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Priority Level 1Priority Level 1
Glycemic control in people with A1c>9
Blood pressure control in people with BP>160/95
Foot care in people at risk

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

Priority Level 3Priority Level 3
Metforming prevention
Cholesterol control (>200)
Intensive glycemic control in people with A1c>8
Screening for undiagnosed diabetes
Annual microalbuminuria screening

CostCost--Effectiveness of Interventions for Effectiveness of Interventions for 
Preventing & Treating DiabetesPreventing & Treating Diabetes



Cost-Effecttiveness (QALY US$) of Diabetes Mellitus (DM) Interventions in 
Latin America & the Caribbean
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target population, capacity,  medical knowledge needed, capital required and social acceptability 
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Six Focal AreasSix Focal Areas

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

Provide incentives to encourage better chronic 
illness care

Facilitate care coordination throughout the 
organization 
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Six Focal AreasSix 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 AreasSix 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 AreasSix 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 AreasSix 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
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Six Focal AreasSix Focal Areas

Clinical Information Systems
Provide timely reminders for providers and 
patients

Identify 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



Breakthrough Series for the Breakthrough Series for the 
Improvement of Chronic CareImprovement of Chronic Care 

(6(6––13 months timeframe)13 months timeframe)
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Also known as:
Shewhart Cycle

Deming Cycle

Learning and  
Improvement Cycle

ActAct PlanPlan

StudyStudy DoDo

The PDSA CycleThe PDSA Cycle 
Four Steps: Four Steps: PPlan, lan, DDo, o, SStudy, tudy, AActct



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?

Model for Improvement

PlanPlanActAct

DoDoStudyStudy



Repeated Use of the CycleRepeated Use of the Cycle
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VIDA was a 
one-year intervention 
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.

VIDA ProjectVIDA Project
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The intervention plan included:The intervention plan included:

• A structured diabetes education program
• In-service training on diabetes management and 

foot care
• Innovative reference system with specialist visit
• Monitoring system (QUALIDIAB)
• Strengthen the Grupos de Ayuda Mutua 

(diabetic clubs) and the promotoras work

In addition, primary-care centers were able to 
implement other strategies to respond to 

specific needs



Change PackageChange Package

Diabetes care Diabetes care 
improvementimprovement
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Patient with good control (A1c< 7%) before and 
after the intervention among cases and controls
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Foot Exam Reported
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Eye Exam Reported
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Nutritional Counseling
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Documented Foot Care Education
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CollaborationCollaboration
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Self-Management Support
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Build up on existing strategies such as the CHRC guidelines,Build up on existing strategies such as the CHRC guidelines, 
the the Caribbean Protocol for Nutritional Management of Diabetes Caribbean Protocol for Nutritional Management of Diabetes 

and Hypertensionand Hypertension, CCH3, CCH3



CollaborationCollaboration





To Do ListTo Do List
Share information with the PAHO local office
Define national and local teams
Organize initial meeting
Define scope (public, private, national, demonstration 
sites?) and select clinics
Measure baseline
Organize LS1: Implementation of the CHRC Guidelines. 
Pocket guide… at least 30 health providers.
Report by the end of January 2009
Implement changes, measure again and report
Bring results to ILS-2 (March 2009)
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