People with diabetes are at risk of developing

disabling and life-threatening complications such as:

stroke
eye damage

and blindness

kidney
damage

and failure

heart

nerve damage; attack

pain & loss

of feeling

sores on foot
that do not

heal; amputations

damage to

blood vessels
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These risks are greatly reduced if

these 3 things are kept under control:

Blood sugar levels Blood pressure Lipids like
cholesterol

However,
0 / of Veterans with diabetes do not have at
0 least one under control.
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Veterans must be actively engaged in their care
in order to reduce these risks. How can the VA

increase Veteran engagement?
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o o o o Fact: 3 outof4 Veterans with diabetes receive

ﬁ w ﬂ n ongoing help with diabetes management from

an unpaid family member or friend.

-
What if we taught those supporters how to best support the Veteran in
effective ways and kept the supporter informed on the Veteran’s
diabetes care and management? Would a program like that reduce

Veterans’ risks of developing serious complications?

CO-IMPACT: Testing a program that teaches family and friends how to

support their loved one with diabetes and involves them In their care.
Stoll S, Heisler M, Kerr E, Piette J, Horowitz D, Keep C, Rosland AM

About the program

At the start of the year:

Today’s Session

= Introduction

. , . . ) Expregs you(:i Explain any
= Patient’s diabetes health information empathy an suggestions you
= 3 risk reduction strategies

1. Action Plans to change health habits a‘?f:;“; W
. 2. Find Useful Roles for Care Partners

One'tlme 3. Get more out of healthcare p A = T

i . * The CO-IMPACT
Initial Session \ P

Study Website S

@3 COIMPA( @

y ; of Your Healthcare
— Mot relevant: To walk because oy spouse wants me to
C Planning to Make Patiant - Care Partner Relevant: Iav.t—alkhecauselmtmhaweue:gvmdmenmy
— Healthy Changes \ Teamwork danghter’s wedding
: Vi

() e J (7). J Not time-based: ‘T walk 5 times 3 week noeil T feel fir

Tips for Care Partners

EXAMPLES

Veteran and supporter meet

Not measurable: To walk often
Meazurable: To walk for 30 mimes, 3 times a week

with their coach for an hour:

>

supporter can call in 1f =

Not attainable; To walk 3 miles m 30 minutes
Artainable: To walk1 %2 miles in ) minutes

unable to meet in person

CO-IMPACT
l Program Information

Every two weeks throughout the year:

Sample E-Mail Update to Care Partner
Patient is asked about:

Wour partner completed their most recent CO-IMPACT Care Partner telephone call
on March 1, 2016 at 3:20 pm. Read below for 3 summan of:

. . . * SNy Wrgent ESUSS )
* Time spent action planning " Sy e thal yout partner may have reported

* [fsickness interfered with diabetes **Potentidly rgent Concern{sp=>

There are no potentislly wrgent concems to report.

M management o Update on Action Plans
Iwee Iwee STATUS OF ACTION FLANS FROM LAST CALL: Your partner reported they spant
* Blood sugar levels

time working on their dizbetes action plans they made sfter their last sutomaed

Autom at e d C al I S * Blood pressure readings » Cal I Su m mar i es ”EEEEE}&I:’:::::_“WWW! orere e s e st

Taking medicines HOW YO CAN HELF:

« Ask how well their action plan worked to address their disbetes concarm.
° 1 1 1 « |fthey changed their disbetss or haslth routine, ask T thersis 3 way you can
Smoking (if applicable) e

* Foot health | ey v e oo e chrger ey g ot skt v
Veteran completes Summary of call is s st o e e O s
C all and rec CiVGS At end, call is summarized. A voice

sent to supporter

. . . . Update on Checking Sugars: Your panner reported tha they checked their sugar
lists any issues that were identified and

5 days inthe last wesk

automated feedback

* * Update on Chtfhing E_|I1:||:|f:| Pressure: Your partner repoted that they checked
whether Veteran wanted to work on via email Hheir blosd pressurs S dsys nine lsswesk

each issue over next two weeks.

Whenever Veteran has a primary care appointment throughout the year:

Primary Ca

FPrimary Care Physici

After Visit Summary

/ h{isit Planning Worksheet for Primary Care Appointments \
MNext Appointment
Date: Time:

—— - Mote: The reasons given for each medication are populated
BiF Pulse automatically. You may be taking a medication for 3 diferent
5 . : reason than the one listed. I you are not sure are 14
Provider name: 12570 102 Tnedioation please aok your dactor e
— —_— — 2018 imin you are taking any medications riated to menta or sexual heain)
Labs//tests pre-ordered by primary care provider: — —— tney are nat istad In this After Visit Summary that s shared win
/ ¥oUur Care Parner In the CO-IMPACT study you paricipate In.
—_— I
Health Events since the last primary care appois

ost-Appointment Medication List
Medication

Directions Source Usually

“Examples. visits (G nen-vA doctors or Riespitals, iinesses, changes patient to health regimen

taken for
3 TAKE ONE-HALF TABLET BY MOUTH EVERY DAY Ann Arbor,
o 4 [ If you completad the Patient Event Loz [hyperink the name of the loz), bring it with you to the [} [ ] LISINOPRIL SMG TAB FOR BLOOD PRESSURE e Blood pressurs
mmmmm . TAKE ONE TAELET BY MOUTH AT BEDTIME FOR
My i for my primary care team:
e

CHOLESTEROL - CALL YOUR PROVIDER IF YOU Ann Arbor,
SIMVASTATIN 20MG TAS HAVE UNEXPLAINED MUSCLE PAIN, TENDERNESS MI Choleszerol
some Commontogics | | | . R R |OR WEAKNE SS,
Symptoms TAKE ONE TABLET BY MOUTH TWICE DAILY 30
ing medicines GLIPIZIDE SMG TAB MINUTES BEFORE BREAKFAST AND DINNER FOR Ann :‘l;bur. Diabetes
= Medication side effects o DIARFTES.
= High suga rs METFORMIN HCL 1000MG TAKE ONE TABLET BY MOUTH TWICE DAILY, Ann Arbor, Diabetes
= LOW SUEars TAB 'WITH MEALS FOR DIABETES
= controlfing blood pressure
= Quitting smoking
» Healthy eating
hyslcal_activity ) Motes:
= What might happen in the
f"“'_E . The following information summarizes the patient's recent discussion with the primary care nurse pertaining to
» Getting things done at the diabetes and heart health:
va
= Refarrals or consults * sugar in clinic was 374; patient agrees to take glipizide when he gets home
Oac Ca S eteral l tO e al e tO eteran Instructed to refrain from eating excessive fruits and other carbohydrates
information 1 will bring from home: dvised to check blood glucose twice a dar ) .
O Eleod sugar log heduled nursing appointment on July 12th to review blood glucose readings
[ Bleod pressure log
M M 4. [0 medication list or log
prep are Or l Ip C 0 I l I 1 I I g ‘ 2 1 Slt [0 motes or results from non-va medical visits and S Orter
> 0 other: upp Scheduled Appointment(s)
Role | would like my Care Partner to play in my visit {if Care Partner is coming to appointment with me): Visit Date/Time Visit Information
b b b b . . Jul 19 2019 3:30PM  AA PT-PAINTER/PTA
SuppOI ter 111 V 1te tO J 0111 Ca K / after each Vl Slt 03/01/2018  Jul 19 2019 4:30PM  ANN PACT GREEN 3 RNCM

16/2017 Jul 23 201% 3:30PM  AA PT-PAINTER/PTA
Aug 16 2019 3

:00PM  AA NUTRITION-01 (ECS)

CO-IMPACT

About the study

What do we hope the

139 pairs enrolled; each
program will change?

randomly assigned a study arm

* Increase Veteran engagement
in their care (higher score on
;}/l[e Patie;“ Activation 123 pairs in the 116 pairs NOT in the program
casure (but received diabetes
* Decrease risk of heart attack program

educational materials)
or stroke

Study Timeline

2015 2016 2017 2018 2019 m

Program delivery

Analyses & sharing
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About the participants

Enrolled Supporters Supporters often...

other family
Helped patients prepare for

[0)
their medical appointments _644’
64%

spouses/ _ Reminded patients to go to
partners Jitzudle medical appointment
ppointments

Helped decide when patients
90% should call Dr. about symptoms
0

of supporters

Reminded patients to
were female

take medications

Helped decide what to do when
self-testing results change

71%

Reminded patients to do
Live in same home

home testing

Attended at least some
patient appointments

Participant feedback examples

*please note that photos are not of study participants; they are taken from our education materials



