ABSTRACT

Background/Objective: To improve education and support for patients with
post diabetes diagnosis DKA, we established the Integrated Diabetes
Education and Support Program (IDEAS).

Methods: A multi-disciplinary team was assembled to co-design a
structured in-person and virtual follow-up program including clinical, social,
and health coaching services. Several X PDSA cycles have been completed.
A descriptive analysis was performed to assess short-term outcomes.

Results: Fifty-eight established diabetes patients had a diagnosis of DKA in
2022 (12.9y, 55% F, 69% Non-Hispanic White). Of these, 14 were referred
to IDEAS and 11 attended the initial IDEAS visit. (13.9+1.8 y, 46%F, 57%
white non-Hispanic, 36% black non-Hispanic, 71% public insurance, 50%
using CGM, 7% using an insulin pump, mean HbAlc 12.2%). The most
common etiology for DKA was insulin omission (85%).

After improvements in scheduling, 100% of those referred to IDEAS
attended (6/6). There was a trend toward decrease in HbAlc (mean
decrease of -2.3%, p=0.16). All participants consulted with a LMSW, 1
completed x weeks of health coaching which was associated with a
reduction in Hbalc (-1.9%). One participant had a history of 5 DKA episodes
in the prior year and has had one DKA admission after enrolling in IDEAS.
This participant has not been admitted to the hospital in past 4 months and
HbA1Chas decreased from 14.4% to 12.3%.

Conclusion: Youth with repeated episodes of DKA who have a standardized
follow-up program with clinical, social, education, and health coaching
support may have improvement in diabetes follow-up and outcomes.
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Health Equity

¢ |nsurance coverage, insulin, and device cost
Mon-native English Speakers- barriers to
information and difficulty in reaching out for help

Product
Barriers to reaching families to help with getting clinic spots.
Lack of utilization of IU Health portal

 Families unaware of potential benefit with communication
1 May not be able to sign up (need email), do not know who to reach out

to if not working/limited time
i If adolescent, harder process to sign up

Place:

Barriers to both in-person

and virtual care
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\ Primary Aim: For the participants in the clinic to not
’ be readmitted for 3 potentially avoidable diabatas
refated hospitalization in the next & months

,\ secondary Aim: To improve HBA1C by at least 2% in I

. the next & months if HDALC is =E.

Tertiary aim: To offer a CEM i not currently using and
help with the process.
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People

Patient/families
Barriers to in-person visits — being able to schedule dinic appointment, travel,

Process

Currently no standard pathway for patients who may
benefit from doser contact/educational opportunities

Can be barriers for family to access separate touch points,
which office for scheduling, diabetes education number for
educators, diabhelp line

work, childcare etc..

Barriers to telehealth -— technology barriers, BG data
Staff:

Barriers to reaching families to schedule clinic visits

Burden for PA's/denials/no show and cancelled appointments
Providers

* Ime

*  Arcess of reports

= SW, mental health services, time for support for technology services

PDSA Cycles

e Started IDEAS program, structured follow-up program.

e Adjusted appointment to allow patients to be seen by any provider to allow more flexibility (and can be virtual).
e Adjusted communication flow.

* Made further adjustments to scheduling flow; IDEAS appointment to be made prior to patient's d/c from hospital.
e QOutlined integrative health coaching program.
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e Adjusted for appt times to be 2-4 weeks, ideally with primary diabetes provider.
e Allow SW to help with an intake for those that may benefit from health coaching.
s ZWANOIEIN o Sick day education as part of annual diabetes education (annual review) and as first part of transition education.
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 Sick day and technology stations went live
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e Reinvigorate IDEAS: Remind educators, physicians.
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BACKGROUND
At our Diabetes Center in 2022, the percent of patients with T1D
who were admitted to the hospital with DKA or another acute
complication of diabetes:

7% of youth with T1D and public insurance

WE CAN IMPROVE DIABETES OUTCOMES AFTER
DKA WITH A STANDARDIZED IDEAS PROGRAM

« SUPPORT FROM SOCIAL WORK

« RESOURCES for TECHNOLOGY and SICK DAYS
* ONGOING DIABETES EDUCATION

« HEALTH AND WELLNESS COACHING

Key Drivers

Technology use

RESULTS
| wmowes | owswesma
Age at the time of hospitalization, 12.91 [3.47] 13.9 [1.8]
mean [SD], years
Sex (%) 45% M 64% M
Race/ethnicity
Non-Hispanic Black 18% 36%
Non-Hispanic White 69% 57%
Hispanic 5% 7%
Unknown 8%
Insurance 71% public 71% public

Key Driver Diagram

Primary drivers

2% of yout
The national rate of D

n with T1D and private insurance

KA in youth with established T1D is 6-8%.

B _{ Diabetes educator visit at IDEAS clinic ]

Health to address #1 concern

Literacy/Education

* We started the IDEAS program to:

* Organize the resources and support available for families
struggling to maintain metabolic control (financial, social,
school, and health behavior support);

* Increase patient knowledge of how to reduce the risk of
having a repeat diabetes related hospitalization;

* Better direct clinic and outpatient resources toward higher
risk patients.

* Pilot program
* Patients who were admitted in the hospital/or in the ED for

Primary aim:
IDEAS patients will
not require
hospitalization for
DKA in next 6 months

Secondary Aim:
Improve HbAlc by 2%
over 6 months if HbAlc
is >8%

Tertiary Aim:
Facilitate use of CGM

and support
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Data systems

Insulin therapy
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Schedule next 2 follow-ups

[ Telehealth option

[ Future: patient/family advisory group ]

Capture data in the EMR
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Discuss satisfaction/efficacy with mode

/ of insulin delivery
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o Help CGM access if not on already
/ Provide handout

Patient care navigator ]
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ilabetes related reason who are at high risk for readmission in
ne next 2 years as determined by provider/diabetes educator,
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should be referred to the IDEAS Program.
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Offer integrative health coaching ]
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CGM Prescribed- 79% Using CGM- 50%
Pump 18% 7%
Most recent HbA1c (%), mean [SD] 10.0% [2.1] 12.2% [2.5]
# DKA events®, mean [SD] 1.82 [1.27] 0.92 [1.5] (insulin omission most common)

RILEY HOSPITAL FOR CHILDREN AT IU HEALTH




	Slide 1

