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Diabetes Report Card — Time for a Winning Streak
Graham T. McMahon, M.D., M.M.Sc., and Robert G. Dluhy, M.D.

Despite a major national effort to build the case 
for improved quality in diabetes care, the recent 
report card on our national performance that 
appears in this issue of the Journal suggests that 
we have reached a plateau. Ali et al.1 surveyed 
participants from the National Health and Nu-
trition Examination Survey and the Behavioral 
Risk Factor Surveillance System between 2007 
and 2010 and compared the results with those of 
prior report cards from two other time periods 
(2003–2006 and 1999–2002). The results document 
continuous incremental improvements in achiev-
ing glycemic and blood-pressure targets, with a 
more robust change in reaching lipid targets; 
rates of smoking cessation were unchanged. Such 
periodic reviews help to identify areas that are 
particularly difficult to change; in the present 
study, in spite of modest improvements in the 
achievement of individual targets, only 14% of 
participants met all three targets and the goal of 
smoking cessation.

Although there is reason to celebrate the 
modest improvement in performance suggested 
by these data, there’s a long way to go to deliver 
the quality of diabetes care that truly meets our 
patients’ needs. Excellence in providing long-term 
care has lagged behind the advances in acute care, 
and that needs to change. The management of 
chronic disease is laborious and requires a dedi-
cation to a goal that is measured predominantly 
by the absence of the complications that define an 
uncontrolled condition. As compared with acute 
illness, victories in chronic illness are harder to 
perceive, for both patients and doctors.

The “chronic care model” offers some hope. 
In this model, health care teams that include 
physicians and other professionals collaborate 
collectively to care for a panel of patients. Pa-
tients need to become collaborators in this 
model, and physicians need to become comfort-
able with sharing responsibility. Furthermore, 
models for communication, accountability, and 
incentive allocation between clinics and provid-
ers need to be defined.2,3

In the chronic care model, an effective health 
care team uses information technology and reg-
ular team meetings to communicate and strate-
gize about the care of their panel between epi-

sodes of care. The most effective practices have 
worked to define the roles of team members, 
hold team members accountable, improve docu-
mentation, integrate care with electronic health 
records systems, and expand access.4 Quality of 
care is tracked, and continuous improvement is 
prioritized. Practices that successfully imple-
ment such elements of the chronic care model 
appear to produce health outcomes that are far 
better than those of conventional practices.3,5,6

Curricular changes across the continuum of 
training are helping new physicians to develop 
the skills required to facilitate these changes in 
practice, including the skills needed to work 
collaboratively and interprofessionally, to use 
information technology well, to manage a pa-
tient population, to engineer change, to coordi-
nate care, and to think systematically.7,8

Incentives can drive performance improve-
ment,9 and the task of creating incentives for 
performance improvement in diabetes care has 
largely rested on defining thresholds for accept-
able control of intermediate variables such as 
systolic blood pressure or level of glycated he-
moglobin. But the achievement of minimum 
thresholds fails to capture the substantial health 
benefits of improvement. For diabetes care, we 
would like to see that improvement is not only 
tracked but rewarded, even if the thresholds have 
not been met. For example, providers should re-
ceive at least as much credit for lowering a pa-
tient’s glycated hemoglobin level from 11% to 
9% as they would for helping a patient improve 
from 7.6% to 6.8% to meet a 7% threshold. In 
addition, there might be an exemption from be-
ing scored on patients in the panel for whom the 
goals are clearly inappropriate.

An increasing recognition of the importance of 
patient-centered care implies that beyond mea-
sures of quality of care, patient-reported measures 
of well-being, empowerment, satisfaction, and 
access to care should be tracked in the next it-
eration of the report. Incentives for physicians 
and others in the health care team may be fi-
nancial, but other rewards, such as public pro-
filing, or the provision of credits in a program 
that allows continuous maintenance of certifi-
cation, may also be motivational.
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Just as science evolves, so should clinical 
care. The next wave of improvement in the deliv-
ery of diabetes care will probably come through 
intensive quality improvement and a movement 
away from episodic care toward the chronic care 
model and panel management. A new report 
card should capture change and improvement, 
not only whether thresholds were reached. If in-
centive systems reward such improvements, per-
haps then we’ll be on a winning streak.

Disclosure forms provided by the authors are available with 
the full text of this article at NEJM.org.
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