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Objectives

ldentify key strategies....
— To increase enrollment in a DPP
— To engage providers for recruitment

— To increase participant retention through 12-
month program

— To build financial sustainability through varied
funding sources
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Diagnosed Prediabetes Prevalence
Percent of Adults by County, 2017-2018, 2021
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Prevalence of Diabetes and National DPP Locations

Interesting Fact
The burden of
diabetes is higher
in rural counties
with less
rESOUrces

Legend

) Mational DPP
@ DSMES
Diabetes [2016-2018] (%)
8.3- 13.0
13.1 - 15.5

15.6 -17.4
17.5-21.9

Sources: SC DHEC BRFSS, 2016-18,
ADA, AADE, and CDC. Produced by the
Bureau of Population Health Data
Analytics & Informatics.

Notes: * after the county name indicates
a regional estimate was used.
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1,757 south Carolina residents died from
diabetes in 2021

Diabetes was the 9™ leading cause of death in
South Carolina, more than chronic liver disease,
suicide, or homicide.!

In 2021, South Carolina had
the ©TH highest percent of
adult population with diabetes

in the United States.®

Newly diagnosed diabetes has
slightly increased inrecent vears®
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Diabetes in South Carolina

Diabetes
disparities exist

The prevalence of diabetes is higher among
non-Hispanic Black adults (17.4%) than among
non-Hispanic Whites (12.9%), and non-Hispanic
Blacks had 2.5X higher age-adjusted death rate
compared to non-Hispanic Whites.'?

More than 560,000

5 in South Carolina

10 adults
g with diabetes,
f_&nly'E have take
to manage their diabetes.®

In 2021, the total amount of hospital charges related to
diabetes diagnoses were *889 MILLION

in South Carolina. This was higher than asthma.?

The estimated cost of care for people in South
Carolina with diabetes is $5.89 BILLION,
including $4.25 billion in medical and $1.64 billion in
indirect costs.*
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Our DPP History

2017: CDC recognized program established in Sumter, SC

Counties served: Sumter, Lee, and Clarendon

— Populations with higher than average rates of:
* Prediabetes (10-12%)
 Overt diabetes (13-17%)
* Diabetes in pregnancy (6-9% of pregnancies)

Cohorts served to date: 10
Lifestyle Coaches: 1
Primary population: Age 65 and older

2022: Shifted focus to recruiting women of childbearing age or

with hx of gestational diabetes
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2016

Joined
Diabetes
Action Council
(DAC)

July 2021

Shifted to Hybrid
Format

1 Cohort

2017

First 2 Cohorts
started with
State Funds

May 2022

Received
Wholespire Grant
and Women's
Health Initiative
Grant

2018-2020

4 More
Cohorts
Completed

September 2022

Started 2 Hybrid
Cohorts

Added Hygiene
Pantry

Our DPP History

Spring 2020

Shifted to
Virtual Format

January 2023

Added
Community
Health Worker

Spring 2020

Received
MOMs Grant

September 2023

Started 2 Hybrid
Cohorts
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Average Loss 12m (%) | Average Activity (min) | Average Attendance | Average Pre A1C (%) | Average Post A1C (%) | % Diff A1C
1 (n=26) 2.1 256 18 5.98 5.93 0.01
2 (n=20) 5.0 295 17 5.94 5.94 0.00
3 (n=19) 4.4 354 24 6.04 6.02 0.00
4 (n=12) 8.0 255 22 6.01 6.05 -0.01
5 (n=7) 6.6 235 19 6.01 6.0 -.01
6 (n=12) 6.3 283 24 6.08 5.93 0.02
7 (n=12) 6.1 191 20 6.16 6.04 .02
8 (n=8) 5.2 164 22 5.90 5.81 -.09
9 (n=18) 4.3 101 18 6.01 5.91 -.10
All (n=134) 5.3% 267.63 21.36 6.01 5.95 -0.02
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Recruitment — At Large

Community screenings with DRA
ICD-10 reports within your organization
Practice visits

Promote Program

— Flyers/Brochures/Posters
— QR Codes In-Room

— Social Media

— Newspaper

— Little Libraries

— Local Coalitions

— Radio

— Churches Carolina Diabetes

& Kidney Center
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Recruitment - Individual

* Contact referred patients multiple ways, multiple times
— Check-in at time of referral

— Check-in 4-6 weeks prior to program start

* Letter

* Email

* Phone Call

e Additional reminder 1 week prior and 1 day prior to session zero
e Offer session zero

 Offer flexible environment for attendance
Carolina Diabetes

& Kidney Center
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Provider Engagement

* Frequent promotion — Internal and External

e Lunch and Learns
— Circle back annually — new residents, new staff, etc

— Educate on
* Prediabetes and Diabetes Prevalence
* Screening for all types of Diabetes
* Treatment of Prediabetes
* Referral to DPP
* What your DPP looks like and what their patient should expect

e Medical Society Meetings
e C(Clear referral process

e Bi-directional feedback
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Internal Feedback

Answered by Date Time T High Priority @ J i History Templates
[smith, Makala [ 17272020 7] [11:38 v Addressed
Patient fEY Provider B Right Panel data last modified on: 03/03/ 2C
Lilavivat, Usah -
I :VNE o J Problem List SNOMED
Pharmacy [H
|EXPRESS SCRIPTS HOME DELIVEI | B Global Alerts

4600 Morth Hanley Road . .
St.Louis, MO 63134 I} Advance Directive

Tel:800-243-9800 Fax:800-837-0959

1
caller Facility B Problem List Al [V

|| ICaruIma Diabetes and Kidney Centej n n @ D509 Iron deficiency anemia
Reason AssignedTo @ o
||::-PP update j ILiIavivat, Usah j [+ = | E03.9  Hypothyroidism
Perf Eligibility Check Prima
[¥ Perform Eligibility Chec no @ 1.0 ry y
Message | Rx | Lahsf[l-[l NDtesl Addendum | Log Historyl virledl \'isitl hyperparathyroidism
S E1 B ®© es559  vitamin D deficiency
; is halfway through diabetes prevention program, he has lost 7.74% of her body weight and d n n @ EcB.G Obesity
has averaged 164.64 minutes of PA per weelk.
an @ E78.00 Pure hypercholesterolemia
Disorder of magnesium
008 Oeso ,
i metabolism
Action Taken ﬂ n @ ES83.42 Hypomagnesemia
= Postprocedural
+ = Ko R= procedt
hypothyreidism
ﬂ Benign essential
[+ = Ko Bl <

Erint Script Send P Print Report Progress Notes hypertension

B0 ®uws70  Actinic keratosis

Carolina Diabetes
A |
' T ‘ & Kidney Center

PRAISMTMAHEALTH.



Carolina Diabetes
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WOMEN In Control | Women's Diabetes Prevention and Education Programs
Mational DPP lifestyle change program: Progress Report

Patient:

Date ! !

DoE:

NDPP Lifestyle Coach: _ Makala Smith, RD, BC-ADM
Referring Provider:

Referring Practice:

Thank yau For referring your patient to cur Caroling Dishetes and Kidney Center's WICO Diabetes Prevention Program.

Balow is the patient's enrallment status, along with @ summary of your patient's progress in achieving the goak of the

pragram.

O Enrolled O Emrolled, now has dropped out of O Declined Enrallment

Cakhort §: program as of Week: O Cauld nat be reackhed

Cahort start date:

Summary

First class:

Starting weight: b,

Current weight, as of

# Weight change:

Total ¥ of core sessions attended ta date [rangs 1-16):

Total ¥ of maintemance sessions attended to date (range 1-6]:

Average physical activity minutes per week:

Mates/comments:

External Referrals
Progress Reports

Opportunity at:
* Time of referral
* 6 months
12 months
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Retention

Weekly follow up for the first 12 weeks
Twice monthly follow up for the remainder of the program

Incentives

— Cookbooks, Measuring cups, exercise mats/equipment, snacks,
Foodshare

Meet needs
— Hygiene pantry
Creating a sense of community
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Retention

* Keep process simple for missed sessions

* Allow for multiple forms of communication

— Text, email, photos, group email, group text, social media,
etc

* |nteractive sessions

— Cooking demonstration, group celebrations at 6m and
12m, walking together

* Hybrid format
* C h | | d frl en d |V Carolina Diabetes
& Kidney Center
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Billing
* Setting your site up to bill where you can

 Submit tracking codes to insurance even if
they do not cover the service
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Community Involvement

Daﬁbetes

INITIATIVE

of South Carolina

FOODSHARE

SOUTH CAROLINA

A Program of

IVERSITY OF SOUTH CAROLINA

£

& -

Tadkﬁng the
Diabetes Epidemic in SC

_
holespire
Inspiring wellnass in all communities

T
STRONG M‘
BABIES.
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Grant Funding

e Start local

* Can take multiple attempts, save all of your old
material

* Collaborate to achieve and expand
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disberesfeesc it i
MOMs In Control

 Management of Maternal Diabetes = MOMs in Control of Diabetes

 Team-based, multidisciplinary diabetes in pregnancy care targeted at
reducing risk for mom and baby AND preventing type 2 diabetes or
DM related complications later in life

e (Caring for women with T1 & T2DM, and newly diagnosed GDM

PRAISMAHEALTH.



Traditional Pregnancy Care

Time away from work

MOMs Team-based Approach

Maternal
Fetal
Medicine
Multiple appointments Laboratory | " Endocrinology
Services ‘
Travel
Fragmented, O I I l
) Diabetes
siloed care Sonographer v
Community Nurse
Health Worker Navigator

Childcare burden
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Key Components of Care: Scalability

Access to multidisciplinary team

_ _ Nurse
Registered
Dietitian
. Dedicated MA
RN Navigator & PSR

Certified

Diabetes AR,

Health Worker

Educator

Screenings & Services

SDOH
Mental Health
Retinal exam
Continuous Glucose Monitoring

* Personal & Clinic-provided
Telehealth/Virtual Monitoring
Insulin Pump Training & Adjustment
Foodshare SC produce boxes
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& Kidney Center

PRISM AHEALTH.



Services we provide

Maternal-Fetal Medicine Consult

Individualized follow-up diabetes and obstetric care

Endocrine Consult

Glucose meter instruction

Co-management of diabetes during pregnancy and
postpartum by endocrine and MFM

Insulin injection instruction

Nutrition counseling by registered dietitian

Insulin pump prescription and management

Group DSMES by RD, CDE and endocrinologist (2-hour
class)

Continuous blood glucose monitoring

MFM Ultrasounds

Remote patient monitoring

Peer to peer consults

Food Share SC Partner

Spanish interpreter services by VOYCE

Care coordination and patient support by RN Navigator

Fundoscopic examinations

Transportation assistance via Lyft
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WICO Sumter

Women In Control of Diabetes (WICO)
Team-based care for the woman at risk for or with diabetes

Emphasis on increasing participation of women of
childbearing age in Diabetes Self-Management
Education/Support (DSMES) and Diabetes Prevention Program
(NDPP)

Emphasis on increasing the number of women with
reproductive life plans

Empowering women and their families to lead healthier lives
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Types 1and 2:
= Reproductive life plan assessment
= Preconception and/or contraceptive counseling

WICO ca re Ma P @ Team-based medical appointments quarterly

# Partcipation in Diabetes Self-Management Education and
Support Classes
= Target A1C of <6.5 prior to conception

Prediabetes
= Reproductive life plan assessment

= Preconception and/or contraceptive counseling
» Team-based medical appointment annually

- = Participation in Diabetes Prevention Program
o~ Preconception « Annual A1C screening

Screening
« Encourage all women to be screened using Diabetes Risk
\“— Assessment annually
» Educate PCPs and Primary OB's on use of tool
» If patients screens positive, refer to WICO diabetes

Types 1and 2
P regn a ncy « Refer to MOMSs In Control for Pregnancy Co-Management

wWICO
Diabetes (MOMs) Prediabetes or High Risk

* Reccomend early GTT (12-1é6w)
= |f postive - Refer to MOMs in Control for Pregnancy
Co-Management
= If early pass, repeat screen at 24 weeks
= |f postive - Refer to MOMs in Control for Pregnancy
Co-Management

Types 1and 2
s Days 1-7 - sensor placement, provided by clinic
= Days 7-10 - telehealth check in with APP

= & weeks - In-clinic team-based care follow up
PDStpartum « Schedule DSMES
» Quarterly follow-up with labs and sensor placement 1 week prior
= Annual retinonpathy screening and foot exam

Hx of Gestational Diabetes : :

» &-8weeks repeat OGTT CaI'OIIIla Dlabetes
# 8-12 week team-based care follow up 3

= Participation in Diabetes Prevention Program & Kldney Center

PRAAISMAHEALTH.



Wholespire

* Afforded opportunity to:
— Start a hygiene pantry
— Provide fresh produce to participants
— Purchase meeting owl pro
— Supplement lifestyle coach costs
— Buy down time to spend more time in community
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Questions
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