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During the past 20 years, Manitoba has been a

leader in the area of diabetes. In 1985, in

response to an identified community need for

accessible, consistent and continuous diabetes

education across Manitoba, Manitoba Health

developed and implemented the first province-

wide, community-based diabetes education

program in Canada. In 1995, in response to the

growing burden of Type 2 diabetes in First

Nations people and the elderly of all populations,

a provincial diabetes strategic planning process

was initiated. Diabetes: A Manitoba Strategy,

released in 1998, was the result of over 1,000

people coming together to develop

recommendations for diabetes prevention, 

education, care, research and support.(1) Many

organizations and communities have begun to

implement recommendations from the Strategy

to reduce the diabetes burden of illness in

Manitoba.

A number of federal and provincial government

initiatives also contribute to and complement

the implementation of Diabetes: A Manitoba

Strategy. The Canadian Diabetes Strategy

(CDS), funded by Health Canada, has provided

an opportunity for many community 

organizations to develop community-based

pilot projects.  Some examples include the 

creation of new resources to address the 

prevention of Type 2 diabetes and innovative

education strategies for people with diabetes

and health care providers. In addition, First

Nations communities have been provided with

funding from the CDS Aboriginal Diabetes

Initiative to develop and implement community 

diabetes plans based on specific community

needs.

At the provincial level, restructuring within

Manitoba Health (January 2002) has 

fundamentally shifted the department’s role,

from that of a service provider to an emphasis

on broader leadership, planning, standards,

evaluation and accountability. Manitoba Health

and the regional health authorities (RHAs) are

also embarking on a process of primary health

care reform. Primary health care refers to the

first level of contact with the health system,

where services are mobilized to promote

health, prevent illness, care for common illnesses

and manage ongoing health problems. Primary

health care extends beyond the traditional

health sector and includes all human services,

which play a part in addressing the inter-related

determinants of health. 

An increasing burden of illness from diabetes

and its complications, health systems change

and the need for sustainable health services

within defined budgets provides the context

for the development of the Regional Diabetes

Program Framework. New and innovative

approaches can strengthen the capacity to

implement a public health approach to 

diabetes.  

Foreword
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Diabetes
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The Regional Diabetes Program Framework is

the result of over three years of consultation

and collaboration with stakeholders to identify

expectations, activities, deliverables and 

potential outcomes for a comprehensive,

province-wide diabetes program. The Regional

Diabetes Program (RDP) is an opportunity to 

implement 29 of the 53 recommendations

from Diabetes: A Manitoba Strategy to reduce

the diabetes burden of illness in Manitoba.  

The Diabetes and Chronic Diseases Unit, Public

Health Branch, Manitoba Health has developed

the Regional Diabetes Program Framework to

define the provincial expectations for a

Regional Diabetes Program. The purpose of

this document is to increase awareness and

understanding of the systems integration 

necessary to implement a public health

approach to diabetes and assist in the 

development of RHA implementation plans to

meet the needs of their health regions.
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In Manitoba, Type 2 diabetes is epidemic among

First Nations people and the elderly of all 

populations. Projections indicate two trends: 

• the prevalence of Type 2 diabetes will 

continue to increase due to the aging of our

population, and 

• the health burden of its complications will 

continue to rise.(2)

The complications of diabetes are major cost

drivers to the health system. Evidence shows

that some of these complications are 

preventable through timely diagnosis, blood

glucose and blood pressure control.(3) Exciting

new research also demonstrates that Type 2

diabetes may be prevented by lifestyle changes

and/or pharmacological interventions.(4)(5)(6)

Many programs and initiatives exist 

independently to address various aspects of

diabetes prevention, education, care, research

and support within RHAs, Health Canada,

Tribal Councils, universities and colleges, 

non-government organizations and the private 

sector. How can we better organize, co-ordinate

and integrate our health systems to ensure 

economic efficiencies and increased access to 

services for people with diabetes and their 

families?(7) How can RHAs and their partners

transform the latest research and health 

information into improvements in the quality of

health services?(8) How can people with diabetes,

their families and communities be involved in a

process to ensure that their needs and values are

incorporated into programs?

The roadmap for diabetes prevention, 

education, care, research and support in

Manitoba is found in Diabetes: A Manitoba

Strategy. The Strategy document suggests that

special consideration be given to a community’s

cultures and issues related to children, seniors

and Aboriginal people. We can learn much

from the guiding principles and public health

approach used to develop the Strategy 

recommendations. The following principles,

adopted by the Manitoba Diabetes Strategy

Steering Committee, guided the development

of the Regional Diabetes Program Framework:

• Population Health

• Health Determinants

• Healthy Public Policy

• Evidence-based Decision Making

• Holistic Approach

• Learning About Health

• Community Participation

• Effective Diabetes Services.

The mission of public health is to fulfill 

society’s interest by assuring conditions in

which people can be healthy.(9) This is 

accomplished by:

• applying scientific and medical knowledge

to systematically identify and analyze the

health of groups and populations; and

• assisting communities to organize, 

implement and monitor efforts aimed at

the prevention and control of disease, and

the promotion of health.

A Public Health Approach 
to Diabetes

A Public Health Approach to Diabetes
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Dr. Jamie Blanchard, an epidemiologist with

Manitoba Health, identified the following key

components of a public health approach to

diabetes(10):
• focus on prevention

• primary (preventing diabetes) 

• secondary (early detection and 

modifying the course)

• tertiary  (optimizing outcomes) 

• population-based 

• strategic 

• evidence-driven 

• intersectoral and multidisciplinary. 

Use of a public health approach for regional 

diabetes program planning and implementation

can build a strong foundation for systems

change. It is imperative that systems and 

structures are in place to support programs

that promote healthy lifestyles and communities,

as well as help people with diabetes work with

their diabetes health care team to improve

glycemic control, reduce diabetes complications

and mortality and improve quality of life.(11)(12)

Strong management support, leadership and

commitment are required to build the capacity

of organizations, health professionals/providers

and communities, bring stakeholders together

and/or reallocate funding to provide 

comprehensive, lifetime care for people with

diabetes.(13)

Manitoba Health has based expectations and

outcomes for a Regional Diabetes Program on

the framework of Diabetes: A Manitoba

Strategy, evidence and best practice. In addition,

support to address policy planning and 

implementation of the Regional Diabetes

Program is promoted by regular meetings and
information updates to the Health Programs

and Services Executive Network (HPSEN), the

Regional Diabetes Program Steering Committee,

the Federal Provincial Diabetes Working Group,

the Manitoba First Nations Diabetes Committee

and the Minister’s Advisory Committee on

Diabetes. An environmental scan of all diabetes

programs and initiatives within Manitoba is in

progress and will be completed in April 2002. 

At the regional level, RHAs and stakeholders will

determine specific program design and priorities

based on community needs assessments.

Development of a comprehensive and integrated

Regional Diabetes Program requires doing

things differently through leadership, flexibility

and innovative problem solving. 

Some examples of emerging and evolving
roles and activities are:
Senior management – Create a shared vision

for action, based on the principles of Diabetes:

A Manitoba Strategy.

Program managers – Co-ordinate the provision

of education about the Manitoba Diabetes

Care Recommendations for public health, home

care, primary care and local hospital staff.

Regional Diabetes Program 
co-ordinators – Plan, co-ordinate and 

implement diabetes services with many 

stakeholders in each region. Facilitate the

expansion of the Diabetes Health Care Team. 

Health professionals/providers – Primary care

and public health staff participate as members

of the Diabetes Health Care Team and provide

complication risk factor assessments, blood 

pressure and foot care clinics. Certified diabetes

educators continue to play a central role in 

diabetes self-management education for people

with complex health needs. 

Community partners – Local community

resources, in partnership with health 

professionals/providers, provide risk factor

assessments for individuals and communities.

Community organizations establish walking

trails, congregate meal programs and/or 

community kitchens. 



R e g i o n a l D i a b e t e s P r o g r a m  F r a m e w o r k  7

Regional
Diabetes

Program Framework

Development of the
Regional Diabetes Program
The Diabetes and Chronic Diseases Unit has a 

mandate to facilitate and co-ordinate 

implementation of the recommendations from

Diabetes: A Manitoba Strategy. Following

release of the Strategy, the Unit embarked on

additional strategic planning, research and 

consultation to determine that 29 of the 53

recommendations could be implemented into a

program format (Appendix 1). A Regional

Diabetes Program framework was developed

(Figure 1). This framework shows the linkage

between diabetes prevention, education, care,

research and support as well as the opportunities

for systems integration and partnership

approaches to assist in planning, implementation

and evaluation.  

A demonstration project to plan, implement

and evaluate the program framework was 

initiated with the Burntwood Regional Health

Authority (April 1, 1999 to March 31, 2002).

The purpose of the project was to demonstrate

the feasibility of implementing key 

recommendations from Diabetes: A Manitoba

Strategy. A systemic approach was utilized to

integrate the existing Diabetes Education

Resource program into the continuum of

diabetes prevention, care, research and support.

The demonstration project goals were:

• to reduce the burden of illness of diabetes

and its complications among the population

of the Burntwood Regional Health Authority;

and

• to implement a sustainable Regional 

Diabetes Program that draws upon strong

partnerships to share the activities of 

prevention, education, care, research and

support.

Manitoba Health has obtained feedback and

support from the RHA Health Programs and

Services Executive Network and the Minister’s

Advisory Committee on Diabetes to proceed

with the development of a Regional Diabetes

Program. In addition, numerous presentations

and consultations have been held across 

sectors within Manitoba, including the

Diabetes Education Network, Public Health

Program Managers Network, Reh-fit Centre,

Support
• Support Systems

Prevention
• Primary

              • Secondary
                   • Tertiary

Care
• Complication Risk Factor

Assessment
• Diabetes Health Care

Team Approach

Research
    • Monitoring
        and
           Surveillance

    Education
        • Client
       • Health
        Professional
     and Provider
• Community

Sy
st

ems Integratio
n

Partnership

s

Figure 1 
Regional Diabetes Program Framework

Development of the Regional Diabetes Program



8 R e g i o n a l D i a b e t e s P r o g r a m  F r a m e w o r k

Seven Oaks Wellness Centre, Manitoba First

Nations Diabetes Committee, Youville Centre,

Canadian Diabetes Association (Manitoba

Division Board) and the participants of the

Alliance Institute 2001. Consultation within

Manitoba Health occurred with Aboriginal

Health, Evaluation and Monitoring, Information

Systems, the Medical Officers of Health,

Primary Health Care and Regional Support

Services. 

A Steering Committee was formed in January

2001 to support the establishment of a

Regional Diabetes Program throughout

Manitoba. The Co-chairs of the Steering

Committee are Dr. Greg Hammond, Director of

the Public Health Branch, Manitoba Health and

Dr. Sharon Macdonald, Vice-President of

Community Care, Winnipeg Regional Health

Authority. Membership includes representation

from:

• Manitoba Health

• each RHA

• Health Canada

• First Nations and Inuit Health Branch

• Population and Public Health Branch 

• Manitoba College of Family Physicians 

• Manitoba First Nations Diabetes Committee 

• Canadian Diabetes Association 

(Prairie Region).

The Regional Diabetes Program Steering

Committee has developed Terms of Reference,

completed regional diabetes templates to 

identify diabetes services, partners, gaps and

barriers, and developed a capacity assessment

tool. 

A Regional Diabetes Program Consensus

Workshop was held on June 13, 2001 in

Winnipeg.(14) This consensus workshop focused

on the following:

• building consensus for the Regional Diabetes

Program as the vision for diabetes in

Manitoba;

• common current diabetes activities and 

partners within each RHA;

• collaboration and partnership opportunities

among the RHAs, Manitoba Health, the

Canadian Diabetes Association and other 

government and non-government 

organizations;

• expectations or activities for the Regional 

Diabetes Program that can be accomplished

with existing resources;

• expectations or activities for the Regional 

Diabetes Program that require additional 

resources to accomplish;

• the role that Manitoba Health can play to

facilitate the process; and

• priorities and next steps for the Regional 

Diabetes Program Steering Committee.

Workshop participants indicated strong support

to move forward with Regional Diabetes

Program planning on a provincial level. This

Regional Diabetes Program Framework has

been developed in response to requests from

workshop participants to facilitate the regional

planning process.
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Mary Jones was at the local coffee shop having

coffee and pie with a friend. Her eyes were

drawn to the placemat in front of her, which

spoke about the signs and symptoms of 

diabetes. She began to see herself in the story

it told. Mary thought about how she had been

more tired since turning 50, how she carried

more weight than she liked and how she had

given birth to a large baby over 20 years ago.

She was disturbed by all of this so she 

refocused on her conversation and more 

pleasant thoughts. 

A few days went by, but the words on the

placemat stuck with her. Something was urging

her to find some answers about how close she

was to having a health problem. She thought

of the roles she played - mother, wife, grand-

mother (just two years ago), aunt and sister.

Many loved ones depended on her and needed

her to be healthy and happy.  

Fortunately, that night she saw an advertisement

in the local paper announcing a community

health fair to be held in conjunction with a

local curling bonspiel. Mary asked her husband

if he would attend with her on the weekend.

On Saturday morning they went to the health

fair. At the health fair they met some friendly

people who assisted them in completing their

personal risk factor assessments. At a 

counselling station, they were greeted by a

health professional who helped them to use

their information to set personal health goals.

In turn, the health professional referred them

to a few community services and recommended

that Mary see her family doctor. 

The following week Mary went to see her 

doctor at the local primary health care center.

Not surprisingly, she was diagnosed with 

diabetes and referred to the primary care nurse

for a complication risk factor assessment. She

learned that although diabetes may cause 

complications throughout her body, there are

many things that she can do with the help of

her family and/or friends to prevent that from

happening. She worked with the nurse and

doctor on a diabetes health plan. She really

wanted to quit smoking. Mary registered for

the smoking cessation program at the local

community centre and scheduled an 

appointment with the optometrist to have her

eyes screened. Something else she felt she

RDP Expectations in Action:
A Case Study

✓ Systems Integration

✓ Partnerships and Collaboration

✓ Prevention

✓ Education

✓ Care

✓ Research

✓ Support

RDP Expectations in Action

Regional
Diabetes

Program Framework
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could do was to reduce the amount of fat she

ate. As a result, she was referred to other

members of the diabetes health care team.

Mary also joined group education classes to

learn more about managing her diabetes. The

seriousness of diabetes and its complications,

and the importance of doing what she can had

hit home with Mary.

She enjoyed the group classes and felt that

they provided her with useful knowledge and

skills to help her take care of her diabetes,

such as coping with the diagnosis, testing,

healthy eating, active living information and

more on prevention of complications. She 

really enjoyed being part of a group to hear

how other people managed their diabetes and

what changes they made. Mary’s progress was

shared with the primary health care doctor and

nurse.  

Many group class members wanted to get

together, but going out for coffee and pie 

didn’t work any more! They decided to form a

walking group three days a week to help

increase their activity level in a fun way. The

walking group was of interest to those trying

to quit smoking so her smoking cessation

group joined along.

When the weather turned cold, the walking

group realized that it was not safe or fun to

walk outside anymore. They met with the local

school board to see if they could use the high

school for walking during the winter. They

were given permission to use the school after

hours when it was also open for community

night classes.

When Mary went back to the primary health

care centre in the spring for her annual 

complication risk factor assessment they were

amazed at the number of changes she had

made. She had quit smoking for six months,

although was still having trouble with cravings.

Her health record showed that her Hgb A1c

was within normal ranges and her blood 

pressure was also reduced, compared to her

previous assessment. 

As they finished, Mary remarked on how much

she had learned about diabetes over the past

year and how much better she felt since

making some changes to her lifestyle. Her 

family and friends also noticed the difference

and have joined her.
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Partnerships and Collaboration

Systems Integration
RDP Expectations                                    To accomplish the following

Regional health authorities will provide 
leadership and co-ordination to promote the
efficient and appropriate use of resources to
expand capacity for diabetes prevention, 
education, care, research and support.

Regional Diabetes 
Program Expectations
Manitoba Health has developed the following expectations for the Regional Diabetes Program. 

(See Appendix 2 for evidence and Appendix 3 for references.) The information in the “To 

accomplish the following” column reflects the Deliverables and Expected Short-term Outcomes 

outlined in the Regional Diabetes Program Logic Model.

• Current inventories of diabetes prevention,
education, care and support programs and
services

• Quality improvement process to review 
systems and incorporate best practices

• Communication and co-ordination
mechanisms established and implemented

• Dedicated staff to co-ordinate the Regional  
Diabetes Program

Community partners and stakeholders will
participate in the planning, implementation
and evaluation of the Regional Diabetes
Program. Examples of partners include Health
Canada, Manitoba Health and other 
government departments, Manitoba First
Nations Diabetes Committee, Provincial
Dialysis Program, Manitoba Telehealth
Network,Tribal Councils, universities and 
colleges, non-government agencies, fitness
leaders and recreation directors, seniors 
organizations, service clubs, people with 
diabetes, their families and communities.

• Regional Diabetes Program implementation
plan in process

• Commitment of partners to promote and
deliver the Regional Diabetes Program as 
part of their mandate

• Regional policies developed and 
implemented to ensure that community
values and participation are reflected in
the Regional Diabetes Program

• Regional capacity enhanced at all levels
(organization, health provider and 
community)

• Dissemination plan in process

Regional Diabetes Program Expectations

Regional
Diabetes

Program Framework

RDP Expectations                                    To accomplish the following



Education

RDP Expectations                                    To accomplish the following

• Increased number of communities with 
organized health promotion/prevention and
chronic disease risk factor reduction activities

• People at risk of developing Type 2 
diabetes receive a periodic assessment of 
risk factors based on the Manitoba 
Diabetes Care Recommendations 

• Individuals and communities are aware of 
risk factors and actions that delay the
onset of Type 2 diabetes and other chronic
diseases

• Increased number of cases of Type 2
diabetes diagnosed prior to complications

• Regional policies in place to promote 
primary prevention of Type 2 diabetes and
other chronic diseases

Primary
Health promotion and community 
development activities will occur in 
co-ordination and collaboration with other
programs and services.

Public Awareness
Individuals and communities have increased
knowledge, awareness and confidence about
healthy eating, active living and smoking 
cessation.

Secondary
Risk Factor Assessment (RFA) for
Individuals and Communities
There are periodic assessments of risk factors
for people at risk of Type 2 diabetes and
other chronic diseases.  

Tertiary
The outcomes for people living with diabetes
and its complications will be optimized.
Expectations are listed under Education,
Care, Research and Support headings.

RDP Expectations                                    To accomplish the following

• People with diabetes and their families
receive self-management education based 
on client-centered needs assessment and
adult education principles 

• Increased number of basic and intermediate 
level diabetes educators 

• Health professionals and providers deliver
consistent, current and accurate messages
about diabetes prevention, education, care,
research and support across RHA

• Increased use of knowledge and skill-based
learning opportunities to make behaviour 
and environmental changes

Client
Diabetes self-management education will be
provided to people with diabetes and their
families, based on the Diabetes Educator
Section Standards for Diabetes Education in
Canada and the Manitoba Diabetes Care
Recommendations.

Health Professional and Provider
Current knowledge and skills related to 
diabetes prevention, education, care, research
and support is important to ensure 
standardized services are provided across
Manitoba. This will be supported by the
implementation of a multi-level diabetes 
education program.

Community
Lifestyle education to promote supportive
environments aimed at preventing Type 2 
diabetes and other chronic diseases is 
important. It is also essential to provide this
education to people living with diabetes.

Prevention
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Regional Diabetes Program Expectations
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Support

Research

Care
RDP Expectations                                    To accomplish the following

• People with diabetes receive an annual
complication risk factor assessment that is 
integrated into a comprehensive, 
personalized diabetes health plan

• Referral networks exist for treatment and
support of complications

• Improved co-ordination of services among
hospitals, communities, RHAs and other
service providers

• Decreased diabetes-related hospitalizations 
• Regional diabetes health care teams using

the Manitoba Diabetes Care
Recommendations 

Complication Risk Factor Assessment
(CRFA) Screening 
Annual complication screening for people
with diabetes will be provided within the
context of a comprehensive diabetes health
plan. The CRFA is based on the Manitoba
Diabetes Care Recommendations. 

Diabetes Health Care Team Approach
Diabetes education, care and support will be
organized around a diabetes health care
team, which is interdisciplinary and provides
comprehensive, shared care.

RDP Expectations                                    To accomplish the following

• Enhancement and utilization of diabetes
databases for comprehensive program and
strategic planning

• Accurate and verifiable information is 
provided through the provincial health 
reporting systems 

Monitoring and Surveillance
RHAs will collect data for program planning,
review and improvement. 

RDP Expectations                                    To accomplish the following

• Improved access to culturally appropriate
diabetes prevention, education, care,
research and support services 

• Assist people with diabetes, their families 
and health providers to build supportive 
environments within their own communities

• Advocacy programs for special needs 
populations in place

Support Systems
Physical, mental, emotional and spiritual 
supports are available at the individual, 
family, community and health system levels. 
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Next Steps
Implementing the Regional Diabetes Program is

a long-term process and requires commitment

to change. To date, the work of many partners

and the collaborative approach established by

the Regional Diabetes Program Steering

Committee are evidence of the commitment

and leadership required to initiate this change

process. It is acknowledged that the current

systems do not meet the needs of the Regional

Diabetes Program vision. Planning is necessary

to identify knowledge, skills and resources

required by RHAs and other stakeholders to

implement a Regional Diabetes Program.  

Manitoba Health will work with partners to

define indicators and monitoring requirements

for the Regional Diabetes Program and will 

continue to provide leadership and support to

the Regional Diabetes Program Steering

Committee.

The RHAs will develop regional visions and

plans to implement this comprehensive program

based on regional needs and capacity.   

Redesigning a community-based diabetes 

program involving partners and systems

change represents many challenges. It is time

for action.  

“By working together we can

alter the course of this 

devastating disease.”



R e g i o n a l D i a b e t e s P r o g r a m  F r a m e w o r k  17

GOAL 1
Develop community-based Diabetes Primary
Prevention Programs, particularly targeting

seniors and Aboriginal people.

GOAL 2
Develop comprehensive community-based

Diabetes Screening Programs.
GOAL 6
Develop a Public Awareness Campaign
about the prevention of Type 2 Diabetes.

GOAL 1
Establish a Standardized Multi-level
Diabetes Education Program to expand the

pool of qualified diabetes educators from 

community to specialist levels.

GOAL 3
Expand and enhance the community-based

Standardized Client Education Program
(Diabetes Education Resource Program).

GOAL 11
Develop a Public Awareness Campaign
about the complications of diabetes.

Recommendations from Diabetes:
A Manitoba Strategy to be
Implemented by a Regional
Diabetes Program
Prevention

Education

Care

GOAL 1
Develop Manitoba Diabetes Care
Recommendations for the care of people

with diabetes, consistent with the Canadian

Diabetes Association Clinical Practice

Guidelines.

GOAL 2
Develop comprehensive Diabetes
Complications Screening and Care Programs.

GOAL 3
Standardize the collection and communication

of clinical data about people with diabetes

through the development of a Clinical Data
Form.

GOAL 4
Improve the Co-ordination of Services
among hospitals and communities, Regional

Health Authorities and other service providers.

GOAL 5
Develop the Diabetes Health Care team with

an interdisciplinary structure and broad 

mandate for the education and management

of diabetes and the prevention of its 

complications.

GOAL 6
Incorporate access to Traditional Aboriginal
Healing practices and healers for Aboriginal

people with diabetes and their families, if

desired by the individuals concerned.

Appendix 1

Regional
Diabetes

Program Framework
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Recommendations from Diabetes: A Manitoba Strategy

GOAL 7
Assess the validity of all New Therapies
proposed for diabetes.

GOAL 8
Provide Children With Diabetes and Their
Families the care necessary to optimize their

quality of life.

GOAL 9
Provide Seniors With Diabetes and Their
Families the care necessary to optimize their

quality of life.

GOAL 10
Develop Innovative Ways of Funding the

expansion of diabetes care services.

GOAL 1
Develop a Manitoba Diabetes Surveillance
System.

GOAL 2
Develop Indicators, Benchmarks, Outcomes
and Standards for diabetes prevention, 

education, care, research and support.

GOAL 3
Evaluate community-based interventions and

initiatives in prevention, education, care,

research and support.

GOAL 7
Develop Research Skills and Experience for

health care providers.

GOAL 8
Establish a Manitoba Diabetes Information
Warehouse.

GOAL 1
Develop holistic and community-based 

diabetes Support Systems that address cultural, 

emotional, spiritual and physical health issues

and needs.

GOAL 2
Increase the number of Community Diabetes
Workers and Health Care Providers from

Aboriginal and other cultural, age and 

linguistic groups in which there is a 

disproportionate prevalence of diabetes.

GOAL 3
Address the inequities in Access to Support
Services across the province.

GOAL 4
Address Jurisdictional Issues.

GOAL 5
Inform Leaders at all levels and throughout

the province, about the Manitoba Diabetes

Strategy.

GOAL 6
Develop Psychosocial Supports for people

with diabetes.

GOAL 7
Develop Peer Counselling Support services in

all communities.

GOAL 8
Develop Advocacy Programs for special-needs

groups, including children, seniors and

Aboriginal people.

Care Support

Research
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Appendix 2

Regional
Diabetes

Program Framework

Evidence

This section provides evidence to support the

Regional Diabetes Program Logic Model and

Expectations. It is intended to summarize best

practice approaches to diabetes prevention,

education, care, research and support to assist

with regional planning. As reflected in the

Regional Diabetes Program framework, there is

linkage between each of the components, 

representing opportunities for integration and

partnerships.

Systems Integration/
Partnerships and
Collaboration
Systems integration and the development of

partnerships are two approaches which can

assist in the enhancement of regional capacity

and ensure continuity of care within 

communities.(15) Capacity can be defined as the

degree to which an organization, health

provider or community has the knowledge,

skills and resources to promote health effectively.

The importance of adequate regional 

infrastructure and capacity to promote change

and sustainability has been identified. This

includes senior management leadership to 

support the concept of a Regional Diabetes

Program, to begin to address jurisdictional

issues and other barriers, and to assist in the

development of interdisciplinary regional 

diabetes health care teams.

Currently, diabetes services are fragmented and

health professionals/providers are not always

providing consistent or current messages to

people with diabetes. Many have specific

expertise related to community development,

health promotion, complications care, education

or support. They have different funding 

mechanisms and reporting structures.

Community partners may range from 

community health workers/representatives,

translators and diabetes support groups to

church groups, youth or senior centres and

workplaces. Partnerships between people with

diabetes, families and communities that are

integrated with the skills of health providers

are necessary to develop a Regional Diabetes

Program and begin the change process.(13)

A Regional Diabetes Program Advisory

Committee could bring partners together to

plan, provide feedback and advice to promote

optimal service delivery. Accountability to

employers/organizations will facilitate 

commitment to RDP planning and 

implementation.(16) This will promote: 

• consumer participation to ensure community

and cultural values are incorporated into the

planning process; 

• education of health professionals/providers 

to expand the diabetes health care team and 

ensure consistent diabetes prevention, 

education, care and support messages; 

• role delineation of health providers to 

distribute responsibility across team members

and ensure services are provided by the most

appropriate provider; 



• co-ordination and communication between

partners; 

• the use of systematic management protocols

and reminders such as the Manitoba

Diabetes Care Recommendations and/or 

clinical flow sheets; and 

• development of regional healthy public 

policy. 

Once these partnerships and linkages are

established, it takes hard work, persistence and

leadership to maintain them. Building diabetes

into regional quality improvement and 

accreditation processes will assist in sustaining

program activities, reducing inefficiencies and

ensuring co-ordination and communication so

that best practices and program data are

reviewed regularly.(17)(18)

Prevention
Most preventable chronic diseases have strong

environmental, cultural, lifestyle and 

behavioural components. The greatest 

opportunities for preventing chronic disease are

to reduce the risk factors or prevent the 

development of risk factors in the first place.(19)

It is important to note that at this time, Type 1

diabetes cannot be prevented although there

are international efforts underway in this area

of research. 

Risk factors linked to the development of Type

2 diabetes include (3)(20):

• First-degree relative with Type 2 diabetes

• Member of a high-risk group 

(e.g., Aboriginal, Hispanic, Asian and

African descent)

• Obesity: Body Mass Index ≥ 30 kg/m2

• Low level of high-density lipoprotein 

cholesterol (< 0.9 mmol/L) or an 

elevated level of triglycerides (> 2.8 mmol/L)

• History of impaired glucose tolerance or

impaired fasting glucose

• History of gestational diabetes

• Presence of hypertension (≥ 140/90 mm Hg)

• Presence of cardiovascular disease.

Population screening for Type 2 diabetes is not

recommended. Regular testing for Type 2 

diabetes should be part of an individual’s 

periodic health assessment with their primary

health care provider. Testing for Type 2 diabetes

in individuals without risk factors is 

recommended every 3 years, beginning at age

45. Individuals with risk factors should be 

tested more frequently and/or from an earlier

age.(20)

Primary Prevention
Primary prevention focuses on the avoidance of

disease in the general public. Primary 

prevention of Type 2 diabetes will take decades

and requires multiple interventions across 

sectors to impact the determinants of health.

It is important to begin primary prevention

efforts at conception and continue throughout

the lifecycle. 

Primary prevention of diabetes and other chronic

diseases includes the promotion and adoption of

healthy lifestyles such as increasing physical

activity, achieving and maintaining healthy body

weights, establishing healthy eating habits and

smoking cessation.(21) The provision of 

information to increase awareness and 

confidence regarding healthy lifestyles is an

important first step in the behaviour change

process.    

It is suggested that primary prevention 

activities for the Regional Diabetes Program

occur in collaboration with other community

programming such as health promotion,

healthy baby, and active living programs to

ensure co-ordination and consistent messages,

encourage sustainability and reduce duplication. 

Evidence
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Secondary Prevention -  
Risk Factor Assessment
Secondary prevention activities promote the

early detection of diabetes and provide 

opportunities to modify the course of the 

disease through education and care. Exciting

new research is showing that Type 2 diabetes

can be prevented by lifestyle and/or 

pharmacological interventions in people with

multiple risk factors. Participants of the

Diabetes Prevention Project (5) randomly

assigned to intensive lifestyle intervention

reduced their risk of developing Type 2 

diabetes by 58 per cent. Participants 

randomized to treatment with Metformin

reduced their risk of developing Type 2 

diabetes by 31 per cent. Smaller studies in

China and Finland have shown that diet and

exercise can delay Type 2 diabetes in at-risk

individuals.(4)(6)

Risk factor assessment represents a move

upstream to co-ordinate chronic disease 

prevention as well as implement the Manitoba

Diabetes Care Recommendations.(20) Health

professionals/providers and community agencies

need to work together to identify individual

and community risk factors for the development

of chronic disease and develop appropriate

interventions based on evidence. 

At an individual level, the purpose of a risk 

factor assessment is to increase the person’s

awareness of the risk factors, signs and 

symptoms of Type 2 diabetes and other chronic

diseases. This is also an opportunity to provide

information and skills related to behaviour

change and community resources that can

reduce or delay the onset of Type 2 diabetes

and other chronic diseases. 

At the community level, risk factor assessment

includes the development of a community risk

profile to promote behaviour and environmental

change.(22) Churches, workplaces, youth or 

community centres can be sites for community-

based interventions: the more sites and 

partners, the greater the likelihood of success.

Examples include:  

• awareness development - media,

community challenges 

• knowledge - lectures, health fairs, 

community newspaper articles, Canadian

Health Network (CHN) and other related 

Web sites

• skill building - grocery store tours, cooking

classes, community kitchens

• regional healthy public policy - tobacco

control in public places, walking trails, 

community gardens, community use of 

schools outside of school hours.

Tertiary Prevention
Tertiary prevention focuses on optimizing 

outcomes for individuals living with diabetes

and its complications. This includes access to

diagnostic, treatment, rehabilitation and 

support services. The regional diabetes health

care team needs to define referral networks for

treatment of complications and work to address

gaps through innovative approaches such as

telehealth. Information about tertiary prevention

for diabetes is outlined in the Education, Care,

Research and Support sections that follow. 
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Education
Self-management Education
Diabetes self-management has been defined as

the process of providing the person with 

diabetes with the knowledge and skills needed

to perform self-care, manage crises and make

lifestyle changes required to successfully 

manage this disease.(23) Diabetes educators

provide initial and ongoing diabetes education

to the person with diabetes and their family as

part of a comprehensive diabetes health plan.  

Diabetes self-management education content

should be based on the Standards for Diabetes

Education in Canada and the Manitoba

Diabetes Care Recommendations.(20)(24) Service

delivery approaches should be consistent with

client-centered needs assessment and adult

education principles to ensure appropriate goal

identification, interventions and evaluation. In

addition, specialized services for children,

Aboriginal people and seniors may be 

necessary for optimal quality of life. 

Recent review articles support the effectiveness

of self-management training in Type 2 

diabetes, in the short term. It is difficult to

compare results of studies due to different

study designs, different programs/populations/

follow-up periods, small sample sizes and 

variable outcomes measured. Further research

is needed to assess the effectiveness of 

self-management education on long-term

glycemic control, onset of complications and

quality of life.(25)(26)

Health Professional 
and Provider Education
Health providers must have the opportunity to

learn current knowledge and skills related to

diabetes prevention, education, care, research

and support to ensure that the diabetes health

care team provides consistent, current and

accurate messages. Health professional and

provider education also supports a shift of

responsibility and ownership to ensure an

expanded and qualified human resources pool. 

A multi-level diabetes education program

framework has been developed as part of a

project funded by the Canadian Diabetes

Strategy through the regional office of the

Population and Public Health Branch, Health

Canada. The framework includes four levels –

basic, intermediate, advanced and instructor –

and a goal of increasing access to community-

based diabetes educators within Manitoba.(27)

This project is currently developing education

competencies and an education competency

assessment process to support the training of

basic and intermediate diabetes educators

across Manitoba. It is anticipated that these

competencies will be piloted in projects affiliated

with the Regional Diabetes Program.

Community Education
Community education involves increasing

knowledge and skills about the risk factors for

the development of chronic disease.(22)

Community education about healthy eating,

active living and smoking cessation creates 

supportive environments and is part of the

behaviour change process. It is important to

foster attitudes and support for healthy habits

at the community level as well as provide 

information about standards of care in the

classroom for children with Type 1 diabetes.

Community education is linked to primary and

secondary diabetes prevention. 

Evidence
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Care
From an outcome perspective, evidence 

indicates that structured and systematic primary

care for people with diabetes, combined with

educational and surveillance support, reduces

the risk of complications in people with Type 2

diabetes.(28) Multiple interventions that address

office systems, provider behaviour and patient 

behaviour were needed to improve diabetes

care.(17)(29)(30) Common strategies (31) to

improve care have been identified and include

the following:

1. Accurately identifying patients with diabetes

2. Monitoring one or more important clinical

parameters, such as glycosylated 

hemoglobin or cholesterol levels

3. Prioritizing patients based on their clinical 

status and readiness to change

4. Intensifying care through active outreach or

visit planning.

The establishment of diabetes health care

teams to ensure that complication risk factor

assessments are provided annually is important

to promote the early detection and prompt

treatment of complications. System change is

required to promote collaboration and 

communication among providers, develop

regional diabetes health care teams and identify

systematic management protocols such as 

clinical flow sheets and databases. In addition,

supportive policies to address access to specialist

services, food security and affordability of 

supplies, medication and footwear are required.

Diabetes Health Care Team
The Canadian Diabetes Association Clinical

Practice Guidelines recommend that “diabetes

care be organized around a diabetes health

care team, which is interdisciplinary and 

provides comprehensive, shared care”.(3) The

diabetes health care team works as part of

regional primary health care services. The 

person with diabetes and his or her family is

central to the diabetes health care team. Core

members include the primary care physician

and/or nurse practitioner and diabetes educators.

Members of the next level of the team include

public health, home care and community 

mental health services. On a regional level, it is 

important to integrate providers from other

organizations and jurisdictions such as Tribal

Councils and the First Nations and Inuit Health

Branch. Trained community health 

workers/representatives working as part of the

diabetes health care team have improved 

diabetes care in disadvantaged communities

and provide unique cultural perspectives to

other team members.(13)

As part of primary health care, the diabetes

health care team maintains continuity by 

referring to and co-ordinating with secondary

and tertiary care services such as medical 

specialists, other heath professionals and

providers, rehabilitation and dialysis as needed.   

Principles of primary health care also identify

the importance of access to comprehensive 

primary health care services, through the most

appropriate provider of those services. The

types of providers and mix of health care 

services are determined by community needs

assessment. This approach requires 

co-ordination and continuity between providers. 

Complication Risk Factor
Assessment
The Canadian Diabetes Association Clinical

Practice Guidelines recommend “more 

aggressive screening strategies and more 

sensitive testing and diagnostic procedures to

allow earlier detection and management of 
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diabetes”.(3) Complication risk factor assessment

is an annual complication screening for people

with diabetes within the context of a 

comprehensive personalized diabetes health

plan (32)(33) and includes the following: 

• Glycated hemoglobin

• Microalbuminuria screen

• Foot screen

• Body Mass Index

• Blood pressure

• Eye screening

• Fasting lipid profile

• Random blood glucose/review of self-blood

glucose monitoring results

• Self-management education.

The complication risk factor assessment can be

shared by members of the diabetes health care

team and requires co-ordination and 

communication between physicians, labs, 

diabetes educators and other health 

professionals.(34)(35) Clinical flow sheets and

client passports have been identified as tools to

assist the diabetes health care team.(36) The 

development of regional referral networks is

important to ensure that people with diabetes

are able to receive foot care, eye screening and

other secondary and tertiary services in a timely

manner. 

Research
Monitoring and Surveillance
Surveillance is the continuous analysis, 

interpretation and feedback of systematically

collected data, generally using methods 

distinguished by their practicality, uniformity,

and rapidity rather than by accuracy or 

completeness.(37) By observing trends in time,

place and person, changes can be observed or

anticipated and appropriate action can be

taken. Sources of data may relate directly to

disease or to factors influencing disease.(38)

Surveillance of diabetes includes the tracking

and forecasting of diabetes and its 

complications through the collection of data

and its analysis and interpretation into reports

for those who need to know.(39)

Monitoring and surveillance provides 

information essential to planning, intervention,

research, priority setting, policy development,

issue management or risk management. RHAs

have computerized diabetes education program

utilization data. Manitoba Health is able to 

provide the following diabetes data to RHAs: 

• basic information on the incidence and

prevalence of diabetes and its complications;

• morbidity and mortality data; 

• the scope of the economic burden of 

diabetes; and 

• the impacts that new interventions may

offer. 

Both Manitoba Health and Health Canada are

exploring Web-based applications to assist in

data collection and interpretation.  

Support
Support Systems
Support can help people with diabetes and

their families to achieve an improved quality of

life. Examples of support activities include: 

• Information - diabetes education, friends,

Internet, media 

• Emotional - support from health providers,

peers or non-government organizations. 

Counselling or support groups can assist 

people with diabetes to cope with the 

diagnosis and make the necessary lifestyle

changes to achieve blood sugar and blood

pressure control.

• Practical - Translators may be required to

ensure that appropriate language and culture

are incorporated into the diabetes 

prevention, education, care and support 

messages.

Evidence
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Provision of support must recognize the 

person’s physical, mental, emotional and 

spiritual well-being. People living with the 

complications of diabetes may require additional

support as a result of amputations, dialysis,

impaired vision and/or blindness.(14) When

complications are diagnosed, some northern

and rural residents with diabetes may be

required to move out of their community 

indefinitely to receive treatment in an urban

centre. Financial, housing and transportation

services may be required. When they are able

to return home, they may require rehabilitation

and assistance to adjust to living with a 

complication (eg., modifying a home to 

accommodate a wheelchair ramp). 

Support can occur at many levels:  

• Individual – support for behaviour change

and adjusting to the diagnosis in order to 

self-manage diabetes on a daily basis  

• Family –  provide ongoing daily support for

people living with diabetes 

• Community – promote healthy lifestyles

and environmental supports to prevent or

manage diabetes and its complications 

• Health system – provide a broad range of

services to people with diabetes and their

families as close to home as possible, in an 

environment that encourages diabetes 

self-management; address inequities related

to access based on geography, age or culture

• Societal – develop effective strategies with

sectors beyond health to address the 

inter-related determinants of health – the

things that make and keep people healthy.

Advocacy can be an effective tool to achieve

and maintain the visibility of diabetes issues

to governments, non-government agencies 

and/or workplaces.
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The Regional Diabetes Program Framework

was prepared and produced by the Diabetes

and Chronic Diseases Unit of Manitoba Health,

in response to requests made at the Regional

Diabetes Program Consensus Workshop in June

2001. The development of the Regional

Diabetes Program reflects the same 

multidisciplinary intersectoral approach that

governed the development of Diabetes: A

Manitoba Strategy. 
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