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Quality Improvement Success Stories are published by
the American Diabetes Association in collaboration with
the American College of Physicians and the National Dia-
betes Education Program. This series is intended to high-
light best practices and strategies from programs and
clinics that have successfully improved the quality of
care for people with diabetes or related conditions. Each
article in the series is reviewed and follows a standard
format developed by the editors of Clinical Diabetes. The
following article describes a Brooklyn, NY, hospital’s ini-
tiative to reduce high A1C rates among its patients.

Describe your practice setting and location.

New York Presbyterian (NYP)-Brooklyn Methodist Hos-
pital is located in Park Slope, Brooklyn, NY, and serves
a population of �2.58 million people. It is one of the
12 NYP hospitals, and its Internal Medicine resident-run
clinic provides primary care to the community. Of the
resident-run clinic’s patient population, 13.5% have
been diagnosed with type 2 diabetes.

Describe the specific quality gap addressed
through the initiative.

This project focused on using a multidisciplinary ap-
proach to reduce the percentage of clinic patients who
had an A1C $9%.

How did you identify this quality gap? In other
words, where did you get your baseline data?

In 2019, the NYP Initiative Committee established a goal
to decrease the percentage of patients with diabetes
with an A1C$9%. The quality gap was identified using
the hospital’s electronic medical record (EMR) system
(Cerner, which later transitioned to Epic in December
2021), using patient data from 1 February 2018 to
1 February 2019. Across all four regions of NYP medical
groups, we found a total of 17,532 patients with type 2
diabetes. At this point, we realized that a major quality
gap existed in our own clinic practice at NYP-Brooklyn
Methodist Hospital. We needed to create a more stream-
lined approach to managing our patients’ diabetes.

Summarize the initial data for your practice
(before the improvement initiative).

For our quality improvement (QI) project, we solely
used patient data at NYP-Brooklyn Methodist’s Internal
Medicine clinic. Of the 831 patients diagnosed with dia-
betes, 182 (22%) had an A1C$9%. These 182 patients
had a mean A1C of 11%. A1C levels were distributed as
follows: 67 patients had an A1C between 9 and 10%, 50
had an A1C of 10–11%, 29 had an A1C of 11–12%, and
36 patients had an A1C>12%. Of the total 182 patients,
63% were female, 56% were African American, 29%
were Caucasian, 13% were Hispanic, 1% were Asian,
and 1% declined to state their race/ethnicity.

Of the 182 patients, 54 did not participate in the inter-
vention or were not included in the QI initiative. The 54
who were not included had an average A1C of 11.2%.
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Of these patients, 64.8% were African American, 27.8%
were Caucasian, and 7.4% did not disclose their race/
ethnicity. These patients were lost to follow-up.

When compared with the patients who did not partici-
pate in the initiative, the 128 patients who did partici-
pate had an average A1C of 10.6%. Their A1C values
were distributed as follows: 43 patients had an A1C of
8–10%, 62 had an A1C of 10–12%, and 23 had an A1C
>12%. Of these 128 participating patients, 52.3% were
African American, 28.9% were Caucasian, and 18.8%
declined to disclose their race/ethnicity.

What was the time frame from initiation of
your QI initiative to its completion?

This is an ongoing project that began in 2019 with an
initial goal of achieving an absolute risk reduction of 5%
in the number of patients with an A1C$9% by 2021.

Describe your core QI team. Who served as
project leader, and why was this person
selected? Who else served on the team?

Our QI team was led by the two co-chiefs of the outpa-
tient resident-run clinic, along with two Internal Medi-
cine residents and two medical students who collected
and interpreted the data. Patients were screened by all
Internal Medicine residents who worked in the clinic
beginning in 2019; attending physicians supervised
these residents and discussed and confirmed their pa-
tients’ care plans. The patients who fulfilled inclusion
criteria were referred to the Endocrinology Department.

Other teammembers includedmedical assistants, nutri-
tionists, pharmacists, social workers, and administrative
staff. Additionally, at the beginning of the project, a com-
munity health worker (CHW) programwas initiated to
provide a support system for clinic patients. These CHWs
provided appointment assistance, telehealth connection,
access to local resources (e.g., helping to find affordable
supermarkets), and social support if needed. This service
may have played an integral role in our project; however,
at the time of data analysis, we did not have enough docu-
mented information to determine whether it affected the
final outcome. This issue is further elaborated on below, in
the question about next steps.

Describe the structural changes you made to
your practice through this initiative.

We created a streamlined approach to build a founda-
tion for managing patients with uncontrolled diabetes

in the outpatient setting within our Internal Medicine
residency program. We created a Physician’s Standard
of Care Pocket Guide in line with American Diabetes
Association (ADA) guidelines and distributed it to
Internal Medicine residents. These pamphlets were also
pinned to the workboards above each computer in the
documentation rooms of the resident-run clinic and left
in each examination room, and a digital copy was up-
loaded to the residents’ informational website for easy
access from a mobile device at any time. The residents
were all made aware of this initiative on the first day of
their clinic block of the academic year.

The pocket guide included a table to help our col-
leagues impart to their patients a clear understanding
of their plan of care, including with whom they should
schedule follow-up appointments. The guide also cov-
ered when medication intensification was appropriate
and when patients should expect to get their next set of
laboratory tests. Supplementary Figure S1 shows the
first table we created to serve as a care plan algorithm
for the residents. Attached inside the pocket guide were
figures summarizing the ADA’s overall approach to glu-
cose-lowering medications. The guide was created to
address the current reality of tremendous variation in
adherence to the ADA’s standards of care among resi-
dents and allow us to reduce that variation and bring
resident-provided care more consistently in line with
current ADA recommendations.

Describe the most important changes you
made to your process of care delivery.

All patients with an A1C>9%were informed that they
were eligible for monthly in-person appointments until
their A1C was<9%. To establish care, patients were first
seen in person. During these initial visits, a treatment
goal to achieve an A1C<9%was established and medi-
cation reconciliation occurred. Patients were scheduled
for a follow-up telemedicine appointment 2 weeks later
with our diabetes management teammembers. Whether
patients were then seen in person or via telemedicine for
monthly follow-up was determined on a case-by-case
basis during the initial visit based on factors such as
patients’ access to the clinic and work schedules.

During follow-up appointments, we assessed patients’
progress toward their treatment goal of attaining an A1C
<9% and medication compliance, discussed any medica-
tion side effects they were experiencing, and reviewed
their daily fasting blood glucose levels. Based on this in-
formation, we adjusted their medications as needed. We
also had the option to consult additional members of our
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interdisciplinary team during these visits, including our
endocrinologists, in-house pharmacists (particularly for
patients taking more than five medications with or with-
out insulin), diabetes educator, and/or social worker.
Telemedicine visits were an integral part to our success
and will remain an integral part of our practice’s approach
to maintaining strong follow-up with patients.

As seen in Supplementary Figure S2, patients with an
A1C $9% were referred to the CHW program through
the messaging application in the EMR system. The
CHWs assisted patients via telephone with scheduling
appointments, accessing local resources, and connect-
ing for telemedicine visits. We referred patients to phar-
macists if they were taking five or more prescribed
medications, including non–glucose-lowering medica-
tions. The pharmacists called patients and provided ed-
ucation about their various medications, why these
drugs were important to their care, how to take them
safely, and what possible side effects they may experi-
ence. Once pharmacists interacted with a patient, they
would leave a note in the EMR system that was for-
warded to the resident primarily responsible for that pa-
tient’s care.

Within the intervention group, all patients with an A1C
>9% were referred to the Endocrinology Department. This
department played an integral role in helping those who re-
quired amore complex regimen such as those who needed
concentrated insulin and those using an insulin pump,
which was beyond the scope of resident-provided care.

We also created a self-care guide booklet for our pa-
tients. Residents gave this booklet to all intervention
group patients during their initial visit. The residents
were expected to review the booklet with their patients.
Among the topics covered were complications of diabe-
tes, healthy meal planning, and signs and symptoms of
hypoglycemia and hyperglycemia. This booklet was a
reference patients could continue using after they left
the clinic to aid in their diabetes management.

Summarize your final outcome data (at the
end of the improvement initiative) and how it
compared with your baseline data.

Of the 182 patients who met our inclusion criteria, 128
underwent intervention, of whom 41 patients (32%)
have so far achieved an A1C of <9% between February
2019 and December 2021. Of the 128 who underwent
intervention, all were referred to the Endocrinology
Department; however, only 74 patients (57.8%) were
documented as having attended an initial

endocrinology appointment. Furthermore, 32 (25%)
were documented as having seen a pharmacist, and 9
(7%) had an appointment with a nutritionist. Thirteen
of the 32 patients who saw a pharmacist (40.6%) and
three of the nine who saw a nutritionist (33.3%)
achieved an A1C <9%. All patients were offered phar-
macy and nutrition services per protocol, but many de-
clined because of factors such as difficulty attending
multiple appointments.

The 54 patients who were not included in the study
were lost to follow-up. Per documentation in the EMR,
they received education on the importance of glycemic
control and were referred to other disciplines as out-
lined in Supplementary Figure S1. However, these indi-
viduals did not attend those appointments.

At the end of this data collection period, including both
individuals who received the intervention and those
who were lost to follow-up, 16.9% of clinic patients
with diabetes had an A1C $9%. Excluding those lost to
follow-up, 11.2% of our patients with diabetes contin-
ued to have an A1C >9%.

What are your next steps?

Our project has shown us the importance and efficacy
of taking a multidisciplinary approach to managing dia-
betes. We believe that our protocol is a sustainable and
easy model for other outpatient clinics to adopt. The
residency clinic will work with the organizational Infor-
mation Technology Department leadership to further
optimize the EMR system by developing tools and tac-
tics such as dot phrases and pop-up tabs to aid in diabe-
tes care. These pop-up tabs will appear as alerts on the
front page of patients’ charts, similar to the way age-
appropriate screening alerts appear, to prompt pro-
viders to order needed laboratory blood tests.

Analysis of the impact of our CHW programwas beyond
the scope of this article. Evolution of the programwill in-
clude placement of CHWs directly in the clinic to perform
real-time assessments of patients’ needs to accelerate the
provision of support. The impact of this revamped CHW
role will be included in subsequent analyses.

Moving forward, we intend to focus on improving pa-
tient participation and looking into social determinants
of health and how they might affect outcomes. One goal
is to better understand why the 54 patients who were
lost to follow-up did not participate in our project and
how we can decrease the number of nonparticipants
moving forward.
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It should be noted that most of the data collection and
intervention implementation in this project occurred
right before the start of or during the coronavirus dis-
ease 2019 (COVID-19) pandemic. This timing likely af-
fected the number of patients who were included in the
study because the number of patients having in-person
visits to medical facilities decreased during the pan-
demic as a result of several factors such as social dis-
tancing guidelines and anxiety regarding being in close
proximity to others. As the pandemic continues to sub-
side and patients are more inclined to start seeing their
providers again, we will compare post-pandemic patient
outcomes to data from our initial intervention.

What lessons did you learn through your QI
process that you would like to share with
others?

The most important lesson we learned is that standard-
izing protocols and processes leads to improvement in
patient care. A model through which patients are en-
gaged and play a central role in their management is
key. With the majority of our data collection occurring
during the COVID-19 pandemic, we learned that the
use of telehealth helped to maintain follow-up.

Originally, we thought team-based care would be the
most influential factor in reducing A1C; however, dur-
ing data analysis, we found that only a small number of
our patients followed up with their interdisciplinary
team member appointments. Consolidation of appoint-
ments may help to increase rates of engagement with
these aspects of care.

We hope that the success we have experienced so far in
our QI initiative can help to guide other clinics and
practitioners in their approach to improving the quality
of care for their patients with diabetes.
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