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Introduction

The Michigan Collaborative for Type 2 Diabetes (MCT2D) ® @ For endocrinology practices who joined the @® April 1,2024
is a statewide quality improvement (Ql) initiative aimed at 5 o ® collaborative between 2021 and 2023 (Cohort 1), the All endocrinology practices were required to identify a partnering primary care practice

enhancing type 2 diabetes (T2D) care via increased K & aim was for each practice to select a quality ahead of the annual spring regional meetings, allowing clinical champions from both

continuous glucose monitoring (CGM) usage, @@ city o ) improvement initiative in conjunction witha practices to meet in person. Clinical champions were encouraged to collaborate with their
guideline-directed medical therapy, and low-carbohydrate oo partnering MCT2D primary care practice in their PO, partnering primary care teams and PO administrative leads to identify potential areas for

diets, whiI.e promoting coord.ination and collaboration ® ® < that tqrgejcs a specific problem related to T2D care improvement and define the roles and responsibilities of each practice within the partnership.
among primary care, endocrinology, and coordination. Practices were asked to conduct at

nephrology members. least one PDCA (Plan-Do-Check-Act) cycle to assess @ Junel5, 2024

R ® ® outcomes and refine strategies for improvement. Project plans were submitted to MCT2D by the partnering endocrinology and primary care

The statewide collaborative is made up of over 1,400 - practices. Each plan outlined the project focus, the specific roles of the endocrinology and
physician members, representing 350 primary care primary care practice, project goals, and anticipated challenges. Project implementation
practices (PCP), 24 endocrinology practices, and 14 @ Forendocrinology practices who newly joined pegan immediately after submission, with a target of completing at least one PDCA cycle
nephrology practices from 24 of Michigan’s 30 physician MCT2D in 2024 (Cohort 2), the goal was to complete by the fall Endocrinology Clinical Champions meeting.
organizations (PO) (see figure 1). a baseline assessment to evaluate current care ® November 21, 2024

_ coordination practices, including referral patterns and
One of MCT2D's key goals is to strengthen collaboration e s@hia communication methods, and to identify common
and communication between its member practices. With barriers to effective collaboration between primary
both primary care and endocrinology practices care and endocrinology teams. @ April 8 - May 8, 2025

part.u.:lpatcllng sl s Same P(:s, MICT%D 5 W) el Each endocrinology practice developed a poster summarizing the results of their
positioned to assess existing rererral and care shathat collaboration, which was presented at one of seven regional meetings across the

coorfllnatlpn pract.lces. ancito Ieveraqe these . . , . . . . state. These sessions provided an opportunity for peer learning, highlighting both
relationships to drive improvements in care for patients ® Figure 1. MCT2D's 388 participating practices including SEeesEes i Essens lames e s proes

with type 2 diabetes. o ° primary care (blue @), nephrology (teal ® ), and
New Buffalo _®® endocrinology (orange @) across the state.

Objectives Methodology and Timeline

During the Endocrinology Clinical Champions meeting, three endocrinologists were selected
to present on their work and share progress made in improving care coordination.
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Elkhart Toledo

Results Conclusions & Next Steps:

Figure 3.
@ MCT2D successfully launched joint QI projects between endocrinology and primary care
practices, demonstrating how collaboration between specialties can drive meaningful
change for patients.

@ Endocrinology practices in Cohort 1 (N=19), along with their
partnering primary care practices, developed QIl projects
focused on care coordination.

Deemed the majority Felt the majority of @ Each participating site received tailored feedback on their poster presentation, aimed at
Improving Patient of T2D referrals patients with T2D enhancing their quality improvement capabilities and ensuring the sustainability and

@ 18 out of 19 practices successfully implemented change and referral processes co-management apprqpriate for should have been broader adoption of best practices.
achieved documented improvements in care coordination. (n=8) (n=5) specialty care referred sooner

Most common project themes are shown in Figure 2.

@® Ongoing challenges reported among the newly joined practices emphasize the need for
@ Only 1 practice reported being unable to complete a full PDCA continued collaborative efforts to drive sustained improvements in the care of patients with
cycle, citing lack of engagement from their primary care partner. type 2 diabetes, and reinforces the importance of partnerships across specialties.

. . . . . . Reported effective care Used the EMR to
@® 11 endocrinologists representing 5 distinct practices in Cohort 900 coordination in fewer coordinate with primary

2 completed care coordination assessments. than half of care about co-managed

Increasing Discharging co-managed patients atients, far more
@ Key results from these assessments are shown in Figure 3. CGM utilization stable patients back gedp pthan a|'1 other
(n=4) to primary care 1 any
(n=2) communication method

= o
@ A selection of these project posters are show in Figures 4-7. lﬂl .
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The Challenge

The Challenge Current State Our focus was on improving food options for patients Current State

with type 2 diabetes. In collaboration with Dr. Katcher, T O The Challenge Current State The Challenge Current State
; : i ; : ; . N d i : mber 2024, a new menu has been developed
Patients W|thbtype 2 diabetes, especially thqse on insulin were not We mcreased' the use of CCGM by patients Dr. Varllar, anc[ Cm{er!ant Hospital, we f.ilscussed ways and put in place at the hospital, which includes listing . : . X Waiwanisdiie ediicata itnans careoneantiniais : . .
checking their blood sugar on a regular basis and not benefiting with type 2 diabetes and on insulin from an to modify their existing menu to provide lower " : ; Access for specialty care: Decrease appointment wait Worki ith ori Favad dwait p! ry We worked with primary care MCT2D practices to develop
; : o 7 : ; : i food items in order from lowest carbs to highest carbs i ; : SHMIBGIAIER RRDRTYIEQTE WE hiave Cecraa sechwval | itors (CGM) and Diabetes Educati ; P :
from the established technology of continuous glucose monitoring estimated 15% at baseline to 28% during carbohydrate (carb) options for hospitalized Nvarcoumas patiante with tyne 2 diabétes o chaoss time for new type 2 diabetes referrals from primary time for appointments with prioritization of complex glucose monitors and our Diabetes Education a w_orkﬂcw to bill CGM interpretation, beginning with
(CGM). the follow up period. individuals with type 2 diabetes. lohar carb cokipne care to endocrinology. gatients or tlt'n_ose_wli(th sz\feretco-n:or?ifd conditions. gir:g:;:’:.:;gg;";: (;I)er:':"t :;;?;2 patentsydth patients managed by PharmDs.
Root Causes R : ommunication Is key- direct contact from primary , . N
= This increase was driven primarily by Root Causes : ; ; Root Causes care regarding the patient helped to expedite s aiso'develnped a Dla_hetes Eduf:atmn presentyuon i
; - ; k Both Dr. Variar and Dr. Katcher worked in collaboration
1. Lack of knowledge about the devices and the insurance offering CGMs to patients who were seen by o dicusihalmnotanca ol meklna thaichange o complex patients. Physician review of referrals also Root Causes share with M(?TZD practices. Our I.'_.ue_lbetes Education
coverage for it our practice. 1. Current Menu Options after milticle mepetin s with the Hnegad of Kitchgel"l at 1. Limited e“docrinology provider ava"ability for helps prioritize those with more pressing needs. The . manager has joined the MCT2D clinical champion -
: : The previous menu provided an unrealistic P 9 . ¢ new patient appointments. Endocrinol ; G 1. Lack of knowledge of CGM devices meetings to foster collaboration, including developing a
2. Fear of newer technology from patient and provider : 3 Covenant, we agreed upon developing an improved pa Ppo 5 ogy urgency of appointment scheduling is under ; : . :
ad initial bi ; licati approach to choosing lower carb options for a Ko natlants department had limited openings for new patient supervision of a clinical provide as opposed to CCM ordering and coverage can be complex and CGM ordering process for primary care and offering CGM
3. Es;ﬁ;'l\zit;“;:'i;:‘as regarding application and " patient with type 2 diabetes. menu for patients. referrals which has led to lengthy wait time for erlincal st may be prohibitive for patients to use a CGM. training classes to MEND and primary care patients.
uccesses 2. Current Menu Layout = initial evaluation. 2. Lack of staffing to manage CGM devices
. . The previous layout listed high carb options that Successes 2. Patients not attending initial Itati Endocrinology practices have consistent staffing for
snortance We had a good success in the majority of =i 3 ! - y . Patients not attending initial consultation ! S : f
Importance patients. To bagin with, these who had made it difficult for patients with diabetes to discern The new menu was implemented after Covenant used appointment. There is less attendance to Barriers CGM management that is not available in primary
Data has shown that increased frequency/utilization of glucose smartphones embraced the technology lower carb options from higher carb options. their graphic designer to make the menu easier to appointments the further they are scheduled out. cars, but primary care physiclans and APPs (PCPs)
monitoring data is associated with improved glucose control/AIC quickly. Others required a reader to utilize read. Positive feedback has been reported by the 3. Nonclinical staff determining urgency of Barriers are generally limited by patients’ willingness are.ncieasingly. MAHAIIne el " We presented on CGMs to primary care in October 2024
and therefore reduced diabetes-related complications. the CGM. The majority of patients thought Importance patients via the Patient Family Advisory Committee appointment. Staff members may not understand for change. Patients who decline referrals, fail to 3. Lack of knowledge of Diabetes Education Dor:ino's Farrns Farriily bt eF:ii cin erybill e '
e . and and after-discharge survey. the severity of the referral resulting in delayed i . " PCPs are not aware of what classes are offered by : ; ey ; .
the technology was an eye-opener for them. ty g ! schedule an appointment or no “no show” are not : : ; :
: ; . Based on the current menu options and menu : : an app 1 r " Diabetes Education and which patients would interpretation 161 times in CY2024, generating $4,792.41in
Also, finger stick glucose does not provide an comprehensive (et ; ith 2 diab ; appointments. included in the analysis. Making the public more : for the clini Ei 2 bl
¥ ; A organization, patients with type iabetes were = | benefit from attendin revenue for the clinie. (see Figure 2 below)
pr:oﬁle of the blood sugar (;iuang the 3? (time ar;cé:target}whlch is Biivlori choosing higher carb foods. Barriers aware of the importance of glycemic contral may g.
the appropriate metric to look at in addition to AIC. i i
s I for CGM Barriers included how to incorporate coming to a middle Importance improve patient adherence. TR i R s G s
* Insurance coverage for $ Goals round on the layout that meets both the needs of the : ; . : ; Dwiinl e Fenyis Fanilly Medicos
Goals + Patient training for the CGM govenant Hospit:?kitchen and the needs of patients with Patients with type 2 diabetes mellitus with complex CGM idence-based int tion t rt 500
+ Follow up shortly after the initiation Goals included providing an easier to read and type 2 diabetes care plans or co-morbidities often need management Results | JRre an eyl I :‘c.?zbaf:. t;‘r;terve: peoonitin L A 3600
Our goal was to expand the use of CGM by 10-15% per quarter of CGM understand menu options to help patients make ) by an endocrinologist. We want to get patients sooner 9 ycemlﬁ contro! J "dla :5 ets“ca_:;.?:;f P 7 \\ b
initially targeting people on multiple insulin injections a day and healthy, low carb food choices while in the hospital. CL s L L S s appointments with specialists to encourage improved T ————— ::(c;r\"u::lre':I ens:t_a”an cp’rwl Fe‘: pa IEI:I WIBed e - - e ~J__— N e
monitoring the effect on their AIC. 1 Figure 1. Updated menu design with improvee layout e e glycemic control, prevent/decrease progression a ointmentsn‘rhis has reitl,lrI‘ted inim n:ved care for i eﬁ?lle' gissih :O‘n glj elr;:e : cley’lrI = 5 \‘\ i i H
Recommendations s 1 eesn i MR : Continued monitoring and education to patients when of co-morbidities. oﬂf’patiems e et P successfully manage their diabetes daily. I A S0 £
. - Expand the adoption of CGM preferably = - inpatient to ensure understanding of appropriate options, ' : /] = g
el I —— directly generated by the PCP, which include MCT2D suggestions. Goals -—" I s
type 2 diabates showing 4 distinct pattem of + Streamline the training process of the : We measured how often CGM interpretation was Jor Fab Mar A ey i Gl g Ba 0 Now e
g Pkt sk s Nanch e i adlar CGM to the patient upon initiation. :Me Eweead land e fronr pl;::n:e:t atrefensi Recommendations billed in primary care to assess CGM management. 2024 '
=5t used to check sugat by fingerstick in the morning - Maintain patient adherence to the use of KOrS RHIMACY CAIS L0 RelUal SChACUMNG SpRoREReAE. We wanted to increase our CGM interpretation = Count of GGM Biling Code  —Total Peyment
- shaving gona fumisels DUEAIC femalned hioh. We will continue to work with primary care utilizing direct Ak A
The use of CGM Identified the explanation for this CGM p ry g billing from O uses in CY2023 to 100 uses in CY2024. Figure 2. Use of CGM billing code and total payments received for CY2024

communication and chart review for referrals. This could apply
to all endocrine referrals.
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Lead Time to Endocrine Appointment

Access to diabetes education is limited due to unfilled
positions. There are also competing priorities in primary

We will continue to collaborate with MCT2D participating
primary care practices to pilot projects before expanding
to all Michigan Medicine primary care practices.

Blue Cross Support for MCT2D is provided by Blue Cross and Blue Shield
Blue Shield of Michigan as part of the BCBSM Value Partnerships program.
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Figure 4. Example Project T - Expanding Figure 5. Example Project2- Figure 6. Example Project 3 - Endocrinology Figure 7. Example Project 4- VAv / of Michigan Although Blue Cross Blue Shield of Michigan and MCT2D work
Continuous Glucose Monitoring Use in Type 2 Diabetes Menu: Improving Patient Access: Decreasing Wait Times Supporting Patients Together: Increasing collaboratively, the opinions, beliefs and viewpoints expressed

Primary Care Food Choices in an Inpatient Setting Utilization of Continuous Glucose by the author do not necessarily reflect the opinions, beliefs
Monitoring in Primary Care and viewpoints of BCBSM or any of its employees.
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