
Diabetes Care Update
Leon Fogelfeld, MD – Chair, Division of Endocrinology

May 24, 2019



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



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.





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

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?
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Number of 
Correct Answers Percentage

0 answers 35.5%

1-2 answers 35.2%

3 answers 21.1%

4+ answers 8.2%

CQI Project for 2018: Cont.
Results







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





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



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). 





A1C < 8%

CCH HEDIS Goal A1C < 8%  75th Percentile: 55.47%
Total ACHN



A1C > 9%  Poor Control

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

Total ACHN



A1C>9%  
31.2%

A1C<7%  
30.2%

A1C<8% 
50.2%



A1C>9%  
31.2%

A1C<7%  
30.2%

A1C<8% 
50.2%

• Refer to NDP
• E-Consults
• Population management
• Home Care Coordination 

• Teams preparation and 
motivation.

• Performance evaluation 
and feedback

• Patients and providers 
continuous education

Future Goals



Other HEDIS Measures: April 2019

Measure ACHN Clinics HEDIS 75 Percentile
Goal

HbA1c (A1c) screening 87.6% 90.45%

Nephropathy monitoring 
(ACR)

86.9% 92.05%

Eye Exams (retina) 42.0% 64.23%



Thank you.



2018 Most Recent A1c

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%
(without missing)

23.7%

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.  



South Suburban Cluster Patients with Diabetes 
September 2016-September 2018 

 
 

Glycemic Control for Total South Suburban Patients with Diabetes 
 Last A1c 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 A1c 9.0% and above 
 Oak Forest (n=479) Robbins (n=344) Cottage Grove (n=154) 

A1c, mean ± SD 10.8 ± 1.6 10.8 ± 1.5 10.8 ± 1.7 

Weeks since last A1c, 
median (IQR) 

15.0 (6.0, 42.0) 18.0 (6.0, 38.0) 11.0 (4.75, 33.3) 

On Insulin, n (%) 291 (60.8) 195 (56.7) 98 (63.6) 

Visited DM clinic, n (%) 
 If visited, weeks since 

last DM clinic visit, 
median (IQR) 

184 (38.3) 
45.0 (13.8, 96.0) 

173 (50.4) 
51.0 (12.0, 85.5) 

43 (27.9) 
49.0 (25.0, 102.0) 

Weeks since last PCP 
visit, median (IQR) 

23.0 (9.0, 53.0) 20.0 (9.0, 45.8) 16.5 (6.0, 34.3) 

 


