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ADVANCES IN DIABETES



Disclosures

 Dr. Holly owns stock in the parent company of the EHR 
SETMA uses.  The identity of that EHR is not revealed in 
this presentation.

 Dr. Holly makes uncompensated presentations for that 
EHR Company.

 Dr. Holly has no other disclosures.



SETMA Achievements

 July 2010 - NCQA PC-MH Tier Three

 July 2010 – Joslin Diabetes Center Affiliate

 August 2010 - NCQA Diabetes Recognition Program 

 August 2010 - AAAHC Medical Home

 August 2010 - AAAHC Ambulatory Care



SETMA Achievements

 2011 - Health and Human Services Recognitions

 Office of National Coordinator named SETMA as one of 30 
exemplary practices for clinical decision support.

 Agency for Healthcare Research and Quality published  
SETMA’s LESS Initiative on its Innovation Exchange.

 Centers For Medicare and Medicaid included SETMA in a 
quality, cost and coordination of care research project in which 
SETMA outperformed all others on quality and equaled the best in 
cost control for 2007-2010.



Articles about SETMA

At www.jameslhollymd.com, the following articles can be 
found

(number of articles is in parentheses). This material is free.

 Tutorials on all Electronic-Patient-Management tools including Diabetes, 
Diabetes Prevention, Hypertension Prevention and others (67)

 Diabetes (25)
 Smoking Cessation (15)
 Exercise (40)
 Weight Reduction (33)
 Cardiovascular Disease Risk Factors (22)
 LESS Initiative (66)
 Medical Home (46)
 Healthcare Reform and Public Policy (24)



The Future of Healthcare

Since SETMA adopted electronic medical records in 1998, we 
have come to believe the following about the future of 
healthcare:

The Substance Evidenced-based medicine and 
comprehensive health promotion

The Method Electronic Patient Management
The Dynamic Patient-Centered Medical Home
The Funding Capitation & Payment for Quality



The SETMA Model of Care

Founded on the four domains identified above, SETMA’s Model 
of Care includes the following:

1. Personal Performance Tracking  -- One patient at a time

2. Auditing of Performance  -- By panel or population

3. Analysis of Provider Performance -- Statistical Analysis

4.Public Reporting by Provider Name -- At 
www.jameslhollymd.com

5. Quality Assessment and Performance Improvement



Diabetes Care Improvements

From 2000 to 2011
 HbA1C standard deviation improvement from 

1.98 to 1.33

 HbA1C mean (average) improvement from 
7.48% to 6.65%

 95% of SETMA’s patients with diabetes in 2000 had HbA1Cs 
below 11.44%, while in 2011 95% are below 9.31%.

 Elimination of Ethnic Disparities of Care in Diabetes



Diabetes Care Initiatives and Results

 2000 - Design and Deployment of EHR-based Diabetes 
Disease Management Tool 
 HbA1C improvement 0.3%

 2004 - Design and Deployment of American Diabetes 
Association Recognized Diabetes Self Management
Education (DSME) Program
 HbA1C improvement 0.3%

 2006 - Recruitment of Endocrinologist 
 HbA1C improvement 0.25%



SETMA’s NCQA Diabetes Metrics



Business Intelligence (BI)
Diabetes Audit - Trending



Value of Trending Audit

 In 2009, trending revealed that from October-December 
many patients were losing HbA1C control.  Further analysis 
showed that these patients were being seen and tested less 
often in this period than those who maintained control.  

 A 2010 Quality Improvement Initiative included writing all 
patients with diabetes encouraging them to make 
appointments and get tested in the last quarter of the year.  
A contract was made, which encouraged celebration of 
holidays while maintaining dietary discretion, exercise and 
testing.  In 2011, analysis showed that the holiday-induced 
loss of control had been eliminated.



Business Intelligence Diabetes Audit



Leverage Points Sought

 Comparisons were made between patients whose diabetes 
was controlled (gold) and those whose diabetes  was not 
controlled (purple). We discovered a statistically significant 
difference between the frequency of visits between patients 
who are controlled (4.6 visits/year) and those who are not 
controlled (3.5 visits/year).  

 It appeared that seeing patients an additional time each 
year might improve their control.  We are still examining 
that hypothesis.



Business Intelligence Diabetes Audit

 SETMA’s Model of Care was designed to help overcome 
“clinical inertia” through public reporting, by provider 
name, of quality metric results.

 To further examine “clinical inertia,” the BI Audit includes  
a determination of patients who are improving, or losing 
control, and if, when a patient is seen, whose diabetes is not 
controlled, whether a change in treatment was made.  

 Thus far, in 2011, when patients were seen whose HbA1C 
was not controlled, a change in treatment was made 60% of 
the time.  In 2010, a change was made 68% of the time.



BI Diabetes Audit – Ethnicity



BI Diabetes Audit – Ethnicity

• It is important to SETMA that all people receive equal care 
in access, process and outcomes.  As a result, we examine 
our treatment by ethnicity, as well as by many other 
categories.

• Approximately, one-third of the patients we treat with 
diabetes are African-American and two-thirds are 
Caucasian.  As the control (gold) and uncontrolled (purple) 
groups demonstrate, there is no distinction between the 
treatment of patients by ethnicity.



BI Diabetes Audit – Patient Age



BI Diabetes Audit – Patient Age

As can be seen from these bar graphs, SETMA’s patients 
between 70-90 are receiving excellent care of their diabetes.  

This raised the question, in that this is a vulnerable 
population, could the HbA1C results be caused by nutritional 
deficiencies?   By history, longitudinal weight measurements 

and by laboratory tests (pre-albumin), we found that this 
population was not malnourished and that the results 
represented excellent care of diabetes in the elderly.



BI Diabetes Audit – Financial Class



BI Diabetes Audit – Financial Class

 Financial barriers to care are a significant problem in the 
United States.  Six years ago, SETMA initiated a zero co-pay 
for capitated HMO patients in order to totally eliminate 
economic barriers to care.

 Comparing FFS Medicare patients, capitated HMO and 
uninsured patients, it can be inferred from this data that 
the elimination of economic barriers results in improved 
care. 

 Through SETMA’s Foundation, we are making further 
attempts to compensate for economic barriers to care.



Diabetes Disease Management Begins with a 
Diabetes Prevention Program

SETMA’s Diabetes Prevention Program Includes

 The LESS Initiative in which the risk of diabetes is 
accessed for ALL patients seen at SETMA, along with a 
weight management assessment, a personalized exercise 
prescription and smoking cessation.  

 Diabetes Screening Program for those at high risk
 Patient Education on “Progression to Diabetes”
 Explanation of Five Stages of the Progression of Diabetes



SETMA’s LESS Initiative - Male



SETMA’s LESS Initiative - Female



Preventing Diabetes



Preventing Diabetes Testing



Progression to Diabetes



Progression to Diabetes Assessment



Algorithm for Progression to Diabetes Assessment



Cardiovascular Risk in Diabetes

Diabetes is an independent risk factor for cardiovascular  
disease. Two additional ways, in which cardiovascular risk 
should be evaluated are:

 Framingham Cardiovascular Risk Scores
The only Framingham Score which includes HbA1C as 
opposed to simply the presence or absence of diabetes is 
the Global Cardiovascular Risk Score.  At the suggested of 
Joslin, SETMA developed the “What IF” Scenarios.

 Cardiometabolic Risk Score



Framingham Risk Scores



Cardiometabolic Risk Syndrome Assessment



Diabetes Disease Management Tools

The first major improvement in SETMA’s care of
patients with diabetes resulted from the deployment of
our disease management tool in 2000.  This includes:

 Display of essential data including labs
 Clinical Decision Supports
 Assessment of fulfillment of quality metrics 
 Adherence Assessment
 Life Style Changes including dietary, weight, exercise and smoking cessation
 Dilated Eye examination
 Foot care
 Dental Care
 Treatment Plan and Plan of Care
 Diabetes Self Management Assessment Education
 Medical Nutrition Therapy
 Diabetes Care Team
 The Passing of the Baton



SETMA’s Diabetes Disease Management



Lifestyle Changes



Patient Adherence



Diabetes Plan of Care



HbA1c and eAG



PCPI Audit



Plan of Care and Treatment Plan



Plan of Care and Treatment Plan



HbA1c



HbA1c and eAG



Plan of Care and Treatment Plan







Firmly in the provider’s hand, the baton – the care 

and treatment plan – must be confidently and 

securely grasped by the patient if change is to make 

a difference, 8,760 hours a year.

The Baton



Addendum - The Seven Stations of Success

SETMA Designed the Seven Stations of Success as
visual reminders of the leverage points for improving
the care of patients with diabetes by providers and by
the patients themselves.

1. A set of the stations are displayed in the hallway leading to 
the Joslin Affiliate Clinic.

2. A framed copy of each station is displayed at the point of 
care for each activity within the clinic.

3. Station Seven -- “SETMA is Your Health Home” is on the 
door through which the  patient exits the Joslin Clinic.





B r i n g  y o u r  l o g  b o o k  a n d  b l o o d  g l u c o s e  m o n i t o r  t o  e v e r y  

v i s i t .

W e  w i l l  h e l p  y o u  d o w n l o a d  y o u r  m e t e r .

P a t t e r n s  p r o v i d e  a  p i c t u r e  o f  h o w  f o o d ,  d a i l y  a c t i v i t y  a n d  

m e d i c a t i o n s  a f f e c t  y o u r  b l o o d  s u g a r .

A s k  y o u r  d i a b e t e s  e d u c a t o r  t o  h e l p  y o u  f i n d  p a t t e r n s  i n  

y o u r  S M B G .

R e m e m b e r  y o u  a r e  i n  c h a r g e  o f  y o u r  o w n  h e a l t h  f o r  8 , 7 6 0  

h o u r s  a  y e a r .
“ T e a c h i n g  i s  c h e a p e r  t h a n  n u r s i n g . ”

- E l l i o t  P .  J o s l i n ,  M D

Station 1
Self-Monitoring of Blood Glucose





H b A 1 c  r e v e a l s  y o u r  r i s k  f o r  h e a r t  a t t a c k s  a n d  s t r o k e .

H b A 1 c  b e l o w  7 %  d e c r e a s e s  r i s k  d r a m a t i c a l l y .

P O C  H b A 1 c  r e s u l t s  a l l o w s  y o u r  h e a l t h c a r e  t e a m  – y o u ,  y o u r  

p r o v i d e r  a n d  e d u c a t o r  – t o  k n o w  w h e r e  y o u  a r e .

Y o u  w i l l  g e t  y o u r  H b A 1 c  v a l u e  a t  t h i s  s t a t i o n .

A l w a y s  k n o w  y o u r  l a s t  H b A 1 c  a n d  w h e t h e r  i t  i s  i m p r o v i n g  o r  

n o t .

“ T h e  p e r s o n  w h o  k n o w s  t h e  m o s t  a b o u t  d i a b e t e s  l i v e s  t h e  l o n g e s t . ”
- E l l i o t  P .  J o s l i n ,  M D

Station 2
HbA1c Point of Care 





L – L o s e  W e i g h t  – E x c e s s  f a t  l e a d s  t o  d i a b e t e s ,  h i g h  b l o o d  

p r e s s u r e  a n d  o t h e r  h e a l t h  p r o b l e m s .   K n o w  y o u r  b o d y  f a t ,  

B M I  a n d  B M R .

E – E x e r c i s e  – E x e r c i s e  h e l p s  l o w e r  b o d y  f a t ,  b l o o d  s u g a r  

a n d  b l o o d  p r e s s u r e .   H o w  t o  e x e r c i s e ?  S T A R T !

S – S t o p  S m o k i n g  – S m o k i n g  c a u s e s  h e a r t  d i s e a s e .

S – S t o p  S m o k i n g  – T r y i n g  t o  s t o p  d o e s n ’ t  h e l p ;  o n l y  

s t o p p i n g  h e l p s .

“ I t  i s  b e t t e r  t o  d i s c u s s  h o w  f a r  y o u  h a v e  w a l k e d  t h a n  h o w  l i t t l e  
y o u  h a v e  e a t e n . ”   

- E l l i o t  P .  J o s l i n ,  M D

Station 3
The LESS Initiative





Assess – W h a t  d o  Y O U  k n o w  a b o u t  d i a b e t e s ?  H o w  d o  Y O U  

c a r e  f o r  y o u r s e l f ?

Plan – C r e a t e  a  p l a n  t h a t  m e e t s  Y O U R  n e e d s .

Teach – K n o w l e d g e  a n d  s k i l l s  Y O U  n e e d  t o  m a n a g e  d i a b e t e s  

w e l l .

Set  Goa ls  – Y o u  c a n  i m p r o v e  Y O U R  h e a l t h ,  R I G H T  N O W !

“ W e  c a n  o n l y  s c r a t c h  o n e  b a c k  a t  a  t i m e ,   b u t  w e  c a n  t e a c h  m a n y  
p a t i e n t s  t o g e t h e r  a n d  e a c h  i s  l i k e l y  t o  t e a c h  a n o t h e r . ”

- E l l i o t  P .  J o s l i n ,  M D

Station 4
Medical Nutrition & Diabetes Self 

Management Education





T O G E T H E R ,  s e t  g o a l s  o f  b l o o d  g l u c o s e ,  b l o o d  p r e s s u r e  

a n d  c h o l e s t e r o l .

T O G E T H E R ,  d e t e r m i n e  y o u r  r i s k  o f  c o m p l i c a t i o n s .

T O G E T H E R ,  p l a n  f o r  p r e v e n t i n g  c o m p l i c a t i o n s .

T O G E T H E R ,  r e v i e w  a n d  a g r e e  o n  t r e a t m e n t  p l a n .

“ Y o u  a n d  y o u r  h e a l t h c a r e  p r o v i d e r  a r e  ‘ i n  t h i s  t o g e t h e r . ’  B e  a n  
a c t i v e  p a r t  o f  Y O U R  t e a m . ”

- S E T M A

Station 5
Physician Partnership with YOU





Establishing and Executing Your Diabetes Plan of Care and 

Treatment Plan

Coordinate Referrals

 DSME and MNT – Self Care

 Ophthalmology – Eye Care

 Nephrology – Kidney Care

 Physical Therapy – Heart Care

 Communication – Continuous Care

Station 6
Care Coordination



Coordinate Resources

 Barriers to Care – Financial, Social, Physical, Literacy, etc.

 Support – Family, Community, Religious, etc.

 Counsel – Psychological, etc.

Coordinate Care

 Follow Through

“Your healthcare team – you, your provider, your educator, all members of your team –
working together to facilitate excellence.”

-SETMA

Station 6
Care Coordination





You Are Always Welcome at Your Health Home

 Formal Visit

 Dropping By

 Phone Call

 Email – Ask about NextMD

 Letter

Station 7
SETMA is Your Health Home



You Are Always Welcome at Your Health Home

 There are 8,760 hours in a year.

 8,700 + hours are spent outside of the doctor’s office.

 Before you leave make sure you know what your next steps are to 

improve your health.

“In an Olympic relay race, if the baton is dropped, the team fails; if 
any member of your healthcare team drops your ‘healthcare baton,’ 

which is your plan of care and treatment plan, we will all fail.”
-SETMA

Station 7
SETMA is Your Health Home
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