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It is widely accepted that diabetes self-management education (DSME) 

(and ongoing support) is an important component of care.1 Diabetes is 

a lifestyle disease that requires that the person living with the disease to 

make numerous daily decisions regarding food, activity, and medications. 

It also requires that the person be proficient in a number of self-care skills, 

such as blood glucose monitoring, foot exams, and self-administering 

medications.2 DSME is critical in laying the foundation for people to learn 

how to be effective self-managers. Diabetes educators, who are likely 

nurses, dietitians, or pharmacists, are trained in the skills necessary to 

support behavior change, and they provide direct assistance to help 

patients self-manage.

It has repeatedly been demonstrated that diabetes educators can 

improve the gold standard of diabetes clinical outcomes: A1C levels. 

Studies have shown as much as a 0.76 % reduction in A1C levels 

immediately after DSME is delivered. Because a 1 % decrease in A1C 

is associated with a dramatic reduction in myocardial infarctions, 

microvascular disease, and death, a 0.76 % reduction can be 

considered an enormous benefit. The effect of DSME on A1C levels has 

been directly correlated to the amount of contact time spent between 

educator and patient. Contact time with an educator was the only 

significant predictor of reduction in A1C—23.6 hours needed for every 

1 % absolute decrease in A1C.3 The take-home message? The more 

time a patient has with an educator, the better. Diabetes education 

has also been shown to be associated with significant improvements 

on behavioral and psychosocial outcomes, such as adherence, 

empowerment, and quality of life.4–6

Despite the proven benefits, the numbers of patients who receive 

diabetes educator services are disappointingly small.7 In a recent 

report, an estimated 6.8 % of privately insured, newly diagnosed adults 

participated in DSME during the first year after diagnosis of diabetes.8 Only 

4 % of all Medicare enrollees who have diagnosed diabetes participate in 

DSME and medical nutrition therapy (MNT) services.9 These data suggest 

that there is a large gap between recommended guidelines and current 

practice, as well as that there is both the opportunity and the need to 

enhance rates of DSME participation.

Access to education has been proposed as a potential barrier, 

particularly in rural and underserved communities, where the closest 

DSME program may be miles away.10 Another problem may be how 

education has traditionally been prescribed and delivered. Currently, 

physicians are expected to refer diabetes patients to a hospital-based 

DSME program, but lack of physician referrals has been reported 

as a major barrier. Patients also face many challenges following  

through on referrals, including because of lack of understanding  

of the need of the service, distance, scheduling constraints, cultural  

and language challenges, and reluctance to attend a program in a 

hospital setting.11

In a meta-analysis of diabetes quality-improvement efforts, efforts that 

addressed team changes and system redesign showed more robust 

improvements in glycemia than did any other strategy.12 The unique 

skill sets that a team brings have been supported in the literature.13 

For example, in the global Diabetes Attitude Wishes and Needs (DAWN) 
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study, patients who had access to diabetes team members, such as 

nurses, were reported to have better outcomes.14

Several programs have demonstrated positive outcomes in facilitating 

self-management education and team care in community settings. 

Introducing educator services in primary care has been shown to improve 

access and process and patient outcomes.15–19 By reorganizing practice to 

facilitate self-management education within the practice, educators have 

been able to provide education and support for patients newly diagnosed 

or undergoing regimen changes and advanced pharmacotherapy. Studies 

have shown that when educators are added to primary care settings, 

patients are better able to self-manage and meet treatment goals.16,19

As the diabetes epidemic continues, more strategies to help patients meet 

their targets and lower their risk of diabetes complications are needed. 

The provision of team care and DSME is critical in overcoming the barriers 

associated with the skills and complexities of diabetes care. Challenges 

such as poor access, poor reimbursement, limited training in psychological 

management, and limited time with patients must be overcome.

Healthcare decision-makers and providers responsible for delivering 

good-quality diabetes care need to mobilize efforts and explore new 

avenues to meet the needs of people living with complex chronic diseases. 

Opportunities to partner with primary care providers to provide education 

in their practices; consideration of patient incentives, such as by waiving 

copayments; revisiting reimbursement models for team members; and 

technological approaches for the creation of virtual teams must all be 

investigated and supported. But most of all, educators and physicians must 

be open minded when considering areas for change. Those responsible 

for delivering good quality diabetes care must mobilize efforts and explore 

new avenues to meet the needs of those living with complex chronic 

diseases, such as diabetes. n
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