
Improving Diabetes Care Through 
Teams and Technology
Using a Population Health Approach To Achieve 
Reductions in Hemoglobin A1c and Costs of Care 
For Diabetes Across a Health System
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Problem Statement and Design

Need Identified Initial Deployment
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The Medical College of Wisconsin is located on 
the Milwaukee Regional Medical Center Campus 
and has two regional campuses in Wausau and 
Green Bay

The Froedtert & the Medical 
College of Wisconsin health 
network provides care for pa -
tients at 5 hospitals and 45+ loca-
tions in SE Wisconsin and N. Illi-
nois

Opportunity to improve diabetes 
care within our at-risk contracted 
population
Opportunity to create work in 
value-based care space

Sponsorship through executive 
chief medical officer
Multidisciplinary design
Metrics: Glycemic control, pro-
cess

For At-Risk Contract Population 
A1c > 9%
Telephone-based outreach

Interval analysis of program outcomes
�,�Q�F�R�U�S�R�U�D�W�L�R�Q���R�I�����G�L�J�L�W�D�O���W�R�R�O�V�����*�O�R�R�N�R��

Expansion to all patients within 
primary care base with A1c > 9%
Inclusion of patients A1c >8% on 
referral by primary care physician
Expansion towards endocrine 
practice, obstetrics practice
Embed into EHR A1c level  a t Progr am Start 9%

Average
change in A1c 
% ��N��

Average change 
with the addition of 
Digital Tool ��N��

All Participating Patients -���������������������� -2.08% ��115��

Patients enrolled in the program 
longer than 6 weeks

-���������������������� -����������������������

All p atients  regardless o f s tarting A1c contr ol 
All Participating Patients -1.27% ��1399�� -1.63% ��179��
Patients enrolled in the program 
longer than 6 weeks

-1.43% ��1098�� -1.74% ��163��

A1c level  at Progr am Start 9%

Follow Up 
Change in A1c% 
post ADOP ��N��

With Digital ��N��

All Patients -0.12% ��428�� -0.21% ��20��
All patients  regardless o f s tarting A1c contr ol

All Patients -0.07% ��696�� -0.25% ��83��
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�7�K�U�R�X�J�K�����������������������������������S�D�W�L�H�Q�W�V���H�Q�U�R�O�O�H�G���L�Q���W�K�H���S�U�R�J�U�D�P�����R�I���Z�K�L�F�K���R�I�����������������������K�D�G���D���K�H�P�R-
�J�O�R�E�L�Q���$���F���•���������D�W���H�Q�U�R�O�O�P�H�Q�W�����2�Q�H���R�X�W���R�I���I�R�X�U���S�D�W�L�H�Q�W�V���W�K�D�W���Z�H���L�Q�Y�L�W�H�G���W�R���S�D�U�W�L�F�L�S�D�W�H���L�Q���W�K�H���S�U�R-
�J�U�D�P���D�F�F�H�S�W�H�G�����2�I���D�O�O���H�Q�U�R�O�O�H�G���S�D�W�L�H�Q�W�V�������������������������X�V�H�G���*�O�R�R�N�R���W�R���P�D�Q�D�J�H���W�K�H�L�U���G�L�D�E�H�W�H�V���L�Q��
conjunction with the multidisciplinary team. There was an average of three telephone contacts 
�S�H�U���S�D�W�L�H�Q�W���S�H�U���P�R�Q�W�K�����$�P�R�Q�J���H�Q�U�R�O�O�H�G���S�D�W�L�H�Q�W�V���������������������D�F�F�H�S�W�H�G���E�X�W���K�D�G���P�L�Q�L�P�D�O���H�Q�J�D�J�H-
ment in the program, with patients not answering calls or engaging with the clinical staff lead-
ing to program closure within 6 weeks of enrollment. 
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The Froedtert & Medical College of Wisconsin Health Network

Outcomes

Team

Acknowledgements to our team of extraordinary pharma-
cists and diabetes educators.

Team members include:
Mike Anderes MBA FACHE, Bradley Crotty MD MPH,
Rachel Drury PharmD, Erika Smith PharmD FACHE, 
Jonathon Truwit MD MBA , Elize Weitzman PharmD 

For More Information, Contact
Erika.Smith@froedtert.com 
Bradley.Crotty@froedtert.com

The sustainability of A1c changes persisted in the 3-6 months after program completion. 

Changes in cost of care were estimated by the reduction of inpatient and outpatient ulization, 
and resultant charges as a proxy of savings. 

�$�V���)�U�R�H�G�W�H�U�W���	���0�H�G�L�F�D�O���&�R�O�O�H�J�H���R�I���:�L�V�F�R�Q�V�L�Q�����)�	�0�&�:�����V�R�X�J�K�W���W�R���L�P�S�U�R�Y�H��
performance in clinical effectiveness and patient-centered care, especially 
for high-risk patients, we identified a need to create care processes to 
assist patients in reaching their desired health goals and outcomes using a 
multidisciplinary approach with touch points between visits. Consumer in-
�I�R�U�P�D�W�L�F�V���W�R�R�O�V���R�U���¶�G�L�J�L�F�H�X�W�L�F�D�O�V�·���L�Q�F�U�H�D�V�L�Q�J�O�\���R�I�I�H�U���R�S�S�R�U�W�X�Q�L�W�L�H�V���W�R���D�V�V�L�V�W���W�K�H��
traditional care team from an efficiency perspective, as well as increasing 
patient activation and engagement.

�7�K�H���$�P�E�X�O�D�W�R�U�\���'�L�D�E�H�W�H�V���2�X�W�U�H�D�F�K���3�U�R�J�U�D�P�����$�'�2�3�����Z�D�V���L�P�S�O�H�P�H�Q�W�H�G���D�W��
the F&MCW Primary Care Clinics in 2016. The goal of this program was to 
use a broader care team in patient-centered ways to improve diabetes con-
trol, mainly measured by hemoglobin A1c control. In collaboration with pri-
mary care providers, the multidisciplinary team, composed of pharmacists,  
�D���F�H�U�W�L�I�L�H�G���G�L�D�E�H�W�H�V���H�G�X�F�D�W�R�U�����&�'�(�������F�D�U�H���F�R�R�U�G�L�Q�D�W�L�R�Q���Q�X�U�V�H�V�����D�Q�G���D���V�R�F�L�D�O��
worker, manages pharmacotherapy, identifies and addresses barriers, in-
creases access to care, and coaches patients on lifestyle modifications. 
Team members work under a system-wide collaborative practice agree-
ment or protocol whereby they can prescribe and adjust medications relat-
ed to diabetes and associated comorbid conditions. 

The team leveraged Glooko® for the work, a diabetes management plat-
form that supports the downloading of data from more than 95% of blood 
glucometers and continuous glucose monitors to its platform. The data can 
be viewed by the patient and their care team, which allows for more effi-
�F�L�H�Q�W�����U�H�D�O���W�L�P�H���D�V�V�H�V�V�P�H�Q�W���R�I���L�Q�G�L�Y�L�G�X�D�O���S�D�W�L�H�Q�W�V�·���G�L�D�E�H�W�H�V���F�R�Q�W�U�R�O���D�Q�G���H�Q-
ables the ADOP team to make medication and treatment plan adjustments 
�T�X�L�F�N�O�\���E�H�W�Z�H�H�Q���D���S�D�W�L�H�Q�W�·�V���S�U�R�Y�L�G�H�U���Y�L�V�L�W�V�����*�O�R�R�N�R���D�O�V�R���S�U�R�Y�L�G�H�V���W�K�H���R�S�S�R�U-
tunity for patients to become more engaged in their care by allowing them 
to track more specific data, including preprandial and postprandial blood 
sugars, when medication doses were missed or taken, eating habits and 
exercise, and visualize their results. 

We used multiple data sources to identify and track patients in the process, 
including registries created within our electronic health record. We bench-
marked data against our local quality collaborative, the Wisconsin Collabo-
�U�D�W�L�Y�H���I�R�U���+�H�D�O�W�K���&�D�U�H���4�X�D�O�L�W�\�����:�&�+�4�������D�Q�G���D�V�V�H�V�V�H�G���W�K�H���S�U�R�J�U�D�P�·�V���S�H�U�I�R�U-
mance against the Center for Medicare and Medicaid Services programs 
through MACRA/MIPS. 

We used registry functionality to identify eligible patients and sent them a 
letter inviting them to the program. We followed up letters with telephone 
invitations on behalf of their primary care provider and tracked acceptance 
of the program. 

To evaluate the program, we tracked the number of patients enrolled and 
participating in the program, as well as program engagement and comple-
tion. We tracked changes in hemoglobin A1c over time, and assessed sus-
tainability of improvements with A1c measures at least 3 months after pro-
gram completion. 

To get a sense of return on investment and to estimate costs, we tracked 
utilization and resultant charges for patients who enrolled in the ADOP pro-
gram and those who declined to participate. 
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