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Circular No( 2025 / 188 ) a2; aass

Date: 2025/09/26

To: All Healthcare Facilities Providing the
Comprehensive Screening Program (IFHAS)
Healthcare Professionals

Subject: Introducing the Diabetes
Disease Management Program

Greetings,

We extend our greetings and best wishes for
your continued success.

Kindly be advised that the Department of
Health (DoH) and Abu Dhabi Public Health
Center (ADPHC) have announced the launch of
a new pilot phase for the Diabetes Disease
Management Program. This initiative is a part
of the ongoing efforts to enhance the health of
the Abu Dhabi population.

The program focuses on enhancing health
outcomes and improving overall management
to prevent the progression and complications
of Type 2 diabetes.

Due to the importance of the program in
protecting community health, and reducing
the burden of diabetes, you are required to:

e Enrolment in Diabetes Disease
Management Program: Ensure the
enrolment of eligible members into the
program based on the inclusion and
exclusion criteria specified in the attached
appendix.
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e Regular Reporting:
1. Submit clinical outcome indicators on a
monthly or quarterly basis.
2. Provide weekly updates on enrolment
progress.

Contact Details:
For any inquiries in this regard, please contact

Chronic Conditions Team at ADPHC via the
following email address: ccs@adphc.gov.ae

Appendices:
- Inclusion and Exclusion Criteria

- Clinical Pathway
- Patient Journey

We hope that all will adhere to the above, for
the best interest of work.

Thank you for your cooperation,

“This circular is designed for regulatory procedures
and should not be used as content for media
publication.”
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Background

* Uncontrolled diabetes and its complications lead to high healthcare costs due to frequent hospitalizations and emergency department visits.
* Increased healthcare utilization places a strain on medical resources, resulting in worse patient outcomes and higher treatment expenses.

* The Diabetes Management Program (DMP) provides coordinated care that: Improves glycemic control, Manages risk factors, Promotes healthier lifestyles and
Prevents the progression and complications of Type 2 diabetes

Purpose

* This comprehensive program includes key collaborators—regulator, payer, and provider—aiming to address the needs of diabetic populations.
* By providing evidence-based, coordinated care, the program strives to enhance patient health outcomes and improve overall management of

Type 2 diabetes.
* The program’s duration is 12 months, offering sufficient time for patients to benefit from continuous care and support. Throughout the year, participants will undergo regular
evaluations, receive tailored interventions, and have access to ongoing educational opportunities.

Why is it important?

* High Prevalence in the Population: With the increasing prevalence of diabetes and its related complications, there is an urgent need to optimize care and regk
healthcare costs. By focusing on early intervention and personalized treatment plans, the program aims to improve both patient quality of life and the ove i' -
healthcare delivery. [=]E

* Proven Effectiveness: Such programs have demonstrated effectiveness in improving clinical outcomes, offering a strong rationale forimplementation.
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Effective identification of individuals with diabetes is essential for initiating timely interventions and managing disease progression effectively. To ensure appropriate participation
and program efficacy, clear eligibility criteria have been established. These criteria help identify suitable members.

» Inclusion and Exclusion Criteria:
1. Inclusion:
a.  Thiqga Portfolio
b. 18 years and above
C. Diagnosis criteria:
= At least two outpatient visits for Diabetes in 1 year

=  HBAI1C level of 6.5% or higher

2. Exclusion:
a.  Diagnosis of Cancer

b.  Maternity

C. Major Organ Transplant
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The program offers patients continuous care over a 12-month period, categorizing individuals with diabetes into risk groups using evidence- based
models.

The specific objectives include:

i/ | * Education and Awareness: Raise awareness about prediabetes and diabetes, including risk factors and potential complications.

Om -° Lifestyle Modification: Promote and support lifestyle changes such as healthy eating, increased physical activity, and weight management
hﬂ to improve the Type 2 diabetes outcomes.

W * Monitoring and Follow-up: Regularly monitor individuals with prediabetes and diabetes to assess their progress and adjust interventions,
as necessary.

* Support and Resources: Provide access to essential resources like nutrition counseling, fitness programs, and support groups to | fid].; :
individuals adopt and maintain healthy lifestyle changes. .
e
|

% * Achieve Cost-Effectiveness: Enhance healthcare delivery by improving cost-effectiveness through targeted interventions and pre It
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The Framingham Risk Score (FRS) is a tool used to estimate the likelihood of an individual developing cardiovascular disease (CVD).

Diabetes is a major risk factor for developing cardiovascular disease (CVD). People with diabetes are at a significantly higher risk of developing heart disease, stroke, and
other related complications. The FRS can help identify individuals with diabetes who are at higher risk of these cardiovascular events, guiding targeted interventions and
more personalized care within a diabetes disease management program

Framingham Risk Score calculation steps:

= Step 1: Gather Patient Information

* Age: Patient’s age in years.

* Gender: Male or female.

* Total Cholesterol: Measured in mg/dL.
* HDL Cholesterol: Measured in mg/dL.

* Blood Pressure: Systolic blood pressure (measured in mmHg). E'ﬁﬂl
e oLk
* Diabetes Status: Presence of diabetes (yes or no). '}Ff-ﬁl— -
- ol
* Smoking Status: Current smoker (yes or no). IE !u';:i."
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E @m Step 2: Assign Points

: Risk Fact Risk Points
Use the following scoring system based on the collected data: ISK Factor

| I%ﬂ.‘@% gham Risk Score TR

Men Women

.
Risk Factor Men Women >60 mg/dL -2 -2
50-59 mg/dL -1 -1
0 0 45-49 mg/dL 0 0
2 2 35-44 mg/dL 1 1
5 4 <35 mg/dL 2 2
6 5
: 7 e Men Women
10 8
<160 mg/dL 0 0
11 9 160-199 ma/dL 1 ]
12 10 200-239 mg/dL 2 3
14 11 240-279 mg/dL 3 g
15 12 >280 mg/dL 4 5
: . RiskPoints
o Risk Points err— Risk Factor - — — |
=], 55 s]
(Systolic): Treated Treated “ 0 0 :.;i.;.i.__*'i_i' ~
. ° —— e
0 2 0 2 — B [
1 3 i 3 .
2 4 2 5
2 4 4 6 Yes 4 % _
3 5 5 7 £ 0 Public | 6
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gham Risk Score

Step 4:

otal Points

Step 3: Calculate Total Points

== —
<=3 | < | <1 |
Sum the points from each category based on the patient's data to obtain the “_
total score. -1 | 14 | 1 |
| o | 16 | 12 |
1 [ 19 | 15 |
- |2 o a7
— Step 4: Determine Risk Category | 3 | 28 | 2
fed a4 [ 33 | 24 |
5 | 39 | 28 |
Using the total points from Step 3, refer to the Framingham Risk Score chart to _—=
determine the 10-year cardiovascular disease (CVD) risk percentage. 8 | 67 | 45 |
9 | 79 | 53 |
| 10 | 94 | 63
| 11 W
P | 12 [DEPRRN 86
o Step 5: Estimate 10-Year Cardiovascular Risk | 13 [T 10
- | 14  ESUE 11.7
|15 | 216 |NENEW
Based on the calculated risk percentage from Step 4, classify the risk as 16 | 253 | 15.9
follows: 18.5
| 19 | >30 | 248 |
* FRSScore between 10% - 20%: : | 20 | >30 | 285 |
+ FRS Score more than or equal 20%: High Risk. e =30
Public L 7
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The management of diabetes is critical in reducing the risk of cardiovascular complications. A well-structured clinical pathway helps guide
care for diabetic patients at elevated cardiovascular risk, ensuring timely and effective interventions. The following outlines the key
components of the pathway development, review, and alignment with healthcare standards.

A
m Healthcare Providers: Responsible for developing the clinical pathway tailored to diabetic members. This pathway will be designed to
address the unique needs of diabetic individuals at risk of cardiovascular diseases.

% Review by Daman: Developed clinical pathway will be reviewed Daman team to ensure it reflects current best practices and meets
#2%  established standards for quality patient care

ASS SN

Alignment with Healthcare Standards: The clinical pathway must be aligned with the guidelines published by regulators
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1. Members Identification
* Patients diagnosed with Diabetes were identified.
* Stratification was performed using the Framingham Risk Score into three categories:
o LowRisk

o Moderate Risk

o High Risk

2. Patient Attribution
* Patients were attributed to the most frequently visited provider for diabetes treatment.

* Attribution was determined based on the provider who accounted for at least 60% of the patient’s diabetes treatment

3. Cost Calculation
*  Only the cost of diabetes and diabetes-related complications was calculated.
*  Costswere determined using ICD-10 codes where diabetes was the primary diagnosis.
* Bothdirectand indirect costs were considered by ordering clinician.
e  Costis inclusive of all cost blocks.

*  Per Member Per Year (PMPY) Approach
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Identify Eligible L . Sign agreement with Conduct workshops
Members Coordination with provider Training sessions on I
providers enrollment process for
- Assign eligible members providers I
- Finalize KPIs
Start Patient Enroliment —I \\
by provider I N
Notifications Y/
. Through Thiga app/SMS I /4
Evaluation Monitoring and Reporting
program impact Program End -Weekly/Monthly enrollment report
Assessment and - Satisfaction - Monthly/Quarterly clinical
calculation of targets survey measurement reports
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Patient enrolment
Member receive invitation
and a brief on the DMP

Completion
Patient receives a notification
on completion of the program

Agreement/member Patient 1st visit
? Registry at the front desk,
consent

Set first appointment

Proceeding
With the planned interventions and visits
including Webinars/Learning materials

b

meeting designated person
for more details

Meeting the GP I
Set the intervention plan
for the patient I
Starting the intervention I
initial intervention and tests —I W}

Follow-up
Booking appointment
-Dietitian/Diabetes Educator




Thank you
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