Expanding Successful Telephonic Diabetes Self- Management Education (DSME) Program
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The Impact

 Recognize how telephonic modality increases access to education and PARTNERS: 2004 to Present Shared GQE}'S: _ State of Maine Success
support for self-managing Diabetes and Cardiovascular Disease « Medical Care Development, Inc. l * Increased access to and utilization of DSME * Increased health care and improved health with reduced costs!
- |dentify elements of partnerships with employers that support improved - State of Maine Div. of Employee known to improve the health and health care of * 2008 ROI - average COST SAVINGS $1300/participant/year o
health and optimum health care use Health & Benefits participants with statistically significant improved adherence to oral diabetes medication
« Compare barriers to successful individual health action plans « Aetna Health Insurance ,° Help overcome_barriers using the t_elephone- * 2009 ROI - significantly HIGHER Medication Adherence & Use of
- Maine Municipal Employees Health Trust based interver_mon _to hel_p engage increased Preventative Care associated with higher quality of care
Background + Anthem Blue Cross/Blue Shield of Maine numbers of clients in their own health Yr 1 Statewide
. 25 DSME Maine Programs |mprovement - TDES® Outcomes 2005—2006 2007-2008 ” 200—
_ Diabetes 2004-2005 -  Enhanced education & support to help persons Total Enroliment 149/16.6% 204/18% 0
. w State Of Malne Employeesz COpeWith :the Complex taSkS Of managing Completion Rate 60.4% 82% 87.1%
Prevalence: Prevalence: Key Elements multiple diagnoses Ave Age/Males 56/42% 56/48.8% 56/43%
- 6.2% of U.S. population ' _ _ SN . -
_8.3% of Maing a%ults - 5.9 % of State Employees *MCDPH/TDES®: Locally provided, centrally managed services No Prior Diabetes Ed - Sr.4% 0%
Ecénomic Burden: (Erggrr:]%r:r;c B-l;rz’(él](_e: t;etes) E‘gta collgc;tiqnz anilys(;s_,, Snfl ou;comte reporting Clinical Goals A1c, B/P, Total .Chc?l, and LDL improved
- $518 million in 1997 wi I vanced training 1or diabetes eaucators HEDIS Measures Overall maintained or Improved
- 0) ° . I - I I Satisfaction S 25 -52% ret te- highl tisfied
Health Burden: ﬁﬁ /O_CtJfIFOt?_l emp{o;;ee ’heatlttlh C(C;Sts Employer: \Cl:val\t/edt pharmaclz/tc_:o pays for diabetes supplies/meds & CVD Meds tisfactionSurveys 25~ 52% retun rate- highly satisfied
_ 7th Ieading cause of death - NOSpPItaliZzation rate 4-x's other dx. oNntacts on WOI‘ Ime - - _ _ _ _ o
_ Blindness Health Burden: - Insurer: Outreach mailing and direct reimbursement model * Enhanced support for diabetes with cardiovascular risk factors - TDES®/+CVD
- Kidney Disease - 529% had at least one co-morbid « Educators: ADEFS® curriculum, evidenced - based interventions, individualized services » Continued success with statically significant improvement in HbAlc & BMI.
- Amputation condition, most being CVD. Familiar with local needs, resources, culture TDES®/+CVD January 2010 to June 2011
_ Cardiovascular Disease * Advisory Comm. TDES® “grads”, diabetes educators, Nurs. & Pharm. Academia, MCD Brd. Member Key Outcomes
_ Dental Disease Total Enrollment 12% of first mailing
- Complications of Pregnancy Programs Sompieon KaiE o
Demographics Equal male/female, ave. age 55, actively employed
t d Diabetes History 50% had DM <5 yrs, up to 42 yrs!
© 3% had no previous education
e s Clinical Goals A1c*, B/P, Total Chol, LDL, & BMI* improved
Telephonic Diabetes HEDIS Measures Overall Maintained or Improved
Education & Support
Satisfaction Surveys 44% return rate- Highly satisfied with lengthy notes of
. . . appreciation & praise for educator.
Self- Care » Telephonic Diabetes Education & Support® (TDES®) | _ e
99% » Year long program offers DSME to persons with type 1, type 2, or prediabetes » Also studied barriers to meeting individual health goals®
« Monthly telephone calls following first in-person enrollment visit  Improvement across all categories of barriers. Number of persons reporting
| B |  Provided by experienced and certified diabetes educators barriers and the number of barriers/person decreased at Post- assessment
> Medical Care for Chronic Disease is only 1% of treatment®. « Need to address the issues that remained high - Cost/Insurance, Multiple
> Diabetes Self — Management Education (DSME) known to be » TDES®/+Cardiovascular Disease (TDES®/+CVD) Diagnosis/Treatments and Grief/Depression/Distress
effective for supporting self - care but: + For persons with diabetes with high blood pressure and/or high cholesterol BARRIERS TO MEETING HEALTH GOALS
Barriers to DSME in Maine®  Support self-management of multiple conditions - —
. US* Only A40% ever attend e Aversion to group classes o DEV@IOpment Supported by Federal HRSA Rural Outreach Grant SF-LF-CAREReported Barrier Assessment Assessment DECREASED?
° Malne5 3% par“Clpate/year ‘DOIl,t feel they Ileed the lnfOI’matIOH No symptoms...Does not feel sick 16 8 Y
) : - , » TDES® to the Second Power! (TDES?! enying liness is Lifelon
° Malne5 14 neWIy d|agnosed attend °|nC0nV6nIent tlme/day o TDES© P d °9 hft f Ed( t t) E t i L\a,ckgcnl:IUndersl;:n::lin: 172 : :
'Tl‘anSpOI’tatlon dlﬁ'CUIUeS 4 6 t gi‘a/ S shi I’O.In . duca l(én f ﬁ:lpowerl’nen R Fear of Needles 6 3 Y
*Don’t know enough about the program F;)Cl(j(s)rc])r?(i:ns d?/\?iilruzzognc:glse :r: despuecnceeer] fusle ac-t(i;gileplans Cost/Insurance 21 15 Y
° Transportation Y
ow reading/math skills
CLINICALCATEGORLY e e '
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