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iabetes: it’s the seventh leading cause of death, a major

cause of heart disease and stroke, and the leading cause

of adult blindness, kidney failure, and nontraumatic

lower-extremity amputations, responsible for $116 bil-
lion in direct medical costs in the United States and $58 billion
more in indirect costs, such as disability. Diabetes is an epi-
demic, with 23.6 million people affected—35.7 million of whom
are undiagnosed—and rates that continue to grow. Moreover,
diabetes is not a disease that affects all equally: African Ameri-
cans, Hispanics, American Indians, and Alaska Natives are twice
as likely as white adults to have diabetes. Further, diabetes is
more common among those with less education, with disease
rates of 15.8% among those without a high school diploma
compared with 6.9% among those who attended college. A
quarter of all adults aged 60 and older have the disease, and a
third of all US children born in 2000 could develop it during
their lifetime (1).

Statistics for the state of Texas are even worse than the na-
tional average:

e The prevalence of diabetes in Texans aged 18 and older rose
to 10.3% in 2007.

e More than 1.8 million adults in Texas are diabetic, and
460,000 are believed to be undiagnosed.

e Diabetes rates were 12.9% among African Americans,
12.2% among Hispanics, 11.8% among other minorities,
and 8.5% among whites (1).

These latest statistics from the Centers for Disease Control
and Prevention (CDC) (1) reinforce the need to prevent diabe-
tes and manage it to avoid the worst outcomes for patients. This
article provides a brief overview of the patient empowerment
model promoted by Baylor Health Care System (BHCS). It then
describes BHCS’s coordinated efforts for disease management,
as well as its new community outreach program and Diabetes

Health and Wellness Institute—Dboth projects of the BHCS
Office of Health Equity.

PATIENT EDUCATION AND EMPOWERMENT

In regular office visits for diabetes care, health care profes-
sionals tend to focus on several treatment targets and ensure that
examinations are completed to assess for potential complica-
tions. Despite the array of medications available, however, most
patients do not reach the goals for the targets (7able 1) (2).
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Table 1. Goals for patients with diabetes

Patients who
Target Goal achieve goal*
Low-density lipoprotein <100 mg/dL* 52%

Hemoglobin A1C <7% 43%

Blood pressure 130/80 mm Hg <29%

*From reference 2.

fIn individuals with cardiovascular disease, a lower low-density lipoprotein cholesterol
goal of <70 mg/dL is an option (3).

Anderson and Funnell pointed out that patients provide
98% of their own diabetes care (4); the main self-care efforts
are outlined in 7zble 2. Thus, patients’ daily decisions have the
greatest impact on their health, and they are responsible for the
actions and the consequences. While health care professionals
have an important role in helping patients make informed self-
management decisions, according to the patient empowerment
model, they cannot control patients’ self-care decisions. Instead,
they focus on asking questions, beginning the office visit with
the patients agenda, and developing an individualized treatment
plan or contract with the patient. A step-by-step approach is
helpful, focusing on behaviors and problem-solving skills rather
than outcomes. It is also important to involve family members
and other supports, maintain contact between visits, and nour-
ish patients’ coping skills. Finally, health care professionals need
to obrtain assistance from colleagues and refer patients to special-
ists as needed (4). 7able 3 reiterates these steps and translates
them into questions that can be asked during office visits using
the empowerment model.

These questions relate to the “LIFE” approach Funnell and
Weiss later described. This framework consists of four steps:
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Table 2. Self-care behaviors for patients with diabetes*

Table 3. Four-step patient empowerment counseling model*

Behavior Comments

Step

Question to ask patient

Healthy eating Making healthy food choices, understanding portion sizes,
and learning the best times to eat are central to managing
diabetes. By making appropriate food selections, children
and teenagers grow and develop as they would if they
didn’t have diabetes. And, by controlling their weight, many
adults may be able to manage their condition for a time
without medications.

Being active  Regular activity is important for overall fitness, weight
management, and blood glucose control. With appropri-
ate levels of exercise, those at risk for type 2 diabetes
can reduce that risk, and those with diabetes can improve
glycemic control. Being active can also help improve body
mass index, enhance weight loss, help control lipids and

blood pressure, and reduce stress.

Monitoring Daily self-monitoring of blood glucose provides people with
diabetes the information they need to assess how food,
physical activity, and medications affect their blood glucose
levels. People with diabetes also need to regularly check

their blood pressure, urine ketones, and weight.

The health care team will be able to determine which
medications those with diabetes should be taking and help
them understand how these medications work. Effective
drug therapy, in combination with healthy lifestyle choices,
can lower blood glucose levels, reduce the risk of diabetes
complications, and produce other clinical benefits.

Taking
medication

Those with diabetes must keep their problem-solving skills
sharp because on any given day, a high or low blood
glucose episode or a sick day will require them to make
rapid, informed decisions about food, activity, and
medications. This skill is continuously put to use because
even after decades of living with the disease, stability is
never fully attained: the disease is progressive, chronic
complications emerge, life situations change, and patients
age.

Problem
solving

Reducing
risks

Effective risk reduction behaviors such as smoking
cessation and regular eye, foot, and dental examinations
reduce diabetes complications and maximize health and
quality of life. An important part of self-care is learning to
understand, seek, and regularly obtain an array of
preventive services.

Healthy
coping

Health status and quality of life are affected by
psychological and social factors. Psychological distress
directly affects health and indirectly influences motivation
to keep diabetes in control. When motivation is dampened,
the commitments required for effective self-care are
difficult to maintain.

1. Help patient identify diabetes-
related problems and issues on
which they want to work.

2. Help patient identify thoughts and
feelings associated with an issue.

3. Help patient identify health-
related attitudes and beliefs
underlying the problem and
establish diabetes self-care
goals.

What problem are you having with
diabetes that you want to work on?

What are you thinking and feeling
when you are struggling with the
problem?

What deeper attitudes and beliefs
lead you to think and feel as you
do when you are struggling with a
problem?

What is your ultimate goal for

*Adapted from American Association of Diabetes Educators (http://www.diabeteseducator.
org/ProfessionalResources/AADE7/).

L, learn about diabetes, the health care team, and personal life
circumstances; I, identity the three guiding principles of role,
flexibility, and targets; F, formulate a personal self-management
plan; and E, experiment with and evaluate the plan (6). Thus,
while education is involved, it is personalized, ongoing, and
touches on more than the disease process and medications.
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dealing with the problem?

4. Help patient develop and commit
to a plan for achieving their goal.

What would be the steps, one by
one, that would lead to you reaching
your goal?

*Reprinted with permission from the American Association of Diabetes Educators (5).

Equal emphasis is placed on individual patient goal setting.
Professionals feel responsible o their patients, not responsible
for them (7). This is the model Baylor Health Care System has
espoused in its partnership with patients with diabetes.

BHCS’S EFFORTS TO IMPROVE DIABETES CARE

A BHCS Diabetes Council was established in October
2008 to coordinate and provide a systematic approach to
diabetes care across BHCS. This council, which reports to
the BHCS Best Care Committee, includes physicians (repre-
senting primarily endocrinology but also cardiology, primary
care, and kidney/pancreas transplantation), administrators
(including BHCS’s chief medical officer, chief quality officer,
and other senior leaders), and diabetes educators. Subgroups
on inpatient care and outpatient care have taken numerous
steps to improve care.

Inpatient efforts
An inpatient workgroup of the Diabetes Council estab-

lished three strategies for inpatients with diabetes at all BHCS
hospitals: to reduce hypoglycemia and hyperglycemia, to im-
prove the timing of insulin administration, and to improve
overall care, including transitions of care. Efforts are currently
under way to improve medication reconciliation, to develop a
care coordination/social work care plan, and to develop a stan-
dardized diabetes education training plan for inpatient diabetes
resource teams. Order sets are also being developed and tested
for patients admitted with diabetic ketoacidosis. Finally, the
group is developing a diabetes scorecard to reflect clinical and
process improvements in the care of patients with diabetes at a
facility level. The scorecard will have six measures:

¢ Hemoglobin A1C on admission (process/patient outcome)

e Length of stay

¢ 30-day mortality
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¢ 30-day readmission rate
e Emergency department visits
e Severity index and population information (primary and
secondary diagnoses)
Also being considered for the scorecard are measures to cap-
ture hypoglycemia, hyperglycemia, outpatient referrals for diabe-
tes education, and complication rates/comorbid conditions.

Outpatient efforts
In BHCS, outpatient diabetes education services are offered
in 8 hospital-based diabetes education centers, 2 senior health
centers, as well as physician offices. Since 1998, the outpatient
diabetes education centers have provided quality diabetes self-
management education, as recognized by the American Diabe-
tes Association. In 2009 over 4000 patients received diabetes
self-management education in one of Baylor’s ADA-recognized
education centers.
The outpatient workgroup of the BHCS Diabetes Council
is involved in several initiatives:
¢ Droviding current, accurate, and convenient online diabetes
resources for ambulatory providers and increasing awareness
of these resources
e Standardizing diabetes education materials provided to pa-
tients across the continuum of care throughout BHCS
e Providing a standard staff diabetes education training pro-
gram for the outpatient care team
e Initiating a diabetes wellness program for employees

Equity efforts: grant for outreach and culturally
competent care

In 2009, Baylor’s Office of Health Equity received a grant
supporting a community diabetes education initiative for the
underinsured and uninsured throughout Dallas County. The
$1.7 million, 5-year Diabetes Equity Project grant, supported
by The Merck Company Foundation through its Merck Alliance
to Reduce Disparities in Diabetes program, was given so BHCS
could expand the existing CoDE™ (Community Diabetes Edu-
cation) program at Central Dallas Ministries. As one facet of
the project, diabetes health promotion “community hubs” have
been established at Baylor Family Medicine at Worth Street,
Healing Hands Ministries of Lake Highlands, HOPE Clinic
of Garland, and Irving Interfaith Clinic.

In CoDE, bilingual community health workers meet one on
one with patients for seven 60-minute visits during a 12-month
period. They discuss crucial diabetes topics such as blood glucose
levels, medications, exercise, and nutrition. Key to this inter-
vention is the amount of time spent in conversation between
the patient and community health worker, who mirrors the
primary patient demographic. Initially, the community health
workers concentrate on teaching self-management skills, but
over time, as their relationship with the patient develops, they
become a case manager and patient advocate. Results reported
at 1 year showed annual direct medical expenditures of $461
per participant and significant reduction in hemoglobin A1C
levels in patients who participated in the program for 12 months
compared with a control group (8).

232 Baylor University Medical Center Proceedings

Baylor’s Office of Health Equity has enhanced this patient
intervention by utilizing a newly created job type, the diabetes
health promoter. This medical assistant is state certified as a
community health worker through a 160-hour program and
participates in 50 hours of diabetes/clinical training initially,
with several hours of ongoing continuing education each
month. Frequent, intentional coordination with the patient’s
primary care provider is critical to this model. Community
partnerships are also important to the intervention, includ-
ing funding from the Genesis Medical Foundation to pro-
vide mobile retinal scans; coordination with Project Access
Dallas, Dallas County Medical Society’s safety net for the
uninsured; and other organizations such as the North Texas
Food Bank.

In addition to the patient intervention, the Diabetes Equity
Project offers continuing education for providers on cross-cul-
tural care. National experts will lead evidence-based continuing
education sessions on strategies that foster patient adherence.
Twelve events will be conducted throughout Dallas County
over the next 4 years.

Lastly, clinical, quality of life, health status, satisfaction,
and process outcome measures will be collected on the 1000
or more patients who enroll in the project. This data will assist
BHCS and the broader health care arena in improving out-
comes for people with diabetes, particularly those who are
disadvantaged because of socioeconomic status, language, or
lack of insurance.

Equity efforts: new diabetes center in South Dallas

Finally, when BHCS’s Office of Health Equity was organ-
ized in 2006 with the vision of improving health care qual-
ity through the elimination of variation in health care access,
delivery, and outcomes, it identified the Frazier community of
South Dallas as having the greatest potential for health equity
improvement:

e The hospitalization rates for diabetes in South Dallas aver-
aged 412.9 per 100,000 in the years 2000, 2002, and 2003,
compared with 175.3 per 100,000 for Dallas County as a
whole in the same period.

e The diabetes death rate was 57.4 per 100,000 persons in
2003 in ZIP code 75210 in South Dallas, compared with
21.7 per 100,000 persons for Dallas County as a whole.
The office planned a center of excellence in diabetes care

for this area. The first part of the model for this center (Figure
1) focuses on the chronic disease of diabetes while utilizing
three core competencies—primary, secondary, and tertiary—to
prevent and delay the onset of disease as well as identify and
treat established disease. The model integrates four key factors
to ensure that its strategic foundation is collaborative, holistic,
innovative, and community based.

The second part of the model provides a snapshot of the
center of excellence working in concert with community part-
ners to promote and implement education, public health,
economic development, and faith-based initiatives, as well as
clinical interventions. Services extend the walls of the building
and are delivered to residents in the community to increase
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A. Fundamental Principles

Primary prevention
Prevent/delay onset
of disease

Collective mission and
collaborative financial support

Integration of social, cultural,
political, and economic barriers

B. Strategic Imperatives

Education
initiatives

Public health
care initiatives

C. Research/Development

Diabetes research, Health equity
proposals, and funding  research/best
practices

DIABETES
Existing evidence
Health disparity research

Secondary prevention Tertiary prevention
Identify/treat undiagnosed Treat established
conditions without symptoms diseases

Multidisciplinary and community-
based participatory research

Innovative approaches to
diabetes and other conditions

Economic
development

PREVENTION

Primary ~ Secondary  Tertiary

Tactics/Approaches

® Family “high touch” health model

o | ifestyle modification—nutrition and exercise

¢ Health education and training

o Screening, behavior interventions, and treatment
e Patient-centered care and STEEEP focused
 Block captains, community health workers

Faith community
initiatives

IMPACT AND OUTCOMES

(Community, Family, and Individual) U

1. Quality of life: Reduced morbidity
and chronic disease

2. Economics: Increased social capital
and reduced costs

3. Empowered community:
Faith, hope, and healing

4. New health care model: Best practice
development and replication

Family history and

Reduction of
patterns of disease  unnecessary health
care utilization
and length of stay

Figure 1. BHCS’s diabetes health model in South Dallas. STEEEP™ indicates safe, timely, effective, efficient, equitable, and

patient-centered care.

public awareness and promote individual empowerment. A va-
riety of services are offered to encourage individual and family
lifestyle changes through screening, health education/training,
behavior intervention, and treatment.

The third part of the model identifies development and
research opportunities generated by outcomes that impact the
community, families, and individuals. Not only can this model

of hospital stays. Further,
quality of life will be en-
hanced by offering Frazier
residents the opportunity to
improve their health status
and overcome other bar-
riers, which will result in
the reduction of morbidity
and chronic disease. The
aforementioned outcomes
subsequently produce the
body of knowledge needed
to conduct additional dia-
betes research, submit pro-
posals for external funding,
substantiate best practices
for equity research, and as-
sist in detecting patterns
of disease. This information
will contribute to health
disparity research and en-
able innovative approaches
in primary, secondary, and
tertiary prevention to be
developed and utilized in
the future to detect and
treat diabetes and other
disabling conditions.
Applying this model,
BHCS transformed a local
recreation center into the
areas first and only diabetes
health and wellness insti-
tute, with the goal of weav-
ing diabetes prevention into
the fabric of the commu-
nity so that it is a natural
and convenient part of life
in this neighborhood. The
Diabetes Health and Well-
ness Institute at the Juanita
J. Craft Recreation Center
opened in June 2010 (Fig-

ure 2). It provides a variety of services, all delivered with the
patient empowerment approach:

e A full-time, on-site physician and nurse practitioner

e Visiting medical specialists
Referral coordinator for specialty and ancillary care
Certified diabetes educators

improve health promotion and disease prevention, but it can
also improve the economy, community empowerment, and
quality of life. It is expected that the cost associated with dis-
ease and illness will be reduced by increasing the utilization of
screening tests for early detection and treatment, which in turn
will reduce unnecessary health care utilization and the length

Exercise physiologist
Community health educators
Community diabetes ambassadors
Other services:
o Affordable diabetes medications
o Health and wellness programs
o Nutrition and healthy cooking classes
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Figure 2. The Diabetes Health and Wellness Institute at the Juanita J. Craft
Recreation Center: (a) exterior and (b) interior.

o Exercise programs including running and walking
clinics and weight training

o Social services

o Parks and Recreation programs

o Van service/transportation assistance

Baylor Health Care System has invested $15 million in the

project. The city of Dallas invested $2 million plus the use of
the Juanita J. Craft Recreation Center. The goal of the institute
is not just to provide diabetes care, but to change the health out-
look for the entire family and the South Dallas community.
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CONCLUSION

BHCS has set the goal of providing a best-in-class center for
comprehensive diabetes care, research, education, and preven-
tion, and its efforts to coordinate care throughout the system
highlight a team approach—involving not only multidiscipli-
nary health care providers but first and foremost the patient. As
Funnell and Anderson commented, the patient has the choices,
the control, and the consequences (7). Just as the patient must
attend to many details and address diabetes management in
the context of daily routines, BHCS is focusing on its “daily
routines”: its systems, its processes of care, its staff’s education,
its own monitoring through outcomes—to continuously im-
prove and provide safe, timely, effective, efficient, equitable, and
patient-centered care for this growing group of patients.
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