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ABSTRACT 

 

Social determinants of health (SDOH) affect quality-of-life outcomes and risks.  In 

underserved populations, health care access and quality are often poor.  Mainstream 

bioethics has highlighted the importance of equity in the delivery of healthcare with a focus 

on the community's health disparities and inadequate access to quality healthcare. Diabetes 

is one of the top ten causes of death according to the World Health Organization (WHO, 

2020).  Many underserved populations in the U.S. including the city of Philadelphia have 

a high probability of developing diabetes due to their poor diets, obesity, and sedentary 

lifestyle. Often it is difficult to reach the underserved population that need education and 

healthcare screening. After a review of the history of the prevalence of diabetes in the U.S., 

I discuss and analyze the development and implementation of a mobile health vehicle 

(MHV) World Diabetes Day event in Philadelphia.    
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CHAPTER 1: INTRODUCTION 

Health disparities and health inequities go hand and hand with racial and social 

justice. According to Braveman (2011), society defines race-based health disparities as 

differences in health outcomes between blacks, whites, and people of color. Inequality in 

health disparities that exist in the United States (US) are morally wrong because they 

continue to support the centuries-old system of injustices based on race, ethnicity, and 

class (Braveman, 2011). Racial and ethnic disparities in diabetes prevalence, 

management and outcomes are astounding in the US. and treatment of diabetes in 

underserved communities needs to improve. Health disparities and health equity need 

interventions at the community level that will assist with early diagnosis and treatment. 

One solution that could aid in the early detection and treatment of diabetes is a health 

system community outreach program is the implementation of a Mobile Health Vehicle 

(MHV). The focus of this thesis is the development and implement of a World Diabetes 

Day event in a community in North Philadelphia for the purpose of screening and 

educating the underserved population about diabetes.   

The implementation of a MHV to address community health disparities and health 

equity is based on social values and human rights principles. The implementation of a 

MHV addresses multiple human right principle of equality such as the right to equal 

treatment and the right to education. The MHV access contributes to the well-being of the 

community by helping to identify early potential disease processes like diabetes that 

could eventually lead to disability and death. Good health is paramount for a community 

member to recognize their full human rights and it is immoral to deny anyone the right to 

a healthy life regardless of race, ethnicity, gender, or socioeconomic status. If all the 
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negative consequences of health disparities go beyond the individual, eventually it affects 

society at large. Community health improvement contributes to the greater good, and can 

lead to lower taxes and healthcare costs, as well as reduce fears and stigma associated 

with underserved population (Yu, 2017).   

 Ethics and Morality  

According to Jones (2010), two ethical theories that support society as a moral 

duty to address health disparities are Kantian ethics and utilitarian ethics. Both theories 

provide theoretical justification for viewing health disparities as a moral wrong. First, a 

review of Kantian ethics (Jones, 2010), a duty-based ethical theory, would argue that 

society has a moral duty to address health disparities because the principle of basic 

respect for all is dishonored. The second supportive theory, utilitarian ethics, is based on 

maximizing the greatest good for the greatest number of people, this theory relies on the 

consequences to judge the right or wrong of a practice in relation to the greatest good for 

the greatest number. Therefore, it can be argued that health disparities are immoral 

because obtaining a balance of equal healthcare for the many easily outweighs healthcare 

for only a few (Jones, 2010). The Universal Declaration of Human Rights” provides 

additional support that health disparities are a moral wrong and need to be addressed in 

underserved populations. Jones (2010) sums up the importance of addressing health 

disparities in the community by addressing two principles, the first beneficence, suggests 

we should act to benefit others, the second, nonmaleficence suggests we should act to 

avoid harming others.   

The beginning of healthcare equity in underserved populations can begin with the 

implementation of the MHV. The implementation of a MHV has potential to decrease 
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healthcare costs by early intervention. The MHC could reach the community where they 

stand and provide healthcare screenings, education, lifestyle change suggestions, and risk 

assessments. The early identification, treatment and education is crucial in helping 

decrease healthcare disparities and healthcare costs by identifying prediabetics and 

diabetics earlier (ADA, 2020).  According to the American College of Healthcare 

executives (2021) the code of ethic goal is to maintain quality of life, dignity, and well-

being of every individual needing healthcare and to create an equitable and accessible 

healthcare system.  If the health care system cannot effectively meet the needs of the 

underserved population, then ethically and morally the MHV project encompasses the 

ability to fulfill part of the Code of Ethic, because it meets the health needs of the 

community where they stand providing accessible healthcare services. 

Types of Diabetes 

According to the American Diabetes Association (ADA) there are three types of 

diabetes:  type 1, type 2, and gestational diabetes.  Type 1 diabetes usually appears in 

adolescence and treatment aims at maintaining normal glucose levels via daily 

monitoring. Maintaining a healthy and exercising are important in type 1 diabetes. Type 2 

DM is a condition where your body secretes insulin, however, the body does not use the 

insulin properly. Type 2 DM is managed with healthy diet, exercise, and pills and/or 

insulin.   

Diabetes Type 2, otherwise known as adult-onset diabetes, is a major chronic 

health concern globally.  In the US there are a total of 37.3 million people (about twice 

the population of New York) who were diagnosed with DM, that is 11.3% of the US 

population (CDC, 2021).  Diabetes Type 2 is the gateway disease leading to other disease 
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processes including heart disease, vision loss, kidney disease, and amputations (CDC, 

2021).   

History of Diabetes 

In 2020, Diabetes Mellitus (DM) continued to top the charts as one of the leading 

causes of death in the United States (US) (Murphy et al., 2021). One huge factor that 

contributes to the development of DM is the social determinants of health (SDOH). 

SDOH are defined as the conditions in the environments where people live, work, learn 

and play that affect a wide range of issues including health and functioning and quality of 

life outcomes and risks (Healthy People, 2021).  The development of health issues is 

more prevalent in underserved communities and there is a magnitude of evidence 

suggesting where a person lives, works, learns, eats, and acquires healthcare directly 

affects their health and the likelihood of developing DM (Baciu, 2017).  

 Diabetes is a US crisis, especially in underserved populations and a community 

intervention is desperately needed to decrease the prevalence of diabetes in the U.S. The 

focus population for this thesis is Philadelphia and Philadelphia ranks fourth in diabetes 

prevalence in the top ten cities in the US (Center for Disease Control and Prevention, 

2021) and it is estimated that one million adults will have diabetes by 2030. An estimated 

34.2 million (10.5 %) people in the US population have diabetes (Institute for Alternative 

Futures, 2015), of those 34.2 million, 26.9 million people (8.2%) adults 18 year and 

older, have been diagnosed while approximately 7.3 million adults (ages 18 years and 

older are undiagnosed. 96 million people aged 18 years or older have prediabetes. 

Prediabetic, counting people over the age of 18 or older are estimated at 96 million about 

38% of US population (CDC, 2021) (Alternative Futures, 2015).  
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 Healthcare costs are on the rise and included in that cost is diabetes. According to 

the American Diabetes Association (2020), the total estimated cost of diagnosed diabetes 

in 2017 for adults 18 years and older was $327 billion dollars including $237 billion in 

direct medical cost. In addition, the cost of reduced productivity related to diabetic 

disease was $90 billion (about $280 per person in the US). On average, more adult men 

in the U.S. (about 37.4%) than women (about 29.2%) have prediabetes (ADA, 

2929).  The primary aim of lifestyle interventions is to prevent or delay the development 

of diabetes and its complications, The MHV can accomplish early intervention and 

screening via community engagement involving early screening and education on 

suggested lifestyle changes thus decrease or identify the disease process early.  

Contributing Comorbidity and Complications of Diabetes 

Lifestyle plays a significant role in the development of disease as seen in the 

direct correlation between obesity and diabetes. According to the U.S. Preventive 

Services Task Force (USPSTF), screening for Type 2 diabetes and prediabetes should 

now start at age 35 for people who are overweight or obese. That is five years earlier than 

the U.S. government-backed panel of experts had previously recommended in 2015. This 

shift is consistent with the rise in obesity and lack of education around Diabetes. In the 

US, obesity frequency has increased from 30.5% in 2017 to 41.9% in 2020 (see figure 

1).   
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Figure 1. Map.  CDC Diabetes and Obesity Maps 

Healthy food choices are an issue, with many underserved populations living in 

food deserts where income is below the poverty line (Figure 2). These underserved 

population are at high risk for both obesity and diabetes, and black and people of color 

are at the highest risks. This population oftentimes are living below the poverty level with 

little income, and they do not have access to fresh fruit, vegetables and produce, often, 

they eat at fast food restaurants or consume empty calories from the dollar general or 

corner store.  Often, they eat high calories, high sugar, high carbohydrates, high fat and 

high sodium foods that lead to obesity, diabetes, and cardiovascular disease (Cheyne, 

Smith et.al, 2020). A community MHV could provide education on healthier choices, 

food banks, food programs and healthy diets. 

 



7 

 

Figure 2. Map.  Raw Counts of Philadelphia Poverty Per Zip Code. 

According to CMS (2017), another SDOH, education level, has a direct 

correlation with obesity and diabetes, CMS found that when the level of education 

increased the rate of obesity and diabetes decreases. CMS (2017) also noted that black 

people did not have adequate knowledge to self-manage their diabetes leading to poorly 

controlled blood sugar. Per the American Academy of Family Physicians (2022), adults 

with less than a high school degree had the highest level of obesity at 35.5%, High school 

graduates had an obesity level of 32.3% and those with a college degree dropped down to 

22.2%. The CDC, (2020) notes that those who have less higher education are at the 

highest risk of developing DM. Although the association between obesity and higher 

educational level is multifaceted and varies by sex and race, there is a common theme as 
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the level of education rises the rate of obesity drops leading to decreased risk of 

becoming a diabetic. The key to improving the health of individuals in underserved 

communities is knowledge. Again, lack of knowledge was higher in both black and 

brown populations when compared to whites. Knowledge is power and through 

knowledge underserved communities can avoid the impact of the disparity. The MHV 

can provide that knowledge for the greater good of the community.     There are multiple 

complications of Diabetes such as heart disease, stroke, blindness, kidney failure, foot 

conditions, neuropathy, and lower-limb amputation, among other conditions (See Table 

1). According to the CDC (2016), a total of 7.8 million hospital discharges were reported 

with diabetes as a listed diagnosis among U.S. adults. The CDC (2016) further states, 

there were 130,000 discharges for diabetic-related lower-extremity amputation as well as 

209,000 discharges for hyperglycemic crisis. Emergency room visits in 2016 totaled 16 

million and 224,000 of these cases reported diabetes-hyperglycemic crisis as a listed 

diagnosis among adult's visits.  Lastly, in 2017, there were 58,372 new cases of end-stage 

kidney disease with diabetes as the primary cause (CDC, 2021).  

According to Centers for Medicare and Medicaid (2017), diabetic-related 

outcomes including high blood pressure, eye problems and kidney disease, were found at 

higher rates for minorities like blacks and Hispanics when compared to whites. In 

addition, CMS (2017) found minority have a higher genetic predisposition as well as a 

higher early onset to develop diabetes and were more likely to receive inadequate quality 

healthcare and develop diabetes related complications contributing to both racial and 

ethnic disparities.   
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Philadelphia: Diabetes   

In Philadelphia, SDOH environmental factors that are increasing the diabetes 

rates include the lack of: healthcare, knowledge, healthy foods, and physical activity. The 

CDC, (2021) estimates that if the current trends continue 40% of Americans and more 

than 50% of African Americans and Latinos will develop diabetes.  Philadelphia has the 

highest prevalence of diabetes out of 10 major U.S. cities equaling more than 15.4 

percent of adults over 18. In most cases incidence and prevalence of diabetes is 

calculated, however less attention is focused on treatment.   

 The development of a community outreach program via MHV begins with 

researching a targeted population. After reviewing Pew’s Philadelphia's Poor and 

conducting a literature review over the last six months the targeted population for the 

MHV community outreach project was the 19129-zip code area in North Philadelphia. 

This choice was limited by the community's willingness to allow a MHV event in their 

area. According to The Pew Charitable Trusts’ annual “State of the City” report (2018), 

the 19129-zip code in Philadelphia has a poverty level from 15% to 44.9%. In addition, 

the report found in 2019 that DM was one of the top ten major disease processes in the 

city of Philadelphia leading to 334 deaths in the city of Philadelphia. The Center for 

Disease Control (CDC, 2022), report from the National Center for Health Statistics, 

National Vital Statistics System, found that the mortality rate of DM ranked number eight 

across the U.S. (see figure 3).   
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 Figure 3. Bar Graph.  National Center for Health Statistics, National Vital 

Statistics System.  Age-adjusted death rates for the 10 leading causes of death in 2020: 

United States, 2019 and 2020. 

The US needs to recognize DM as a social crisis and realize that all communities 

in the US, especially the marginalized and disadvantaged population are entitled to fair 

and equitable healthcare services. The number of diabetics is going up and it is projected 

that by 2035 15% of the US population will have diabetes (See figure 4). According to 

the National Center for Health Statistics, National Vital Statistics System, Mortality 

(2021) Pennsylvania is number 11 among states where diabetes rates are increasing the 

fastest (See figure 5). Government, healthcare officials, and global leaders have a moral 

obligation to close the gaps in healthcare disparities. The creation of ground-breaking 

community-based programs designed to combat diabetes and obesity in Philadelphia are 
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in dire need. The implementation of a DM program could initiate social justice in the 

community providing equal access to healthcare to those who have limited access and 

decrease morbidity and mortality rates.  

 

Figure 4. Bar Graph.  The Projected Diabetes Rate in the United States by 2030. 

 



12 

 

Figure 5. Bar Graph.  Top 20 States Where Diabetes Rates are Increasing the 

Fastest. 
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CHAPTER 2: MOBILE HEALTH CLINIC JOURNEY 

Achieving healthcare equality and bridging the gap between healthcare inequities 

and healthcare access has been debated for years. Many programs using hospital vans, 

taxi vouchers, and Ubers have been instituted as a solution when transportation to 

appointment is an issue. These ride programs are utilized by many community members 

in underserved populations providing access to healthcare on a regular basis.  However, 

new initiatives based on meeting the community where they stand via Mobile Heath 

Vehicles (MHV) are currently being implemented for earlier identification and 

intervention of health disparities like DM.  

Mobile Health Vehicles or clinics on wheels were initially used in rural areas 

among populations dwelling in areas with limited healthcare resources. Per Yu, et al. 

(2017), MHVs are powerful in the following cases: urgent care, preventative health 

screenings, and initiating chronic disease management. According to Bhatt et al. (2018), 

to Bhatt et. al. (2018), MHVs in the past were used more frequently in urban areas, today 

however, MHVs are now in the mainstream of healthcare access providing important 

links between the community and the healthcare system (Bhatt et Al, 2018). These MHV 

attempts to provide equitable healthcare through education, screening, and early 

identification of diseases such as DM. In conclusion, the development and 

implementation of a MHV helps provide equitable educational and screening programs 

for at-risk populations in underserved populations.  

This journey for healthcare equality began with a passion to serve the underserved 

and be the change one wants to see. Sometimes leading by example is the only way to 

create social justice. This author wants to play a role and rewrite history by advocating 
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for change in politics and policies in healthcare. This journey began at Temple University 

Hospital, when this author inquired about current community outreach programs that 

needed assistance. After speaking with the Director of Population Health, Steve Carson, 

an appointment was made to introduction and discuss programs within the city of 

Philadelphia that were being implemented by Temple University Health System. The 

Director of Community Projects Lakisha Sturgis contacted this author, and a meeting was 

set up for November 22, 2021, to discuss available active projects. Lakisha and I 

discussed the MHV project and the projected timeline for roll out. The MHV project was 

comprised of visiting the community in the MHV at a predetermined location based on 

desire and availability. The MHV would provide diabetic healthcare screening in the 

community with a goal to develop a World Diabetes Day event. A brief discussion of the 

coordination of a start-up program was discussed. Items on the list included clinical 

guidelines, secure scheduler, secure location, educational materials, educational program, 

blood glucose point of care test and training, supplemental departments, staffing, and a 

driver.  

The director then delegated the following task to this author: MHC diabetes 

PowerPoint (Appendix A), an MHC policy (Appendix B) and research on the CLIA lab 

licensure process. The CLIA license is required for glucose point of care testing via 

random glucose levels via a glucometer. In addition, the director requested the search for 

a screening tool both CDC and ADA approved. This screening tool would categorize 

community members as low, moderate, or high risk for Diabetes. Anyone at high risk 

would receive a random glucose screen. The PowerPoint would be presented by this 

author to the MHV Steering Committee. 
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Healthcare Equity Solution 

Prior to starting the delegated tasks, this author researched MHV value to the 

community. According to Hill, et al. (2014) there are approximately 2000 mobile health 

clinics in the US who provide health care services to about 5 to 6 million people (about 

twice the population of Arkansas) each year. - A mobile model of healthcare delivery was 

chosen by the Steering Committee as the answer to the communities’ healthcare 

inequities. The MHV could help remove barriers to healthcare delivery and provide 

quality equitable care. The MHV could also provide vulnerable populations with a 

platform for navigating the healthcare system and connecting them to healthcare 

resources in their area (Aung, 2015). In many situations, MHVs can play a fundamental 

part in a healthcare system, providing accessible and maintainable care with equity and 

quality that mimics the traditional healthcare settings (Aung et. Al, 2015) The community 

members would have autonomy and justice, two important principles in ethics.  

The literature also revealed “Hard to reach populations” were not only people in 

rural areas but those who are not likely to access health care due to SDOH barriers 

(Argintaru et.al., 2013). One major barrier in the community that leads to laissez-faire 

healthcare is the community’s low perception of their actual healthcare needs. The 

implementation of a MHV could provide education and enlighten the underserved 

community to potential disease processes and preventions.   

Another SDOH barrier is housing. Homelessness and unstable housing in 

vulnerable communities leads to the likelihood of experiencing unmet healthcare needs 

(Argintaru et al., 2013). The idea of meeting the community where they stand eliminates 

the need for initial appointments, providing equitable healthcare with follow-up 
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recommendation.  The MHV strategy improves underserved populations access to 

primary care and reduce barriers to accessing care.  Other healthcare access barriers 

include mental illness, homelessness, insecure housing, lack of transportation, lack of 

income, lack of trust and lack of education.  Another obstacle that prevents timely 

healthcare screening, assessment and evaluation is the fear of healthcare evaluation 

findings, this fear leads to delay of critical treatment (Andermann et. al., 2016).   

Over time, the steady presence of a MHV in the community can break through 

these barriers, create a healthy trusting relationship, and provide equitable healthcare to 

the underserved community. In addition, the MHV could provide an image of healthcare 

as a human right that would influence the public good. It would create a multicultural 

ethical awareness that healthcare is a right and provides social justice in health 

disparities. In addition, the MHV could decrease fears and create community 

relationships that would create trust between the community and the healthcare 

establishment. 

Mobile Health Clinic Steering Committee 

This author was introduced to the members of the MHV Steering Committee in 

November 2021 via a virtual Teams meeting. All subsequent meetings would take place 

on the Teams virtual platform. The committee was comprised of,  the parent organizer 

Temple University Health System followed by a culturally diverse Steering Committee. It 

is important to have input from different racial and ethnic backgrounds and the MHV 

Steering Committee was culturally diverse. Another important concern was having a 

presence and connection in the community, a community leader or representative that 

could assist in creating trust within the underserved community. These leaders or 
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representatives of the community would be an outside entity within the community that 

possible from trusted community centers, church organizations or outreach programs.  

The MHV Steering Committees program consists of the following members: 

Program Director, Parent Organizer, Program Funders, Community Health Workers, 

Registered Nurses, Nutritionist, and Diabetic Educators. A tentative meeting schedule for 

the MHV Steering Committee was discussed; the group concurred that the meeting would 

take place weekly however sometimes due to conflicts in schedule the meetings occurred 

bi-weekly on Monday and Thursday and each meeting were approximately one hour.  

After a meeting schedule was agreed upon, the committee reviewed a PowerPoint 

(PPT) of the statistics from the initial MHV blood pressure screening project. The 

consensus was that the initial presentation of the MHV had a significant impact on the 

community and 37 blood pressures screens were completed. The director reviewed that 

the MHV,  a converted recreational the vehicle was acquired in August of 2021 and the 

first two project programs that the committee would work on were: Hypertension 

Screening and Diabetes Day an event that would become a monthly or bimonthly 

program in the future. The first program, Hypertension (HTN) screening was a work in 

progress and ongoing in the community. 

Program two, the focus of this Thesis was World Diabetes Day event (see 

Appendix C), this program was in its infancy and this author was able to assist with the 

development and implementation of the program planned to roll out in March 2022. The 

development of any program begins with brainstorming and asking questions that answer 

the aims of the program. The following questions were developed and examined: Does 

the community view diabetes as a problem? What do people in the community know 



18 

about diabetes? What can be done about diabetes in the community? Who can 

participate? What are the barriers? Who should benefit? What prevents members of the 

community from controlling diabetes? What do people need to help them improve their 

awareness of Diabetic risks? What is available and What is missing? When and where to 

conduct an activity? Who should be involved? What is needed logistically? What are the 

results? Answering these questions took time and collaboration. After a period of four 

months with weekly to monthly meetings. At the end of the MHV Steering Committee 

meetings, the majority of the questions were answered. These answers were the building 

block of the MHV World Diabetes Day event. 

Framework 

The framework for the MHV program is loosely based on the population health 

framework. This framework focuses on the healthcare concerns in the community. 

Assessing, addressing, and evaluating is the three-part process of the population health 

framework.  Core activities involved in this project include identifying the targeted 

population, providing education and screening, as well as increasing health care referrals. 

The goal is to provide the underserved community populations with increased access to 

the following: preventative medicine, lifestyle changes, risk assessment, blood glucose 

assessment, referrals and PCP follow up. 

Program Design and Development 

The next several meetings focused on reviewing the progress of the program 

World Diabetes Day. During one of these meetings in December, this author presented 

the “Diabetic Screening Program: The Mobile Van Initiative” PPT (Appendix A) to the 
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committee as a guideline for World Diabetes Day and questions and suggestions were 

entertained.   

Another meeting focused on delegation of tasks at the World Diabetes Day event. 

The diabetic educators who were certified diabetes care and education specialists 

(CDCES), agreed to provide educational materials and provide risk assessments to 

participants (Appendix D). They also had multiple giveaways: measuring cups, 

measuring spoons, and squeeze balls that would attract the public. The nutritionists were 

Registered Dieticians students and would provide DM diet education and sample menus 

(Appendix E). The Community Health Workers would hand out fliers (Appendix C), 

check blood pressures and assist with the CDC and ADA approved “Diabetic Risk 

Assessment Questionnaire” (Appendix D). The Registered Nurses, this author and a 

nursing colleague would provide random glucose testing via, then evaluate and assess the 

findings for possible medical referrals for those at high risk for developing diabetes after 

taking the CDC and ADA approved “Diabetic Risk Assessment Questionnaire” 

(Appendix D).   

  The next meeting was a private meeting with the program director.  The meeting 

was scheduled to review the Mobile Health Vehicle Diabetes Policy that this author 

created (Appendix A).  After reviewing the draft, a discussion ensued, and suggestions 

were made for a revision.  The revision of the policy was requested for a second review 

in two weeks.  This policy writing experience brought this author back to the ethics of 

writing reminding one that all-inclusive, respectful, and diverse approach is best. In 

addition, this writing exercise focused on the awareness of exclusive language and bias in 

the body of the document.   
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The next MHV Steering Committee meeting provided a quick review of the 

progress of the Diabetes World Health Day program, but the primary focus of the 

meeting was the identification of community-based centers that that the MHV could 

partner with over the next year.  The programs and centers mentioned in this discussion 

included: Cradle to the Grave, Turning Point, Fighting Chance and Self Bet. This 

discussion brought to mind social justice were partnering with community organizations 

brings about the social awareness of social injustices within the community. Partnering 

with the community center is a start towards social justice to create social change.  

At another MHV Steering Committee meeting the marketing of the World 

Diabetes Day was discussed and a sample of the event flier was shared with the group.  

One noticeable mistake on the flier identified by the majority of the committee was the 

lack of diversity in the pictures on the flier.  The fliers were sent back to marketing and 

an adjusted version with a truly diverse population was shared with the committee by the 

program director.  After approval of the flier, this author and the program director 

distributed the flier to the hospital’s administrative office secretary for elevator and 

hospital distribution (Appendix C).  The lack of diversity in the flier reminded this author 

that cultural diversity is something that healthcare providers in a bioethical context 

should understand and respect (Chattopadhyay et.al, 2013).   

At another meeting, a discussion of another planned event, the community blood 

pressure screening at Cousins Market was reviewed and a yearly goal of screening 500 

community members was set. Unfortunately, the MHV did not get used due to the rainy 

and stormy weather, as the weather is unpredictable and alternate plans should be 

considered. At this event, the MHV was used as an advertisement of the MHV and was 
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strategically placed in the parking lot of the Cousins Market for passersby. The Cousins 

market allowed the MHV team to transfer the scheduled blood pressure screening event 

into the Cousins Market store. The last-minute changes in the plans for implementation 

and improvisation of the team were acknowledged. It also reminded this author that 

nothing is “set in stone” and to “be prepared” for possible last-minute changes and 

improvisation at the World Diabetes Day event. The program director announced that so 

far statistically the Cousins Market event t- was the most successful when compared to 

the Philly’s game event at the stadium.  Unfortunately, this author was unable to attend 

the blood pressure screening due to other obligations. The blood pressure screening 

overall was a success with about 37 blood pressure screenings completed.  

The January 13th meeting revolved around marketing again. A second useful 

community tool called “know your numbers” was being created and branded by the 

marketing department (See Appendix F). This tool would allow the attendees at the 

World Diabetes Day event to mark down their blood pressure and glucose value. In 

addition, the tool offered tips about why knowing your numbers is important. A 

discussion of additional giveaways like pedometers and healthy recipe cards with pictures 

were debated and then added to the program. In addition, the diabetic educators added a 

raffle to the event by donating a mini exercise bike to the list of events. A discussion 

about public marketing or a slogan, such as “There goes that health van again” was 

considered. The program director notified the team that a conversation with the head of 

podiatry has led to the participation of three podiatry residents who will attend and take 

part in the World Diabetes Day event. The three podiatry residents who were approached 

about participating in the World Diabetes Day were   more than happy to provide foot 
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exams on the day of the event. There was another possibility of the department of 

ophthalmology offering eye exams, but their attendance was not yet confirmed. It was 

comforting and exciting at the same time to know that many hospital departments were 

participating in the World Diabetes Day event.  

Next, it was shared via email that the education materials for World Diabetes Day 

were ready. The ADA standards of care 2022 handout for the event were printed in color 

and available in English and Spanish for diversity (Appendix G). In addition, The ADA 

and CDC Risk assessments were ready for distribution and available in Spanish and 

English. A partnership with Physicians INC. was discussed briefly, this partnership 

would allow the underserved community to obtain access to care after a screening 

however it would take time to establish this service. The idea behind the partnership with 

Physicians INC was to provide continuity of care. Members identified as at risk by the 

MHV team could be referred to a physician with a set up appointment. This partnership 

was in the discussion phase and would not be available for World Diabetes Day.  

Surprisingly, the main topic of the committee meeting on January 24, 2022, was 

logistical issues with the MHV. Not only could the director not find a driver for the event 

day, but the van itself would not start because it needed an alternator. My first thoughts 

were, “No driver, no program. No alternator, no program.” This was disheartening after 

all the effort and work put into this event.  

Luckily, a tow truck was scheduled to pick up the MHV on Thursday and 

returned it on Tuesday. More logistical issues ensued, for instance, the custom medical 

bed for the MHV was never received. The equipment company confirmed it was 

delivered to the hospital with a delivery date, However, the bed was lost somewhere in 
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the hospital. An investigation was in progress trying to track down the exact location of 

the delivery and the receiving party.  

 The World Diabetes Day event, date, time, and location was confirmed, and the 

event would take place at the Shop Rite, Fox Street location, from 10 a.m. to 2 p.m. The 

CLIA application form was provided to the program director, however, the program 

director was able to bypass the certification using the hospital's credentials. Another 

discussion about obtaining a scale and weighing the participating community members to 

assess their Body Mass Index (BMI) was reviewed. The main purposes of measuring 

BMI were to identify at-risk community members who are obese or morbidly obese and 

provide education and screening. The scale and BMI assessment were put on hold for 

World Diabetes Day but were an option that would be revisited at the next planned 

community engagement. 

Training Day and World Diabetes Day 

Our final MHV Steering Committee meeting took place one week before the 

World Diabetes Day program on March 16. A last-minute review of the people, place, 

time, and the plan were reviewed. This author and my nurse colleague had a training day 

the week before in Glucose Monitoring Competence.  

The program director, this author and a population health nurse colleague met at 

the hospital lab. One of the employees demonstrated a proper technique when measuring 

blood glucose levels with an Accu-Chek machine. We then demonstrated the proper 

technique and obtained random glucose level one each other using the provided lancets, 

glucometer strips, masks, gloves, hand sanitizer, and glucometer. After successfully 

performing the skill, we then took a short-written test verifying we were knowledgeable 
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and competent to perform random glucose monitoring in the community. It is important 

to provide the underserved population with quality healthcare provided by competent, 

certified healthcare personnel.  

After completing the glucose monitoring skill set competency, another important 

competency came to mind, cultural competency, and engagement with the underserved 

population. As a nurse, one can empathize with a diverse population trying to navigate 

the complex healthcare system. Often a doctor’s visit can be confusing for many, 

especially for those with language barriers or cultural barriers. If cultural, racial, and 

ethnical disparities exist in the healthcare environment there will always be inequality in 

the quality of the healthcare. Although these disparities are complex, the key to providing 

equitable healthcare is improving the cultural competence in both the healthcare setting 

and the health care providers. This author is always mindful of cultural competence and 

respect diversity in her daily in and out of the healthcare setting.  

World Diabetes Day had finally arrived, the last four months were memorable and 

educational. This author had butterflies in her stomach driving to the Shoprite located on 

Fox Steet in Philadelphia. Upon arrival there was yet another dilemma, the MHV was too 

small for all the disciplines, so space inside the Shop Rite was secured for the World 

Diabetes Day event. Going forward it would be wise to consider the size of the MHV and 

the number of participants. This author arrived at 10 am to assist with the set up. The 

ShopRite managers provided access to two rooms, one looked like it was a pharmacy 

previously and the other an urgent care center that was closed permanently. Both rooms 

were perfect, especially the room that resembled an urgent care center. That room has a 

room divider and two other rooms beyond the room divider. These two rooms provided 
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the perfect area for blood pressure screening, diabetic education, diabetic screening, diet 

education, and foot screens. The community health workers were stationed at the front 

entrance of the ShopRite store handing out fliers to community members and directing 

them to the area where the World Diabetes Day Program was located.  

The MHV was again positioned strategically in the parking lot of the ShopRite to 

provide advertisement in the community.   The room this author did glucose point of 

testing in was set up in a U-shape for the flow of the participants coming in and out.  

Interestingly, the little things mean so much.  The red table covers, and cloth Temple 

University Hospital table covers really made the event shine.  The balloons, the 

giveaways and the raffle were decorative and brightened up the room.  Every person 

participating was happy to be part of the program.   

The people were lined up outside the doors waiting to participate.  As they 

entered the U-shaped room the raffle tickets were given to them.  The educational session 

was engaging, and the community was attentive and asked questions.  The podiatry 

students had two spaces, one in each room. The exam room was used for the foot 

examination and the other area was occupied by the podiatry student where they handed 

out information on foot care.  They had foot shaped squeeze balls that were adorable.   

  Their blood pressure screening area had information about knowing your 

numbers and the community seemed to like having a record of each screening. Blood 

pressure and heart disease pamphlets were also available to the community. All 

educational pamphlets and papers were available in English and Spanish promoting 

cultural competency. Pedometers were given out at the blood pressure screening area 
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with information on exercise and healthy diets, encouraging and educating the 

community on the importance of exercise.  

It was amazing how each discipline worked together for the greater good of the 

community. It almost brought tears to one’s eye, the beauty of it all. This author felt 

proud to be part of a community event that provided quality and culturally diverse 

healthcare to an underserved population. This author and a nurse colleague completed a 

total of 50 glucose points of testing. This was phenomenal for the first roll out of the 

diabetes program. The only issue this author finds with this type of testing is the glucose 

testing is random, so false high results were observed but then no intervention was 

provided because the community member had eaten prior to the testing. Unfortunately, 

the final statistics of how many attended and what percent of the population had diabetic 

risk screening, glucose point of test, foot exams or blood pressure screening will not be 

available until mid-July. 

Conclusion 

The appreciation, respect and awe this author has developed for anyone in the 

community setting who pours their own time, heart and efforts into creating programs for 

underserved populations to create health equity in a community is enormous. Programs 

like the MHV are a work of the heart. These programs are the beginning of equity in 

healthcare, including education, identification, and referrals for the underserved 

populations in the community. The MHV symbolizes hope for the turning tides of 

healthcare promising a new tomorrow with a goal of equitable healthcare for all in the 

future. The MHV is guided by a moral compass identifying disparities within each 

community and developing and providing programs like Diabetes Day to accommodate 
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the greater good. This author feels privileged to play a role in providing valuable services 

to the public with the idea that these services can combat health disparities in vulnerable 

populations. In addition, this author felt like both equitable and quality care was provided 

to the community, it was one step towards healthcare justice and astoundingly the 

community autonomously chose to work with the MHV team. There was no fear or 

mistrust, we were people helping people.  

 The value of meeting the community where they stand is tremendous and will 

grow in trust and friendship. This experience has humbled this author and it was a 

pleasure providing healthcare screenings in the community.  

Finally, after brainstorming, meetings, writing policy, papers and PowerPoints the 

outcomes of the World Diabetes Day Event shows promise for future endeavors. In fact, 

this newly implemented community program using the MHV approach to address 

healthcare disparities like diabetes is showing reproducible success in its infancy. The 

initial thesis statement and the purpose of this paper was to seek the truth about meeting 

the community where they stand providing equitable healthcare that is the community's 

moral duty. Addressing the community’s risk of developing DM via implementation of a 

MHV in underserved population make a ripple in the pond but that ripple will grow 

bigger and bigger until healthcare disparities are no more. Does the use of a MHV for the 

purpose of education and screening for DM have an impact on the health of this high-risk 

underserved population? Yes, it does--one community and one disparity at a time. 
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APPENDIX A: POWER POINT PRESENTATION DIABETES PROPOSAL 

DIABETES SCREENING PROGRAM:

Mobile Health Van Initiative
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APPENDIX B: MOBILE HEALTH VAN POLICY  

 

PURPOSE:  

  

To provide diabetic screening, referrals and follow up via the Mobile Health Van 

(MHV) via community engagement.   

 

GOAL:  

The goal is to develop community partnerships, establish comprehensive services 

and educate via community engagement. Implementation of preventative screenings will 

assist in identifying community members that are at high risk for developing 

hypertension, diabetes, or other chronic illnesses while still asymptomatic. The MHV 

team assessments are conducted using the following: Diabetic Screening Risk 

Questionnaire, blood glucose levels, blood pressures and Body Mass Index (BMI) 

evaluations. Once identified these community members can be medically educated and 

referred for further intervention.  

 

DEFINITIONS:  

  “Diabetes Mellitus 

Diabetes Mellitus is a chronic metabolic disorder characterized by abnormalities 

in  

carbohydrate, protein and fate metabolism resulting in defects in the production of 

insulin  
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secretion, insulin action or both. 

There are three types of Diabetes Mellitus: 

a). Type 1 

- Juvenile onset- caused by immune-mediated destruction of beta cells of the 

pancreas, resulting in minimal or no production of insulin. Hence required lifelong 

insulin. 

b). Type 2 

- Mature aged onset (common among people over the age of 40 years old). 

- Family history of diabetes or are overweight (makes the insulin less efficient in  

controlling the glucose). 

- affects 85% of the people with diabetes. 

c). Gestational Diabetes 

- occurs during pregnancy (24th to 28th week of pregnancy) 

- caused by previous birth of overweight baby, family history of gestational  

diabetes, overweight etc. 

- managed by healthy eating, exercise, and insulin” 

 

POLICY: 

 

IMPLEMENTATION: 

Trained healthcare personnel and volunteers  

 

Responsibilities: 
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a. Evaluate community members for prediabetes/diabetes using the 

CDC/AMA Diabetes Risk Assessment. 

b. Measure body mass index (BMI) via the BMI.  Body mass index is a value 

derived from the mass and height of a person. 

c. Preform Random Blood Glucose Screening 

d. Educate community members on exercise and diet. 

e. Refer to appropriate healthcare provider as needed. 

 

1. Assess risk: 

• Use the CDC/AMA Diabetes Risk Assessment to determine whether the 

community members' score places them at risk for diabetes 

•  Obtain height and weight measurements to determine whether patient is 

overweight or obese. Overweight and obesity are defined as a BMI ≥25 and ≥30, 

respectively. 

 

2. Screen: 

• If the community member is aged 35 to 70 years and has overweight or obese 

and no symptoms of diabetes. 

NOTE:  Consider screening for prediabetes and type 2 at an earlier age if the 

patient is from a population with a disproportionately high prevalence of diabetes 

American Indian/Alaska Native, Black, Hawaiian/Pacific Islander, Hispanic/Latino, 

Asian American. 
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3. Test: 

Random glucose level  

The Primary Qualified Instructor will be a licensed professional and hold a 

current license in one of the following professions – Registered Nurse, Registered 

Dietitian Nutritionist, or other appropriate health care professional. 

4.  Educate:  

The MHV will have one or more qualified healthcare personnel providing 

Diabetes education.  The education by healthcare personnel will be under the Primary 

Qualified Instructor (PQI).   Documentation of initial counseling session with 

recommended follow up. 

5. Referrals: 

Community members identified as risk for diabetes will be referred for follow up 

with a predetermined licensed provider in the community. E.g., exercise programs, 

registered dieticians, eye associates, podiatrist and physicians.   

PROCESS: 

Community member screenings are conducted as follows: 

Initiate the Diabetes Risk Assessment Form 

Obtain height and weight via a scale.  Calculate Body Mass Index via National 

Institutes of Health recommendations. 

Community members identified as high risk will be encouraged with permission 

to measure blood glucose via finger-stick glucometer (see below for procedure). 

Provide community member with results. 

Review blood glucose results with community member. 
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Make recommendations for community members to follow up and provide 

education and educational materials about diabetes, diet, exercise, and smoking cessation.  

Note: If three or more risk factors for diabetes are reported suggest follow up with 

physician.  

Regardless of screening information about healthy diet, exercise and weight loss 

will be available.   

PROCEDURE: 

Random Blood Sugar (RBS) 

Sample: 

 Blood sample via finger prick 

Test Type: 

glucometer 

Equipment: 

Glucometer, lancets, Alcohol Swabs 

Procedure: 

• Sanitize fingers with alcohol-soaked swab and air dry 

• According to machine instruction’s-insert test strip into glucometer prick 

finger with lancing device 

• Touch tip of test strip downwards on the drop of blood on the finger. 

• Read the results displayed on the glucometer screen 
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Results: 

• PROCEDURE: Random Blood Sugar Recommendations 

Results: Asymptomatic Symptomatic * 

70 and below Referral with PCP 2 months   Treat with Glucose tabs (as directed) 

and if RBS returns to normal referral with PCP in 2 months 

If RBS is low again Referral with PCP/ Urgent care immediately 

71-139 Diabetic education/Normal range yearly PCP check up Not applicable 

140-199  Diabetic education/A1C recommended with PCP follow up 

 Diabetic education/A1C recommended with PCP follow up  

200 or higher Diabetic education/A1C recommended with PCP follow up  

 Diabetic education/PCP notification immediately with follow up 

*Symptomatic symptoms: Increased urination, dehydration, blurry vision, thirst, 

changes in mentation, and decreased weight.  
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APPENDIX C: DIABETES DAY FLIER 

APPENDIX C: DIABETES DAY FLIER 

Diabetes Alert Day 

MARCH 22, 2022 | 11:00 AM – 3:00 PM 

ShopRite of Fox Street | 2800 Fox Street – Bakers Centre Shopping Plaza 

This Diabetes Alert Day, understand if you or a loved one is at risk for developing type 2 diabetes and learn what you 

can do now to protect and improve your health.  

Join staff from Temple Health and ShopRite for: 

• Individual risk assessments           • Blood glucose screenings 

• Blood pressure screenings                           • Diabetic foot screenings 

• Dietary tours      • Giveaways and raffles 

Temple Health refers to the health, education and research activities carried out by the affiliates of Temple University 

Health System (TUHS) and by the Lewis Katz School of Medicine at Temple University. TUHS neither provides nor controls 

the provision of health care. All health care is provided by its member organizations or independent health care providers 

affiliated with TUHS member organizations. Each TUHS member organization is owned and operated pursuant to its governing 

documents. 

Non-discrimination notice:It is the policy of Temple University Hospital, Inc. that no one shall be excluded from or 

denied the benefits of or participation in the delivery of quality medical care on the basis of race, ethnicity, religion, sexual 

orientation, gender, gender identity/expression, disability, age,  ancestry, color, national origin, physical ability, level of 

education, or source of payment. 

 FY22-1072  3/22 



53 

APPENDIX D: RISK ASSESSMENT AND KNOW YOUR NUMBER 
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APPENDIX E:  EDUCATION AND NUTRITION 
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