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Telephone Insulin Program (TIP) Getting Results
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health care to people who do not have health insurance, are unemployed or
underemployed, and are at or below 200% of the poverty level. SNVMC
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mobile clinics travel to different locations each day of the week in the areas i;;ggg foess than e " With downward trend of HbAlc levels, participants continue to sustain
of Woodbridge, Dumfties and Triangle. Most patients seen at these locations $25,000 to less than 3.5 healthy behaviors through collaborative relationships between health care
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The Hemoglobin A1C (HbAlc), providing information of a person's " Reduced incidence of long-term effects of uncontrolled diabetes such :
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level greater than 9 are invited to participate in the Telephone Insulin care. TIP 1s a promising community-based program designed to serve a
Program (TIP) as well as encouraged to wvisit the clinic every three months vulnerable population. Diabetes management requires access to services,
for a general diabetic exam and medication adjustment if needed. The METHODS personal awareness and understanding, meaningful education, emotional
initiative’s goal 1s to maintain the participant’s HbAlc between 6.5 and 7. support and encouragement, and the personal desire and self-confidence to
" Type 2 insulin-dependent diabetics with HbAlc’s greater than 9 are make informed decisions about care. As TIP participants experience success
The Nurse Practitioner’s weekly calls to TIP participants uncover numerous offered the opportunity to participate in the Telephone Insulin with lower HbAlc levels, they are able to embrace and sustain healthy
health related factors affecting diabetic management. Close monitoring and Program (TIP). behaviors with the support of their families and health care providers.
adjusting the insulin dose have resulted in lower blood glucose and .

The TIP Nurse Practitioner ( TIP NP) telephones patients on a
prevention of further complications from long term elevated blood glucose

weekly basis to collect information and provide guidance in their TESTIMONIAL
levels. self-care diabetic management.
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. related to his severe insulin resistance and lenient medical management.
namely: post-prandial blood sugar after the largest meal eaten. Blood sugar
" inability to obtain medication level goals are set by the TIP NP according to the ADA guidelines. . .
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- T_‘ne TIP NP calculates the blood sugar average for the week and This would not have been possible “if he had not been enrolled 1n and
PROJECT adjusts the insulin accordingly. followed by the TIP Program”.
. L1 . . " The TIP NP evaluates medication quantities and may order more, if
Language barriers and limited income, transportation, education, and health ,
needed. Laboratory tests are ordered every three months and mailed CONTACT INFORMATION

literacy are some of the reasons vulnerable populations encounter difficulty
or fail to manage chronic health conditions such as diabetes. This project will
explore the impact of the Telephone Insulin Program (TIP) on patient

to the patient when due. Support and encouragement 1s an integral Megan Clay, MSHI, RN Dircctor Partnership Development

component of this initiative. Sentara Northern Virginia Medical Center

compliance and outcomes of at-risk populations living in the local " The TIP NP reviews patient issues, such as “what is a carbohydrate”, o
communities of Woodbridge, Dumfries and Triangle and served by the role of activity in lowering blood sugar, how insulin works, and Loty Galegoet MS.N’.F.NP'B(;’ BIC~ADIL, Biolaile Climie
SNVMC’s mobile health clinics. why patients should follow guidelines regarding when and how to Sentara Northern Virginia Medical Center
take 1nsulin.
TARGET POPULATION el —— REFERENCES
- SNVMC IIlObﬂ@ ChﬂiC p atients . ??Hﬁm {'::ﬂt i t a;‘Aunhry,P;i‘:;:eWilliam;IountyPublicSchool D:mf es United Methodist Church, == National Committee for Quality Assurance. Diabetes Recognition Program Guidelines retrieved from

" Insulin-dependent Type 2 diabetic
= HgbAlc greater than 9
= With limited or no financial resources

International Diabetes Center, Minneapolis, MN. IDC Professional and Diabetes Counseling WebEx sessions
retrieved from

Rust, G., and Thomas, C. (2001). Diabetes Care in community Health Centers: A reasonable Standard of
Comparison? American Journal of Public Health, 91(2), pp. 318-319.

American Diabetes Association. Standards of Medical Care in Diabetes—2014. Diabetes Care. 2014;37(Supp
1):S14-S80, table 8 retrieved from

National Institute of Diabetes and Digestive and Kidney Diseases (2014). The A1C Test and Diabetes. NIH
Publication No. 14-7816 March 2014 retrieved from

Virginia Department of Health, Office of Family Health Services, Diabetes Prevention and Control Project on
7/2011retrieved from

DURATION

" Duration of Project: August 2013- present

SNVMC TIP 3/2016


mailto:MMCLAY@sentara.com
mailto:CAGALLAG@sentara.com
http://www.ncqa.org/Programs/Recognition/Clinicians/DiabetesRecognitionProgramDRP.aspx
http://www.ncqa.org/Programs/Recognition/Clinicians/DiabetesRecognitionProgramDRP.aspx
http://www.ncqa.org/Programs/Recognition/Clinicians/DiabetesRecognitionProgramDRP.aspx
http://www.ncqa.org/Programs/Recognition/Clinicians/DiabetesRecognitionProgramDRP.aspx
http://www.ncqa.org/Programs/Recognition/Clinicians/DiabetesRecognitionProgramDRP.aspx
http://www.ncqa.org/Programs/Recognition/Clinicians/DiabetesRecognitionProgramDRP.aspx
http://www.ncqa.org/Programs/Recognition/Clinicians/DiabetesRecognitionProgramDRP.aspx
http://www.ncqa.org/Programs/Recognition/Clinicians/DiabetesRecognitionProgramDRP.aspx
http://www.ncqa.org/Programs/Recognition/Clinicians/DiabetesRecognitionProgramDRP.aspx
http://www.ncqa.org/Programs/Recognition/Clinicians/DiabetesRecognitionProgramDRP.aspx
http://www.ncqa.org/Programs/Recognition/Clinicians/DiabetesRecognitionProgramDRP.aspx
http://www.ncqa.org/Programs/Recognition/Clinicians/DiabetesRecognitionProgramDRP.aspx
http://www.ncqa.org/Programs/Recognition/Clinicians/DiabetesRecognitionProgramDRP.aspx
http://www.ncqa.org/Programs/Recognition/Clinicians/DiabetesRecognitionProgramDRP.aspx
http://www.ncqa.org/Programs/Recognition/Clinicians/DiabetesRecognitionProgramDRP.aspx
http://www.ncqa.org/Programs/Recognition/Clinicians/DiabetesRecognitionProgramDRP.aspx
http://www.ncqa.org/Programs/Recognition/Clinicians/DiabetesRecognitionProgramDRP.aspx
http://www.ncqa.org/Programs/Recognition/Clinicians/DiabetesRecognitionProgramDRP.aspx
http://www.ncqa.org/Programs/Recognition/Clinicians/DiabetesRecognitionProgramDRP.aspx
http://www.ncqa.org/Programs/Recognition/Clinicians/DiabetesRecognitionProgramDRP.aspx
http://www.diabetes.niddk.nih.gov/
http://www.diabetes.niddk.nih.gov/
http://www.diabetes.niddk.nih.gov/
http://www.diabetes.niddk.nih.gov/
http://www.diabetes.niddk.nih.gov/
http://www.diabetes.niddk.nih.gov/
http://www.diabetes.niddk.nih.gov/
http://www.diabetes.niddk.nih.gov/
http://www.diabetes.niddk.nih.gov/
http://www.diabetes.niddk.nih.gov/
http://www.diabetes.niddk.nih.gov/
http://www.diabetes.niddk.nih.gov/
http://www.diabetes.niddk.nih.gov/
http://www.diabetes.niddk.nih.gov/
http://www.diabetes.niddk.nih.gov/
http://www.diabetes.niddk.nih.gov/
http://www.diabetes.niddk.nih.gov/
http://www.diabetes.niddk.nih.gov/
http://www.vahealth.org/cdpc/diabetes
http://www.vahealth.org/cdpc/diabetes
http://www.vahealth.org/cdpc/diabetes
http://www.vahealth.org/cdpc/diabetes
http://www.vahealth.org/cdpc/diabetes
http://www.vahealth.org/cdpc/diabetes
http://www.vahealth.org/cdpc/diabetes

