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ACCORD: Primary & Secondary Outcomes 

Intensive
N (%)

Standard
N (%) HR (95% CI) P

Primary 352 (6.86) 371 (7.23) 0.90 (0.78-1.04) 0.16

Secondary

Mortality 257 (5.01) 203 (3.96) 1.22 (1.01-1.46) 0.04

Nonfatal MI 186 (3.63) 235 (4.59) 0.76 (0.62-0.92) 0.004

Nonfatal Stroke 67 (1.31) 61 (1.19) 1.06 (0.75-1.50) 0.74

CVD Death 135 (2.63) 94 (1.83) 1.35 (1.04-1.76) 0.02

CHF 152 (2.96) 124 (2.42) 1.18 (0.93-1.49) 0.17



After median 8.5 years post-trial follow-up

Aggregate Endpoint 1997 2007

Any diabetes related endpoint RRR: 12% 9%

P: 0.029 0.040

Microvascular disease RRR: 25% 24%

P: 0.0099 0.001

Myocardial infarction RRR: 16% 15%

P: 0.052 0.014

All-cause mortality RRR: 6% 13%

P: 0.44 0.007

RRR = Relative Risk Reduction, P = Log Rank

UKPDS: Legacy Effect of Earlier Glucose Control



Prevalence of meeting A1C goals among adults aged   

≥ 20 years with diagnosed diabetes

Stark Casagrande S, Fradkin JE, Saydah SH, Rust KF, Cowie CC.  The Prevalence of Meeting A1C, Blood Pressure, and LDL Goals Among People 
With Diabetes, 1988-2010.  Diabetes Care. 2013;36:2271-2279. 



Glycemic Control Among Older US Adults With 

Diabetes Mellitus Across 3 Health Status Categories



Treatment of Older US Adults With Diabetes Mellitus 

With an HbA <7% Across Health Status Categories 1c



Prevalence of meeting BP goals among adults aged ≥ 20 

years with diagnosed diabetes



Prevalence of meeting lipid management goals among 

adults aged ≥ 20 years with diagnosed diabetes



Smoking Status Among US Adults with Diabetes,    

1999-2010

Ali MK, Bullard KM, Saaddine JB, et al. Achievement of goals in U.S. diabetes care, 1999-2010. N Engl J Med. 2013;368(17):1613-1624.



“Guiding Principles
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Individualized Approach to A1C 

Treatment Goals

• Consider A1C targets as close to non-diabetic levels (< 6.5 percent) 

as possible without significant hypoglycemia in people with short 

duration of diabetes, little comorbidity, and long life expectancy.

• Consider less stringent A1C targets (e.g., 8 percent) for people with a 

history of severe hypoglycemia, limited life expectancy, extensive 

comorbid conditions, advanced complications, major impairments to 

self-management (e.g., visual, cognitive, social), or long-standing 

diabetes where the A1C goal is difficult to attain despite optimal 

efforts.

• Reassess A1C targets and change (lower or higher) as appropriate.



Shared Decision Making in Blood 

Glucose Management

• Agreed upon goals for glycemic control   

• Information about advantages and disadvantages of the available 

medication classes can help guide joint therapy selection when 

metformin is contraindicated or insufficient to achieve goals



Diabetes Education Among US Adults 

with Diabetes, 1999-2010
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Principle 7: 

Provide Blood Pressure and Cholesterol 

Screening and Control, Smoking Cessation, 

and Other Therapies to Reduce 

Cardiovascular Disease Risk

• Blood pressure

• Lipids

• Multiple risk factor management

• Antiplatelet therapy

• Cardiovascular risk assessment

• Smoking cessation



UKPDS Blood Pressure Study
Tight (<150/85 mmHg) vs. less tight control group (<180/105 mmHg)

On treatment averages: 144/82 vs. 154/87 mmHg

 32% reduction in 

diabetes deaths 

(p=0.02)

 44% reduction in 

stroke (p=0.01)

 37% reduction in 

microvascular 

complications 

(p=0.009) 

BMJ. 1998 Sep 12;317(7160):703-13

0

10

20

30

40

50

P
a

ti
e

n
ts

 w
it
h

 e
v
e

n
ts

 (
%

)

0 21 3 54 6 87 9

Less tight blood pressure control

Captopril

Atenolol
P=0.43

Any diabetes related endpoint: 24% reduction 
(p=0.005; 95% CI 0.62–0.92)

Years from randomization

124

112

257

237

327

314

400

358

Captopril

Atenolol

# of patients at risk:



HOT Trial:
Effect of Diastolic Target on Cardiovascular Events - 4 Years

Lancet 351: 1755-1762, 1998
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ACCORD Blood Pressure

<120 mmHg vs 130-140 mmHg

Intensive 
Events (%/yr)

Standard
Events (%/yr) HR (95% CI) P

Primary 208 (1.87) 237 (2.09) 0.88 (0.73-1.06) 0.20

Total Mortality 150 (1.28) 144 (1.19) 1.07 (0.85-1.35) 0.55

Cardiovascular
Deaths

60 (0.52) 58 (0.49) 1.06 (0.74-1.52) 0.74

Nonfatal MI 126 (1.13) 146 (1.28) 0.87 (0.68-1.10) 0.25

Nonfatal Stroke 34 (0.30) 55 (0.47) 0.63 (0.41-0.96) 0.03

Total Stroke 36 (0.32) 62 (0.53) 0.59 (0.39-0.89) 0.01

N Engl J Med. 358:2545-59, 2008. N Engl J Med. 362(17):1575-85, 2010.  N Engl J Med. 362(17):1563-74, 2010. N Engl J 

Med. 363(3):233-244, 2010. The Lancet, 376 (9739):41930, 2010.

N=4773
Mean follow-up 4.7yrs



Blood pressure: General considerations

• Measure at every routine medical visit. 
• Consider home blood pressure monitoring when office/clinic 

measurements are borderline or elevated. 
• Non-pharmacologic therapy can be very effective: 

• Reduce sodium intake 
• Reduce excess body weight
• Avoid excessive alcohol consumption 
• Follow the DASH Eating Plan
• Engage in 40 minutes of aerobic physical activity at a moderate to 

vigorous intensity, at least 3 days a week.
• Referral to a registered dietitian can also be helpful 



Blood pressure: Therapy considerations

• Blood pressure of 130-139 mmHg systolic or 80-89 diastolic may 
initially be treated with lifestyle therapy alone. 

• The primary goal of therapy: less than 140/90 mmHg. 
• Lower blood pressure targets can be individualized based on shared 

decision making:
• level of CVD risk, 
• presence of kidney disease, and 
• burden of therapy. 

• Consider initial therapy with a thiazide, calcium channel blocker, ACE 
inhibitor, or an ARB. 

• Two or more agents at maximal doses is usually required to maintain 
blood pressure targets. 

• ACE inhibitors and ARB’s are contraindicated in pregnancy



Blood pressure: Controversy

• How low should we really go in people with diabetes?  Should there be 
different targets for the advanced elderly?  For those under 40?  

• In African Americans with diabetes, should the initial therapy be a 
thiazide diuretic or calcium channel blocker as opposed to ACEi/ARB? 

• What did ACCORD really tell us about blood pressure management?  
Targets?

• In the ACCORD BP trial, compared with combined standard treatment, intensive 
BP (SBP < 120 mmHg) or intensive glycemia treatment (A1C <6%) improved major 
CVD outcomes, without additional benefit from combining the two.
 Margolis KL, et al. Diabetes Care. 2014; 37:1721-8.

• The comparison was <120 vs 130-140 mmHg.



Principle 7: 

Provide Blood Pressure and Cholesterol 

Screening and Control, Smoking Cessation, 

and Other Therapies to Reduce 

Cardiovascular Disease Risk

• Blood pressure

• Lipids

• Multiple risk factor management

• Antiplatelet therapy

• Cardiovascular risk assessment

• Smoking cessation



4S: Statins reduce coronary events
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Statins: Targets?

•

•

•



Cholesterol Management
•

•

•

•

•

•

•



Cholesterol Management: Controversies
•

•

•

•

•

•



Principle 7: 

Provide Blood Pressure and Cholesterol 

Screening and Control, Smoking Cessation, 

and Other Therapies to Reduce 

Cardiovascular Disease Risk

• Blood pressure

• Lipids

• Multiple risk factor management

• Antiplatelet therapy

• Cardiovascular risk assessment

• Smoking cessation



Principle 7: Steno-2: Multiple Risk Factor 

Management
• N=160

• Intensive vs. conventional therapy 

for glucose, BP, lipids

• 7.8 y treatment, 13.3 y follow-up
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Gaede P, et al. N Engl J Med. 2008;358:580-591.
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Principle 7: 

Provide Blood Pressure and Cholesterol 

Screening and Control, Smoking Cessation, 

and Other Therapies to Reduce 

Cardiovascular Disease Risk

• Blood pressure

• Lipids

• Multiple risk factor management

• Antiplatelet therapy

• Cardiovascular risk assessment

• Smoking cessation



Antiplatelet therapy

•

•

•



Principle 7: 

Provide Blood Pressure and Cholesterol 
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Risk Calculators

http://www.dtu.ox.ac.uk/riskengine/

http://www.dtu.ox.ac.uk/riskengine/


Risk Calculators

http://www.aricnews.net/riskcalc/html/RC1.html

http://www.aricnews.net/riskcalc/html/RC1.html


Risk Calculators

http://www.cvriskcalculator.com/

http://www.cvriskcalculator.com/


Principle 7: 

Provide Blood Pressure and Cholesterol 

Screening and Control, Smoking Cessation, 

and Other Therapies to Reduce 

Cardiovascular Disease Risk

• Blood pressure

• Lipids

• Multiple risk factor management

• Antiplatelet therapy

• Cardiovascular risk assessment

• Smoking cessation



Tobacco use cessation

•

•

•

•

•



Note

•

•



Cumulative Number of Participants in Diabetes 
Cardiovascular Outcome Trials

Numbers of trial participants are added at the time of publication for historical trials (solid line) and at the estimated time of 
reporting for ongoing trials (dotted line). The red circle indicates when the new US Food and Drug Administration guidance for 
industry was issued.

Holman RR, et al. The Lancet, Volume 383, Issue 9933, 2014, 2008 - 2017
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Guiding Principles: Optimizing Self-

management Education and Support

• “Effective DSME and on-going DSMS are 

essential to enable people with or at risk for 

diabetes to make informed decisions and to 

assume responsibility for the day-to-day 

management of their disease or risk factors.”



Why is Diabetes Self-management 

Education and Support a Guiding 

Principle?



• 99% of diabetes management is self-management

Self-management and patient decision-making 

greatly impact outcomes

Self-management is primarily affected by 

psychosocial issues and diabetes-related distress 

Effective education addresses all of these so that 

patients can take charge

•

•

•

Why is DSME/S a Guiding Principle?



Why is DSME/S a Guiding Principle?

• “Most people with diabetes are not actively 

engaged by their healthcare professionals to 

take control of their condition; education and 

psychosocial care are often unavailable.”

– 48.8% of participants in the DAWN2 study had 

received formal diabetes education; 81.1% found it 

helpful.

Kovacs Burns, et al., Diabet Med 2013; 30:778-788.



Why is DSME/S a Guiding Principle?

• Among newly diagnosed persons with diabetes 

in the US between 2009-2012, about 6.8% of 

privately insured, newly diagnosed adults (ages 

18-64) participated in DSME during the first year 

after diagnosis.

Rui et al:  MMWR 2014;1463:1045-1049.



Why is DSME/S a Guiding Principle?

• To clarify old, unquestioned assumptions about 

diabetes self-management education

– It doesn’t work

– It is not practical 

– There is nothing really new 



Does DSME Work?



• Effective for improving clinical and quality of life 

outcomes, at least in the short-term.1-3

• Cost-effective.4

• Repeated contacts over-time result in a dose-

responsive effect on outcomes.5

1. Heinrich, et al. Eur Diabetes Nursing 2010;7:71-76.
2.  Cochran J, et al. TDE 2008;34:815-823. 

3, Marrero DG et al.  Diabetes Care 2013:38:463-470.
4.  Duncan et al. TDE 2011; 37:638-658.
5. Duncan et al.  TDE 2009; 35:752-760.

.

Evidence for DSME/S



Evidence for DSME/S

• There is no single best educational program or 

approach.1-2

• However, programs that incorporate behavioral and 

psychosocial strategies have improved outcomes.3-4

• Group education is at least as effective as individual 

education.5-6

• Age and culturally appropriate programs improve 

outcomes.3

1. Norris, et al. Diabetes Care 2001; 24:561-587.

2. Norris, et al. Diabetes Care 2002; 25:11591171.

3. Haas et al. Diabetes Care 2012; 35:2393-2401.

4. Heinrich, et al.  European Diabetes Nursing 2010; 7:71-76.

5. Duke et al. Cochrane Database Syst Rev, 2009.

6. Deakin, et al. Cochrane Database Syst Rev, 2005. 



Evidence for DSME/S

• Traditional knowledge-based diabetes DSME is essential 

but not sufficient for sustained behavior change.

• On-going diabetes self-management support (DSMS) is 

critical in order to sustain participants’ progress resulting 

from diabetes self-management education.

1. Haas et al. Diabetes Care 2012; 35:2393-2401.



Practical Approaches to DSME/S



Practical Approaches to DSME/S

Interventions are more effective when:

• Tailored to patients’ preferences

• Tailored to patients’ social/cultural

environment

• Actively engage patients in goal-setting

• Incorporate coping skills

• Provide follow-up support



Practical Approaches: Starting the Visit

• What is your biggest worry about diabetes?

• What is hardest for you or your biggest struggle about 
managing your diabetes? 

• How has diabetes affected your daily life and that of your 
family?

• What questions do you have? What would you like to 
know when you leave here today?

• Do you have any cultural or religious practices that affect 
how you care for your diabetes?

• What one thing would you like to be different in terms of 
your daily life with diabetes?

Funnell, et al. Clinical Diabetes 2015; 33:32-36.



Practical Approaches: Ending the Visit

Teach-back

• If you were to tell someone what we talked about 

here today, what would you say?

• What is one key thing you learned today?

Closing the Loop

• What is one thing you will do to better manage 

your diabetes?

Funnell, et al. Clinical Diabetes 2015; 33:32-36.



Culture and Ethnicity



Building Cultural Awareness

• Ask your patients about their health beliefs and practices 

• “Do you have any cultural/religious practices that influence how you 
care for your diabetes?”

• Ask your patients about their medications (including ones other than 
you prescribed)

• Ask about traditional and natural remedies

• Assess the role of family members and friends in making healthcare 
decisions

• Offer to include family members in discussions



What’s New in DSME/S?



What’s New?

• Evolved from primarily didactic interventions into 
more theoretically-based empowerment models.

• Initially focused on knowledge and “compliance 
/adherence” as the major outcome.

• More recently focused on behavior change and 
strategies to facilitate behavior change.

• Most recently have recognized need to address 
knowledge, behavior and psychosocial aspects 
(i.e., diabetes-related distress), along with providing 
on-going support.



What’s New: Patient-centered

• No lectures

• Respond to questions based on patient 

concerns

• Integrate clinical, behavioral and psychosocial 

• Patient experiences serve as the curriculum

• Effective

Funnell, et al. TDE 2005; 31:53-61.



What’s New: Technology

• Data are mixed in terms of DSME outcomes

• Useful for DSMS, prevention, reinforcement, 

tracking behaviors, communication 

• Use will increase



Goals of New Beginnings

Help African Americans with 
diabetes:

• Manage the emotional 
impact of diabetes

• Build positive, supportive 
family relationships  

• Develop behavioral skills:

– Goal setting

– Problem solving

– Improved self-efficacy

– Health literacy



New Beginnings Discussion Guide 

• Use in small groups

• People with diabetes

• Family members

• Support coping and 

behavior change

www.cdc.gov/diabetes/ndep/new-beginnings.htm

http://www.cdc.gov/diabetes/ndep/new-beginnings.htm


In Summary:

• Ensure that the patient receives adequate self-
management education and support.

• Set collaborative goals based on the patient’s personal 
goals, culture, values and environment. 

• Review lab and other data at each visit.

• Share decision-making and be open-minded to the 
patient’s choices. 

• Revisit and revise goals at each visit.

• Encourage participation in community programs.

• Recognize that the behaviors involved in managing and 
preventing diabetes are dynamic and multidimensional.

Marrero, et al., Diabetes Care 36:465-470, 2013. 
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Elements of Patient-Centered Care 

1. Respecting values, preferences, and expressed needs

2. Communicating effectively

3. Development of individualized care plans 

4. Assessing social, financial, clinical, & emotional needs

5. Proactive approach 

6. Care coordination

7. Collaborative multidisciplinary team care 

8. Incorporating access to community resources



Good Communication

and 

Practice Transformation



Are we empathetic?

• Study aimed to describe relationship between patient 

BMI and physician communication behaviors.

• PCPs demonstrated less emotional rapport with 

overweight and obese patients than for normal weight 

patients. 

• Findings raise concern that low levels of emotional 

rapport may weaken relationship, diminish adherence 

and effectiveness of counseling.

Gudzune, K. et al. Physicians build less rapport with obese patients. Obesity. 2013



Empathy and diabetes

Patients of physicians with high empathy scores as 

compared to those with low empathy were:

• more likely to have good control of A1c (p .001). 

• proportion of patients with good LDL control (p .001). 

• lower rate of acute complications

• physicians’ understanding of their patients’ beliefs 

associated with better self-care among patients (e.g., 

improved diet, SMBG).

Del Canale, S. et al. Relationship Between Physician Empathy and Disease Complications: 

Empirical Study of Primary Care Physicians and Their Diabetic Patients. Academic Medicine. 2012



Patient Satisfaction

• 52% in ratings of care satisfaction was accounted for 

by physicians’ levels of warmth and respect.

• Dietitians’ empathic engagement predictive of patient 

satisfaction and successful consultations.

• Empathy was the most important quality for being 

considered a “good physician”. 

• Patients who don’t have decision support more often 

blame their practitioner for bad outcomes.

Kenny DT. Determinants of patient satisfaction with the medical consultation. Psychol Health. 

1995. Goodchild CE, et al. The value of empathy in dietetic consultation: A pilot study to 

investigate its effect on satisfaction, autonomy and agreement. J Hum Nutr Diet. 2005.



Are decisions really shared? 

Traditional Decision Model: Paternalism at Its Peak



Consider approaches like: 

Shared Decision Making

Collaborative process that allows patients and 

their providers to make health care decisions 

together, taking into account the best scientific 

evidence available, as well as the patient’s values 

and preferences.



Consider that:

• Decisions may conflict with evidence-based 

guidelines.

• Discussion of options requires time & effort. 

• Key to patient satisfaction and good 

outcomes. 

• Better experience with providers associated 

with medication & treatment plan adherence.



Do they understand us?: 

Health Literacy and Numeracy

• Health literacy includes ability to:

– Make critical health decisions. 

• 1 in 3 Americans has low health literacy.

• Older people, non-whites, immigrants, & those 

with low incomes are more likely to have trouble 

reading and understanding health information.

• Limited health literacy is associated with poorer 

outcomes and higher costs.



Health Literacy 

Among diabetes patients, those with low literacy: 

– Have greater difficulty understanding their condition

– Are less confident managing their diabetes

– Are less likely to engage in self-management

– Have worse glycemic control

– And have poorer communication with providers

Powell CK, et al. Diabetes Educ. 2007;33:1441-151. Huizinga MM, et al. BMC Health Serv Res. 2008;8:96.
Osborn CY, et al. J Health Commun. 2010;15:146-158. Cavanaugh K, et al. Ann Intern Med. 2008;148:737-746.
Schillinger D, et al. JAMA. 2002;288:475-482. Arthur SA, et al. J Natl Med Assoc. 2009;101:677-683. Schillinger
D, et al. JAMA. 2002;288:475-482. Arthur SA, et al. J Natl Med Assoc. 2009;101:677-683.



Health Literacy
• Use plain language in written and spoken materials 

(no jargon)
– Less than 2 syllables

• Explain medical terms 

• Avoid phrases with two interpretations (eg, positive 
test results; negative test results)

• Open-ended questions (‘What questions do you 
have?’ not ‘Do you have questions?’)

• Highlight key recommendations

• Universal Precautions

Osborn CY, et al. Clinical Diabetes 2010;20:171-175.



Good Communication

and 

Practice Transformation



Gap between what people want and what they get 

regarding engagement in health care:

• 8 in 10 people want their health care provider to listen to 

them, but just 6 in 10 say it actually happens. 

• Less than half of people say their provider asks about 

their goals and concerns for their health. 

• 9 in 10 people want their providers to work together as a 

team, but just 4 in 10 say it actually happens. 

Alston, C., L. et al. 2012. Communicating with patients on health care evidence. Discussion 

Paper, Institute of Medicine, Washington, DC. http://www.iom.edu/evidence. 



Real-Life & Practice Realities

525,600 minutes/year 

versus 45 minutes/ 3-4 visits/year

• 10-17 minutes with PCP every 3-6 months

• Follow-up visit provider addresses 

approximately 17 topics; writes 2 prescriptions; 

and discusses nutrition & medication changes 

within 17 minutes

Strange D. et al. Illuminating the “black box”; a description of 4,454 patient visits to 138 family 

physicians. J Fam Pract, 1998; Parchman ML, et al. Encounters by patients with type 2 

diabetes-complex and demanding: an observatinal study. Ann Fam Med, 2006 .



Addressing Comorbidities and Screening

Dental Eye care 

Vaccinations 

Activities of Daily Living 

Alcohol/Drug/Tobacco 
Use 

Cancer

Depression/Distress

Micro- & Macro-Vascular Disease



Patient Centered Medical Home



Team Care: Differences in A1C

Quality Improvement 

Strategy

No. of 

Trials

Team changes 26

Case management 26

Patient reminders 14

Patient education 38

Electronic patient registry 8

Clinician education 20

Facilitated relay of clinical 

information

15

Self-management 20

Audit and feedback 9

Clinician reminders 18

Continuous quality 

improvement

3

All interventions 66

Favors

Intervention
Favors

Control

ference in Post-Intervention A1C (%)

-1.0 -0.8 -0.6 -0.4 -0.2 0 0.2 0.4

Dif

Shojania KG, et al. JAMA. 2006;296:427-440.



Effective Teams : 
Shared “Party- line” And Common Goals



Family Doctor

Dietitian

Diabetes Nurse
/ Educator

Podiatrist

Specialist
Physician

Pharmacist

Psychologist

Person with 
Diabetes

Compliments of Margaret McGill, 
University of Sydney.



Patient-Centered Medical Neighborhood: 

The Community



Our communities



What does NDEP have to offer?



NDEP and Health Literacy

• Review of NDEP’s most popular 

publications for health literacy/plain 

language principles, including:

– Content  

– Literacy Demand 

– Health Numeracy

– Graphics and Visuals/ Layout and Design

– Learning Stimulation, Interaction and 

Motivation

– Cultural Appropriateness



NDEP Tools to Support Health Care 

Professional/Patient Communication



•

•

Engaging Health Organization 

Partners
Pharmacy, Podiatry, 
Optometry and Dentistry 
Partnership Activities 
(PPOD) 

– “traditional” health care 
providers and PPOD 
professionals

Range of providers 
collaborated on Guide

– Access to expertise

– Access to audiences

– Consistent messages

– Better final product www.cdc.gov/diabetes/ndep/ppod.htm

http://www.cdc.gov/diabetes/ndep/ppod.htm


Using “Guiding Principles”: Preventing 

Type 2 Diabetes – Progress since the 

Diabetes Prevention Program

Ann Albright, PhD, RD

Director, Division of Diabetes Translation

Centers for Disease Control and Prevention
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Evidence for National Diabetes Prevention 

Program

• The NIH DPP research study showed that structured lifestyle 
change program achieved modest weight loss of 5-7 percent 
and 150 min PA/wk reduced type 2 diabetes by 58% (71% in 
those over age 60) in those at high risk for type 2 diabetes

– True for all participating ethnic groups and for both men and women

– Blood pressure and lipids improved

– 10-year f/u shows continued reduction in new cases of type 2 diabetes

• Translational studies demonstrate trained lay health workers 
and health professionals are effective in delivering the lifestyle 
change program 

• Community Guide shows that longer duration programs are 
more effective

• National DPP is 1/3 of the cost of DPP research study and 
demonstrates similar lifestyle change results



BASIC SCIENCE

EFFICACY

EFFECTIVENESS

EFFICIENCY

AVAILABILITY

DISTRIBUTION

Molecular/ 

physiological

Ideal 

settings

Real world 

settings

Biggest effect on 

most people

Supply

Diffusion of 

interventions

Adapted from information in Sinclair JC, et al. N Engl J Med. 1981;305:489–494. and Detsky
AS, et al. Ann Intern Med. 1990;113:147-154.



National Diabetes Prevention Program - largest national 

effort  to bring diabetes prevention lifestyle programs to 

communities





Summary of Status of National DPP

• 624 CDC-recognized organizations delivering 

the program 

• Program delivery sites in all 50 states, D.C. 

and Guam

• Programs being delivered in-person and 

through virtual technology

– Recognition of organizations offering program via 

technology began with revised program 

standards in 2/15

• All CDC-recognized sites can be found at  
www.cdc.gov/diabetes/prevention/recognition



copyright © 2005-2015 Zee Source. All rights reserved.
Source: Diabetes Prevention Recognition Program Registry (CDC/National Diabetes 

Prevention Program 4/14/2015)

2 sites in 

Anchorage



Summary of Status of National DPP

• About 30,000 participants served by 

organizations in CDC recognition program 

(does not yet include virtual program 

participants) 

• Average weight loss is 4.6% by participants 

who have attended at least 4 sessions

• More than 20 health plans providing some 

amount of coverage

• 6,843 coaches trained 

• More national partners coming on board 



NDEP contributions to National DPP 

• Helping to build organizational capacity

• Supplementing National DPP resources



Building Organizational Capacity

• Demonstration project using the Road to 

Health Toolkit 

– 3 community-based organizations serving 

Hispanic/Latino populations

– Training and technical assistance

– Monitoring behavioral change 

– Measuring capacity before, during, and after 



Recruit an adequate 
number of participants 

Retain participants 
during the program and 

follow-up period

Cover the contents with 
fidelity 

Collect, track, report, and 
manage data

Implement group sessions 
and 2 follow up sessions 

CBOs with 

CHWs

Participate in project’s 

evaluation activities

Building Organizational Capacity



Recruit an adequate 
number of participants 

Retain participants 
during the program and 

follow-up period

Cover the contents with 
fidelity 

Collect, track, report, and 
manage data

Implement group sessions 
and 2 follow up sessions 

CBOs with 

CHWs

Participate in project’s 

evaluation activities

Results and Lessons Learned



Supplementing Program Resources

• CDC/AMA toolkit 
– Refers people to NDEP’s 

Small Steps, Big Rewards 

GAMEPLAN

– Source of additional 

resources

• Lifestyle change 

programs
– NDEP resources for ethnic 

minorities supplement 

handouts from curriculum



Prevent Diabetes STAT
Screen, Test, Act –Today TM

• The AMA and CDC have launched a multi-year initiative as 

part of the National DPP to reach more Americans with 

prediabetes, utilizing their collective muscle to offer the 

tools, resources and training needed to bridge the gap 

between the clinical setting and communities to achieve a 

healthier nation

• The AMA and CDC are urging stakeholders to join them in 

this critical effort to Prevent Diabetes STAT



Goals of Prevent Diabetes STAT

• Raise awareness about prediabetes 

• Communicate a sense of urgency

• Increase screening, testing and referrals to 

CDC-recognized diabetes prevention programs

• Rally front-line healthcare providers, community 

organizations, public health professionals, health 

systems, employers, insurers, the public and 

more to ACT today



Prevent Diabetes STAT

 Dedicated Web site for key stakeholders

 www.preventdiabetesstat.org



Moving Forward: 

Future Directions for the NDEP

Joanne Gallivan, MS, RD

Director, NIH-NDEP
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Goal: NDEP’s goal is to reduce the burden of diabetes and prediabetes by 

facilitating the adoption of proven approaches to prevent or delay 

the onset of diabetes and its complications.

Strategy 1: Behavior 

Change

Share model programs and 

resources to develop and 

sustain a healthy lifestyle 

with a focus on prevention 

and/or management.

Strategy 2: Clinical Setting

Share tools, resources and 

programs that help improve 

effectiveness in diabetes 

management and prevention 

interventions.

Strategy 3: Community 

Setting

Share tools and resources to 

improve health outcomes for 

people with diabetes and 

people at risk.



Diabetes HealthSense
www.YourDiabetesInfo.org/HealthSense

http://www.yourdiabetesinfo.org/HealthSense


Medication Adherence 
www.YourDiabetesInfo.org/MedicationAdherence

http://www.yourdiabetesinfo.org/MedicationAdherence


Practice Transformation 
www.YourDiabetesInfo.org/PracticeTransformation

http://www.yourdiabetesinfo.org/PracticeTransformation


Resources for Health Care Professionals

www.YourDiabetesInfo.org/Webinarswww.YourDiabetesInfo.org/GAMEPLAN

http://www.yourdiabetesinfo.org/Webinars
http://www.yourdiabetesinfo.org/GAMEPLAN


NDEP Publications Reviewed for Plain 

Language Principles
www.YourDiabetesInfo.org/Publications

http://www.yourdiabetesinfo.org/Publications


Working with Partners to Support 

Systems Change: ACP

• The American College of 

Physicians incorporated the 

Practice Transformation website 

into a training module for their 

ACP Quality Champions in 

Diabetes.  

• The goal of the training was to 

advance understanding of key 

practice transformation and 

quality improvement strategies.

www.YourDiabetesInfo.org/PracticeTransformation

www.acponline.org

http://www.yourdiabetesinfo.org/PracticeTransformation
http://www.acponline.org/


• ADA Partnership Activities

– Provides organizational 

expertise and input in the 

development of (and updates to) 

NDEP’s School Guide

– Incorporates the School Guide 

as part of its "Safe at School” 

initiative

– Cross-promotion

Working with Partners to Provide Better 

Diabetes Care for Students: ADA

www.diabetes.org/safeatschool

http://www.diabetes.org/safeatschool


Working with Partners to Provide 

Support and Behavior Change: AADE 

and Diabetes HealthSense

• Input on evaluation plans 

and instruments

• Access to AADE’s membership 

• Recruitment of evaluation sites 

and participants

• Contributions to final reports 

and/or evaluation manuscripts 

www.diabeteseducator.org

www.YourDiabetesInfo.org/

HealthSense

http://www.diabeteseducator.org/
http://www.yourdiabetesinfo.org/HealthSense


Support for Clinical Trials 

• D2d Vitamin D and Type 2 

Diabetes Ancillary Study

• GRADE Study

• RAPID Study

• All use NDEP patient education 

materials as part of intervention 

www.d2dstudy.org

https://portal.bsc.gwu.edu/web/grade

http://www.d2dstudy.org/
https://portal.bsc.gwu.edu/web/grade


NDEP National Diabetes Survey (NNDS)

• Provides specific and timely data about the 

population's diabetes KAP’s

• Conducted in 2006, 2008, 2011, and 2014

• 2011 results showed continued lack of awareness 

of diabetes and CVD link

– NDEP Campaign:

• 2014 focus: self-management, self-care, perceived 

risk



Ways You Can Get Involved

• Stakeholder Groups

• Task Groups

• Pretesting

• Technical Reviewers

• News & Notes

• Webinars

• Social Media
http://ndep.nih.gov/partners-community-organization

http://ndep.nih.gov/partners-community-organization


Moving Forward: Future 

Directions for the NDEP 

Judith A. McDivitt, PhD

Director, National Diabetes Education Program

Centers for Disease Control and Prevention
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Goal: NDEP’s goal is to reduce the burden of diabetes and prediabetes by 

facilitating the adoption of proven approaches to prevent or delay 

the onset of diabetes and its complications.

Strategy 1: Behavior 

Change

Promote model programs to 

develop and sustain a 

healthy lifestyle with a focus 

on prevention and/or 

management.

Strategy 2: Clinical Setting

Promote models and strategies 

for team care. 

Strategy 3: Community 

Engagement 

Increase adoption of tools and 

resources to improve health 

outcomes for people with 

diabetes and people at risk.



Working with States and Cities

Build support for healthy lifestyles

• Partner networks

• Tailored communications

Health system interventions

• Team-based care

• Systems to identify & refer people with prediabetes

Community-clinical linkages

• Diabetes Self-management Education access

• Lifestyle change programs



Working in Communities

 Community-based  organizations 

 Community 

Health Workers

 Business and                            

worksite                                  

community



Supporting Community-based 

Organizations and Individuals

• Build capacity

– Toolkits

– Training

– Technical assistance

• Link partners

• Provide access to 

culturally-appropriate 

resources



Supporting Community 

Health Workers

• Build relationships

• Increase capacity 

related to diabetes

• Facilitate inclusion of 

diabetes in certification 

requirements

• Develop key guidance 

documents



Supporting Businesses and Worksites
www.DiabetesAtWork.org

http://www.diabetesatwork.org/


                     

                        

Empowering Partners

 Provide easy access to   

science-based                 

relevant resources

 Website

 Collections of resources

 Webinars

 Training and technical 

assistance

www.CDC.gov/diabetes/NDEP

http://www.cdc.gov/diabetes/NDEP


Collections of Resources

 African American/African 

Ancestry

 American Indian/Alaska Native

 Asian American/Native 

Hawaiian/Pacific Islander

 Hispanic/Latino

 Pharmacy, Podiatry, Optometry 

and Dentistry (PPOD)

 Community Health Workers



Webinars



Partner Activities

• Identify needs

• Collaborate on 

strategies

• Ensure relevance

• Incorporate, adopt, 

and adapt

• Extend reach



Alone we can do so little; together we can do 

so much.

Helen Keller



Join Us!

www.YourDiabetesInfo.org

Joanne.Gallivan@nih.gov

www.cdc.gov/diabetes/ndep

JMcDivitt@cdc.gov

http://www.yourdiabetesinfo.org/
http://www.cdc.gov/diabetes/ndep
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