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Monthly Campaign Webinar
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Today’s Webinar Tﬁ

* Together 2 Goal® Updates =
— Webinar Reminders % ‘
— AMGA Annual Conference g
— Together 2 Goal® Award Winners g
— 2019 Million Hearts® Challenge
— Together 2 Goal® Extension

e Overcoming Barriers to Diabetes Self-Management
Education (DSME) Referrals

— Jodi Lavin-Tompkins, M.S.N., RN, CDE, BC-ADM of
American Association of Diabetes Educators

— Valerie Spier, M.P.H., RD, CDE of Sutter Health
* Q&A

— Use Q&A or chat feature
©2018 All rights reserved 3



Webinar Reminders

* Webinar will be recorded today and
available the week of March 25t
— www.Together2Goal.org

e Participants are encouraged to ask
guestions using the “Chat” and
“Q&A” functions on the right side
of your screen

©2018 All rights reserved




2019 AMGA Annual Conference -rﬁ

March 27-30, 2019
National Harbor, MD

* 1-2p.m.: Affordability: Taming the Cost Curve with Physician
Engagement
—  Beth Averbeck, M.D., Senior Medical Director, Primary Care, HealthPartners Care Group
e 2:45 - 3:45 p.m.: The Heart of Diabetes Care: A Practice’s

Innovative Approach to Cardiovascular Risk Reduction

—  Francis R. Colangelo M.D., M.S.-HQS, FACP, Chief Quality Officer, Lindsay Venditti, M.D., and Alicia Voll
Pharm.D., Premier Medical Associates, P.C.

e AMGA Foundation Celebration

— Friday, March 29, 2019
6:30 — 8:00 p.m. EST

: : - TN
= WLy . — =3 /& \ ¥
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Congratulations 2019 Together 2 Goal® -rg‘

Award Winners!

Best Performance — Basic Track

INOVA

SIGNATURE

Inova/Signature Partners

Best Performance — Core Track
(Small Group)

o , Coastal Carolina
CCH C Health Care, PA.

Coastal Carolina Health Care, PA.

Best Performance — Core Track
(Medium Group)

& USMD

== Health System

USMD Health System

Best Performance — Core Track
(Large Group)

O Scripps

Scripps Medical Foundation

©2018 All rights reserved 6



2019 Million Hearts® 135
Hypertension Control Challenge

* Health professionals, practices, and health systems that have
achieved hypertension control rates of at least 80% are eligible
to enter

e Submission deadline is April 1
e Visit https://millionhearts.hhs.gov for more information

The 2019 Million Hearts® Hypertension
Control Challenge is now open!

Share your application by April 1.

©2018 All rights reserved 7



https://millionhearts.hhs.gov/

New Partnership: 'rg,
National Minority Cardiovascular Alliance

N\AKE@KNOWN FOUNDATION ﬁO@@

T 3 NMC Alliance

Visit https://www.surveymonkey.com/r/2TMHKTQ

to view the survey.



https://www.surveymonkey.com/r/2TMHKTQ

Together 2 Goal® Extension 133‘

Together2Goal

~ T2G EXTENDS TO 2021

our

©2018 All rights reserved



Today’s Featured Presenters 133'

Jodi Lavin-Tompkins,
M.S.N., RN, CDE, BC-ADM

Valerie Spier, M.P.H., RD, CDE

Director of Accreditation Clinical Performance Improvement Consultant
American Association of Diabetes Educators Sutter Health

©2018 All rights reserved



-BgetherZGoal,

AMGA Foundation
National Diabetes Campaign

Overcoming Barriers to Diabetes
Self-Management Education

DSME Referrals
March 21, 2019



Jodi Lavin-Tompkins MSN, RN,
BC-ADM, CDE

Director of Accreditation
American Association of Diabetes
Educators
ilavintompkins@aadenet.org
312-601-4854

AADE

American Association
of Diabetes Educators

Valerie Spier, MPH, RD, CDE
Clinical Performance
Improvement Consultant
spierv@sutterhealth.org
916-531-0753

\

I‘..\\\ Sutter Health

Together2Goal.

AMGA Foundation
National Diabetes Campaign
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M American Association
J of Diabetes Educators

What is DSMT (diabetes self-management training) ?

* Medicare covered benefit (AKA: DSME/T, DSMES)
— If program/service is accredited by ADA or AADE
— If program/service is a Medicare part B supplier

» Two billing codes: G0108 (individual) & G0109 (group)

» Requires referral from certified provider “managing the
beneficiary’s diabetes”
— Certified providers include MD/DO, NP, CNS,PA
— Referral expires after 1 year

*|s NOT an incident-to service

- May be billed on same day as physician visit (different
NPI)



American Association
of Diabetes Educators

AADE)

Medicare Covers: Initial & Follow-up

* Initial Service

Is a once-in-a-lifetime benefit

Beneficiary has 12 consecutive
months after the 15t G code billing to
complete

1 hour of individual + 9 hours of
group

May offer more of the 10 hours as

individual if provider puts on referral
and beneficiary has “special needs”

* Follow-up Service

— Coverage for 2 hours per
calendar year, either group or
individual, after initial benefit

— Requires new referral
—  Follow-up:

Reinforces prior education
Addresses new issues
Introduces new learning
Builds confidence

Reduces regression back
into former habits

Focus on problem solving
and living with diabetes



M . American Association
J of Diabetes Educators

What is DSMT?

- Self-Management outcomes are behavioral

— Use AADE7™ self-care behaviors framework: Healthy Eating, Being
Active, Monitoring, Taking Medications, Reducing Risk, Problem
Solving, Healthy Coping*

— See clinical outcomes as a result of behavior changes

— Skilled in assessing participant barriers, problem solving, coaching
(not just teaching)

— Abig part of DSMES is setting SMART goals for behavior change
and following up with the individual, assessing progress

*www.diabeteseducator.org



http://www.diabeteseducator.org/

M American Association
J of Diabetes Educators

Not a One and Done!

+ Education and support happens over time; follow up is critical
+ Education provided is evidence-based
 Accreditation involves meeting 10 national standards= quality

+ 2015 systematic review: All methods of DSME achieved greater
reductions in Alc compared to controlst=equivalent to adding one oral
agent!

- DSMT encounters provided by diabetes educators in accredited programs
are likely to show lower cost patterns compared to controls.

— Multiple episodes of DSMT are more likely to lead to adherence to
medication regimen.?2

+ 1C.A. Chrvala, et al., Diabetes self-management education for adults with type 2 diabetes mellitus: A systematic review of the effect on glycemic control, Patient Educ Couns (2015),
http://dx.doi.org/10.1016/j.pec.2015.11.003
. 2 Duncan et.al. The Diabetes Educator,Volume 37, Number 5, September/October 2011


http://dx.doi.org/10.1016/j.pec.2015.11.003

M American Association
J of Diabetes Educators

Current State

- US: Utilization is low: <5% of Medicare beneficiaries,
<6.8% of privately insured

 Success requires a systematic approach to support patients'
behavior change efforts.

 High-quality DSMES has been shown to improve
— patient self-management
— Satisfaction
— glucose outcomes.

Strawbridge LM, Lloyd JT, Meadow A, Riley GF, Howell BL. Use of Medicare’s Diabetes Self-Management Training Benefit. Health Educ Behav.
2015;42(4):530-538.

Strawbridge LM, Lloyd JT, Meadow A, Riley GF, Howell BL. One-Year Outcomes of Diabetes Self-Management Training Among Medicare Beneficiaries

Newly Diagnosed With Diabetes. Med Care. 2017;55(4):391-397.

American Diabetes Association. Improving care and promoting health in populations: Standards of Medical Care in Diabetes—2019. Diabetes Care

2019;42(Suppl. 1):S7-S12 e



M American Association
J of Diabetes Educators

DSMES Main sites in US

updated by CDC regularly
https://www.diabeteseducator.org/living-with-

diabetes/find-an-education-program
w E Find an Education Program MY AADE NETWORK ~ Online Store ~ AADE19  About AADE
~

DANA Practice  Prevention  Education  Living with Diabetes ~ Advocacy  Research  News q Sign In'¥
t diabetes education programs. Search for an accredited diabetes education

Two organizations, AADE and the American Diab Association, accredi

program in your area:

ADA-recognized and AADE-accredited DSMES Program Sites through 1/31/2019
This map reflects the primary ADA-recognized and the main AADE-accredited DSMES Program Sites through 1/31/2019.

Map Satellite

Mexico

Cuba —
Mexico City
e Pemicnin



https://www.diabeteseducator.org/living-with-diabetes/find-an-education-program

CDC-provider, individual, programmatic barriers,
grants to increase access

https://www.cdc.gov/diabetes/dsmes-toolkit/

A-Z Index
(] @f Centers for Disease Control and Prevention
CDC 24/7: Saving Lives, Profecting People™ Search Q

Diabetes Self-Management Education and Support (DSMES) Toolkit

6000

A COMPREHENSIVE RESOURCE

@DSMES FOR ACHIEVING

SUCCESS IN DIABETES

TOOLKIT SELF-MANAGEMENT

EDUCATION AND SUPPORT



https://www.cdc.gov/diabetes/dsmes-toolkit/

M American Association
_/ of Diabetes Educators

If you aren’t demanding the services, they
won’t be there




M American Association
J of Diabetes Educators

Recent survey of AADE accredited programs:
best practices for increasing referrals

*Themes
— System/process change
— Participant identification
— Provider-related
— Marketing
— Partnerships
— Community Outreach and Awareness




Sutter Health’s Campaign 2016-2018

Valerie Spier, MPH, RD, CDE
Quality Coordinator

22



AADE Accredited Diabetes Education Program

Sutter Health, California Bay Area
-Not-for-profit
-Multidisciplinary clinics
-67,000 doctors, advanced practice clinicians & staff
SHIDEN Diabetes Education Program
-43 Centers
-13 Affiliates
~90 Diabetes educators (85% RD, CDEs)

23



Continuous Quality Improvement
Project

* |ncrease Provider Referrals to DSMES

— CQl Goal: Increase % referred to all SHIDEN by 3%
above baseline (2017 to 2018).




35,000

30,000

25,000

20,000

15,000

10,000

5,000

SHIDEN Total eReferrals

Goal: increase EPIC referrals
2% from 2017 to 2018

29,283 Actual: 6.45%
18,186
11,371 11,740 12,214
3,870 4,011 4,109
e 25700 | 2=360
144 227 236
2016 Baseline) 2017 (start) 2018 (1 yr)

===SMF e=—|3keside «==PAMF e===HOD ==—=SPMF
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Overview -

2016 T2G Planks Chosen
Increasing Referrals
- System level work by T2G quality team
- Local affiliate level work by SHIDEN education
programs
Collect systematic data and local data
- Baseline, during & post intervention
Conduct experiments
Meet regularly to discuss results
- System (bi-monthly), local (monthly)
. Advertise the campaign



Data -

1) Identify analyst to support project
2) Narrow report
-Include DSME (G0109 or G0108)
-Exclude MINT (medical nutrition therapy)
-Include departments in our program
-Include orders for both internal and external
referrals generated by EHR
-Include any referring providers
3) Validate report (1 center, cgRapare hand count run
by different method), twedk, repeat

28



Experiments -

Making it Easier to Refer

v’ Create standard electronic referral

v’ Create standard paper referral

v’ Create cheat sheet on how to refer

v' ldentify and fix internal barriers
v Education on how to create order in EHR
v Information systems fix access to order

v’ Standardize process of scanned (ext) referral

29



Electronic

4 + v SPMF FAC PROC OP [439601] - Outpatient
reListSelec N + * x * -
ProperSes | NewSection NewSubsecion Remowe Section = Newltem lnsertllor Remove Hem | EditDefauts
refList Comp.
®. Preference List Sections  |ip TName = [
., Preference List Defaults L] Qty-1
| REFERRAL TO DIABETES EDUCATION, INT [REF0071] gtr:
| Display name: OK‘
T | Q-1
Reason
Type: Consutation 20w IS

* of visits:

13

Comments:

2% e~ DO+ Blesan
THIS ORDER MUST BE ASSOCIATED WITH A DIABETES DIAGNOSIS
Has the patient ever received Diabetes Education?: (YES/NO:127648)

Initial DSME/T Content offered:
Monitoring diabetes

Priority Routine ASAP | STAT

o @D+

Sched Inst.

ay
T
&
&
»

Bccept Accept & Next

THIS ORDER MUS'I; BE ASSOCIATED WITH A DIABETES DIAGNOSIS
Has the patient ever received Diabetes Education?: {YES/NO:127648)

Initial DSME/T Content offered:

Monitoring diabetes

Diabetes as disease process

Psychological adjustment

Physical activity

Nutritional management

Goal setting, problem solving

Medications

Prevent, da«ecl and treat acute complications
or GDM (if

Prevent, detect and treat chronic complications

@DAGIE|

THIS ORDER MUST BE ASSOCIATED WITH A DIABETES DIAGNOSIS
YES/NO: 127648}

Has the patient ever received Diabetes Education?:

Initial DSME/T Content offered:
Monltorlng dlahetes

iYES [Follow-up DSMET 127477} |

NO_ {Initial group DSMT/T-127489}

30



Process Inst.:

Sched Inst.:

3% | o | (D &) + | [nset smere [l XY
"5 THIS ORDER MUST BE ASSOCIATED WITH A DIABETES DIAGNOSI:
& Has the patient ever received Diabetes Education?: YES. {{§

Initial DSME/T Content offes
Monitoring diabetes
d| Diabetes as disease proces:

Electronic Re

4 Annual { Follow-up Dizbetes Seif)
Aditional Wedical Nutrition Therapy senvices in the same calendar year (GPT G0270)- 2 addiional hours reguested. Speciy change in medical condiion, treatment or dic *=
pand select iniial diabetes education op

|Please note: Each new incident of pregnancy is treated as newiinital education. Please back

Set AnnaulFW
opfion as default

THIS ORDER MUST BE ASSOCIATED WITH A DIABETES DIAGNOSIS
Has the patient ever received Diabetes Education?: NO. INITIAL INDIVIDUALIZED Diabetes Self-Management Education/Training
1 3 hours due to limitation in learning/special needs that must be specified:
VISION. ...
Initial DSME/T Content offered: gea“_"!il
M.onitoring diqbetes C:ygi';se Impairment
Diabetes as disease process Language Limitions
Psychological adjustment Injection Training
Physical activity 'C"zu'i_“ PumlélTrainimM o T
s ntinuous Glucese Menitor Training
Nutrltlonall management ] e
Goal setting, problem selving Additional Hours Requested ***
Medications Other **=
Prevent, detect and treat acute complications

Diabetes self-management education and training (DSME/T) and medical nutrition therapy (MNT)
require one of the following documented for all insurances:

- A fasting blood sugar great than or equal to 126 mg/dl on two different occasions

- A 2 hour post-glucose challenge greater than or equal to 200 mg/dl on 2 different occasions; or
- A random glucose test over 200 mg/dl for a person with symptoms of uncontrolled diabetes.
*Medicare coverage: 10 hrs initial DSMT + 3 hrs MNT in first 12 months. Annually thereafter- 2
SMT + 2 hrs follow-up MNT. Additional MNT hours require a change in medical condition,
treatment./and nr diammn=zi=a.

Click to add text
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Paper Reterra

Diabetes Self-Management Education/Training Services

Order Form

Plpase compiats all 58cnons on front and back of form

Patiznt Inform ation

Patient's Lact Name First ame Micidie
Date of Sirth f__f Genger:  [mme  []remaiz
Address ity Stnte Zip Code
#ome Fhone Call Fhare E-mmil mddress
preterec Language [ |Engimn  [Jseerisn [ oemer
| pineetes ion /Training | [Thmiber of hours |
Check type of training servioes and number of bows mequestd
[ it csnazrr: or No. hes. neguestes

10 hours 1 ineivicusl +9 groun] oncein & litstime benefit ana must be

used within 12 consenutive mmlbwillsmd'ﬂsm

[ Foliow-un msseesT: or
2 hours [either sroup or individusl| every oilencar par afer initial
benefit is used

Mo hrs. requested

| Mecdical Kutrition Therapy [MNT] |
ek byew of brmning services ened number of iours g vested
[ i pasar:
3/hours (2 individusil + 2 group] ance in 2 lifetime Denefit and must be
used within 12 consecutive months foliowing start of MNT
[ Fosaw-up tan:
2 howrs [either mroun or indiidual] every calendar year after initisl
benefit is used
‘nat i seEfect reason below
Paticnts special needs requiring
Chck all special sewds thet asply:
H\-im impairment Hwiﬁmlhainins needed (injectable]

L MNa. hrs. requested

or o, b, requested

ividual (1 on 1) DSME/T hours versus group |

‘Cognitive Impairment ‘Crange i medical conaitiontyox
Hearing Impsirment [ veizneann
Pysical limitetion -
S ———— [ Additional hours requestec_ hours
| msmesT content |
AN corstent arees wil by covared a3 newded per rduction mon,
Miaritoring Diabetes Diabetes as cizemse proces  Msications
Prychalogical adjustment Physical Actiaity Pravent, detact, treat comolcations

Nutritional management Goal setting, prodiem sohing  Preconception/prasnancy GOM

Affliate Mo - Strest Addrex, City, Saate Fip  Fhone |000] 1254567 Fax (000) 1257530

I.:‘l Sutter Healty

Diabetes Sel-Management Education/Training Services

Order Form

—
Typed Diagnass coce

i o — meamitaring inct care Cowsrage of (5WT recuin: She phyricen 5o Srowide documenteson
' » clagncan of discetn baved on ORE of the following:
*  utmting Siocd mger grester tran or ecusl to 116 mg'd on two
rurnt coomalors;
® a3 hewr peetglusms dhaliengs grestar Shan or squsl b 200 mg/d
=n 2 sparet comaern; e
- y ® s rerdem guoms et sver 200 el for & pernen with smstomE
Fvewac [regyearia. [rpegyees Lo
cnsreme Wolures 52, BTLE, Nwambsar 7, 2004, pags 63781 Fadera| Aaghsar.
|Per pavan may have other cowsrags recureTantL

[ recene samission [ Freq sRoisits [ other

o ons, . ek all that asply

D Hypertenzion I:] Neuropathy/gastreparesiz D Kidney disease
[ Hor-hesling woune [0 Mentet/atective: disorder O eyslivigemia
D PV Dmhnmh\l D Pregnancy

[0 stroke [ exnican [0 obesity

Other

T carky that | om the providar Ereating th parficpont s ciabates Grd that DEATT i naeded £0 pronats the bensfiaary with
g STl TG AmoWeTIgR £ haip Saff-manoge their congition.

Signeture and P& Date ) )

Print hame

Group/practics name

‘Groupypractice adoress

Phone Mumser:

Provice completed form to patient or fax to:

Affiliate Name - Street Address, City, State Zip  Phone: [000] 123-4567 Fax: [000] 123-7890 ..:x SutterHealth



—

Experiments

Build Bridges and Foster Partnerships

v Attend team huddles

v’ Attend physician meetings (5-10 min.)

v Hold lunch/learn for RNs

v" Work with Community Health Resource Ctr

v' Meet with nurse case managers, discharge
planners

v’ Enlist quality leaders to champion effort

v Acknowledge/thank top referring doctors

33



Experiments -

Promote/Market Services
v’ Create flyers for patients & doctors 4x to Refer
v’ Create SHIDEN program brochure
* Personal delivery, 1:1
 Mail
e Left outin lobbies, urgent care, resource ctr.
* Huddles, MD departmental meetings
v Hold lunch/learn for RNs
v' Welcome email to new physicians
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SHIDEN Broc

Get Valuable Support
When You Need It
We work with you when it's most important:

Confidently Manage
Your Diabetes
Learning to manage your diabetes is key to your

e'T\

Make an Appointment

You can make an appointment today for services
at any Sutter Health diabstes education center.
Our certers are located throughout Northern
California—see inside to find one near you. Learn
more at sutterhealth.org/services/diabetes.

Bilingual education and interpretive senvices
are available for thoss whose first language is
not Engiish.

Most insurance companies cover diabetes
education with a doctor's referral. Please call your
insurance company to find out what your plan
covers. For more information, call your local Sutter
Health diabetes education center.

K“. Sutter Health

Please visit our Sutter Health website for
more information about diabetes:

sutterhealth.org/diseases-
conditions/diabetes

Sutter Health Diabetes Education

For more information about classes and appointments,
contact a Sutter Health resource near you.

Sutter Health

Diabetes Education
and Suppor

We're here to help you
live better with diabetes.

Sutter Health Diabetes Integrated Network
(SHIDEN)

San Francisco Bay Area (Cont.)
Lakeside Clinics

Personalized

Diabetes Support

With Sutter Health, you don't have to face
disbetes alone. Our diabetes team provides
support, information and tools to help you feel
confident in managing your diabetes and taking
steps for better health.

The Sutter Health diabetes education centers

serve patients with:

* Prediabetes

* Type 1 and Type 2 diabetes

* Diabetes complicating pregnancy and
gestational diabetes.

Our goal is to make it easier for you to live wel
with this long-term disease.

35




4 Times to Re

Diabetes Self-Management
Education and Support
A National Best Practice for People With Diabetes™

Engaging in diabetes self-management
education and support:

A. Lowers A1C as much as many diabetes medications
B Helps patients better manage their blood pressure
C. Improves management of cholesterol levels

D Decreases costs associated with diabetes

Key times to refer:

1.  Atdiagnosis

2 During an annual assessment

3.  When new complicating factors arise
4 During transitions of care

Diabetes Educators Partner with Patients
to Provide:

= Support for day-to-day problem solving on
issues that impact their health and well-being

= Guidance on using self-monitoring data
to improve blood glucose levels

= Educational resources to help them understand
and optimize the use of medications

= Tips for behavioral changes: physical activity,
healthy eating and healthy coping

*This referral approach is supported by:

The American Diabetes Association

The American Association of Diabetes Educators
The Academy of Nutrition and Dietetics

The National Diabetes Education Program

http://lwww.sutterhealth.org/diabetes

L:ﬂ Sutter Health

Together2Goal

Calla
diabetes educator for
more information

or visit:

Sutterhealth.org/diabetes

K5y sutter Health

Diabetes Support is Here for You!

Together2Goal.

Research shows diabetes self-management
education and support can help you:

A.  Improve your blood sugar and A1C levels
B. Better manage your blood pressure

C. Better manage your cholesterol

D. Decrease the cost of your diabetes care

Diabetes self-management education and
support is available to you:

RS

1. At diagnosis

2. For a yearly diabetes education review
3.  When new health issues arise

4. During changes in health care needs

Ask Your
Doctor About
Working with a
Diabetes Educator

Diabetes Educators Will Partner With You

to Help You:

= Solve problems with day-to-day issues that impact
your health and well-being

= Monitor and improve your blood sugar levels

= Understand your medications

= Create plans for healthy eating, physical activity,
and coping

Diabetes self-management education and support is endorsed by:

The American Diabetes Association

The American Association of Diabetes Educators
The Academy of Nufrition and Dietetics

The National Diabetes Education Program

http:/iy .sutterhealth.org/diab




Welcome Emai

Hi Doctor X,
First, let me welcome you to the Fremont Palo Alto Medical Foundation.

I would like to make you aware that you have a tremendous resource in our Nutrition and Diabetes
education department, located in Building 1, 2" Floor in the OB department. I'd like to personally make
myself available to meet with you and | can also reply to an Outlook email or EPIC staff message if you
have any questions about our services.

To refer a patient for general nutrition needs: you can enter ref0154 or the word, “nutrition” in
order entry.

To refer a patient for diabetes education: you can enter ref0071 or enter the word, “diabetes” in
order entry.

If you save it to your preference list, that makes it super easy to find in the future and remember

to include any relevant diagnosis by associating them on the order. It is also helpful to write

down any special needs or focus on your scheduling notes to us.

The ADA/AADE and the AMGA have been campaigning to raise awareness of the 4 times to refer
for diabetes. Please see the attached flyers that further explain how we can partner with you in
caring for persons with diabetes.

I look forward to working with you.

Valerie Spier, MPH, RD, CDE

Clinical Performance Improvement Consultant, Diabetes
Office of Patient Experience, Quality and Clinical Effectiveness
Mobile: g16-531-0753/ Mondays, Tuesdays & Thursdays

Clinical Dietitian/Diabetes Educator
Palo Alto Medical Foundation
Office: 510-498-2179/ Fax 510-498-2133 Wednesdays & Fridays
s spierv@sutterfisalif.ong
*  Cutterfiealth ong/Diabetes
*  SHIDEN lates 37
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Experiments

Communicate/Educate

v SHIDEN diabetes educators to “own” campaign

v SHIDEN educators merit based on efforts

v’ Publish internal articles to increase awareness
* Triage- direct to all Sutter providers
* Acute Quality Bulletin- hospital leaders
 Ambulatory Quality Bulletin —outpatient

quality leaders
v’ External stakeholder meeting
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Presentation to

Diabetes Self-Management Education and Support for Adults with Type 2 Diabetes:

ALGORITHM of CARE

ADA Standards of Medical Care in Diabetes recommends all patients be assessed and referred for:

NUTRITION

nutrition therapy

EDUCATION ( EMOTIONAL HEALTH
Registered diefifian for medical ~ #- Diabetes self-management *  Mental health professional

J education and support L

if needed

FOUR CRITICAL TIMES TO ASSESS, PROVIDE, AND ADJUST DIABETES SELF-MANAGEMENT EDUCATION AND SUPPORT

AT DIAGNOSIS

ANNUAL ASSESSMENT

OF EDUCATION, COMPLICATING
NUTRITION, AND FACTORS INFLL
EMOTIONAL NEEDS

WHEN TRANSITI
IN CARE OCCUR

Newly diagnosed. All newly diagnosed
individuals with type 2 diabetes should
receive DSME/S

Ensure that both nutrition and emotional
health are appropriately addressed in
education or make separate referrals

WHEN PRIMARY CARE PROVIDER OR SPECIALIST SHOULD CONSIDER REFERRAL:

Needs review of knowledge, skills, and Change in:

oshavions Health conditions such as rencl disease

Long-standing diobetes with limited prior and stroke, need for steroid or complicated

education medication regimen

Change in medication, activity, or nutritional Physical limitations such as visuol impairment,

intake dexterity issues, movement resfrictions

HbA, out of target Emotional factors such as anxiety and clinical
depression

Maintain positive health outcomes
PR S i Basic living needs such as access fo food,
financial limitations

Planning pregnancy or pregnant

For support fo attain or sustain behavior
change(s)

Weight or other nutrition concerns.

New life situations and competing demands

hange in

Living situation such as inpatient or
outpatient rehabilitation or now living clone

Medicol care team

Insurance coverage that results in freatment
change

Age-related changes affecting cognition,
self-care, efc

P, Funnell MM, Hes Fischl A, Morynisk MD, Sisinerc |, Vivian € A finseican M American Association egl Academy of Nutrition
.Association. -/ of Diabetes Educators right. and Dietetics
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System T2G Data: Referra

Proportion of Patients Referred to Education Program

30.00%
24.00%
18.00%
12.00%
6.00%
0.00%
MPMG  PAMF  SEBMF  SGMF

I 201601 N 201603 2m7a 201703
201602 M 201504 N 201702 NN 201704

Run Date MPMG PAMF  SEBMF  SGMF
2016Q1 9.67% 27.05% 14.93% 13.84%
2016Q2 11.94% 26.96% 16.25% 14.84%
2016Q3 12.07% 27.05% 17.48% 15.25%
2016Q4 12.30% 26.89% 17.99% 15.34%
2017Q1 11.90% 26.93% 18.56% 15.73%
2017Q2 12.18% 27.60% 18.86% 16.41%
2017Q3 12.27% 27.55% 18.89% 16.62%
2017Q4 10.38% 26.89% 17.13% 16.67%
2018Q1 10.57% 26.56% 17.39% 16.67%
2018Q2 11.11% 26.18% 18.22% 16.52%
2018Q3 10.94% 26.00% 19.26% 17.85%

201804 11.79% 25.49% 20.50% 17.37%

2P SMG

I 201801

SIP
9.19%
8.96%
9.28%
9.54%
9.53%
9.60%
10.35%
10.12%
9.30%
9.70%
10.25%
10.90%

SPMF

201803
N 201302 I 201804

SMG
24.48%
24.91%
25.41%
25.05%
25.43%
26.22%
25.58%
24.96%
25.22%
25.53%
25.83%
25.76%

SPMF
5.99%
6.16%
6.13%
6.25%
6.16%
6.51%
6.83%
7.17%
7.71%
8.53%
9.52%
9.67%

Summary: system referral rates
mostly growing!

Each Foundation is a column
Growth varied by foundation

1 to 6%
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System T2G Data: Patien

Proportion of Patients Participating in Education Program

30.00%
24.00%
18.00%
12.00%
6.00%
0.00%

I 201601

Run Date
2016Q1
2016Q2
2016Q3
2016Q4
2017Q1
2017Q2
2017Q3
2017Q4
2018Q1
2018Q2
2018Q3
2018Q4

MPMG PAMF

I 201603

MPMG
6.61%
6.34%
5.72%
4.63%
4.76%
4.67%
5.05%
5.12%
3.47%
3.30%
2.93%
3.46%

SEBMF SGMF

2m7a

PAMF
9.68%
11.31%
12.55%
13.63%
14.65%
14.99%
15.19%
14.63%
14.33%
14.01%
13.59%
13.07%

21703 I 201801
201602 MEE 201504 NN 201702 NN 20M7Q4 NN 201802

SEBMF
0.47%
0.44%
0.47%
0.41%
0.46%
0.36%
0.33%
0.36%
0.36%
0.64%
0.91%
1.22%

SGMF
5.07%
6.72%
7.96%
9.13%
10.37%
10.79%
10.44%
10.45%
10.64%
10.94%
10.91%
10.85%

SIP
6.83%
6.74%
6.76%
7.01%
6.67%
7.09%
7.73%
7.16%
6.91%
6.96%
7.16%
7.69%

201803
I 201304

SMG
13.24%
14.81%
16.12%
17.00%
18.02%
18.84%
18.66%
17.70%
17.42%
17.24%
16.90%
16.51%

SPMF
0.18%
0.25%
0.33%
0.56%
1.07%
1.52%
2.04%
2.33%
2.77%
2.96%
2.77%
2.51%

Summary: system patient
utilization rates are growing!
Each Foundation is a column
Growth: most increased, others
decreased
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