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A B S T R A C T 
 

 

Introduction:  The incidence of newly diagnosed diabetes as well as the prevalence of diabetes increased dramatically beginning in 

the early 1990s. The Appalachian region of the USA extends across 13 eastern states and has been designated as part of the 'diabetes 

belt' because of the higher prevalence rates for type 2 diabetes rates compared to other regions of the nation. The cultural nature of 

the region and social networks, including family and community, often exert greater influence on health behaviors than do health 

professionals. This study assesses a community- and family-based approach to diabetes prevention and management. 

Methods:  Eleven Appalachian counties across three states were invited to participate in Diabetes: A Family Matter, a family health 

model intervention utilizing the development of local coalitions that focused on family health and lifestyles. Culturally relevant 

materials, both print and online, along with regional trainings and coalition capacity development were used to empower local 

groups to increase awareness and knowledge about diabetes and promote healthy lifestyle behaviors. 

Results:  Analysis of pre- and post-tests of knowledge show significant improvement in knowledge of diabetes and an increase in 

self-efficacy in terms of educating others about healthy lifestyles and diabetes prevention. Print and online materials were well 

received and generally viewed as culturally relevant and useful in efforts to increase awareness and promote healthy lifestyles. 

Further, at the end of 2 years, 8 out of the 11 coalitions had participated in training, volunteer recruitment and training and 

community engagement focused on diabetes awareness and the importance of lifestyle changes. 

Conclusions:  Utilizing modest initial resources, the project was successful in engaging 11 rural counties in the development of 

diabetes prevention coalitions. Results show increased knowledge and self-efficacy on the part of participants as well as increased 

activity in community engagement. 
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Introduction 
 

The Centers for Disease Control and Prevention (CDC) 

Diabetes report card 20121 notes that both the incidence of 

newly diagnosed diabetes as well as the prevalence of diabetes 

increased dramatically beginning in the early 1990s. Numbers 

of new cases almost tripled between 1990 and 2010. One 

projection indicates that at least one out of every three adults 

could have diabetes by 2050 if current trends prevail1. 

 

Diabetes results in other major medical conditions, due to 

complications, resulting in increased healthcare costs1. In 

March 2013, the American Diabetes Association (ADA) 

reported that diabetes costs increased from US$174 billion in 

2007 to US$245 billion by 2012, a 41% increase. This 

accounts for US$176 billion in direct medical costs and 

US$69 billion in lost productivity. People with diabetes 

experience more than twice the average medical expenses 

and have higher rates of work loss than individuals with other 

chronic diseases1-3. The ADA reports that those with diabetes 

spend about US$13,700 annually on healthcare costs, with 

about US$7,900 of that amount attributed to diabetes. 

Persons with diabetes are more likely to experience stroke, 

heart disease, and other serious complications including 

vision loss, kidney failure, limb amputation and high blood 

pressure1,2. 

 

A pathway for a public health approach to diabetes prevention 

and diabetes management has been adopted by the CDC’s 

National Diabetes Prevention Program. The Diabetes 

Prevention Program demonstrated success using a cognitive 

behavioral approach in a variety of settings and formats to 

prevent diabetes for those at risk4. Program findings indicate 

that modest behavior changes, such as improving food 

choices, increasing physical activity to 150 minutes per week, 

and losing 5–7% of body weight reduces risks of developing 

type 2 diabetes by 58% in individuals with pre-diabetes5. 

Additionally, self-management strategies such as daily glucose 

monitoring, controlling high blood pressure and cholesterol 

levels, lifestyle changes in terms of nutrition and physical 

activity, daily foot exams, and medical management including 

annual physical, eye and feet exams by a healthcare 

professional, regular A1c (blood glucose) tests and 

recommended immunizations can reduce diabetes risks and 

complications6. Finally, there is broad recognition that the 

obesity increase across the population is linked to increased 

diabetes7,8. 

 

The various factors linked with diabetes suggest a three-pronged 

strategy to address diabetes at the community level. Primary 

prevention aims to reduce obesity rates through increased 

awareness of the risks of diabetes, education about the importance 

of healthy nutrition and daily physical activity, and opportunities to 

engage in healthy lifestyle choices. Secondary prevention targets 

individuals who have been diagnosed or determined to be at-risk 

along with their family members, promoting regular screening and 

targeting those diagnosed and at-risk with effective programs to 

help make healthy food choices, increase physical activity, and 

make modest weight reductions. Tertiary prevention targets 

individuals diagnosed with type 2 diabetes and helps them 

effectively manage the disease through self- and medical 

management. 

 

Long-recognized health disparities among populations related 

to diabetes exist. African-Americans, Native Americans, 

Asian Pacific Islanders and Hispanic populations are known to 

be adversely affected by diabetes compared with other 

population groups6. Diabetes has been found to be 

particularly serious for those residing in the geographic region 

of Appalachia. Using data from the National Health and 

Nutrition Examination Survey (NHANES) and the Behavioral 

Risk Factor Survey, the states with Appalachian counties have 

been identified as areas with the highest diabetes 

prevalence9,10. Furthermore, people living in distressed or at-

risk Appalachian counties tend to be diagnosed with diabetes 

2–3 years earlier than peers in non-Appalachian counties11. 

 

Background  
 

The Appalachian region is a large geographic region that 

extends along the Appalachian Mountain range from southern 
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New York to counties in Alabama, Georgia, and Mississippi. 

Counties from 12 states and all of West Virginia, 420 

counties in total, cover an area of 330 000 km212. This 

mountainous region differs somewhat from the surrounding 

areas, especially in the northern and central region, as its 

population is primarily Caucasian. Many inhabitants have not 

only multiple generations of ancestors from the region, but 

also extended families living nearby, often within a short 

distance and in the county where they were born and 

raised12,13. Although much of the region is rural, Appalachian 

people are not isolated, but choose to live where life is less 

harried by progressive change. Past traditions still influence 

the present. Many residents choose these long-valued places 

near extended family members and friends despite obstacles 

of high unemployment, extended poverty, lowered 

educational opportunities, and other disparities. Shared local 

history and linkages to family and friends hold great sway 

over residents’ daily lives13,14. 

 

This rural area is a 'diabetes belt,' an area with high rates of 

type 2 diabetes similar to those of the nation’s minority 

groups15. Those living in rural Appalachia have limited access 

to hospitals, physicians, specialists such as endocrinologists, 

certified diabetes educators, and dietitians16. Lack of health 

insurance, long distances to healthcare services, and 

competing financial needs that outweigh spending money for 

medical expenses also delay seeking care16,17. Social networks 

often have greater influence over daily life than health 

professionals14. Many regional residents view type 2 diabetes 

as commonplace, expected, and not as bad as conditions like 

cancer or heart disease. Lack of education and support for 

disease management, inadequate knowledge about high risks 

for complications linked to poor self-management, and poor 

understandings about healthy lifestyles and prevention often 

mean the condition is ignored, under-treated, and poorly 

managed16,18. 

 

Methods 
 

Beginning in 2009, with support from the CDC’s National 

Diabetes Education Program, a community-based effort using 

a family-focused approach was initiated. Diabetes: A Family 

Matter is an intervention that focuses on citizen action, 

culturally sensitive education, support and the mobilization of 

family, friends, neighborhoods, and community resources to 

increase diabetes awareness9. The Family Health Model19 

guided the creation of an intervention aimed at local coalition 

development. Using a train-the-trainer model, local health 

providers and community volunteers were prepared. A 

culturally relevant toolkit employed an 'edutainment' 

approach to diabetes education20. The toolkit materials 

included ideas about family care and fun, entertainment, rural 

perspectives, personal stories, and low health literacy. 

 

The toolkit employs images and stories that depict families 

living in the rural Appalachian region. It includes an online 

and print version of the Family Matters diabetes educators manual 

for coalition leaders and health professionals, a SUGAR helpers 

manual for community volunteer training, brochures and 

handouts, posters, and photo novellas. The website 

www.diabetesfamily.net included functionality to encourage 

social networking. 

 

In a 2-year pilot, 11 Appalachian counties, in Ohio, West 

Virginia, and Kentucky, with diabetes rates among the 

highest in the nation, were selected to participate. Each 

county was invited to develop a local coalition of health 

professionals and designate a local coordinator. Eight Ohio 

counties were recruited in the first year and seven additional 

counties from Ohio, West Virginia and Kentucky were 

recruited in the second year. Using a train-the-trainer model, 

the investigators conducted 2 days of trainings each year with 

representative team members from the county coalitions. 

The trainings covered diabetes topics, prevention, ways to 

use the materials in the toolkit, and how to recruit and train a 

group of local volunteers. Those trained were asked to 

recruit and train a group of community volunteers, 

incorporate them into the coalitions’ work, and develop plans 

for community engagement. At the end of each year, 

representatives of the coalitions attended a networking event 

where they shared their successes, challenges, and plans for 

the coming year. 
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Data collection 
 

This study was a non-randomized prospective mixed-methods 

study that used a one-group design to test the effectiveness of 

the model to: 

• engage and train local health professionals 

• utilize culturally appropriate tools 

• put to use a train-the-trainer model with health 

professionals enabling them to recruit and train 

community volunteers 

• establish local coalitions whose focus is on increasing 

awareness and promoting healthy lifestyle changes. 

 

At the initial training, coalition participants completed a 

knowledge test to examine understandings of the diabetes 

disease process, family roles in healthy eating, active living, 

diabetes management, and prevention. Additionally, efficacy 

questions about abilities to engage others in diabetes 

prevention and awareness were included. The same 

knowledge test with efficacy questions was also administered 

to volunteers at the beginning of the volunteer training that 

each coalition conducted. The knowledge test was re-

administered later to all coalition participants, volunteers and 

health professionals. 

 

Two measures and qualitative findings from focus groups and 

open-ended survey response questions examined the 

usefulness of the print material and online tools. The unique 

number of website visits and total numbers of visits were 

monitored throughout the project and beyond. Additionally, 

coalition members, health professionals, and trained 

volunteers were asked to rate the tools in terms of how often 

components were used and how useful, accurate, interesting, 

and comprehensible components appeared to be. The tools 

were rated initially at the end of training sessions when they 

were introduced and then near the close of the project after 

participants used them. Finally, three focus groups were held 

at the final event at the end of years one and two with county 

liaisons, health professionals, and with volunteers. Questions 

about the utility of the tools and approach were included. 

 

Evidence of the coalition development and training of local 

volunteers was gathered through coalition and project 

reports, focus groups held at the end of each year, and annual 

interviews with coalition coordinators. Evidence of 

community engagement was collected qualitatively through 

coalition reports, end-of-year presentations, coordinator 

interviews, artifacts from events, and focus group findings 

from the final event. 
 
Ethics approval 
 

This study was approved by Ohio University’s Office of 

Research Compliance, Approval #14EO30. 
 

Results 
 
Coalition members’ knowledge and self-efficacy  
 

In all, 43 individuals (16 health professionals and 

27 volunteers) completed pre- and post-knowledge tests. 

Thirty-nine of them also completed the efficacy assessment, 

which included questions about their ability to talk with 

others about diabetes, lifestyle changes and healthy nutrition. 

Using a paired samples t-test, the analysis showed the change 

in perceived efficacy was significant, and knowledge about 

diabetes and information about diabetes and families 

approached significance (Table 1). Based on the pre-test 

scores, the results show that these participants possessed a 

high degree of knowledge about diabetes and diabetes 

prevention prior to participation (Table 2). 
 
Website utilization and toolkit assessment 
 

Between the first and second year, the technician managing 

the website changed, and different website statistics were 

provided. In the first year, the average number of daily visits 

were calculated, while in the second year and after the 

project was completed, monthly statistics on the number of 

unique visitors was also provided. In all 3 years, the total 

number of website visits per month was recorded. In the first 

year, website use nearly doubled between the third and 

fourth month and then doubled again between the fourth and 

fifth month. This was when local coalitions were recruiting 
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and training volunteers. The total number of visits then 

vacillated until July and August when the end-of-year training 

events were held. Website use decreased somewhat in the 

first four months of the second year as new coalitions were 

brought on, but increases appeared again around month five 

and remained until the end of the project. Data from 2 years 

post-project demonstrated that website use remained fairly 

steady even after the project’s formal completion, as many of 

the county coalitions continue their activities and others gain 

access to the website (Fig1). 

  

Toolkit materials 

 

In the first year, 30 health professionals were asked to rate the 

materials in the toolkit, using a scale of 1–5 (5=‘strongly agree’) 

between the first and second initial training, after the materials had 

been reviewed with them. At the end of the project, 

31 participants, 20 health professionals and 11 trained community 

volunteers again rated the tools in the Family Matters Toolkit. 

Table 3 indicates that most tools were highly rated initially and the 

ratings decreased slightly after participants had the opportunity to 

use the tools. Most respondents agreed the tools were useful, easy 

to understand, presented in an interesting way, and possessed 

accurate information. 

 

In the final assessment, participants were asked how often they 

used each tool. As Table 4 indicates, the Diabetes educators manual 

was most often used, followed by the SUGAR helpers manual. 

‘Sugar’ is the term often used to refer to diabetes in the 

Appalachian region. Thus, SUGAR (Support to Unite Generations 

in the Appalachian Region) Helper became the acronym used to 

refer to participating volunteers. Most materials were put to use in 

their print form. The website was most often used for education 

and resources. The website was not substantially employed as a 

social networking tool or when working directly with families. 

 

The responses from the focus groups at the closing event echo 

the quantitative findings. Participants generally had positive 

comments about the tools. Brochures, posters, and the 

pyramid plate were most frequently noted. Comments 

included, 'these [tools] are very relevant to the area we serve' 

and 'information on diabetes is presented in a way that people 

can relate to and it doesn’t seem so clinical.' Others 

commented on how the brochures were used: 'The family 

brochures are also great with their story telling approach. I 

also use these with SUGAR Helpers training and encourage 

them to use them to start diabetes discussions. We used the 

brochures at our Hike for Health last year to educate 

participants.' Participants reported that the brochures, 

novellas and posters were frequently used during awareness-

raising events they attended throughout the year such as 

health fairs and other events the teams organized. 

 

Opinions of the manuals were roughly divided between 

coordinators and community volunteers. Some coordinators 

reported using the manuals less often, reasoning that people 

were resistant to so much reading material, while others 

integrated the manuals into their volunteer training. 'I have 

used it [SUGAR helper manual] for training sessions and for 

talks that I give. It gets to the point and is easy to understand 

by lay individuals.' Several volunteers reported an 

appreciation for the manuals, citing the consistency and 

common knowledge base it provided for all team members. 

It was suggested that materials with fewer words and more 

visual qualities, such as online videos, would be better for the 

focus audience of community members. Participants reported 

that the brochures, photo novellas, and posters were 

frequently used during awareness-raising events they 

attended throughout the year – health fairs and other events 

the teams organized. 

 

Coalition development and volunteer training 
 

Records reflect that in the first year, 38 healthcare professionals 

participated in the initial training and 29 returned for the second 

training session 1 month later. In the second year, 30 participants, 

including both volunteers and health professionals, attended a 2-

day training session. Coalition reports indicated that all but one of 

the coalitions successfully recruited volunteers. Four of the 

coalitions participated across both years, continuing to recruit 

volunteers. Table 5 indicates the number of participants who 

completed at least one assessment tool, usually the pre-assessment 

administered at the beginning of volunteer training. 
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Table 1:  Difference scores from pre- and post-test of knowledge and self-efficacy among coalition members 

 
 Paired differences† t Degrees of 

freedom 
Significance 
(one-tailed)  Mean Standard 

deviation 
Standard error 

mean 
Knowledge of 
diabetes 

0.233 0.922 0.141 –1.655 42 0.052 

Diabetes and 
families 

0.279 1.141 0.174 –1.604 42 0.058 

Diabetes 
prevention 

0.209 1.206 0.184 –1.138 42 0.131 

Self-efficacy 0.388 0.715 0.115 –3.387 38 0.001 
† Post-test score – pre-test score 

 

Table 2:  Pre- and post-test means by topic 

 
Topic Pre- or 

post-test 
Mean N Standard 

deviation 
Standard 

error 
mean 

Knowledge of diabetes 
(maximum score=10) 

Pre 8.05 43 1.413 0.216 
Post 8.28 43 1.403 0.214 

Diabetes and families 
(maximum score=10) 

Pre 5.88 43 1.005 0.153 
Post 6.16 43 1.045 0.159 

Diabetes prevention  
(maximum score=10) 

Pre 9.6 43 1.05 0.160 
Post 9.81 43 0.958 0.146 

Self-efficacy  
(maximum score=10) 

Pre 3.93 39 1.108 0.177 
Post 4.32 39 0.853 0.137 

 

 

0

500

1000

1500

2000

2500

3000

3500

N
u

m
b

e
r 

o
f 

W
e

b
s
it

e
 V

is
it

s 

Year One, 2009-2010

Year Two, 2010-2011

Post Project, 2011-2012

Post Project 2013

 
Figure 1:  Monthly website usage rates by year. 
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Table 3:  Family Matters Toolkit ratings 

 
Tool Overall usefulness 

(initial/after use)¶ 
Easy to 

understand 
(initial/after 

use)¶ 

Presented in an 
interesting way 

(initial/after use)¶ 

Information was 
accurate 

(initial/after 
use)¶ 

Diabetes educators manual 4.2/3.7 4.5/4.0 4.4/3.9 4.6/4.3 
SUGAR helpers manual 4.3/4.1 4.4/4.3 4.3/4.1 4.4/4.3 
Posters 4.4/3.9 4.4/4.2 4.5/4.1 4.6/4.2 
Novellas 4.3/3.8 4.4/4.1 4.5/3.9 4.5/3.8 
Brochures and handouts 4.4/4.3 4.4/4.5 4.4/4.4 4.4/4.5 
Website†: education and resource 
materials 

4.3/4.0 4.5/3.9 4.5/4.0 4.7/4.3 

Website†: social networking –/3.6 –/3.9 –/3.9 –/3.9 
Website†: working with families –/3.9 –/4.1 –/4.1 –/4.1 
† diabetesfamily.net. ¶1=strongly disagree/not useful, 5=strongly agree/very useful 

 
 
 

Table 4: Family Matters Toolk Table 4: Family Matters Toolkit: use of materials by type it: use of materials by type 
 

I use the: 5 –extensively 4 –frequently 3 –sometimes 2 – rarely 1 – not at all Average 
Diabetes educators manual 1 8 15 5 2 3.03 
SUGAR helpers manual 2 9 7 4 9 2.71 
Posters 3 3 7 5 13 2.29 
Novellas 1 2 10 5 13 2.13 
Brochures and handouts 3 11 6 0 11 2.84 
Website†: education and resource materials 3 8 5 3 12 2.58 
Website†: social networking 0 3 7 7 14 1.97 
Website†: working with families 3 3 4 4 17 2.10 

† diabetesfamily.net 

 
 
 

Focus groups and interview findings all support the challenges 

of recruiting volunteers. Some coordinators noted that while 

they felt well prepared to discuss diabetes and conduct 

training, they did not feel confident in their ability to recruit 

volunteers. Several strategies were identified including word 

of mouth, personal invitation and partnering with other 

efforts. For example, partnering with an established program 

through the university extension services to teach people how 

to prepare healthy food was useful. Identifying individuals 

with diabetes or family members experiencing diabetes was 

often identified by coordinators as a strategy to obtain 

passionate and interested volunteers. 

 

Coalition reports indicated that 14 of the 15 participating 

coalitions held volunteer trainings. Most coalitions conducted four 

or five training sessions, although one coalition conducted only 

one session and two coalitions conducted seven or eight sessions. 

Reports reflect that training sessions typically focused on the 

problem of diabetes in the region, health risk factors, healthy 

eating, and active living. The goal of the training sessions was to 

encourage volunteers to talk informally with friends, family, 

neighbors and church members about diabetes as well as the value 

of healthy eating and active living. Increasing the visibility of the 

problem was a major aim of the toolkit project. Coalition 

members who were health professionals expressed concerns about 

volunteers providing medical guidance: 'We made it clear to them 

in the beginning, we didn’t expect them to be experts, we just 

wanted them to talk about making healthy life choices.' 

 

Local coordinators noted the lifestyle changes that occurred 

among coalition members, especially community volunteers. 

'We had a volunteer who used the education from her 
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training to help her husband, who has diabetes, lose 63 

pounds, and get better control of his blood sugar.' There 

were numerous reports of volunteers forming walking 

groups. Several volunteers discussed the value of the 

information they received on healthy nutrition. Thirty-one of 

the volunteers in the second year completed a questionnaire 

about changing their own behavior and influencing others to 

make changes. Most were more willing to make a change in 

personal behavior, with 97% indicating they had increased 

their physical activity and 94% reporting eating a healthier 

diet. Eighty percent said they had made suggestions to family 

members about increasing physical activity and/or health 

nutrition. 

 

Community engagement 
 

Year-end reports from the eight coalitions engaged in year 

one indicated that five of the coalitions were successful in 

their efforts to recruit, train, and engage volunteers, and 

implement a team strategy in their communities (Table 6). 

Two of the coalitions struggled with recruitment and training 

and one coalition participated minimally after the initial 

training. Four of these teams elected to continue in year two 

and seven new coalitions were added. Ten of the eleven 

coalitions in year two reported some degree of success with 

recruitment, training and community engagement. 

 

Many coordinators noted that the recruitment and training of 

volunteers served as an important initial task for engaging 

coalition members. During interviews with county 

coordinators, the majority stated they worked to make 

training sessions as interactive as possible. In some counties, 

volunteers studied a subject in the manual and presented the 

information to the rest of the group. Such a hands-on 

approach was used whenever possible to create in students a 

sense of responsibility and control over their learning. Health 

professional presentations were a common part of most 

county trainings. Physicians, dietitians, podiatrists, and 

pharmacists frequently attended and shared information 

relevant to diabetes and prevention. Most of the coalitions 

had a number of health professionals who had participated in 

the initial training. Local coordinators engaged these 

professionals in the recruitment and design of the volunteer 

training. 

 

Besides recruiting and training volunteers, the coalitions 

participated in a number of community awareness activities. 

The initiative did not prescribe the kinds of activities the 

coalitions should engage in and some were challenged by the 

breadth of opportunities. During the initiative, most of the 

coalitions participated actively in local health fairs and county 

fairs. They gave presentations at churches, schools, and places 

of work. Materials from the toolkit, especially brochures, 

handouts and novellas, were distributed to local health 

departments, social service agencies, recreational facilities 

and other public venues. Sponsoring one-time or ongoing 

walk/run events was another popular activity. Many offered 

nutrition and cooking classes/demonstrations, sometimes 

successfully partnering with ongoing diabetes management 

efforts by the local extension service. 

 

Coalition leaders noted that open discussion of diabetes is not 

common in the Appalachian culture. This unwillingness to discuss 

the disease posed a challenge for the coalitions. To begin 

conversations, several teams turned to newspapers or organization 

newsletters. Teams submitted series of articles highlighting 

individuals in their community who have diabetes, which not only 

provided education about diabetes, but also raised awareness of a 

common issue in their community. 

 

A number of coalitions developed some unique efforts. One 

coalition worked with local restaurants to offer healthier 

menu options. Another conducted grocery store tours, 

highlighting the nutritional information found on packaging 

and promoting health eating. A partnership with a large 

employer was a strategy undertaken by one coalition. 

Identifying a way to provide inexpensive or free diabetic 

medical supplies to people already dealing with type 2 

diabetes was a focus of one coalition. Many of the successful 

coalitions noted that they partnered with other community 

groups or organizations with a vested interest in preventing 

diabetes. Partnerships with local health departments, 

universities, local businesses, schools, YMCAs, pharmacies, 

and healthcare organizations were established. 
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Table 5:  Number and type of coalition participant by county and year 
 

County Year No. health 
professionals 

No. volunteers 

County I, OH Year 1 3 12 
County J, OH Year 1 4 15 
County H, OH Year 1 5 7 
County K, OH Year 1 7 24 
County A, OH Years 1 and 2 6 16 
County D, OH Years 1 and 2 3 23 
County E, OH Years 1 and 2 7 16 
County F, OH Years 1 and 2 4 18 
County B, OH Year 2 3 3 
County C, OH Year 2 5 9 
County A, KY Year 2 4 6 
County B, KY Year 2 7 10 
Counties A & B, WV Year 2 8 0 
County C, KY Year 2 2 2 
County G, OH Year 2 6 8 
KY, Kentucky. OH, Ohio. WV, West Virginia 

 
 

During the concluding focus groups, participants were asked 

where they believe the greatest community affect was made. 

One county saw the biggest change in children’s activities 

dealing with healthy living and diabetes. Other coalitions 

mentioned the growing change seen as partnerships were 

made with private-sector companies and industries.  

Mentioned most often was the overall change in openness in 

discussing diabetes and healthy lifestyles. Participants 

attributed this change to increased awareness in their 

communities, educating the public about the disease, 

prevention strategies, and the existing network of support. 

 

Several coalitions discussed plans for continued efforts after 

the project concluded. Some had designed products or events 

for fundraising for sustaining their work. One coalition 

created and sold a calendar that highlighted local people 

affected by diabetes and included information about healthy 

eating, while another published and sold a recipe book. One 

Kentucky coalition organized an event around basketball 

called Dribbling for Diabetes. Another coalition partnered 

with local restaurants and held Dining out with Diabetes 

fundraising events. 

 

 

Discussion 
 

The Diabetes: A Family Matter initiative was successful in the 

development of local coalitions with a variety of health 

professionals and lay volunteers in 14 counties. The coalitions 

participated in and then conducted training about diabetes and 

diabetes prevention using the materials from the Family Matters 

Toolkit. A number of the coalitions sponsored or participated in 

various community events and activities promoting diabetes 

prevention messages. Many customized materials from the toolkit 

to provide unique local products. These developing coalitions 

directly influenced the volunteers and coalition members in terms 

of providing increased education and awareness about diabetes and 

diabetes prevention. 
 

The initial training focused on the crisis of diabetes and the 

information about diabetes management and prevention. Results 

showed increases in knowledge and self-efficacy. Feedback from 

coalition coordinators and key coalition members identified the 

importance of training and support for the recruitment, 

engagement, and retention of volunteers. Additionally, 

opportunities for coalitions to come together, share results of their 

activities, and exchange ideas with other teams was valuable. This 

provided insights and inspiration as well as opportunities for 

support and recognition. 
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Table 6:  Accomplishments, challenges, and lessons learned by coalitions 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
KY, Kentucky. OH, Ohio 

 

 

Providing resources and tools that were user-friendly, 

accurate and appropriate to the culture of the communities 

was an important step. Results suggest that the coalitions 

used the materials provided and customized them for local 

use based on the information provided. Arming local 

coalition members with relevant and accurate materials and 

information, and encouraging them to engage family, 

neighbors, church members, and communities, is a model 

worth exploring, especially in rural areas. Informal social 

networks have a powerful impact on lifestyle choices, 

including healthy nutrition and active living of these rural 

Appalachian residents. 

County Accomplishments Challenges Lessons learned 
County A, 
OH 

Partnership with medical school diabetes center 
People are learning to manage diabetes, eat 
well & increase knowledge 
Working with local hospital and restaurants 

Keeping focused & moving 
forward 
Project sustainability plans 
Member recruitment and retention  

Assign homework to volunteers to share 
brochure & share about that experience 
Allow piers to talk with about struggles 
with diabetes 

County B, 
OH 

Started worksite program to increase 
employees’ diabetes knowledge 
Nutritional grocery shopping tour 
Created nutritional standards 

Spreading word about coalition 
work 
Encouraging worksite employees 
to talk openly about diabetes 

Field trips worked well. Plan trips to 
areas of the community to create 
connections  

County C, 
OH 

Fliers all around community increased 
awareness 
Successful Dining with Diabetes event 
Started a diabetes support group 

Discouraged at times, wanted 
more direction 
Member/volunteer recruitment & 
retention 

Allow team members to have plenty of 
peer interaction 
Large undertaking can be successful with 
teamwork 

County A, 
KY 

Community involvement & support from 
leadership 
Held awareness event 
Educate children at church events 

Time commitment 
Getting people to attend events 

Host diabetes events alongside existing 
events 

County D, 
OH 

Hike for your Health event 
A Taste of Healthy Eating event 
Cookbook fundraiser  
Relay for Life event  

Member recruitment and retention  Delegating activities gives responsibility 
to more members and made team more 
productive  

County B, 
KY 

Newspaper article series  
Made monthly meetings engaging and fun 
High involvement (20–25 at each meeting) 
Calendar fundraiser  

Slow recruitment  
Very little opportunity to exercise, 
walk, etc. in the county 
Providing friendly food and snacks 

Need to use the internet to educate 
children  

County E, 
OH 

Grocery store tour 
Support group which has met on a regular basis 

Scheduling with volunteers, busy 
schedules 
Support group attendance was low 
for a period of time 

Do not assume that everyone knows the 
information that you are learning  
Start working with similar organizations 
to create network 

County F, 
OH 

Held first ever diabetes run/walk 
Touch-A-Truck fundraiser 
Partnership with local YMCA, college campus 
& local hospital 

Community communication 
strategy 
Getting consistent commitment 
from volunteers 
 

Find roles for each SUGAR helper to 
help ensure commitment 

County C, 
KY 

Created county-wide Diabetes Awareness Day  
Outreach and attendance to community events 
Started conversation around diabetes 

Member recruitment and retention 
Finding the right people to 
participate in the group 

Get started early 
Get member & volunteer commitment  

County G, 
OH 

Participated in community events, Hike for 
Hospice 
Series of diabetes related articles in local group’s 
newsletter 
Held events encouraging children to eat well 

Member recruitment and retention 
High time commitment 
Finding the right fit for volunteers 

More effective to recruit members & 
volunteers face-to-face 
Know what your county will support in 
order to get best result 
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Using modest initial resources, providing training, support, and 

good materials and tools, is an economical approach to a 

community- and family-level prevention strategy. Using the 

coalition structure within a local community provides significant 

opportunities for ongoing sustainability beyond the initiative. 
 

Conclusions 
 

Type 2 diabetes and its complications are great risks for those 

living in the Appalachian region. However, relevant 

resources through usual treatments and traditional medical 

establishments seem inadequate to address growing 

problems. Innovative community programs and creative 

solutions that can reach people where they live, learn, work, 

play, and pray are still needed to combat the growing 

problem. Training local volunteers using culturally sensitive 

materials and working through social networks appear to be 

ways to educate residents of Appalachian communities about 

the risks and help support lifestyle changes. Culturally 

sensitive programs, such as Diabetes: A Family Matter, seem 

to be useful ways to address the problem. 
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