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States about $500 million annually.2 The American Diabetes
Association (ADA) recommends that people with diabetes
get an eye exam following their diagnosis and at regular
intervals every one to two years following.3 Despite these
recommendations, a significant portion of patients with
diabetes are not meeting the recommended screening
guidelines.4

Coastal Carolina Health Care, P.A. (CCHC, cchchealthcare.
com), is a multispecialty, physician-owned medical practice
comprised of 60 providers, the majority of whom specialize in
primary care. The practice—located in the southeastern United
States in a rural part of North Carolina—has a primary service
area of approximately 150,000 residents. The group was
formed in 1998 by the merger of four medical practices. Today,
the group has 16 clinical practice sites, a freestanding imaging
center, ambulatory surgery center, urgent care, and accredited
sleep and echo labs, all with a common integrated electronic
health record (EHR). The group serves more than 40,000
patients. The group also operates its own accountable care
organization (ACO), which it launched in 2012.

AMGA convened the Together 2 Goal® (T2G) Innovator Track
Eye Care Cohort (Eye Care Cohort) to address this problem by
partnering with groups to explore ways to increase eye exam
rates for people with diabetes.
CCHC elected to participate in the Eye Care Cohort due to
the high prevalence of diabetes and diabetic complications
in North Carolina. Diabetic retinopathy (DR) is the most
common microvascular complication of diabetes and is the
leading cause of new cases of blindness among workingage American individuals. By 2050, the prevalence of DR in
patients with Type 1 and Type 2 diabetes who are age 40 and
older is projected to increase to 16.0 million (from 5.5 million
in 2005), and the prevalence of vision-threatening DR is
projected to increase to 3.4 million (from 1.2 million in 2005).
North Carolina has been identified as one of the nation’s top
10 “diabetes hot spots,” where the burden of diabetes will be
greatest in the next 10 years. By 2025, the number of people
with diabetes in North Carolina is projected to increase to
almost 1.9 million, at a cost to the state of $17.9 billion. In
2012, the prevalence of diabetes among individuals in North
Carolina was 10.4%, which was higher than the national mean
of 9.3%.5

The mission of CCHC is to promote the health of patients by
providing timely, high-quality, compassionate, affordable, and
personalized health care. The vision is to become the preferred
medical group in the area by consistently meeting the changing
healthcare needs and expectations of the patients CCHC
serves. CCHC core values include:
• Quality: Improving the patient experience, including
quality and satisfaction
• Patient-Centered Care: Engaging patients in shared
decision making to encourage active participation in their
own care
• Care Coordination: Helping patients navigate the
healthcare system by supporting collaboration and
communication through the use of a common EHR across
medical specialties

During the Eye Care Cohort, CCHC developed and
implemented several improvement interventions focused in
the areas of provider and staff education, patient education,
information technology, and clinical support.

• Innovation: Leading healthcare innovation with an
openness to adoption and adaptation of evolving
technologies

CCHC started the Eye Care Cohort with a very high screening
rate (82%), and the group aimed to achieve a 90% screening
rate by the program’s conclusion. However, Hurricane
Florence hit North Carolina in September 2018, and its effects
had a significant impact on CCHC and the community it
serves, resulting in a slight decline in screening rates.

Executive Summary
According to the 2020 National Diabetes Statistics Report from
the Centers for Disease Control and Prevention (CDC), more
than 34 million Americans have diabetes, with up to 95% of
those having Type 2 diabetes.1

Despite the challenges the group faced, CCHC still deems the
Eye Care Cohort a success and found that the improvement
intervention process helped determine the best strategies to

Diabetes is the leading cause of new cases of blindness
in adults, and diabetes-related blindness costs the United
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engage patients and clinicians. For example, CCHC learned
that point-of-care tools and actionable data allow for optimal
workflow and provider engagement. In addition, the group
found that using multimedia educational resources along with
outreach calls facilitated patient engagement.

uses a data mining and an analytical reporting tool to create
an electronic registry for patients with diabetes. The registry is
used to identify disease progression and compliance with the
retinopathy screening measure.
CCHC trains clinical and coding staff to accurately use ICD-10
codes to identify Type 2 diabetes. Once Type 2 diabetes has
been entered on the problem list, the patient is automatically
placed in the registry. The registry is used for all standardized
reporting, text messaging campaigns, and the point-ofcare dashboards. Coding education is provided quarterly to
improve standardization.

Program Goals and
Measures of Success
The high prevalence of diabetes in the CCHC service area was
a major concern for patients and clinicians. CCHC clinicians
felt that improving diabetes control and early screening were
key program goals. Upon entering the collaborative, CCHC did
not have a good process for using the EHR to identify patients
who had DR. CCHC’s goal was to screen 90% of people
with diabetes for eye disease, and to improve the process of
identifying patients with DR.

Clinical and coding staff are trained on medical record
documentation of eye exams. Terminology specific to eye
exams—such as Diabetic Eye Exam (DEE), Dilated Fundus
Exam (DFE), DR, Background DR (BDR), and Proliferative
DR (PDR)—are reviewed quarterly to ensure staff enter
information correctly in the EHR.

The primary measure of the Eye Care Cohort was the
proportion of Type 2 diabetes patients in the T2G Cohort with
a documented screening for diabetic retinal disease. This
measure, selected by the Eye Care Cohort Advisory Committee,
was based on an adapted version of the HEDIS 2018 Technical
Specifications for Physician Measurement: Comprehensive
Adult Diabetes Care: Eye Exam Numerator (see Appendix).

CCHC has retrieved, analyzed, and trended rates of eye
exams in patients with diabetes since 2012 and continued to
do so during the Eye Care Cohort. CCHC’s more than 4,000
diabetes patients were placed into a registry for people
with diabetes that was used to populate the point-of-care
dashboard, quality measure performance reports, and pursuit
lists of patients who have not had the appropriate screenings.

Existing Diabetes Population
and Care Structure

Data on DEE rates were reviewed monthly by the Quality
Assurance and Review Committee and at monthly practice
meetings, office manager meetings, and all staff meetings.

CCHC’s 16 multispecialty, primary care, neurology,
gastroenterology, cardiology, pulmonology, rheumatology, and
endocrinology practice sites provide services to nearly 40,000
patients in a small rural geographical area. Of those patients,
approximately 25,000 are adults age 18 and older.

Interventions
To achieve CCHC’s goal of increasing DEE rates to 90% and
improving documentation of DR, the group deployed the
following interventions:

The medical group has had a long-term partnership with
Allscripts and utilizes the TouchWorks® EHR, TouchWorks
Reporting (data analytics), and EagleDream QIS (point-ofcare and population management dashboard) in its day-today operations. CCHC also has access to health plan claims
to identify patients who receive treatment for diabetes and
services from outside providers.

Provider and staff education
• Developed a computerized point-of-care dashboard
(see Appendix) for DEE based on collaborative measure
specifications, which presented up-to-date patient
information at each visit

Clinicians and clinical staff are required to maintain an active
problem list for each patient. Problem lists are updated each
time a patient has a change in their clinical condition. CCHC
3

Lessons Learned and
Ongoing Activities

Patient education
• Created print and video patient education materials (see
Appendix)

The Eye Care Cohort was very helpful to CCHC in highlighting
areas for improvement. Targeted patient education is beginning
to improve eye exam rates for people with diabetes. Exam room
posters, patient handouts, clinician discussion, point-of-care
tools, and data analysis will all be used in the future to help to
continue to improve rates and achieve the 90% screening
rate goal.

• Created a fax-back form to help increase awareness of the
need for eye exams and to promote clinical data exchange
(see Appendix)

Information Technology
• Utilized patient registries that enabled actionable point-ofcare dashboards at each clinical practice site to improve
rates and target improvement areas (see Appendix)

Additionally, staff education around eye exam algorithms is a
continuous process. Many clinical team members are unsure
about the correct screening interval and miss opportunities
to discuss eye exams with patients. CCHC is evaluating
enhancements to clinical decision support tools.

• Reviewed monthly eye exam rate reports

Clinical support

The group is continuing to use the reporting process and all
tools implemented during the Eye Care Cohort. All interventions
will be updated on a continuous basis.

• Refined and reinforced standing orders and use of the
point-of-care dashboard that contains diabetes screening
algorithms
• Implemented a request for patients to present the fax-back
form at eye appointments
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Appendix

Eye Care Cohort Measure
Measurement is a cornerstone of all facets of the T2G campaign, including the Innovator Track. During the Eye Care Cohort,
groups measured rates of documented screening for diabetic retinal disease among the T2G Cohort with Type 2 diabetes
and tracked improvement.
In keeping with AMGA Foundation’s philosophy to measure improvement using existing industry-standard measures when
possible, the denominator for the Eye Care Cohort was defined to be the same as the T2G Cohort for the campaign (i.e.,
patients with Type 2 diabetes who meet the T2G campaign criteria to be included in the four individual core components
and the diabetes bundle measure). This denominator is broadly defined as patients age 18–75 with:
• Two or more eligible ambulatory encounters with an eligible primary care, endocrinology, cardiology, or nephrology
provider in the last 18 months AND
• At least one Type 2 diabetes on a claim or problem list in that same 18-month period.
For complete denominator measure specifications with inclusion and exclusion criteria, see Together 2 Goal® Campaign
Measurement Specifications (v3, April 2019).
The numerator for the measure was determined to be those T2G Type 2 diabetes patients who met the criteria for HEDIS
2018 Technical Specifications for Physician Measurement: Comprehensive Adult Diabetes Care: Eye Exam Numerator.
Screening or monitoring for diabetic retinal disease was identified by electronic data or medical record review and included:
• A retinal or dilated eye exam by an eye care professional (optometrist or ophthalmologist) in the measurement year;
• A negative retinal exam (negative for retinopathy) by an eye care professional in the year prior to the measurement
year; or
• A bilateral eye enucleation anytime during the patient’s history through the end of the measurement period.
Eye Care Cohort participants were provided detailed measure specifications and relevant HEDIS value sets.
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Appendix

Point-of-Care Dashboard Identifying Care Gaps
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Appendix

Patient Education Eye Exam Flyer
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Appendix

Fax-Back Form
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Appendix

Standardized Monthly Reporting Using Data Registry
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Appendix

Text Messaging Program Overview
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Appendix

Text Message Set-Up
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Appendix

CCHC Eye Care Cohort Results
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