
DIABETES QUALITY 
IMPROVEMENT INITIATIVE

Making a Difference in Diabetes Control



Mountain Comprehensive Health Corporation is a 
non-profit Federally Qualified Health Center,  

established in 1971 in Southeastern Kentucky. 
MCHC currently has 9 clinics in Letcher, Harlan, 
Owsley, Bell and Perry counties, and 15 School 

Based Clinics. MCHC serves 38,000 unduplicated 
patients, over 185,000 times annually. We 

currently have 393 employees.

.

Who 
is ?

• Family Medicine
• Adult Medicine
• Internal Medicine
• OB/GYN
• Pediatrics
• Dental
• Optometry

• Pulmonology
• Behavioral Health
• Podiatry
• Nutritional 

Services/Registered 
Dietitian

• Diabetes Education

MISSION STATEMENT:
MCHC will use it’s Resources to meet the 

Needs of its Service area population.



MCHC PATIENTS WITH DIABETES

• 2017- MCHC providers cared for over 4,700 patients with 
diabetes.

• 2018- The number of patients with diabetes increased to 
approximately 4,800.

• 2019- As of November 30th, 63% of patients with diabetes had 
an HgbA1C less than 9%. 



QUALITY 
IMPROVEMENT

• Plan, Do, Study, Act cycle (PDSA) began 
in July 2016.

• Charts were “Scrubbed” to identify 
patients who had gaps in 
care(Scrubbing is now replaced with 
Care Guidelines).

• Reports are generated for A1Cs greater 
than 8%, and also for no A1C reported.  
Patients are contacted to schedule 
follow-up visits with PCP and offered 
Diabetes Initiative Team services.



CLINICAL CARE 
GUIDELINES/
PROTOCOL

• Diabetes Standing Orders

• Care Guidelines

• Training programs for staff



DIABETES STANDING ORDERS
EFFECTIVE JANUARY 19, 2017 

• Lab Test Needed
– A1C every six months if controlled and 

every 3 months if above 8.0%

– Micro albumin Annually

• Dilated Diabetic Eye Exam Annually

• Referral to dietitian

• Referral to diabetes education

• Referral for iPro if A1C > 9% (Repeat 
every six months)

• Refer to Chronic Care Management

• Dental exam annually

• Annual physical exam or wellness 
exam

• Referral to Behavioral Health if 
positive depression screening

• Monthly office visit with pcp until 
A1C <8.0%

• Monthly visit schedule with dietitian 
and diabetes education until 
controlled

• Referral to indigent medicine if 
patient needs assistance with 
medication coverage



CARE GUIDELINES

• Templates within the EHR that 
are used to manage health 
maintenance and disease 
management protocols.

• Reminds providers and health 
center staff when care is due for 
their patients. 

• Patients with identified gaps in 
care are contacted via the patient 
outreach workers of the Quality 
Care Team.

• Patients are reminded if they 
need testing and/or procedures.

• Patients are assisted in scheduling 
appointments and addressing 
barriers such as transportation. 



TRAINING PROGRAMS FOR STAFF

• DEEP Facilitator Training

• Diabetes Educator Core Concepts 
Training

• Diabetes Foot Exam Training

• Medtronic IPRO Training

• Chronic Disease Self-Management 
Program Training

• Retina-Vue Training



EDUCATION, 
COUNSELING, AND 
OTHER SUPPORT

• Diabetes Education- Licensed Diabetes 
Educator, Apprentice Diabetes Educator

• Medical Nutrition Therapy and Counseling-
Registered Dietitian

• Diabetes Empowerment Education Program 
(DEEP)

• Support Group

• Walk and Talk Program

• Community Health Worker Program

• iPro- Continuous Glucose Monitor

• Chronic Care Management

• Simple Cooking with Heart Classes

• Behavioral Health  Counseling

• Diabetes Alert Day



DIABETES EDUCATION- LICENSED DIABETES 
EDUCATOR

• Licensed by the Kentucky Board 
of Licensed Diabetes Educators.

• Educated over 900 patients on 
diabetes between October 2016 
and December 2019.

• Facilitates DEEP and Support 
Group, attends Walk and Talks, 
and inserts and removes iPros.

• Provides education at 9 clinics



MEDICAL NUTRITION THERAPY AND 
COUNSELING- REGISTERED DIETITIAN

• Between June 2016-December 2019, approximately 2,200 
patients with diabetes received MNT. 

• Approximately 49% of  total encounters were patients with 
diabetes. 

• The RD is also an Apprentice Diabetes Educator.

• Provides MNT and nutrition education at 9 clinics.



Patients are provided with 
diabetes and nutrition 
education bags that include 
materials individualized to 
the patients needs and 
goals.



DIABETES EMPOWERMENT EDUCATION 
PROGRAM (DEEP)

• 4 employees trained to facilitate DEEP.
• 189 patients have attended DEEP since 

January 2016.
• DEEP is provided at 6 MCHC Clinics.
• Topics include:

• Understanding the Human Body
• Monitoring and Goals
• Meal Planning
• Complications
• Medication and Medical Care
• Living with Diabetes



DIABETES SUPPORT GROUP

• 23 cumulative patients 
participating.

• Support group meets once a month 
at the Whitesburg Medical Clinic.

• Different speakers are invited to 
attend and present different topics 
for discussion- dietitian, behavioral 
health counselor, podiatrist, 
personal trainer, pharmacist, 
Farmacy program coordinator, 
optometrist, indigent medicine 
counselor.



DIABETES WALK AND TALK

• Currently, 30 patients enrolled. 

• Free program offered to patients 
with diabetes.

• Held at the Letcher County 
Recreation Center.

• Morning and evening times are 
available to accommodate 
patients.

• Led by MCHC employees and 
various topics are discussed.



COMMUNITY HEALTH WORKER PROGRAM

• Marshall University managed, funded by the Merck 
Foundation.

• CHWs provide weekly patient visits to help with monitoring, 
appointments, and goal setting. CHWs are also available by 
phone. 

• Patients are provided with education materials, container 
gardens, glucometer and supplies, monthly food staples, 
weekly recipes and Farmer’s Market produce. 



COMMUNITY HEALTH WORKER PROGRAM

• Currently, 47 patients are participating.

• Between January and March 2019- 78% of enrolled patients 
decreased their A1C by 1.6%. 

• Between March and June 2019,  81% of enrolled patients 
decreased their A1C by 1.8%. 

• Between July 2019 and September 2019, 82% of enrolled 
patients decreased their A1C by 2.0%.



VIDEO

• Bridging the Gap

https://wdrv.it/797984581/grid/presentation/13977578/asset/79523773?


IPRO- CONTINUOUS GLUCOSE MONITOR

• Reveals glucose 
fluctuations that A1C tests 
and finger sticks can miss. 



2016

21% A1C 
changed 

<1% (+/-)

23% A1C 
Not 

Repeated*

42% A1C
Decreased at 

least 1%

14% A1c 
Increased 

at least 
1%

2017

41% A1C 
Decreased at 

least 1%

41%
A1C 

changed 
<1% (+/-)

10% A1C Not 
Repeated*

8% A1c 
Increased at 

least 1%

iPro - A1C changes at Whitesburg Clinic

161 IPROs 
Completed

222 IPROs
Completed

* At the time of reporting



2018

46% A1C 
changed 

<1% (+/-)

11% A1C 
Not 

Repeated*

34% A1C
Decreased at 

least 1%

9% A1c 
Increased 

at least 
1%

iPro - A1C changes at Whitesburg Clinic

300 IPROs 
Completed

* At the time of reporting

2019

289 IPROs 
completed to date



IPRO USAGE  2018-2019
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CHRONIC CARE MANAGEMENT (CCM)

• 269 patients currently enrolled.

• Patients have personal nurse access.

• Monthly outreach via quality nursing staff.

• Assistance with appointments, referrals, medication, and health 
questions or concerns.



SIMPLE COOKING WITH HEART
• Mobile Kitchen Series provided to patients and the community 

sponsored by the American Heart Association and facilitated by 
MCHC’s RD. 

• Classes are held at the C.A.N.E Kitchen (Community Kitchen).

• Promotes cooking at home and healthy eating. 

• 6 classes that include culinary skills, nutrition education, and healthy 
recipes.

• Topics include limiting sodium, increasing fruits and veggies, whole 
grains, and lean proteins. 

• 17 people have completed the series. 



BEHAVIORAL HEALTH
• Offers counseling to patients on healthy 

coping skills and risk reduction behaviors.

• 7 behavioral health counselors, 4 case 
managers, and a psychiatric nurse 
practitioner.

• Case managers are available to help patients 
with outside resources.

• 2 behavioral health counselors lead Chronic 
Disease Self-Management Program and are 
master trainers.

• Provides Chronic Disease Self-Management 
Workshops to patients with Chronic 
Diseases. 



DIABETES ALERT DAY! 

• MCHC recognizes the American 
Diabetes Association Diabetes Alert 
Day®. 

• It is a one-day “wake-up call” that 
focuses on the seriousness of diabetes 
and the importance of understanding 
your risk.

• MCHC provides information on the risk 
of developing type 2 diabetes, diabetes 
education, nutrition, eye health, dental 
health, and our Farmacy program.

• Employees participate in a diabetes 
awareness walk.



DIABETES INITIATIVE TIMELINE

August 2014 July 2015
December

2015 

January 
2016 

March 
2016 

June 2016 July 2016 
December 

2016 
January 

2017 
April 2017 

October 
2017 

February 
2018

June 2018 July 2018
January 

2019
March 
2019

April 2019

Quality 
department 

was 
established

Chasity 
Eversole, RN 

began in 
Quality as a 

diabetes 
care 

manager 

Chasity 
received 

DEEP Class 
Peer 

Educator 
certificate

Optometry 
department 
opened in 

Whitesburg 

iPro2 
implemented

CCM began

First DEEP 
class was 

conducted

Registered 
Dietitian, 

Erin 
Gibson, 

MS, RD, LD 
was hired

PDSAs began 

Diabetes 
Support 

Group was 
created

Diabetes 
Standing 

Orders were 
implemented

LDE and RD 
started 

providing 
counseling at 

satellite clinics

Behavioral 
health services 

offered

Chasity 
became 

licensed as a 
diabetes 
educator 

First CHW 
hired, 

Diabetes CHW 
program 

began

Two 
Registered 
Nurses and 

Dietitian 
received DEEP 

Class Peer 
Educator 
certificate

Diabetes Walk 
and Talk 
Program 

began

Dietitian 
became an 
apprentice 

diabetes 
educator

Podiatry 
services were 

added 

Care 
guidelines 

Implemented

The first 
AHA 

Cooking 
Class 
began

Second 
CHW 
hired



POPULATION 
SPECIFIC 
STRATEGIES

• Farmacy Program

• TeleHealth

• School Based Clinic



FARMACY PROGRAM
• MCHC’s FARMACY Program is a “Produce Prescription” 

program that provides access to healthy foods for 
patients with a number of diet-related health 
conditions, such as Diabetes, Hypertension and Obesity. 

• Since 2015, we have served 1,294 households and a 
total of 2,434 patients.

• MCHC partners with local Farmer’s Markets and County 
Extension Offices to provide the fresh produce for the 
program.

• As part of the Farmacy program, MCHC started a local 
Farmers Market at the Leatherwood Blackey Clinic.



OUTCOMES 2015-2018

• 99% of participants reported the Farmacy program assisted them in 
meeting their nutritional needs.

• 89% of participants answered YES to the question “ After 
participating in the Farmacy program, did you notice any 
improvement in your overall health and wellbeing?”

• 68% of participants reported the Farmacy program assisted with 
maintaining optimal blood glucose levels.

• 64% of participants reported canning or freezing produce for winter 
months.



OUTCOMES 2015-2018

• 894 pounds lost
• BMI decreased 171.36 points
• Glucose decreased by 2958 points
• A1C decreased by 14.4 points (2018 only)
• Waist Circumference decreased by 225.2

inches
• Blood pressures improved by 40%



FARMACY PROGRAM



TELEHEALTH

• Telehealth software enables remote clinical healthcare providers 
to capture and share medical device data, exchange documents 
and medical images in real-time, and participate in a live video 
conference.

• Available at all MCHC locations.

• Behavioral Health currently utilizes this service to aid patients in 
making lifestyle changes to improve diabetes outcomes.



SCHOOL BASED CLINICS

• MCHC has providers in 15 schools in Letcher, Owsley, and Bell 
counties. 

• Providers are at each school on a regular scheduled basis to 
provide health care for the students and staff.



CLINICIAN 
CAPACITY

“ONE STOP SHOP”

• Clinical Pharmacist

• Dental

• Podiatry

• Behavioral Health

• Optometry

• Registered Dietitian

• Licensed Diabetes Educator

• Pharmacy

• X-Ray

• Lab

• Cardiology/ Vascular Services



CLINICAL PHARMACIST

• Reviews patients medications on the EHR to update and 
eliminate errors.

• Educates patients on the importance, proper use, and side effects 
of medications.

• Answers patients medication questions and concerns.

• Ensures patients have access to medication.

• Helps providers select therapies that are covered on patients 
insurance.



DENTAL

• Oral health affects systemic 
health, patients are encouraged to 
have regular oral exams.

• Dental offices are located at 3 of 
our locations- Whitesburg, 
Owsley, and Cumberland.

• Patients have access to a dentist 
the same day as their provider 
appointment.



PODIATRY
• In 2017, only 3% of patients with 

diabetes received a diabetic foot 
exam.

• Podiatry was added to MCHC 
services in the summer of 2018. 

• Since this time, the MCHC podiatry 
service has attended 2335 
unduplicated patients and counting.

• Podiatry is available in 4 of our 
clinics- Whitesburg, Harlan, Owsley, 
and Leatherwood Blackey Clinic



OPTOMETRY- DIABETES EYE EXAM

• Whitesburg and Harlan Optometry 
opened in 2016. Owsley Optometry 
opened in 2017. Harlan Optometry 
closed in 2018 due to the loss of the 
provider.

• Same day appointments are available 
to ensure patients receive their 
diabetes eye exams.

• Retinal imaging machinery is 
available to take a clear picture of the 
retina, optic nerve and all of the 
blood vessels located inside of the 
eye to monitor damage.
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PHARMACY

• Easy access to medications due to pharmacy being inside or 
immediately adjacent to our clinics. 

• 340B available at multiple pharmacies.

• Whitesburg Medical Center Pharmacy, Parkway Pharmacy, Isom
Community Pharmacy, Harlan Clinic Pharmacy, 
Leatherwood/Blackey Clinic Pharmacy, Cumberland Pharmacy 
and B-H Apothecary.



LAB

• Lab services available at  all clinics.

• Lab tests include glucose, glucose tolerance testing, Hemoglobin 
A1C, Micro albumin, and Lipids. 

• Insulin level, C peptide and other special tests are sent off to a 
outside lab for testing.

• Labs results are returned in a timely manner.



CARDIOLOGY/VASCULAR SERVICES

• ARH Cardiology is located inside of the Whitesburg Medical/ 
Dental Clinic.

• Pikeville Medical Center Heart and Vascular Institute Specialty 
Clinic is within walking distance from the Whitesburg Medical/ 
Dental Clinic. 

• Patients can be seen the same day as their primary care provider.

• Services Offered:
– Ankle-Brachial Index (ABI), Diagnostic Arteriography, and more.



NEUROLOGY

• Vascular neurology care is also available within walking distance 
to the Whitesburg Medical/Dental Clinic at the Pikeville Medical 
Cardiology and Vascular Institute Specialty Clinic.

• Neurologist on staff to assist in Vascular Neurology Procedures.

• Same day appointments available to assist patients in care. 



PATIENT ACCESS TO 
LOW-COST 
MEDICATION AND 
RELATED SUPPLIES

• 340B Program

• Indigent Medicine

• Free Medication Samples

• Free Glucometer Samples

• Medication Coupons



340B PRESCRIPTION DRUG PRICING PROGRAM

• Opportunity to reduce the cost of 
prescription medication, regardless of 
income and insurance. 

• Clinical Pharmacist on staff to assist with 
the program.

• Novolog 10ml, Retail Price $310, Novolog
10ml on 340B $23.95. 



INDIGENT MEDICINE
• Medication assistance program that helps patients get medicines at no cost due to 

lack of insurance, medication not being covered by their insurance or high copays.

• Medication assistance counselors see on average 20-25 patients a day. 

• Indigent medicine saves patients well over $100 per month depending on the 
medicine. 

• Many pharmaceutical companies offer patient assistance programs. We partner 
with Merck, Lilly, Boehringer Ingleheim,  Astria Zeneca, Pfizer, Sanofi, and 
Novonordisk.  

• Diabetes medications are available free to the patient through the patient 
assistance programs. 

• Medications available:  Novolog, Humalog, Lantus, Toujeo, Soliqua, Tresiba, 
Levimir, Trulicity, Bydureon, Janumet, Januvia, Jardiance, Glyxambi, Tradjenta, 
Synjardi, Farxiga, Combiglyze, Ozempic, Jentadueto and more. 



INFORMATION 
TECHNOLOGY

• Electronic Health Record (EHR)

• NextGen Mobile

• Patient Portal

• Nurse Advice Line



EHR- NEXTGEN

• EHR provides access to be able to document and report patient 
outcomes.

• Providers can communicate via the EHR to assist in team based 
care.

• Provides access to evidence-based guidelines.

• EHR provides care guideline templates to decrease gaps in care.

• Used in referral tracking, logging of outside A1Cs and A1C 
reminders. 



NEXTGEN MOBILE

• Providers are able to access the EHR from their mobile phones 
while at the clinic or hospital.

• It allows providers to dictate notes, view patient charts to access 
labs, medications, and other reports which helps improve 
continuity of care.



PATIENT PORTAL

• Secure online access to the 
patients health information.

• Patients are able to view lab 
results, see statements, make 
payments and download chart 
information online. 

• Clinic receptionists are available 
to help patients set up their 
account. 



NURSE ADVICE LINE

• Nurse advice line is available to 
patients after MCHC Clinics have 
closed. 

• It offers treatment, pediatric, 
urgent care, and medical advice 
on conditions such as diabetes 
and more.



PARTNERSHIPS

• Marshall University and Merck 
Foundation- CHW Program

• Letcher County Recreation Center-
Diabetes Walk and Talk

• American Heart Association- Simple 
Cooking with Heart

• Transportation Assistance Agencies

• Farmer’s Markets- Farmacy Program

• Community Agriculture Nutritional 
Enterprise (C.A.N.E)- Simple Cooking with 
Heart

• ARH- Hospital, Cardiology, Home Health

• Health Department- Referrals

• Health Fairs- Community Resources



TRANSPORTATION ASSISTANCE

Agencies that provide patients transportation assistance:

• LKLP Community Action Counsel

• Daniel Boone Development Counsel

• Harlan Community Action Agency

• Sandy Valley Transportation Services, LLC



HEALTH FAIRS
• Health fairs are held at each clinic- MCHC staff are available to answer 

questions and provide blood pressure and glucose testing.

• Healthy on the Hill is an annual health fair held during the local 
Whitesburg, Mountain Heritage Festival. We strive for it to be the 
largest health fair in Eastern KY.

• MCHC also partners with ARH and the Letcher County Recreation 
Center to provide a annual community health fair.

• Community resources are available at each health fair such as 
Benefind (KY’s assistance and support program), local hospitals, 
health departments, transportation services, UK Extension Offices, 
physical therapy, local grocery stores, insurance companies, 
Medtronic, resources for the blind and more.





OTHER HEALTH 
CENTER 
OPERATIONAL 
PROCESSES

• Appointment scheduling

• Care management

• Monthly recall system- EHR

• Patient satisfaction surveys

• Morning huddles

• Retinal machine available

• Group diabetes class (DEEP)

• Home visits- Community Health 
Workers



MCHC CLINICS 
Whitesburg Medical/ Dental Clinic

Leatherwood/ Blackey Clinic Harlan Medical Clinic Owsley Medical/ Dental Clinic Buckhorn Medical Clinic

Pineville Medical Clinic Isom Medical Clinic Cumberland Medical/ Dental Clinic Middlesboro Clinic




