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VISN 11 Diabetes Care Project

Overview, Technical Documentation, Key Findings

(revised 7/10/2002)

Overview

The purpose of the VISN 11 Diabetes Care Project is to 1) understand how patient care varies between facilities, provider teams and individual primary care providers; 2) identify potential areas for improvement; and, 3) facilitate the discussion and implementation of practical ways to improve the care of veterans with diabetes throughout VISN 11.

This project is designed as a cooperative approach to quality improvement.  The main objective is to focus awareness on areas that require increased attention.  It is fully appreciated that the primary care provider does not have complete control of the treatments and outcomes of their patients and that patient characteristics, including illness severity and self-management, can influence diabetes care profiles.  Nevertheless, it is important to recognize that many of us may be able to improve the care we provide, but often lack up to date information on our current practice.

The diabetes care reports were originally designed to emphasize five priority areas (see appendix), which were identified during the VISN 11 Diabetes Summit held in January 2000 and endorsed both by the VISN Clinical Guidelines Committee and the Clinical Leadership Board.   However, based on observed changes/successes over time and current care recommendations, the profile reports now primarily focus on 3 priority areas:

1. Decreasing the number of veterans in VISN 11 with substantial elevations of hemoglobin A1c. (HbA1c > 9.5%)

2. Working harder to get LDL under control more rapidly (i.e., within 3-6 months), thereby decreasing the number of veterans with diabetes that have substantial elevations of their LDL cholesterol. (LDL > 130mg/dL)

3. More aggressively treating isolated systolic blood pressure to decrease the number of veterans with diabetes and significantly elevated blood pressure. (systolic > 140 mmHg, diastolic > 85 mmHg)

Methods

All of the data used in this project were obtained from the VistA system (formerly known as DHCP) at each local facility or from the National Patient Care Database maintained at the Austin Automation Center.  These data are currently being extracted manually, although in the past a Class III software routine was used to obtain some of the data elements.  The manual extraction procedure is quite time consuming and labor intensive, so alternative procedures to make data collection and processing more efficient are being explored. 

FY00 – FY02 laboratory and blood pressure data were extracted directly by a programmer at the QUERI Diabetes Research Coordinating Center, while pharmacy information was obtained from raw data files extracted by PBM 3.0.

Provider and team data were obtained from the Primary Care Management Module (PCMM), which is maintained locally at each VAMC.  

To construct the profile reports, we used only patients who had at least one prescription for insulin or an oral hypoglycemic medication or home glucose monitoring supplies and who had at least one outpatient visit during the reporting period.  The outpatient visit was used to identify patients who appeared to be actively receiving care in the VA, not just medications.  Although the selection of patients based on pharmacy data may exclude some patients with diabetes who are being treated with diet and exercise only, these individuals are generally early in their disease and at lower risk for many of the associated complications.  

Once the patient sample was identified, as just described, each patient was assigned to a site of care.  Site assignments were made based on the location of their primary care provider and for patients not assigned to a primary care provider (see limitations) we used the site where they received the majority of their prescriptions.

The FY2002 Interim report uses data from the second two quarters of FY2001 (April 2001 – September 2001) and the first two quarters of FY2002 (October 2001 – March 2002).  High risk patient lists, which were distributed to primary care providers on an individual basis, identify patients who had elevated values in the previous year, who are still at high risk after a follow-up period of one year and who have had 3 or more visits during the follow-up period to allow ample time for intervention.

In contrast, the high risk patient lists that accompanied the FY2001 interim report, used only a 6 month follow-up period and included patients with only 1 primary care visit during that same time frame.  

Beginning with the FY2001 interim report, the LDL treatment measure was slightly revised, so that only a repeat LDL of ≤ 140 mg/dL or being on a maximum Statin dose (i.e., ≥ 60 mg of Simvastatin or ≥ 40 mg of Atorvastatin) are considered to meet criteria for optimal care for those patients identified as having an LDL > 140 mg/dL in the prior reporting period.

Limitations

One of the limitations of the report is related to our use of PCMM data.  At all sites there are patients who are not assigned to a particular provider and, in some instances, there are patients who are assigned to multiple providers and/or multiple facilities.  Although still somewhat problematic, it appears that this assignment problem has improved over time (FY98 – FY02).

A second limitation is that none of the information in the profiles is adjusted for factors that might influence the results (e.g., patient characteristics) but are beyond the control of providers and the healthcare system.  Therefore, any comparisons must be interpreted with caution since some of the facilities in VISN 11 serve very different patient populations.

Finally, because of concerns about the accuracy of individual provider profiles due to little detectable variability and/or small panel sizes, the FY99 - FY01 reports only contain profiles at the site (main facilities and CBOCs) and team levels.  We are also aware that “teams” are defined in different ways at each facility and that how teams are defined in PCMM may not reflect the actual team structure used at some facilities (e.g., primary care physician and registered nurse).  Therefore, beginning with the FY 2001 Interim Report, the profile reports provide site level comparisons only.

Key Findings

Overall, the care of veterans with diabetes in VISN11 is excellent and many of the improvements in care observed early in the profiling process have been maintained.  We have every reason to be proud of the quality and cost-effectiveness of our care.  However, there are still some important aspects of diabetes care where further improvement is likely to produce substantial benefits among our patients with diabetes.  Key successes and opportunities for improvement include:

Successes:

· Great progress in LDL testing and lowering the mean LDL value

· Excellent treatment of Diastolic BP

· Outstanding average A1c values

Opportunities for further improvement:

· Need more progress on very high LDL patients
· Annual death rates are high for patients with diabetes, high LDL and known CAD.

· We must work harder to get the LDL under control within 3-6 months. 

· Prescribing moderate or high doses of HMG-CoA reductase inhibitor (statin) therapy (appropriate to level of LDL elevation) and advancing to higher doses or more effective agents expeditiously is an efficient approach to addressing this issue.

· It is important to get the LDL at least <130mg/dl, and further reductions may have additional benefits. 

· Need more intensive treatment of isolated Systolic Hypertension
· The UKPDS, SHEP, HOT and SYS-EURO trials have demonstrated that using 3-4 anti-hypertensive agents with a BP goal of at least < 140/85 prevents devastating complications and saves lives!

· Isolated systolic hypertension is a deadly condition and attempts to optimize treatment are essential.
· Achieving target systolic blood pressures of <140 is not always possible, but studies show that most patients, including the elderly, can tolerate (and benefit from) at least moderate doses of 3-4 blood pressure medications.
· A combination of ACE-Is, atenolol (25mg-50mg), and HCTZ (12.5mg-25mg) is a safe, simple, inexpensive and highly effective treatment regimen for many hypertensive diabetics.
· In general, CCBs should be reserved as a valuable 3rd or 4th choice anti-hypertensive agent, given its higher cost and possible lower efficacy in preventing adverse events. (VA Practice Matters May 2000, www.va.gov/resdev/prt)

· Need to explore new approaches for poor glycemic control patients

· We must continue to work at improving the glycemic control for those with persistent poor control (HbA1c >9.0%) as these patients develop complications at a rapid rate.

· Consider treatment of low HDL syndrome
· The VA HIT study found that patients with CAD, low LDL (< 130mg/dl) and low HDL (< 35-40mg/dl) received substantial benefit from treatment with gemfibrozil (600mg bid).

· Given that patients with diabetes have a risk of cardiovascular death that is roughly equivalent to those with known CAD, some have suggested that treatment of low LDL, low HDL syndrome should be extended to all patients with diabetes.

· The first choice for high LDL patients (regardless of HDL level) should remain statin therapy.

· No patients in VA HIT were on statins.  Treating patients with combination gemfibrozil/statin  therapy increases the risk of rhabdomyolysis, and patients should be informed about early symptoms and muscle enzymes should be monitored.

Publications
Krein SL, Hofer TP, Kerr EA, Hayward RA. Whom should we profile? Examining diabetes care practice variation among primary care providers, provider groups, and health care facilities. Health Services Research 2002;37(5):1159-80.

Please direct any questions or comments to Sarah Krein, PhD, RN or Rod Hayward, MD either through Outlook/Exchange or at 734-930-5142.

APPENDIX

Five original priorities

1. Decreasing the number of veterans in VISN 11 with substantial elevations of hemoglobin A1c. (HbA1c > 9.5%)

2.
Decreasing the number of veterans with diabetes that have substantial elevations of their LDL cholesterol. (LDL > 140mg/dL)

3.
Significantly improving aggressive blood pressure treatment for veterans with diabetes. (systolic > 140 mmHg, diastolic > 90 mmHg)

4.
Decreasing the use of calcium channel blockers, which are more expensive and possibly inferior to some other treatment choices, as a first or second choice agent in the treatment of hypertension in diabetes.

5.
Improving the efficiency and effectiveness of self-monitoring of blood glucose (SMGB) and decreasing the total cost of self-monitoring in those not receiving active medication adjustments (especially those not on insulin).
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