellP4P provides resource as well

 County-wide effortCounty-wide effort coordinated by IPA (>95% of all coordinated by IPA (>95% of all
clinicians in the county, including MDs, advanced-clinicians in the county, including MDs, advanced-
practice clinicians, behavioral health providers) butpractice clinicians, behavioral health providers) but……

 IPA manages only 10% of lives in Humboldt CountyIPA manages only 10% of lives in Humboldt County
(little managed care) so(little managed care) so……

 ““Point-of-carePoint-of-care””  strategy: little administrative data availablestrategy: little administrative data available



Community ResourcesCommunity Resources

 Community Health AllianceCommunity Health Alliance: community-based: community-based
 Health Education AllianceHealth Education Alliance: ADA-recognized,: ADA-recognized,

community-based health education businesscommunity-based health education business
 Press coveragePress coverage
 Support groupsSupport groups
 PharmaciesPharmacies
 Pharmaceutical support Pharmaceutical support (quid pro quo?)(quid pro quo?)



PoliciesPolicies

 Generally not supportive of the Chronic Care ModelGenerally not supportive of the Chronic Care Model
exceptexcept in managed care environment: in managed care environment:
 Lack of coordination between local and planned DM effortsLack of coordination between local and planned DM efforts
 ““Planned care/group visitPlanned care/group visit”” restrictions: multiple providers restrictions: multiple providers

cannot bill from same location on the same daycannot bill from same location on the same day
 Preventive/evidence-based (secondary prevention) servicesPreventive/evidence-based (secondary prevention) services

with deductibles and co-pays, or not covered at allwith deductibles and co-pays, or not covered at all
 IPAsIPAs working with PPO insurers for working with PPO insurers for

management/administrative fees to run registries not easymanagement/administrative fees to run registries not easy

 Practices must learn new skills to better serve patients:Practices must learn new skills to better serve patients:
““EEfficiency experts, not just clinical expertsfficiency experts, not just clinical experts…”…”



System DesignSystem Design

 Principal investigators (CEO, CMO)Principal investigators (CEO, CMO)

 ““Invite implementers into the planning processInvite implementers into the planning process””

 25 members (MDs, mid-levels, mental health25 members (MDs, mid-levels, mental health
professionals, dietitians, pharmacist/CDE, officeprofessionals, dietitians, pharmacist/CDE, office
managers, medical assistants, patients)managers, medical assistants, patients)

 IPA providing staff to HDP (IT, caseIPA providing staff to HDP (IT, case
management, data entry, educational umbrella,management, data entry, educational umbrella,
ADA/ NCQA recognition effort)ADA/ NCQA recognition effort)

 Office champion network (coordinated by FNP)Office champion network (coordinated by FNP)

 Clinical Clinical microsystemsmicrosystems approach:  approach: all-staff qualityall-staff quality
meetingsmeetings
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IT and Chronic DiseaseIT and Chronic Disease

““You canYou can’’t manage what you dont manage what you don’’t measure.t measure.””



EMR vs. RegistryEMR vs. Registry

 EMR evolved from EMR evolved from acute care modelacute care model: templates for visits: templates for visits
(URI, abdominal pain, sore throat) at the point of care(URI, abdominal pain, sore throat) at the point of care

 Registries evolved from Registries evolved from planned care model, planned care model, including aincluding a
population perspective at a distancepopulation perspective at a distance

 Benefits to each: EMR for coding compliance,Benefits to each: EMR for coding compliance,
documentation, practice management; registry fordocumentation, practice management; registry for
population managementpopulation management

 Eventually, functions will merge into single systemEventually, functions will merge into single system
(single data entry crucial) (single data entry crucial) and why is it taking so long?and why is it taking so long?



Effect of I.T. on Quality of CareEffect of I.T. on Quality of Care
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Value SpaceValue Space
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Point-Of-Care in DiabetesPoint-Of-Care in Diabetes

 Administrative data vs. point-of-care dataAdministrative data vs. point-of-care data
 Encounter note as a Encounter note as a planned visitplanned visit protocol protocol
 Availability of clinical data: BMI, blood pressure,Availability of clinical data: BMI, blood pressure,

foot exam, aspirin, tobacco, self-managementfoot exam, aspirin, tobacco, self-management
goalsgoals

 Lab, pharmacy, services billed (>30 day delay)Lab, pharmacy, services billed (>30 day delay)
available administratively only in managed careavailable administratively only in managed care

 Offices need a single system for all patientsOffices need a single system for all patients



Humboldt RegistryHumboldt Registry
 Originally C-DEMS: public domain, openOriginally C-DEMS: public domain, open

source, customizable, control data andsource, customizable, control data and
reportingreporting

 Currently PECSYS (multi-condition)Currently PECSYS (multi-condition)
 ~4500 total (802 study, 1700+ in safety net)~4500 total (802 study, 1700+ in safety net)
 Starting point: Starting point: the office visit the office visit per CLGper CLG
 Progress Note: Progress Note: best practice tool actualizedbest practice tool actualized
 Prompts and reminders: keep it simplePrompts and reminders: keep it simple

(HbA1c>9, no HbA1c in past 6 months)(HbA1c>9, no HbA1c in past 6 months)









Decision Support and ProviderDecision Support and Provider
EducationEducation

 Multiple presentations: group, 1:1Multiple presentations: group, 1:1
 Clinician/staff training: 200 attendees overClinician/staff training: 200 attendees over

3 days for 3 days for Staged Diabetes ManagementStaged Diabetes Management
(International Diabetes Center)(International Diabetes Center)

 Web site (Web site (www.hdnfmc.comwww.hdnfmc.com) as a source of) as a source of
information: information: Humboldt Diabetes ProjectHumboldt Diabetes Project

 SDM SDM ““Quick GuidesQuick Guides””: pocket-sized: pocket-sized
algorithmsalgorithms



Self-management SupportSelf-management Support

 Patient Patient ““activationactivation”” requires major system redesign requires major system redesign
 Goal: offer education to all chronically ill patientsGoal: offer education to all chronically ill patients
 Depression (>30%) often underlying cause of poorDepression (>30%) often underlying cause of poor

outcomes, and treating it (behaviorally) works betteroutcomes, and treating it (behaviorally) works better
than than SSRIsSSRIs; amenable to group setting; amenable to group setting

 Health Education AllianceHealth Education Alliance: business model/community: business model/community
resourceresource

 ““Take ChargeTake Charge”” : peer-education support groups : peer-education support groups
organized by Community Health Allianceorganized by Community Health Alliance

 IPA mental health providers: chronic disease groupsIPA mental health providers: chronic disease groups



““Why wouldnWhy wouldn’’t a person with diabetes dot a person with diabetes do
everything in their power to live long and feeleverything in their power to live long and feel
well?well?””



Why Do Our Patients Struggle?Why Do Our Patients Struggle?

(“strong” endorsements by physicians)

poor self-discipline 53.2%
poor will-power 50.0%
not scared enough 36.9%
not intelligent enough 16.3%

Polonsky, Boswell and Edelman, 1996









Why Do Our Patients Struggle?Why Do Our Patients Struggle?

•• Almost no one is unmotivated to live a longAlmost no one is unmotivated to live a long
and healthy life.and healthy life.

•• The rewards for good diabetes care areThe rewards for good diabetes care are

-- relatively relatively subtlesubtle

-- mostly mostly long-termlong-term

•• ““If you do everything perfectly, you can expect toIf you do everything perfectly, you can expect to
feelfeel……nothing!nothing!””    What a concept to motivate aWhat a concept to motivate a
person to strive hard on a daily basis!person to strive hard on a daily basis!



  Unachievable Self-Care PlansUnachievable Self-Care Plans

• Unclear
- “I’m supposed to start exercising.”

• Unrealistic
- “My doctor told me to lose 10 lbs before the next visit.”
- “Taking care of my diabetes means I’m supposed to eat

perfectly and never cheat.”



The Overarching ApproachThe Overarching Approach

A person with a chronic disease must:
 BELIEVE THEY CAN CONTROL

OUTCOMES (have hope).  The patient.  The patient
must feel must feel self-management is worthwhileself-management is worthwhile..

 KNOW WHAT TO DO.  The patient mustKNOW WHAT TO DO.  The patient must
have have a clear and achievable plana clear and achievable plan for self- for self-
managementmanagement

……to succeed at self-managementto succeed at self-management





ResultsResults
 26 independent primary care offices26 independent primary care offices

clinically integrated: guidelines, practiceclinically integrated: guidelines, practice
patterns, information, patterns, information, involvedinvolved : NCQA : NCQA
Recognition for DiabetesRecognition for Diabetes

 Progress Note, Patient SummaryProgress Note, Patient Summary
 200 at clinician training!200 at clinician training!
 Systems approach adopted by IPASystems approach adopted by IPA

organizationorganization
 Quality-driven strategy accepted as Quality-driven strategy accepted as ““soundsound””
 Community-wide focus: new partnershipsCommunity-wide focus: new partnerships



NCQA Diabetes Physician Recognition Program
Mandatory Measures for Adult Patients 

10.010.080% of patients in sample80% of patients in sampleFoot ExaminationFoot Examination

10.010.080% of patients in sample80% of patients in sampleNephropathy AssessmentNephropathy Assessment

2.52.536% of patients in sample36% of patients in sampleLDL Control <100 mg/dlLDL Control <100 mg/dl

7.57.563% of patients in sample63% of patients in sampleLDL Control <130 mg/dlLDL Control <130 mg/dl

5.05.085% of patients in sample85% of patients in sampleComplete Lipid ProfileComplete Lipid Profile

5.05.080% of patients in sample80% of patients in sampleSmoking Status and CessationSmoking Status and Cessation
Advice or TreatmentAdvice or Treatment

10.010.060% of patients in sample60% of patients in sampleEye ExaminationEye Examination

5.05.035% of patients in sample35% of patients in sampleBlood Pressure Control <130/80Blood Pressure Control <130/80
mm Hgmm Hg

10.010.065% of patients in sample65% of patients in sampleBlood Pressure Control <140/90Blood Pressure Control <140/90
mm Hgmm Hg

5.05.040% of patients in sample40% of patients in sampleHbA1c Control HbA1c Control <<7.0%7.0%
10.010.020% of patients in sample20% of patients in sampleHbA1c Poor Control >9.0%HbA1c Poor Control >9.0%

PointsPointsCriteriaCriteriaClinical Measures (Required)Clinical Measures (Required)



Humboldt Diabetes Project DataHumboldt Diabetes Project Data

44%44%32%32%Patients with LDL <100Patients with LDL <100

73%73%60%60%Patients with LDL<130Patients with LDL<130

33%33%32%32%Patients with BP <130/80Patients with BP <130/80

59%59%62%62%Patients with BP <140/90Patients with BP <140/90

55%55%52%52%HbA1c control: <7% (good control)HbA1c control: <7% (good control)

6.9%6.9%7.7%7.7%HbA1c control: >9% (poor control)HbA1c control: >9% (poor control)

ResultsResults
(n=778)(n=778)

ResultsResults
 (n=802) (n=802)MeasureMeasure

October,October,
20042004October, 2003October, 2003

49%49%
78%78%
37%37%
67%67%
59%59%

5.2%5.2%

ResultsResults
(n=4330)(n=4330)

January, 2007January, 2007



8.28.2272710.510.52727Starting A1c >9Starting A1c >9

7.27.21341347.77.7134134Starting A1c 7 to 9Starting A1c 7 to 9

6.56.51771776.16.1177177Starting A1c<7Starting A1c<7

6.96.93383387.17.1338338
All studyAll study
participantsparticipants

AverageAverageNNAverageAverageNN

Study EndStudy EndBaselineBaseline

Change in HbA1cChange in HbA1c
PercentagesPercentages



Patient Summary SF-12Patient Summary SF-12

47.347.348.848.845.445.4Mental Health Comp.Mental Health Comp.
41.541.542.642.640.640.6Physical ComponentPhysical Component

47.847.848.748.746.146.1Mental HealthMental Health
44.844.845.045.041.441.4Role EmotionalRole Emotional
44.844.846.646.644.344.3Social FunctioningSocial Functioning

46.046.046.846.843.943.9VitalityVitality
41.341.344.144.140.340.3General HealthGeneral Health
44.444.442.842.841.141.1Bodily PainBodily Pain
43.043.043.743.741.141.1Role PhysicalRole Physical

41.941.943.443.441.741.7Physical FunctioningPhysical Functioning

NationalNational
AverageAverage

FollowFollow
-up-upBaselineBaseline



How do you rate your understanding of overall diabetes
care? (check one box)

18%18%44%44%30%30%8%8%1%1%FF

7%7%25%25%34%34%27%27%5%5%BB

ExcelleExcelle
ntnt

VeryVery
GoodGood

GoodGoodFairFair
PoorPoor

In the last year, have you received one or more
reminders from your health care provider to come in
for a visit related to your diabetes?

3%3%74%74%23%23%FF

9%9%46%46%46%46%BB

Not SureNot SureYesYes
NoNo

Patient SurveyPatient Survey



In general, would you say your health is: (check one box)

4%4%22%22%42%42%27%27%5%5%FF

10%10%30%30%37%37%19%19%4%4%BB

PoorPoorFairFairGoodGoodVery GoodVery Good
ExcellentExcellent

How effective do you believe your health care provider is in managing
your diabetes?

41%41%44%44%13%13%1%1%<1%<1%FF

34%34%45%45%18%18%3%3%1%1%BB

VeryVery
effectiveeffective

EffectiveEffective
SomewhatSomewhat
effectiveeffective

Not veryNot very
effectiveeffectiveNotNot

effective ateffective at
allall

Patient Survey (2)Patient Survey (2)



How effective do you believe you are in caring for your diabetic
patients?

17%17%56%56%27%27%----F/UF/U

8%8%57%57%32%32%3%3%--BaselineBaseline

VeryVery
effectiveeffective

EffectiveEffective
SomewhatSomewhat
effectiveeffective

NotNot
veryvery
effectiveeffective

NotNot
effectiveeffective
at allat all

Compared to a year ago, how effective are you in caring
for your diabetic patients?

33%33%41%41%27%27%----F/F/
UU

MoreMore
effectiveeffective

SomewhatSomewhat
moremore
effectiveeffective    Same    Same

SomewhatSomewhat
lessless
effectiveeffective

LessLess
effectiveeffective

Note: The sum of the categories may not add to 100% due to rounding.

Clinician SurveyClinician Survey



ConclusionsConclusions

 Chronic/Planned Care Model worksChronic/Planned Care Model works
 Empowered, activated patients Empowered, activated patients partnering withpartnering with

prepared practice teams requires significantprepared practice teams requires significant
change on both sides of the partnershipchange on both sides of the partnership

 Registries are the quickest route to improvementRegistries are the quickest route to improvement
if employed at the point-of-care, at the time-of-if employed at the point-of-care, at the time-of-
care; care; but technology is a tool, not an answer.but technology is a tool, not an answer.



““If not us, then who? If not us, then who? 
If not now, then when?If not now, then when?””


