
Edwin B. Fisher, Ph.D.

Department of Health Behavior & Health Education

School of Public Health ïUniversity of North Carolina at Chapel Hill

Carol Brownson, MSPH, Mary OôToole, Ph.D. &

Victoria Anwuri, M.P.H.

Robert Wood Johnson Foundation Diabetes Initiative

National Program Office, Washington University, St. Louis

Society of Behavioral Medicine

San Diego   M̔arch, 2008

www.diabetesinitiative.org

Key Features of Ongoing Follow Up 

and Support in the Robert Wood 

Johnson Foundation Diabetes Initiative

This product was developed by 

the Robert Wood Johnson 

Foundation Diabetes Initiative. 

Support for this program was 

provided by a grant from the 

Robert Wood Johnson 

Foundation® in Princeton, NJ.



www.diabetesinitiative.org

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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Key Features of Ongoing 

Follow Up 

and Support
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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.



www.diabetesinitiative.org

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
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Community Health Workers

ÅPersonal, have time, often of individualôs 
community

ÅLinkage to clinical and other resources

ÅReinforce and trouble-shoot basic 
education

ÅProvide emotional support and 
encouragement to:

ïEncourage Healthy Coping

ïMaintain motivation

ÅTeach classes

ÅOrganize for advocacy, community action



Holyoke Health Center, Inc. 

Advancing Diabetes Self 

Management 

Executive Director: Jay Breines, M.D.
Project Director: Dawn Heffernan, R.N., M.S.

230 Maple Street
Holyoke, MA 0104

dawn.heffernan@hhcinc.org
www.hhcinc.org

mailto:dawn.heffernan@hhcinc.org
http://www.hhcinc.org/


Holyoke Health Center

Federally Qualified 
CHC

Western 
Massachusetts

17 ,277 medical 
patients

6,722 dental 
patients

One of the highest 
diabetes mortality 
rates in 
Massachusetts

Åå 100 % of patients 
live at or below 
poverty level



Multiple Interventions provides ample opportunity 

for ongoing follow up and support

ÅChronic Disease Self-Management Classes

ÅCommunity Health Workers

ÅDiabetes Education Classes

ÅExercise Classes

ÅIndividual Appointments with the diabetes 
educator and the nutritionist

ÅBreakfast Club

ÅSnack Club



Community Health Workers

ÅBridge between the 
community and the 
health center
ÅCo-lead Programs
ÅOutreach
ÅTeaching
ÅSocial Support 
ÅTelephone Follow-Up
ÅJoint Visits with Providers
ÅGoal Setting/Problem Solving
ÅCollaboration with the nurses and 

providers in the clinic



Nurse and Community Health 

Worker Collaboration 

ÅFollow up and support for patients not 
seen by their provider in the last 4 months

ÅRegistry report generated every month

ÅPatients identified

ÅNurses call patients, send letters and then 
refer to the community health workers

ÅCommunity health workers reattempt 
phone contact, letter and then provide a 
home visit to patients address



Breakfast Club

ÅEleven Sessions

ÅNutritious Breakfast

ÅCorrect Portion Sizes

ÅBalanced Meals

ÅVariety of Foods

ÅNew food products 
introduced

ÅLabel reading

ÅHands on learning 
opportunities

ÅIncentives and raffles



Supermarket Tour

ÅPractice skills 
learned in class 

ÅPatients with 
low literacy 
levels benefit

ÅAssess patient 
knowledge of 
products and 
food selection

ÅHands on 
learning



Drop In Snack Club

ÅInformal gatherings

ÅMeet Program Staff

ÅDiabetes Bingo

ÅRaffles with healthy 
prizes

ÅGoal Setting

ÅProblem Solving

ÅReferral to other 
programs



Year 2002 2003 2004 2005

Number of 

Patients

499 675 873 1061

Average 

HbA1c

8.40% 8.10% 7.70% 7.50%
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8.5%
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On-Demand   ̔Staff Initiated
A Critical Continuum

On-demand,

Varied 

Contacts to 

Suit Individual 

Preferences

Staff-Initiated 

Contacts to 

Maintain Contact 

and Prompt 

Engagement

Breakfast

Club

RN/CHW

Monitoring

Talking 

Circle 

Support 

Group

Self 

Manage-

ment 

Class

Snack

Drop-In

Group

Medical

Visit



Open Door Health Center

Building Community Support for 

Diabetes Care 

Program Director: Nilda Soto, MD
Project Coordinator/ Nutritionist and 
Lifestyle Coach: Laura Bazyler, MS, RD, LD/N

1350 SW 4th Street
Homestead, FL 33030

nsoto26@msn.com
www.opendoorhc.org

mailto:nsoto26@msn.com
http://www.opendoorhc.org/




ÅDemonstrate

ÅEvaluate 

ÅPromote

ÅPeer Support for Diabetes Management

ÅAround the World

Program Development Center in Dept. of Health Behavior & 

Health Education, University of North Carolina at Chapel Hill

American Academy of Family Physicians Foundation

American Association of Diabetes Educators

Unrestricted grant from Eli Lilly and Company Foundation, Inc.



WHO Conference:

Peer Support in Diabetes

November, 2007
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Pandu Diabetes (Diabetes Champions)

in Indonesia

Organised by the Indonesian Diabetes 
Association (Persatuan Diabetes Indonesia)

Program to prepare or create diabetes leaders 
/motivators all over the country

Helping patients to change their behavior / 
lifestyle

Patients helping each other in self 
management of diabetes (peer to peer)

Activate the organization/members/ health 
personnel

Improve self - management of the members

Role model in their respective community



Pandu Diabetes Units/Clubs

North Sumatera : 700

West Sumatera : 250

South Sumatera : 400

Kalimantan : 2000

North Maluku : 300

Bali : 400

Lombok : 200

Flores : 200

Timor :100

Jakarta: 7000 members

Banten : 600 members

Bogor : 650 members

Lampung: 300 members

West Java : 3000 members

Central Java: 3000

East Java : 2000

Gorontalo : 400

North Sulawesi : 400

South Sulawesi : 300

Total: 22,200 members





Consensus re: Key Functions

of Peer Support

ÅAssistance, consultation in applying 

management plan in daily life

ÅSocial and Emotional Support

ïEncouragement of use of skills, problem 

solving

ïPersonal relationship

ÅLinkage to clinical care



Introduction to the Symposium

Society of Behavioral Medicine 2008

Sustaining Behavior Change in Health 

Promotion ïDiabetes Prevention and 

Management, and Weight Loss

Ed Fisher, PhD ïUniversity of North Carolina

Pilvikki Absetz, PhD ïHealth Promotion Unit, 
National Public Health Institute, Helsinki, Finland; 

Robert W. Jeffery, PhD ïDivision of Epidemiology 
and Community Health, University of Minnesota

Brian Oldenburg, PhD ïInternational Public Health 
Unit, Monash University, Melbourne, VIC, 
Australia



General Emphasis on Behavior Change

ÅMost intervention models in field examine ways 
of initiating new behaviors

ÅEmphasis on skills that are assumed to be:

ïuseful in real world

ïmaintained by naturally occurring consequences

ÅCommon implicit assumption that if behavior 
change somehow ñtakes,ò maintenance will be 
automatic

Å1 ï2 year follow up generally highly esteemed

ÅAverage individual with type 2 diabetes may 
live 3 ï4 decades with their disease



The Best Quotation in Behavior

Science Over the Last 50 Years

"generalization [or maintenance 
of behavior change] should be 
programmed, rather than 
expected or lamentedñ

Baer, D. M., Wolf, M. M., & Risley, T. R. (1968). 

Some current dimensions of applied behavior analysis. 

Journal of Applied Behavior Analysis,1, 91-97



Self Regulation for Maintenance of Weight Loss

ÅParticipants lost mean 19.3 kg in previous 2 

years

ÅRandomized to:
ïQuartlery newsletters (control)

4.9 kg regain in 18 mos

ïInternet-based daily self-weighing and self-regulation

4.7 kg in 18 mos 

ïFace-to-face daily self-weighing and self-regulation

2.5 kg regain in 18 mos

ÅDaily self-weighing associated with decreased 

risk of regaining 2.3 kg or more (P<0.001)

Wing, Tate, Gorin, Raynor & Fava. NEJM 2006 355 (15):1563-1571.



Weight Loss Maintenance Randomized Controlled Trial

ÅParticipants had lost Ó 4 kg (mean = 8.5 kg) in 6-month 

program

ÅRandomized to 30 months of:
ïSelf-directed ïregained 5.5 kg in 30 mos

ïInteractive technology intervention ïregained 5.2 kg in 30 

mos

ïMonthly individual contact ïregained 4.0 kg in 30 mos

ÅBoth Interactive and Individual Contact
ïAdherence to diet and physical activity (225 minutes per 

week)

ïKey theoretical constructs (motivation, support, problem 

solving, and relapse prevention)

ïSelf monitoring, accountability, prolonged continuous 

contact, and motivational interviewing.

Svetkeyet al. JAMA 2008 299(10):1139-1148




