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y the end of this decade, dia-

betes likely will affect 15% of

Americans, or -39 million peo-
ple (1). This is particularly alarming
given the nature of the disease and its
complications. In addition to the hu-
manistic burden, the economic con-
sequences are substantial. The cost
of medical care for patients with di-
abetes averages 2.3 times higher than
for similar patients without diabetes,
which translates to additional medical
expenses of $6,649 per person with
diabetes (2,3).

Payers are particularly interested
in exploring ways to reduce these
costs. The annual cost of care for a
person with diabetes in the commer-
cially insured population has been
reported to be between $8,000 and
$12,000, excluding the costs of pre-
scription drugs. Cost data from 2009
in a sample of 10 million commercial
insurance plan members showed an
average cost of members with diabe-
tes to be ~$11,700 compared to an
average $4,400 for the remainder of
the population. The average yearly
costs of $20,700 for people with
complications of diabetes are almost
three times higher than the average
cost of $7,800 for those without
complications (1).

There is now a large evidence base
about effective interventions that
address the complexities of manag-
ing chronic disease. Health plans are
expected to use these resources to
provide services and preventive care
and to explore new partnerships.
Interventions shown to reduce the

diabetes burden, including practice
redesign, coaching, telephone-based
support, hospital transitional care,
and community programs are being
instituted (4—8).

The University of Pittsburgh
Medical Center (UPMC) Health Plan
is the insurance division for UPMC,
an integrated health system, including
hospital, community, and physician
divisions. UPMC Health Plan offers
a range of health insurance products
and serves nearly 2.3 million mem-
bers. UPMC Health Plan is exploring
strategies to better meet the needs of
its 78,000 members with diabetes.

Diabetes educators are in a unique
position to support disease manage-
ment programs. Educators understand
the challenges of diabetes and are a
trusted resource for insurer-em-
ployed personnel who support care,
health care providers, and the greater
community. New venues and oppor-
tunities beyond traditional educator
roles need to be explored given the
current dynamics of health care.

Project Description

The aim of this project was to devel-
op and describe an innovative role for
certified diabetes educators (CDEs)
in an insurer model. Formative
evaluation is performed through-
out implementation with the aim
of improving the program’s design
and performance.

Leveraging Education and
Diabetes Support

Recognizing that health plan mem-
bers with diabetes require compre-
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I FIGURE 1. LEADS program CDEs serve as resources to diverse care management services.

hensive management and services
throughout the course of their disease,
UPMC Health Plan established the
Leveraging Education and Diabetes
Support (LEADS) management mod-
el. The LEADS program employs two
CDEs who serve as hub resources to a
network of diverse care management
services (Figure 1). CDEs are respon-
sible for advising on the care of high-
risk patients, providing training and
support, and acting as community
liaisons. The LEADS model provides
the necessary support for members
with diabetes and addresses the con-
cerns of service line staff regarding
their ability to adequately support
diabetes patients given the complexity
of diabetes management. Unlike oth-
er chronic diseases, diabetes requires
staff to provide information on a vari-
ety of rapidly changing topics, includ-
ing nutrition, blood glucose monitor-
ing, medications, and risk reduction.

Patient-Centered Medical
Home

The Patient-Centered Medical Home
(PCMH) is a primary care model that
is patient-centered, team-based, and
focused on quality (9). Support for
primary care is of interest to insurers
because >90% of adults with diabe-
tes receive their care from primary
care providers (PCPs). To date, the
UPMC Health Plan has implement-
ed the PCMH model in 372 practices
that include the services of 878 PCPs
supported by 71 practice-based care
managers (PBCMs) covering 17,688
patient members. PBCMs are ex-
pected to ensure that key elements
of the PCMH, including population
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management, evidence-based prac-
tice, self-management support, and
measures for quality improvement,
are performed. The LEADS project
CDEs provide training and direct
support to PBCMs who identify pa-
tient members with complex prob-
lems or at high risk of developing
them (e.g., those with poor glycemic
control or frequent emergency room
visits or hospitalizations). A CDE
meets with a PCBM and the patient
in question, guides the development
of a care plan (with PCP approval),
and offers ongoing assistance in oper-
ationalizing the plan. PCBMs also re-
ceive indirect support from the CDEs
for less complicated patient problems
via telephone consultations.

Ongoing Support and Training

People living with chronic disease
need support services beyond what
can be delivered in a primary care visit
(10). The UPMC Health Plan offers
ongoing telephone-based assistance to
members through several programs.
Health coaches support lifestyle in-
terventions, encourage goal setting,
develop action plans, and act as a
resource for continued assistance. In
an effort to provide a safe transition
from hospital to home and prevent
readmissions, the UPMC Health Plan
also developed the Optimal Discharge
Program. This program includes col-
laboration with hospital services
organized by a transition care coor-
dinator. Service line staff, coaches,
and coordinators come from various
disciplines and clinical experiences
and often are unfamiliar with diabe-
tes management. To orient these staff

members to diabetes, the LEADS
CDEs developed a series of training
modules that offer diabetes-specific
content, including nutrition, medi-
cations, glucose monitoring, physical
activity, and distress. All service line
staff members providing diabetes
services are expected to participate
in the CDE-led training sessions as
a way to establish diabetes-specific
competencies.

Community Resource and
Liaison

LEADS CDE:s are actively involved in
the planning and implementation of
community programs. For example,
the UPMC Health Plan supports ser-
vices to seniors within its membership
who receive care through assisted-
living and nursing-home facilities.
The CDE:s are available for diabetes
initiatives deployed in communi-
ty settings. For example, the CDEs
organized training programs to train
nursing-home staff in a system-wide
conversion from insulin syringes to
pen delivery devices.

The CDEs also actively partic-
ipate in specific programs that are
driven by insurer mandates such as
meeting Healthcare Effectiveness
Data and Information Set (HEDIS)
requirements. To provide access to
services required by HEDIS (e.g.,
eye examinations), a mobile clinic
van is deployed to specific commu-
nities with poor access. The CDEs
provide thorough assessments, iden-
tify barriers, problem-solve, deliver
education, and communicate the
importance of routine exams for
pre-identified members with diabe-
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tes at mobile events. They arrange for
ongoing follow-up through insurer
and community resources, PCBMs,
coaches, and local diabetes education
programs to ensure the patients’ con-
tinued engagement and care.

Project Results

To evaluate the LEADS project on

clinical outcomes, patients’ A1C val-

ues were monitored through the elec-
tronic medical record. Program pro-
cesses were measured by having staff
members complete questionnaires to
determine their level of confidence
after participating in CDE-led train-
ing sessions. The number of patient
members who met with a CDE at
mobile events was computed to de-
termine reach. After 1 year of the

LEADS project:

* There was mean reduction in A1C
from 9.2 to 8.8% in 79 patients
identified for high-risk manage-
ment services from the CDEs.
PCBMs reported high satisfaction
with CDE-provided training and
support.

* Eighty service line staff members,
including PCBMs, coaches, and
other coordinators participated
in CDE-led training sessions.
These staff members reported an
increase in their confidence and
overall ability to assist patients
after training.

* LEADS CDEs provided educa-
tional assessments and referrals
for 215 members at mobile events.
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Discussion

The LEADS project continues to
evolve based on ongoing formative
evaluation. The responsibilities of
the CDEs continue to expand to
all service lines (Figure 1). Plans to
collect and analyze a host of clinical
and claims data are underway. The
LEADS project has been well received
and sustained through the continued
engagement of the CDEs.

Disease management models
such as the LEADS project, which
positions skilled health educators
as hub resources, may be effective
strategies for health plans to provide
high-quality, patient-centered, com-
munity-based care. Although further
evaluation of patient outcomes, costs,
and service utilization are warranted,
insurers and diabetes educators
may want to consider partnering
in new delivery models such as the
LEADS project.
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