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Diabetes in CCH in 2019:

Few words about diabetes in general
Diabetes in CCH
Special programs in diabetes

Diabetes measures in CCH vs the world
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Understanding Diabetes

This means there is too much sugar in your blood. You may not have
enough of a hormone called insulin.

If you have Type 1 diabetes your body can no longer make insulin.

If you have Type 2 diabetes your body may still make insulin, but your

cells resist its effects or you cannot make enough insulin.
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What are the Complications Associated with Diabetes?

Over time, high blood glucose damages your blood vessels, both large and small.
This damage can lead to complications that affect the whole body. By controlling
your blood glucose, blood pressure and cholesterol according to your treatment
plan, you can help reduce your risk of complications.
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What are the Complications Associated with Diabetes?

Over time, high blood glucose damages your blood vessels, both large and small.

This damage can lead to complications that affect the whole body. By controlling
your blood glucose, blood pressure and cholesterol according to your treatment

plan, you can help reduce your risk of complications.

Brain

Stroke _, Eye (Retinopathy)

Memory problems Glaucoma
Cataracts
Blindness

Heart

Heart attack
Blockage of arteries to
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Utilizing our Diabetes Self
Management Education
Questionnaire (DSME), during the
initial and Follow-up visits, we ask
our patients the following question:

What are the Complications of
Diabetes?

Answer Legend

1 = None-Does not know/Needs
Full Instruction
2 = Lists 1-2/Needs Brief Instruction
3 = Lists 3/Instruct Missed Points
4 = Lists 4 or more/Congratulate
Patient




CQI Project for 2018: Cont.

Results
Baseline: Total Number of Patients

Distribution of Answers at Baseline (n=1149)

40.0%
35.0%
30.0% Number of
Correct Answers Percentage
25.0% O answers 35.5%
. 1-2 answers 35.2%

20.0% 3 answers 21.1%
15.0% 4+ answers 8.2%
10.0%

5.0% I

0.0%

COOK COUNTY

HEALTH

O answers 1-2 answers 3 answers 4+ answers




ABC’s of Diabetes

TARGETS

My

Date

Values| Due
Hemoglobin Alc Less than 7% Every 3 months
A Esrimates pour averags blood glicoss level aver 1ie peast 2-3 monitfes avid lilps ; ;
et rmriens fooow waell Bfoced slpear fees Been i corfrol if over T
Glucose (Blood Sugar)
@ Before Meals 80-130 FBG
8 I1-2 hours after the beginning of the meal 100-180 PP
Blood Pressure Every visil
The presnwre of the Blood agairst artery walls. High Blood presare can .
B iy arferics and organs . Ak Jar vowr BF resulis! Less than 140/90
Total Cholesterol (<20
C Cholesterol { ) "Lipid Panel”
LDL (low density lipoprotein Lousy cholesteral Cholesterol Ther =30y | YES NO Ta be done
i’:;::taf;n ter Friailohap ohcd coma Bock Moo flow tlough avteries "Clogped LDL: Legs than 100 Every Year
Cholesterol Therapy lower LDL to prevent heart attacks and strokes. {lesz than 70 if existing heart disease)
HDL {high density lipoprotein) Healthy cholesterol Male: Greater than 40
\Helph to prevent Bed laue of bead e folesterol, Female: Greater than S0
Triglycerides (Blood fats) Less than 150 Every year
Like L0018 cholesterol this for cam contribuge io Mocked ariervies,
Cenmlrineation aof e + suger fhurs s increasecd with kigh A fc
Other |[Eve Exam Every Year Last Exam
Erﬁﬁ'ﬁ rl'riﬂlnher?.r carised mrur?'umr.gf 1 WORE EVER iCaustybas capaciyfor sery 2 wars ) Diate:
Foot Exam (Always remove your shoes and socks) Exams Due: Visual {each visit),  |Last Exam
check the nerves and circidation, [f problems, see a_foot doctor every 3 months|comprehensive (twice a Year Date:
DAILY at HOME by YOU
=30 Every ¥ ear

Albuminuria - small profeins in Urine, checks for kdney domage




. M Date
ABC’s of Diabetes | TARGETS |yiic| Due

! Hemoglobin Alc Less than 7% Every 3 months

Hstimaies vour average blood glucose level over the pasit 2-3 months and helps
determing how well blood sugar has been in control.

Glucose (Blood Sugar)

e Before Meals 80-130 FBG
o I-2 hours after the beginning of the meal 100-180 PP

if over 7%

HbA1c MEAN BLOOD GLUCOSE

28,000 25,962.51 Mar 21, 2019

26,000
24,000
1 1 5 22,000

test score mg/dL mmol/L
© 14.0 380 21.1 Market Summary > Dow Jones Industrial Average
v
o 25,461.57 31504 (1.22%) +
g) May 23, 11:03 AM EDT - Disclaimer
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=
-—
o
™

6.0 6.3

80

-
-
o
-~
=
=
<
%]
=
<




Risk of Retinopathy by Duration and A1C in Type 1 Diabetes
Results From the DCCT Conventional Therapy Group

24

Mean A1C = 11% 10%

Rate per 100 20
patient-years
16

12

8

4

0
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Clinical Care/Education/Nvutritien
B RIEF REPORT

Gain in Patients’ Knowledge of Diabetes
Management Targets Is Associated With

Better Glycemic Control

1 ) 3 ) . : ) -
PADMALATHA BERIKAL MD, MS BARBARA SAVOY, MS, RD, CDE group” if their pretest score was >40%.
, 2 . 3 T - : ,
PETER M. MEYER, PHD s Kerry Kozik, rp, CDE " We defined knowledge gainers as achiev-
Rasa KAZILAUSKAITE, MD, MS ™ LeoN FOGELFELD, MD ™ ers of a posttest score of =80 and 100%
for the Tow and hich haceline nowledoe
9 . M\" Date
ABC S Of D 14 beteS TARGETS Values| Due
Hemoglobin Ale Less than 7% [Every 3 months ~ } . B B . .
A tasiie winsmaiedslucmloslonbused. Caleniiibe i over 96 Table 1—Comparison of baseline and follow-up characteristics in knowledge gainers and
Glucose (Blood Sugar) HoH gﬂi ners
& Before Meals 80-130 FBG _
o 1-2 hours after the beginning of the meal 100-180 PP
Blood Pressure _ [Every visit . L - . T .
B o et vt e < |Less tham 140/90 Characteristic Knowledge gainers Nongainers P
C Cholesterol Total Cholesterol (<204) gy
ow density ki ein} Lousy cholesterol Cholesterol T = YES NO Tatke.done C S : - &
%E{::_Em,S,H,,",*,L,E’ififﬂ‘mi!;m;m,'.‘fb,.f,,gﬁ'f,,.,,,,.;,_\.t-w-kwd e — buléjcus attaining target A1C** i . o
Cholesterol Therspy lower LDL to prevent heart attacks and strokes. l(lea= than T0 if existing heart digease) [‘l‘]_l]"E g]'DL]_p - I,_ L
HDL (high density lipoprotein) Healthy cholesterol. Male: Greater than 40 . — .
By ey S Low baseline knowledge group|| 45.5 20 0.02
o v v Less than 130 . High baseline knowledge groupq 16.9 37.5 0.20
Combinction of fir + sugar thit is inereased with high A le
Other |Eve Exam Every Year Last Exam
To check if diabetes cased amy damage to your eyes [ Countybas capacity for every 2 wars Date:
Foot Exam (Always remove your shoes and socks) |Exsms Due: Visual jeach visit),  |Last Exam
\check the nerves and circudation, [f problems, see a foot doctor every 3 months|compr ehensive (twice a year Date:
DAILY at HOME by YOU
Albuminuria - smatl proseins in Urine, checks for kidney domage <30 Every Year




Diabetes in CCH in 2019:

Numberof diabetic patients: ~ 30,000 to 40,000 This number fluctuates in
different years

The number of Pre-Diabetes patients is twice bigger
Many have their medical home in ACHN

The rest are "orphan patients" using our ED and hospitals for medications and
bad complications

At any given moment, at least one third of admitted patient are diabetic

Many patients are well controlled but about one third of our patients are poorly
controlled (A1C>9%) with bad complications.
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SUEE . Newly diagnosed type 2 diabetes in an
<t ethnic minority population: clinical

Research i X
& Care presentation and comparison to

other populations

Michael Morkos,' Bettina Tahsin,! Louis Fogg,? Leon Fogelfeld'

Table 2 Diabetes complications at presentation in different studies SIgI'IIfIBaI'IGB RUTH St“dv

Study location and year of What is already known about this subject?

publication Chicago 2018 South London 2015 Portland 2003 P Values . : : :
» Patients with newly diagnosed type 2 diabetes usu-
Studied years 2003-2013 2012-2013 1996-1998 ally harbor the disease for a few years before being
Number of patients 2280 1149 7844 diagnosed. These patients occasionally present with
Insurance status Underinsured NHS Managed care <0.001* complications at the time of diagnosis.
Age criteria 49.0+11.3 55.7+10.9 55.4+9.4 <0.001*t What are the new findings?
Average HbA._ , % 10.0+2.9 6.6+0.3 8.2+2 4 <0.001*t » In underinsured ethnic minority patients with newly
Average HbA,_, mmol/mol 86232 4923 61229 <0.001*f d'agnoseld type id'abeti‘fsi tt_“ere - much h'ghc'j
. er prevalence of complications when compare
0 0, 0, *
AEILE 2 LR =g Lol UL T with insured patients with newly diagnosed type 2
Nephropathy 22.20% 16.68% 5.70% <0.001*t diabetes.
Neuropath 27.70% 6.65% N/A <0.001 :
, L o ’ ° T How might these results change the focus of
Microvascular complications 50.10% N/A 5.90% <0.001*t - - .
) research or clinical practice?
composite . . .
o o o . » The changing landscape of health insurance in the
CAD 7.60% 4.81% 11.2% <0.001"F USA may result in less coverage especially for mi-
CVA 1.90% 3.5% 3% <0.001*f nority populations resulting in higher risks of compli-
PVD 4.10% N/A 1.70% <0.001*t cations at the time of diagnosis of diabetes.
Macrovascular complications 13.40% N/A 13.20% NS

composite




The Network Diabetes Program (NDP): Goal 1

Managing and educating complex patients with Diabetes

18 years in existence
The NDP teams: (endocrinologists, APNs, PA, Diabetes Educators, Psychologists, Pharm.D).

ADA recognized Diabetes Center on central campus and presence in many of the outpatient clinics (Oak Forest,
Prieto, Robbins, Near South, Cicero, Logon, Vista).
Special clinics:

Type 1 groups visits clinic

Insulin pump clinics

Multi-disciplinary clinic for patients “failing everything” (MD,CDE, Psych,SW)

Diabetes classes in English and Spanish

The Lifestyle Centers (TLC) in main campus and in Oak Forest use a hands-on approach

To show and teach patients to improve eating habits, grocery, cooking, eating out, exercise. Results in weight loss that
enables more effective action of insulin and better diabetes control

COOK COUNTY
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The Network Diabetes Program (NDP): Goal 2

Empowerment of primary care providers

- Improve diabetes management through the system

through yearly updates

periodic publications

in-servicing rotations for MDs and Nurses
diabetes collaboratives

development of management guidelines on Cerner

for the inpatient diabetes EMR-based protocols is fully implemented. The program is
supported and supervised electronically by APN-Endocrinologists teams(DQA).
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é NCQA

Comprehensive Diabetes Care (CDC)

Assesses adults 18-75 years of age with diabetes (type 1 and type 2) who had each of the following:

» Hemoglobin Alc (HbA1c) testing.

e HbA1c poor control (>9.0%).

e HbA1c control (<8.0%).

e HbA1c control (<7.0%) for a selected population. *
» Eye exam (retinal) performed.

« Medical attention for nephropathy.

e BP control (<140/90 mm Hg).

*Additional exclusion criteria are required for this indicator, which will result in a different eligible
population from all other indicators. This indicator is only reported for the commercial and
COOK COUNTY Medicaid product lines.
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A1C < 8%

Previous YT
line HbA1c<8

nsive Diabetes Care - NCQA 2019.pdf 5/8 55 . 1 ?i;-

51.6%

HBA1C CONTROL (<8.0%) 60.4%

54.1%

Commercial Medicaid Medicare

55.4%

Year HMO PPO HMO HMO PPO 54.5%

54.2%

2017 57.6 47.9 49.4 64.4 67.2 R7.4%

48.9%

2016 56.0 46.6 47.1 62.9 66.3 RG. 3%

53.4%

59.5%

2018 CCH <8.0%: 54.6% 49.9%

CCH HEDIS Goal A1C < 8% 75th Percentile? 55.47% 57 . 4%

COOK COUNTY Total ACHN 54. 6%
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A1C > 9% Poor Control

Previous Yr

Baseline HbA1c >
POOR HBA1C CONTROL (>9.0%)* 9

35.4%

Commercial Medicaid Medicare 34.0%

31.5%

Year HMO PPO HMO HMO PPO 35.5%

35.1%

2017 31.7 41.2 40.5 254 223 . N.0%

34.4%

2016 330 42.5 43.3 26.3 23.3 _ 7.0%

42.0%

31.8%

40.6%

35.4%

39.3%

35.0%

2018 CCH >9.0%*: 35.6% Total ACHN =

*includes those without Alcreadingsin - g;ffl*%‘*f Campus
past 12 months. o

cook county CCH Operational Goal: A1C >9 % Less than 30% with available A1C
HEALTH




Frequency

Histogram

ESD—A1C<7%
—
A1C<8% _|
2001 50.2%
150-
—A1C>9%
B 31.2%
100-
50 [

2.0

10.0 15.0
A1C_RESULT

Mean = 5.38
Ste. Dev. = 2185
M=12%916




Histogram

25|:|—A1C< 70/0

Teams preparation and
motivation.
Performance evaluation
and feedback

Patients and providers
continuous education

a0

A1C<8%
2001 50.2% |7

—

]

—A1C>9%
31.2%

-  E-Consults

.

« Refer to NDP

« Population management
« Home Care Coordination

2.0

I
100 15.0

A1C_RESULT

Future Goals



Other HEDIS Measures: April 2019

ACHN Clinics HEDIS 75 Percentile
Goal

HbA1c (A1c) screening 87.6% 00.45%
Nephropathy monitoring 86.9% 92.05%
(ACR)

Eye Exams (retina) 42.0% 64.23%

= | COOK COUNTY
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Thank you.
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Number of Pts

2018 Most Recent Alc

Distribution of Most Recent Alc of ACHN DM Pts in 2018

1,250

1,000

a0

500

230

b.—

2.0 10.0 15.0

Most Recent Alc in 2018
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200

Mean = 7.95
Std. Dev. = 2076
M=24119

In 2018, 27,247 pts with DM visited ACHN

clinics.
24,119 did have and 3,128 didn’t have A1c
readings within past 12 months.

Most Recent A1c of ACHN DM
Pts

1/1/18-12/31/18

(n=24,119)
Less than 7% 38.8%
Less than 8% 60.7%

Greater than 9% 23.7%
(without missing)




South Suburban Cluster Patients with Diabetes
September 2016-September 2018

Glycemic Control for Total South Suburban Patients with Diabetes

Last Alc under 9.0% Last A1c 9.0% and over
Total, n (%) 3583 (78.6) 977 (21.4)
Oak Forest 1848 (79.4) 479 (20.6)
Robbins 1196 (77.7) 344 (22.3)
Cottage Grove 539 (77.8) 154 (22.2)

For those with an Alc 9.0% and above

Oak Forest (n=479) Robbins (n=344) Cottage Grove (n=154)

Alc, mean = SD 10.8+1.6 10.8+1.5 10.8+1.7
Weeks since last Alc, 15.0 (6.0, 42.0) 18.0 (6.0, 38.0) 11.0(4.75, 33.3)
median (IQR)
On Insulin, n (%) 291 (60.8) 195 (56.7) 98 (63.6)
Visited DM clinic, n (%) 184 (38.3) 173 (50.4) 43 (27.9)

If visited, weeks since 45.0(13.8, 96.0) 51.0(12.0, 85.5) 49.0 (25.0, 102.0)

last DM clinic visit,

median (IQR)
Weeks since last PCP 23.0(9.0, 53.0) 20.0 (9.0, 45.8) 16.5 (6.0, 34.3)

visit, median (IQR)
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