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The Burden of Diabetes




Cost-Effectiveness of Interventions for
Preventing & Treating Diabetes

Priority Level 1
v'"Glycemic control in people with A1c>9
v'Blood pressure control in people with BP>160/95

v'Foot care in people at risk

Priority Level 2
v'Preconception care
v'Lifestyle DM prevention
v'Influenza vaccine
v'/Annual eye exam
v'Smoking cessation
v"ACE inhibitors

Priority Level 3

v'Metforming prevention

v"Cholesterol control (>200)

v'Intensive glycemic control in people with A1c>8
2 Pan American v'Screening for undiagnosed diabetes

y | Health
=% Organization

DD wsiosmme v"Annual microalbuminuria screening




Cost-Effecttiveness (QALY US$) of Diabetes Mellitus (DM) Interventions in
Latin America & the Caribbean
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Ge-alRiggase Control Priorities in Developing Countries. Feasibility based on difficulty reaching
&population, capacity, medical knowledge needed, capital required and social acceptability
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Six Focal Areas

+ Healthcare Organizations

+ Visibly support improvement in chronic illness
care at all levels of the organization

+ Provide incentives to encourage better chronic
liness care

+ Facilitate care coordination throughout the
organization

anization
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Six Focal Areas

+ Community Resources & Policies

+ Form partnerships with community
organizations to support and develop
Interventions that fill gaps in needed services

+ Encourage patients to participate in effective
community programs

+ Advocate for policies to promote health, prevent
disease and improve patient care
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Six Focal Areas

+ Self-Management Support

+ Emphasize the patient’s central role in
managing his/her health

+ Use effective self-management support
strategies that include goal setting, action
planning and problem-solving

+ Organize internal and community resources to
provide ongoing self-management support to
patients
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Six Focal Areas

+ Decision Support

+ Embed evidence-based guidelines into daily
clinical practice

+ Share evidence-based guidelines and
Information with patients to encourage their
participation

+ Integrate specialist expertise and primary care
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Six Focal Areas

+ Delivery System Design

+ Define roles and distribute tasks among team
members

+ Use planned interactions to support evidence-
based care

+ Ensure regular follow-up by the care team

+ Give care that patients understand and that fits
with their cultural background



Chronic Care Model

HEALTH SYSTEM

COMMUNITY Health Care Organizations

E 2 Self- Clinical
er)olqr(.:es Management Information
OlICIES Support Delivery Decision\_ System

System Design Support

Informed,
Empowered
Patient

Prepared,
Proactive
Practice Team



Six Focal Areas

+ Clinical Information Systems

+ Provide timely reminders for providers and
patients

+ ldentify subpopulations for proactive care
+ Facilitate individual care planning

+ Share information with patients and providers to
coordinate care

+ Monitor performance of practice team and care
system
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The PDSA Cycle
Four Steps: Plan, Do, Study, Act

Also known as:
v'Shewhart Cycle
v'Deming Cycle

v'Learning and
Improvement Cycle

Study

Do

AcCt %

4



Model for Improvement

What are we trying to
accomplish?

How will we know that a
change is an improvement?

What change can we make that
will result in improvement?

Act Plan

Study| Do




Repeated Use of the Cycle

Changes That
/////// Result in
Improvement
»
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VIDA Project

V I DA P ro h e Ct Veracruz Initiative for Diabetes Awareness
j o

VIDA was a | yj
one-year intervention @G

project focused on quality

of diabetes care improvement in the state of
Veracruz, Mexico. The intervention used the
Chronic Care Model* and the Breakthrough
Methodology* to promote collaboration
between primary care teams to identify gaps
In the provided care and find solutions.
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Priority-setting: Diabetes Care Model

Organization of diabetes care

Self management

support: Clinical

Delivery . information
system design: Decision system
support:

Community
linkages

Informed
activated
patient

Prepared
productive
team

Better health for people with diabetes

Pan American
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The intervention plan included:

e A structured diabetes education program

* In-service training on diabetes management and
foot care

* |nnovative reference system with specialist visit
e Monitoring system (QUALIDIAB)

o Strengthen the Grupos de Ayuda Mutua
(diabetic clubs) and the promotoras work

INn addition, primary-care centers were able to
Implement other strategies to respond to
B g specific needs
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Patient with good control (Alc< 7%) before and
after the intervention among cases and controls

45%
40%
35%
30%
25%
20%
15%
10%

5%

0%

40%

24%

Before (p 0.208)

28%

After(p 0.024)

[1 Cases (<0.00) ® Controls (0.276)




100%

Foot Exam Reported

97%

90%

80%

70%

60%
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50%
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Nutritional Counseling

90%

82%
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37%

Baseline (p <0.001)
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80%
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20%
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Baseline (p 0.003)

End (p

<0.001)

O Cases (<0.001) M Controls (<0.05)]
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IMPROVEMENT OF
QUALITY OF CARE

Clinical
Programa Information
Educativo System

* Blood Glucose Control -
e

;}g"a” American Change Package: El Salvador

Health
Organization

2006

Change Package: Costa Rica

Integrated Care | @

:E’\f)F:JRCC,)AVC?ON PREVENT ION/
: CONTROL
v Family :> DIABETES, <:] STRENGTHEN
v'Schools METABOLIC LOCAL NETORKS
v'Health Services SYNDROME Ylevels,
v/ Comunitaria & OBESITY Yinstitutions &
' v'community
Support
Groups
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2006

Change Package: Nicaragua

<" coordination

BETTER QUALITY OF
CARE

Communication

) Training
Educational DM management
Program Foot care
Education
Pan American
Health
Organization
Change Package: Guatemala 2006
INFORMATION EDUCATION

N

BETTER

CONTROL OF
DM

CAPACITY BUILDING
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Self-Management Support
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Patient Satisfaction
(average for 2-week period - all diabetic patients returning surveys)

target = 75%0
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Chronic Care Model
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Complications: Hetinopathy

PATIENT'S RECORD CARD

Date of Birth: __ ¢ |

___ PhyeicianTuarse ; __

Patiant's MName

__ Home Addrees:

MEDICAL VISITS
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INSTRUCTIONS:

1. Write the unit or clinic a5 well a& the phyeician’s and nurss's namsas

Z. Write tha patiznt’s name, zender, date of birth and home addreses

3. Make a check mark () if the patizor has these complications, if not lsted write the complication the patisnt has,
4. Write the dats of the visit or ancounter.

5. Inguirz on tobaceo and alechol use: if positive apswer write T+ or A+ in the corresponding box

6. MMeasure patient’s Blood pressure, height and the weight and azcertain the BRI

7. Ack the patient to remove chose and socks and examins patiznt’s fest.

§. Examine retins after dilating puptle or refer the patient to the ophthalmelogist once per year.

b Review and write the rasults! (or reguast new) fasting blood glucoss test, Alc and lipid profile.

10.Ezplain to patient hizher aducational goals as per the protocol for the non pharmacolegical treatment of diabetes

mellitus. Make a check mark (V) in the correspending box if dist and exercize education are provided. Using cods: in
parenthesis, write what other educational subjects are discuszed with the patisnt Le. (1) General Enowledze of
diabetes; (2) Administration of medications and related rizks; (3) Balation betwesn diet, exercize, and blood glucoss
and other metabelic indicators; (£) Foot care; (3) Use of medical and community servicss: (7} INegative conseguances of
rizk behaviors such as smoking and alcohol use, and ways of ellminating these behaviors.

11.Ack and write the name of all medicines and doses that the patient 1= taking.

12 Write the date of Influenza or Poeumorseocal vaccination.

Standards of Diabetes Care
Component Freguency Diegeription
Elood Pressurs Each visit =130¥80
E | Eve Exam Anpual Ophthalmologist’ Optometrist
E Dentsl Exam Every & months Teeth and sum sxam
ﬁ Erief Foot Exam Each vizit Eemore shoes and socks
§ | Complete Foot Exam Anpual Vizit the pediatrist if high risk
Flu vaccine Anmual If available
Hemoglobin Alc Evary I-6 months =T7%
= | Toglveerides Annual =130 mg' dl
: Cholestero] total Annual <200 mg [ dl
g LDL Cholestersl Anmuaal < 100 mgzf dl
3 HDL Cholesterol Annual =40 lmen! =30 (womenl
Proteinuns/ albuminuria Annnal <30
Tregtment Goals Each vizit Diiscuss with patient
E Elood Glucose Monitor Hecommend if neaded
E Healthy Eating Each visit Hecommend always
Phrrsical Activity 307, 5 times week Recommend if indicared
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Build up on existing strategies such as the CHRC guidelines,
the Caribbean Protocol for Nutritional Management of Diabetes
and Hypertension, CCHS3
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To Do List

v" Share information with the PAHO local office
v" Define national and local teams
v Organize initial meeting

v" Define scope (public, private, national, demonstration
sites?) and select clinics

v Measure baseline

v Organize LS1: Implementation of the CHRC Guidelines.
Pocket guide... at least 30 health providers.

v Report by the end of January 2009
v Implement changes, measure again and report
v" Bring results to ILS-2 (March 2009)
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