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Estimated Worldwide Prevalence of Diabetes

6-8%

World Prevalence ~ 194 Million

10-14%

2007 2025

World Prevalence ~ 333 Million

10-14%

10-14%

14-20%



Diabetes: Statistics for the U.S.

Å23.6 million people (~ 8%) have diabetes

Å43 million people have pre-diabetes

Å1.6 million new cases of diabetes are 

currently diagnosed each year

Å1 out of every 3 children born after 2000 will 

develop type 2 diabetes during their lifetime



County-level Estimates of  Diagnosed Diabetes forAdults aged Ó 20 years: 

United States 2007



2007 Estimated Diabetes 

Prevalence in Rural vs. Urban

P<0.01



Diabetes Prevalence in NC



AndééMore Diabetes to Come

Adults:Percent Obese in 2008:

ïNC = 29% -ENC White  29%

ïENC = 32% -ENC Af Amer 46%

Kids in ENC in 2006:

Å40-50% OW or Obese 

Å25% getting no activity

ÅDiet: sugar, fat, fast food



2004-2008 NC Diabetes Mortality 

and Disparity by Ethnicity
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DIABETES: AT THE CENTER OF 

COMPLICATIONS

DIABETE

S



Convergence of Socio-economic 

Factors & Diabetes in Rural NC
PERCENT IN POVERTY

PERCENT DIABETES



Strategy: Bi-Modal Intervention 

plus Policy Advocacy

Providerõs OfficeCommunity Setting
AND



Re-engineering Healthcare 

Resources

ÅCurrent health care 

delivery system is broken; 

rural minority patients 

suffer the consequences

ÅInnovative systems can be 

developed

ÅPreliminary evidence 

suggests that these 

diminish barriers in care 

delivery and improve 

outcomes



Delivery System(Re)Design

ÅEducation with coaching 

(E&C) by skilled non-physician 

= primary tool to facilitate pt 

self-management

ÅDefine roles and distribute 

tasks among team members.

ÅUse planned interactions to 

support evidence-based care.

ÅProvide clinical case 

management services.

ÅEnsure regular follow-up.

ÅGive care that 

patients understand 

and that fits their 

culture



New Models: RWJ-funded work in 

AA Diabetic Pts in Eastern NC
Murfreesboro Clinic

Ahoskie Clinic

Bertie Memorial Hosp 

Clinic and Coord Center

Washington Co Hosp

Clinic

Brody School of Medicine

East Carolina University
Kinston Community Health

Center
Mt. Olive Community Health

Center

Intervention sites
Control sites

Nurse 
Care

Manager

Dietitian 
Care

Manager

PharmD 
Care

Manager

Circuit -rider 

Intervention

http://www.rwjf.org/


BASELINE DATA ON AA 

DIABETIC PATIENTS

Parameter Control

N=278

Intervention

N=362

Mean age 59.9 Ñ12.3 59.3 Ñ12.1

Gender (% female) 63% 66%

HbA1C 8.1 Ñ2.2 8.2 Ñ2.3

Systolic BP 141 Ñ22 135 Ñ18

Diastolic BP 82 Ñ13 78 Ñ11

LDL cholesterol 100 Ñ37 101 Ñ34

http://www.rwjf.org/


OUTCOMES OF INTERESTé 

Stay Tuned
Outcome Measures: HbA1c, BP, LDL cholesterol 

Control Measures: age, gender, baseline values, co-

morbid conditions, health insurance, practice attended, 

# visits, # hours contact with a care manager, # self-

management goals set, treatment intensification, and 

medication compliance. 

Process Measure: Patient Assessment of  Chronic 

Illness Care (PACIC)

Business Sustainability modeling: total cost of  

intervention; cost allocation, cost-sharing, and enhanced 

practice revenue

http://www.rwjf.org/


Patient Provider Telehealth Network

V Patient Centered Medical Home Model

V Driven by the PCP and the patient 

V Technology placed in homes and the community



Remote Monitoring and 

Chronic Care Management

V Daily monitoring and care management by RN

V PCP responds to critical indicators  


