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Diabetes Health Disparities 
• 2 types of disparities: 
  

– Health care   
 
– Health status   
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Diabetes Health Disparities 
• 2 types of disparities: 
  

– Health care  Health systems change 
• PROCESS measures 

 
– Health status  Systems change outside HS 

• OUTCOME measures 
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Diabetes Disparities: 
Health Systems Contributors 

• Differential Access 
 

• Differential Treatment 
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Diabetes Disparities: 
Health Systems Contributors 

• Differential Access 
– Insured vs. Uninsured 
– Tiers of Insured 

 
• Differential Treatment 

– Quality Improvement  
– Provider bias/cultural competency 
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Diabetes Disparities: 
Non-Health Systems Factors 

• Patients 
 

• Families/Social support 
 

• Communities/Social determinants 
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Diabetes Disparities: 
Non-Health Systems Factors 

• Patients 
– Knowledge, attitudes, beliefs and behaviors 

 
• Families/Social networks 

– Social norms, social support 
 

• Communities/Social determinants  
– Built environment, food deserts, resources 
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Improving Diabetes Care and  
Outcomes on Chicago’s South Side 

 
• QI + Disparities 
• Geographic areas 
• Community + Healthcare systems 
• Chronic care model 
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         Quality Improvement 
 

 
• Nurse care management  

 
• Diabetes group visits 

 
• Care coordination 

 
• Population Management 

 
• TEAM-BASED CARE  
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Provider Intervention 
 
• Provider communication training 

– Cultural competency 
 

– Behavioral change 
 

– Motivational Interviewing 
 

– Patient/provider communication  
     and Shared Decision-Making 

 
 

• Continuing medical education (CME) 
– Updates on management of diabetes 
 hypertension, hyperlipidemia, etc. 
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Patient Activation 
• Patient communication training 

– Culturally tailored diabetes education 
– Shared decision-making 
– 2-3 hr classes x 10 weeks 

 

• Community linkages 
 

• Results:  
– 86% attended > 70% classes 
– Improved self-efficacy, self-mgmt 
– Mean HbA1c: 8.3  7.2 

 
 

• Transition to support groups: 
– Mental health practitioners 
– Group-led focus 
 

• Peer health educators 



Culturally Tailoring the  
Patient Empowerment Classes 



Leveraging Technology to Enhance  
     Patient Self-Care and Health Care    

 

• Interactive text message reminders 
  w/ nurse care managers 
 

• Improvements in: 
– Diabetes self-efficacy  
– Diabetes self-care 
– Quality of life 
– Diabetes control 
– Health care costs 
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Community Outreach  
and Education 

• Regular Source of Care 
– Urban Health Initiative 

 

– Over 4,000 pts connected to 
primary care providers 

 
 

• Public Education 
– Television, Radio, Print 

 

– Community health venues 
 

– Center for Community     
Health & Vitality 

 
 
 



Community Partnerships 

• KLEO Community Family Life 
Center 

 
• Chicago Food Depository 

 
• Save-A-Lot Grocery Store 

 
• Walgreens 

 
• Chicago Park District 

 
• Farmer’s Markets 

 
 
 

 



• Chicago Park District 
 

• Walgreens 
 

• Farmer’s Market 
 

• Food Depository 

     Prescriptions for  
   Food and Exercise 







Save-A-Lot Grocery Store partnership 



The KLEO partnership 



The KLEO partnership 





Thank you! 

www.southsidediabetes.org 

 • Merck Company Foundation 
• NIDDK R18 DK083946  
• NIDDK P30 DK092949 
• NIDDK K23 DK075006  
• NIDDK K24 DK071933  
• University of Chicago CTSA Pilot and 

Collaborative Translational and Clinical 
Studies Award  
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