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Introduction

Staged Diabetes Management (SDM) is a systematic

approach to preventing, detecting, and treating diabetes,

metabolic syndrome, and associated disorders. It uses

practice guidelines and clinical pathways, or algorithms,

which reflect the responsibilities of the diabetes care

clinician, especially the primary care provider and the

primary care team.

The purpose of SDM is as follows:

to provide an organized, evidence-based approach for

clinical decision-making

to provide a consistent set of scientifically based

practice guidelines that can be adapted by a community

according to its resources

to identify appropriate criteria for initiating and altering

therapies during three treatment phases: start, adjust,

and maintain

to provide a common, customized Master DecisionPath

for the metabolic syndrome and each type of diabetes

that both patients and providers can use to understand

treatment options, to enhance communication, and to

optimize therapies

to facilitate the detection and treatment of diabetes,

insulin resistance, and their complications by primary

care providers, in consultation with specialists

to foster a patient-centered team approach to the

management of diabetes and associated complications.

SDM does not occur in a vacuum. It requires careful

preparation in order to assure successful implementation.

This preparation requires addressing four key areas that

affect change: organization, innovation, measurement, and

incentives. The following section explains the theoretical



framework at the foundation of SDM as it is translated into

practice.

From Theory to Practice: an

Integrated Approach to

Diabetes Care

Research worldwide has indicated that the quality of

diabetes care in both developed and developing countries,

whether at major medical centers or in small clinics, is

suboptimal.1–4 Despite numerous attempts to raise the

level of care, studies show that the sentinel events that

characterize diabetes care—the level of hemoglobin A1c

(HbA1c), retinal and neurological examinations, screening

for renal disease, blood pressure management, smoking

cessation, and patient education—have had little effect on

markedly improving diabetes care outcomes. Because of

this stagnation, researchers have initiated studies to

determine precisely which factors have stalled the trend

towards improved care.

The Case for an Integrated Model of

Organizational Change in Healthcare

Delivery

The most accepted method of encouraging change

continues to be a combination of (1) improving the

competency of clinicians through ongoing professional

education and (2) the development of mechanisms for rapid

translation of research findings and care innovations into

practice. In part because of the failure of this approach,

there has recently been a reemphasis on government-issued

care guidelines, direct patient involvement in treatment



decisions, and public awareness campaigns.5 The purpose

of this redirection is to ensure better compliance with

treatment recommendations and to enhance the ability for

disease self-management. Such strategies have in common

multiple goals: improve care, lower cost, reduce error, and

satisfy both the patient and payer. Not surprisingly, single

strategies are likely to fail, and successful strategies are

characterized by a multifaceted approach.6

Theoretical Principles for an

Integrated Approach to Diabetes Care

Consistent with this new strategic direction in chronic

disease management, the International Diabetes Center’s

approach to innovations in diabetes care is multifaceted and

based on an integrated model (Figure 0.1). Within this

model, the initial stimulant of change can come from any

component of the healthcare delivery system. However, in

order for the change to be successful, several key early

ingredients are required, including alignment, specificity,

application of evidence-based data, and customization.

Figure 0.1 Model for organizational change in healthcare.



Alignment of Policy, Values, and

Resources



Alignment of policy, organizational values, and resource

allocation, however, are recognized as early requirements if

change is to be successful. For this alignment to occur, the

following must be in place:

organizational buy-in to the theoretical principles, which

may require organizational alignment and/or

organizational change

identification/recognition of the change champion—a

clinical or administrative leader who directs all efforts

that support the required changes

identification of the clinical issues that have made

change necessary—recognition of a problem that can be

quantified establishes the criteria by which the

intervention will be measured.

Process Specificity and Care

Specificity

By quantifying the clinical problem, healthcare

administrators and clinicians can specify precisely how the

clinical problem will be addressed—then use outcomes data

to gauge how well these interventions are working.

Specificity requires sufficient details, such as clinical

pathways that provide the criteria for initiating and

adjusting each therapeutic intervention. Specificity also

permits the development of an implementation plan. The

implementation plan is based on a healthcare system’s

unique needs and will facilitate the efficient use of the

clinical pathways. (Chronic conditions, such as diabetes, are

especially suited to this approach.)

Use of Evidence-Based Data

Establishing standards of care in the absence of an

evidence-based, targeted approach to changing care has

often been cited as the key factor explaining poor care



practices. Most approaches to change do not adequately

address the translation of standards into practice, nor do

they consider the unique and often limited resources of

organizations implementing change.

Most models accept a priori the willingness of healthcare

professionals, especially physicians, to adopt “scientific

findings.” However, for adoption of standards to lead to

successful implementation, a fundamental understanding of

the science behind the standards is required. Most models

omit this step. The integrated model employs an adoption

process based on a thorough understanding of the scientific

principles at the foundation of diabetes care. These

principles include the pathophysiology and natural history of

disease, current therapies, the defects they address, and a

dynamic approach to the measurement of clinical outcomes;

the last targets the translation of research into clinical

practice.

Customization

Once a consensus concerning the scientific basis of the

standards has been reached, adoption of common clinical

pathways can proceed. The most successful approaches to

change allow customization of clinical pathways to reflect

the unique resources and clinical environment of the

organization. The process of building a consensus by

focusing on the science of medicine reinforces two key

elements of successful practice changes—“learning” and

“values fit.” “Learning organizations” are those institutions

that put at their highest priority the continued education

and skills development of their health professionals. This is

reflected in both policies and practices that tangibly support

through the allocation of resources their ongoing training

and peer review. “Values fit” is an alignment between the

organization’s values and those of its health professionals.



Alignment lies at the foundation of quality in healthcare

delivery. The organization that values peer review cannot

expect change from the professional who does not find

value in this approach to quality assurance. The physician

who places outcomes ahead of income cannot work

successfully within an environment in which financial

performance has precedence over clinical outcomes. Here

again, alignment comes into play; successful change

requires the alignment between values and policies, policies

and resources, resources and innovation, innovation and

measurement, and measurement and incentives.

Measuring Change

Process and care specificity serve yet another function:

measuring change. The quantification of care outcomes lays

a foundation for a common database, which enables

ongoing surveillance of clinical and nonclinical processes

and outcomes as well as a means of providing feedback to

each of the key participants. The role of information

technology is pivotal. Although most chronic disease models

acknowledge the importance of information technology, few

identify the myriad roles information technology assumes.

Beyond the traditional feedback to physicians (“report

card”), the availability of reports to patients, nonphysician

providers (such as diabetes educators), and administrators

represents a constellation of data that can (1) reinforce

patient-centered care; (2) provide information about

utilization, access, cost, and quality assurance; and (3)

ensure shared information among care team members.

Measurement also serves as a basis for reimbursement.

The traditional incentives for improved care (continuous

quality improvement, report cards, education, and peer

review) are changing. As this integrated model illustrates,

the ongoing collection of clinical data is multipurposed.

Among the newest functions of clinical data retrieval are



those related to providing physicians and other healthcare

workers with incentives for quality performance. Pay-for-

performance is a consequence of the linkage between

clinical outcomes and incentives. Essentially, pay-for-

performance links the quality of care provided by individuals

and clinics to the amount of reimbursement for care. At its

foundation is the identification of a set of measurable

standards. At baseline, all care providers (and consequently

their organizations) are graded as to how closely they meet

each standard. Improvement in practice is tracked by data

review following a specified intervention. Financial rewards

in the form of a bonus are given to the physicians or clinics

(or both) that improve. As the program matures, the

standards become more rigorous and the financial rewards

become more competitive and may be distributed only to

those that meet the newer and higher standards. In

diabetes, for example, the standard at initiation of pay-for-

performance may be the requirement that 90% of the

patients have an annual or biennial HbA1c test carried out.

As the program progresses, the measure may change to

specify that the incentive requires more than 50% of the

patients to achieve an HbA1c level of less than 7%. At this

point, those that are improving but have not yet met the

standards will receive no incentive payment. This approach

may include insurance companies and government agencies

establishing the criteria for the incentives independent of

the current standards of care promulgated by physician

organizations. For example, while an insurance company

may require renal screening once every 2 years, the

American Diabetes Association may recommend annual

evaluation.

Relating payment to performance presents substantial

risk. It can result in focusing on only those medical

procedures and outcomes that are rewarded. It can also

become an unending cycle of behavior change contingent



on ever-increasing rewards in which ever-larger payments

are required to induce change. Consequently, pay-for-

performance can result in a financial burden that is

unpredictable because it is contingent upon the number of

physicians and clinics willing to participate.

The results of any incentive plan, whether pay-for-

performance or peer review, serve as feedback to the

organization, which, in turn, uses this information to alter

policy and resource allocation. Essentially, the integrated

model is a cycle. The organization is linked to the innovation

through the leadership it selects to guide the change. The

innovation is connected to measurement through the

process of implementation. Without translation into practice,

therefore, innovation cannot succeed. The measurement is

linked to the incentives through implementation of practice

standards against which change is measured. For example,

the implementation of a program designed to assure that

each patient has a foot examination requires organizational

resources, scientific support for the effectiveness of foot

examinations in the prevention of amputations, and

quantitative data that measure both the processes and

outcomes of foot examinations. This requires careful

documentation of each examination as well as

measurements of the clinical outcomes of interventions,

such as a reduction in the number of amputations. This

innovation, however, must also be linked to the standard of

practice and associated incentives, whether reimbursement

or successful peer review. The incentive, in turn, reflects the

values of the organization. This may result in further

resource allocation to diabetes, recognition of the diabetes

program and promotion of widespread implementation.
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Part 1: Diabetes care from

the perspective of Staged

Diabetes Management

1

Introduction to Staged Diabetes

Management

Key points

Integrated models of healthcare delivery address (1)

organization and policy, (2) innovation and

implementation, (3) measurement and outcomes, and (4)

incentives and payment.

Effective changes in healthcare delivery respond to

healthcare needs, the epidemiology of disease, and

health policy.

Healthcare outcomes data often determine which

healthcare changes materialize. Such outcomes data

include morbidity and mortality measures and cost–

benefit analyses.

Staged Diabetes Management is a systematic approach

to clinical decision-making that applies the above

principles for effective healthcare delivery. It applies an

evidence-based medical model, is customized to reflect

the healthcare environment, and is refined through

outcomes measurement.

Where does Staged Diabetes Management (SDM) fit in the

integrated model of change? At its inception, SDM was

singular in purpose: to develop, implement, test, and refine



an approach to diabetes care and its comorbidities that

improved clinical outcomes. For more than two decades,

SDM has remained focused on this purpose. Through

ongoing development, translation of its clinical pathways

into practice, and measurement of outcomes in medical

practices, SDM has expanded its scope to encompass the

complete natural history of diabetes, including the period

before its inception. Complications management has been

integrated as evidence amasses that links overall outcome

to management of comorbid states. Associated conditions,

such as eating disorders, are now included.

Developing Staged Diabetes

Management

At the foundation of SDM is the principle that the approach

itself cannot succeed if it is isolated as an innovation

without addressing the other elements that constitute the

integrated model. Understanding the history of SDM is

fundamental to understanding its approach and underlying

principles.

SDM was developed during an era of change and

discovery. By the late 1980s, it was clear that the changes

in diabetes care—focus on tight glycemic control, concern

for prevention of complications, intensive education,

nutrition management, and patient self-care—required a

reevaluation of current care practices. While these issues

were initially raised in Europe, the USA and Japan, they soon

became universal. Most prominent was a change in the

recognition as to who would manage diabetes. Between

1975 and 1985, the care of most people with diabetes in

developed countries (e.g., Australia, New Zealand, France,

the UK, Austria, Sweden, Norway, Finland, Belgium,

Switzerland, Italy, Germany, Japan, the USA, and Canada)


