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Global to Local’s Mobile Health Program recruited a sample of 49 participants from a list of 
diabetic patients provided by the community health center HealthPoint, hoping to replicate the 
success shown by earlier remote case management projects enabled by mobile technology.  
  
Through a partnership with AT&T, the Mobile Health Program provided each participant with a 
mobile phone equipped with a tested diabetes management application. Participants, then, sent a 
weekly report consisting of five or more blood sugar readings to a Global to Local case manager 
who tracked their progress and in turn provided a remote support system for disease 
management.  
 
There is substantial evidence that application-equipped smart phones can be instrumental in 
helping patients struggling with diabetes. Many of the Global to Local participants were using 
smart phones for the first time in their lives.  
 
The majority of the participants were low-income, uninsured, and ethnic/racial minorities. Several 
studies have shown these subpopulations are receptive to various case management 
approaches, including those involving remote technology.  
 
The structure of the Mobile Health Program consists of a combination of weekly entries, 
educational cooking classes, and supportive case management. The program’s pilot year recently 
ended. It had a remarkably low dropout rate with 36 of the 39 participants completing the program 
and having their annual HbA1c tested.  
 
36% of the participants showed an HbA1c decrease of 1.26% from their baseline. These results 
are significant because it translates into a reduction in the risk of eye, kidney and nerve disease 
by approximately 40% and diabetes related death by 21%.  
 
Global to Local generously agreed to share their data with the NICHC so that we could provide a 
comprehensive understanding of the financial implications of developing and implementing this 
program, including potential cost savings that can be achieved by decreasing participants’ need 
for utilization of emergency and acute care services in the long term. 
 
In order to produce this report we requested a specific data set from Global to Local, which was 
provided as an ExcelR workbook. We organized and cleaned up the data from any blank fields, 
converted the individual spreadsheets into comma-separated value files and uploaded the atomic 
data into a TableauR database, from which we proceeded to analyze Global to Local’s results. 
 
 
 
 
 
 
 
 
 
 
 
 

 



OUR FINDINGS 

The aggregate return on investment (ROI) of the pilot project was negative: -6.1%. 

However, there was a widely varied response from the participants, where the vast majority of 
them actually showed a significant decrease on their total care costs after the intervention, as 
reflected on this graphic 

 

As it can be seen here, out of the 36 participants there are 4 exhibiting negative returns on 
investment of $1,000 or larger: These are the participants identified by the G2L Id numbers 21, 
22, 33, and 56. We believe these participants to be outliers for a number of possible reasons that 
we’ll discuss below. At Global to Local’s request, we created two separate datasheets. The first 
excludes the outliers, to reflect what the ROI would have been if these 4 cases weren’t included. 
The second looks only at cases with positive return on investment, in order to estimate the 
average savings per patient. 

 

 

 

 

 



The results are shown below. The first alternative scenario has a positive ROI of 5.2% 

 

 
 
For the second alternative scenario we excluded G2L ID numbers 8, 9, 10, 12, 29, 38, and 50, 
leaving a total of 33 participants. This scenario rendered a positive 10% ROI, with an average 
savings per case of $556.46 per patient. 

 
 



We noticed some variations in responsiveness to the intervention across different demographics 
that we considered worth noting:  
 

 
 
As it can be seen in this graphic, African American, White and Pacific Islander patients seem to 
have increased costs of care after the intervention. Hispanic and Ethiopian patients are neutral, 
while Indian and Iraqi patients show a significant reduction in their total care costs. It is important 
to note that all of the outliers are either African American or White. 
 
There doesn’t seem to be a very strong direct correlation between the changes in values of 
hemoglobin A1C and ROI as seen below: 
 



 
 
These findings lead us to believe that a more nuanced evaluation including clinical and non-
clinical factors other than HbA1C, that can better predict utilization and cost, are needed to 
complement this already promising program. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



DISCUSSION 

Global to Local’s Mobile Health Program is a viable alternative for providing chronic disease 
management to patients with Type II diabetes, through the use of mobile technology.  

We are not aware of the screening process that was used to select participants in the program, or 
whether or not a risk management tool such as a LACE score was used during the selection 
process2.  

We know from a recent report1 that interventions based on care coordination may take up to 3 
years to show any significant savings.  

Another risk assessment model, which can be of value and is disease specific is based on 
Carondelet’s Diabetes Score CardR.  
 
Developed in Pima Co, Arizona, the Diabetes Scorecard stratifies diabetic patients using a scale 
from A – C, where A and B stages have 2 subdivisions (A1, A2, B1, B2). It relies on the following 
clinical elements: 
 
• HbA1c 
• Blood Pressure 
• LDL 
• GFR 
• Neuropathy score 
• Retinopathy score 
 
Patients are allocated to a category at the beginning of the program and monitored for behavioral 
and metabolic outcomes, as well as for personal management goals. Carondelet Medical Group 
has found out that the scorecard is a good long-term predictor of care costs and readmissions. 
 
Some of the patients in the analyzed data set may benefit from a more involved intervention, 
including home visits, as not all patients are equally responsive to remote monitoring. 
 
We believe in this case Iraqi and Indian patients’ dietary habits may tend to already include 
significantly more low-glycemic products than that of low-income White or African Americans.  
 
The uneven responses across these different racial/ethnic groups suggests that a more directed 
utilization of community health workers as cultural brokers can potentially help further engage and 
activate the less responsive patients4. 
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