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Diabetes Initiative of the Robert Wood 

Johnson Foundation

Real world demonstration of self management 

as part of high quality diabetes care in primary 

care and community settings
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The 14 Sites of the Diabetes Initiative
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Key Aspects of Diabetes

ÅBehavior is Central

Å24/7

Å6 hours a year with physicianôs, dietitians, 
etc

Å8,760 ñon your ownò

ÅFor the rest of your life
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Resources & Supports for Self Management

ÅIndividualized 
Assessment

ÅCollaborative Goal 
Setting

ÅInstruction in Skills

ÅOngoing Follow Up 
and Support

ÅCommunity 
Resources

ÅContinuity of Quality 
Clinical Care
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Not Time Limited

ÅWhatôs wrong with this picture?

ï8 Sessions Health Coach if GHb > 8

ïIf GHb falls to 7, Health Coach terminated

ÅñOK, Youôve got type 1 diabetes.  Weôll put 
you on insulin for two weeks and see if 
that cures you.ò

ÅThat ongoing support needs to be ongoing 
does not mean itôs ineffective.

ÅNo more than that insulin needs to be 
ongoing
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Personal connection is critical

ÅBased in an ongoing relationship with a 
provider

ÅNot necessarily physician

ÅCritical are:

ïTime to get to know individual

ïLinks to rest of team
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On-Demand

ÅAvailable on demand and as needed by the 
recipient
ÅCommunity based events, e.g., health fairs
ÅWeekly breakfast clubs
ÅMonthly diabetes breakfast
ÅYearly party to which family invited
ÅTalking Circlesin American Indian 

communities
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Proactive or Staff Initiated
ÅDiabetes is progressive and management is 

influenced by life changes
ÅKeep individuals from ñfalling between the 
cracksò
ÅRefer to other components of Resources 

and Supports for Self-Management
ÅContact initiated by provider every 2 to 4 

months
ÅHolyoke: database triggers contact by 

RN/CHW team
ÅLow demand ïcommunicate interest 

rather than surveillance
ÅAlso, newsletters, mailings, etc.
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Variety ïRange of ñgood 
practicesò rather than single ñbest 
practiceò
Å60% to 70% of patients report not having 

received self-management interventions 
(Austin Endo Practice. 2006 12(Suppl 1):138-141)

ÅReaching and engaging more important than 
efficacy
ïIntervention of 75% efficacy that reaches and 

engages is more beneficial than 100% efficacy 
that does not engage

ÅUse varied channels ïtelephone, drop-in 
groups, scheduled groups

ÅMany ñgoodòbetter than few ñbestò
practices
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Motivational

ÅEspecially for those with long Hx, 
motivation may be more critical than skill

ÅNondirective Support ïaccepting 
individualôs goals and views of things, 
encouraging more than ñtaking overò

Å30% of Community Health Worker 
encounters categorized as providing 
encouragement or motivation

ÅSupport groups
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Not Limited to Diabetes

ÅDiabetes is woven through all of life so 
must address the diverse concerns or 
challenges the individual faces

ÅPrograms can be general ïe.g., weight 
management, physical activity, chronic 
disease self management groups

ÅReduce or avoid stigma by programs 
directed toward general public

ÅGain support for program by linking to 
broad interests
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Group Medical Visits
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Group Medical Visits

ÅAll patients with common characteristics, 
e.g., all with diabetes, CHF, arthritis, or 
chronic disease

Å2 ï3 hour block

ÅClinical assessment and medical care

ÅGroup discussion and support

ÅEducational sessions

ÅGroup activities ïexercise, cooking classes, 
etc.
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GHb Results of Group Medical 

Visits

At 5 years, GHb = 7.3 in GMV

9.0 in Individual Care

GMV

Indiv

Care

Trento et al., Diab Care 2001 24: 995-1000; 2004 27: 670-675


