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Instructions for Using This Best Practice 
The Best Practices are organized into topics on how to plan for and successfully implement a 
Best Practice in your community.  

• Part 1 provides background information on planning for your program and evaluation, 
Key Recommendations, and Key Measures.  

• Part 2 provides details on implementation of the Key Recommendations.  
• Part 3 includes appendices, tools, and resources.  
• Part 4 provides a list of references.  

As you prepare to select, implement, and evaluate a Best Practice, consider these planning 
guidelines: 

• Meet with your diabetes team to discuss which Best Practice(s) is best suited for your 
situation and resources. 

• Use data from your Diabetes Care and Outcomes Audit and/or from a community needs 
assessment to guide your selection of the Best Practice(s).   

• Determine your program goal(s) as a team. For example, your team may decide to work 
toward increasing the number of people who receive eye exams.  

• Print out at least Part 1 of the Best Practice(s) your team feels is most appropriate to 
implement.  

• Work with your diabetes team to review and discuss the Best Practice(s). You may 
choose to read it together as a team.  

• Choose at least one Best Practice after carefully considering your goals and resources 
(funding, staff, and time). 

• Review the entire Best Practice(s) you have selected with your diabetes team:  
 Confirm that you have selected a Best Practice(s) appropriate for your community 

needs and resources and that you are confident that your team can successfully 
implement, evaluate (measure), and document progress and outcomes.  

 Target the population your team wants to improve outcomes for with the Best 
Practice(s). Remember, you probably do not have resources to do everything for 
everyone.   

 Carefully consider the Key Recommendations. The recommendations are based on 
evidence and have been proven to be effective. You may already be doing some of 
the recommendations and can easily fit these into your plan, or you may want to 
consider some new recommendations to enhance and strengthen your program. 
Identify those your team can implement. 

 Carefully review the Key Measures. Choose those that best fit with your goals and 
the Key Recommendations you have chosen to implement.  

 If one Best Practice does not fit, then review another Best Practice until you find one 
that fits. 

Throughout the document you will find links that draw your attention to important items within 
the Best Practice pdf. Here is a list of the items:  

• Action! Indicates a link. Please use the link to access more detailed descriptions.  
• Note! Indicates an important item. Pay special attention to this important item. 
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Summary of Key Recommendations and Key 
Measures 
 
These are evidence-based actions that will lead to improved outcomes in the 
community. Action! See Part 2 for details on the implementation of each Key 
Recommendation.  
1.  Conduct a diabetes services assessment for the community. 
 
2. Identify eligible clients for case management. 
 
3. Assess the client’s needs. 
 
4. Develop, implement, and monitor individualized care plans. 
 
5. Monitor client outcomes. 
 
6.  Evaluate the diabetes case management program 
 

 

These are specific measures that can be used to document changes in outcomes 
related to implementing the Best Practice.  
 
Note! All SDPI grant programs that choose this Best Practice must report as required in 
the terms and conditions attached to the notice of award on the indicated Measures. 
Programs may report on other measures as well. 

*The following measures are of primary importance:  
 

1. * Percent of high risk (client subset) diabetes patients with an assigned case manager. 
 

2. *Percent of patients with improvement (positive results) for at least one patient-identified 
self-management goal.  
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PART 1 Essential Elements 
of Implementing This Best 

Practice 
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Purpose and Target Population 
This Best Practice describes case management recommendations for any person with diabetes, 
pre-diabetes, or at risk for diabetes. 

Action! See Part 3 – Appendix A. for the importance of case management.  
 

Intended Users of This Best Practice 
• Primary health care providers and teams, 
• case managers, 
• diabetes teams, 
• community health education programs, and 
• leaders of health care organizations 

Action! See Part 3 – Appendix A. Supplemental Information for discussion of the benefits 
and risks of implementing this Best Practice. 
 

Definition of Case Management 
Case management is a collaborative process of assessment, planning, facilitation, care 
coordination, evaluation, and advocacy for options and services to meet an individual’s and 
family’s comprehensive health needs through communication and available resources to 
promote quality cost-effective outcomes (Case Management Society of America, 
http://www.cmsa.org/Home/CMSA/WhatisaCaseManager/tabid/224/Default.aspx). 

In case management, a case manager (CM) is assigned to a client and serves as a guide and 
facilitator. The case manager is generally a non-physician such as a nurse, dietitian, 
pharmacist, health educator, or fitness coach. The goal of case management is to achieve client 
wellness via self management, efficient resource utilization, and coordination of services. 

Case management can be a practical and effective strategy for Indian Health Service (IHS), 
Tribal, and Urban Indian health organizations. This Best Practice is being developed with the 
idea that CMs can have many different backgrounds (nursing, medicine, pharmacy, fitness 
trainer, health education etc.). Although diversity strengthens a program, it is also important to 
make sure all clients are being provided the same minimal type of service and the same 
educational message.  

Action! See Part 3 – Appendix C. If case management is new to your program, refer to the 
General Case Management Guidelines. 
 

Goals of This Best Practice  
• Increase the number of people with diabetes, pre-diabetes, or at risk for diabetes 

who receive case management services by trained team members. 
• Increase the number of people with diabetes, pre-diabetes, or at risk for diabetes 

meeting clinical and behavioral goals  

http://www.cmsa.org/Home/CMSA/WhatisaCaseManager/tabid/224/Default.aspx�
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Key Recommendations 
 
These are evidence-based actions that can lead to improved outcomes for persons with 
diabetes, pre-diabetes, or at risk for diabetes. 

 
These are evidence-based actions that will lead to improved outcomes in the 
community.   

 
1. Conduct a diabetes services assessment for the community. 
 
2. Identify eligible clients for case management. 
 
3. Assess the client’s needs. 
 
4. Develop, implement, and monitor individualized care plans. 
 
5. Monitor client outcomes. 
 
6. Evaluate the diabetes case management program 
 

 
Action! See Part 2 for details on the implementation of each key recommendation. 
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Planning for Your Program and Evaluation  
 
Key Action Steps 

1. Identify your program’s goal(s). There are many program goals consistent with the 
Key Recommendations of this practice. Examples of program goals include: 
 

• Increase the number of people with diabetes who receive case management 
services. 

• Increase the number of people with diabetes meeting clinical and behavioral goals. 

2. Define program objectives that will be met to reach the program goal(s) in the SMART 
format (specific, measurable, action-oriented, realistic, and time-bound). 

 
Examples of SMART objectives for this Best Practice: 

 
• Increase the number of diabetes patients with a target population subset of 

coexisting cardiovascular disease 

 

who have an assigned case manager from 40% to 
50% by the end of the year. 

• Increase the number of diabetes patients with a target population subset of 
coexisting cardiovascular disease

 

 who are meeting their blood pressure goal from 
60% to 70% by the end of the next year. 

3. Use Key Measures. The following Key Measures can be used to monitor progress and 
the effectiveness of implementing this Best Practice. Results of measures will indicate 
the degree of success in implementing the Key Recommendations and meeting 
program goals. 

Measures of progress need to occur before the intervention (baseline) and at designated 
times thereafter. Measurement needs to be frequent enough to provide meaningful 
information for planning and evaluation. 

Key Measures 
These are specific measures that can be used to document changes in outcomes 
related to implementing the Best Practice.  
 
Note! All SDPI grant programs that choose this Best Practice must report as required in 
the terms and conditions attached to the notice of award on the indicated Measures. 
Programs may report on other measures as well. 
*The following measures are of primary importance:  

 
1. * Percent of high risk (client subset) diabetes patients with an assigned case manager. 

 
2. *Percent of patients with improvement (positive results) for at least one patient-identified 

self-management goal. 
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4. Collect, record, and analyze data on an ongoing basis; share with the team and the 
organization leadership. Effectiveness is evaluated through data review. Individual client 
outcomes are acquired and then compiled to show programmatic outcomes. 
 

Note! Here are some data and analysis options: 

• Consider comparing case managed individuals with standard care individuals. 

• Compare baseline data elements with post-case management data elements. 

o For example, your program may choose to compare case managed individuals to 
standard care individuals. Another way to use data is to collect and record 
baseline data elements of interest compared to post-case management of the 
same data elements.  

• Consider sample chart audits (about ten per case manager per year) to look for goal 
setting, barrier discussion, and individualized care plans. 

 
Action! See Part 2 – Key Recommendation 6. 
 
5. Use creative ways to display data and measure outcomes, such as graphs or charts. 

This helps the team understand the data and know whether there are improvements. 
 
6. Think about what the data are telling you. What changes are you seeing? Are they 

improvements? Use data for planning next steps. 
 

 
 
Action! See online training and a workbook to get more ideas about setting goals and 
objectives and developing a program plan. Available from: 
http://www.ihs.gov/MedicalPrograms/Diabetes/HomeDocs/Training/WebBased/Basics/Creating/
Workbook.pdf (pages 23–28). 

 

Team Notes: 

Action! See the following resources to help your program improve.   
 

See Part 3 – Appendix B. Key Measures Example to assist you with identifying ways to 
choose SMART objectives and Key Measures that incorporate your community data. 

http://www.ihs.gov/MedicalPrograms/Diabetes/HomeDocs/Training/WebBased/Basics/Creating/Workbook.pdf�
http://www.ihs.gov/MedicalPrograms/Diabetes/HomeDocs/Training/WebBased/Basics/Creating/Workbook.pdf�
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Summary Points of Case Management Best Practice 
 
1. Case management can be a practical and efficient strategy to help manage people with 

diabetes, pre-diabetes, or at risk for diabetes. 
 
2. Subgroups may need to be prioritized. 
 
3. Assessing the client’s needs will help direct your individualized case management 

strategy. 
 
4. Case managers must maintain a relationship with clients. Goal setting and follow-up are 

vital to the success of case management visits. 
 
5. Many different measures can be used to track client progress. You must assess the 

capabilities of your program and choose the elements most practical for your situation. 
 
6. Program evaluation is a continuous process. Evaluations may compare case managed 

individuals vs. standard care individuals OR baseline data elements vs. post-case 
management data elements. 

 
7. Evaluation of case management program data is an essential component of identifying 

strengths and weaknesses of your program. Making changes based on these findings 
will help strengthen your program. 
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PART 2 Key 
Recommendations 

Note! Part 2 provides important detail on the “why?” 
and “how?” of implementation of each Key 
Recommendation. 
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Key Recommendation 1. Conduct a diabetes services assessment for 
the community. 
 
Why? 
 
Before a program is started, you should make sure it is a service that will be useful to the 
population being served. 
 

 
How to Implement the Key Recommendation 

Answer the following questions: 

• How many people have diabetes, pre-diabetes, or are at risk for diabetes? 

• What services currently are available to each of these groups? 

• Could these services be improved by a case management program? 

 
Action! See Part 1 – Definition of Case Management. 
 
Team Notes:
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Key Recommendation 2. Identify eligible clients for case 
management. 
 
Why? 
 
Clients who receive case management experience improvement in their level of blood glucose 
control, satisfaction with services, understanding of treatment goals, resource use, continuity of 
care, and efficiency and coordination of services (Norris et al., 2002; Wilson et al., 2005). Case 
management services may need to be prioritized to a subset of clients (see below for 
examples). 
 

 
How to Implement the Key Recommendation 

A. Identify clients with pre-diabetes, diabetes, or at risk for diabetes: 

• Utilize all resources, including Resource and Patient Management System (RPMS), 
electronic health records (EHRs), community health screening reports, chart audits, 
and referrals.  

• Establish separate registries/data lists for populations of clients including pre-
diabetes, diabetes, or at-risk. 

 
B. Identify subsets of clients that may benefit most from case management. Examples 

include, but are not limited to:  
 

• impaired glucose tolerance (IGT)  

• coexisting cardiovascular disease 
(CVD) 

• poor blood glucose control (A1C > 9) 

• poly pharmacy 

• insulin requiring 

• younger age groups (20–40 years) 

• low health literacy 

• males 

• gestational diabetes or diabetes in 
pregnancy 

• frequent Emergency Department 
visits 

• frequent hospitalizations 

• at high risk - strong family history of 
diabetes mellitus (DM) or family 
members of dialysis 
patients/amputees 

• metabolic syndrome 

• tobacco users 
 
Team Notes:



 

Indian Health Diabetes Best Practice Diabetes/Pre-Diabetes Case Management  14 
Revised April 2011 

14 

Key Recommendation 3. Assess the client’s needs. 
 
Why? 
 
Assessing the client’s needs and readiness to make behavioral changes can help improve costs 
and client outcomes such as blood glucose control, blood pressure control, lipid levels, and 
quality of life (Norris et al., 2002). 
 

 
How to Implement the Key Recommendation 

A. Perform a comprehensive assessment of the client’s needs. 
 
Action! See Part 3 – Appendix D. for an example of a comprehensive diabetes 
assessment. 
 

B. Explore the client’s knowledge of his/her own diabetes and how different actions 
affect his/her health. 
 

C. Assess the client’s readiness to make changes in his/her diabetes management using 
Motivational Interviewing (MI) or Stages of Change techniques. 

1. Utilize motivational interviewing techniques to elicit behavior change. Motivational 
interviewing is “a skillful clinical style for eliciting from patients their own good motivation 
for making behavior changes in the interest of their health.” The ‘spirit of MI’ involves 
collaboration, evocation and an honoring of patient autonomy while using the following 
guiding principles: resist the ‘righting reflex’, understand, listen, and empower (Rollnick, 
Miller and Butler 2008). 

a. Actively listen and reflect back to the participant any barriers/challenges he/she may 
identify. 

b. Ask open-ended questions to encourage discussion about feelings about behavior 
change. 

c. Express acceptance and affirmation where the participant is at in terms of “stage of 
change” with non-judgmental responses. 

 
Action! See Part 3 – Appendix E. for examples of types of tools and resources for 
motivational interviewing. 

 
2. Stages of Change is a method to assess readiness to change and includes five stages 

(Prochaska et al., 1994): 
 

Precontemplation 
• The individual is not intending to change within the next six months. 

• “Leave me alone—my life is OK the way it is.” 
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Contemplation 

• The individual is not prepared to take action at present, but is intending to within 
the next six months. 

• “My friend who started walking has so much more energy than before. I wonder if I 
would feel better, too?”  

• “I wish I had more ideas on how to change.” 

 
Preparation  

• The individual is actively considering changing his or her behavior in the 
immediate future (e.g., within the next month).  

• “My grandchild was born last week. I know I have to make changes so that I will 
be around to see her grow.” 

 
Action 

• The individual has actually made an overt behavior change in the recent past, but 
the change is not well established (i.e., for six months or less). 

• “It’s not easy, but I’ve followed my plan for almost three months.” 

 
Maintenance 

• The individual has changed his or her behavior for more than six months and is 
working to sustain the overt change. 

• “I don’t even think about it anymore - I know this works for me.” 

 
Note! Adapted from http://care.diabetesjournals.org/content/26/5/1468.full and from the IHS 
Balancing Your Life and Diabetes Curriculum 
 
Team Notes:  

http://care.diabetesjournals.org/content/26/5/1468.full�
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Key Recommendation 4. Develop, implement, and monitor 
individualized care plans. 
 
Why? 
 
Effective, individualized care plans have been associated with improved blood glucose control. 
Case management is effective when delivered in conjunction with disease management and 
with additional educational, reminder, or support interventions (Norris et al., 2002). 
 

 
How to Implement the Key Recommendation 

1. Assign a case manager (CM) to a set of individuals within the target group. The 
consistency of one provider helps to establish a trusting relationship and minimizes 
repetition. Try to assign case managers with client preferences in mind (i.e., male clients 
may prefer a male CM). Showing potential clients the individuals who offer case 
management and letting them choose their CM may help establish a relationship early on. 

 
2. Implement case management as a multi-component intervention. Interventions that can 

be combined with case management include self-care education, home visits, telephone 
outreach, telemedicine, support groups/talking circles, group education, work site visits, 
letters, encouragement cards, and client reminders. Interventions combined with disease 
management have been shown to further reduce A1C levels than has case management 
alone (Norris et al., 2002).  

 

3. Define individualized goals for client. It may be necessary to only focus on one area at a 
time. 

a. At each CM visit, the client and CM should negotiate a goal for at least one of the 
following areas (AADE 7TM): 

1. Healthful eating 

2. Being active 

3. Monitoring 

4. Taking medication 

5. Problem solving (including pattern management) 

6. Reducing risks (such as smoking cessation) 

7. Healthy coping (including stress management) 

 
 

Action! See AADE 7™ resources at 
http://www.diabeteseducator.org/ProfessionalResources/AADE7 
 
Action! See Part 3 – Appendix G. for a tracking sheet that can be adapted. 

http://www.diabeteseducator.org/ProfessionalResources/AADE7/�
http://www.diabeteseducator.org/ProfessionalResources/AADE7�
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b. Goal Setting: The case manager will need to asses the client status with regard to 
improving health through behavior change. Goals should come from the client, and 
the case manager should only serve as a guide. Goal-setting guidelines include: 

• Goal setting should be short term and in small steps so clients can achieve 
feelings of success. 

• Exploration of conviction and motivation to change 

o conviction – how strong a desire the client has toward wanting to make 
lifestyle changes. 

o motivation – may be positive (e.g., “I want to be healthy for my family”) or 
may be negative (e.g., “I’m afraid of being on dialysis”). 

• SMART goals (specific, measurable, attainable, realistic, time-bound) 

• Goal negotiation between case manager and client until confidence is at an 
acceptable level for possible success. Goals should be changed until the 
client is able to say, “I can do this.” 

• Exploration of barriers and ways to overcome (i.e. poor self-discipline, low 
motivation, physical limitations, lack of support, financial constraints). 

 
Action! See Part 3 – Appendix F. for sample client Goal Setting/Action 
Plans.  

 
• Follow up with goal reflection and review of how the client did toward meeting 

his/her goal at every CM visit. Always set a new goal for the next time, too. 
 

• Client education and diabetes curricula are vital tools during case 
management visits.  
 
Action! See Part 3 – Web Resources for links to different diabetes teaching 
curricula. 

Team Notes:
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Key Recommendation 5. Monitor client outcomes. 
 
Why? 
 
Monitoring the outcomes of individuals or populations is essential to determine the effectiveness 
of case management (Norris et al., 2002). 
 

 
How to Implement the Key Recommendation 

A. Determine what types of data will be measured. Because this Best Practice is utilized by 
both clinical and non-clinical programs, what types of data and how that data are collected 
will vary widely. Outcomes can be measured by establishing baseline data upon entry into 
the case management program and reviewed periodically throughout the program on a 
scheduled basis or at least annually. Some data will require more frequent intervals than 
others. The foundation of a program’s success is individual client success. 

 
B. During case management, data tends to be collected on more frequent intervals so 

that this information can be shared with the clients. Providing clients with frequent 
updates of measurements most important to them can help reinforce the impact of lifestyle 
behaviors. 

 
C. It is advised that a program collect several data elements to help assure positive 

outcomes in at least two of these elements. The table below contains many options from 
which to choose: 
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Possible Data Elements to Monitor Client Outcomes 

Lifestyle Questionnaires Basic Measurements 

• Physical activity levels 
• Healthful eating 

• Smoking 

• Emotional health 

• Medication management 

• Pattern management/Problem solving 

• Quality of life 

• Work related (lost work days) 

• Personal goal achievement 

• Immunizations 

• Height 
• Weight 

• Body Mass Index (BMI) 

• Waist measurement 

• Hip measurement 

Service Utilization Some Equipment Required 

• Appointment show rates  
o Case management 
o Eye 
o Foot 
o Primary Care Physician (PCP) 
o Dental 

• Hospitalizations 

• Emergency Department visits for DM care 

• Achievement of standards of care 

• Home glucose monitoring 

• Body composition 

• Blood pressure 

• Fasting sugars 

• Patient activation (purchase of 
PAM® web access) 

Lab / Point of Care Long-Term Complications 

• A1C 
• Lipid levels 

o LDL (low density lipoprotein) 
o TG (triglycerides) 
o HDL (high density lipoprotein) 
o Total cholesterol 

• Albumin/creatinine (A/C) ratio (urine) 

• Microvascular 
o Eye, kidney, foot ulcers, 

periodontal disease, 
neuropathy 

• Macrovascular 
o Heart disease, stroke, 

peripheral vascular disease 

• Mortality 

Exam Completion Rates Screenings and Education 

• Retinopathy exam 
• Dental exam 

• Complete foot exam 
 

• Depression screening 
• Tobacco screening 

• Patient Education Protocols and 
codes on DM-related topics 
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D. Potential sources of data include: 
 

• Resource and Patient Management System (RPMS)/EHR data: 

o IHS Diabetes Care and Outcomes Audit 

o iCARE reports 

o GPRA and transparency reporting 

o workload data 

• Chart audits 

• Questionnaires  

 
Action! See Part 3 – Appendix G. for tracking sheet that can be adapted. 
 
Team Notes: 
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Key Recommendation 6. Evaluate the diabetes case management 
program.  
 
Why?  
 
Evaluation is important because it helps uncover what is working and what is not working in a 
case management program. Evaluation provides you with information that can be used to share 
program successes with clients, providers, Tribal leaders, administrators, community members, 
funders, and other stakeholders. 
 

 
How to Implement the Recommendation 

A. Program evaluation often starts with individual client outcomes mentioned in the 
previous section. These data are then compiled and analyzed to show program outcomes. 
The two most common types of comparisons are: 

• Pre-intervention data (baseline) vs. Post-intervention data (periodic data during case 
management process) 

• Intervention group vs. Standard Care group  

 

Action! See Part 3 – Appendix G. for a tracking sheet that can be adapted. 

 

B. In addition to data elements listed above, programs may also show positive outcomes 
using the following: 

• Client stories 

• Satisfaction questionnaires (Average Satisfaction Scores) 

o clients 

o primary care providers 

o diabetes department staff 

• Percent of clients receiving at least three CM (case management) visits within a year 

• Show rates for CM appointments 

• Number of CM appointments 

• Program retention rate 

• Contract health service referrals 
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C. Software that can assist in data compilation includes: 

• Excel 

• Access 

• RPMS/EHR 

o IHS Diabetes Care and Outcomes Audit 

o iCARE reports 

o client record reviews 

o workload data  

o GPRA and transparency reporting 

Data Managing Systems (i.e., Filemaker Pro®, Sage Intergy Database®) 

 
Team Notes:  
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Additional Recommendations 
 
Working Together with Your Community and Organization 
 
In addition to implementing the Key Recommendations, programs need to work on broader 
community and organizational support of the goals they are trying to achieve. 
 
Organization Recommendations  
 
A health care organization that wants to improve diabetes case management must be motivated 
and prepared for change throughout the entire organization. The organization’s leadership must 
identify diabetes case management as important work. Medical expenses for people with 
diabetes in the United States are more than two times higher than for people without diabetes.  
Estimated direct medical costs for people with diabetes exceeds $116 billion per year, and 
adding indirect costs such as disability, work loss, and premature mortality brings the yearly 
total to more than $174 billion.(CDC, 2011). Leaders also must develop clear improvement 
goals, policies, and effective improvement strategies. This will help encourage the entire 
organization to make changes that will help improve diabetes care. 
 
Make system and programmatic changes 
 
Why? 
 
Health care organizations that are ready to implement case management can help providers 
and educators to: (1) target clients more effectively; (2) design interventions that are more 
acceptable to clients; and (3) design interventions that reduce morbidity and mortality of 
diabetes and pre-diabetes. Changes in health care organizations also have been associated 
with increased delivery of appropriate diabetes care (Norris et al., 2002). 
 

 
How to Implement the Recommendation 

The following activities may help improve diabetes case management: 

A. Advocate for leadership support to initiate and improve effective case management 
services. 

B. Identify gaps in current diabetes services provided. 

C. Assess the organization for available infrastructure/capacity to deliver case management 
and other desired services. 

D. Use standing orders, practice guidelines, and clinical pathways that stakeholders have 
agreed upon. 

E. Use evidence-based features of case management to improve, monitor, and evaluate 
diabetes outcomes and program outcomes. 

 
Action! See Part 3 – Appendix H. for the essential elements of basic, intermediate, and 
comprehensive diabetes case management programs. 
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PART 3 Appendices, Tools, 
and Resources 
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Appendix A. Supplemental Information  
 

1. Importance of a Diabetes/Pre-Diabetes Case Management Program  
 
The effects of diabetes case management have been well-researched, carefully analyzed, and 
applied in many settings, including American Indian and Alaska Native communities. Numerous 
studies have demonstrated the effectiveness of case management in improving health 
outcomes. 
 

Nurse case management of diabetes increased the delivery of clinical services and 
contributed to improvements in blood glucose control when measured in periods of up to 
one year (Norris et al., 2002). 

In the IHS, case management improved blood glucose control as measured by 
improvements in A1C. It also improved self-monitoring, patient education, and laboratory 
testing, as well as eye, foot, and pre-diabetes or diabetes exams (Wilson et al., 2005). 

Case management for pre-diabetes was a key strategy used in the Diabetes Prevention 
Program (DPP) lifestyle intervention, where a 5–7% weight reduction resulted in a 58% 
decrease in diabetes incidence over a three-year period (Knowler et al., 2002).  

 
2. Benefits and Risks of Implementing This Best Practice 
 
The effects of diabetes case management have been well-researched, carefully analyzed, and 
applied in many settings, including American Indian and Alaska Native communities. Numerous 
studies have demonstrated the effectiveness of case management in improving health 
outcomes.  
 

Nurse case management of diabetes increased the delivery of clinical services and 
contributed to improvements in blood glucose control when measured in periods of up to 
one year (Norris et al., 2002). 

In the IHS, case management improved blood glucose control as measured by 
improvements in A1C. It also improved self-monitoring, patient education, and laboratory 
testing, as well as eye, foot, and pre-diabetes or diabetes exams (Wilson et al., 2005). 

Case management for pre-diabetes was a key strategy used in the Diabetes Prevention 
Program (DPP) lifestyle intervention, where a 5–7% weight reduction resulted in a 58% 
decrease in diabetes incidence over a three-year period (Knowler et al., 2002). 

 
There is no potential harm identified in implementing this Best Practice. 
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3. Sustaining a Diabetes/Pre-Diabetes Case Management Program 
 
It is common for new initiatives to require a certain level of maturity before care goals can be 
achieved. This maturational process may require more than a few years to produce the desired 
outcomes in a stable and self-sustaining fashion. Sustainability is a critical issue for 
programmatic success, and can be an elusive target. The following recommendations may be 
useful in fostering sustainability in newly implemented programs: 
 

• Be ready to bill for diabetes case management services when Medicare designates case 
management as a reimbursable service. Also capitalize on pharmacist MTM billing and 
dietitian MNT billing. 

Use Special Diabetes Program for Indians (SDPI) grant funds to support diabetes case 
management. 

Demonstrate to organization leadership the cost savings associated with case management. 
Savings might be achieved through decreased hospitalization, effective medication use, and 
prevention of complications. 

Develop relationships with providers and clients that show value in having a case 
management program to which others can be referred. 
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Appendix B. Key Measures Example  
 
Remember—this is an example! Apply this process to your community using your data.  
 
Diabetes standards of care not being met. Our health care center and community are 
concerned that there has been no recent improvement in the number of patients with diabetes 
able to achieve clinical goals, including target goals for A1C, blood pressure, and cholesterol. 
 
Diabetes team takes action. Our diabetes team talked about addressing this problem and how 
the diabetes team could be more involved. We read the Case Management Best Practice

 

 and 
talked about the Key Recommendations.  

Identified sources of data. Local data included: 

• Diabetes Care and Outcomes Audit data for past three years: 

• 30% of our patients in the diabetes registry had an assigned case manager.  Of those 
patients, 20% are high risk (strong family history of diabetes mellitus or family members 
of dialysis patients/amputees): 

o 35% percent of patients had improved glucose control and improved control had 
decreased over the past two years. 

o 45% percent of patients had improved blood pressure control and this had not 
changed in the past two years. 

• A list of community diabetes resources was available but not current. 

 
Selected suitable Best Practice. After thinking carefully about our goals and resources, and 
reviewing data, we decided the Case Management Best Practice was a good fit for us. Because 
this would be a new program for us, we chose to work on two of the Key Recommendations: 
conduct a diabetes services assessment for the community and identify eligible clients for case 
management. We planned to create a multi-disciplinary case management team with three 
diabetes team members. 
 
Identified target population. We decided to start implementing this Best Practice with patients 
listed in our diabetes registry who also have cardiovascular disease. 
 
Identified program goals: 

• Increase the number of people with diabetes who receive case management services by 
trained team members. 

• Improve blood glucose and blood pressure control for patients with diabetes and 
cardiovascular disease. 

 
Identified SMART objectives based on our resources and data: 

• At least 50% of patients with diabetes will be assigned a case manager and receive case 
management services during the next twelve months. 

• At least 40% of patients with high risk (client subset) diabetes will be assigned a case 
manager and receive case management services during the next twelve months. 
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• At least 50% of those patients receiving case management services will show both 
improved A1C and blood pressure control during the next twelve months. 

• The community diabetes services resource list will be completely updated by the case 
manager by the end of the fiscal year. 

 
Selected Key Measures. We chose the corresponding Key Measures for these Objectives and 
these Key Recommendations. Data will be collected and reviewed at baseline and mid-year. 
 
Table 1. Selected Key Measures 

A. Measure B. Baseline C. Most recent value 
and date (if applicable) 

 or beginning 
value and date (collected 
prior to starting 
activities) 

D. Data source 
(where did these 
numbers come 
from) 

1. Percent of patients with 
diabetes that receive case 
management services from 
the case manager 

30% as of 1/4/2011 33% as of 4/12/2011 RPMS/Diabetes 
Registry 

2. * Percent of high risk 
(client subset) diabetes 
patients with an assigned 
case manager. 

20% as of 1/4/2011 25% as of 4/12/2011 RPMS/ Diabetes 
Registry 

3. * Percent of patients with 
improvement (positive 
results) for at least one 
patient-identified self-
management goal (A1C) 

35% as of 1/4/2011 37% as of 4/25/2011 RPMS 

4. * Percent of patients with 
improvement (positive 
results) for at least one 
patient-identified self-
management goal (blood 
pressure control) 

45% as of 1/4/2011 47% as of 4/25/2011 RPMS 

5. Percent of the community 
diabetes services resource 
list that is updated 

0% as of 1/4/2011 50% as of 4/12/2011 Resource list, 
CM meeting 
notes 

* Required Key Measure 
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Appendix C. General Case Management Guidelines 
 
Case Management Visits consist of several parts:  
 

1. Individual Case Management/Self-Management

a. assessment of needs based on treatment goals  

:  

b. development, implementation, and coordination of care plan 

c. documentation of care in Electronic Heath Record or other client record 

d. education that includes basic understanding of diabetes and related 
complications, reinforcing self-monitoring of blood sugar, education on 
nutrition/healthful food choices, healthful portions, exercise/activity, medication 
management, smoking cessation, stress management, setting treatment plans, 
and motivation to meet their goals.   

e. evaluation of the motivation for changes and Stage of Change 
(precontemplation, contemplation, preparation, action, maintenance). 

f. address personal action plans/goals and any barriers to meeting these goals. 
Barriers will need to be explored and problem-solved together with their CM. 
Motivational interviewing techniques can be utilized so solutions originate from 
the client. 

 

2. Disease Management:

a. tracking the measurements and lab values. These may include: blood pressure, 
weight, BMI, A1C, lipid panels, body fat composition, waist or hip measurement.   

  

b. Clinical programs, may include medication changes (additions, changes, 
deletions)  

 

Action! See Part 3 – Appendix G. for tracking sheet that can be adapted.  

 

3. 

a. assess client knowledge about diabetes and it’s complications and fill in gaps 

Diabetes Education:  

b. utilize Diabetes Education Curriculums including: 

i. Balancing Your Life and Diabetes (IHS Division of Diabetes) 

ii. Honoring the Gift of Heart Health (IHS Division of Diabetes) 

iii. AADE Curriculums 

The relationship that builds between CM and participant is a unique blend of clinician, coach, 
and supporter. Case management is meant to be a more intensive process. The CM closely 
tracks progress and offers support and guidance in the changes clients choose to make. 
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During the first visit, it is important to try and communicate the foundation of support for a 
productive relationship during this visit: 

First Visits: 

• Review what the program is, what the program goals are, how the project is structured to 
support them. You may want to ask the participant “Tell me what you know about the 
project and why you were interested in joining?” 

• Clarify the roles between the case manager and the participant: explain your 
expectations of him/her and what his/her participation in the intensive case management 
process is. Ask him/her to clarify any of his/her expectations of you. 

• Assess the client’s knowledge level of the following items (this may take more than one 
visit): 

a. basic diabetes disease process and understanding 

b. diabetes effects on the body 

c. understanding of healthful nutrition (food choices and food preparation), 
exercise/activity, smoking, stress management 

d. how other health issues affect diabetes/pre-diabetes and the body 

• Assess the motivational level of the client to make changes in his/her life (stages of 
change), where he/she is in terms of willingness to make changes, changes he/she has 
tried making before, etc. Understanding what his/her past experiences have been with 
diabetes or what he/she has seen as success/failure in people he/she know trying to 
control diabetes. 

• If family is present, encourage them to participate in the discussion and assess their 
knowledge level and level of support, experience, etc. If the family is not present, 
encourage the participant to include a family or friend in his/her visits for support, if 
appropriate. 

 

Once you have an idea of his/her knowledge level and motivational level, review these points: 

• Stress to the participant that we are not going to just tell him/her what he/she has to do 
about managing or preventing diabetes. 

• CMs provide clients with information/education about how they can manage their 
diabetes and to support them to start making the changes they know they need to make. 
Clients are in control and are the ones to decide what and how they want to work on it. 

• Communicating your respect for their choices, whatever they may be, is important in 
building trust. We want to make sure they have the most correct information available 
so they can make informed choices. 

• Review most recent measurements and lab results: ask if anyone has ever explained 
these values to them. 

• It is important that they understand why we are measuring the labs and measurements. 

• If in a clinical program, explain the process for what medication doses adjustments can 
be made and any limitations for this. 
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• Complete a needs assessment form during the first few visits. 

• Identify what type of family support each participant has. A him/her directly how he/she 
feels his/her family will react to the changes. Encourage him/her to bring any family 
member to the CM Visit in the future. 

 

 
Other Areas to Cover: 

Patient education (as needed): 
Areas to cover during your CM Visits depend upon the participant’s level of knowledge that you 
assess, but this may give you some places to start: 

• Keep it simple—letting the participant direct the points of discussion so you can focus on 
areas of need. 

• Review handouts and curriculums (Balancing Your Life with Diabetes, Honoring the Gift 
of Heart Health, etc.)  

• Any written material should be reviewed with the clients and not just handed to them.  
Highlighting key points may increase the likelihood they may actually refer to it after they 
leave and not just throw it away. 

• Use visual tools whenever possible during teaching sessions. 

 

Medication adjustments: 

• Your licensure (pharmacists, nurse, NP, MD, etc.) will determine whether you can make 
medication adjustments yourself or need to consult with the client’s provider. 

• If your program allows collaborative agreements between diabetes educators and 
providers for medication adjustments, then this is ideal. Medication adjustment protocols 
must be drafted and approved by medical staff. 

• It is a good practice to communicate any major medication changes with primary 
providers. 

 

Referrals: 
Develop a list of local resources where clients can receive additional care. These may include 
fitness centers, behavior health services, social services, tobacco quit programs, nutrition 
counselors, etc. When clients’ needs go beyond the scope of your program, readily offer these 
services as options. 

 

Follow-up between CM Visits: 
Studies on successful case management services have shown that the closer the follow-up and 
relationship between CM and client, the better the outcome. Consider a phone call to 
participants one time during the month in-between visits just to check in and see how they are 
doing: 

• Phone follow-up—get permission from patient to call for follow-up. 
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• Inform of program activities: newsletters, group activities, planned conferences, classes, 
etc.  

• The CM advocates for the participant with any interaction you have on their behalf with 
other providers or programs. 

• A long-standing relationship with participants and families is going to be the backbone of 
support for the participant. 

 

Subsequent visits: 

• Review past written goals and what was achieved. Celebrate the achievements! If a goal 
was not achieved, discuss possible reasons why and barriers to reaching it next time. 

• Review any new lab values and measurements 

• Do DM maintenance (foot checks, BP checks, pulse checks, etc).  

• Review a new subject material for the participant at each visit: 

o Follow a curriculum or tailor your visit focus to what the participant is currently 
trying to work on, or a specific question they have. 

o If you are searching for something new, ask the participant what materials they 
feel competent taking back to their families and teaching. 

• Keep Case Management Visits as positive and supportive as possible. 

 

Case management appointment reminders: 

• Scheduling the next case management appointment at the end of each appointment 
gives the client an opportunity to give input and also a chance to give a written 
appointment card with contact phone numbers. 

• Appointment flexibility (early morning, lunch break or after work) may allow more 
participation in your program.  

 

Documentation: 

• Notes in client record for face to face encounters, phone calls, chart reviews, etc. 

• Patient education using IHS Patient Education Protocols and Codes 

• Wellness information including: depression, tobacco, and activity level screenings 

 
Planning goals: 

• Set a goal that is SMART: specific, measurable, attainable, realistic, timely.  

• LISTEN! Utilize the time you have with the participant. Let him/her talk and actively listen 
to what he/she has to say. 
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Motivation to make changes: 
Utilize motivational interviewing techniques to elicit behavior change by addressing any 
ambivalence the participant has in setting and meeting his/her behavior change goals. 

• Actively listen and reflect back to the participant any barrier/challenge he/she may 
identify. 

• Ask open-ended questions to encourage discussion about feelings about behavior 
change. 

• Express acceptance and affirmation of where the participant is at in terms of ‘Stage of 
Change’ with non-judgmental responses. 

• If appropriate, directly confront any resistance to setting goals and making behavior 
changes. 

 

Be supportive: 

• Be the participant’s cheerleader for success. 

• Celebrate the small successes! 

• Encourage making goals based on current successes. 

• Acknowledge those goals not met and try to clearly identify what challenges/barriers there 
are to meeting them. 

 

Case Management Team tips: 

• Hold regularly scheduled meetings to review CM techniques and stay updated on clinical 
information. 

• Be supportive of each other and fill in to meet patients’ needs whenever needed. 

• Review difficult cases with other case managers. Sometimes a different perspective is all 
you need. 

• Offer a change in case managers if you get a sense that your relationship with the client 
might be better with another case manager. 
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Appendix D. Case Manager Initial Assessment Data Form (page 1 of 2) 
http://diabetesnpo.im.wustl.edu/resources/tools/documents/26and27_ODHC_CaseMgra
ssessment_followup_web.pdf  
 

http://diabetesnpo.im.wustl.edu/resources/tools/documents/26and27_ODHC_CaseMgrassessment_followup_web.pdf�
http://diabetesnpo.im.wustl.edu/resources/tools/documents/26and27_ODHC_CaseMgrassessment_followup_web.pdf�
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Appendix D. Case Manager Initial Assessment Data Form (page 2 of 2) 
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Appendix E. Reflective Listening: A Key Motivational Interviewing 
Skill (page 1 of 5) 
http://www.interiorhealth.ca/uploadedFiles/Choose_Health/Tobacco_Reduction/Aboriginal/MotivationalInt
erviewing.pdf 
 

 

http://www.interiorhealth.ca/uploadedFiles/Choose_Health/Tobacco_Reduction/Aboriginal/MotivationalInterviewing.pdf�
http://www.interiorhealth.ca/uploadedFiles/Choose_Health/Tobacco_Reduction/Aboriginal/MotivationalInterviewing.pdf�
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Appendix E. Reflective Listening: A Key Motivational Interviewing 
Skill (page 2 of 5) 
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Appendix E. Reflective Listening: A Key Motivational Interviewing 
Skill (page 3 of 5) 
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Appendix E. Reflective Listening: A Key Motivational Interviewing 
Skill (page 4 of 5) 
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Appendix E. Reflective Listening: A Key Motivational 
Interviewing Skill (page 5 of 5) 
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Appendix F. Action Plan 
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Appendix G. Tracking Sheet 
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Appendix H. Examples of Case Management Best Practice Program Components 
 
Program Level Community 

Resources 
and Policies 

Organizational 
Leadership 

Patient Self-
Management 
Support 

Delivery System 
Design: Services, 
Programs, 
Systems, and 
Procedures 

Decision 
Support: 
Information 
and Training 
for Providers 

Clinical 
Information 
Systems: 
Collecting and 
Tracking 
Information 

Basic 
 
Diabetes/Pre-Diabetes 
Case Management 
Disease Programs 

• Obtain 
evidence of 
community 
support 
through 
proclamations 
and other 
documentation 

• Identify all 
potential 
resources in 
the 
community. 

• Support case 
management 
strategies to 
complement 
existing services. 

• Provide evidence 
of organizational 
support through 
policies and 
procedures, 
structures, and 
accountability 
processes. 

• Provide 
resources 
necessary to 
support a case 
manager, including 
space, budget, 
equipment, 
supplies, written 
position 
description, and 
orientation plan. 

• Include in the 
management plan 
an organizational 
structure that 
outlines the 

• Identify and 
agree upon the 
target 
population. 

• Conduct an 
inventory of self-
management 
programs and 
support groups, 
and of the 
eligibility 
requirements for 
those programs. 

• Ensure that 
the case 
manager has the 
ability to meet 
with the patient 
and family to 
understand their 
needs. 

• Establish a 
diabetes team 
(case management 
is not a substitute 
for a diabetes 
team). 

• Create or adopt 
scopes of service, 
standards of care, 
and specific 
curricula. 

• Design case 
management 
interventions. 

• Clearly specify 
goals and 
expectations for 
meeting goals. 

• Define clinical 
and non-clinical 
policies and 
procedures. 

• Develop methods 
for continuity of 
care. 

• Ensure 
providers are 
educated about 
case 
management 
and supportive 
of the approach. 

• Identify 
processes for 
involving 
physicians in 
case 
management. 

• Gather data 
from available 
sources 
including the 
diabetes 
registry, 
performance 
audits, and 
other systems or 
processes that 
may be required 
to identify and 
recruit members 
of the target 
population. 

• Track 
interventions 
and measure 
effectiveness of 
interventions at 
the individual 
and population 
levels. 
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Program Level Community 
Resources 
and Policies 

Organizational 
Leadership 

Patient Self-
Management 
Support 

Delivery System 
Design: Services, 
Programs, 
Systems, and 
Procedures 

Decision 
Support: 
Information 
and Training 
for Providers 

Clinical 
Information 
Systems: 
Collecting and 
Tracking 
Information 

relationship to the 
diabetes team, 
defined 
performance 
standards, chief 
executive officer 
(CEO) performance 
contracts, and 
supervision 
responsibilities. 

Intermediate 
Diabetes/Pre-Diabetes 
Case Management 
Programs 
 
Basic Program Plus the 
Following 

• Acquire 
knowledge of 
health 
behaviors and 
practices in 
the 
community. 

• Commit to 
use any 
community 
resources that 
meet patient 
needs. 

• Develop written 
policies and 
procedures 
regarding standing 
orders, practice 
guidelines, and 
clinical pathways. 

• Establish a 
method for two-
way 
communication 
between the 
self-
management 
program and 
case manager. 

• Establish a 
method for two-
way 
communication 
between the 
health care 
provider and 
case manager. 

• Provide 
education within 
the framework of 
an IHS-certified 
(or equivalent) 

• Hire or contract 
with a case 
management 
provider, or assign 
case management 
duties to an existing 
employee who has 
dedicated time, 
resources, and 
skills. 

• Implement case 
management 
interventions. 

• Establish 
standing orders, 
practice 
guidelines, and 
clinical 
pathways that 
are 
demonstrable 
and agreed 
upon. 

• Develop and 
implement 
public marketing 
strategies on the 
role of standards 
of care and case 
management. 

• Use registries 
and available 
data to perform 
the five 
essential case 
management 
functions: (1) 
identify, conduct 
outreach for, 
and recruit 
eligible patients; 
(2) assess the 
patient within 
the context of 
the patient’s and 
health system’s 
readiness; (3) 
develop an 
individual care 
plan; (4) 
implement the 
care plan; and 
(5) monitor 
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Program Level Community 
Resources 
and Policies 

Organizational 
Leadership 

Patient Self-
Management 
Support 

Delivery System 
Design: Services, 
Programs, 
Systems, and 
Procedures 

Decision 
Support: 
Information 
and Training 
for Providers 

Clinical 
Information 
Systems: 
Collecting and 
Tracking 
Information 

curriculum. outcomes. 

• Track and 
review process 
measures, such 
as 
measurement of 
referrals for 
examinations, 
laboratory 
testing, and 
exposure to 
patient 
education. 

Comprehensive 
Diabetes/Pre-Diabetes 
Case Management 
Programs 
 
Basic and Intermediate 
plus the following 

• Develop 
memoranda of 
understanding 
with 
community 
programs for 
referral 
processes. 

• Develop 
communicatio
n processes 
through 
business 
partner 
agreements or 
releases of 
information. 

• Evaluate 

• Develop defined 
outcomes that are 
amenable to the 
case management 
strategy. 

• Evaluate 
programs using 
outcomes 
measures to 
continuously 
assess 
organizational 
infrastructure. 

• Use evaluation 
findings to identify 
problems, gaps, 
needs, and 
solutions. 

• Ensure the 
case manager 
has access to 
and use of the 
patient medical 
record. 

• Evaluate 
programs using 
outcome 
measures to 
continuously 
assess patient 
self-
management 
resources. 

• Use evaluation 
findings to 
identify 

• Focus on clinical 
and behavioral 
measures 

• Use 
evaluation 
findings to 
provide 
feedback to the 
health care 
system and 
providers in 
order to: (1) 
inform them of 
gaps and needs; 
and (2) work 
collaboratively to 
problem-solve 
and identify a 
range of 
solutions. 

• Evaluate 
programs using 
outcome 
measures to 
continuously 
assess and 
reassess 
organizational 
infrastructure, 
community 
resources, and 
patient self-
management 
resources to 
identify 
challenges and 
solutions. 

• Use 
evaluation 
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Program Level Community 
Resources 
and Policies 

Organizational 
Leadership 

Patient Self-
Management 
Support 

Delivery System 
Design: Services, 
Programs, 
Systems, and 
Procedures 

Decision 
Support: 
Information 
and Training 
for Providers 

Clinical 
Information 
Systems: 
Collecting and 
Tracking 
Information 

programs 
using outcome 
measures to 
continuously 
assess 
community 
resources. 
Use evaluation 
findings to 
identify 
problems, 
gaps, needs, 
and solutions 

problems, gaps, 
needs, and 
solutions. 

findings to 
provide 
feedback to the 
patient, health 
care system, 
providers, and 
the community 
in order to 
inform them of 
gaps and needs. 

• Work 
collaboratively 
to solve 
problems and 
identify a range 
of solutions. 

EXAMPLES 
• Conduct an 
inventory of 
education 
programs, 
clinical 
services, third-
party 
resources, and 
providers. 

• Conduct an 
inventory of 
community 
fitness 
resources and 
activity 

• Allocate staff 
time or dedicate a 
position for case 
management. 

• Monitor 
outcomes such as 
diabetes 
prevention, blood 
glucose control, 
blood pressure 
control, standards 
of care, health care 
service utilization, 
and cost control. 

• Identify fitness 
resources and 
community 
activity 
programs. 

• Assess health 
behaviors, 
knowledge, and 
practices within 
the community. 

• Use materials 
from the IHS 
Integrated Diabetes 
Education 
Recognition 
Program (IDERP) 
to help develop a 
diabetes team. 

• Identify the roles 
and responsibilities 
for members of the 
diabetes team. 

• Use practice 
guidelines and 
standing orders. 

• Use IHS 
Standards of 
Care for 
Patients with 
Type 2 
Diabetes. 

• Use staged 
diabetes 
management 
practice 
guidelines. 

• Use diabetes 
curricula, such 
as the Diabetes 
Prevention 

• Develop 
diabetes, case 
management, 
and kidney 
disease 
registries. 

• Ensure that 
case managers 
have access to 
clinical registries 
and patient 
medical records 
within systems 
utilizing 
appropriate 
privacy 
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Program Level Community 
Resources 
and Policies 

Organizational 
Leadership 

Patient Self-
Management 
Support 

Delivery System 
Design: Services, 
Programs, 
Systems, and 
Procedures 

Decision 
Support: 
Information 
and Training 
for Providers 

Clinical 
Information 
Systems: 
Collecting and 
Tracking 
Information 

programs. • Appoint a liaison 
or an on-call 
provider for the 
case manager to 
contact to discuss 
patient needs when 
the primary care 
provider is 
unavailable. 

Program (DPP) 
curriculum or the 
IHS Balancing 
Your Life and 
Diabetes 
curriculum. 

• Use peer 
leaders and 
program 
champions who 
can support 
case managers. 

• Publicly 
market the role 
of standards of 
care and case 
management. 

protections per 
regulations. 

• Use the 
Diabetes 
Management 
System, 
Diabetes Patient 
Care Summary, 
and diabetes 
audits for 
collecting and 
tracking 
information.  

 

Action! See 
Part 3 – 
Appendix G. for 
tracking sheet.  

 

• Use reminder 
systems. 
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Web Resources  
• Community Guide. This website provides information on diabetes case management 

interventions. 

o http://thecommunityguide.org/diabetes/ 

• IHS Division of Diabetes Treatment and Prevention. 

o http://www.ihs.gov/medicalprograms/diabetes/index.asp 

• IHS Diabetes Education Curricula 

o http://www.ihs.gov/MedicalPrograms/Diabetes/index.cfm?module=toolsCurricula 

o Balancing Your Life and Diabetes Curriculum 

o Balancing Your Food Choices: Nutrition and Diabetes 
o http://www.nhlbi.nih.gov/health/public/heart/other/amer-indian_risk/index.htm 

o Honoring the Gift of Heart Health 

• Case Management Society of America 

o http://www.cmsa.org 

• What is Motivational Interviewing? 

o http://motivationalinterview.org/Documents/1%20A%20MI%20Definition%20Princ
iples%20&%20Approach%20V4%20012911.pdf 

o http://www.interiorhealth.ca/uploadedFiles/Choose_Health/Tobacco_Reduction/A
boriginal/MotivationalInterviewing.pdf 

• Venner KL, Feldstein SW, Tafoya N. (2006) Native American Motivational Interviewing: 
Weaving Native American and Western Practices. A Manual for Counselors in Native 
American Communities. Retrieved from  

o American Association of Diabetes Educators—AADE 7 

 http://www.diabeteseducator.org/ProfessionalResources/AADE7/ 

• Diabetes Education Resources 

o www.joslin.org 

o www.journeyforcontrol.com 

 

Textbooks 
• Rollnick S., Miller WR, Butler CC, Motivational Interviewing in Health Care. 1st ed. New 

York, NY: The Guilford Press, 2008. 

• B Anderson, M Funnell. The Art of Empowerment. 2nd ed. Alexandria, VA: American 
Diabetes Association, 2005. 
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Contacts/Examples of Best Practice Programs  
Albuquerque Healthy Heart Project 
Albuquerque Indian Health Center Pharmacy 
801 Vassar Dr. NE 
Albuquerque, NM 87106 
Contact Person: Mary Jo Zunic, PharmD, BCPS 
505-248-7621  
MaryJo.Zunic@ihs.gov  
Contact: A. Louise Bernal, LPN Louise.Bernal@ihs.gov 
 
Bristol Bay Area Health Corporation & Kanakanak Hospital 
P.O. Box 130  
Dillingham, AK 99576 
907-842-5201 (main number) 
Contact Person: Lois Schumacher, Diabetes Educator 
907-842-9293 lschumacher@bbahc.org 
 
St. Regis Mohawk Health Services 
412 State Route 37 
Hogansburg, NY 13655 
Contact Person: Janine Rourke, RN, BSN 
518-358-6091 
 
Toiyabe Indian Health Project, Inc. 
52 Tu Su Lane 
Bishop, CA 93514 
Contact Person: Rick Frey, PhD 
760-873-8851 Rick.frey@toiyabe.us 
 
Whiteriver Healthy Heart Project 
Po Box 680  
Whiteriver, AZ 85941 
Contact Person: Kristy Klinger, PharmD, CDE 
928-338-3612 Kristy.klinger@ihs.gov 
David Noe, RN 
928-338-3697 David.noe@ihs.gov 
 
Yakama Healthy Heart Project 
401 Buster Road 
Toppenish, WA 98948 
Contact Person: Robin John, RPh, CDE 
509-865-1715 Robin.john@ihs.gov 
 
Area Diabetes Consultants website: 

http://www.ihs.gov/MedicalPrograms/Diabetes/index.cfm?module=peopleADC 

mailto:MaryJo.Zunic@ihs.gov�
mailto:Louise.Bernal@ihs.gov�
mailto:lschumacher@bbahc.org�
mailto:Rick.frey@toiyabe.us�
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mailto:David.noe@ihs.gov�
mailto:Robin.john@ihs.gov�
http://www.ihs.gov/MedicalPrograms/Diabetes/index.cfm?module=peopleADC�
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