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Welcome! 
We will begin in a few minutes

DIABETES IN SPECIAL & VULNERABLE POPULATION: 
Learning Collaborative

LC



Diabetes affects more than 34 million people in the United States. Multi-tiered efforts to prevent, 
treat and manage diabetes are critical in reducing the burden of diabetes, particularly for special and 
vulnerable populations, which have unique characteristics that affect culturally and linguistically 
competent health care access and utilization. According to 2018 Uniform Data System (UDS), diabetes 
poses a unique challenge for the HRSA Health Center Program because 1 of 7 patients has diabetes 
and nearly 1 in 3 of those has uncontrolled diabetes.

To elevate the national conversation around diabetes, 14 National Training and Technical Assistance 
Partner (NTTAP) organizations formed the Special and Vulnerable Populations Diabetes Task Force to 
engage health centers, Primary Care Associations (PCAs), and Health Center Controlled Networks 
(HCCNs) to increase knowledge of effective strategies that address diabetes among people 
experiencing homelessness, residents of public housing, migratory and seasonal agricultural workers, 
school-aged children, older adults, Asian Americans, Native Hawaiians and Pacific Islanders, LGBTQIA+ 
people, and other health center patients.

The Learning Collaboratives are sponsored by HRSA and will take a deeper dive into issues related to 
the roles of enabling services staff, developing patient-center resources, improving diabetes care and 
health equity, and management during a disaster in diabetes care and management. 

For information about the Diabetes Task Force, visit chcdiabetes.org today.

ABOUT THE LEARNING COLLABORATIVE



For more information on our NTTAP Partners, visit chcdiabetes.org
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Compendium of Resources
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The Special and Vulnerable Populations 

Diabetes Task Force is excited to have a 

website — www.chcdiabetes.org!

For any questions, contact 

training@chcdiabetes.org

Diabetes Continuum of Care: Evolving Roles of the Enabling 
Services Staff in Diabetes Management

https://t.e2ma.net/click/xzbk2i/h3rytw/12w97ub
http://www.chcdiabetes.org
mailto:training@chcdiabetes.org


Housekeeping



CME/CNE Accreditation Available

● Please complete the post-webinar survey at the end to indicate 
whether you would like to receive CME/CNE units or a certificate 
of attendance. 

● Please indicate whether you’d prefer an electronic or hard copy of 
your certificate and provide your contact information

● For questions, please contact Martha at 
malvarado@migrantclinician.org. 
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Introductions

● Name
● Title/Role
● Organization
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Feb 16, 2022 @ 11-12pm PT/2-3pm ET

Learning Objectives:

1. Explore how enabling services staff can facilitate clinical referrals within/outside 
the health center

2. Discuss the importance of patient education for successful referrals
3. Learn one health center’s referral and care coordination workflows

Session 4
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Roles of the Enabling Services Staff in Diabetes Management 
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● Optometrist/opthamologist

● Dentist/dental hygienist

● Cardiologist

● Nephrologist/Dialysis

● Dermatologist

● Urologist

● Podiatrist/Wound healing
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Clinical Referral and Care Coordination 
for Patients with Diabetes



● Food support

● Healthy eating

● Smoking cessation

● Physical activity support

● Behavioral health

● Legal assistance/housing/IVP
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Referral and Care Coordination for Patients with Diabetes



● Literacy/Understanding

● In-house vs. External

● Cost

● Acceptability
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✅ = Successful Referral?



Care coordination is the deliberate organization of patient care activities 
between two or more participants (including the patient) involved in a patient's 
care to facilitate the appropriate delivery of health care services. 

Care coordination addresses potential gaps in meeting patients' interrelated 
medical, social, developmental, behavioral, educational, informal support 
system, and financial needs in order to achieve optimal health, 
wellness…according to patient preferences.
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Care Coordination



Dana Kilinski, BS, CHW
Community Health Worker 

Madison Smith, BS, CHW
Community Health Worker 

Jennifer Kerns, BS, RDH
Dental Outreach Coordinator
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Today’s Guest Speakers



Referrals and 
Care 

Coordination



Dedicated to providing 

quality healthcare through 

a wide range of health 

services to the people in 

our communities, always 

serving with dignity and 

compassion.



NORTHWEST MICHIGAN

HEALTH SERVICES INC

Last year, we served over 7,500 patients, providing close 
to 30,000 medical, dental and behavioral health visits.

-

'10%
Patients who 

are agricultural 
workers

I•i•i•
22%

Patients 
without health 

insurance

Ci
20%

Mental health,
substance use
disorder visits

We' re making health care more accessible for everyone!

5 Health Centers 2 School-based Clinics 2 Mobile Clinics



Traverse City

CHWsand
Dental Clinic

Staff

TITLEOF
PRESENTATION



Healthcare Provider � Patient Chart “jelly-bean” � CHW

Patient Referral for Help



Community Resource Guide (5 pages)



Letter of Request for Help
Patient Information +Treatment Plan

1. Referral to CHW

2. Patient Interview

3. Letter of Request
• Patient Contact Information

• Treatment Plan

• Highlight out of pocket funds needed

• “Story” about patient need

4. Letter of Intent-to-Pay received

5. Schedule appt for treatment

6. Other help as needed

7. Follow up



Body Copy

Diabetes  
and

Oral Health



Dental 
Workflow

for
Diabetes



Diabetes Posters



Diabetes Screening Tools



1. Are they taking their medications appropriately?
a. Oral glucose lowering meds include:

Alogliptin /(Nesina), Saxagliptin (Onglyza), Linagliptin (tradjenta), Sitagliptin (Januvia)

i. Metformin (Glucophage)
ii. Glipizide, Glimepiride, Glyburide
iii. Pioglitazone (Actos), Rosiglitazone (Avandia)
iv. Acarbose, Miglitol
v.Nateglinide, Repaglinide vi.
vii.

Ertugliflozin (Steglatro), Dapagliflozin (Farxiga), Canagliflozin (Invokana), Empagliflozin (Jardiance)
viii. Exenatide (ER -Bydureon), Exenatide (Byetta), Dulaglutide (Trulicity), Semaglutide (Ozempic), Liraglutide (Victoza)

b.
Rapid acting: Lispro, Glulisine, Lispro, Aspart

ix. Colesevelam
x. Bromocriptine
xi. Pramlintide

Insulin:
i.
ii.
iii.
iv.
v.
vi.

Short-acting: Human regular 
Intermediate-acting: Human NPH 
U-500
Basal: Glargine, Detemmir, Degludec
Premixed: NPH/Regular 70/30, Lispro 50/50, Lispro 75/25, Aspart 70/30

c.
d.

Any side effects?
If not taking, what is the reasoning? (i.e., access, financial, lack of knowledge, etc.)

2. If on 2+ oral medications or insulin, are they checking their blood sugar?
a.
b.

Fasting sugar should be <130, closer to 100 the better
Check for hypoglycemia (too low of sugar) - <70 – how frequent?

i. Schedule appt
Check for hyperglycemia (too high of sugar) - >400 – how frequent?c.

d.
e.

i. Schedule appt
If not, what is reason for not? (i.e., lack of access, financial aspects, need additional education, etc.) 
We do have glucometers in the office

3. When were they last seen?
a.
b.
c.

If A1c not at goal - ideally <7% - should be seen every 3 months 
If A1c at goal - should be seen every 6 months
If it has been longer than recommended time frame, please assist them in scheduling an appt.

4. Blood pressure – do they have a diagnosis of high blood pressure?
a. If have a diagnosis, are they checking their BP?

i. If so, target of less than 140/90 mmHg
ii. If higher than this, please assist pt in scheduling an appt.

5. Cholesterol – When is the last time they had their cholesterol checked?
a. LDL goal < 100

6. Diabetic retinal exam?
Should be yearly
If they have had, do we have a record release signed so we can get a copy of the results?

a.
b. 

Dental?  
a.
b.

7.
Do they have dental?
Should be at least yearly

8. Have they been or are they interested in diabetes education?

https://www.munsonhealthcare.org/services/diabet
es-education/diabetes-education

Classes Available at:
• Cadillac Hospital - Outpatient Services400 Hobart 

St.Cadillac, MI 49601

• Kalkaska Memorial Health Center - Outpatient

Services419 S. Coral St.Kalkaska, MI 49646
• Grayling Community Health Center1250 E. 

Michigan Ave.Grayling, MI 49738; 989-348-0550

• Munson Professional Building1221 Sixth 

St.Traverse City, MI 49684

• Paul Oliver Memorial Hospital - Outpatient 

Services224 Park Ave.Frankfort, MI 49635

• Roscommon Community Health Center234 Lake 

St.Roscommon, MI 48653; 989-275-1200

• Prudenville Community Health Center2585 W.

Houghton Lake Dr.Prudenville, MI 48651; 989-

366-2900

Medical Workflow for Diabetic Patients

https://www.munsonhealthcare.org/services/diabetes-education/diabetes-education
https://www.munsonhealthcare.org/services/diabetes-education/diabetes-education
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Madison Smith, BS, CHW
AmeriCorps Community Health Worker 
msmith@nmhsi.org
(231) 947-1112 Ext# 202
(231) 923-8012

Dana Kilinski, BS, CHW 
Community Health Worker 
dkilinski@nmhsi.org
(231) 947-0351 Ext# 208

Jennifer Kerns, BS, RDH 
Dental Outreach Coordinator 
jkerns@nmhsi.org
(231) 721-5337

QUESTIONS? CONTACT US!

mailto:msmith@nmhsi.org
mailto:canthony@nmhsi.org
mailto:jkerns@nmhsi.org
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● Introductions
● How are ES staff utilized your 

Health Center to support 
external & internal referral for 
patients with diabetes?  

● What would you like to change 
or implement to better support  
care team referrals-utilizing ES 
staff? 
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Session Evaluation

Before signing-off, please 
complete our quick session poll 
to help us evaluate how today’s 
session went for you.
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For information about the Special and Vulnerable Populations 
Diabetes Learning Collaborative, visit chcdiabetes.org today.

Feel free to contact our NTTAP collaborating partners 
and speakers from today’s webinar: 

Cindy Selmi - cynthia@outreach-partners.org
Albert Ayson, Jr. - aayson@aapcho.org
Hansel Ibarra - hibarra@mhpsalud.org

Irene Hilton - irene@nnoha.org

At the end of this webinar, please complete the 
evaluation form. Your feedback is greatly appreciated

THANK YOU!

mailto:cynthia@outreach-partners.org
mailto:aayson@aapcho.org
mailto:hibarra@mhpsalud.org
mailto:irene@nnoha.org

