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TCCH is  a Federally Qualified Health Center (FQHC)  located in Indian River County, Florida. 
Indian river County .  The following information is taken from the 2018 Indian River County Needs 
Assessment.  

 “River County is one of the top 10 richest counties in Florida. According to the Office of 
Economic and Demographic Research, in 2018, the average per capita personal income for Indian River 
County was $76,059, which is more than $25,000 higher than Florida’s average per capita income of 
residents ($50,070). In fact, according to the most recent report available from the Economic Policy 
Institute examining nationwide county-level data, Indian River County had the 10th largest income gap 
between the top 1% and the bottom 99% out of 3,061 counties nationwide. The top 1% in Indian River 
County earn an average of over $2.9 million, and the bottom 99% earn an average of $43,373, 
representing a top to bottom ratio of 67.2.9 In communities where income inequality is a concern, 
disparities may exist that primarily affect the quality of life for lower-income residents in a variety of 
areas, including health, well-being, education, and social mobility. Additionally, such disparity skews the 
perception of the overall income for Indian River County because of the high level of income earned by 
the top 1 %.  

According to the Florida Office of Economic and Demographic Research and the United States 
Census Bureau, the median household income in Indian River County in 2018 was $52,336 compared to 
$53,267 for the State of Florida (adjusted for inflation). When considering median household income, 
levels of earned income at the County and State level now appear comparable (see Economic 
Opportunity section for more details). According to the MIT Living Wage Calculator, the required annual 
income before taxes for a family of four (2 adults, 2 children) in Indian River County is $ $63,145. This 
estimate takes into account food, childcare, medical expenses, housing, transportation, taxes, and the 
cost of living in the location. The Federal Poverty Level (FPL) is a commonly used measure to define 
poverty. The measure of income is issued annually by the Department of Health and Human 
Services(HHS)and is regularly used to establish eligibility for public and social services. In 2018, FPL was 
$24,600 for a family of four. In 2018, it was estimated that 10.7% of residents were below FPL. 

When examining the quality-of-life indicators for 2016, approximately 23.3% of residents indicated that 
they were in poor or fair health, as compared to 19.5% of residents in the state. The counties in the US 
with the best rates average 12%. With regard to the average number of physically unhealthy days 
reported in the past 30 days (age-adjusted), Indian River residents reported 4.7 days on average, as 
compared to 4 in the state. A similar pattern was reported with regard to the average number of 
mentally unhealthy days reported in past 30 days (age-adjusted), Indian River residents reported 3.3 
days on average, as compared to 3.6 in the state.58 The counties in the US with the best rates average 
3.0 and 3.1 days, respectively. 

When considering access to food, the USDA defines low food access as living more than ½ mile 
from sources of healthy and affordable food (e.g., supermarkets; large grocery stores).  Within Indian 
River County, 43.22% reported low food access, which is higher than both the State of Florida (25.70%) 
and the United States (22.43%). Although Indian River County reported a higher percentage of low food 
access, percentages of low food access range from 0.00% in tracts 508.08, 504.02, and 507.04 to 
100.00% in tract 505.01. 

Standard 2

2



Cancer and heart disease were the leading causes of death for residents of Indian River County 
and the state. In Indian River County, those two diseases were the cause of 49% of all deaths. In 
addition, Black residents had higher death rates from cancer, heart disease, stroke, and HIV/AIDS than 
other races and ethnicities.” 

TCCH quality monitors aim to: 
a) Reduce percentage of patients with poor diabetes control, those with an A1C >9%.   1/31/2022

results were 28%.  National average 21.95%.  February 2022 report shows  an increase to 43%.
b) Diabetic eye exams. 2020 Goal: 50%.  1/31/2022 was 33%.  February 2022 improved to 35%.

 Our Corporate office is located in Vero Beach.  We have 7 medical  sites that provide care.  Each site is 
wheelchair accessible.  A brief description of each of them is addressed below.  

Location Description 
1. Oslo • Located in the southern part of the County.  Services a mixed population.

• Provides pediatric care, adult care, behavioral health, eye screenings, lab
services, dental care and  has an on-site pharmacy. On-site health care
navigators.

• Limited community providers. Has a bus stop.  Salvation Army and food pantry
nearby.

• Has a conference room and large  kitchen without a stove.
2. Central • Located in central Vero beach along US highway 1.  Services a mixed population.

• Provides pediatric care, adult care, behavioral health, and lab services. On-site
health care navigators.

• Has a bus stop and close to local community resources.
3. 787 • Is more easterly located in Vero Beach along 37th Street where the hospital with

numerous health care providers. Services a mixed population and the majority
are English speaking,  and some patients have some form of  commercial
insurance or MCR.

• Provides adult care, women’s / gyn care, and lab services.  On-site health care
navigators.

• Has a conference room but is currently being used for medical storage.
• Bus stop.

4. UAP • Located in the same building as United Against Poverty and the UPS food center.
Provides Behavioral health and nurse manager services.

• Bus stop route.
5. Gifford • Centrally located in Gifford.  Services a mixed population and a significant

population is African American.
• Provides pediatric care, adult care, behavioral health, eye screenings, lab

services, and  has an on-site pharmacy. On-site health care navigators.
• Limited community providers.
• Has a bus stop.   Has a large conference room and a  mid-size kitchen without a

stove.
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6. Sebastian • Located in Sebastian, the northern part of the county. Services a mixed
population.

• Provides pediatric care, adult care, behavioral health, and lab services. On-site
health care navigators.

• Access to numerous health care services including a hospital.  Has a bus stop.
Does not have a conference room.

7. Fellsmere • Located in Fellsmere, the north-west part of the county. Services a primarily
Latino/ Spanish speaking population, including seasonal migrant workers.

• Provides pediatric care, adult care, behavioral health, eye screenings and
glasses, lab services, x-rays, and  has an on-site pharmacy. On-site health care
navigators.

• Limited community providers. Has a large  kitchen without a stove that can be
used as a conference room.

• Has a bus stop best for local transportation.

Barriers & SDOH: 

Diabetes Distress is a leading contributor of poorly managed diabetes self-care.  Regime and 
Interpersonal scores are higher than physician distress and  emotional burden. For the most part, TCCH 
patients living with diabetes have confidence with their physicians, including APRNs.  

Patient barriers include, but not limited to the following: 

a) Unemployment/ lack of ability to maintain employment due to disability or chronic disease,
complications, incarceration, obesity and joint pain, language or literacy skills.

b) Running out of diabetes medications often related to expired PAP programs, lack of
communication with TCCH pharmacists, and costs.  Also literacy/ language barriers for
understanding prescriptions.

c) Sustaining improved A1C results after diabetes education completed.  Appears to occur 6
months later.

d) Completing health care reminders such as diabetic eye exams.
e) Accessing local  food resources to reduce food costs and perception that healthier eating is

more expensive.
f) Working head of household and limited time to improve lifestyle behaviors such as being more

active as well as attending medical appointments.
g) Lack of local resources for support and information in the evenings and on weekends.
h) Patient lack understanding glucose and A1C results as well as not testing BG due to cost of

strips.
i) Limited availability of local adult and pediatric endocrinologists.
j) No accredited DSMES services in the county. (TCCH application pending)
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RN and CDCES Attestation 

March 22, 2022 

I, Colleen D. Symanski, attest that I possess a current Florida State  RN license and am  board 
certification as a Certified Diabetes Care and Education Specialist and that both are in good standing.  I 
have submitted a copy with the DEAP application.  

Colleen D. Symanski, RN, CDCES 

Standard 3 .1
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March 22, 2022 

I, Colleen D. Symanski, RN. CDCES, attest to the following: 

1. All DSMES team members who do  not hold the CDCES, or BC-ADM credential will show
evidence of at least 15 hours of diabetes-related continuing education each .

2. That the diabetes community care coordinator/s will directly report to a credentialed
professional team member and will have of the training and/or experience related to their
specific role on the team.

3. Our DSMES team does not currently have the above personnel on the DSMES team.

Colleen D. Symanski, RN, CDCES 
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Curriculum Review Attestation 

March 22, 2022 

I, Colleen D. Symanski, RN. CDCES, attest  as the Quality Coordinator, that I   reviewed the ADA’s 
Life with Diabetes curriculum’s content and application to our current organizational practices. Our 
Director of Nursing, Nancy Hall, approved purchase of said curriculum which is in our possession and will 
be utilized in our DSMES program  

Colleen D. Symanski, RN, CDCES 
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Standard # 4 Delivery and Design of DSMES Services 

DSMES services utilize a curriculum to guide evidence-based content and delivery; to ensure consistency 
of teaching concepts, methods, and strategies within the team; and to serve as a resource for the team. 
DSMES teams have knowledge of and are responsive to emerging evidence, advances in education, 
strategies, pharmacotherapeutics, technology enabled treatment, local and online peer support, 
psychological resources and deliver strategies relevant to the population we serve. 

We  connect patients living with diabetes to technology enabled solutions, such as mobile apps, digital 
therapeutics, online programs, and peer support groups within our local or online community that 
encourages practical integration of diabetes self-management and psychological support into the 
existing daily routine between and beyond DSMES sessions.  

Process: 

1. Utilize the ADA’s written curriculum, Life with Diabetes, learning objectives and criteria for methods
of delivery and evaluating successful learning outcomes as the framework for the DSMES.

2. Education process is guided by the curriculum with content, learning objectives, methods of delivery
and criteria for evaluating learning for the populations served (including pre-diabetes, type 1
diabetes, type 2 diabetes, secondary diabetes, gestational diabetes, or pregnancy complicated by
diabetes) in the following 9 content areas.

a. Diabetes pathophysiology and treatment options
b. Healthy eating
c. Physical activity
d. Medication usage
e. Monitoring and using patient-generated health data (PGHD)
f. Preventing, detecting and treating acute complications including hypoglycemia,

hyperglycemia, diabetes ketoacidosis, sick day guidelines, and severe weather or situation
crisis and diabetes supplies management

g. Preventing, detecting and treating chronic complications including immunizations and
preventive eye, foot, dental, and renal examinations as indicated per the individual
participant’s duration of diabetes and health status

h. Healthy coping with psychosocial issues and concerns
i. Problem solving

3. Review curriculum and/or course materials for requirements and updates as needed or at least
annually.

4. Provide patients with support resources for needs that can also be met outside of the organization.

Addendum:   Copy of Purchase receipt and Curriculum Cover 
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Standard #5 : Person -Centered DSMES 

Person-centered DSMES is a recurring process over the life span  for a person with diabetes (PWD).  
Each person’s DSMES plan is unique and’ based on the persons’ concerns, needs, and priorities  
collaboratively determined as part of the DSME assessment. The DSMES team monitors and 
communicates the outcomes of the DSMES to the diabetes care team and or referring physician or other 
qualified health care profession.   

Process: 

1. Obtain a referral from primary physician or provider over-seeing patient’s diabetes care.
2. Conduct  and document a participant comprehensive assessment, including baseline diabetes self-

management knowledge and skills, and readiness for behavior change. To include:
a. Diabetes disease, nutritional management, physical activity, taking medications, monitoring

blood glucose, preventing, detecting and treating acute complications, preventing, detecting
and treating chronic complications

b. Clinical (diabetes and other pertinent clinical history)
c. Cognitive (knowledge of self- management Skills and functional health literacy)
d. Psychosocial (emotional response to diabetes)
e. Diabetes distress and support system
f. Behavioral (readiness for change, lifestyle practices, and self-care behaviors)

3. If parts of the complete initial assessment are deferred document the rationale.
4. Assess, develop and document the education participants concerns, needs, and self-management

skills and knowledge.
5. Document on-going education planning and behavioral goal-setting.
6. Document in the participant’s health record  the DSMES professional team member’s assessment of

the participant’s intervention and outcomes of education provided.
7. Engage and document patient’s unique needs, goals, and changes that are important to them and

assist them for living longer and healthier with diabetes.
8. Provide patients with written information that is available on the S drive as well as videos.
9. Provide referring physician updates and progress.  This can be documented in sources such as care

planning, patient chart updates, verbally, or tasks.

Addendum:  T1 and T2 DDS scale 
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Standard 6:  Measuring and Demonstrating Outcomes of DSMES  Services 

DSMES services have ongoing continuous quality improvement (CQI) strategies in place that measure 
the impact of the DSMES services. Systematic evaluation of process and outcomes data will be 
conducted to identify areas for improvement and to guide services optimization and or redesign. 

Outcome measures can include but not limited to A1C results, blood pressure improvement, BMI 
improvement, number of referrals, number of patients completing DSMES. Outcome measures will also 
include input from stakeholders and TCHH improvement measures.  

Process: 

1. Maintain a quality improvement process and plan to evaluate the education process and service
outcomes.  We use the PDCA process.  ( Plan, Do , Check, Act)

2. Document evidence of aggregation of the following participant outcomes:
a. At least one  clinical/behavioral goal outcome
b. At least one clinical, behavioral or process outcome

3. Include in the Continuous Quality Improvement (CQI) project
a. Opportunity for DSMES service improvement or change.
b. Baseline project achievement
c. Project target outcome
d. Outcome assessment and evaluation.

4. Base CQI on regular aggregation of DSMES outcomes data and application of results to enhance
quality of the DSMES and address gaps in service.  Document an ongoing quality improvement
project and implementation of new projects when applicable.

a. Quality improvement outcomes must be documented and evaluated every 6 months at a
minimum.

b. Maintain documentation of plans and actions based on project outcome.

Addendum:  CQI  Process.  DSMES 2022-2023 target goals 
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TCCH DEAP 2022 -2023 Target Goals 

1. Reduce patient A1C’s above 9.0 from  35.5 % to 31.94 %.
2. Identify 2021 and first quarter 2022 benchmarks, trends, and QI measures for  baseline data for on-

going  DSMES CQI process.
3. Sustain our DSMES accreditation program  annually through 2030 and beyond.
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