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• Define the clinical background, specifications, and performance threshold 
definitions for the 2024 Primary Care Provider Quality Improvement Program 
Specifications: Comprehensive Diabetes Management - HbA1c Good Control, 
Retinal Eye Exam, and Blood Pressure Control for Patients with Diabetes 
measures.

• Apply measure specification requirements to maximize adherence and measure 
performance for the Comprehensive Diabetes Management – HbA1c Good 
Control, Retinal Eye Exams and Blood Pressure Control for Patients with 
Diabetes.  

• Evaluate the prevalence and risk factors for diabetes mellitus and related 
diabetic conditions and associated health inequities prevalent in their diagnosis 
and treatment.

• Identify best and promising practices including access to care, successful clinical 
workflows, member and staff education, outreach, addressing social context 
which influence treatment decisions, referrals to local community resources, 
disproportionate prevalence and/or rates for diabetes complications and 
technical tips to improve Diabetes Management HbA1c Good Control rates

Learning Objectives



Overview of Clinical 
Guidelines for 

Comprehensive Diabetes 
Management

• HbA1c Good Control
• Retinal Eye Exam
• Controlling High Blood 

Pressure in Patients with 
Diabetes



Fast Facts

www.cdc.gov/diabetes/health-equity/diabetes-by-the-umbers.html 



Risk Factors for Diabetes

• Obesity, body fat distribution
• Western diet, sugar sweetened beverages
• History of diabetes in pregnancy, family history of 

diabetes
• Heart disease
• Metabolic syndrome, polycystic ovarian syndrome
• Certain medications - steroids like prednisone



Fast Facts

Diagnosis 

Blood tests that show blood sugar 
is consistently elevated
• Blood Sugar 

> 126 mg/dL fasting
> 200 mg/dL 2 hr OGT 

• HbA1C > 6.5% Measures 
glycolated hemoglobin

Impacts of  Poorly Controlled 
Diabetes

• Fatigue, low energy
• Retinopathy / blindness
• Kidney disease
• Neuropathy
• Heart disease 
• Stroke and dementia
• Poor wound healing
• Infection

Components of Treatment

• Nutrition and activity changes
• Oral medications
• Injectable medications



• Screenings:
o Type 1 diabetes – annual screenings beginning five 

years after diagnosis onset.
o Type 2 diabetes – annual screenings beginning 

immediately.

• Patient education about the connection between glucose 
and blood pressure control is essential to decrease the risk 
of retinopathy or progression.

• The preferred screening method is digital retinal 
photography.

Diabetic Retinopathy



• Blood Pressure target is <130/90

• Blood Pressure goals should be individualized through a 
shared decision-making process to address
o cardiovascular risks 
o potential adverse effects of medications
o patient preferences

• Nutrition and activity interventions are first line treatments

• Medications and often multiple medications are needed to 
achieve goal BP measure

Controlling Blood Pressure
in Patients with Diabetes 



• Individualizing treatment based on specific patient factors is 
essential.

• An A1C goal for many non-pregnant adults of <7% without 
significant hypoglycemia is appropriate.

• Higher A1C goals (such as <8%) may be appropriate for 
patients with limited life expectancy or where the harms of 
treatment are greater than the benefits. 

HbA1C Good Control

American Diabetes Association Clinical Care Guidelines 2023 
https://doi.org/10.2337/cd23-as01

https://doi.org/10.2337/cd23-as01


American Diabetes Association:
Blood Sugar Control with Comprehensive Care

Standards of Care in Diabetes—2023 Abridged for Primary Care Providers | 
Clinical Diabetes | American Diabetes Association (diabetesjournals.org)

https://diabetesjournals.org/clinical/article/41/1/4/148029/Standards-of-Care-in-Diabetes-2023-Abridged-for


Health Disparities
and Inequities

• HbA1c Good Control
• Retinal Eye Exam



Why Collect Demographics Data

Capturing demographics data like language, race, ethnicity at 
the organization/clinic level may assist with:

• Identifying race/ethnicity related disparities
• Enhancing availability of interpreters and translated, 

health-education member-facing materials
• Adaptation of existing services to better meet the 

cultural and health needs of members
• Improved community relations
• Improve member-clinician communication
• Improve member satisfaction



Diabetes Statistics 
by Race / Ethnicity -
National

Black/African
American 

(2021)

Native 
American/ 
Alaskan 

Native (2018)

Hispanic
(2018)

Non-Hispanic 
White (2021)

DM Diagnosis
(percent of adult population) 12.7 23.5 13.2 7.0

Death Rate due to DM 
(per 100K) 38.8 43.7 24.6 19.1

Visual Impairment 18.4 (not reported) 31.6 16

End Stage Kidney 
Disease
(per million)

437.2 274.9 267.7 111.8

Disparities in Diabetes Rates and Complications

CDC 2022. National Diabetes Surveillance System and
2021. Summary Health Statistics: National Health Interview Survey
https://gis.cdc.gov/grasp/diabetes/diabetesatlas-surveillance.htm

https://gis.cdc.gov/grasp/diabetes/diabetesatlas-surveillance.htm


Partnership’s Regions 

Southeast: Solano, Yolo, 
Napa

Southwest: Sonoma, Marin, 
Mendocino, Lake 

Northeast: Lassen, Modoc, 
Siskiyou, Trinity, Shasta, 
Tehama

Northwest: Humboldt, Del 
Norte

East: Glenn, Butte, Plumas, 
Colusa, Sutter, Yuba, Nevada, 
Sierra, Placer

East data Not Yet Available



Health Equity Data* from Partnership for
HbA1c Good Control

*2023 QIP Data

NENW

SESW



Health Equity Data* from Partnership for
Retinal Eye Exams

*2023 QIP Data

NENW

SESW



Health Disparities - Potential Drivers

• Access to healthy food 
options impact inequities in 
management and control

• Limited health care access 
• Poor control seen in those 

without a PCP visit > 1 year
• Dietary patterns by race and 

ethnicity
• Implicit bias, racism
• Culturally congruent care 

(providers reflect culture)
• Concerns with language and 

immigration status

• Poverty, unequal access to 
health care

• Lack of education
• Lack of transportation
• Difficulty to take time off work 

for care - financial stressors 
(transportation associated 
costs, reduction in pay)

• Competing priorities, 
including caring for other 
children, school schedules, 
and caregiver’s own
medical needs

Barriers to diabetic care include:



Overview of Measures:
QIP Specifications, Tools 

and Resources

• HbA1c Good Control
• Retinal Eye Exam



Comprehensive Diabetes Management 
HbA1c Good Control - PCP QIP Clinical Measure

Importance
Left unmanaged, diabetes can lead to serious complications, including heart 
disease, stroke, hypertension, blindness, kidney disease, diseases of the 
nervous system, amputations and premature death (National Diabetic 
Statistics Report, 2020).

Denominator: The number of continuously enrolled assigned members
18 - 75 years of age as of December 31 of the measurement year with 
diabetes identified as of December 31 of the measurement year (DOB 
between January 1, 1949, and December 31, 2006).

Numerator: The number of diabetics in the eligible population with evidence 
of the most recent measurement at or below the threshold for HbA1c ≤9.0% 
during the measurement year.

Partnership’s Clinical Practice Guidelines for diabetes mellitus: 
http://www.partnershiphp.org/Providers/Policies/Pages/ClinicalPracticeGuidelines.aspx

http://www.partnershiphp.org/Providers/Policies/Pages/ClinicalPracticeGuidelines.aspx


Comprehensive Diabetes Management 
Retinal Eye Exam - PCP QIP Clinical Measure

Importance
Left unmanaged, diabetes can lead to serious complications, including 
blindness (National Diabetic Statistics Report, 2020).

Denominator: The number of continuously enrolled Medi-Cal members 
18 - 75 years of age (DOB between January 1, 1949, and December 31, 
2006) with diabetes identified as of December 31 of the measurement year.

Numerator: An eye screening for diabetic retinal disease as identified by 
administrative data.

Partnership’s Clinical Practice Guidelines for diabetes mellitus: 
http://www.partnershiphp.org/Providers/Policies/Pages/ClinicalPracticeGuidelines.aspx

http://www.partnershiphp.org/Providers/Policies/Pages/ClinicalPracticeGuidelines.aspx


Comprehensive Diabetes Management 
PCP QIP Measure Exclusions

Identify members who did not have a diagnosis of diabetes, in any setting, 
during the measurement year or the year prior (January 1, 2023 – December 
31, 2024) and who meet either of the following criteria:

• Members receiving palliative care during the measurement year.

• A diagnosis of gestational diabetes or steroid-induced diabetes in any setting, 
during the measurement year or the year prior to the measurement year with a 
current lab value (less than 12 months old) indicating no diabetes and more 
recent than the last diabetic triggering event visible in eReports. 
o In the PCP QIP Measure Specifications - See Appendix V for the diabetes 

management table that includes lab value ranges eligible as proof for 
exclusions and Appendix VI for the Diabetes Exclusions Flow Chart.

• Members prescribed certain diabetes medications for weight loss (with no 
diagnosis of diabetes), during the measurement year or the year prior to the 
measurement year.

https://www.partnershiphp.org/Providers/Quality/Documents/Perinatal%20QIP%202023-2024/2024%20PCP%20QIP%20Measure%20Specifications_Website%20Version_Final.pdf


Quality Incentive Program Tools



Primary Care Provider
Quality Improvement Program (PCP QIP)

To get to this page:
PartnershipHP.org > 
Providers > 
Quality > 
Quality Improvement 
Programs (QIP) > 
Primary Care 
Provider Quality 
Improvement 
Program (PCP QIP)

Click “Learn More 
about the 2024 PCP 
QIP”



PCP QIP Page

• What are the 
measures and 
changes from 2023
to 2024?

• Specifications 
Summary

• Non-Clinical Code 
Lists

• eReports Link
• Annual Timeline 

Recommendations



• Home screen
o Home button takes you to your current

performance dashboard

• Diagnosis Crosswalk
o Billing codes for numerator compliance

• QIP Specification Manual
o Detailed specifications

• Partnership Quality Dashboard (PQD)
o Historical performance view
o Estimated QIP dollars
o QIP Stoplight report

• Preventative Care Reports
o Immunizations and well-care visits

eReports Menu



eReports:  Diagnosis Crosswalk 
Coding Questions



eReports: PQD - QIP Stoplight Report



• Need to reach the PCP QIP Team?  QIP@PartnershipHP.org
o eReports access
o Measure specification questions 

• Need a resource for improving performance?  Reach out to 
the Performance Improvement Team:  
ImprovementAcademy@PartnershipHP.org
o Coaching, measure best practices, sounding board,        

project planning guidance, facilitation
• Partnership Quality Dashboard (PQD) User Guide
• Link to PCP QIP Webinars Page: 2024 Kick-Off Webinar 

recordings are now available for PCP QIP and eReports 

Additional Resources

mailto:QIP@PartnershipHP.org
mailto:ImprovementAcademy@PartnershipHP.org
http://www.partnershiphp.org/Providers/Quality/Documents/QIP%202023/Provider%20_PQD%20QIP%20User%20Guide%202023.pdf
https://www.partnershiphp.org/Providers/Quality/Pages/PCPQIPArchive1516TechnicalAssistance.aspx


PCP QIP Timeline



Putting Quality Into 
Practice

• Measure Best Practices
• Resources
• Voices from the Field



Measure Best Practices - Diabetes Management

Link to Measure 
Best Practices

https://www.partnershiphp.org/Providers/Quality/Pages/Measure-Best-Practices.aspx


Outreach
• Designate a team member to contact patients due for testing (phone 

call, post card, letter signed by provider, text).
• Call patients within a week to reschedule missed in-house blood draws.

Patient Education
• Reinforce medication use and physical activity.
• Refer to nutrition education, in-house, or via telehealth. 
• Use all visits to increase health literacy.
• Ensure information is person-centered.
• Reinforce the importance of self-testing and self-management.

Measure Best Practices - Diabetes Management



Workflows
• On-site HbA1c testing, possibly performed while rooming patients.
• Perform/order testing regardless of the reason for the office visit.
• Leverage telehealth - Utilize team members at the top of their scope of 

practice.
• Cross-departmental coordination of care.
• Ensure patients are informed of results and next step(s).
• Submit claims and encounter data within 90 days of service.
• Refer/enroll with Chronic Case Management.
• Consider holding a diabetes management day every quarter: HbA1c

checks, eye exams, foot screenings, consults (education, nutritional 
info).

Measure Best Practices - Diabetes Management



Diabetic Eye Exams
• If your practice offers vision services, schedule the patient’s 

diabetic retinopathy exam visit during check-out, or as part of 
the rooming process.
o Or search for  VSP locations with the American Diabetes 

Association  logo.
o Or consider adding retinal photography to clinic services with 

remote reading by experts.

• Follow up on referral processes and ensure completion of 
visit and results received.

• EHR alert when patient are due for a comprehensive eye 
exam.

Measure Best Practices - Diabetes Management



Measure Best Practices - Diabetes Management

Strategies with a Health Equity Focus
• The DrillDown Clinical tab in the eReports portal shows race/ethnicity 

information for each member included in the measure. Export this 
dashboard to look at Comprehensive Diabetes Care compliance rates 
by race and ethnicity to learn more about inequities within your patient 
community. 

• Identify possible barriers by specific communities (race, ethnicity, 
location by zip code, and preferred language).

• Ensure member information is consistent, welcoming, plain and 
person-centered, language appropriate, and delivered in traditional
and electronic applications, per patient’s preference. 

• Identify and address barriers to care (transportation, language,
and cultural beliefs). Partner with established community 
agencies such as  schools, community centers, and 
faith-based organizations.



Information for Diabetes Professionals:  
https://www.cdc.gov/diabetes/professional-info/index.html

The Native Diabetes Wellness Program 
https://www.cdc.gov/diabetes/health-equity/indian-
country.html

Resources - CDC

https://www.cdc.gov/diabetes/professional-info/index.html
https://www.cdc.gov/diabetes/health-equity/indian-country.html


• Partnership Website - Provider Diabetes Resources:  
https://www.partnershiphp.org/Providers/HealthServices/Pages/Health%20Educa
tion/Diabetes.aspx

• TeleMed2U – Paid by Partnership
o Program Link
o Link to Partnership Referral Instructions

• Medical Nutrition Therapy (MNT) - More Information

• Partnership Care Coordination Department
o Patient call (800) 809-1350
o Provider secure email to:  CareCoordination@PartnershipHP.org

• Covered Diabetic Medications:  Medi-Cal RX Contract Drug List

Resources - Partnership

https://www.partnershiphp.org/Providers/HealthServices/Pages/Health%20Education/Diabetes.aspx
https://www.telemed2u.com/diabetes-care-program
https://uat.partnershiphp.org/Providers/Quality/Documents/Telehealth/Direct%20Telehealth%20Specialty%20Services.pdf#search=telemed2u
https://provider.partnershiphp.org/UI/Login.aspx
mailto:CareCoordination@PartnershipHP.org
https://medi-calrx.dhcs.ca.gov/cms/medicalrx/static-assets/documents/provider/forms-and-information/cdl/Medi-Cal_Rx_Contract_Drugs_List_FINAL.pdf


Martha Ugbinada, Clinical Systems Tech
Mountain Valleys Health Centers

Voices from the Field





























Upcoming Opportunities 
and Evaluation



Improving Measure Outcomes Webinar Series

2024 Remaining Sessions:
• April 10, 2024 - Breast and Cervical Cancer Screenings
• April 24, 2024 - Perinatal Care and Chlamydia Screening

Registration: http://www.partnershiphp.org/Providers/Quality/Pages/Quality_Events.aspx

Contact: improvementacademy@partnershiphp.org

Upcoming Trainings:
Improving Measure Outcomes Webinar Series

http://www.partnershiphp.org/Providers/Quality/Pages/Quality_Events.aspx
mailto:improvementacademy@partnershiphp.org


Improving Measure 
Outcomes Series

We are requesting feedback for the 
Improving Measure Outcomes 

Webinar Series.

For those who have attended two 
or more webinars in our series, 
you will be sent a nine question 

evaluation rating this series
on April 29. 

Your candid feedback is requested. 

For taking the time to complete, 
one lucky provider office will 

receive a gift from
Edible Arrangements® to share 

with their staff!



ABCs of Quality Improvement

Wednesday, May 1 in Chico - 8:30 a.m. to 4:30 p.m. - IN PERSON
Enloe Conference Center, 1528 Esplanade
Breakfast and lunch included for attendees

Registration: http://www.partnershiphp.org/Providers/Quality/Pages/Quality_Events.aspx

Contact: improvementacademy@partnershiphp.org

Upcoming Trainings:
ABCs of QI In-Person Trainings 

http://www.partnershiphp.org/Providers/Quality/Pages/Quality_Events.aspx
mailto:improvementacademy@partnershiphp.org


Regional Medical Director:
Colleen Townsend, MD
ctownsend@partnershiphp.org

QI/Performance Team: 
ImprovementAcademy@partnershiphp.org

Contact Us

mailto:tfrankovich@partnershiphp.org
mailto:ImprovementAcademy@partnershiphp.org


Evaluation

Please complete your evaluation. Your feedback is  
important to us!
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