A]p” OPINIONS, IDEAS, & PRACTICE

AJPH  December 2023, Vol 113, No. 12

1254 nNotes From theField

A Medicaid-Funded Statewide Diabetes

Quality Improvement Collaborative:
Ohio 2020-2022

Shari D. Bolen, MD, MPH, joshua J. Joseph, MD, MPH, Kathleen M. Dungan, MD, MPH, Elizabeth A. Beverly, PhD,
Adam T. Perzynski, PhD, Douglas Einstadter, MD, MPH, Jordan Fiegl, MS, Thomas E. Love, PhD, Douglas Spence, PhD,
Katherine Jenkins, MPH, Allison Lorenz, MPA, Shah Jalal Uddin, MS, MA, Kelly McCutcheon Adams, MSW, LICSW,
Michael W. Konstan, MD, and Mary S. Applegate, MD, on behalf of the Diabetes Quality Improvement Collaborative

We used a collective impact model to form a statewide diabetes quality improvement collaborative to

improve diabetes outcomes and advance diabetes health equity. Between 2020 and 2022, in

collaboration with the Ohio Department of Medicaid, Medicaid Managed Care Plans, and Ohio's seven

medical schools, we recruited 20 primary care practices across the state. The percentage of patients

with hemoglobin Alc greater than 9% improved from 25% to 20% over two years. Applying our model
more broadly could accelerate improvement in diabetes outcomes. (Am J Public Health. 2023;113(12):
1254-1257. https://doi.org/10.2105/AJPH.2023.307410)

o improve hemoglobin A1c (A1c)

levels and reduce the rate of com-
plications and costs for Medicaid
enrollees with diabetes,' the Ohio De-
partment of Medicaid partnered with
the Ohio Colleges of Medicine Govern-
ment Resource Center, Medicaid
Managed Care Plans (MCPs), and the
seven Ohio medical schools to develop
a statewide diabetes collaborative
focused on improving diabetes out-
comes and advancing diabetes health
equity.

INTERVENTION AND
IMPLEMENTATION

Partners participated in a planning year
using the collective impact model as a
mechanism for shared power to ad-
dress complex challenges.? The collec-
tive impact model? has five key
elements:
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1. a common agenda (i.e., shared
vision, mission and project aims),

2. shared measurement (i.e., electron-
ic health record [EHR] data queries),

3. mutually reinforcing activities (i.e.,
intervention and implementation
strategies),

4. continuous communication (i.e.,
routine steering committee meet-
ings every two weeks), and

5. backbone support (i.e., organiza-
tional structure and roles for all
partners).

During this year, we also developed a
key driver diagram and toolkit to
reflect the theory for improvement and
guide the quality improvement (Ql)
activities.?

Partners recruited 20 primary care
practices across 11 health systems to
participate in the QI project. All partici-
pating practices served a high volume

of Medicaid patients, and health sys-
tems were given $25000 in stipends to
submit EHR data. The overall aim of
the QI project was to decrease the per-
centage of adults with diabetes with
Alc greater than 9% from 25% to 21%
overall. To supplement the QI activities,
the Ohio Department of Medicaid
requested that the six MCPs align their
QI projects with the activities of the QI
practices to catalyze improvements in
outcomes over time. In response to
barriers to diabetes care voiced by
providers and patients, Medicaid
payers added coverage for Diabetes
Self-Management Education and Sup-
port, three payers removed prior
authorization requirements for contin-
uous glucose monitors, and all payers
aligned quantity limits on diabetes sup-
plies and piloted home A c testing.
These MCP interventions enhanced
equity to Medicaid enrollees by making



it easier to obtain and afford diabetes
supplies and resources, especially dur-
ing the COVID-19 pandemic.

Implementation strategies included
audit and feedback, peer-to-peer learn-
ing, QI coaching, and subject matter ex-
pert consultation. After the planning
year, a half-day virtual kick off was held
with the participating primary care
practices, Medicaid MCPs, and other
partners. This was followed by monthly
QI coaching calls with each of the prac-
tices and monthly one-hour webinars
or “action period calls” with the prac-
tices and MCPs to share aggregate
practice-level data, discuss evidence-
based best practices, and promote
peer-to-peer learning. In addition, there
were two virtual learning sessions held
to increase peer-to-peer learning. Last-
ly, we held monthly one-hour collabora-
tive calls with the MCPs and a subset of
clinical practices and partners to en-
hance their collaborative planning.

Practices submitted EHR data every
two weeks to the Ohio Colleges of Med-
icine Government Resource Center,
which developed an online dashboard
for practices to monitor progress when
conducting continuous Ql. Key inter-
ventions tested by the practices includ-
ed (1) Alc testing for those with no test
within the last 12 months, (2) timely
follow-up in team-based care—defined
as follow-up scheduled virtually or in
person with a primary care provider or
team member (e.g., a clinical pharma-
cist, dietitian, or diabetes educator) at
least every 30 days until the glucose lev-
el was at goal, (3) outreach to
re-engage patients with Alc greater
than 9% and no upcoming appoint-
ment, and (4) social drivers of health
interventions (e.g., community health
worker engagement, referrals to
resources for healthy food, mobile
vans, or virtual care).

PLACE, TIME, AND
PERSONS

The QI project started in June 2020,
with the previous 12 months consid-
ered the preintervention period (June
1,2019, to May 31, 2020). Hence, year
1 of the QI project extended from

June 1, 2020, through April 2021, and
year 2 extended from May 1, 2021, to
June 30, 2022. We included a total of
35151 patients with type 2 diabetes.
We included patients with type 2 diabe-
tes identified from the EHR using Inter-
national Classification of Diseases, Ninth
Revision, Clinical Modification (Hyattsville,
MD: National Center for Health Statis-
tics; 1980) codes 250.0-250.9, 357.2,
362.0, and 366.41 and International
Classification of Diseases, 10th Revision
(Geneva, Switzerland: World Health Or-
ganization; 1992) codes E10.0-E14.9.
The mean age of patients with diabetes
was 56.7 (SD = 14.7) years, 52.8% were
female, 48.4% had hypertension, and
25% had baseline Alc greater than 9%.
Self-reported race/ethnicity was 47.0%
White, 38.9% non-Hispanic Black, 7.4%
Hispanic, and 6.7% other, and the
primary insurance type was 39.6%
Medicare, 27.4% Medicaid, 31.1%
commercial, and 1.9% uninsured or
self-pay.

PURPOSE

Our primary aim was to align primary
care practices and MCPs to improve di-
abetes health outcomes, with a specific
initial focus on improving A1c levels.

EVALUATION AND
ADVERSE EFFECTS

We evaluated the QI project impact us-
ing the following aggregated measures:
(1) Alc tested in the last 12 months for
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all patients with diabetes, (2) follow-up
visit scheduled virtually or in person if
Alc was greater than 9%, and (3) most
recent Alc greater than 9% (primary
outcome). We measured outcomes lon-
gitudinally using repeated cross-
sections of EHR data and presented
results as statistical process control
charts with upper and lower confidence
limits. We placed a shift in the mean
when eight consecutive points were
above the upper confidence limit on
the control chart, and this corre-
sponded to a new intervention imple-
mented at the practices according to
the methodologies set forth in The
Health Care Data Guide.* We used three
times the standard deviation as the
confidence limits.

We did not have a balancing measure
to determine adverse effects because
all other EHR measures had some rela-
tion to diabetes care, although these
measures like depression screening im-
proved or stayed the same indicating no
clear adverse effect (data not shown).

Figure 1 demonstrates that adults
with diabetes and A'c greater than 9%
seen at the primary care practices im-
proved from 25% at baseline to 20% by
the end of the intervention. A1c levels
worsened initially during the COVID-19
pandemic, returned to baseline, and
then improved beyond baseline as the
practices were able to implement pro-
tocols to improve glycemic control in
the context of COVID-19. Figures A and
B (available as supplements to the on-
line version of this article at https://
ajph.org) demonstrate the process
improvements in A1c testing and
scheduled follow-up in team-based
care. We were unable to measure pro-
cesses related to social drivers of
health interventions and MCP interven-
tions because of the challenges in cap-
turing these data.
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FIGURE 1— Percentage of Adults With Diabetes Whose Most Recent Hemoglobin A1c Was Greater Than 9% for All
Sites Combined by Month: Ohio, 2020-2022

Note. AP = action period call or webinar; LCL = lower confidence limit; PDSA = plan, do, study, act; POC Ac = point of care Alc testing; QI = quality improvement;
UCL = upper confidence limit. Monthly sample size: median = 1730; minimum = 1099; maximum = 2361.

SUSTAINABILITY
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As a mechanism for sustaining gains
and for larger spread across Medicaid
enrollees, the Ohio Department of
Medicaid is currently funding regional
Ql hubs at each of the seven medical
schools and encouraging recruitment
of 10 to 25 practices initially in each re-
gion, with an eventual goal of reaching
at least 50% of Medicaid enrollees in
each of the seven regions. Data on
whether practices were able to main-
tain gains were not captured and were
outside the scope of this project. How-
ever, similar implementation strategies
within the context of a regional QI col-
laborative led to sustained improve-
ments in blood pressure control for
more than two years.>®
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PUBLIC HEALTH
SIGNIFICANCE

At a time of great chaos within health
care associated with worsening of
chronic conditions because of COVID-
19,” we succeeded in establishing a
statewide diabetes QI collaborative to
improve A1c control in patients with dia-
betes at primary care practices with a
high volume of Medicaid enrollees
throughout Ohio. Using evidence-based
data-driven interventions tailored to the
practice and patient is essential for suc-
cessful large-scale Ql efforts in primary
care. While many QI efforts for diabetes
have been successful, there are no
statewide models for diabetes improve-
ment. A statewide model avoids policy
barriers that may exist across states for

payers and health care systems and has
the potential for larger benefit than re-
gional approaches within a state. This
model for statewide health improve-
ment for populations with a high
volume of Medicaid enrollees could be
expanded within a state by using medi-
cal schools or other trusted clinical and
QI organizations. AJPH
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