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* Diabetes mellitus (DM) disproportionately affects underserved older
adults from rural communities due to social determinants of health
(SDOH) and their limited ability to participate in routine care 125710

*» Evidence-based clinical and community interventions are not widely
integrated into the primary care setting.

Purpose, Aims, Methods

Purpose: The Diabetes COACH TeAM project integrated telemedicine
and community health worker (CHW) interventions to improve access to
diabetes care and health outcomes among underserved older adults.

Specific aims/outcomes: Measure the impact of the intervention on:

1. Glycosylated hemoglobin A1C levels

2. Diabetes self-management behaviors using the Summary of Diabetes Self-
Care Activities (SDSCA) scale

3. Diabetes knowledge using the Diabetes Knowledge Questionnaire (DKQ)

4. Patient and healthcare provider (HCP) satisfaction levels

Design: Pre-post design, quality improvement project

Setting: Federally Qualified Health Center in southwest Ohio

Sample: Adults aged 265 years with DM type 1/2, recent A1C of 28%,
Clark County residents, and seen within the last 12 months in the clinic.

Interventions: Diabetes self-management education (DSME) through
biweekly CHW home visits and same-day telemedicine appointments
with HCPs (physicians/MD, nurse practitioners/NP, nurses, or clinical
pharmacists) for 12 weeks.
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Table 1. Patient Demographics

Variable (N =12)

Age In years, mean 68.3 (3.95)
(SD)
Gender, n (%)
Male 3 (25)
Female 9 (75))
Race, n (%)
Black 4 (33.3)
White 8 (66.7)
Insurance, n (%)
Medicaid 4 (33.3)
Medicare 4 (33.3)
Dual Medicare Plans 2 (16.7)
Commercial Plans 2 (16.7)

SD = standard deviation
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