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Executive Summary
The National Business Coalition on Health (NBCH) Diabetes Seed Grant Program was created in
2007 to promote innovative diabetes quality improvement and prevention programs driven by
employer health coalitions at the community level. Coalitions went through a competitive
application process for small grants to implement new or expanded ongoing diabetes quality
improvement projects. Projects could be either based on a national model for diabetes
improvement, or designed by the coalition itself. Fourteen diabetes seed grants were funded at
up to $25,000 per coalition. Funding was made available for this program through the support of
Novo Nordisk as the founding sponsor, along with sanofi aventis, Merck, and Pfizer. This report
examines the self reported results of the Diabetes Seed grants, completed in April, 2009.
Many coalition grants were for implementation or expansion of national programs such as
HealthMapRx and Bridges to Excellence® (BTE). Several coalitions opted to work on a particular
aspect of those initiatives, or to develop a similar program modeled on a national program - 6
coalitions selected HealthMapRx or a program modeled on HealthMapRx and 4 selected an
aspect of BTE. In addition, 2 coalitions elected to launch or expand worksite diabetes programs,
1 created a chronic care network, and one coalition built a consumer health information
website for diabetes quality of care data. Several coalitions working on HealthMapRx or BTE
worked on specific program components such as pharmacist / physician recruitment,
standardized diabetes care management materials, or program evaluation.
During the 15-month project period, coalitions increased diabetes education and program
marketing, laid infrastructure, built partnerships, addressed barriers, and worked to increase
focus on diabetes care at the community level. The impact of coalition diabetes programs on
patient-level clinical and patient experience outcomes was reported by 7 of 14 coalitions. All
coalitions implementing worksite wellness programs and 5 of 6 coalitions with HealthMapRx
programs were able to report patient-level data. Four of 6 of HealthMapRx or HealthMapRx-like
coalitions received data reports. Of these, all found that average participant A1C levels
decreased from baseline to the last visit. Likewise, all coalitions demonstrated increases in the
percentage of diabetes patients receiving a foot exam and 3 out of 4 coalitions experienced an
increase in eye exams. None of the 4 BTE coalitions reported data on the clinical impact of their
programs, either because it was not an objective or because of data collection issues.
Some barriers to progress were the same across all project models while some were confined
only to coalitions pursuing the same type of project. Common barriers reported by the grantees
were: data acquisition, coordination with national programs (BTE and HealthMapRx); concurrent
economic challenges; employer engagement; pharmacist and physician engagement; and
data collection.
In short, the NBCH Diabetes Seed Grants were successful in promoting activity by coalitions of
employers to improve quality of diabetes care at the community level. As a major driver of
health care costs, reduced quality of life and lost productivity, diabetes has emerged as an
important target for employer-based efforts. Coalitions often look to national program models
such as Bridges to Excellence and HealthMapRx as templates for evidence based community
interventions. These programs, and initiatives developed by the coalitions resulted in some
progress on improved diabetes awareness and clinical care. However, both coalitions using
national models and those developing their own programs recognize that engaging
stakeholders – employees, employer, and providers – is a challenging process. Identifying the
correct localized mix of information, delivery system innovations, incentives and rewards needed
to engage stakeholders and improve quality remains the ongoing quest of employer health
coalitions.
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I. Introduction and Overview of Projects
The National Business Coalition on Health Diabetes Seed Grant Program was created in 2007 to
promote innovative diabetes quality improvement initiatives lead by employer health coalitions
at the community level. Member coalitions of the National Business Coalition on Health (NBCH)
were eligible to apply for funding. Coalitions of all sizes and capability levels were encouraged
to apply, and a range of new and continuation projects were considered. Coalitions went
through a competitive application process for small grants to implement new or expand
ongoing diabetes quality improvement projects. Projects could be either based on a national
model for diabetes improvement, or designed by the coalition itself.
The review and selection process was carried out by NBCH’s non-profit sister organization, the
Community Coalitions Health Institute (CCHI). CCHI convened an independent review panel to
advise the selection process. Grant reviewers included coalitions not competing for grants and
researchers with expertise in diabetes and employer purchasing strategies. Grant decisions were
made by CCHI based on recommendations from an independent review committee. Diabetes
seed grants were funded up to $25,000 per coalition. Funding was made available for this
program through the support of Novo Nordisk as the founding sponsor. In addition, sanofi
aventis, Merck, and Pfizer contributed to the program.
Diabetes seed grant awards were announced in January, 2008, and most projects began in
April, 2008. The official project period was completed in April, 2009, although many coalitions
continued their program activities after completion of grant funding. In fact, sustainability of the
projects was one of the selection criteria. During the grant implementation period seed grant
coalitions were eligible for direct technical assistance relating to implementation of two specific
diabetes quality improvement programs, HealthMapRx and Bridges to Excellence Program.
Regardless of the type of activity they implemented, coalitions were also invited to participate
on a series of technical assistance teleconferences addressing issues of general interest such as
employer engagement, evaluation approaches, and community resources.
This report summarizes the self-reported results of the 14 projects funded under the NBCH
Diabetes Seed Grant Program. Technical assistance and evaluation of the program results were
provided by NBCH, Discern Consulting, and the Jefferson School of Population Health at Thomas
Jefferson University.
Figure 1
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Grantees reflected geographic diversity as well as urban and rural areas. The geographic
dispersion of participating coalitions is shown in Figure 1. The location of each coalition is
marked by its logo and a footnote that corresponds to the subsequent table. Table 1 presents
the name of each coalition and its corresponding diabetes project model and specific project
title. Most coalitions chose to participate in a national program (e.g., HealthMapRx, Bridges to
Excellence®) or model their projects around the principles of a national program.
Table 1 Coalition Project Type and Name
Summary*

Coalition Name

Project Model**

1

FrontPath Health Coalition

HealthMapRxTM Lookalike

Specific Project Title
Diabetes Medication Therapy
Management

2

HealthMapRxTM

Taking Control of Your Health

3

Midwest Business Group on Health
South Carolina Business Coalition on
Health

HealthMapRxTM

THRIVE (HealthMapRx)

4

Tri-State Health Care Coalition

HealthMapRx

Controlling Your Health For Life

5

Virginia Business Coalition on Health

HealthMapRxTM

HealthMapRx

6

Western North Carolina Health Coalition

HealthMapRxTM

7

Colorado Business Group on Health

Bridges to Excellence®

Asheville Model Spruce Pine
Bridges to Excellence Expansion
Project

8

Employers Health Coalition

Bridges to Excellence®

9

Maine Health Management Coalition

10

MidAtlantic Business Group on Health

Bridges to Excellence®
Bridges to Excellence®
clinical guidelines

11

Nevada Health Care Coalition

Worksite Wellness Program

Jump Start a Health Life with Diabetes

12

St. Louis Area Business Health Coalition

Worksite Wellness Program

Diabetes@Work

13

Healthcare21

Chronic Care Network

14

Health Action Council

Chronic Care Network
Consumer Health
Information Website

TM

Bridges to Excellence & DPRP
Bridges to Excellence Transition
Initiative
Bridges to Excellence Materials

www.BetterClevelandHealth.org

* this indicates the number of the coalition specific summary attached to this report
**Some coalitions used a customized model similar to Bridges to Excellence® program or HealthMapRx program to meet
the coalition’s goals for the project. Several coalitions used grant funds to address a specific element of a program, for
example to develop an evaluation protocol for BTE.

II. Summary and Results
The purpose of the National Business Coalition on Health (NBCH) Diabetes Seed Grants initiative
was to support programs to improve the quality of diabetes care and prevention at the
community and employer level. In 2007, twenty-one business coalitions from across the United
States applied for Diabetes Seed Grant funding to support the launch or expansion of diabetes
care improvement programs. Fourteen coalitions were funded and the projects commenced in
January, 2008.
HealthMapRx™ and Bridges to Excellence® (BTE) Diabetes Care Link are two nationally
recognized efforts created to advance value-based purchasing ideas at the community level
[See Figure 2]. Most coalitions chose to draft goals and objectives for diabetes care very closely
aligned to the methodologies of these two national programs. Other coalitions proposed more
distinct diabetes projects specific to their local environment. The breakdown of model selection
was as follows: 6 coalitions selected HealthMapRx or a program modeled on HealthMapRx, 4
selected an aspect of BTE, 2 coalitions elected to launch or expand worksite diabetes programs,
1 coalition focused on constructing a chronic care network, and the remaining coalition chose
to build a consumer health information website focused on reporting of quality of care metrics in
diabetes. For those coalitions working on HealthMapRx or BTE related programs, several worked
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on specific program components such as pharmacist / physician recruitment, standardized
diabetes care management materials, or program evaluation.
Diabetes Seed Grant funding was used to support coalition efforts to build or expand these
programs. The manner in which the funding would be used was specified in the original grant
proposals. There was wide variation in coalition size (i.e., number of employer members, number
of covered lives, resources available), structure (e.g., employer only or mixed model), function
(e.g. group purchasing, health education, data sharing), and history (i.e. length of time since
establishment and prior experience with value-based purchasing programs and strategies). It
was the differences in these areas that allowed for variation in how the funding was used and, in
some cases, determined the degree of program success.
Each coalition identified specific objectives for seed grant activities. Coalitions that used the
funding to launch a program often set objectives for marketing, education, recruitment, and
enrollment. Those coalitions with programs in place were more likely to have objectives focused
on measuring the impact of the program on employee clinical outcomes. All coalitions were
required to have an evaluation plan and were provided technical assistance. Additionally,
coalitions were encouraged to document all barriers experienced in carrying out their project.
Given the diversity of diabetes improvement projects implemented by coalitions, no single
process or outcome measure can be used to accurately evaluate the effort and impact of all
14 coalitions on diabetes care. Each coalition had a “story” to tell and while there were
commonalities, no two stories were the same. There was both consistency and variation
amongst the coalitions in terms of project design changes, accomplishments made, and barriers
identified. Some coalitions changed their entire project design and others revised project
objectives. There were coalitions that demonstrated significant improvements on diabetes
clinical metrics and the overall quality of diabetes care delivered. Some barriers to progress
were the same across all project models while some were confined only to coalitions pursuing
the same type of project. The details of each coalition’s barriers and successes were prepared
internally by each coalition and are summarized in this report.
Figure 2 National Diabetes Program Models Used by Coalitions
Bridges to Excellence Diabetes Care Link—Bridges to Excellence (BTE) programs provide incentives that reward physicians
and practices for adopting better systems of care that result in physician practice reengineering, the adoption of health
information technology and delivering good outcomes to patients. The BTE Diabetes Care Link (DCL) program improves
the quality of care for patients with diabetes. Physicians who demonstrate they are top performers in diabetes care can
earn up to $200 for each diabetic patient covered by a participating health plan and/or employer. Participants fund
these incentives from the savings they achieve through lower health care costs and increased individual productivity that
results from delivery of higher quality diabetes care. To attain rewards available through the BTE DCL reward program,
eligible physicians and physician practices voluntarily submit medical record data demonstrating that they provide high
levels of diabetes care. Coalitions help to implement BTE by serving as intermediaries between health plans, employers,
and physicians. Many coalitions help plans with recruiting physicians as recognized DCL providers and by encouraging
employers to approve incentive payments. For more information on BTE see: www.bridgestoexcellence.org
HealthMapRx—HealthMapRx is a consumer incentive program that focuses on the idea of patient self-management
education and techniques to help patients with chronic conditions improve health outcomes. The program matches
patients to community pharmacist “coaches” who provide hands-on education, monitoring, and evaluation of health
improvements. The program is generally initiated by employers who agree to promote the program and offer benefit
incentives. The health plan is responsible for providing medical claims data for analysis on a yearly basis during this
program (the employer will need to request this data from its health plan). HealthMapRx is a collaboration of the
American Pharmacists Association (APhA) Foundation and Mirixa Corporation. Coalitions have helped to implement
HealthMapRx at the community level by recruiting employers to participate, helping to arrange for pharmacist networks,
and assisting with evaluation and data management at the local level. For information see:
http://www.healthmaprx.com/home
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Results
In spite of diversity of the diabetes quality improvement programs implemented by the Seed
grant coalitions, there were some common themes in the coalition’s experiences. During the 15month project period coalitions increased diabetes education and program marketing, laid
infrastructure, built partnerships, addressed barriers, and worked to increase focus on diabetes
care at the community level.
The scope of activities performed by each coalition was strongly predicted by the project status
at the time funding was received (see Table 1). Those coalitions with an existing program used
the funding to expand the reach of the program, increase stakeholder participation, and enroll
more employees and dependents. The coalitions that launched a new program also used the
funding to promote the program to stakeholders. These coalitions also had to focus more
resources on establishing relationships with provider groups and coordinating activities with other
quality improvement organizations.

Table 1:
Coalition

Program in Place
Before Seed Grant

Funding Used to
Launch Program

Project Changed
from Original
Proposal

Colorado Business Group on Health

X

-

-

Employers Health Coalition (Arkansas)

X

-

-

FrontPath Health Coalition

X

-

-

Health Action Council Ohio

-

X

-

HealthCare21

-

X

X

Maine Health Management Coalition

-

X

-

MidAtlantic Business Group on Health

X

-

-

Midwest Business Group on Health

X

-

X

Nevada Health Care Coalition

-

X

South Carolina Business Coalition

-

X

-

St. Louis Area Business Health Coalition

X

-

-

Tri-State Health Care Coalition

X

-

-

Virginia Business Coalition on Health

-

X

-

WNC Health Coalition

X

-

X

Total

8 (57%)

6 (43%)

3 (21%)

Education and Marketing
All coalitions used funding to increase diabetes awareness and to market engagement in their
respective diabetes projects. Presentations to employers, providers and payers regarding the
value of the diabetes were common across all coalitions. These marketing efforts were most
resource-intensive for those programs that were launching their diabetes program. A diverse
array of strategies were used to promote the programs, including: informational lunches and
dinners for provider groups, presentations at professional meetings, development of employer
learning networks, and targeted mailing of promotional materials. A common marketing
approach for coalitions was to utilize data from participating employers and providers to
encourage non-participating employers and providers to enroll. Informing providers about
financial rewards they would have received had they participated the year before was an
effective leveraging tool for coalitions. Likewise, having a participating coalition employer
present real data on return on investment to fellow coalition members proved to be a common
technique utilized by coalitions.
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Enrollment
The latest enrollment numbers for coalitions are shown in Table 2. Coalitions were most effective
at increasing provider participation (pharmacists for HealthMapRx and physicians for BTE).
Coalitions often evaluated their efforts to recruit providers, measuring the number of providers
that eventually participated against the number of providers petitioned. However, employer
participation was more challenging. The mean average number of participating employers in
the HealthMapRx program was 2.8 (range, 1 to 8). The mean number of participating employers
in the BTE programs was calculated to be 14.7 (range, 7 to 22). This is not to say that the BTE
coalitions were more successful at recruiting employers. In fact, the BTE coalitions were most
focused on increasing physician participation. The difference in number of participating
employers between project models is more likely due to how the BTE program is structured and
the manner in which the BTE coalition’s considered an employer as “participating”. Some
coalitions actually lost employers from previous years, largely due to the economic downturn in
2008. For those coalitions capable of reporting employee enrollment (n=8), the mean average
number of participants per coalition was 95.8 ± 68 (range, 11 to 185). HealthMapRx coalitions
averaged 103.8 ± 68.7 (range, 12 to 185); coalitions doing worksite wellness programs (n=2)
averaged 71.5 ± 85.6 (range, 11 to 132). The BTE coalitions were only capable of reporting the
number of covered lives with diabetes in their population.
Table 2: Types of Participants

# Employers
Participated*

# Providers
Participated*

Colorado Business Group on Health

7

170

N/A

Employers Health Coalition (Arkansas)

22

5

N/A

Coalition

# Employees /
Participants*

FrontPath Health Coalition

2

6

97

Health Action Council

N/A

N/A

N/A

HealthCare21

4

4

Enrolling

Maine Health Management Coalition

15

209

N/A

MidAtlantic Business Group on Health

N/A

N/A

N/A

Midwest Business Group on Health

3

200

179

Nevada Health Care Coalition

1

2

11

South Carolina Business Coalition

1

10

50

St. Louis Area Business Health Coalition

13

41

132

Tri-State Health Care Coalition

8

72

185

Virginia Business Coalition on Health

2

10

100

WNC Health Coalition

1

2

12

Total

79

731

766

* some projects did not intend to recruit patients, provider or purchasers
Clinical, Economic and Patient Reported Impact
The impact of coalition diabetes programs on patient-level clinical outcomes was reported by 7
of 14 coalitions [Table 3]. None of the 4 BTE coalitions reported data on the clinical impact of
their programs [either because it was not an objective or because of data collection issues
(discussed in Barriers)]. All coalitions implementing worksite wellness programs and 5 of 6
coalitions with HealthMapRx programs were able to report patient-level data. Two-thirds (4 of 6)
of HealthMapRx coalitions received data reports from the American Pharmacists Association
(APhA).
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Of the 4 HealthMapRx programs receiving reports from APhA, all found that average participant
A1C levels decreased from baseline to the last visit. Likewise, all coalitions demonstrated
increases in the percentage of diabetes patients receiving a foot exam and 3 out of 4 coalitions
experienced an increase in eye exams. One coalition found that the average number of
emergency room visits dropped from 1.9 visits in the year prior to the program to 1.3 visits in the
year of the program. A similar trend was seen in hospitalizations (1.6 to 1.3, respectively).
Increases in diabetes knowledge, patient activation, and patient satisfaction were also
reported. More detail on clinical, economic, and humanistic data findings can be found in
each coalition’s summary sheet within this report.
Table 3: Types of Data Reported
Coalition

Program

Colorado Business Group on Health

BTE

Employers Health Coalition (Arkansas)

BTE

Maine Health Management Coalition

BTE

MidAtlantic Business Group on Health

BTE-guideline

Health Action Council

Other

HealthCare21

Other

Nevada Health Care Coalition

Worksite

St. Louis Area Business Health Coalition

Worksite

FrontPath Health Coalition

HMRx-like

Midwest Business Group on Health

HMRx

Tri-State Health Care Coalition

HMRx

Virginia Business Coalition on Health

HMRx

South Carolina Business Coalition

HMRx

WNC Health Coalition

HMRx

Clinical Data
Reported

Economic
Data
Reported

Patient
Reported
Data

X
X
X
X
X
X
X

X
X
X
-

X
X
X
-

Barriers
As mentioned above, some barriers to progress were the same across all project models while
some were confined only to coalitions pursuing the same type of project. Barriers were defined
as challenges or difficulties that delayed or prevented coalitions from achieving their objectives.
General barriers common to all coalitions are listed below and further details can be found in
each coalition’s summary sheet within this report.
1. Data Acquisition: By far the most common barrier to coalition projects was acquiring
patient-level clinical and/or economic data. Coalitions noted difficulty obtaining claims
data from employers and their vendors. Data, when available, were often not
formatted correctly or were incomplete. Former employer vendors refused to provide
data without compensation.
2. Coordination of HealthMapRx Program Requirements with Vendors: Several coalitions
reported communication failures with partners. In most cases the coalition was
expecting data sooner than it could be provided, which forced many coalitions to alter
their grant timelines. However, coalitions often did not fully understand the details of the
HealthMapRx system for data collection, analysis, and reporting. HealthMapRx program
specifications suggest that a target number of patients be enrolled for a specified
period of time before progress reports are generated.
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3. Flexibility of HealthMapRx Program: Many coalitions would have preferred to alter the
program requirements of the national HealthMapRx program. This was not possible
under HealthMapRx protocols. Coalitions noted that the program did not allow for any
variations in design. Many employer members already staffed health care professionals
who provided on-site clinical services. They preferred to use their existing staff to provide
the face-to-face coaching instead of paying additional fees to community pharmacists.
4. The Economy: The economic downturn in 2007-2008 had a direct impact on the
Diabetes Seed Grant projects. Many coalitions were experiencing membership declines
and staff turnover due to the economy during the grant period. The economic recession
forced coalition leadership to be more aggressive and innovative in their strategies to
enroll stakeholders. Coalitions noted that employers were forced to prioritize spending
and in many cases the up-front investment required for the projects (copayments
and/or payment to providers) was not a priority. Layoffs within coalition employers
decreased the number of diabetic employee participants eligible for the programs and
decreased employee interest in health management. Despite the economic downturn,
no coalition abandoned their project.
5. Employer Engagement: Many coalitions found that employer interest did not necessarily
translate into employer enrollment in the diabetes program. Most coalitions reported
high levels of interest among employers regarding their diabetes projects. Coalitions
succeeded at attracting employers to educational forums and learning networks, but
often were not able to convert interest into obtain full participation.
6. Practitioner Engagement: Two coalitions identified recruitment and training of
pharmacists to participate in the HealthMapRx program as a barrier, and coalitions also
reported physician engagement in BTE as challenging. Practitioners are often burdened
by their day to day obligations and may not have the capacity to take on new
initiatives, regardless of the rewards that may ultimately be achieved. Finding space for
pharmacists to conduct the interviews with patients was also a challenge. Another
coalition had significant communication breakdowns with the state-level pharmacist
association which seriously delayed project progress.
7. Physician-level data collection: Data extraction required for BTE programs can be
burdensome to physicians. Coalitions worked to provide as much support as possible to
ease the burden. In one case the implementation of electronic medical records in
participating physician offices was delayed, which consequently delayed data
extraction in those practices. Aligning the reporting requirements of regional plans and
quality improvement organizations was an effective way of easing the burden to
physicians.
8. Privacy: Resolving HIPAA concerns was a priority for coalitions. Coalitions had to be
actively involved in the education of members about HIPAA. One coalition offered
HIPAA education sessions for employers and included HIPAA guidelines in provider and
employer contracts which resolved the issue.
Conclusion
The 14 local coalitions involved in the NBCH Diabetes Seed Grant program vigorously pursued
activities to promote quality of care for diabetes at the community level. The projects ranged
from development of a consumer-friendly diabetes resource and education website, to
participation in formalized programs to recruit and reward physicians for high quality diabetes
care. Each coalition experienced some successes, but many also experienced barriers to
program implementation. Success was measured by employers engaged in the initiatives,
physicians participating, and patients seen. Several of the coalitions also measured diabetes
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clinical indicators such as hemoglobin A1c rates, diabetic exams, and patient reported
adherence to medications. Barriers to success were often related to time and funding resource
limitations. For example, employer, physician and patient recruitment was slower and more
challenging than anticipated. Economic conditions forced many coalitions and their
stakeholders to reprioritize, which limited some engagement. Other challenges reported by the
coalitions include difficulty accessing data and concerns about privacy of patients. In spite of
challenges, the coalitions were pleased to be able to highlight diabetes as an important cost
and quality concern for employers, and pleased that they could use the NBCH Diabetes Seed
Grants to work towards community-level improvement in quality of care for individuals.
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III. Individual Project Summary Reports
Grantee: FrontPath Health Coalition
Project Title: Diabetes Medication Therapy Management
Brief Description:
The FrontPath Health Coalition is Northwest Ohio’s largest health care purchasing coalition, with
101 plan sponsors and over 135,000 covered lives. FrontPath used Diabetes Seed Grant funding
to support implementation and evaluation of a pharmacist-conducted Medication Therapy
Management (MTM) program for employees and dependents of the City of Toledo and Toledo
Firefighters. In addition to educating patients about their disease, this program aimed to
improve outcomes for diabetic employees and dependents on clinical outcomes (e.g.,
hemoglobin A1c levels, blood pressure) and humanistic outcomes (e.g., satisfaction with care,
quality of life). Additionally, FrontPath sought to increase utilization of certain health care
services while reducing emergency room visits and hospitalizations. The MTM program consisted
of 5 counseling sessions with a trained pharmacist over a one-year time period.
A total of 97 employees or dependents enrolled in the program. As if April 2009, 72 participants
completed their second session (3 months) and 51 patients completed their third session (6
months). The MTM program was successful at decreasing participant hemoglobin A1C levels
and blood pressure readings (See Table 1). The average A1C level after 6 months was 7.59%,
compared to 7.77% at baseline. Additionally, 26% of participants experienced an absolute
decrease in A1c levels by more than 1%. Subgroup analyses on patients with high baseline A1c
and blood pressure recordings found significant clinical improvement at 6 months. Furthermore,
the average number of sick days (over a 3 month period) decreased from 1.2 at baseline to 0.3
at 6 months. Significant improvement in patient knowledge about their disease was observed
for all disease states assessed (diabetes, hypertension, and hyperlipidemia).
In terms of health care utilization, the percentage of patients who saw a podiatrist in the
previous 6 months increased from 32% at baseline to 57% at 6 months, an improvement in
appropriate health care utilization. Conversely, the average number of emergency room visits
dropped from 1.9 visits in the year prior to the program (Jan-Dec 2007) to 1.3 visits in the year of
the program (Jan-Dec 2008). The number of hospitalizations fell from 1.6 to 1.3.
Table 1: Clinical Measure Outcomes
Clinical Metric
Overall A1c
A1c for Subjects with Baseline
A1c > 7
Systolic BP (SBP)
SBP for Subjects with Baseline
> 140*
Diastolic BP (DBP)
DBP for Subjects with Baseline
DBP > 90**
Body Mass Index

N
45

Baseline Visit
(Mean ± S.D.)
7.77 ± 1.75

3 Months Visit
(Mean ± 1.5)
7.42 ± 1.54

6 Months Visit
(Mean ± S.D.)
7.59 ± 1.80

P Value
0.183

27
45

8.74 ± 1.62
135.53 ± 20.31

8.02 ± 1.68
129.98 ± 17.59

8.27 ± 1.99
132.02 ± 15.96

0.009
0.474

17
45

155.76 ± 15.62
84.09 ± 11.89

143.18 ± 19.25
78.89 ± 10.40

136.06 ± 17.71
82.09 ± 9.29

0.014
0.001

12
44

99.42 ± 8.75
35.98 ± 7.84

86.42 ± 8.80
35.79 ± 8.87

84.92 ± 9.36
36.05 ± 7.74

0.002
0.359
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*Row presents average systolic blood pressure (SBP) for those participants with a baseline SBP greater than or equal to
140. **Row presents average diastolic blood pressure (DBP) for those participants with a baseline DBP greater than or
equal to 90.

Barriers:
The most significant barrier for FrontPath was initial enrollment. Specifically, FrontPath found that
employees were very concerned with privacy surrounding their diabetes. Attendance at
worksite enrollment sessions was very low, mainly due to employees’ concerns that other
employees would see them enter a program meeting. FrontPath responded by communicating
to employees the confidentiality of the program and addressing individual concerns through
email.
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Grantee: Midwest Business Group on Health
Project Title: Taking Control of Your Health (HealthMapRx)
Brief Description:
The Midwest Business Group on Health (MBGH) is a coalition of 69 public and private employers
representing over 2 million covered lives. The MBGH used Diabetes Seed Grant funding to
expand their HealthMapRx program, Taking Control of Your Health (TCYH), by increasing the
number of participating employers, pharmacists, and employees. Funding was also used to
support an evaluation of the program’s impact on patient clinical outcomes.
The MBGH hosted employer-only luncheons and convened meetings with 20 employers in 2008
to increase awareness and market the program’s value. The MBGH Learning Network served as
a platform to demonstrate participating employer successes to non-participating members.
From early 2008 to March of 2009 the MBGH had 5 employers participate in the TCYH program. A
total of 179 employees with diabetes enrolled in the program. In their initial goal-setting the
MBGH aimed to train an additional 50 new pharmacists for the TCYH program. Since that time,
100 new pharmacists have been diabetes certified bringing the total number of participating
pharmacists in the program to 200.
The MBGH was able to report on clinical, satisfaction, and economic outcomes data on
employees during the one year period ending June 30, 2008. Participant behavior change is
reflected in the lower A1c values, lower blood pressure, lower cholesterol, and weight loss. The
average hemoglobin A1c value dropped from a mean average 7.52 at baseline to 6.95 during
Quarter 4, as shown in Table 1. The percentage of participants with an A1c value of 6.5 or less
grew from 33% at baseline to 48% at one-year. The percentage of patients with a current foot
and eye came increased by 144% and 23%, respectively (Figure 1). Participant satisfaction with
overall diabetes care improved and satisfaction with pharmacist care was very high.
Economics data indicated a year 1 return on investment when compared to actual, with an
average saving per participant in the evaluation group (n=86) of $1,467.
Table 1:

Hemoglobin A1c Metric
Average A1c Value
6.5 or Less
6.6 to 6.9
7.0 to 9.0
9.1 or greater

Baseline
(n=24)
7.52
33%
21%
33%
13%

Quarter 1
(n=46)
7.23
46%
13%
30%
11%

Quarter 2
(n=37)
6.98
35%
22%
38%
5%

Quarter 3
(n=40)
6.85
43%
13%
45%
-

Quarter 4
(n=42)
6.953
48%
7%
36%
10%
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Figure 1:

Eye and Foot Exams
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Barriers:
The MBGH faced numerous barriers in trying to expand an existing HealthMapRx program:


Many employers were not able to obtain buy-in from senior management. Employer
contacts suggest that while senior management are impressed with the long-term
economic data, they can not justify the front-end investment for the increase in
pharmacy costs and payment to pharmacists, especially in the current economy.



Lack of trained pharmacists and private coaching space in specific regions.



Difficulty obtaining claims data from employers and/or their vendors. Data, when
available, were often not formatted correctly or were incomplete. Incomplete data
required constant trouble-shooting with the American Pharmacists Association (APhA).
There was miscommunication between APhA and MBGH regarding the timeline for data
reporting. Former employer vendors refused to provide data without compensation.



Current state law required copayments for infertility and birth control be waived if
copayments for diabetes were waived for HMO employees. Consequently, employers
only offered the program to non-HMO employees, cutting the reach of the program
among participating employers.



Internal communication about the program by some employers to their members was
lacking. Employer agreement to participate is not enough to ensure employee
enrollment.



Low participation caused several employers to back away from the program.
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Grantee: South Carolina Business Coalition on Health
Project Title: THRIVE (HealthMapRx)
Brief Description:
The South Carolina Business Coalition on Health (SCBCH) is an employer-driven community
organization with 22 employer members and 100,000 covered lives. The SCBCH used Diabetes
Seed Grant funding to enroll employers in their HealthMapRx program (THRIVE) or integrate the
HealthMapRx program principles (e.g. employee interactions with pharmacists, innovative
pharmacy benefit designs) into existing employer programs. A supplemental goal was to create
an infrastructure through which SCBCH employers could share information regarding their efforts
to curb the clinical and economic burdens that diabetes has on their employees.
The SCBCH had one major employer, Greenville County, enroll in the THRIVE program.
Greenville County, with 2,200 employees, had 60 employees with diabetes enroll in the program.
After 6 months, an analysis was performed of clinical data for 38 patients who received
pharmacist care for at least 3 months. The analysis found that patients at highest risk of
developing complications for their disease (A1C>9) decreased from 11% at baseline to 5% over
an average of 5 months in the THRIVE program. Additionally, the average A1C level came
down from 7.4% at baseline to 7.2% at the latest visit. Employees experienced a slight reduction
in BMI and an increase in foot exams. Summary results for the THRIVE program are shown in
Table 1.
The SCBCH launched an initiative called “The SCBCH Diabetes Roundtable” (“Roundtable”) that
served as a network and survey through which employer members not participating in THRIVE
could demonstrate how they were applying some of the components of HealthMapRx (e.g.
plan design, incentives offered, data collected) through their own customized approaches. The
SCBCH succeeded in having 13 member employers participate in the Roundtable. The
Roundtable found that 62% of the employers used a disease management vendor to manage
their employees and dependents with diabetes. Additionally, 54% used outbound calling based
on Health Risk Assessments (HRAs) to enroll employees into their respective diabetes program.
Over one-third of participating employers offered free medications and supplies for employees
and dependents with diabetes (5 employers offered free generics). The employer diabetes
program “best practices”, identified through the Roundtable, are presented in Table 2.
Table 1: THRIVE Program Results
Clinical Measures:

Exams:

Vaccinations:

A1C

SBP

DBP

LDL

Eye

Foot

Flue

Pneu.*

BMI

Initial

7.4

137

83

98

61%

39%

26%

13%

34.9

Latest

7.2

138

85

96

61%

42%

26%

13%

34.2

*Pneumonia
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Table 2: Diabetes Roundtable Best Practices
Best Practices
1. Open diabetes program to pre-diabetics
2. Face-to-face coaching and reminder letters
3. Review of clinical markers with individual employees
4. Use local healthcare providers in diabetes program
5. Require HRA / Biometrics and coaching to access
incentive
6. Address high risk lifestyle factors (e.g., smoking,
exercise)
7. Integrate wellness program, clinics, and DM vendor
activities
8. Evaluate impact of diabetes program on productivity

Barriers:
The SCBCH identified two major barriers in carrying out their HealthMapRx project. First, there
were many issues regarding the American Pharmacists Association’s (APhA) contracting policies
with employers. Awaiting resolution of such issues caused SCBCH to delay launching the project
for several months. The second barrier centered on the flexibility of the HealthMapRx design and
approach. The SCBCH noted that the HealthMapRx program does not allow for any variations in
the program design and delivery. They discovered that many coalition members already
staffed individuals who provided onsite clinical services. In these situations, the employer
wanted to use their existing staff to provide the face-to-face coaching instead of paying
additional fees to community pharmacists. In the end, coalition employers decided to take
some of the components from HealthMapRx and integrate them with their current model.
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Grantee: Tri-State Health Care Coalition
Project Title: Controlling Your Health for Life –
Patient Self-Management Program for Diabetes
Brief Description:
The Tri-State Health Care Coalition (TSHCC) is a mixed-model coalition (includes employers,
payers, and providers) in Quincy, Illinois representing 50 employers and over 30,000 covered
lives. The TSHCC used Diabetes Seed Grant funding to evaluate the impact of a patient selfmanagement program (HealthMapRx pharmacist coaching sessions) on participant health
outcomes, satisfaction, and perceived usefulness of diabetes management tools. The TSHCC
also used funding to compare clinical measurements before and after the program intervention
and compare the per member per year (PMPY) costs of participants versus non-participants.
The TSHCC enrolled 8 employers, 12 pharmacists, and 185 people into the Patient SelfManagement Program (“program”). The Patient Activation Measure TM (PAM), a self-assessment
tool, was used to assess knowledge, skills, and confidence regarding participant ability to
manage their own health and health care. The PAM segments consumers into 1 of 4
progressively higher activation levels: Starting to take a role, Building knowledge and
confidence, Taking Action, and Maintaining Behavior. Based on national PAM data, typically
22.3% of survey participants are at Level 4 (Maintaining Behavior). There were 150 participants
invited to participate in the PAM survey with 50.7% completing it. The TSHCC found that after
participating in the program, 65% of their survey population scored at Level 4 Activation
(Maintaining Behavior), the highest activation level (see Table 1). The Patent Self-Management
Credential SM (“Credential”) was used to measure knowledge, skills, and performance
improvement of participants before and after the program intervention. The results are
presented in Table 2. There was an initial population assessment (108 participants) and a followup assessment 8 months later (171 participants). The percentage of participants attaining
Advanced Level scores increased across all three assessments, with Knowledge and Skill scores
each showing a relative increase of 20% in Advanced Level participants.
Improvement was seen in participant A1c levels and LDL cholesterol levels (see Table 3). The
greatest improvements were seen in percentage of patients with foot exams and flu
vaccinations, 43% and 42% respectively. The medical claims for individuals with diabetes were
compared over a 12-month period. Program participants PMPY claims averaged $1,940 less
than individuals not participating in the program.
Table 1:
Self-Management Credential

SM

Knowledge

Skills

Performance

Initial

Latest

Initial

Latest

Initial

Level 1 - Beginner

1%

1%

4%

3%

20%

Latest
17%

Level 2 - Proficient

40%

27%

41%

30%

50%

48%

Level 3 - Advanced

59%

72%

55%

67%

30%

35%
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Table 2:

TM

Patient Activation Measure

Level

PAM
Average

TSHCC

Stage 1 - Starting to Take a Role

12%

4%

Stage 2 - Building Knowledge

29%

6%

Stage 3 - Taking Action

37%

25%

Stage 4 - Maintaining Behavior

22%

65%

Clinical Measurement

Initial

Latest

A1C 7 or Less (Goal)

49%

52%

3%

LDL 70 or Less (Goal)

23%

29%

6%

Eye Exams

72%

87%

15%
43%

Table 3:
Change

Foot Exams

45%

88%

Flu Vaccinations

40%

82%

42%

Pneumonia Vaccination

20%

47%

27%

Barriers:
The TSHCC found that physician engagement and accountability was a challenge, but not a
significant barrier. Some physicians embraced the program, while others simply did not. The
TSHCC will continue to work closely with physicians who understand the value of the program
and how the program positively impacts their patients’ outcomes.
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Grantee: Virginia Business Coalition on Health
Project Title: HealthMapRx
Brief Description:
The Virginia Business Coalition on Health (VBCH) is a mixed-model coalition composed of 60
purchasers representing more than 250,000 employees and their dependents. The VBCH used
Diabetes Seed Grant funding to implement the HealthMapRx program through its member
employers and promote diabetes awareness and education. The VBCH sought to approach
the HealthMapRx implementation as a controlled experiment in which employers would serve in
an intervention group or as a control.
The study design chosen was a multiple cohort design where two large employers would serve
as the intervention cohort and a third employer would serve as the control cohort. VBCH
successfully enrolled two employers (Chesapeake Regional Medical Center and Chesapeake
Public Schools) to participate in the HealthMapRx program, thus serving as the intervention
cohort. A third employer (City of Chesapeake) agreed to serve as the control cohort.
Employers in the intervention group have enrolled at the three-month timepoint, a combined
100 employees with diabetes into the HealthMapRx program. Three in-house pharmacists of
Chesapeake Regional Medical Center and seven retail pharmacists have enrolled in the Virginia
P3 Pharmacist Network. The VBCH held a Chesapeake HealthMapRx orientation dinner at which
regional employers, pharmacists, and physicians were informed and educated about
HealthMapRx in addition to other diabetes programs.
The VBCH was successful at increasing the visibility of diabetes amongst Virginia employers. Two
high-circulation publications, Virginia Business and Health Leaders IntraStudy, featured stories
covering the launch of HealthMapRx by VBCH employers. The VBCH works closely with the
American Diabetes Association to bring diabetes education and awareness to coalition
members.
Summary Table:
Characteristic
# of Employer Members of the Coalition
# of Employers Involved in Project to Date
(Contractually or by formal means)
# of Employees in Employer Population
# of Patients with Diabetes in the Employer
Population
# of Patients with Diabetes Enrolled /
Exposed to Your Program to Date
# of Pharmacists Enrolled / Participating in
Your Program to Date

Number
60
2
8,926
535
100
10
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Barriers:
The VBCH experienced first hand the difficulties of working through a third party to organize a
pharmacist network, and because of the lack of pharmacist participation and training,
enrollment of patients in the HealthMapRx program was delayed by 3 months. Though the lack
of a pharmacist network threatened initial employer participation, the forging of an
experienced pharmacist network led to the rapid development of the Virginia P3 Pharmacist
Network, training of the pharmacists, and subsequent enrollment of employee participants.
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Grantee: Western North Carolina Health Coalition
Project Title: Asheville Model - Spruce Pine
Brief Description:
The Western North Carolina Health Coalition (WNC) is an employer coalition representing 60
employers across 16 Western North Carolina counties. The WNC used Diabetes Seed Grant
funding to demonstrate the effectiveness of a modified Asheville Model (HealthMapRx) program
for small employers and self-employed individuals, both insured and uninsured, in a small rural
community (Spruce Pine, NC). The specific objectives included: 1) identify and engage small
employers and individuals, 2) asses capacity and readiness of potential community care
managers, 3) determine feasibility of accessing clinical and financial data, and 4) enroll project
participants and produce quarterly reports of clinical and financial outcomes.
The WNC program was a modified HealthMapRx program where participating employees
received comprehensive diabetes education, baseline and periodic testing,
coaching/assessment sessions with a care manager (a nurse or diabetes educator), and
assistance with the cost of medications and supplies. The WNC partnered with a local health
center to utilize their personnel as the project’s care managers. The care managers educated
and counseled participants, monitored medication compliance, helped participants set and
attain goals, and communicated with the participant’s physician.
The WNC identified and engaged 4 businesses (3 self-employed individuals and one employer).
A total of 16 individuals with diabetes enrolled in the program. As of March of 2009, 12
participants had enough clinical data collected to make comparisons with baseline data.
Clinical metrics available were weight, blood pressure, triglycerides, total cholesterol, and
hemoglobin A1c levels. The results are presented in Table 1. Of all 12 participants, 42% showed
improvement in weight control. Of the 7 patients where data on A1c levels were available, 43%
showed improvement. Of the 10 employees that had blood pressure recordings at baseline and
at 6 months, 100% showed improvement.
HealthMapRx and related diabetes programs have been shown effective in larger, self-insured
employers. The WNC sought to determine if the same success could be achieved with small
employers or self-insured individuals. The early efforts of the WNC at recruiting these types of
employers were unsuccessful. In the end, it took the interest voiced by 1 small employer in a
small North Carolina community to move the project forward. The WNC concluded that the
initial success demonstrated through this project in Spruce Pine may be attributable to the
unmet health needs of small, rural communities that don’t receive the same level of attention as
the larger markets and employers.
Table 1:
Diabetes Risk Factor
Weight
Blood Pressure
Hemoglobin A1C
Triglycerides
Total Cholesterol

Number Improving
5 of 12 participants
10 of 10 participants
3 of 7 participants
3 of 3 participants
3 of 3 participants

Percent
42%
100%
43%
100%
100%
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Barriers:
The original project envisioned by WNC focused on small employers and self-insured individuals
in Asheville, North Carolina. The WNC was unsuccessful at engaging small Asheville employers in
a program that had been successful with their neighboring large, self-insured employers.
However, after interest was shown by a small employer in the rural town of Spruce Pine, the WNC
was able to work with the employer and local health care providers to build a functional
diabetes program, as described above. However, challenges remained with regard to
participants keeping appointments with care managers and in obtaining all of the clinical data
required for comparative analysis and reporting. The WNC is working with the care managers to
address both of these needs.
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Grantee: Colorado Business Group on Health
Project Title: Colorado Bridges to Excellence Expansion Project
Brief Description:
The Colorado Business Group on Health (CBGH) is an employer-driven coalition with 41 full or
affiliate member employers. CBGH used Diabetes Seed Grant funding to expand their existing
Bridges to Excellence (BTE) program. Expansion required increased marketing of the program to
stakeholders, obtaining buy-in from employers and health plans, and finally, enrollment of more
physicians and physician groups into the BTE program.
The CBGH launched a multi-pronged education and marketing effort to induce stakeholder
participation in the BTE program. The strategy included: 1) regional events, 2) individual
physician meetings, and 3) tailored messaging to non-participating physicians. Seven regions
were targeted: Colorado Springs, Denver, Boulder, Fort Collins, and three rural Colorado
locations. In each location, the CBGH either hosted a lunch or dinner for local physicians or
presented at an organizational meeting (e.g., Colorado Medical Society Physician Congress,
Boulder Valley IPA Annual Meeting). The goal of these events was to reach as many physicians
as possible. While the events increased awareness, the face-to-face physician meetings were
used to convert that awareness into full BTE participation. The events and meetings were
complemented by the third marketing mechanism: tailored messaging. The CBGH used data
from their internal patient lists, obtained from employers and health plans, to identify every
physician in Colorado who would have received an award had they been recognized by the
National Committee for Quality Assurance (NCQA) in the first quarter of 2008. The CBGH found
that more than 250 physicians in Colorado would have received awards had they been NCQA
recognized. Of those physicians, 32 would have received $1,000 or more. In December, 2008
and January, 2009 letters were sent to physicians in Colorado that explained NCQA recognition,
the Colorado BTE program, as well as the monetary sum the physician would have received had
they obtained NCQA recognition.
The CBGH was successful at increasing the number of NCQA recognized and BTE-participating
physicians from around 58 in January, 2008 to 170 as of March, 2009, a 180% increase (see Figure
1). This increase in physician participation translated into over $45,000 in rewards paid out to
physicians in 2008.
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Figure 1:
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Barriers:
The most significant barrier for CBGH was acquiring de-identified patient data from physicians
and physician groups across the state. The lack of access to this data prevented CBGH from
meeting its data reporting objective. It also prevented an evaluation of the impact of the
program on diabetes outcomes measures. The CBGH was not able to work around existing
contracts that providers had in place regarding the release of clinical data. Though the CBGH
continued to work on acquiring the data in 2009, they are looking for ways to better utilize data
from an alternative data source, the Colorado Clinical Guidelines Collaborative (CCGC).
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Grantee: Employers’ Health Coalition
Project Title: Bridges to Excellence &
NCQA Diabetes Physician Recognition Program
Brief Description:
The Employers’ Health Coalition (EHC) of Arkansas, a purchasing coalition of 22 employers with
23,000 covered lives, arranges and promotes programs and activities designed to benefit
employer and employee provided health care. EHC was one of the original four National
Business Coalition on Health (NBCH) coalitions to launch the Bridges to Excellence (BTE) initiative
in 2006. However, the EHC found that physicians were not participating in the Diabetes Care
Link (DCL) component of BTE primarily due to a DCL prerequisite that physicians first be
recognized by the National Committee for Quality Assurance (NCQA). EHC used Diabetes Seed
Grant funding to provide assistance to physicians throughout the NCQA Diabetes Physician
Recognition Program (DPRP) process and to expand the number of BTE-participating employers.
The specific activities conducted by the EHC included marketing of DCL to employers, on-site
education of physicians and physician practices about DCL, and facilitation of the data
collection and organization process. On the provider front, EHC conducted personal meetings
with 20 area physicians and physician groups through which they outlined DCL requirements
and rewards. EHC conducted on-site presentations to the Forth Smith Chamber of Commerce,
Fort Smith Manufacturers Executive Association, the State of Arkansas Quality Benefit Subcommittee, and the Northwest Arkansas Underwriters Association. The EHC also hosted their first
annual Value Based Healthcare conference at which current employer BTE-participants
presented return on investment data to other local, non-participating employers. Finally, the
EHC worked with the Arkansas Regional Quality Initiative (RQI) to bring consistency across
regional payers regarding quality indicators used to measure physicians. This consistency was a
necessary first step toward gaining physician buy-in.
The EHC had 5 physicians recognized by the NCQA. Furthermore, three major physician group
practices, including one multi-site clinic system and a state-wide academic residency program,
were in the process of chart extraction and/or application for recognition as of March, 2009.
Summary Table:
EHC Characteristic
# of Employer Members of the Coalition
# of Employers Involved in Project to Date
# of Employees in Employer Population
# of Patients with Diabetes in the Employer Population
# of Patients with Diabetes Enrolled / Exposed
# of Physicians Enrolled / Participating in Your Program to Date

Number
22
22
23,000
2,600
2,600
5
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Barriers:
There were three major barriers to further BTE expansion experienced by the EHC. The first was
unexpected market changes. The EHC lost half of their covered lives during 2008 due to layoffs
and two large employer members left the coalition to join their corporate plans. Secondly, the
EHC lost a significant number of primary care physicians (PCPs) serving their members which led
to increased volume of patients directed at remaining PCPs. This increased demand on
physician time made it difficult for the EHC to garner attention from physicians for BTE education
and data collection. Third, and perhaps most challenging, were problems with data collection.
The EHC membership is made up of self-insured employers using 17 different third party
administrators, thus creating an extremely disjointed data pool. This was further complicated by
delays in electronic medical record installation. To resolve the issue, the EHC decided to
increase fee schedules, across all patients, for all DPRP physicians.
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Grantee: Maine Health Management Coalition (MHMC)
Project Title: Bridges to Excellence Transition Initiative
Brief Description:
The Main Health Management Coalition (MHMC) is an employer-led partnership with 20
employer members and 250,000 covered lives. MHMC used Diabetes Seed Grant funding to
transition their pre-existing physician incentive program into a Bridges to Excellence (BTE)
program and to develop an infrastructure for education of providers, employers, and health
plans about the BTE Diabetes Care Link program. Ultimately, MHMC sought to increase the
number of physicians recognized by the National Committee for Quality Insurance (NCQA) and
increase rewards.
The MHMC developed a state-wide BTE learning network composed of quality advisors from
MHMC members and partner organizations to serve as an advisory group for the transition to
BTE. This network created the structure and process necessary to disseminate information and
strategies for obtaining local provider participation and simplify data reporting issues. Individuals
involved with the network became community-based “Field Agents” charged with
implementing strategies discussed by the network within their respective communities. MHMC
appointed an individual to serve as Maine’s local BTE advisor and to act as liaison between the
national BTE program and the state-wide learning network. The network convened face-to-face
meetings and teleconferences to evaluate the needs of provider practices in collecting and
reporting data. Notice of the transition to BTE was reported in the coalition newsletters, in a
regional media publication, and through individual presentations to major Maine provider
organizations (e.g. Maine Primary Care Association, Eastern Maine Healthcare).
Results of the MHMC efforts are shown in Table 1. MHMC petitioned 384 adult provider practices
and 52 pediatric provider practices to participate in the BTE program. Interested practices were
provided individualized coaching and support for reporting to BTE. A total of 12 field agents
were trained by MHMC by March, 2009. Field Agent knowledge scores improved from a score
of 2 at baseline to 4.2 (on a scale of 0-5) in March 2009. The number of physician practices that
were NCQA recognized increased from just 5 at baseline (December, 2007) to 57 in March of
2009. The total dollars awarded to physicians for recognition increased from $500,000 at
baseline to $700,000 in March of 2009, a 40% increase.
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Table 1:

Category

Field Agents
Outreach to
Physician
Practices and
Field Agents
Diabetes
Outcomes

Participation in
Recognition
Programs

Financial
Incentives

Outcome/Process Measure

Baseline-Dec 2007

Sep-08

# field agents recruited and train

0

12

% Change
Baseline
September
2008
NA

Knowledge Self Assessment
Average Assessment Score
# physician practices educated
about transition
# physician practices in receipt of
standardizd training materials
# diabetic patients treated by
practices with diabetes recognition

2

3.5

0

# physician practices participating
in and receiving Maine PTE
recognition
# physician practices NCQA
recognized*
# physician practices in Bridges to
Excellence (BTE)**
Dollars awarded to physicians/
physician practices for
recognition***

$

Mar-09

% Change
2008 to 09

% Change
Baseline to
2009

12

0%

NA

75%

4.2

19%

108%

450

NA

450

0%

NA

6-8 trained field
agents
Average
Overall 4-5
450

0

160

NA

350

119%

NA

350

31,313

37,087

18%

NA*

NA*

NA*

Maintain or
Increase

160

209

31%

NA

NA

NA

Maintain or
Increase

5

42

740%

57

36%

1040%

0

209

NA

213

2%

NA

500,000

0%

700,000

40%

Maintain or
Increase
Maintain or
Increase
> 500,000

500,000

$

$

Outcome Goal

*There is no way of calculating for 2009 since transition to national recognition as BTE and NCQA do not provide this data
to the Coalition. **BTE portal delayed to Summer of 2009. We anticipate that #'s of recognized practices will continue to
increase. ******Addition of Medicaid program. Still no new national payers.

Barriers:
The MHMC found that upgrading an existing physician incentive program to a national
program, such as BTE, was an expensive and time-consuming process for physician practices
and required increased levels of support during the transition period. While the previous,
homegrown program was supported through coalition member dues and provided free to
physicians, the new BTE program required more resources and overall employer and coalition
support. Specifically, the data reporting requirements for BTE were more burdensome to
physician practices than under the previous program. The MHMC addressed this through
aggressive outreach to tangential organizations, those with aligned interests, and willing to
provide resources and support to the physician practices. Additionally, the MHMC developed
and pilot-tested a web-based Diabetes Care Link Portal to monitor and make transparent
physician difficulties so other physicians and potential participants could learn from one another.
The lack of health plans paying out incentives through BTE in the Maine marketplace proved to
be another barrier to physician participation. It was difficult for MHMC to make a business case
for physicians to participate when few plans were willing to reward additional physician efforts,
especially given the added time and resource burden to physician practices mentioned
previously.
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Grantee: MidAtlantic Business Group on Health (MABGH)
State: Maryland, Washington D.C., Northern Virginia
Project Title: Bridges to Excellence Materials
Brief Description:
The MidAtlantic Business Group on Health (MABGH) is a not-for-profit membership organization
for employers and healthcare stakeholders in Maryland, Washington, DC and Northern Virginia.
MABGH member employers represent over 500,000 lives. MABGH used Diabetes Seed Grant
funding to create a package of tools and materials that physicians could incorporate into their
practice to reach the goals of the Bridges to Excellence (BTE) Diabetes Care Link program.
The MABGH developed drafts of four education products: Physician Pocket Card, Patient
Guideline, Wall Poster, and Chart Tracking Tool. The Physician Pocket Card serves as a form of
decision support for physicians, providing a consensus-based algorithm for outpatient treatment
of diabetes (See Figure 1). The Wall Poster and Patient Guideline serve as tools for patients to
visualize and document their progress with diabetes tests and assessments (See Figure 2). The
Chart Tracking Tool will be used by providers to guide them on data collection for BTE. Original
content for these tools were previously developed by the Network to Improve Community
Health, a coalition of physician groups, managed care organizations, public health agencies,
and academic researchers. Subsequently, MABGH convened two focus group meetings of
physicians to develop consensus around the final content for the tools as well as to assure the
most accessible and usable format and packaging for the materials. The recommendations of
the focus groups were then integrated using the expertise of contracted graphic designers.
Thirty-three different organizations, including providers, payers, and purchasers, attended a
session to review the tools and provide comments. The MABGH is now working with the
Maryland Academy of Family Physicians and the American College of Physicians Foundation to
disseminate the tools to physicians.
Figure 1: Draft of Physician Pocket Card

Draft of Patient Guideline:
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Barriers:
The most significant barrier faced by the MABGH in developing the education materials was
achieving consensus amongst stakeholders on content and format. However, the MABGH
anticipates that the assistance and clout of regional medical groups will ensure final consensus
and adoption moving forward.
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Grantee: Nevada Health Care Coalition
Project Title: Jump Start a Health Life with Diabetes
Worksite Wellness Program
Brief Description:
The Nevada Health Care Coalition (NHCC) is a partnership of 19 Nevada employers formed to
provide improved quality and more cost-effective health care to their employees and families.
The NHCC used Diabetes Seed Grant funding to develop a pilot project that brings 12 one-hour
weekly group education sessions to the worksite for those employee participants who have
elevated Hemoglobin A1C levels. NHCC sought to reduce participants’ risk factors (e.g., A1C
levels, blood pressure, waist circumference) for diabetes complications and comorbidities. The
overall goal was to develop a program that could be easily replicated and offered at the
worksite to other coalition employer members.
The NHCC selected the City of Reno as the employer to pilot the program. The program was
developed so that all classes would be once-per-week and during lunch time. The program was
designed to cover a specific topic each week (the topics are shown in Table 1). In some cases,
employer leadership had to allow additional time off for class participation. Class binders were
created for all participants that included educational materials and other items supplied by
various program partners. NHCC identified 37 eligible employees. “Jump Start” program
invitations were sent to all 37 employees of whom 12 enrolled in the class. The program had only
1 employee drop out of the program and this was due to a hospitalization. To establish a
baseline, A1C levels were drawn one week prior to the start of classes.
There was an 87% participant attendance rate over the course of 12 weeks. The general results
are shown in Figure 1. Of those participants with an A1C level above 7.0% at baseline, 50%
showed a decrease after the program. While 60% of participants showed an overall
improvement in their blood pressure after the entire 12-week program, 90% has experienced
improvement at the 6 week check. In terms of other risk factors, 45% of all participants
experienced weight loss, 36% experienced a decrease in waist circumference, and 45% had a
decrease in LDL cholesterol levels.
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Figure 1: Percentage of Patients Showing Improvement by Diabetes Risk Factor
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Table 1: Diabetes Program Curriculum

Week
1

Topic
Introduction and Baseline Assessments

2

Coronary Risk Profile and Wellness Vision

3
4

Nutrition 101(Registered Dietitian)
Glucose Management 101

5

Nutrition 202 (Registered Dietitian)

6
7

Diabetes: Long Term Complications
Diabetes and Fitness

8

Pharmacy Overview (Pharmacist)

9

Grocery Store Tour / Reading Labels

10

Diabetes and Stress Management

11

Physician Overview (Endocrinologist)

12

Wrap Up and Re-Evaluation

Barriers:
The NHCC identified four barriers to launching a worksite diabetes wellness program. First,
identifying program participants who would benefit from such a program was challenging. The
NHCC ultimately relied heavily on employees who had enrolled in a prior existing program. The
next two barriers dealt with scheduling. Convincing employers to allow time off for class
participation and finding a time for the classes to be held that was convenient for all
participants were both noted barriers by the NHCC. Finally, the NHCC realized that replication
of the program with other coalition employers would require additional funding given the
resources required to launch the program with a single employer.
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Grantee: St. Louis Area Business Health Coalition
Project Title: Diabetes@Work
Brief Description:
The St. Louis Area Business Health Coalition (BHC) is an association of 39 St. Louis employers
representing over 200,000 covered lives. The BHC used Diabetes Seed Grant funding to
enhance and expand the existing Diabetes@Work program in partnership with the St. Louis
Diabetes Coalition (SLDC). Diabetes@Work is a worksite-based diabetes self-management
education and support program that includes 11 one-hour weekly group sessions, each co-led
by a nurse-certified diabetes educator and registered dietitian. Each session addresses a
specific topic according to an evidence-based curriculum and sets forth goals for selfmanagement skill development (e.g., blood glucose monitoring, nutrition label reading, foot
exams, etc.). Expanding the program would require demonstration of previous program
effectiveness, increased enrollment of employers and employees, creation of a business plan to
sustain the program, and development of new models for delivering the Diabetes@Work
curriculum.
The BHC and SLDC conducted an evaluation of the 2007 Diabaetes@Work program to
demonstrate the effectiveness of the program to employers. Among all participants with a
baseline A1C > 6.5%, glycemic control improved from a mean of 7.7% at baseline to 6.6% at 6month follow-up (see Figure 1). The proportion of patients with hypertension fell from 70% at
baseline to 25% at 6-month follow-up. Subsequently, the BHC conducted 2 focus groups with
Diabetes@Work alumni. The focus groups provided feedback on program features, suggested
modifications to the program, and new ideas for promoting better self-management practices
via the worksite. The BHC also hosted a forum attended by diabetes care specialists and
representatives from 12 member companies to discuss employer and employee needs and
expectations for the program. One key finding was that employers who had offered the
program before indicated program price ($4,000) was not a primary concern in their willingness
or ability to offer the program.
Figure 1:
Average A1C Measurements for Participants with Baseline A1C > 6.5%
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The resulting business plan for Diabetes@Work reflects the findings from the focus groups and
forums and offers a more flexible and diverse portfolio of diabetes services that employers of any
industry, size, or location can utilize. The business plan features a new service titled, Professional
Assessment and Support of Self-Management Skills or “PASS”, which provides in-person interviews
by a healthcare professional that assess the employee participant’s self-management skills,
knowledge, and behaviors. PASS also incorporates a longitudinal follow-up schedule agreed
upon by the clinician and employee to facilitate long-term behavior change. The business plan
also includes a series of health education presentations for employers, known as Be Health
Connected Tour (already being implemented), as well as a series of community health forums
(live and online) that cover a wide variety of topics led by medical experts and include
strategies for goal-setting and assessing the quality of care purchased.
Using the 2007 program effectiveness data, the BHC and partners succeeded at enrolling 3
employers in the Diabetes@Work program in 2008 and a total of 45 employees participated.
Barriers:
The BHC identified several barriers to further expansion of Diabetes@Work in the St. Louis area.
First, employers with a comprehensive corporate wellness strategy in place were not as
interested in the onsite cohort model of Diabetes@Work. Second, large national or international
companies were not open to a single market solution, indicating a substantial limitation of the
on-site cohort model for this type of employer. Smaller companies (e.g., less than 1,000
employees in the St. Louis region) reported they did not have enough people in the region or at
a single site to make the program feasible. Finally, the departure of a staff member from the
BHC that was heavily involved in the Diabetes@Work program served as another barrier
requiring attention.
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Grantee: Healthcare 21 Business Coalition (HC21)
Project Title: Chronic Care Network (CCN)
Brief Description:
HealthCare 21 (HC21) is a multi-stakeholder organization committed to the improvement of
healthcare quality and cost in Tennessee and the surrounding region. HC21 used Diabetes Seed
Grant funding to support the development of a “Chronic Care Network” (CCN) dedicated to
the management of chronic diseases of coalition members’ employees and dependents.
Specifically, the funding was used to develop tools for and active recruitment of provider and
employer partners, development of orientation and training programs, and the identification of
eligible employees.
HC21 developed a 2008 Tennessee Diabetes Report featuring data for key markets in Tennessee
in the following areas: patient demographics, use of services, hospital charges, professional
charges, and pharmacotherapy. The report was used to provide employers with information on
Tennessee’s high prevalence of diabetes and show the value of the Chronic Care Network.
Additionally, HC21 developed the 2009 Consumer Guide on Health to aid employers in
educating employees and their families about diabetes. The guide included a “know your
numbers” chart to keep track of important biometric data.
Four HC21 member companies agreed to participate in the CCN. On the provider front, HC21
successfully partnered with one Knoxville, TN provider and three Chattanooga, TN providers. The
partners agreed to offer diabetes education, screenings, and face-to-face health coaching.
The provider settings included hospitals, physician office locations, as well as employersponsored clinics (a total of 6 sites in all).
HC21’s Data Cooperative was utilized to identify individuals with diabetes at each company
who were eligible to participate in the program. HC21 proactively identified the provider
location closest to the participant’s location to ensure convenient access to a provider in the
network. A peer-to-peer training program was developed and a trained pharmacist was
selected as primary facilitator. Nurses in the CCN are now capable of referring diabetics in
compliance for a September, 2009 session to learn how to become a Peer Coach.
Summary Table:
Characteristic
# of Employer Members of the Coalition
# of Employers Involved in Project to Date
(Contractually or by formal means)
# of Employers Involved informally in Project to
Date (education or other activities)*
# of Covered Lives in Employer Population
# of Covered Lives with Diabetes in the
Employer Population**
# of Covered Lives with Diabetes Enrolled /
Exposed to Your Program to Date
# of Physicians Enrolled / Participating in Your
Program to Date***

Number
24
4
24
52,168
3,130
Enrolling
4

*(Involved through educational/marketing meetings)
** Based on 6% estimation.

*** Chronic Care Network provider partners
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Barriers:
HC21 identified multiple barriers in developing the CCN. First, HC21 found that resolving HIPAA
concerns was a challenge. HC21 offered CCN partners educational sessions on HIPAA to try
and overcome any related barriers. Ultimately, employer and provider contracts included
HIPAA guidelines. Second, contract negotiations lasted longer than anticipated. Though the
CCN launched in January of 2009, some contracts were still in legal review. Third, the
participant verification process was more time-intensive than originally planned. The process
required HC21 to match their clearinghouse data to the list of eligible lives. Finally, HC21 noted
that the economic downturn had an impact on the project. Many employers were forced to
address economic concerns at their sites (e.g. layoffs and restructuring) as a priority over all
other projects, slowing the progress of the CCN.
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Grantee: Health Action Council (Ohio)
Project Title: BetterHealthCleveland.org
Brief Description:
The Health Action Council (HAC) is an organization of 83 employers in Northeastern Ohio
representing over 1.8 million covered lives. HAC used Diabetes Seed Grant funding to support
the development, launch and maintenance of a robust health information website for Greater
Cleveland that, among other features, would publicly report on the region’s performance in
diabetes care. HAC is unique amongst the Diabetes Seed Grant coalitions in that their region is
one of 14 communities nationwide participating in the Robert Wood Johnson Foundation’s
health care quality initiative: Aligning Forces for Quality (AF4Q). AF4Q supports measuring and
publicly reporting physician group practice performance, providing consumer education on
quality, and coordinating provider education in quality improvement (inclusive of diabetes
care). The goal of the website was to support these efforts and facilitate education and
communication about health care quality information to regional patients and providers. The
website’s value would be measured using web traffic analytics.
A preliminary website (site) was developed and launched on June 5th, 2008. After a short period
following the launch, the HAC determined through internal assessment and user feedback that
the site was less robust and flexible than originally envisioned. The HAC opted to rebuild the site
using a different vendor and the new site was re-launched in the Fall of 2008. Website traffic
improved following the re-launch. The HAC used Google Analytics and web-based polls to
gauge success in reaching various constituencies, including health professionals, patients and
their families, and health policymakers. From August 25th through September 25 (2008) there
were 237 visits to the site.
The new site featured separate portals for patients and physicians. The patient portal included
the following features: Diabetes Basics, Warning Signs, Quality Care Diabetes Goals, Diabetes
Checklist, Diabetes and Your Doctor, Patient’s Stories, and Diabetes Frequently Asked Questions.
The Health Professionals portal gives physicians access to information about selected diabetes
measures, standards and results. Finally, HAC added “Community Health Checkup” to the
website to publicly report outcomes data on local primary care group practices. The latest
report features the diabetes care results of 42 primary care group practices (with 25,000
diabetes patients). Patients and providers can visit the site to determine how well local providers
and patients are performing on objective diabetes care measures compared to national
benchmarks.
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Figure 1: Website Produced Using Diabetes Seed Grant Funding:

Barriers:
The HAC’s first attempt at the website was recognized both internally and externally as
suboptimal. The website lacked the flexibility required of a user-friendly website and was not
robust enough to deliver the health care quality and diabetes outcomes information that the
HAC wanted to disseminate. The decision to rebuild the website with another vendor proved to
be a sound investment. Internet traffic increased and external feedback was more positive. The
HAC cited funding and employer involvement as ongoing challenges. The HAC noted that their
employer populations were dispersed around the country and that finding additional funding to
promote the program was difficult.
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NBCH Diabetes Seed Grant Recipients
FrontPath Health Coalition
Midwest Business Group on Health
South Carolina Business Coalition on Health
Tri-State Health Care Coalition
Virginia Business Coalition on Health
Western North Carolina Health Coalition
Colorado Business Group on Health
Employers’ Health Coalition
Maine Health Management Coalition
MidAtlantic Business Group on Health
Nevada Health Care Coalition
St. Louis Area Business Health Coalition
HealthCare 21 Business Coalition
Health Action Council
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