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INTRODUCTION INTERVENTION 

SETTING

• 29.1 million Americans are diabetic 

• Cost associated with managing diabetes 
exceeds $245 billion annually

• Healthy People 2020 includes objectives 
aimed at improving the diagnosis and 
management of diabetes and reduction in 
morbidly and mortality

• Standards of Medical Care in Diabetes 
published by the American Diabetes 
Association provides guidelines to manage 
diabetes and emphasizes self-management 
education

• Innovative models of care are needed to 
address the diabetes epidemic in the 
United States 

12-week Nurse Practitioner-led Diabetic Group Medical Visit Program  
Components of the program included: 
• Diabetic education with emphasis on self-management provided by the nurse practitioner, exercise 

therapist, and volunteers
• Group discussion and support
• Group exercise
• Ongoing evaluation of food, exercise, and glucose logs; measurement of weight and blood pressure 
• Individual consultation with the nurse practitioner to discuss individual goals and barriers, adjust 

medications, design individualized collaborative plans of care, and to address any medical or health 
concerns that arise. 

Outcome Measures
• Pre-intervention and Post-intervention HbA1c, weight, blood pressure, lipid panel, depression scale, 

Diabetes Knowledge Test, Diabetes Empowerment Scale

• This new healthcare delivery model provides a quality 
alternative that is both cost efficient and effective in 
treating diabetes. 

• This project highlights the potential for nurse-practitioner 
driven models of care. The program uses an inter-
disciplinary approach and capitalizes on the impact of 
relationships between providers of health care and patients 
and between patients and other patients. 

• This model is sustainable and has the potential to be 
replicated in the management of other chronic diseases 
such as heart failure, obesity management, and 
hypertension.

• Free clinic serving an underserved adult 
population in a semi-rural setting in 
Georgia 

• Participants are diabetic or pre-diabetic, 
ages 18-64, and uninsured

• Lack of adherence, poor 
outcomes, inconsistency in
provision of care 

CONCLUSIONS

PURPOSE
• The purpose of this project was to design, 

implement, and evaluate a Diabetic Group 
Medical Visit program to determine if this 
model of care offers an effective alternate 
to standard care in treating diabetic 
patients.

• The goals included compliance with the 
standards of care for diabetics, improved 
outcomes measures, and increased 
participation. 

RESULTS SUMMARY

• Statistically significant decrease in:
• hemoglobin A1c
• LDL
• depression scale scores

• Decrease in blood pressure 

• Moderate improvement in participation 
Comparison of Control & 

Intervention Group 
Intervention Group  

Patient-centered Data  

Biophysical Data 

RESULTS  
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