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eTable 1. Key Study Measure Details

Outcome

Measure

Details

Pre-Specified Primary Patient Outcomes

12-month change in patient
activation

Patient Activation Measure
(PAM)-131

13-item survey with score range of 0 to 100;
higher scores indicate greater activation

12-month change in diabetes-
specific cardiac event risk

United Kingdom Prospective
Diabetes Study (UKPDS) 5-year
Risk Engine?

8-component measure with score range of 0
to 100; lower scores indicate lower predicted
risk; components include HbAlc, SBP, lipid
levels, age, sex, race/ethnicity, smoking
status and years since diabetes diagnosis

Pre-Specified Secondary Patient Outcomes (all analyzed as 12-month change from baseline)

Glycemic control

HbA1lc, %

Venous sample in clinic laboratory

Blood pressure control

SBP, mmHg

Omron electronic automated oscillometric
BP monitor, average of 2 clinic measures
taken at least 5 minutes apart

Cholesterol control

Total cholesterol/HDL ratio

Venous sample in clinic laboratory

Smoking status

Global Adult Tobacco Survey
(GATS)®

2-items: (a) current smoking status; (b)
whether the respondent attempted to quit

Self-management behaviors

« Healthy eating
Physical activity
Blood sugar home testing
Blood pressure home testing?
Check feet
Medication adherence

Summary of Diabetes Self Care
Activities (SDSCA)*

14-items with individual item score range of
0 to 7 days of adhering to the healthy
behavior in the past week; higher scores
indicate more frequent adherence to
behavior

Diabetes distress

Problem Areas in Diabetes
Scale (PAID-5)%

5-item survey with score range of 0 to 20;
higher scores indicate greater distress

Self-efficacy for diabetes
management

Stanford Self-Efficacy for
Diabetes Scale®

5-item survey with score range of 0 to 10;
higher scores indicate greater self-efficacy

Efficacy in Healthcare
Participation

Perceived Efficacy in Patient-
Physician Interactions Scale
(PEPPI-5)7

5-item survey with score range of 5 to 25;
higher scores indicate greater participation in
patient-healthcare professional interactions

Satisfaction with VA support for
enrolled supporter

Original survey item

Over the last year, | have been satisfied with
the VA’s support of [Supporter]’s role in my
health care,

Response options: Strongly Disagree (1),
Disagree (2), Neither (3), Agree (4), Strongly
Agree (5)

Other Participant Measures (Non-Outcomes)

Health Literacy

Brief Health Literacy Screener?®

3-items rated 0-4 each. Those whose
answer rated 3 or 4 for any of the three items
were designated as ‘low health literacy’,
using cut-points demonstrated to have
optimal specificity and sensitivity for
identifying low health literacy.

HbAlc, hemoglobin Alc; SBP, systolic blood pressure; HDL, high-density lipoprotein
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eTable 2. Predictors of Enrollment Among the 1119 Patients With Diabetes Sent a Recruitment

Letter
Eligible, Enrolled Sent Letter, Not
(N=239) Enrolled p value?
(N=880)
Age (SD) 60.15 (8.97) 62.89 (7.41) <0.001
Female 8 (3.35%) 37 (4.20%)
Male 231 (96.65%) 843 (95.80%) 0.550
Qualification category
HbAlc >8% 166 (69.46%) 561 (63.75%)
SBP >150mmHgP 51 (21.34%) 267 (30.34%) 0.009

Meet both of the above HbAlc and SBP criteria

22 (9.21%)

52 (5.91%)

HbA1c, hemoglobin Alc; SBP, systolic blood pressure; SD, standard deviation
2p value determined via t-test for continuous measures, or chi-square test for categorical measures
PMost recent SBP > 150 mmHg and mean SBP over last 9 months >150mmHg
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eTable 3. Unadjusted Changes in Patient Outcomes? by Study Arm, Baseline to 12 Months

CO-IMPACT Intervention
Mean (SD)
N=116 unless noted

Standard Care
Mean (SD)
N=113 unless noted

Pre-Specified Primary Outcomes

Patient Activation Measure-13 (range 0-100)

+2.94 (9.86) points

+1.78 (10.84) points

UKPDS 5-Year Cardiac Event Risk

+0.14 (6.78) %

-0.73 (6.51) %

(N=110) (N=110)

Pre-Specified Secondary Outcomes

HbA1c% -0.05 (1.38) -0.28 (1.43)
(N=114)

Systolic Blood Pressure, mmHg -6.41 (18.39) -2.46 (18.58)
(N=110) (N=110)

Total Cholesterol/HDL Ratio -0.12 (0.99) -0.21 (1.01)
(N=114)

Diabetes Distress (PAID), range 0-20 -0.25 (4.06) -0.62 (4.60)
(N=114) (N=111)

Diabetes Self-Efficacy, range 0-10 +0.26 (1.38) +0.23 (1.48)
(N=115

Efficacy in Healthcare Participation (PEPPI), +0.23 (3.41) +0.33 (4.01)

range 5-25 (N=115)

Self-Management Adherence (SDSCA), range
0-7 days in last week

Healthy Eating

+1.12 (2.30) days

+0.50 (2.54) days

Physical Activity +0.09 (2.46) +0.46 (2.13)
(N=115)

Blood Sugar Home Testing +0.17 (1.75) +0.19 (1.80)
(N=101) (N=94)

Blood Pressure Home Testing +0.51 (2.52) +0.48 (1.88)
(N=75) (N=62)

Check Feet +0.72 (2.06) +0.72 (2.26)
(N=115)

Medication Adherence (oral meds) +0.14 (1.17) +0.23 (1.30)
(N=99) (N=96)

Medication Adherence (Insulin) +0.14 (1.34) +0.48 (2.08)
(N=73) (N =61)

Satisfaction with Healthcare System +0.52 (0.91) +0.33 (1.08)

Engagement of Support Person, range 1-5 (N=107) (N=111)

2See eTablel for additional details on measurement approach, measure wording/scales, scoring, and interpretation.

UKPDS, UK Prospective Diabetes Study; HbAlc, hemoglobin Alc; HDL, high-density lipoprotein; PAID, Problem Areas in Diabetes Scale; PEPPI,

Perceived Efficacy in Patient-Physician Interactions Questionnaire; SDSCA, Summary of Diabetes Self-Care Activities Measure
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eTable 4. Intervention Effect on Baseline-to—12-Month Changes in Patient Outcomes From

Multivariable Linear Regression, Full Model Results

Insulin at baseline (vs no)

-0.26 (-0.57, +0.05)

Patient Outcome Adjusted Coefficient (95% CI) Model N

Patient Activation Measure (PAM)-13

Intervention Group (vs Standard Care) +2.60 (+0.02, +5.18)2

>Intervention (CO-IMPACT) Arm only +3.65 (+1.86, +5.45)2

>Standard Care Arm only +1.05 (-0.77, +2.87)
Patient-Supporter live together (vs not) +0.44 (-2.33, +3.21) 229
Insulin at baseline (vs no) -4.41 (-7.02, -1.81)2
PAM baseline >40 (vs <40) -1.06 (-5.38, +3.25)
Baseline value of outcome -0.26 (-0.44, -0.07)2

UKPDS 5-year Cardiac Event Risk

Intervention Group (vs Standard Care) +1.01 (-0.74, +2.77)

>Intervention (CO-IMPACT) Arm only +0.002 (-0.01, +0.014)

>Standard Care Arm only -0.008 (-0.02, +0.004)
Patient-Supporter live together (vs not) +0.52 (-1.37, +2.41) 220
Insulin at baseline (vs no) -0.46 (-2.24, +1.33)
PAM baseline >40 (vs <40) +0.21 (-1.55, +1.97)
Baseline value of outcome -17.65 (-26.98, -8.33)2

HbAlc%

Intervention Group (vs Standard Care) +0.17 (-0.17, +0.51)
Patient-Supporter live together (vs not) -0.18 (-0.55, +0.20)
Insulin at baseline (vs no) +0.18 (-0.17, +0.54) 227
PAM baseline >40 (vs <40) +0.10 (-0.25, +0.44)
Baseline value of outcome -0.34 (-0.46, -0.24)2

Systolic Blood Pressure, mmHg

Intervention Group (vs Standard Care) -2.82 (-7.00, +1.35)
Patient-Supporter live together (vs not) +1.55 (-2.93, +6.04)
Insulin at baseline (vs no) +1.20 (-3.01, +5.42) 220
PAM baseline >40 (vs <40) -2.43 (-6.61, +1.74)
Baseline value of outcome -0.55 (-0.66, -0.44)2

Total Cholesterol/HDL Ratio

Intervention Group (vs Standard Care) +0.15 (-0.09, +0.40)
Patient-Supporter live together (vs not) +0.06 (-0.20, +0.32)
Insulin at baseline (vs no) -0.17 (-0.41, +0.07) 227
PAM baseline >40 (vs <40) +0.08 (-0.16, +0.33)
Baseline value of outcome -0.30 (-0.39, -0.22)2

Diabetes Distress (PAID)

Intervention Group (vs Standard Care) +0.12 (-0.95, +1.19)
Patient-Supporter live together (vs not) +0.98 (-0.18, +2.14)
Insulin at baseline (vs no) +0.95 (-0.15, +2.05) 225
PAM baseline >40 (vs <40) -0.58 (-1.67, +0.50)
Baseline value of outcome -0.36 (-0.46, -0.25)2

Diabetes Self-Efficacy

Intervention Group (vs Standard Care) +0.40 (+0.09, +0.71)2
Patient-Supporter live together (vs not) -0.22 (-0.55, +0.12) 228
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Patient Outcome Adjusted Coefficient (95% CI) Model N
PAM baseline >40 (vs <40) +0.22 (-0.11, +0.55)
Baseline value of outcome -0.56 (-0.66, -0.46)2

Efficacy in Healthcare Participation (PEPPI)

Intervention Group (vs Standard Care) +0.11 (-0.71, +0.93)
Patient-Supporter live together (vs not) -0.61 (-1.50, +0.28)
Insulin at baseline (vs no) -0.56 (-1.38, +0.27) 228
PAM baseline >40 (vs <40) +1.00 (+0.11, +1.90)
Baseline value of outcome -0.52 (-0.63, -0.42)2

Healthy Eating (SDSCA)

Intervention Group (vs Standard Care) +0.71 (+0.20, +1.22)2
Patient-Supporter live together (vs not) -0.01 (-0.57, +0.54)
Insulin at baseline (vs no) -0.26 (-0.77, +0.26) 229
PAM baseline >40 (vs <40) +0.11 (-0.40, +0.63)
Baseline value of outcome -0.63 (-0.73, -0.52)2

Physical Activity (SDSCA)

Intervention Group (vs Standard Care) -0.04 (-0.56, +0.47)
Patient-Supporter live together (vs not) +0.09 (-0.46, +0.64)
Insulin at baseline (vs no) -0.21 (-0.72, +0.31) 228
PAM baseline >40 (vs <40) +0.46 (-0.05, +0.97)
Baseline value of outcome -0.59 (-0.71, -0.48)2

Blood Sugar Home Testing (SDSCA)

Intervention Group (vs Standard Care) +0.23 (-0.22, +0.68)
Patient-Supporter live together (vs not) -0.49 (-0.95, -0.02)2
Insulin at baseline (vs no) +1.02 (+0.46, +1.58)2 195
PAM baseline >40 (vs <40) +0.25 (-0.19, +0.70)
Baseline value of outcome -0.50 (-0.62, -0.37)2

Blood Pressure Home Testing (SDSCA)

Intervention Group (vs Standard Care) +0.47 (-0.25, +1.19)
Patient-Supporter live together (vs not) +0.40 (-0.33, +1.13)
Insulin at baseline (vs no) +0.27 (-0.42, +0.97) 137
PAM baseline > 40 (vs <40) -0.24 (-0.94, +0.47)
Baseline value of outcome -0.41 (-0.55, -0.27)2

Check Feet (SDSCA)

Intervention Group (vs Standard Care) +0.26 (-0.22, +0.75)
Patient-Supporter live together (vs not) -0.10 (-0.63, +0.42)
Insulin at baseline (vs no) +0.18 (-0.32, +0.68) 228
PAM baseline > 40 (vs <40) -0.02 (-0.51, +0.48)
Baseline value of outcome -0.52 (-0.63, -0.41)2

Medication Adherence (oral medications) (SDSCA)

Intervention Group (vs Standard Care) +0.10 (-0.23, +0.42)
Patient-Supporter live together (vs not) +0.29 (-0.05, +0.64)
Insulin at baseline (vs no) -0.22 (-0.54, +0.11) 195
PAM baseline > 40 (vs <40) -0.02 (-0.35, +0.31)
Baseline value of outcome -0.38 (-0.50, -0.26)2

Medication Adherence (Insulin) (SDSCA)

Intervention Group (vs Standard Care) -0.07 (-0.41, +0.26) 134
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Patient Outcome Adjusted Coefficient (95% CI) Model N
Patient-Supporter live together (vs not) +0.21 (-0.15, +0.56)
. . [N/A all in model take
Insulin at baseline (vs no) . .
insulin]
PAM baseline > 40 (vs <40) -0.19 (-0.52, +0.15)
Baseline value of outcome -0.92 (-1.03, -0.82)2
Satisfaction with Healthcare System Engagement of
Supporter
Intervention Group (vs Standard Care) +0.28 (+0.07, +0.49)2
Patient-Supporter live together (vs not) -0.22 (-0.45, +0.01)
Insulin at baseline (vs no) +0.07 (-0.14, +0.28) 218
PAM baseline > 40 (vs <40) +0.11 (-0.11, +0.32)
Baseline value of outcome -0.68 (-0.78, -0.57)2

aStatistical significance p<0.05
Cl, confidence interval; UKPDS, United Kingdom Prospective Diabetes Study; HbAlc, hemoglobin Alc; PAID, Problem Areas in Diabetes; PEPPI,
Perceived Efficacy in Patient-Physician Interactions; PAM, Patient Activation Measure; SDSCA, Summary of Diabetes Self-Care Activities
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eTable 5. Patient and Supporter Ratings of Experience With CO-IMPACT Intervention

Components

At the end of the 12-month intervention period, participants who were assigned to the CO-IMPACT intervention arm were asked to
rate their experience with each intervention component. Patients were asked to rate the extent to which the CO-IMPACT components
helped them to manage their diabetes. Supporters were asked to rate the extent to which the CO-IMPACT components helped them

support their patient partner with diabetes:

Patients: “Did [CO-IMPACT component] help you manage your diabetes?”
Supporters: “Did [CO-IMPACT component] help you support your Patient Partner with their diabetes”

The number of participants with complete data on each item ranges from 104 (for supporters) to 111 (for patients). “N/A” indicates the

item was not asked.

Health coaching session

Patients (n=111)

Supporters (n=104)

No. % No. %
Yes, it helped a great deal 44 39.6 42 38.5
Yes, it helped somewhat 52 46.9 51 46.8
No, it really didn’t seem to make a difference 15 135 10 9.2
No, it seemed to make things worse 0 0 1 0.9
Refused 0 0 0 0
| did not participate in the coaching session n/a n/a 1 0.9

Educational information in CO-IMPACT handbook or website

Patients (n=110)

Supporters (n=105)

No. % No. %
Yes, it helped a great deal 29 26.4 25 22.9
Yes, it helped somewhat 62 56.4 48 44.0
No, it really didn’t seem to make a difference 19 17.3 22 20.2
No, it seemed to make things worse 0 0 0 0
| didn’t receive educational information or access to website 0 0 10 9.2

IVR automated calls — patients only

Patients (n=111)

No. %
Yes, they helped a great deal 32 28.8
Yes, they helped somewhat 51 45.9
No, they really didn’t seem to make a difference 26 23.4
No, they seemed to make things worse 1 0.9
| didn’t participate in the automated calls 1 0.9

© 2022 Rosland AM et al. JAMA Network Open.




Emails to supporter summarizing patients’ IVR (automated Interactive Voice Response) call
responses

Patients (n=108) | Supporters (n=105)

No. % No. %
Yes, they helped a great deal 13 12.0 25 22.9
Yes, they helped somewhat 33 30.6 38 34.9
No, they really didn’t seem to make a difference 29 26.9 22 20.2
No, they seemed to make things worse 1 0.9 2 1.8
| don’t know 32 29.6 0 0
| didn’t receive any summaries from the automated calls n/a n/a 18 16.5

Visit prep calls from health coach — patients only

Patients (n=109)

No. %
Yes, they helped a great deal 29 26.1
Yes, they helped somewhat 47 42.3
No, it really didn’t seem to make a difference 23 20.7
No, they seemed to make things worse 0 0
| didn’t receive any calls to prepare for a visit 12 10.8

Email reminders to work with patient partner to prepare for visit to primary
care provider — supporters only

Supporters (n=105)

No. %

Yes, they helped a great deal 18 16.5

Yes, they helped somewhat 27 24.8

No, it really didn’t seem to make a difference 24 22.0

No, they seemed to make things worse 0 0

| didn’t receive any email reminders to work with the patient 36 33.0
to prepare for their visit to their primary care provider

Visit summaries

Patients (n=111) | Supporters (n=104)

No. % No. %

Yes, they helped a great deal 39 35.1 26 23.9

Yes, they helped somewhat 40 36.0 31 28.4

No, it really didn’t seem to make a difference 11 9.9 13 11.9

No, they seemed to make things worse 1 0.9 0 0

| didn’t receive any summaries of visits to patient’s primary care 20 18.0 34 31.2
provider

© 2022 Rosland AM et al. JAMA Network Open.




Thinking about all the parts we just reviewed, has the CO-IMPACT program, overall, helped you:

Patients: manage your diabetes?
Supporters: support your Patient Partner with their diabetes

Patients (n=111) | Supporters (n=104)

No. % No. %

Yes, it helped a great deal 51 46.0 43 39.5
Yes, it helped somewhat 53 47.8 47 43.1
No, it really didn’t seem to make a difference 7 6.3 13 11.9
No, it seemed to make things worse 0 0 0 0
Refused 0 0 1 0.9

If the CO-IMPACT program were available at the VA, would you recommend it to another Veteran with diabetes? —
patients only

Patients (n=111)

No. %

Definitely 77 69.3
Probably 31 27.9
Probably not 3 2.7
Definitely not 0 0
Refused 0 0

If this program were available to other people like you supporting family or friends with diabetes, would you
recommend this program to them? — supporters only

Patients (n=105)

No. %

Definitely 70 64.2
Probably 28 25.7
Probably not 6 5.5
Definitely not 0 0
Refused 1 0.9

How well do you and [Patient Partner] work together to manage diabetes now, compared to 12 months ago? —
supporters only (n=105)

Supporters (n=105)

No. %

Much better than a year ago 38 34.9
Somewhat better 32 29.4
A little better 17 15.6
No change 14 12.8
A little worse 2 1.8
Somewhat worse 0 0
Much worse than a year ago 2 1.8

© 2022 Rosland AM et al. JAMA Network Open.



eTable 6. Qualitative Themes Among CO-IMPACT Intervention Arm Patient and Supporter
Participant Comments

Study RAs used structured interviews at the end of the 12-month intervention period to assess patient and supporter experiences
with each of the intervention components, as well as whether and how they work together differently on managing the patient’s
diabetes.

The interview questions had a two-part structure: a closed-ended inquiry followed by an open-ended probe for more detailed
information.

Example:

The first component is the health coaching session you and your Care Partner had with your coach at the beginning of the program.
During this session, you received the CO-IMPACT handbook and went over your health numbers, and topics such as getting the
most out of your healthcare, action planning, and ways to work together with your Care Partner. Did this coaching session help you
manage your diabetes?

e Yes, it helped a great deal

e Yes, it helped somewhat

e No, it really didn’t seem to make a difference
e No, it seemed to make things worse

e Refused

IF YES: Please tell more a little about how it helped
IF NO DIFFERENCE or WORSE: What would have made it (more) helpful?

Responses to the open-ended questions were transcribed verbatim, then reviewed by three study investigators and categorized via
consensus using structured themes, as described in the table below.

Theme lllustrative Comments Intervention Quote
Definition Component Source
Referring To
Goal It got me to realize there were things | needed to Health Coaching | Patient
Setting do | had never thought of such as writing goals. Session
;ommtt_anttlndlg;ates that It helped me because it reminded me to set my IVR Calls Patient
€ patient and/or goals and keep them.
supporter began or
increased making | have goals now so this helps me stay on track IVR Calls Patient
diabetes-related goals or
plans during the CO- It helps you sit down and plan a new direction and | Visit Summary | Patient
IMPACT intervention try to reach the goal.
It gave you ideas of what you could do to make the | IVR Calls Patient
next two weeks better, coming up with a plan and
trying to follow the plan, one thing, verses a handful
of things.
It helped me stay on track and on my goals. IVR Calls Patient
Setting the goal was a good idea, because he Health Coaching | Supporter
tends not to want to set goals. Session
We were able to take stuff and make plans, Health Coaching | Supporter
specifically wrote things down to help. Session
There were specifics we could talk about and IVR Calls Supporter
make SMART goals to improve.

© 2022 Rosland AM et al. JAMA Network Open.




to help him get his Alc down

Theme lllustrative Comments Intervention Quote
Definition Component Source
Referring To
Patient Activation It helped us look at it from a different perspective Health Coaching | Patient
Comment indicates that and put more emphasis on getting the answers we | Session
the patient started to needed and doing what we needed to do to solve
en g e in new diabetes some of the issues we needed to and realize the
9ag S only people that could really do it was us.
management behaviors;
mcrea??d t?e fr(atguency But there are little things in the workbook that Handbook Patient
or quaiity ot existing tweaked what | do and it made me look into stuff.
behaviors; has taken
more of an interest in | started to write things down and think in Visit Prep Calls | Patient
their diabetes advance. It is easy to be lazy; it is NOT easy to
management; and/or be healthy.
has gained a new
perspective on diabetes It made me more aggressive toward what | eat Health Coaching | Patient
during the CO-IMPACT and exercise; it changed my life. Session
intervention
It kept me on my toes, | had to make sure | was IVR Calls Patient
doing the things that was needed to be done.
A regular reminder that | am in charge of my IVR Calls Patient
health
| used the logs as well. | created a statistical Handbook Patient
program which would signal limits of what | had
going on, it generates confidence intervals, doing
what | am doing projected ahead it would show
where the limit of where blood sugar or blood
pressure could go.
There was a time it [IVR recorded message] was Supporter IVR Supporter
gargled [sic] and his responses were wrong and Summaries
incorrect things were passed on to his primary
care doctor. Which wasn't always a bad thing. He
would reach out and talk to his doctor and say it
was inaccurate.
It was great to see him keep track of things better! | Health Coaching | Supporter
Session
Supporter Learned how | [Supporter] has learned a great deal, she seems Health Coaching | Patient
to Help the Patient to understand that what happens with me, Session
Comment indicates that anything | take can affect my numbers.
the supgoger Iearnetd | think [supporter] got involved with my numbers, Visit Summaries | Patient
hew or better ways to it helps your partner help (not push you) but start
help the patient manage take to care of it
their diabetes during the '
CO-IMPACT intervention | apqg [Supporter] would come in, she would ask Visit Prep Calls Patient
something | might not have written down.
[Supporter] would get the feedback and then circle | Supporter IVR Patient
back to me and say things like "what’s the Summaries
problem?" or "how can | help?”
| was able to see what causes diabetes and how Handbook Supporter
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Supporter Teamwork

Comment indicates that

what my sugar levels and cholesterol levels, were,
so we could work together on eating better.

Theme lllustrative Comments Intervention Quote
N Component Source
Definition .
Referring To
It gave instructions on what to do for him and his Supporter IVR Supporter
issues he reports Summaries
| found out more information, things | didn't even Supporter IVR Supporter
know, so | could read up on it and be better Summaries
prepared to help.
It would prompt me to talk to him to see if there Supporter Supporter
was anything bothering him for him to write down | Reminder
to take to his doctor. Email
She would get the information and then relay itto | Supporter IVR Supporter
me to make better plans to help me. Summaries
It would prompt me to talk to him to see if there Supporter Supporter
was anything bothering him for him to write down Reminder
to take to his doctor. Email
It is something to bring me up to speed and let Visit Supporter
me know where | can help him make progress. Summaries
Dyad Talking More It's just being able to talk to [supporter] back and Health Patient
About the Patient’s forth, not something we did before. Coaching
Diabetes Session
Cotmnlenténdmates{ that Sometimes we talked, she'll ask me how | am Health Coaching | Patient
gfa ient an tf]“ppotf ertlare feeling and what my numbers are and she Session
d!sck:JUfsmg € patien ts always makes it a point of getting healthy stuff to
n:zre? ﬁgq?:gﬁ‘?i’:ﬁgre eat. She did this some of the time before this
: . study, but is doing it more.
effectively during the CO- y 9
IMPACT intervention If we didn't have the calls, we would not have Supporter IVR Patient
talked about it we talk more now than ever. Summaries
It was really good information and a great way to | Handbook Supporter
start conversation with him!
It helped me learn how to talk to him about Supporter IVR Supporter
different things. Summaries
It made us able to talk about it for once. It helped Health Supporter
me know what questions to ask. Coaching
Session
It makes us talk about it more. Handbook Supporter
Just that [IVR summary] was a way to Supporter IVR Supporter
communicate, | knew there was a problem, if he Summaries
didn't say anything, we could talk about it and it
made helpful suggestions of what to do.
Increased Patient- She knew what my appointment was, and saw Visit summaries | Patient
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would bring it up in conversation, otherwise he

Theme lllustrative Comments Intervention Quote
Definition Component Source
Referring To
patient andhsupporter It put [Supporter] and myself on same plane on Supporter IVR | Patient
u;creaseg the arr]nount managing diabetes, making sure we have a well- | Summaries
they wor toget er Or} rounded diet and taking my metformin at a specific
managing the patient’s time every day
diabetes during the CO- ]
IMPACT intervention It brought both of us to understand the Visit Summaries | Patient
importance of what was going on and how to
handle things correctly. We talked about it
together.
It also helped me establish teamwork with my Health Coaching | Patient
[Supporter] and make plans when | have Session
problems such as with my feet.
We would both look at them together, she would Visit Summaries | Patient
explain what | didn't understand since she's a
nurse and would remind me where I'm at, for
example if the Alc was high, so | started
exercising as a result of the last A1C since it had
gone up.
Just brings it all to the forefront, we are on the Visit Summaries | Patient
same sheet and it was fantastic, opening the
keys to conversation if you are going to work as a
team.
We are trying to be on more of a schedule and Handbook Supporter
better time frame for us, since it's important with
sugars.
It helped us be more communicative and more Health Coaching | Supporter
aware of how the two of us could work together Session
to improve his diabetes".
[M]ade us think more about working together Health Coaching | Supporter
more than we were. Session
Dyad Did Not Discuss | don't know if she received them or not because Supporter IVR Patient
IVR Summary Emails we did not talk about it. Summaries
tChommt(_anttmdlgates that She would get them, we would talk about them Supporter IVR Patient
€ patient and. once in a while, but truth be told, we are so busy. | Summaries
supporter had little or no
discussion of the IVR She never brought them up to me. | didn't realize | Supporter IVR Patient
summary emails she was getting them. Summaries
. _ She would mention the calls but we have a lot Supporter IVR Patient
Subtheme: Patientand | going on so we didn’t discuss much. Summaries
supporter only discussed
IVR summaries when These summaries included her [Supporter] in my | Supporter IVR Patient
they reported a problem. | care. She would only mention/bring up the "bad” | Summaries
ones.*
[S]he did mention once that | missed a call but Supporter IVR Patient
that was the only time.* Summaries
When there was something derogatory [sic], he Supporter IVR Patient
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been more helpful but he did not.

Summaries

Theme lllustrative Comments Intervention Quote
Definition Component Source
efinitio Referring To
didn't bring it up.* Summaries
His health problems were always the same, Supporter IVR Supporter
same problems over and over. | did read them. Summaries
Never discussed them, just read it.
| just skimmed the summaries. No we didn't talk Supporter IVR Supporter
about it. Summaries
| received the emails, but didn't read them. Just Supporter IVR Supporter
busy with other things. Never discussed it that | Summaries
got them.
Suggestions for The biggest helper might have been having meal Health Coaching | Patient
Improvement plans and specific suggestions on meal plans Session
. and choices.
Comment includes
suggljgsnoEs :ﬁr what It would be nicer if there was more info and if Patient Visit Patient
would make the they were explained in more detail. Summaries
component more helpful.
If there were more practical examples or Health Coaching | Supporter
) scenarios stuff. Session
**Subtheme: Desire for
more direct interaction The responses weren't very personalized. Maybe | IVR Calls Patient
between human coach have humans follow up to unanswered
and patient or between questions.**
intervention and
Supporter It was nothing personal, hard to answer a IVR Calls Patient
computer, it would be helpful to have a live
person and have different questions.**
A real person instead of a robot would make it IVR Calls Patient
better.**
| think more written information, so | could sit Health Coaching | Supporter
down with [Patient] and go over things. Session
| feel like there should be calls to the care partner | IVR Calls Supporter
as well. I may see him doing stuff differently and
I'd like to get feedback too.**
If he had expressed concerns those would have Supporter IVR Supporter
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eFigure. CO-IMPACT IVR Topic Flow Chart

Interactive Voice Response Flow Chart: Broad Topics
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eAppendix. CO-IMPACT Intervention Materials Toolkit Location

Effects of Engaging Family Supporters of Adult Patients with Diabetes on Patient Activation, Self-
Management, and Clinical Outcomes: A Randomized Clinical Trial
Rosland AM, Piette JD, Trivedi R, Lee AA, Stoll S, Youk A, Obrosky DS, Deverts D, Kerr EA, Heisler ME

With Dissemination Extension support from VA HSR&D, selected CO-IMPACT intervention materials have
been converted to Healthcare Professional and Patient/Care Partner Toolkits which can be accessed here:
https://www.complexcaring.pitt.edu/co-impact-toolkit

Online CO-IMPACT materials are licensed under Creative Commons Attribution NonCommercial NoDerivs
(CC-BY-NC-ND). To view a copy of this license, visit https://creativecommons.org/licenses/by-nc-nd/4.0/.

Additional information on original study materials can be found as online supplements to the trial protocol
paper (https://doi.org/10.1186/s13063-018-2785-2).
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