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Life expectancy at birth, 2009

Life expectancy at birth, 2009 Years gained, 1960-2009

Japan
Sw itzerland
ftalky
Spain
Australia
Israel
lceland
Sw eden
France
MNorw ay
New Zealand
Canada
Luxembourg
Netherlands
Austria
United Kingdom
Germany
Greece
Korea
Belgium
Finland
Ireland
Portugal
OECD
Denmark
Slovenia
Chile
United States
Czech Republic
Poland
Mexico
Estonia
Slovak Republic
Hungary
Turkey
China
Brazil
Indonesia
Russian Fed.
India
South Africa

Years Source: OECD Health Data 2011 Years



The share of the population aged over
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Health expenditure per capita across OECD countries &
growth in per capita health expenditure (2002-2009)
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Major contributors to growth
in health spending per capita (2004-2009)
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Hospitals per million persons (2000-2009)
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Average length of stay in hospital
for all cause, 2000 & 2009

w2009

w2000

o)
;. >

U D m

.ﬂ]

s | —
—
]

25

20 15

1V



Proportion of NIH medical expenses accounted
for by chronic disease, by category
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Admissions per 100 000 population

Uncontrolled diabetes hospital admission rates &
prevalence of diabetes across OECD countries, 2009
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Uncontrolled diabetes

hospital admission rates
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2. Evaluation & Policy of
Diabetes Care

- Insurance

- Diabetes Education
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3. What is “Outcome of
Diabetes Care”?

20



What is “"Outcome Research”?



+ Related terms:

— Health services research

‘the integration of epidemiologic, sociological, economic, and other analytic
sciences in the study of health services. Health services research is
usually concerned with relationships between need, demand, supply, use,
and outcome of health services. The aim of the research is evaluation,
particularly in terms of structure, process, output and outcome”

— Qutcome assessment (health care)

‘research aimed at assessing the quality and effectiveness of health care as
measured by the attainment of a specified end result or outcome.
Measures include parameters such as improved health, lowered morbidity
or mortality, and improvement of abnormal states (such as elevated blood
pressure)’

Jefford, M., Stockler, M.R., & Tattersall, M.H.N. (2003). Internal Medicine Journal
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Key steps In outcomes research

* Define a researchable question
* Develop a conceptual model

* |dentify the critical dependent and
iIndependent variables

ldentify appropriate measures for each
Develop an analysis plan




Potential Outcomes of Interest

Death
Complications
-ailure-to-Rescue
_ength of Stay
Readmissions

Satisfaction
Quality of Life




Principal
diagnosis

CLINICAL FACTORS

Comorbid illness;
severity/extent

Severity/extent
of principal
diagnosis

Severity/extent
of principal
diagnosis and
comorbidities

Complications,

illness

Acute clinical

stability

QOutcomes

Physical

iatrogenic
[ functional

status

Health-related

Physical
functional Acute clinical
status stability :
Survival
Age, sex
. Treatment Random
Patient Factors effectiveness i+ events
Patient
uality of life
q ikl preferences Resource use
Cultural, Psychological,
ethnic, and cognitive, and
socioeconomic psychosocial
attributes, beliefs, functioning
and behaviors
NONCLINICAL FACTORS

quality of life

Satisfaction
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Intervention

Types of interventions

e Specialist nurse interventon in addition to routine care
Versus rnutin}e care at individual patient level.
e Paediatric specialist nurse intervention versus routine care

at individual patient level in the management of children with
diabetes.

Timing of outcome measurements

Medium (6-12 months) and long term (more than 12 months)
outcome measurements were assessed.

26



Outcome

Types of outcome measures

Primary outcomes

Outcome measures reflected the different stages of the disease in
which the specialist nurse was involved:

e glvcosylated haemoglobin (HbA1c);

e sort term diabetic complications (hypoglycaemic episodes,
kertoacidortic incidents);

e long term diabetic complications (e.g. diabetic retinopathy,

neuropathy, nephropathy).

Secondary outcomes

mortalicy;

emergency admissions;

quality of life, ideally using a validared instrument;
body mass index (BMI);

COsSCSs:

adverse effects.

27



Measuring Quality: Donabedian Model

STRUCTURE—-PROCESS—OUTCOME

 Structure: the way a health care system is set up and the
conditions under which care is provided

— The Environment

— The Organization

— The Staff

— The Financial Structure/Incentives
* Process

— The care provided (components of process: e.g. tests
ordered)

— The algorithms of care
» Qutcomes

—What happened to the patient’'s health, happiness
(utility), Improvements in symptoms



Based on Donabedian Model

Structural Characterisics Client Characertics

o~
|||||

......
IIIIII

P NMWﬁmﬂJx.
[OCESSES f%@@@ﬂ_q

! Patient Safety Management
(ufcomes
lezzoni, L. (1994). Risk adjustment for Battles and Lilford (2003). Quality
measuring health outcomes. and Safety in Health Care
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Wagner'’s Chronic Care Model

Prepared,
Proactive
Practice Team

Informed,
Activated
Patient

Improved Outcomes



4. Measurement of Nursing
Outcome in Diabetes Education
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Evidence of the effectiveness
of diabetes

* Evidence of the effectiveness of diabetes specialist
nurses 1s at present unclear.

* Patients in contact with specialist nurses are generally
satisfied with the level of care that they receive
(Gafvels 1996) and 1t 1s thought that patients often
contact the specialist nurses in preference to their
general practices.

32
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National Standards for Diabetes Self-
Management Education & Support

Internal structure
External input

Access

Program coordination
Instructional staff
Curriculum
Individualization
Ongoing support
Patient progress
Quality improvement



Interaction Model of Client

Health Behavior (IMCHB, 1982)
P HSA BRI e g=24E EE

Cheryl Cox, PhD
St. Jude Children’s Research Hospital
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Elements of client

singularity

Elements of

« Background variables (H{jZ & Ql)
« Motivation (L& S7|3h
« Cognitive appraisal (QIX|& H7})

o Affective response to the health concern (3AMA HI2)

- Affective support (HMA X|X|)
» Health information (4 M &)
« Decisional control (CJAFE™ EX|)

» Professional-technical competencies (M 27t8/ 7|8 &49)

« Utilization of health care services (1
« Clinical health status indicators (AA HZFAER X|H)

O o
» Severity of health care problem (ZZ 22| X2 S5&)

dZohe| MBE|£2f 0|F)

» Adherence to the recommended care regimens
(== Sl Al (G E{of )

(Hi (o) i

« Satisfaction with care (AZ2t2|0f CHat Tt=X)
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PRACTICE

The interaction model of client health behavior: A model for
advanced practice nurses

Susan K. Mathews, MSN, RN, FNP, Janet Secrest, PhD, RN (UC Foundation Professor),
& Lisa Muirhead, MSN, RN, FNP (Lecturer)

School of Nursing, University of Tennessee at Chattanooga, Chattanooga, Tennessee
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Abstract

Purpose: To present the Interaction Model of Client Health Behavior (IMCHB)
as a model to guide nurse practitioners (NPs) in their practice.

Data sources: Selected research-based articles on Cox’s IMCHB and selected
text and writings on the NP movement and nursing practice models.
Conclusions: Many NPs practice in a medical setting where the boundaries
between medicine and nursing are blurred. The IMCHB offers anursing model to
guide NPs in their practice.

Implications for practice: A nursing model that examines the elements of
client uniqueness and assesses the interaction between NP and client can
achieve positive health outcomes.

Journal of the American Academy of Murse Practitioners 20 (2008) 415-422 @ 2008 The Authoris)
Journal compilation ® 2008 American Academy of Nurse Practitioners
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Clieni Singularity

Background Variables

Demographic
characteristics

Social influence

Previous health

Care gxperience

Environmental
resources

Dynamic Variables |

- ...
[ Affective

Client-Professional
Interaction

support

Health Qutcome

/

\

Uthzation of
health care
services

Clinical health
status indicators
Seventy of

health eare
problem

Adherence to the
recommended care

Satisfaction
with care




Development and Evaluation
of Integrated Self-Management Program

for Women with Gestational Diabetes Mellitus

Hee-Sook Kim“, Sue Kim®, Jeong-Eun Parkc®, Sung-Hoon Kim®

2 College of Nursing, Seoul National University, Seoul, Korea
b Nursing Policy Research Institute, College of Nursing, Yonsei University, Seoul, Korea

¢ Diabetes Center, Division of Endocrinology & Metabolism, Department of Medicine, Cheil General Hospital & Women’s
Healthcare Center, Kwandong University College of Medicine, Seoul, Korea



Protocol of integrated self-management program

Times 1 2 3 4 5
Gestation (Weeks) 29-30 30-31 31-32 32-33 33-34
Topic Introduction Compliance Effects of GDM Compliance Care & Prevent of DM

of self-management of self-management

& Management on maternal- in postpartum
of GDM Newborn
 Check of SM list » Check of SM list * Check of SM list
Content . Q8A . Q&A . Q8A
» Introduction of GDM - Exercise e Prevent of DM
e Diet « Stress management in postpartum
» Emotional support » Emotional support » Emotional support
 Taekyo  Taekyo  Taekyo
« Abdominal breathing » Abdominal breathing « Abdominal breathing
« Effects of GDM on « Delivery
maternal-Newborn » Breastfeeding
 Postpartum care
Method Small group meeting Telephone- Small group meeting Telephone- Small group meeting
(Education & Support) counseling (Education & Support) counseling (Education & Support)

GDM : Gestational Diabetes Mellitus, SM: Self-management



Conceptual framework

Client singularity

Client-professional
interaction

Health Outcome

Demographic
characteristics

Social influence

Previous health
care experience

Environmental
resources

Affective response

Cognitive appraisal
: knowledge of
GDM

Intrinsic motivation
: self- efficacy of
GDM management

GDM : Gestational Diabetes Mellitus

Cox's Interaction Model of Client Health Behavior IMCHB, 1982)

Integrated self-
management program

Health care information
- client-based education

Affective support
- self expression

- listening, praise,
encouragement

Decisional control
- small group meetings
- telephone-counseling
- record of self-management

Self-management

Glycemic control

Maternal identity




Table3. Difference in self-management between the experimental and control groups
n=55)

Experimental Control
variable range (n=28) (n=27) y4 p
M+SD M+SD

Pre-test 37.75+8.27 35.55+8.67 -1.037  .300
Total 0-56

Post-test 43.85+6.51 3455+9.06 -3.802 <.001

Diet Pre-test 19.21+4.49 18304450 -076 452
0-28

Post-test 21.82+3.74 17.67+4.84 -3.57 <.001

Exercise Pre-test 4.57+2.25 419+235 -0.62 .536
0-8

Post-test 5.93+1.74 407+2.00 -3.67 <.001

Stress Pre-test 1.96+1.32 1.56+1.25 -1.18 .243
0-4

management Post-test 1.96+1.32 156+125 -331 .243

SMBG Pre-test 10.00+2.28 9524282 -070 488
0-14

Post-test 11.29+1.76 9224276 -1.18 <.001

Abdominal Pre-test 1.96+1.32 156+125 -1.18 243
X 0-4

breathing Post-test 1.96+1.32 1564125 -331  .243

p <.05 42



Table4. Difference in glycemic control between the experimental and control groups

(n=55)
Experimental Control
variable U (=2 z P
M+SD M+SD

2-hour Pre-test 105.07+£17.82 106.08+14.12 -0.418 676
postprandial 3rd week 101.71+ 8.43 109.22+16.37 -1.98 .047
Glucose Post-test 101.93+ 9.54 108.04+13.97 -1.568 117
(mg/dL)

Mean 101.82+ 7.60 108.62+12.64 -2434 .015
HbA1lc Pre-test 5.33+ 042 5.24+ 041 -8.837 403
(%)

Post-2week 5.50+ 0.44 5.35+ 042 -1.179 238
p <.05
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Culturally appropriate health education for type 1 diabetes
mellitus in ethnic minority groups (Review)

Hawthorne K, Robles Y, Cannings-John R, Edwards AGK

This isa reprint of a Cochrane review, prepared and maintained by The Cochrane Collaboration and published in The Cochrane Library
2008, Issue 3

hetp:/fwww.thecochranelibrary.com
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ABSTRACT
Background

Ethnic minority groups in upper-middle and high income countries tend to be socio-economically disadvantaged and to have higher
prevalence of type 2 diabetes than the majority population.

Objectives
To assess the effectiveness of culturally appropriate diabetes health education on important outcome measures in type 2 diabetes.

Search methods

We searched the The Cochrane Library, MEDLINE, EMBASE, PsycINFO, CINAHL, ERIC, SIGLE and reference lists of articles. We

also contacted authors in the field and handsearched commonly encountered journals.
Selection criteria

RCTs of culturally appropriate diabetes health education for people over 16 years with type 2 diabetes mellitus from named ethnic
minority groups resident in upper-middle or high income countries.

Data collection and analysis

Two authors independently assessed trial quality and extracted data. Where there were disagreements in selection of papers for inclusion,
all four authors discussed the studies. We contacted study authors for additional information when data appeared to be missing or
needed clarification.

Main results

Eleven trials involving 1603 people were included, with ten trials providing suitable data for entry into meta-analysis. Glycaemic control
(HbAlc), showed an improvement following culturally appropriate health education at three months (weight mean difference (WMD)
- 0.3%, 95% CI -0.6 to -0.01), and at six months (WMD -0.6%, 95% CI -0.9 to -0.4), compared with control groups who received 45



ustal care, Thi efect was not sigmifca at 12 months post ntervention (WMD) 0.1%, 95% CI -0 to 0.2). Knowledge scores
also mproved Inthe ntervention groups a three months (standardsed mean diffrence (SMD) 0.6,95% C104 10 0.7), six month
(SMD 0.5, 95% C10.3 10 0.7) and tvlve months (SMD) 04, 95% C1 0.1 to 06) post ntervention, Other outcome meastres both

cimcal (such a5 lpid lvels, and blood pressure) and patent centred quality offe measures, attrude scores and measures of paient
empowerment and sefeficacy) showed no signfcant mprovement compared with control groups,

Authors' conclustons

Culturall appropriate diabetes healh educaton appearsto have short te effects on glycaemic control and knowledge of isbetes
and healthy Ifestyls. None of the studes were long-term, and so linically importan long-erm outcomes could not be studied. No

tucies Included an economic analysis. The hetrogeneryofstudies made subgroup compansons difficult o nterret with confidence,
There Is 2 need for Jong-term, standardised mult-centre RC1s that compare ciffrent types and ineenite of culturally approprate

healh educarion within efined ethic mimorty roups
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Analysis |.1. Comparison | Culturally tailored HE compared to conventional or usual diabetes health care,
Outcome Il Mean HbA | cjup to three months.

Review: Culturally appropriate health education for type 2 diabetes mellitus in ethnic minority groups
Comparison: | Culturally tailored HE compared to conventional or usual diabetes health care

Outcome: | Mean HbAlc up to three months

Mean Mean
Study or subgroup Intervention Control Difference Weight Difference
™ Mean{S0) M Mean(50) IvFixed 35% Cl Iv,Fixed 95% Cl

| Final Values
Skelly 2005 22 7.92 (1.33) 17 846 (2.55) T 54 % -0.54 [ -1.87, 079 ]
Agurs-Collins 1997 31 95 (1.B) 7 103 ({1.9) T 105 % 080 [-1.76,016]
Brown 2002 |08 106 (2.64) 9% | LZX (77 i 17.7 % 062[-1.36,012]
Anderson 2005 117 834 (191 108 8.13 (2.08) f 352% 021 [031,073]
Subtotal (95% CI) 278 251 68.8°% -0.22[-0.59,0.16 ]

Heterogeneity: Chi? = 5.35,df = 3 (P = Q.15); P =44%
Test for overall effect 2= 1.13 (P = 0.26)

2 Change Scores
Rosal 2005 I5 0.8 (047) 10 -024 (081)

s

31.2% 056 [-L12,000]

b

Subtotal (95% CI) 15 10 31.2% -0.56[-1.12,0.00 ]
Heterogeneity: not applicable

Test for overall effect: Z = 1.98 (P = 0.048)
Total (95% CI) 293 261 * 100.0 % -0.32 [ -0.63, -0.01 |
Heterogeneity: Chil = 636, df =4 (P =0.17); 12 =37%

Test for overall effect: Z =304 (P =0.041)

Test for subgroup differences Chi2 = 101, df = | (P=031), P =1%




Analysis 1.2. Comparison | Culturally tail ared to conventional or usual diabetes health care,
Outcome 2 Mean HbA | cjup to six months.

Review: Culturally appropriate health education for type 2 diabetes meliitus in ethnic minority groups
Compariscn: | Culturally tailored HE compared to conventional or usual diabetes health care

Outcome: 2 Mean HbA |l c up to six months

Mean Mean
Study or subgroup Intervention Control Difference Weight Difference
M Mean(S0) M Mean(S0) IVFixed,55% Cl V. Fixed,95% Cl
| Final Values
Agurs-Collins | 997 30 99 (2) 25 1.5 (44) L B 1.8 % -1.60 [ 347, 027 ]
Brown 2002 117 0.8 (2.8) 109 127 (2.95) S 1.1 % -1 40 [-2.15, 0.65 ]
Hawthorne 997 106 83 (230 86 8.64 (1.99) g 168 % 034 [-095 027 ]
Keyserling 2002 &0 137 (3.1) 58 I 1.5 (3.81) 1 4.0 % 080 [ -2.06, 046 ]
Subtotal (95% CI) 313 278 - 33.6 % -0.81 [-1.24,-0.38 ]
Heterogeneity: Chi? = 535, df = 3 (P = 0.15); P =44%
Test for overall effect £ = 3.68 (P = 0.00023)
1 Change Scores
Middelkoop 2001 53 -0.38 (0.99) &0 Q.05 (0.9) = 507 % -043 [-078, -0.08 ]
Rosal 2005 15 -0.85 (0.58) 10 012 (081 —— 15.6 % -073[-1.36, 010 ]
Subtotal (95% CI) 68 70 - 66.4 % -0.50 [ -0.81, -0.19 ]
Heterogeneity; Chi2 = 066, df = | (P = 042); B =0.0%
Test for overall effect Z = 3.20 (P = 0.0014)
Total (95% CI) 381 348 * 100.0 % -0.60 [ -0.85, -0.35 ]
Heterogeneity: Chi® = 7.32, df = 5 (P = 0.20); P =32%
Test for overall effect Z = 4.75 (P < 0.00001)
Test for subgroup differences Chi? = 1.3, df = | (P=025), I =24%
1 1 1 |




Analysis |.3. Comparison | Culturally tailored HE compared to conventional or usual diabetes health care,
Outcome 21 Mean HbA clup to one year.

Review: Cutturally approprizte health education for type 2 diabetes mellitus in ethnic minority groups

Comparison: | Culturally tailored HE compared to conventional or usual diabetes health care

Outcome: 3 Mean HbAIlc up to one year

Mean Mean
5tudy or subgroup Intervention Control Difference Weight Difference
N Mean(50) ™ Mean(50) IV Fixed,95% C M Fixed 95% CI
| Final Values
Brown 2002 112 |0.89 (156) 112 [ .64 (2.85) —&— 6.0 % 075 [-146,-004 ]
Keyserling 2002 54 0.8 (154) 57 0.7 (3.02) = 85 % QIO[-101, 121]
Subtotal (95% CI) 166 169 - 22.5% -0.50[-1.10, 0.09 ]
Heterogeneity: Chi? = 140, df = | (P =021} 7 =38%
Test for overall effect 7 = .65 (P = 0.099)
2 Change Scores
O'Hare 2004 165 023 (1.42) | &0 0.2 (1.549) Ti5% -003[-0359029]
Subtotal (95% CI) 165 160 77.5% -0.03 [ -0.35, 0.29 ]
Heterogeneity: not applicable
Test for overall effect 7 = 0.18 (P = 0.88)
Total (95% CI) 331 329 100.0 % -0.14 [ -0.42, 0.15 ]

Heterogeneity: Chi? = 347, df = 2 (P = Q.18 P =42%
Test for overall effect: Z = 0.94 (P = 0.35)
Test for subgroup differences Chi® = | .86, dfi = | (P=0.17), I =46%

Favours intervention

Favours control
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Analysis 1.4. Comparison | Culturally tailored HE compared to conventional or usual diabetes health care,
Outcome 4 Mean systolic blood pressure r.lp to three months (mmHg).

Review: Culturally appropriate health education for type 2 diabetes mellitus in ethnic minority groups
Comparisor: | Culturally tailored HE compared to conventional or usual diabetes health care

QOutcome: 4 Mean systolic blood pressure up to three months (mmHg)

[*lean [*lean
Study or subgroup Interventicn Control Difference Wvieight Difference
™ Mean(5D) M Mean(50) IV Fieed,95% Cl IV,Fixed 95% Cl
| Final Values
Agurs-Collins |997 31 44 (21) 27 148 (24) - 163 % 400 [ -15.89, 7.69 ]
Anderson 2005 116 140.1 (23) 10& 136.6 (21.6) —— &6 % 350[-237,937]
Subtotal (95% CI) 147 133 B 80.8 % 1.99 [ -3.25, 7.23 ]
Heterogeneity: Chiz = 126, df = | (P =02&6) R =21%
Test for overall effect: Z = 0.74 (P = 0.46)
2 Change Scores
Riosal 2005 15 54 (182) 10 L4 (%) & 92 % 400 [ -677, 1477 ]
Subtetal (95% CI) 15 10 19.2% 4.00[-6.77, 14.77 ]

Heterogeneity: not applicable

Test for overall effec: Z =073 (P = 047}
Toral (95% CI) 162 143 e —_—— 100.0 % 2.38[-2.34,7.09]
Heterogeneity: Chi2 = .37, df =2 (P = 0.50); 12 =0.0%

Test for overall effect Z = 0.99 (P = 0.32)

Test for subgroup differences Chi? = 0.1 1, df = | (P = 0.74), 7 =0.0%

-10 -5 0 5 0

Favours intervention Favours control
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Analysis 1.5. Comparison | Culturally tailored HE compared to conventional or usual diabetes health care,
Outcome 5|Mean diastolic blood pressurelup to three months (mmHg).

Review: Culturally appropriate health education for type 2 dizbetes mellitus in ethnic minority groups
Comparisor: | Culturally tallored HE compared to conventional or usual diabetes health care

Outcome: 5 Mean diastolic blood pressure up to three months (mmHg)

Mean Mean
Study or subgroup Intevention Control Difference Weight Difference
N Mean(5D) M Mean(SD) IV Fixed.25% C IvFixed 35% CI
| Final Values
Agurs-Collins | 997 3l 78 {10 17 79 (8) & 328% -1.00 [ -5.64, 3.64]
Anderson 2005 114 778 (15.3) 106 763 (12.2) —i— 532 % .50 [-2.14, 5.14]
Subtotal (95% CI) 145 133 —— 86.0%  0.55[-2.32, 3.41]
Heterogeneity: Chi2 = 0,69, df = | (P =041); 12 =0.0%
Test for averall effect Z =037 (P =0.71)
2 Change Scores
Rosal 2005 15 097 (94) 10 1.9 (B5) - (4.0 % 2BV [-997,423]
Subtotal (95% CI) 15 10 — 14.0 % -2.87 [-9.97, 4.23 |

Heterogeneity: not applicable

Test for overall effect: 7 = 0.7% (P = 043)
Total (95% CI) 160 143 —— 100.0 %  0.07 [-2.59, 2.72 ]
Heterogeneity: ChiZ = | 46, df = 2 (P = 048); B =0.0%

Test for overall effect: 7 = 005 (P = 0.986)

Test for subgroup differences Chi® = 0.76, df = | (P =0.38), 2 =0.0%

-10 -5 0 5 10

Favours intervention Favours control



Analysis 1.6. Comparison | i ed to conventional or usual diabetes health care,
Outcome § Mean systolic blood pressure|up to six months (mmHg).

Review: Cufturally appropriate health education for type 2 dizbetes mellitus in ethnic minority groups

Comparison: | Culturally tallored HE compared to comventional or usual diabetes health care

Outcome: & Mean systolic blood pressure up to six menths (mmHg)

Mean Mean
5Study or subgroup Intervention Control Difference Weight Difference
™ Mean(50)) M Mean(50) IV Fied95% C IV, Fixed 95% Cl

| Final Values
Agurs-Collins 1997 30 [46 (21) 25 147 (12) 565 % 100 [-1244, 1044 ]
Subtotal (95% CI) 30 25 56.5 % -1.00 [ -12.44, 10.44 |

Heterogeneity: not applicable
Test for overall effect: Z = 0.17 (P = 0.86)
2 Change Scores

Rosal 2005 15 18(167) 0 2(1¢) I 435 % 020[-1323, 1283]
Subtotal (95% CI) 15 10 43.5% -0.20[-13.23,12.83]

Heterogeneity: not applicable

Test for overall effect: Z =003 (P = 0.98)
Total (95% CI)
Heterogeneity: Chi = 001, df = | (P =093} P =00%

Test for overall effect: Z = 0.15 (P = 0.88)

Test for subgroup differences: Chi? = 0.01, df = | (P = 093), P =00%

35 T ——— 100.0 % -0.65 [ -9.25,7.94 ]

Wi
"

-10 -5 0 5 o
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Analysis 1.12. Comparison | Culturally tailored HE compared to conventional or usual diabetes health
care, Outcome |2 MUP to three months (kg/m2).

Review: Culturally appropriate heafth education for type 2 diabetes mellitus in ethnic minority groups

Comparison: | Culturally tzilored HE compared to conventional or usual diabetes health care

Cutcome: |2 Mean BMI up to three months (kg/mi)

Mean Mean
Study or subgroup Intervention Control Difference Weight Difference
] Mean(S0) ™ Mean (S0 IV Fixed 952 C IV,Fixed,95% Cl
| Final Walues
Agurs-Collins 1997 31 331 (59) 26 349 (7.2) o 13.0 % -1.80[-5.22, 162 ]
Brown 2002 (S 31.9 (6.05) 100 3173 (684 —ii—— 509 % -0.83 [-256, 0580 ]
Subtotal (95% CI) 150 126 ——— 63.9% -1.03 [-2.57,0.51]
Heterogeneity; Chi2 = 0.25, df = | (P = 0.62); B =0.0%
Test for overall effect Z = 131 (P=0.19)
2 Change Scores
Rosal 2005 IS 025 (1.7) [4] D17 (3) i 360 % 008 [-213, 157]
Subtotal (95% CI) 15 10 36.1 % -0.08 [-2.13,1.97]
Heterogeneity: not applicable
Test for overall effect: 2 =008 (P = 0.94)
Total (95% CI) 165 136 e 100.0 % -0.68 [ -1.92,0.55 ]

Heterogeneity: Chi2 = 0.77, df = 2 (P = 0.68); 2 =00%
Test for overall effect: Z = 1.09 (P = 0.28)
Test for sibgroup differences Chi? = 052, df = | (P = 047), 2 =0.0%

Favours intervention Favours control
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Analysis 1.16. Comparison | Culturally tailored HE compared to conventional or usual diabetes health
care, Outcome |6 Fean Total cholesterullup to

one year (me/dl).
g

Review: Culturally appropriate health education for type 2 diabetes mellitus in ethnic minority groups

Comparison: | Culturally tailored HE compared to conventional or usual diabetes health care

Outcome: |6 Mean Total cholesterol up to one year (mg/dl)

Mean Mean
Study or subgroup Irtervention Control Difference Weight Difference
™ Mean(50) M Mean(5C) [V Fixed,95% Cl IV Fixed 95% Cl
| Final Values
Brown 2002 112 189.88 (36.35) [13 187.64 (41.66) o e 0.1 % 234[-8B.11, [259]
Keyserling 2002 54 193 (39.68) 57 204 (45.81) Tt 0.0% TGO [-27.01,5.11]
Subtotal (95% CI) 166 170 - 0.1 % -1.63 [-10.34, 7.08 |
Heterogeneity: Chi* = | .84, df = | (P = 0.18); I =44%
Test for overall effect Z =037 (P =071)
2 Change Scores
O'Hare 2004 185 051 (L31) | &0 -0.12 (0.99) . 99.9% 039 [ 064, -0.14 ]
Subtotal (95% CI) 165 160 99.9 % -0.39 [ -0.64, -0.14 ]
Heterogeneity: not applicable
Test for overall effect Z = 3.03 (P = 0.0024)
Total (95% CI) 331 330 100.0 % -0.39 [ -0.64, -0.14 ]
Heterogeneity: Chi* = 1.91, df = 2 (P = 0.38); ¥ =0.0%
Test for overall effect Z = 3.04 (P = 0.0023)
Test for subgroup differences; Chi? = 0,08, df = | (P = 0.78), 12 =0.0%
-100 -50 0 50 100
Favours intervention Favours control
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Analysis 1.26. Co

| or usual diabetes health

care, Outcome 26|Final mean knowledge (diabetes and nutrition knowledge) at up to three months.

Review: Culturally appropriate health education for type 2 dizbetes mellitus in ethnic minority groups

Comparison:

Dutcome:

| Cutturally tailored HE compared to conventional or usual diabetes health care

26 Final mean knowledge (diabetes and nutrition knowledge) at up to three months

Std. Std.
Mean Mean
Study or subgroup Intervention Contral Difference Weight Difference
M Mean(SD) M Mean(50D) IV Fixed 95% Cl W Fixed 35% Cl
Agurs-Collins 1997 3 148 (2) 27 133 (2.2 o |1.6% 071 [0I7, 1.24]
Anderson 2005 106 343 (0.73) 86 2.83 (082) —i— 79% 077048, 1.07]
Brown 2002 7 4144 (5.13) 100 39.1 (5.75) —— 453 % 043 [ 016 070]
Rosal 2005 |5 059 (0.15) 1H] 062(012) ° ' 51% 021 [-1.01, 059 ]
Total (95% CI) 269 223 - 100.0 %  0.56 [ 0.38, 0.74
Heterogeneity: Chi’ = 674, df = 3 (P = 0.08); > =55%
Test for overall effect: Z = 6.04 (P < 0.00001)
Test for subgroup differences: Not applicable
L 1 | |
-1 05 0 0.5 I

Favours control

Favours imervention
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Analysis 1.27. Com

Review: Culturally appropriate health education for type 2 diabetes mellitus in ethnic minority groups
Comparison: | Culturally tailored HE compared to conventional or usual diabetes health care

Outcome: 27 Final mean knowledge (diabetes and nutrition knowledge) at up to six months

r usual diabetes health
care, Outcome 27 [Final mean knowledge (diabetes and nutrition knowledge) ht up to six months.

Std. Std.
Mean ean
Study or subgroup Intervention Control Difference Weight Difference
™ Mean(50) M Mean(SD) IV,Fixed,35% Cl IV,Fixed 55% Cl
Agurs-Collins |997 30 [4.] (26) 5 133 (23) = 2.0 % G.32[-021,085]
Baradaran 2004 44 53 (&0 34 147 (4.1} e l—" 177 % QI3[-031,057]
Hawthome [997 |06 71 (11.03) B4 59.5 (1609} —i- 389 % 0.85 [ 055, 1.14]
Keyserling 2002 &0 105 (3.1 58 9.6 (3.05) T 26.1 % .29 [-007,065]
Rosal 2005 I5 059 (0.15) 10 0.6l {0.12) ® 53 % 014 [-094, 066 ]
Total (95% CI) 255 215 - 100.0 % 0.46 [ 0.27, 0.65 ]
Heterogeneity: Chi* = | 1.86, df = 4 (P = 0.02); I° =66%
Test for overall effect: Z = 4.86 [P < 0000011
Test for subgroup differences Mot applicable
| Il ] |

- 05 0 05 |

Favours control Favours imtervention
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Analysis 1.28. Comparison | Culturally tailored HE compared to conventional or usual diabetes health
care, Qutcome 28|Final mean knowledge l!t one year.

Review: Culturally appropriate heatth education for type 2 diabetes mellitus in ethnic minority groups

Comparison: | Culturally tailored HE compared to conventional or usual diabetes health care

Outcome: 28 Final mean knowledge at one year

Std. Std.
Mean Mean
Study or subgroup Intervention Control Difference Wveight Difference
M Mean(5D) N Mean(SD) IVFixed35% Cl V.Fixed 95% Cl
Brown 2002 110 4294 (487) 107 4092 (4.87) —— £5.8 % 041 [0.14,068]
Keyserling 2002 54 107 (12) 57 10.1 (3.02) T M21% 0.22[-0.15,060]
Total (95% CI) 164 164 - 100.0 %  0.35[0.13,057]
Heterogeneity: Chi* = 045, df = | (P =042); ¥ =00%
Test for overall effect: 2 =3.13 (P = 00017)
Test for subgroup differences: Mot applicable
1 1 1 1
-l N5 0 05 I

Favours control Favours mterention



4. Summary & Suggestion

* Outcome of Diabetes Education
- Type of Diabetes Education
- RCT : Research design
- Time of measure : 3M, 6M, lyear
- Measurement of short, long term effect
- Data registration
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