Expectations for Basic Diabetes Care

Identify the diabetic population and proactively manage
The diabetic population within the Primary Care Providers Practice should be identified and a database for each diabetic should be established.  Proactive management of the diabetic population should routinely include:

· Routine review of the registry for follow-up needs

· Follow-up phone calls by office staff

· Office initiated scheduling of office visits with diabetics needing routine screening

· Collaborative goal setting for patient with the health care team

· A comprehensive program for patient self-management

· Evidence-based guidelines developed, disseminated and integrated throughout the health system

Cardiovascular Risk Reduction

Cardiovascular risks are increased substantially with diabetes and adversely affect mortality and morbidity. Identification and management of cardiovascular risks can improve when we routinely:

· Document and track the smoking habits of diabetic patients

· Offer cessation courses and document patient response

· Link patients with community smoking cessation support groups

· Establish evidence-based guidelines for aspirin use

· Offer weight loss programs and exercise programs; foster community links, if possible

· Implement a system for blood pressure documentation and tracking with protocols for identification and drug management


Microvascular

Microvascular complications also can significantly increase morbidity. The adverse consequences of microvascular risks can be modified.

· Establish retinal screening protocols for insulin and non-insulin dependent diabetics

· Implement an office tracking system, reminder system, and office-initiated patient notification system for eye examinations

· Develop community-based financial support mechanisms to assist patients with the cost of eye exams

· Establish a protocol for diabetic renal screening

· Create a tracking mechanism for monitoring micro-albuminuria in diabetic patients

· Establish a protocol for the administration and tracking of hypotensive medications (i.e. ACE inhibitors) to reduce renal and cardiac risk.

· Establish a protocol and procedure for diabetic foot exams

· Create an intervention program which advocates regular foot exams for all diabetics and protective foot care behaviors for diabetics with high-risk feet.

· Establish a reminder system for office-initiated patient notification of annual foot exams

Glycemic Control

Management of the diabetic patients’ blood sugar levels provides the overall key for decreasing the risks related to microvascular complications. Actions to accomplish glycemic control include:

· Create a system for tracking HbA1c levels

· Establish a protocol for HbA1c routine measurements

· Design a system for Collaborative planning of glycemic control levels

· Establish a clear plan of care for the patient and the provider, setting and maintaining a target for Hb1Ac levels

Self-management

Integrating self-management responsibilities into the plan of care for the patient increases the patients’ ability to achieve improved clinical outcomes:

· Schedule a documented encounter at least annually to promote patient identification of their appropriate self-management opportunities

· Offer regular follow-up support and educational materials

Diabetes Care and the Components of the Chronic Care Model

This grid is to illustrate how the clinical content (for improving diabetes outcomes) relates to the areas for “System Improvement”.  We have purposefully written it in the form of questions.  For many there is no single “right answer”.  Rather, these are suggestions of questions you need to answer for yourself, in order to improve diabetes care.

	
	Information Systems
	Practice Redesign
	Decision Support
	Self-management Support
	Community Resources

	Glycemic control

 (a, b, c, & d)
	How can you identify your diabetic population?

How do you track HbA1c results?

How do you track use of OHA’s, insulin, etc.?
	Who reviews the registry?

Who calls the patients in?

What options are there for 1-on-1, groups?

Who gives on-going self management support?
	Do you have an evidence-based guideline for glycemic control?

How is the guideline disseminated to providers?

How is the guideline “embedded” into your system?


	Do you have documentation of collaborative goal setting for glycemic control?

What “menus” of self-management support are available to patients?
	What links do you have set up to:

• community weight loss programs?

• exercise programs?

• support groups?

• Internet links?

	Cardiac Risk Reduction

A. Smoking
	How can you identify your diabetic population?

How do you document and track those who smoke?

How do you track which smokers have been offered help?
	Who reviews the registry?

Who calls the patients in?

What options are there for 1-on-1, groups, phone-based counseling?

Who gives on-going self management support?
	Do you have an evidence-based guideline for smoking cessation?

How is the guideline disseminated to providers?

How is the guideline “embedded” into your system?


	Do you have documentation of collaborative goal setting for smoking cessation?

What “menus” of self-management support are available to patients?

What incentives do you have to encourage patients (free patches, gum or Zyban)?
	What links do you have set up to:

• community smoking cessation support groups

• Internet links?

	Cardiac Risk Reduction

B. Aspirin
	How can you identify your diabetic population, over age 40?

How do you document and track those who take aspirin (since many people get it OTC)?

How do you track which patients have PUD or aspirin allergy, etc.?
	Who reviews the registry?

Who calls the patients to discuss aspirin, HRT, folic acid, etc.?

Who tracks which patients have been talked to, which are on aspirin?
	Do you have an evidence-based guideline for aspirin use?

How is the guideline disseminated to providers?

How is the guideline “embedded” into your system?


	Do you have documentation of collaborative goal setting for aspirin, HRT, etc.?

What “menus” of self-management support are available to patients?

What incentives do you have to encourage patients?
	

	Cardiac Risk Reduction

C. Lipids
	How can you identify your diabetic population?

How do you document and track those who have had a fasting lipid profile?

How do you track whether those with LDL >130 have been offered treatment?
	Who reviews the registry?

Who calls the patients to discuss diet, exercise, lipid lowering drugs.?

Who tracks which patients have been treated, who is doing follow-up?
	Do you have an evidence-based guideline  for lipid management for primary prevention, secondary prevention?

How is the guideline disseminated to providers?

How is the guideline “embedded” into your system?


	Do you have documentation of collaborative goal setting for lipid lowering.?

What “menus” of self-management support are available to patients?

What incentives do you have to encourage patients?
	What links do you have set up to:

• community weight loss programs?

• exercise programs?

• support groups?

• Internet links?

	Cardiac Risk Reduction

D. Blood Pressure
	How can you identify your diabetic population?

How do you document and track those who have had a BP measured?

How do you document and track those who have a BP >135/86?

How do you track whether those with BP >135/85 have been offered treatment?
	Who reviews the registry?

Who calls the patients to discuss diet, exercise, BP lowering drugs.?

Who tracks which patients have been treated, who is doing follow-up?
	Do you have an evidence-based guideline  for BP management for diabetic patients?

How is the guideline disseminated to providers?

How is the guideline “embedded” into your system?


	Do you have documentation of collaborative goal setting for BP lowering.?

What “menus” of self-management support are available to patients?

What incentives do you have to encourage patients to keep their BP in target range?
	What links do you have set up to:

• community weight loss programs?

• exercise programs?

• support groups?

• Internet links?

	Microvascular complications

A. Renal
	How can you identify your diabetic population?

How do you track microalbuminuria results (as well as U/As, 24h urines)?

How do you track use of ACE-I’s, other hypotensives, etc.?
	Who reviews the registry?

Who calls the patients to discuss renal and cardiac risk, use of ACE-I?

Who tracks which patients have been talked to, which are on ACE-I?
	Do you have an evidence-based guideline  for renal screening?

How is the guideline disseminated to providers?

How is the guideline “embedded” into your system?


	Do you have documentation of collaborative goal setting for blood pressure control, diet and exercise?

What “menus” of self-management support are available to patients?
	

	Microvascular complications

B. Retinal
	How can you identify your diabetic population?

How do you document and track which patients have had dilated retinal eye exams, when the examination was done, and what was found?
	Who reviews the registry?

Who calls the patients to discuss when their last dilated eye examination was done?

Who helps patients with scheduling?
	Do you have an evidence-based guideline  for retinal screening?

How is the guideline disseminated to providers?

How is the guideline “embedded” into your system?


	What way do you have available to inform patients about he importance of regular eye exams?

What reminder systems do you offer patients to ensure that they don’t forget their annual eye exam?
	What links do you have set up to:

• ADA/Lions Clubs, or other resources for people with financial barriers to getting eye exams?

• support groups?

• Internet links?

	Microvascular complications

C. Footcare
	How can you identify your diabetic population?

How do you track which patients have had a foot exam in the past 12 months?

How do you evaluate the appropriateness of the foot exam?

How do you identify and track those patients with “high risk” feet?

How do you identify and track which patients  have had foot ulcers, or amputations in the past year?
	Who reviews the registry?

Who teaches protective footcare behavior for patients with “high risk” feet?

Who reviews the success of intervention programs to teach protective footcare behavior?

How ensures that the patients who need help with podiatry care, or special footwear get that care?
	Do you have an evidence-based guideline  for foot screening?

How is the guideline disseminated to providers?

How is the guideline “embedded” into your system?


	What way do you have available to inform patients about he importance of regular foot exams?

What reminder systems do you offer patients to ensure that they don’t forget their annual foot exam?

What menu of self-management options are available to promote protective footcare behavior?
	What links do you have set up to:

• Elderly Day Centers, or other resources for people with financial barriers to getting foot exams?

•  community podiatry services?

• support groups?

• Internet links?
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