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Estimated Worldwide Prevalence of Diabetes
2007 2025

Prevalence estimates of diabetes, 2007 Prevalence estimates of diabetes, 2025

SOURCE: DIABETES ATLAS THIRD EDITION, © INTERNATIONAL DIABETES FEDERATION, 2006 SOURCE: DIABETES ATLAS THIRD EDITION, © INTERNATIONAL DIABETES FEDERATION, 2006

World Prevalence ~ 194 Million World Prevalence ~ 333 Million
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Diabetes: Statistics for the U.S.

A 23.6 million people (~ 8%) have diabetes
A 43 million people have pre-diabetes

A 1.6 million new cases of diabetes are
currently diagnosed each year

A 1 out of every 3 children born after 2000 will
develop type 2 diabetes during their lifetime
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County-level Estimates of Diagnosed Diabetes for Adults
aged O 20 years: United
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«Where are we

No doubt that more resources are needed, especially I
low-resource and underserved areas, yet . ..

w US spends 250 billion to treat and prevent diabetes
and its complications

w Only 7.3% of people with diabetes in the US achieve
recommended levels of glucose, cholesterol, and
blood pressure controlfww.cdc.goy

w Not just a function of access to health services, as fa
more than 7.3% have access to quality care . . ..

w Clinicbased- lack of time, personnel, and resources
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http://www.cdc.gov/
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time, for the rest of their lives

w [Sustained] behavior change is influenced by
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¢ Medical treatment is critical but often not enough to

master and maintain the kinds of everyday behaviors that
enable them to live as healthily as possible.

¢ Improving seHmanagement will have far greater impact
on population health than any improvement in specific
medical treatment (WHQO, 2003)
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8,7/60 = 24 X 365.25
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dietitian or other health professional.

8,760 hours on your own

Healthy diet

Physical activity

Monitor blood sugar

Take medications, insulin
Manage sick days

Manage stresg Healthy Coping
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From DSME to DSMS:
Case for Social & Peer Suppc

Seltmanagement = Point of Care + Beyond!
People with diabetes need . . . .

0

Help figuring out what changes and strategies
might work in her/his daily life

Skills to put these things into practice

Ongoing encouragement and suppgrior day-to-
day needs and when things change

Community linkages and resources
Help tying this all together with good clinical care
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Call to Action in Diabetes

Flexible programs are needed to provide ongoing social
support that is responsive to the unique and individual lives
of patients(Funnellet al., 2007; Brownson & Heisler, 2009)

Diabetes is far more complex that medications and medical
treatment, and people living with diabetes should
complement healthcare personnel to address ongoing
demands and challeng@sF, 2008)

DSME is not sufficient to sustain diabetes-salfe, and

people need ongoing supporunnellet al., National Standards for
DSME, 2010)

Community health workers/ongoing support can improve
health care access/outcomes and strengthen health care
teams.(Rosenthal et al., 2010)
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Outline

w Frame the need for and contributions of ongoing
support in chronic disease/diabetes self
management, empirically and experientially

w Describe core functions of peer support that form a
standardized framework and core approach for
diverse implementation

w lllustrate the tailored application of ongoing support
and related improvements in outcomes

w Share reflections about connecting support
Interventions with local health care providers and
early thoughts about sustainability
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Why Social & Ongoing Support

Protectively, social relationships may be as important as the
negative effects of established risk factors such as smoking,
obesity, and high blood pressure. Conversely, the risk
associated with social isolation is stronger than that between
cigarette smoking and mortality.

House, Landis & Umberson, Science, 1988 241: 543

Duration of contact, not necessarily novelty of intervention,
IS critical to sustained behavior change and managing health.

Diabetes: Norris et al., Diabetes Care 2002 25: 1159-1171
Smoking: Kottke et al., JAMA 1988 259: 2882-2889
Weight Loss: Wing & Hill, Ann Rev Nutr 2001 21:323-41,
Wing et al., N Engl J Med 2006 355:1563-71;

Wadden et al., Obesity 2009 17: 713-722
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Asthma Coackor Mothers
of Children Hospitalize
for Asthma



Standardized Approach

/ Key Asthma Management Behaviors
Asthma Action Plan
Use of Controller Medications
Use of Responder Medications
Regular Physician Visits
Partnership with Physician
Avoidance of SecoAdand Smoke
Avoidance of Cockroach Allergen

Defined Schedule d?lannedcContacts



Nondirective & Flexible Approach

Flexible application of schedule

ML y20 AYUISNBAUSRXEX aOK
fPrecontemplatorTrack = Monthly Check In

f Thus,No Such Thing as A DrQuit

Staged Approach Key behaviors addressed according
to readiness

Accept feelings, reluctance to pursue
recommendations

Occasional help, but not direct services

Mode (phone, home visit, accompany to physician
visit, neighborhood locations)



Attention to Stressors not Directly Related to Asthmé

Referrals to crisis nursery, homeless shelters, food panti
Support groups for domestic violence, smoking
Locating indingfor medications, lomincome clinics, jobs

Substantive Contact (Fade-face or by phone, at
least one key management behavior discussed)

w35% within 7 days of assignment of Coach

w63% with 1 month

wP2% within 3 months

wAveraged more than 1 contact per quarter
throughout last year of ¥ear intervention




Hospitalizations

Admissions in Year Prior to Randomization (Year Pre) and
1st and 2nd Years of Coach Program

1.2

1

0.8

0.6 _— - - Control

_— Coach

0.4

0.2

0
Year Pre Year 1 Year 2

Interaction of Group X Time significant, p < .02.
Year 1 is adjusted by subtraction of index hospitalization. Thus Year 1

mean reflects hospitalizations other than index.
Fisher et al. Arch Ped & Adol Med 2009 163 (3), 225-232.
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DIABETES INITIATIVE

Demonstrating feasible, sustainable self management
programs as part of high quality diabetes care in
primary care and community settings
www.diabetesinitiative.org

Advancing Building
Diabetes Community Supports
Self Management for Diabetes (are



http://www.diabetesinitiative.org/

Gateway Community Health Center, Inc.,
Laredo, Texas

St. Peter

Family

Restdoncy § Richland County ‘

Program /| fHealsrept:; ‘_Main(iGheneraI
O.'ympla wa idney, MT ) Healt

Watervifle, ME

Montana-Wyommg )
Trlbal Leaders Counql

Bu'!mgs MT

éﬁ'fé*r'forﬂfriéénw o el ) - Health Center, Inc.
= Y . Middletown, CT
/ American Health / Community Health, :

La Clinica de La Raza

The
* oFiand. A  Denve, co Marshall Unwersﬂy 't Wood Johnson
\ i : Foundation

Huntmgtdn WV v

Prin ceton, NJ

niversity of North Carolina
Chapel Hill, NC

|abetes Initiative
Natlonal Program fflce

RTl Inte ntional
St LOUIS MO | Research Friangle Park, NC

Campesmos\ 4
Sin Fronteras
Somerton, AZ

" Galveston County

Gateway ton
Health Center, Inc »  Health District ‘W% Open Door
Laredo, TX . Texas City, TX N { Health Center

@
x Advancing Diabetes Self Management Programs (ADSM) Homesteacl, FL

D
Building Community Supports for Diabetes Care Programs (BCS)



Promdgyr Roles and Responsibilities

A Provide informal counseling,
social support and culturally
sensitive health education

A Advocate for patient needs

A Assure that patients receive the health services they
need and provides referral and follow-up services

A Assist and guide the patient in the management of
their disease process

A The promotor(a) is considered part of the medical team and
plays a key role on the delivery of DSM i

DIABETES INITIATIVE



Gateway Diabetes Self Management Project
Phase | - HbAlc (n = 109)

8.5 - 8.7

7 7.2 7.2

Average HbAlc Values
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Baseline 3mths 6 mths 12 mths

88% Retention Rate in SM Courses

L
A9% of clients return to the support X
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Why2e&upport?

w People living with diseases and conditions have a
great deal to offer each other (emotional, social, and
practical assistance)

CAazZzZUKSNI / 22NRAYI G2NRE OGN A
signs and symptoms of malaria and govdoroquine
reduced mortality by 40%

¢ TB Control in Bangladesglprograms with lay health
workers resulted in $64 per patient cures; programs
without lay health workers costs $96 per patient cured

¢ Patient education for diabetes80% with lay health
workers completed education (vs. 40% without), and those
completing education reduce@Hb

Swider Public Health Nursing002 19: 1120.
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PROGRAMMES IN . .
d | obe‘[ es Bermuda Indon§3|a Switzerland
: Brazil Jamaica Turkey
— Cameroon | Mexico Ukraine
Canada Netherlands | UK
China Pakistan United Republic
Egypt Philippines of Tanzania
us
[H Peer support Is promising

approach
b Key functions are global

Report of o WHO ronsulation, 5 - 7 November 2007

) et b How they are addressed
and implemented is local
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Peers For Progress
‘: Peers for Progress
™, Peer Support Avound the World | DIABETES

A program of the American Academy of Family Physicians Foundation

w Accelerate and promote best practices in peer
support as a regular part of health care and
prevention around the world

w Responsive both to the promise of peer support
and need for further research

¢ Better selfmanagement will have far greater impact
on population health than improvement in specific
medical treatment (WHO, 2003)

¢ WHO Consultation on Peer Support Programmes in
Diabetes (2008)

www.peersforprogress.org



