
S3-63Ethnicity & Disease, Volume 13, Summer 2003

WORKING SESSION 3B: DIABETES MELLITUS

STRATEGIES FOR COMMUNITY PARTICIPATION IN DIABETES PREVENTION:
A DETROIT EXPERIENCE

The African-American community has been
disproportionately burdened by diabetes and
its associated complications. Nearly 2.8 million
African Americans have diabetes. It is essential
to increase community participation in diabe-
tes prevention and health promotion as a
method to improve health disparities. To ad-
dress these issues, the Center for Medical
Treatment Programs in Diverse Populations
(MedTEP) was developed at Henry Ford
Health System. The community participatory
strategies described in this paper give a frame-
work, which health systems can use to develop
community-based partnerships and improve
participation of community members in dia-
betes prevention and diabetes-related re-
search. The strategies include receiving guid-
ance by community leaders, providing a ser-
vice, establishing partnerships, and disseminat-
ing information to the community. It is the goal
of the MedTEP Center to continue to further
develop and test models of community out-
reach to determine the most effective ap-
proaches to improve health outcomes and sus-
tain the gain in African-American communi-
ties. (Ethn Dis. 2003;13[suppl3]:S3-63–S3-66)
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INTRODUCTION

Despite major advances in the last
several decades, racial and ethnic health
disparities remain. Many diseases con-
tribute to the gap in health status be-
tween African Americans and Cauca-
sians. Disparities have been documented
concerning the receipt of appropriate
cardiac medication, and access to appro-
priate cardiac surgery, kidney dialysis,
and kidney transplants.1–4 The Institute
of Medicine recently reported that racial
and ethnic minorities tend to receive a
lower quality of health care than their
Caucasian counterparts, even when ac-
cess-related factors, such as patient’s in-
come, insurance, and medical condition
are controlled, indicating that the
healthcare playing field is not a level
one.5 These disparities must be ad-
dressed to improve the quality-of-life of
individuals of color and ultimately build
healthier communities. At the commu-
nity level, it is imperative for individuals
to become empowered by gaining the
knowledge, experience, and resources to
improve their short- and long-term
health outcomes.

Racial disparities in the treatment in
control of diabetes are quite evident.
Diabetes has reached epidemic propor-
tions and is now the 6th leading cause
of death. Seventeen million Americans
have diabetes, and more than 200,000
people die each year of related compli-
cations.6 Over the past decade, death
rates and complications associated with
diabetes (ie, heart disease, stroke, kidney
failure, leg and foot amputations, and
blindness) have steadily increased. Near-
ly 2.8 million African Americans have
diabetes. The African-American com-

munity has been disproportionately bur-
dened by diabetes and its associated
complications.7 Among adults, 20 years
of age and older, African Americans are
twice as likely as Caucasians to have di-
abetes. Death rates for people with di-
abetes are 27% higher for African
Americans compared with Caucasians.8

Additionally, African Americans are at
greater risk of diabetes-related compli-
cations associated with the disease com-
pared to the Caucasian population. As
we aim to improve health and reduce
disparities in health treatment outcomes
in racial and ethnic populations, we rec-
ognize that there are many barriers still
to overcome, including: racism; lack of
knowledge and inaccurate perceptions
of diabetes; lack of or limited access to
primary care; increasing reliance on
emergency departments for care; cultur-
al values; poverty; lack of culturally
competent healthcare; and lack of a
trusting healthcare environment.9 Since
95% of diabetes care is self-care, it is
essential to develop strategies for com-
munity participation in diabetes preven-
tion, as well as health promotion activ-
ities to improve health outcomes. Such
efforts must engage the community in
prevention activities and be conducted
with the knowledge, experience, and re-
spect for the target population through
an understanding of its culture and gen-
der issues.

In 1993, to address these issues,
Henry Ford Health System (HFHS) es-
tablished the Center for Medical Treat-
ment Effectiveness Programs (Med-
TEP). The vision of the Center is to
improve health-related treatment out-
comes and quality-of-life for minority
populations within HFHS and the wid-
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Caucasian 15-year-old

males.10

er community. The mission of the Cen-
ter is: to facilitate research on improving
health outcomes for aging minority
populations, with a focus on the Afri-
can-American population; to assist and
encourage minority investigators to con-
duct research relevant to minority pop-
ulations; to provide technical assistance
to minority investigators and other in-
vestigators working in this area; to in-
volve the community in Center activi-
ties; and to disseminate information on
results of Center projects.

The strategies described in this pa-
per give a framework within which ma-
jor health systems can function to de-
velop community-based partnerships
and to improve the participation of
community members in diabetes pre-
vention while conducting research fo-
cused on improving health outcomes of
diabetes and other chronic diseases. All
activities were community-based and
not designed as a tool to market the ser-
vices of the health system. Instead, this
outreach effort sincerely sought to en-
gage individuals in recognizing the im-
portance of preventive care.

STRATEGIES FOR
COMMUNITY
PARTICIPATION—THE
MODEL

There are 4 elements in our model
that we used to establish and maintain
community participation in diabetes
prevention efforts: 1) obtain guidance
by community leaders; 2) provide a ser-
vice; 3) establish partnerships; and 4)
disseminate or promote findings. This
model can best be characterized as a dy-
namic circle, where obtaining guidance
leads to providing a service, providing a
service leads to establishing partner-
ships, establishing partnerships leads to
dissemination/promotion of findings,
and dissemination/promotion of find-
ings component facilitates obtaining
further guidance by community leaders.

Guidance by Community
Leaders: the ‘‘Speak Out’’

In the African-American communi-
ty, leaders can be broadly defined. Often
leaders are individuals with influence,
regardless of title, socioeconomic status,
or educational level. It is with assistance
by such individuals that we were able to
learn more about members of the local
community. Community leaders also
helped us to understand the community
ecology regarding where to recruit po-
tential participants to engage the com-
munity, whether it was a faith-based or-
ganization, senior center, community
center, or school.

In 1998, we hosted a community
meeting, ‘‘Speak Out,’’ a forum for
community leaders such as legislators,
other elected officials, ministers, com-
munity advocates, consumers, research-
ers, and clinicians. The following needs
were identified by this group: 1) better
access to screening for diabetes at places
such as health fairs; 2) provision of
health education in the community—
specifically pertaining to the benefits of
exercise and recreation; and 3) addition-
al emphasis on the health of African-
American males. Participants felt it was
important to conduct outreach activities
in the community, target specific pop-
ulations, and provide a health-related
service. From this meeting, a proposal
was developed to provide health screen-
ing, on-site education at the screening
clinic, follow-up and referral service,
and comprehensive (21-hour) diabetes
self-management classes to those who
were subsequently diagnosed with dia-
betes. The proposal was funded by the
Michigan Department of Community
Health and was entitled ‘‘AIMHI—The
African-American Initiative for Male
Health Improvement.’’

Provide a Service: AIMHI

Coincident with the submission of
our proposal for funding for AIMHI, the
Michigan Department of Community
Health published a strategic plan enti-
tled ‘‘Healthy Michigan 2000’’ and

made ‘‘improving the survival of the Af-
rican-American male’’ one of the top 4
priorities. While the negative health dis-
parities in health outcomes were adverse
for African-American men in the state,
perhaps the disparities are best exempli-
fied by the finding that in 1993, a 15-
year-old African-American male had
only a 58% probability of reaching the
age of 65, in contrast to an 85% prob-
ability of reaching the age of 65 for
Caucasian 15-year-old males.10

AIMHI was designed as a response to
the challenge of reaching out to the Af-
rican-American community, particularly
in the Detroit metropolitan tri-county
area, where 76% of the African-Ameri-
can men reside. In order to facilitate ac-
cess to the greatest number of people,
services were provided at community-
based sites utilizing some of the net-
works and resources of established com-
munity-based organizations.

The program consisted of several ac-
tivities: health screening for diabetes,
hypertension, and cholesterol; stroke
risk assessment and education; and eye
disease screening for glaucoma. Individ-
uals who manifested an abnormal
screening result for any of the condi-
tions assessed were provided with refer-
rals to primary care providers and were
followed-up by telephone. Education/
self-management classes were provided
for African-American men and their
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Of those screened, one in 3

had an abnormal screening

result for diabetes,

hypertension, or both.

families to assist these individuals in ef-
fectively managing their chronic condi-
tion.11 Program components reflected
the desire to move beyond the point of
diagnosing illness to empowering the
African-American community with the
capacity to positively affect their health.

Over a 4-year period, more than 180
screening clinics have completed assess-
ments of more than 8,000 individuals.
Ninety percent of those screened were
African-American, 50% were men and
the average age was 50 years. Of those
screened, one in 3 had an abnormal
screening result for diabetes, hyperten-
sion, or both. Also, more than 350 in-
dividuals have participated in a compre-
hensive (21-hour) diabetes self-manage-
ment program.

Establish Partnerships: AIMHI

Partners
The enthusiastic support of dedicat-

ed community partners is important. In
our case, some partners made a com-
mitment to host a screening clinic at
their community-based site on an an-
nual basis (ie, faith-based organizations,
barbershops, fraternities, schools). Oth-
er partners were professional organiza-
tions that involved AIMHI staff in pro-
moting a particular theme for the
month (ie, American Diabetes Associa-
tion, American Heart Association).
There were partners that encouraged
their volunteer members to assist us in
conducting some of the eye screening
tests (ie, Lions Clubs of Michigan). Sev-
eral partners offered additional services
at the health screening clinics. We de-
veloped partnerships with legislators,
health department officials, and a fitness
club, which offered complimentary ac-

cess to a group of community members
with diabetes.

These partnerships were considered
informal since no contractual agreement
was established between the partners.
However, more recently we have estab-
lished formal partnerships, which in-
clude signed leases for space at a nom-
inal or negligible cost to provide com-
munity-based services for chronic dis-
eases.

As our experience with our formal
partners grows, we are establishing a
community advisory council to partici-
pate in developing recruitment strategies
and in assuming substantial ownership
of the programs used to promote health
in the community using the approaches
they developed. We are striving toward
incorporating the community-based
participatory public health research
principles for upcoming research stud-
ies. These principles promote research
projects that are designed to enhance
the capacity of the community,
strengthen collaborations, and involve
representatives of community-based or-
ganizations as appropriate in all major
phases of the research process.12

Disseminate/Promote:
Promoting AIMHI

Dissemination of findings is critical
in building trust, credibility, and future
collaborations. Our dissemination ef-
forts included: using respected com-
munity leaders to spread the health mes-
sage; conducting special events; arrang-
ing media coverage; and starting the
MedTEP newsletter. On one occasion,
a renowned diabetes expert presented a
diabetes lecture to the professional med-
ical community followed by a second
presentation specifically tailored for a
group of former diabetes self-manage-
ment class participants. At other times,
well-known sports celebrities have pro-
vided public service announcements and
the use of their image to promote
AIMHI. In an AIMHI sponsored diabetes
‘‘class reunion’’ for the 3001 individuals
who had participated in diabetes self-

management classes, individuals were
informed about new advances of dia-
betes care and were provided with the
opportunity to share with others the
benefits of engaging in better self-care
behaviors. Local newspapers and radio
media have supported the outreach ef-
forts by featuring articles about individ-
uals who have participated in the pro-
gram. In addition, we have highlighted
the accomplishments of diabetes self-
management class participants in a
newsletter entitled, ‘‘AIMHI-LITES’’. This
publication is distributed to individuals
who have participated in the program,
health system physicians, community-
based organizations, and community
leaders.

CONCLUSION

The HFHS MedTEP Center will
continue to support the vision of im-
proving health-related treatment out-
comes and quality-of-life for minority
populations within HFHS and the wid-
er community, and will move toward
the elimination of racial and ethnic
health disparities. It is essential that ma-
jor health systems continue to utilize ex-
isting and new methodologies to en-
hance community participation in dis-
ease prevention activities. It is also im-
perative to identify nontraditional
models of care to engage an under-
served, disproportionately disease-bur-
dened and vulnerable population. It is
our goal, working collaboratively with
the community, to further develop and
test models of community outreach and
to determine the most effective ap-
proaches to improve and sustain gains
in health outcomes for the African-
American community today, and to ex-
pand this goal to include other racial
and ethnically diverse communities in
the future.

ACKNOWLEDGMENTS
This research was supported by the Na-

tional Institute on Aging, National Institutes



S3-66 Ethnicity & Disease, Volume 13, Summer 2003

COMMUNITY PARTICIPATION IN DIABETES PREVENTION - Wisdom

of Health, Grant No. AG15286, the State of
Michigan, Michigan Department of Com-
munity Health, and the Office of Minority
Health, Department of Health and Human
Services, Grant No. D52MP01105. The au-
thor would like to thank Veronica Hawkins
Williams, MPH for her assistance in prepar-
ing this manuscript.

REFERENCES
1. Ayanian JZ, Weissman JS, Chasan-Taber S,

Epstein AM. Racial differences in the use of
revascularization procedures after coronary
angiography. JAMA. 1993;11:2642–2643.

2. Hannan EL, Van Ryn M, Burke J, et al. Ac-
cess to coronary artery bypass survey by race/
ethnicity and gender among patients who are
appropriate for surgery. Med Care. 1999;37:
68–77.

3. Johnson PA, Lee TH, Cook EF, Rouan GW,
Goldman L. Effect of race on the presentation
and management of patients with acute chest
pain. Ann Intern Med. 1993;118:593–601.

4. Peterson LA, Wright SM, Peterson ED, Daley
J. Impact of race on cardiac care and out-
comes in veterans with acute myocardial in-
farction. Med Care. 2002;40(suppl 1):I-86–I-
96.

5. Smedley BD, Stith AY, Nelson AR, Eds. Un-
equal Treatment: Confronting Racial and Eth-
nic Disparities in Health Care. Washington,
DC: National Academy Press; 2002.

6. Centers for Disease Control and Prevention.
National Diabetes Fact Sheet: General Infor-
mation and National Estimates on Diabetes in
the United States, 2000. Atlanta, Ga: US De-
partment of Health and Human Services,
Centers for Disease Control and Prevention;
2002.

7. Michigan Department of Community
Health. Leading causes of death and cause-
specific rates by age Michigan resident Black
males, 2000. Available at: http://www.mdch.
state.mi.us/pha/osr/deaths/causagebm.asp.

8. National Institute of Diabetes and Digestive
and Kidney Diseases. Diabetes in America.

2nd ed. Washington, DC: National Institutes
of Health; 1995. NIH Publication No. 95-
1468.

9. Anderson RM, Herman WH, Davis JM,
Freedman RP, Funnell MM, Neighbors HW.
Barriers to improving diabetes care for Blacks.
Diabetes Care. 1991;14(7):605–609.

10. Michigan Department of Public Health In-
stitute. Challenge of a Lifetime. Improving the
Health of African-American Males in Michi-
gan. Lansing, MI: Michigan Department of
Public Health; 1995.

11. Gibson C. A concept analysis of empower-
ment. J Adv Nurs. 1991;16:354–361.

12. Schulz AJ, Israel BA, Parker EA, Becker AB.
I started knocking on doors in the commu-
nity: women’s participation and influence in
community-based health initiatives. In: Kar S,
ed. Empowerment of Women and Mothers for
Health Promotion. Thousand Oaks, Calif:
Sage Publications. Family Health Promotion
Series. In press.


