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Based on midterm process evaluation findings, reaching low literacy patients with diabetes to 
support self-management requires a comprehensive approach that involves: 

 ● empowering and educating patients and providers, 

 ● involving families and community supports, and 

 ● changes in clinic workflow and health care delivery. 

Each of these factors contributes to a productive and meaningful relationship between 
patients and health care providers at the point of care. Our findings suggest that literacy 
interventions focusing on increasing patients’ literacy skills may be only one part of the 
solution. Programs that also enhance the context in which patients receive care, their 
interactions with clinicians, and the systems in which patients and clinicians manage care 
are important. Extending care beyond clinic walls to the communities in which people live 
and work is also important. For example, program implementers cited several examples in 
which family members were important sources of support and actively help patients manage 
diabetes. This suggests that family involvement in diabetes “self” management programs 
could be helpful for patients who manage chronic illnesses on a daily basis. Research shows 
that health literacy is an important predictor of many health outcomes.7  Interventions that 
target and enhance the context and systems in which low literacy patients receive care will 
likely affect a broad array of health outcomes and patient well-being. 

The Alliance to Reduce Disparities in Diabetes, sponsored by The Merck Foundation, is a 
consortium of five grantees, a National Program Office based at the University of Michigan, 
and an external independent evaluator, RTI International. The Alliance integrates innovative 
clinician and patient education and quality of care improvements aimed at underserved 
patients with diabetes who have low literacy.1 The grantees’ programs focus on reducing 
disparities in diabetes care and enhancing outcomes through clinical and community 
interventions.2,3 The grantee sites have enrolled a multiracial patient group and implemented 
multilevel and multicomponent interventions to enhance patient skills, clinician cultural 
competencies, and health care systems changes to address disparities and enhance care.  

Across sites, the multicomponent approach focuses on three core components: 

1. Patient Component: Patient self-management education includes curricula on topics 
such as the basics of diabetes; food diary instructions and healthy eating tips; physical 
activity and exercise; goal setting; glucose monitoring; understanding clinical outcomes; 
managing high and low glucose; checking blood sugar levels; long-term complications; 
and treatment options. 

2. Clinician Component: Provider education includes cultural competency training and 
behavioral change education about communicating effectively with patients and 
facilitating lifestyle improvements. 

3. System Change Component: Diabetes management via systems changes includes care 
coordination, use of diabetes registries, nurse or community health worker participation 
in care management, enhanced community partnerships, and policy changes. All of these 
elements focus on improving care for and self-management by patients with diabetes.

Each grantee site provides clinical (hemoglobin A1c [HbA1c], blood pressure [BP]) and 
patient-reported outcomes (diabetes competence, quality of life, resources and supports for 
self-management, and diabetes self-care behaviors) for program participants to the evaluator. 
To date, baseline and follow-up clinical data from more than 1,000 patients show a decrease 
of mean HbA1c values from 8.5% to 7.9% and a decrease in BP from 132/80 to 129/78,  
ps < .001.4 Analyses of the patient-reported survey measures also show significant 
improvements in perceived diabetes competence, resources and supports for self-
management, and self-care behaviors. Multivariable regression analysis shows that patients 
who participated in more than half of the program offerings across sites had greater changes 
in both HbA1c and BP over time, controlling for age and gender. 4

As part of the evaluation, RTI International is also conducting a qualitative process evaluation. 
Process evaluations answer key questions about program implementation, program utility, 
and process analysis. Describing these processes allows program implementers to identify 
with greater certainty which specific intervention processes contribute to observed health 
outcomes.5

The purpose of this presentation is to report on the key themes emerging across the sites that 
illuminate how they have implemented their programs from inception to midway through 
their projects, specifically focused on the patient self-management program components 
that are serving low literacy patients.

 ■ Participant Interviews – To date, two waves (2010 and 2012) of interviews have been 
conducted and analyzed with 54 participants who were either CEOs, medical directors, 
project managers, site coordinators, or allied health professionals. 

 ■ Interview Guide Topics and Data Collection – Two-person teams used semi-structured 
interviews to gather multiple perspectives on program implementation. Interview length 
varied from 30 to 90 minutes. Topics discussed included client characteristics and access 
to care, intervention implementation, reach, effectiveness, sustainability, and lessons 
learned for each of the program components.

 ■ Analysis Approach – Audio-recordings of the interviews were transcribed and loaded 
into NVivo 10.0 for qualitative analysis. The team developed a codebook based on themes 
derived from an initial scan of the transcripts and knowledge of program structure. A 
team of four project staff coded the data first into overarching domains (e.g., general 
program operations, patient-self-management education) then into domain sub-codes 
(e.g.,  patient-centered care). Analyses of coding reports were used to identify common 
themes across sites that related to implementing successful programs for underserved, 
low literacy patients with diabetes.6 

Several cross-site themes emerged that illustrate how programs have been serving low literacy 
patients managing diabetes. All four themes focus on creating a supportive environment for 
patients and their health care providers that foster meaningful and productive interactions:

 ■ Sites are increasing patient education and empowerment through the use of low-cost, pre-
existing educational materials that have been adapted for local clientele, coaching patients 
to know what to expect and say during medical encounters, and providing easy-to-use 
information that patients can carry with them as reminders, such as pocket cards. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 ■ Sites are enhancing patient and provider communication skills by using culturally 
appropriate language, shared decision-making and goal setting techniques, providing 
clinicians with training to enhance sensitivity and cultural competence, and tailoring program 
materials and treatment options to increase relevance and appeal for patients.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 ■ Sites are providing resources and support that extend beyond the clinic and support self-
management by inviting patients’ family members to attend educational sessions, tapping 
into community resources and partnerships, and using community health workers who are 
embedded in neighborhoods and communities where patients live and work.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 ■ Sites are making changes in clinic workflow and systems such as implementing electronic 
medical records that capture important patient data, changing workflow so that patients 
provide intake and medical history information before seeing a health care provider, and  
intensifying treatment by providing additional clinical staff such as nurse practitioners. These 
changes create higher-quality encounter time with providers.  
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We pulled from all reputable sources…
and of course we do some 
tweaking for our population.

We have these little cards… to help the 
patient with their meds…this side is their 
targets, A1c, blood pressure and so forth…
it’s meant as a wallet card.

Program Coordinator describes some 
of their program materials

Program Coordinator describes 
leveraging pre-existing materials

Patients are amazed at some of the things they should be 
getting from their providers or should be hearing from 
their providers…
that’s a process of educating patients…
you need to go to your doctor prepared, you need to 
have a set of questions, this is what you should look 
for in a doctor.

Site Program Evaluator 

So when the patient comes over and says, 
“Are you going to check my feet because I heard that 
was important? I heard in diabetes education that 
          was important to do.” The physician needs 
             to know what they’re actually supposed 
             to do. Program Lead 

I’m not a �rm believer, I’m an obnoxious 
advocate for motivational medicine, I’ll put it this way…
empowering the patient to make those decisions and 
   educating them.

Site Coordinator 

             …being able to make that 
            cross-cultural interpretation of what’s 
needed and helping providers who may not 
re�ect the racial or ethnic background of 
the patients they serve is important.

Patient Advocate describes their 
e�orts to enhance clinician skills

We really spend the time helping 
the clinic sta� that are doing a lot of the 
work here become more culturally sensitive, 
so to speak, cross-culturally sensitive.

Project Coordinator describes cultural 
sensitivity related to the entire clinic sta�

                 I also opened my 
eyes to realize how sometimes even 
speaking the same language it’s hard to 
communicate these cultural di�erences. So 
even, it opened my eyes to pay more attention 
to the patient, the body language, the facial 
expression, instead of just asking and 
they say “yes’”

Allied Health Professional 

       The patient classes 
are linked to the provider 
training… we had been 
doing provider training more 
broadly around communication, 
including cultural competency, 
and motivational interviewing.

Program Lead

                      With the patients we 
are treating, really low income, low 
literacy, that one-on-one setting works 
pretty darn well because you’re really 
able to customize for that patient and 
apply the concept to their speci�c
 situation in daily life.

Program Coordinator 

Basically we, what we did was with the 
community health worker we added a 
nurse practitioner who would then 
create a more intense care plan for 
that person.

Program Coordinator 

                        They are the eyes and ears. 
                   There are things that the patient won’t say to 
doctors or nurses that they’ll grouse to the front o�ce or 
the discharge,  you know, “Doctor gave me this but I’m not 
doing this.” …if you’ve got somebody at the front desk who 
understands and is on board with it, says, “No Mrs. Smith, 
that’s really important, it may help you do much better and 
feel better,” that’s invaluable….
       They’re also quality champions in the community so 
     when anybody questions whether or not they’re 
   getting good care at the clinic, our front desk person 
     says, “Your getting great care.”

Program Allied Health Professional describes the
 importance of their front o�ce sta�

The providers get very engaged with 
this model. You have the capacity for 
intense interaction between the 
providers and the patient…
we like to call it the secret sauce, 
the engagement.

Program Coordinator describes how 
clinicians become more engaged

           I’m responsible for checking the 
patient’s vital signs like blood pressure, weight, 
blood glucose, A1c. Also I’m responsible for providing 
them with information, basic and simple about diabetes 
management. So the good thing here is that they’re able to 
    spend more time here than with the doctors.

Allied Health Professional 

We go to their house, we include their 
family members, we encourage family 
members to come to the education and 
�tness class with them…we recognize it 
       has to be a team e�ort.

Case Manager

              There is a sense of lack of trust, there’s a 
      sense of lack of resources, the whole 
environment of health, you know, health care as a 
whole. From a patient advocate perspective I understand this. 
And that’s why the community health workers piece is very vital, 
   because we will be the people working as liaisons and 
     connecting that communication and making it stronger so 
       they can live overall healthy lives.

Patient Advocate It’s more than just diabetes education. 
It’s about all of the social challenges and 
economic challenges that people face.

CEO describes their program
    Our medical outreach sta� has been 
    really good about connecting people to the 
appropriate specialty care and resources and engaging 
   doctors that are overseeing their care.

Allied Health Professional
                                                   There’s a lot of 
                          psychological challenges and 
                      understanding what’s happening, there’s 
   depression, you’ve got �nancial constraints, and when 
you have to work…you may not be able to take o� work 
and go to a diabetes class during the week so you 
may want to have a class on the weekend. 
     So we have a program that will try to
      meet people where they are and 
               help them overcome barriers.

Program Lead

She tries to recruit, not just the 
client but the whole household.

Nurse describes their 
patient outreach e�orts

           Peers, that’s how. You know we use 
peers, people that are already in the community, 
people that you know. You know, everyone likes to work 
with, or trusts people they know. They trust them to give 
good advice, they trust them to guide and direct them. So that 
    has been our strategy, we work with your peer, your friend.

Case Manager illustrates how they extend their program reach


