
Data were included if the baseline A1C
(collected the day of the consult or within
90 days prior) was �8.0%, and at least
one subsequent A1C, performed after 3
months, was measured. A third A1C was
collected in patients who had been seen
for �6 months at the time of data collec-
tion. The mean � SD A1C was calculated
for each of the three time points, and a t
test was performed to determine statisti-
cal significance between levels.

A total of 96 patients met the entry
criteria. Of these, 54 (56%) had a third
data point. The remainder had not yet
been followed long enough at the time of
data collection (n � 32) or did not adhere
to follow up (n � 9). The mean A1C at
entry was 10.36 � 1.66%. The mean first
and second follow-up A1C levels were
8.06 � 1.68 and 7.68 � 1.38%, respec-
tively. Changes from entry to first and
second A1C were both statistically signif-
icant (P � 0.001). Seventy-four percent of
patients at first follow-up A1C and 80% at
the second demonstrated an A1C decline
of �1%.

In this brief observation, the majority
of patients who were referred for endo-
crine consultation to evaluate and treat
poor diabetes control showed clinically
meaningful improvements in A1C. In
evaluating quality of care, the DPRP looks
at a cross section of randomly chosen pa-
tients. In a consultation practice, the dia-
betes specialist may accumulate many
poorly controlled patients. Therefore, the
impression is that quality of care is poor.
Moreover, provider recognition may be
less likely under the current scoring
system. Yet, the DCCT demonstrated that
reductions in microvascular complica-
tions, in particular retinopathy, can be
seen with sustained A1C reductions even
if the target of �7% is not achieved (5).
Change in A1C may be a useful marker for
quality of care given by diabetes consult-
ants and can be used as an adjunct to the
current DPRP standards, especially if
longer-term data are used.
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Change in HbA1c as a
Measure of Quality
of Diabetes Care

Response to Spitz

W e thank Dr. Spitz (1) for his letter
commenting on the Diabetes
Physician Recognition Program

(DPRP) criteria regarding HbA1c (A1C)
levels. The DPRP criteria were changed in
2000 to coincide with those used in the
Health Plan Employer Data and Informa-
tion Set (HEDIS) program. More recently
in 2004, a decision was made to include
two measures for A1C, LDL, and blood
pressure. In the case of LDL, the change
reflected the HEDIS measure, National
Cholesterol Education Program guide-
lines, and the American Diabetes Associ-
ation recommendation. In the case of A1C
and blood pressure, changes were based
on current American Diabetes Associa-
tion recommendations. Using two mea-
sures (which some refer to as good and
poor control) allows a more comprehen-
sive assessment of how well a group of
patients is doing as this approach encour-
ages both attention to persons in relatively
poor control as well as allowing ongoing
assessment of how the provider is doing
in regard to meeting the stated guideline.
For example, if only “% of patients with
A1C �9%” were used, movement of pa-
tients from 9.1 to 8.9% would yield sig-
nificant improvement, yet most would
argue that little had changed. Using mea-

sures of “% �9%” and “% �7%”, how-
ever, would show that little had changed.
If patients were moved from an A1C of
9.1 to 6.9%, using only the 9% measure
would yield the same results as in the first
case, but using both measures the rather
significant change would be clearly indi-
cated. Using both measures allows one to
see continuing improvement over time as
the “% �9%” should continue to decrease
and the “% �7%” should continue to
increase.

Dr. Spitz suggests that it would be
useful (and more fair to those who are
referred patients who are not doing well
in regard to A1C) to add a measure based
on improvement in A1C. The suggestion
is well worth considering and has been
reviewed in the past by experts in both
diabetes as well as measurement. One ob-
vious problem in having a change in A1C
measure is that doctors caring for patients
who are at goal would appear to not be
doing well using this measure, as no im-
provement would be needed or likely
seen. As well, the goal of using measures
to document how a population of patients
is doing over time would not be part of
this metric. Simply awarding points for
A1C improvement would create some po-
tential unfairness as well, as it is generally
much easier to get a patient doing poorly
to reduce his/her A1C 1% (from 10 to 9%,
for example) than a patient doing rela-
tively well (to reduce the A1C from 8 to
7%). Secondly, all A1C improvements are
not equal in regards to clinical benefit, as
an improvement of 1% in A1C offers a
different benefit if the change is from 7 to
6% vs. 12 to 11%, for example. Finally
there is the problem of setting the time
frame for the change and having to review
charts for multiple values, not just the most
recent.

Dr. Spitz is of course correct that any
improvement in A1C is a positive change.
The data he cites for his practice are very
impressive in regards to the reduction in
A1C levels he has achieved. We feel that
the current measures, used accurately,
fairly capture this aspect of diabetes care,
and adding a new measure for A1C
change is not likely to add substantial new
information to the program. However, we
feel it is worthwhile to bring this to the
current DPRP advisory committee for dis-
cussion at their next meeting.

NATHANIEL G. CLARK, MD, MS, RD
1

GREGORY PAWLSON, MD, MPH
2
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Proposal for the
Reconsideration of
the Definition of
Gestational Diabetes

Response to Omori and Jovanovic

I read with interest the letter by Omori
and Jovanovic (1) in the October 2005
issue of Diabetes Care and have the fol-

lowing comments.
In the Clinical Practice Recommenda-

tions from 2002 to 2005 (2–5), you will
find the following statements.

“A fasting plasma glucose level �126
mg/dl (7.0 mmol/l) or a casual plasma
glucose level �200 mg/dl (11.1 mmol/l)
meets the threshold for the diagnosis of
diabetes, if confirmed on a subsequent
day, and precludes the need for any glu-
cose challenge.”

Although these two patient popula-
tions (i.e., patients with gestational diabe-
tes mellitus [GDM] and patients with
diabetes diagnosed during pregnancy)
were not formally separated in relation to
patient outcome or risk of congenital mal-
formations, we, in our institution, have
adopted the policy of labeling these preg-
nant women, who have blood glucose lev-
els in the diabetic range, as “diabetic
patients first discovered during preg-
nancy.” This labeling would be even fur-
ther substantiated if the index case was
discovered during the first trimester.

The second point is the surprising
finding in the Japanese study of having
the highest frequency of both GDM and
type 2 diabetes in the first trimester and
the lowest in the third trimester, which is
against the classical teaching and against
the fact that insulin resistance, and conse-
quently the frequency and incidence of

GDM, is highest in the third trimester.
This reversed incidence of GDM in differ-
ent trimesters of pregnancy needs to be
further analyzed and explained.
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Proposal for the
Reconsideration of
the Definition of
Gestational Diabetes

Response to Dawood

W e thank Dawood for his com-
ments (1) concerning our letter
(2), in which we reported the re-

sults of our two populations (from Japan
and California). Our results underscore
the need for a unique diagnosis for those
women with moderate to severe hyper-
glycemia and/or other evidence of long-
standing diabetes complications, and
thus the label of gestational diabetes mel-
litus (GDM) is not adequate to identify the
urgent need for more intensive surveil-
lance and treatment than would other-

wise be available for gestational diabetic
women.

Dawood is correct; the American Di-
abetes Association (ADA) would not label
our cohorts as having “type 2 diabetes”
because their blood glucose concentra-
tions did not reach the criteria of the ADA
guidelines or position statements. The
point is that regardless of whether these
pregnant women are called type 2 dia-
betic women or, as Dawood suggests, “di-
abetic patients first discovered during
pregnancy,” it is a matter of semantics.
The bottom line is that these women
would receive better care if they were not
thought to have merely GDM. It is time to
reconsider the definition of GDM.

Dawood’s second question was re-
lated to our lowest prevalence of GDM in
the third trimester (first trimester: 33 of
250 [13.2%]; second trimester: 32 of 417
[7.7%]; and third trimester: 37 of 749
[4.9%]). In our Japanese cohort, our ob-
servation is based on the protocol that
administers the oral glucose tolerance test
in only those pregnant women with risk
factors, not the population of pregnant
women in general without risk factors for
diabetes. The risk factors for diabetes
have the highest likelihood of identifying
those women who have diabetes already
in the first trimester. The third-trimester
increase in prevalence of GDM that Da-
wood questions only occurs in women
without risk factors, when the pregnancy
per se has the strongest impact on glucose
intolerance, not age, obesity, history of gly-
cosuria, glucose intolerance, hypertension,
or delivery of a previous infant with mac-
rosomia.
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