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TODAYõS WEBINAR

©2016 AMGAFOUNDATION

ÅTogether 2 Goal® Updates

ïWebinar Reminders 

ï 2017 Webinar Topics

ï Goal Post Nov. Newsletter Highlights

ï Q3 2016 Data Reporting Reminder

ï National Day of Action Highlights

ÅConduct Practice-Based Screening

ï John Cuddeback, MD, PhD, AMGA Analytics

ï Edward Gregg, PhD, Centers for Disease 

Control and Prevention

ÅQ&A 

ï Use Q&A or chat feature



WEBINAR REMINDERS

©2016 AMGAFOUNDATION

ÅWebinar will be recorded 

today and available the week 

of November 14th

ï Together2Goal.org Website 
(Improve Patient Outcomes Ą
Webinars) 

ïEmail distribution

ÅParticipants are encouraged 

to ask questions using the 

òCható and òQ&Aó functions 

on the right side of your 

screen



2017 WEBINAR TOPICS 

©2016 AMGAFOUNDATION

ÅSeeking AMGA members to 

present on topics of interest, 

including:
ïHow you incorporate the patient 

perspective (for instance, do you 
include patients or family 
members on committees?)

ïHow you use innovative 
technology (such as mobile apps, 
Emmi, remote monitoring, etc.)

ÅTo volunteer, please email 

together2goal@amga.org

mailto:together2goal@amga.org


Q3 2016 DATA REPORTING DEADLINE: DEC. 2

Baseline data due: 

For data assistance, contact DataHelpForT2G@amga.org.

©2016 AMGAFOUNDATION

mailto:DataHelpForT2G@amga.org


GOAL POST NOV. NEWSLETTER HIGHLIGHTS

©2016 AMGAFOUNDATION

Upcoming Dates

Å November 14-17: Institute for 

Quality Leadership
ï 11/14 : Together 2 Goal® Pre-Conference 

Session (Interactive CORE Program)

ï 11/15: Quality Improvement Leadership 

Council Meeting

ï 11/16: Together 2 Goal® Peer-to-Peer 

Breakout Session

Å December 2: Q3 2016 data due

Å December 22: Q3 blinded, 

comparative reports sent to 

participating organizations



NATIONAL DAY OF ACTION HIGHLIGHTS

©2016 AMGAFOUNDATION



NATIONAL DAY OF ACTION HIGHLIGHTS

©2016 AMGAFOUNDATION

Hattiesburg Clinic



John Cuddeback, MD, PhD

TODAYõS SPEAKERS

©2016 AMGAFOUNDATION

Edward Gregg, PhD

Chief of the Epidemiology and Statistics 

Branch, Division of Diabetes Translation, 

National Center for Chronic Disease 

Prevention and Health Promotion, 

Centers for Disease Control and 

Prevention

Chief Medical Informatics Officer

AMGA Analytics
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CAMPAIGN TOOLKIT
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Progress and Challenges in Screening and Risk 
Stratification for Type 2 Diabetes Prevention

Edward W. Gregg, PhD

Division of Diabetes Translation

Centers for Disease Control and Prevention

Findings and conclusions in this presentation are those of the author and do not 

necessarily represent those of the Centers for Disease Control and Prevention



Outline

ÁSummary of recommendations and goals

ÁRecent analyses from Division of Diabetes 
Translation

ÁQuandaries and challenges



Undiagnosed

Moderate Risk

Low Risk

High Risk

(FPG100; Obesity; HTN, age

Diabetes Pyramid of Prevention

9%

3%

~25%

~13%

50%

Very High Risk

(IGT; A1c 5.7%; GDM)

Diabetes

Prevent morbidity through optimal risk factor 

management and screening for complications

Efficiently detect in clinical settings

Reduce risk with structured programs in

community settings.

Reduce risk with community programs,

counseling and education

Reduce risk by changing 

underlying risk factors (food,

social, built environment) in 

communities..



ADA Recommendations on Screening

American Diabetes Association, Standards of Medical Care in Diabetes ð2016



US Preventive Services Task Force: Abnormal Blood 
Glucose and Type 2 Diabetes Mellitus: Screening (2015)

ÁPopulation:  Adults aged 40 to 70 years who are overweight or obese.

ÁRecommendation: Screen for abnormal blood glucose as part of 
cardiovascular risk assessment in adults aged 40 - 70 y who are 
overweight or obese. Offer or refer patients with abnormal blood glucose 
to intensive behavioral counseling interventions to promote a healthful 
diet and PA.

ÁGrade:  B   (high certainty of moderate benefit or moderate certainty that 
the net benefit is moderate to substantial.)

ÁRationale:

ÅBenefits on BP, glucose, lipid levels, obesity, PA, and for person with 
IGT, progression to diabetes. 

ÅMinimal harm apart from short-term anxiety.  



Screening and Diagnosis for Type 2 Diabetes and Pre-diabetes In 
the U.S.: General Principals and Concepts

ÁScreening/testing in clinical settings and established 
clinical/community partnerships, but not community-wide 
screening.

Á2-stage approaches that include risk assessment tools 
followed by diagnosis with glycemic tests.  

ÁScreening testing for undiagnosed diabetes/prediabetes more 
cost-effective than either alone.

ÁIntegrate with other recommended screening (e.g., lipid, BP).

ÁNeed for refined risk stratification for primary prevention.



The National Diabetes Prevention Program: 
A Public-private partnership to scale the translated model of the DPP.

Albright A, Gregg EW. Am J Prev Med. 2013;44(4S4):S346ς51.www.cdc.gov/diabetes/prevention



The National Diabetes Prevention Program: 

ÁClinical-community partnership with delivery by lifestyle 
coaches in community settings.

ÁDiverse settings (YMCAs, employers, community settings, 
virtual delivery)

ÁTrain-the-trainer model by master trainers.

Á16-visit curriculum for small group counseling.

ÁTraining, recognition and registry program by CDC to:

ÅTrain workforce

ÅEnsure standards, quality, and credibility.

ÅDrive reimbursement.

ÁInsurers and self-pays.



CDC Diabetes Prevention Recognition Program

Å1007 CDC-recognized programs across 50 states/territories.

Å>10,300 coaches (lay people; health professionals) trained.

ÅServing 85,008 eligible participants.

Å39 commercial health plans providing some coverage for 2.4M



Key Challenges in US Roll-Out

ÁHigh Risk Population

ÅSustainable reimbursement structure.

ÅAssuring high quality programs in communities.

ÅReferral and engagement.

ÅRisk stratification that ensures cost effectiveness.

ÁWhole populations

ÅDetermining food, behavioral, physical activity, social 
policies that work.

ÅEffectiveness of broad reach, low-intensity programs. 

ÅFinding politically-acceptable, effective levers.



Issues and Challenges for Risk Stratification

ÁLifestyle intervention most cost-effective among persons with high rate 
of progression and with insulin resistance.

ÁDifferent glycemic tests (FPG, A1c, OGTT) find different people (IFG; 
eA1c; IGT).

ÅAll predict progression to DM and CVD.

ÅOnly IGT population tested in prevention trials.

ÅOGTT rarely used in practice (except for GDM).

ÁThe ADA definition of pre-diabetes captures very large proportion of the 
population with heterogeneous risk.

ÁRefinement of risk stratification approaches and a multi-tiered approach 
to prevention is needed.



Recent Analyses

and Implications



Prevalence of Pre-Diabetes among U.S. Adults, According to 
Different Definitions of Pre-Diabetes, NHANES 2005-2008
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Zhuo et al., 2012



Relationship of A1c (x-axis) and 10-year Diabetes Incidence (y axis).  

Circle size represents the proportion of total diabetes cases over 10 years. 

A1c Level        <5.0         5.0         5.1         5.2          5.3          5.4       5.5      (5.6  - 5.8)  (5.8 - 6.5)

$15k per QALY

$44k per QALY 

$89k per QALY

$>105k per QALY

Adapted from Zhang et al., 2010; Zhuo et al., 2012; Gregg et al., 2013



Cost-effectiveness of the 2014 USPSTF recommendations for intensive 

behavioral counseling interventions for adults with cardiovascular risk factors

Presented at ADA Scientific Sessions, Lin et al., 2016



Cost-effectiveness of the 2014 USPSTF recommendations for intensive 

behavioral counseling interventions for adults with cardiovascular risk factors

Presented at ADA Scientific Sessions, Lin et al., 2016



Summary and conclusions

Á Overall, the USPSTF recommended lifestyle 
intervention is cost effective

Á The cost-effectiveness varies by risk factor status

ÅCost saving for obese persons with IFG and Ó 1 other 

CVD risk factors.

ÅCost effective for persons with either obesity or IFG

ÅNot cost effective for non-obese persons without IFG

Á Intervention priority should be set based on risk status



Receipt of Glucose Testing among US adults, NHANES 
2007-2012 (Bullard et al., PLOS One, 2015)

Á Proportion meeting criteria for screening:

Å73% (156 million) met ADA criteria

Á 51% of eligible adults reported being tested in past 3 years.

Á Eligible individuals not tested were more likely to be:

ÅLower educated

ÅPoorer

ÅUninsured

ÅHave no usual place of care



Bullard eet al., PlLOS One, 2015

2008



Summary

ÁMulti-tiered response to diabetes screening dn prevention is 
essential.

ÁCurrent recommendations call for two-stage screening/testing 
approaches initiated in clinical settings.

ÁScreening and prevention of diabetes  is cost-effective but will 
benefit form continued refinement of risk stratification 
approaches.



Practice-Based Screening
for Diabetes

33



Copyright © 2016 AMGA Analytics LLC and OptumInsight Inc. All rights reserved.

Topics

34

On-ƭƛƴŜ ǊŜǎƻǳǊŎŜ ŦƻǊ άǎǘŀƎŜŘέ screeningτbegin by reviewing risk factors

Å !ǎƪΦ {ŎǊŜŜƴΦ YƴƻǿΦϰ όǳƴōǊŀƴŘŜŘ ǿŜōǎƛǘŜΣ ǇǊƻǾƛŘŜŘ ōȅ bƻǾƻ bƻǊŘƛǎƪύ

Using EHR data to identify patients for screeningτdata from hǇǘǳƳϰ hƴŜ

Å Typical proportions of patients eligible for screening

Å Proportions who are currently being screened, and

Å Yield from screeningτpatients with evidence for diabetes and prediabetes

First with A1c, then approximate figures for fasting plasma glucose and 2-hr GTT

Å Ways to identify fasting glucose results in EHR data

Prioritizing patients with prediabetes for intervention

Å More than 1,000 organizations offer NDPP programs, most at multiple sites

Å Insurance coverage for intensive lifestyle programsτbegins in 2018for Medicare

Å DPP study:  heterogeneity of treatment effect



Copyright © 2016 AMGA Analytics LLC and OptumInsight Inc. All rights reserved. 35

askscreenknow.com
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Topics
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On-ƭƛƴŜ ǊŜǎƻǳǊŎŜ ŦƻǊ άǎǘŀƎŜŘέ screening

Å Begin by reviewing risk factors
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First with A1c, then approximate figures for fasting plasma glucose and 2-hr GTT

Å Ways to identify fasting glucose results in EHR data

Prioritizing patients with prediabetes for intervention

Å More than 1,000 organizations offer NDPP programs, most at multiple sites

Å Insurance coverage for intensive lifestyle programsτbegins in 2018for Medicare

Å DPP study:  heterogeneity of treatment effect
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Optum One ςPopulation Health Analytics

37

Clinical 
claims & 

scheduling 
data

Automated 
extraction

Source 
system 

agnostic

Person-
centric

MPI

Aggregate data across 

the continuum

Clean, normalize 

and validate data

Transform data 

into insight

Make insights 

actionable

Predictive
modeling

Disease
models

Bench-
marking

Shared 
report 
library

Mapping

Validation

NLP

Normalization

AMGA Shared Learning, 

Research and Translation
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Users of Optum One among AMGA Members:
άLƴǎǘǊǳƳŜƴǘŜŘ tǊŀŎǘƛŎŜǎέ

hǇǘǳƳϰ hƴŜ ǳǎŜǊǎ
Other AMGA members

15% of AMGA members
25% of patients



Copyright © 2016 AMGA Analytics LLC and OptumInsight Inc. All rights reserved.

Study Population

39
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Study Population
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Study Population
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Study Population
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Study Population
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Study Population
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Study Population
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Study Population
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Study Population
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Study Population
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Study Population

49

3ς6 visits

7ς12 visits

13ς18 visits
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Study Population
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Study Population
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2010

2011

2012
2013 ς2015

3ς6 visits
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No DM Dx




