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conslistent with the most recent recommendations
from the American Diabetes Association.' To acti-
vate patients for 1mproved diabetes care, some
practices organized group visits and/or used labo-
ratory result letter templates within the EMR that
included patient education on climcal targets.
Clinical goals for treatment were reinforced to
patients through the use of consistent posters and
handouts that were customizable by the practice.
Introduction of the patient-level reports midway
through the project helped some practices focus
their efforts on patients needing additional care,
either 1n the form of more regular office visits,
mtensification of medical therapy 1n concert with
recent practice guidelines, or both. Informally,
imvestigators heard that competition with other
practices played a role In a practice’s improvement
efforts. Although all clinicians express a desire to
do what 1s best for their patients, the 1nclusion of
performance targets based on ABC and provision of
awards to high-performing practices at network
meetings provided an additional impetus. Although
a few practices participating 1n the study were
mvolved 1n pay-for-performance programs with
some of thelr payers, the relative rarity of these
Incentives mitigates against this factor as a signif-
1cant contributor to the study findings.

LIMITATIONS AND CONCLUSIONS

There are 4 major important limitations of the
present report. First, there was no comparison
oroup, and 1t 1s not possible to be certain that
the 1Improvements noted among the 66 practices
were due to the study interventions and not merely
to secular changes occurring for other reasons.
However, 1t 1s unlikely that the magnitude of
the observed benefits were entirely due to secular
changes. The 2004 National Healthcare Quality
Report (NHQR) documented a median 1-year
mmprovement of only 1.4% across 49 measures of
ambulatory care quality, approximately one quarter
of the annualized 1mprovement in the Diabetes-
SQUID.? Second, some of the improvement may
have been due to better recording rather than
mmproved performance. For instance, the greatest
mmprovement occurred 1n documentation of
antiplatelet therapy. The practice reports obtained
this information from the medication section of the
EMR, and some 1mprovement in this indicator
was likely due to greater clinician attention to
documentation of recommended therapy in this
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area. However, improvement in most other areas 1s
unlikely to have been due to better documentation.
Most practices have automated laboratory inter-
faces that obwviate the need for manual entry of
laboratory results. Also, the 1improvements seen In
actual hipid measures and glycosylated hemoglobin
control could not have been due to better documen-
tation. A third lmitation 1s that the i1ndicators
included 1n this study reflect only a subset of guide-
lines for management of diabetes care. Other impor-
tant indicators, such as provision of recommended
immunizations, nutrition and physical activity
counseling, and screening for diabetic neuropathy,
were not assessed because of hmitations in the
PPRNet database. Finally, 1t 1s problematic to ascer-
tain which components of the QI 1intervention were
most responsible for the improvements noted. The
absence of an assoclation between hosting site visits
and improvement suggests this component may not
have been necessary; however, because participation
1In slte visits was not based on random allocation,
this conclusion 1s problematic.

Contrasts between our findings and those 1n other
reports are problematic because of differing meas-
urement approaches and time periods of study.
However, 1t 1s likely that the performance of
practices 1n this study 1s much better than national
averages. The 2004 NHQR indicated that among
patients with diabetes, 59% have blood pressure val-
ues less than 140/90 mm Hg.? In our study, the same
proportion of patients had blood pressure values
less than 130/80 mm Hg. Similarly, the NHQR
reported LDL cholesterol control less than 130
mg/dL 1in 33% of patients with diabetes 1in contrast
with the 52% less than 100 mg/dL in our study and
that glycosylated hemoglobin was less than 7% 1n
37% of patients with diabetes, whereas our practices
achieved this target in 51% of patients. These find-
Ings suggest that broader adoption of EMR and QI
activifles among primary care practices can improve
the delivery of diabetes care.
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